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1. DEFINITIONS AND ACRONYMS

1.1 DEFINITIONS

Listed below are the Definitions, Acronyms, and Abbreviations used in this Contract. These
terms and their corresponding definitions and acronyms were developed in accordance with
Commonwealth of Virginia and Federal governing regulations. However, the following terms,
when used in this Contract, shall be construed and/or interpreted as follows, unless the context
expressly requires a different construction and/or interpretation.

“Abuse” Provider practices that are inconsistent with sound fiscal, business, or medical practices
that result in unnecessary cost to the Medicaid or FAMIS program; or reimbursement for
services that are not medically necessary; or fail to meet professionally recognized standards for
health care. It also includes member practices that result in unnecessary cost to the Medicaid or
FAMIS program.

“Access” As defined in 42 CFR § 438.320, access as it pertains to external quality review,
means the timely use of services to achieve optimal outcomes, as evidenced by managed care
plans successfully demonstrating and reporting on outcome information for the availability and
timeliness elements defined under § 438.68 (Network adequacy standards) and § 438.206
(Availability of services).

“Accreditation” The process of evaluating an organization against a set number of measures of
performance, quality, and outcomes by an industry recognized accrediting agency, such as
NCQA. The accrediting agency certifies compliance with the criteria, assures quality and
integrity, and offers purchasers and members a standard of comparison in evaluating health care
organizations.

“Acute Care” Preventive care, primary care, and other inpatient and outpatient medical and
behavioral health care provided under the direction of a physician for a condition having a
relatively short duration.

“Actuarially Sound Capitation Rates” As defined in 42 CFR § 438.4(a), Actuarially sound
capitation rates are projected to provide for all reasonable, appropriate, and attainable costs that
are required under the terms of the contract and for the operation of the MCO for the time period
and the population covered under the terms of the contract, and such capitation rates are
developed in accordance with the requirements in paragraph 438.4(b) of this section.

“Actuary” an individual who meets the qualification standards established by the American
Academy of Actuaries for an actuary and follows the practice standards established by the
Actuarial Standards Board; also refers to an individual who is acting on behalf of the State when
used in reference to the development and certification of capitation rates

“Addiction and Recovery Treatment Services” (ARTS) — A comprehensive continuum of
addiction and recovery treatment services based on the American Society of Addiction Medicine
(ASAM) Patient Placement Criteria. This includes: (i) inpatient services to include withdrawal
management services; (ii) residential treatment services; (iii) partial hospitalization; (iv)
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intensive outpatient treatment; (v) outpatient treatment including Medication Assisted Treatment
(MAT); (vi) substance abuse case management; (vii) opioid treatment services; and (viii) peer
recovery support services. Providers will be credentialed and trained to deliver these services
consistent with ASAM’s published criteria and the Department’s medical necessity criteria and
using evidence-based best practices including Screening, Brief Intervention and Referral to
Treatment (SBIRT) and Medication Assisted Treatment (MAT).

“Administrative Dismissal”

1. A DMAS provider appeal dismissal that requires only the issuance of an informal appeal
decision with appeal rights but does not require the submission of a case summary or any
further informal appeal proceedings; or

2. A member appeal dismissal made on various grounds, such as lack of a signed authorized
representative form or the lack of a final adverse action from the Contractor.

“Adoption Assistance” A social services program, under Title XX of the Social Security Act,
that provides the adoptive parents with the necessary assistance to adopt and care for the child

who has special needs and who meets eligibility criteria. It is not intended to cover the full cost
of raising the child. Rather, it supplements the resources of the adoptive parents.

“Adverse Action” For providers that have already rendered a service, a denial in whole or in
part, of a service authorization; or the denial, in whole or in part, of payment for a service.

“Adverse Benefit Determination” For members, pursuant to 42 C.F. R. § 438.400, any of the
following: (i) The denial or limited authorization of a requested service, including
determinations based on the type or level of service, requirements for medical necessity,
appropriateness, setting, or effectiveness of a covered benefit; (ii) the reduction, suspension, or
termination of a previously authorized service; (iii) the denial, in whole or in part, of payment for
a service; (iv) The failure to provide services in a timely manner, as defined by the State; (v) the
failure of an MCO to act within the timeframes provided in 8438.408(b)(1) and (2) regarding the
standard resolution of grievances and appeals; (vi) for a resident of a rural area with only one
MCO, the denial of a member’s request to exercise his or her right, under §438.52(b)(2)(ii), to
obtain services outside the network; (vii) the denial of a member’s request to dispute a financial
liability, including cost sharing, copayments, premiums, deductibles, coinsurance, and other
member financial liabilities. The denial, in whole or in part, of payment for a service solely
because the claim does not meet the definition of a “clean claim” at § 447.45(b) is not an adverse
benefit determination.

“All Payers Claim Database” Established by the Virginia General Assembly to facilitate data-
driven, evidence-based improvements in access, quality, and cost of health care and to promote
and improve the public health through the understanding of health care expenditure patterns and
operation and performance of the health care system as provided by Virginia Code § 32.1-
276.7:1.

“Alternate Formats” Provision of enrollee information in a format that takes into consideration
the special needs of those who, for example, are visually impaired or have limited reading
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proficiency. Examples of Alternate Formats shall include, but not be limited to, braille, large
font, audio tape, video tape, and information read aloud to an enrollee.

“Ameliorate” To improve a condition or to prevent a condition from getting worse.

“Annually” For the purposes of contract reporting requirements, annually shall be defined as
11:59PM on September 30" immediately following the effective Contract date and/or effective
Contract renewal date, unless otherwise specified in the Contract or Managed Care Technical
Manual.

“Appeal”

1) For members, in accordance with 42 CFR § 438.400, is a request to DMAS for a State
fair hearing of a Contractor’s internal appeal decision to uphold the Contractor’s adverse
benefit determination. After a member exhausts the Contractor’s one-step internal appeal
process, the member may appeal to DMAS. Member appeals to DMAS shall be
conducted in accordance with regulations at 42 CFR88 431 Subpart E and 12 VAC 30-
110-10 through 12 VAC 30-110-370; or

2) For providers, is a request made by a provider (in-network or out-of-network) to review
the Contractor’s reconsideration decision in accordance with the statutes and regulations
governing the Virginia Medicaid appeal process. After a provider exhausts the
Contractor’s reconsideration process, Virginia Medicaid affords the provider the right to
two administrative levels of appeal (informal appeal and formal appeal) with DMAS in
accordance with the Virginia Administrative Process Act, Code of Virginia § 2.2-4000 et
seq., and Virginia Medicaid’s provider appeal regulations, 12 VAC 30-20-500 et seq.

“Assertive Community Treatment (ACT)” Intensive nonresidential treatment and
rehabilitative mental health services provided in accordance with the fidelity model of ACT.
Assertive community treatment provides a single, fixed point of responsibility for treatment,
rehabilitation and support needs for clients with serious mental illness (SMI) whose needs have
not been well met by more traditional service delivery approaches.

“Assess” To evaluate an individual’s condition, including social supports, health status,
functional status, psychosocial history, and environment. Information is collected from the
individual, family, significant others, and medical professionals, as well as the assessor’s
observation of the individual.

“Assessment” The Contractor’s appraisal and evaluation of its members to determine level of
health and necessary interventions as may be appropriate. A successful assessment is considered
a contact made by the health plan which assesses all health care needs, interventions received,
and any additional services or referral needs. The health plan must submit the assessment
procedures plan and a copy of the assessment tool annually to the Department.

“Audit” A formal review of compliance with a particular set of internal
(e.g., policies and procedures) or external (e.g., laws and regulations) standards used as base
measures.
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“Balance Billing” When a provider bills a Medicaid enrollee for the difference between the
provider’s charge and the allowed amount.

“Balanced Budget Act” Refers to the Balanced Budget Act (BBA) of 1997; final rule issued
June 14, 2002; effective August 13, 2002. The BBA is the comprehensive revision to Federal
statutes governing all aspects of Medicaid managed care programs as set forth in section 1932 of
the Social Security Act and Title 42 Code of Federal Regulations (CFR) Part 438 et seq.

“Behavioral Health Services Administrator (BHSA)” An entity that is contracted to manage
or direct a behavioral health benefits program. The BHSA is currently responsible for
administering the Department’s behavioral health benefits for Medicaid recipients enrolled in
Fee for Service and for Therapeutic Group Home Services and Treatment Foster Care Case
Management for Medallion 4.0 members, including care coordination, provider management,
and reimbursement of such behavioral health services.

“Behavioral Health and Substance Abuse Treatment Services (BHS)” An array of
therapeutic and rehabilitation services provided in inpatient and outpatient psychiatric and
community settings to diagnose, prevent, correct, or minimize the adverse effect of a psychiatric
or substance abuse disorder. Under this contract, the Department categorizes BHS as traditional
and non-traditional services.

“Behavioral Therapy Services” Systematic interventions provided by licensed practitioners
within the scope of practice, as defined under state law or regulations, and covered as remedial
care under 42 CFR § 440.130(d) to individuals younger than 21 years of age in the individual’s
home. Behavioral therapy includes, but is not limited to, applied behavior analysis (ABA).
Services are designed to enhance communication skills and decrease maladaptive patterns of
behavior which, if left untreated, could lead to more complex problems and the need for a greater
or a more restrictive level of care.

“Benchmarking” A process through which standards and thresholds are developed through
comparisons with others, standards, and best practices. In terms of quality benchmarking, the
goal of a performance improvement system is to develop an assessment process that incorporates
four basic comparisons: with self, with others, with standards, and with best practices.

“Budget Neutral” A standard for any risk sharing mechanism that recognizes both higher and
lower expected costs among contracted MCOs under a managed care program and does not
create a net aggregate gain or loss across all payments under that managed care program.

“Business Associate” Any entity that contracts with the Department, under the State Plan and in
return for a payment, to process claims, to pay for or provide medical services, or to enhance the
Department’s capability for effective administration of the program. A Business Associate
includes, but is not limited to, those applicable parties referenced in 45 CFR, §160.103.

“Business Days” Means Monday through Friday, 8:30 AM to 5:00 PM, Eastern Standard Time,
unless otherwise stated.
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“Capitation Payment” A payment the Department makes periodically to a Contractor on behalf
of each member enrolled under a contract for the provision of medical services under the State
Plan, regardless of whether the particular member receives services during the period covered by
the fee.

“Capitation Rate” The monthly amount, payable to the Contractor, per member, for all
expenses incurred by the Contractor in the provision of contract services as defined herein.

“Care Coordination” (also known as “Care Management) The Contractor’s responsibility of
assessing and planning of services; linking the Member to services and supports; assisting the
Member directly for the purpose of locating, developing, or obtaining needed services and
resources; coordinating services and service planning with other agencies, providers and family
individuals involved with the Member; monitoring to assess ongoing progress and ensuring
services are delivered; and training, education, and counseling.

“Carved-Out Service(s)” The subset of Medicaid covered services for which the Contractor
will not be responsible under this Contract.

“Centers for Medicare and Medicaid Services” or “CMS” The Federal agency of the United
States Department of Health and Human Services that is responsible for the administration of
Title X1X and Title XXI of the Social Security Act.

“Childhood Obesity” In accordance with The Center for Health and Health Care in Schools,
Childhood Obesity is defined as an age-specific Body Mass Index (BMI) that is greater than the
ninety-fifth (95th) percentile. Children are considered at risk if their BMI-for-age is greater than
the eighty-fifth (85") percentile but less than the ninety-fifth (95') percentile.

“Children and Youth With Special Health Care Needs” or “CYSHCN” Children and youth
with special needs that have or are at increased risk for a chronic physical, developmental,
behavioral or emotional condition(s) and may need health and related services of a type or
amount over and above those usually expected for the child’s age. These include, but are not
limited to, the children in the eligibility categories of foster care and adoption assistance (aid
category 076 and 072), youth who have aged out of the foster care system (Aid Category 70),
children identified as Early Intervention (EI) participants, members identified as experiencing
childhood obesity and others as identified through the Contractor’s assessment or by the
Department.

“Claim” An itemized statement of services rendered by health care providers (such as hospitals,
physicians, dentists, etc.), billed electronically or on the CMS 1500 or UB-04 (or subsequent
iterations of these forms).

“Clean Claim” A claim that has no defect or impropriety (including any lack of any required
substantiating documentation) or particular circumstance requiring special treatment that
prevents timely payments from being made on the claim under this title. See sections 1816(c)
(2) (B) and 1842(c) (2) (B) of the Social Security Act.
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“Client” or “Member” or “Participant” An individual having current Medicaid eligibility who
shall be authorized by the Department to participate in the program.

“Cold-Call Marketing” Any unsolicited personal contact with a potential member by an
employee, affiliated provider, or contractor of the entity for the purpose of influencing
enrollment with such entity.

“Common Core Formulary” A list of all drugs required to be covered by health plans,
including those on the Preferred Drug List (PDL), for Medicaid members enrolled with fee-for-
service, Medallion 4.0, and Commonwealth Coordinated Care Plus (CCC Plus) Managed Care
programs. These drugs do not require Service Authorizations (SA) unless subject to additional
clinical criteria. Health plans may add drugs to the therapeutic drug classes on the DMAS
PDL/Common Core Formulary but cannot remove drugs.

“Commonwealth Coordinated Care Plus (CCC Plus) Program” The Department’s
mandatory integrated care initiative for certain qualifying individuals, including dual eligible
individuals and individuals receiving long term services or supports (LTSS). The CCC Plus
program includes individuals who receive services through Nursing Facility (NF) care, or from
designated home and community-based services (HCBS) 1915(c) waivers.

“Community Service Board (CSB)” A citizens' board established pursuant to Virginia Code
837.2-500 and §37.2-600 that provides mental health, intellectual disability and substance use
disorder programs and services within the political subdivision or political subdivisions
participating on the board. In all cases the term CSB also includes Behavioral Health Authority
(BHA).

“Complaint” See “grievance” definition.

“Comprehensive Risk Contract” A risk contract between the Department and an MCO that
covers comprehensive services, that is, inpatient hospital services and any of the following
services, or any three or more of the following services:

(1) QOutpatient hospital services.

(2) Rural health clinic services.

(3) Federally Qualified Health Center (FQHC) services.

(4) Other laboratory and X-ray services.

(5) Nursing facility (NF) services.

(6) Early and periodic screening, diagnostic, and treatment (EPSDT) services.

(7) Family planning services.

(8) Physician services.

(9) Home health services.

“Consumer Assessment of Healthcare Providers and Systems” or “CAHPS®” A consumer
satisfaction survey developed collaboratively by Harvard, RAND, the Agency for Healthcare
Research and Quality (AHRQ), the Research Triangle Institute, and Westat that has been
adopted as the industry standard by NCQA and CMS to measure the quality of managed care
plans.
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“Consumer-Directed (CD) Employee/Attendant™ A person who is employed by an individual
who is receiving services through the consumer-directed model or their representative to provide
approved services (e.g., personal care), and who is exempt in Virginia from Workers’
Compensation.

“Consumer-Directed (CD) Services” Service (personal care) for which the individual or his
representative, as appropriate, is responsible for directing their own care and hiring, training,
supervising, and firing of staff.

Consumer-Directed (CD) Services Facilitator (SF) The Medicaid enrolled provider who is
responsible for supporting the Member or his representative, as appropriate, providing employee
management training, and completing ongoing review activities as required by DMAS.

“Contract” This signed and executed Medallion 4.0 program document resulting from the RFP,
issued and awarded, including all attachments or documents incorporated by reference.

“Contract Modifications” or “Contract Amendment” Any changes, modifications, or
amendments to the Contract that are mutually agreed to in writing by the Contractor and the
Department or are mandated by changes in Federal or State laws or regulations.

“Contractor” A managed care health plan selected by the Department and contracted by
execution of this Contract to participate in the Medallion 4.0 program in accordance with the
RFP award.

“Coordination of Benefits” or “COB” A method of integrating benefits payable under more
than one form of health insurance coverage so that the covered member’s benefits from all
sources do not exceed 100 percent of the allowable medical expenses. COB rules also establish
which plan is primary (pays first) and which plan is secondary, recognizing that Medicaid is the
payor of last resort.

“Cost Avoidance” The application of a range of tools to identify and prevent inappropriate or
medically unnecessary charges before they are actually paid. This may include service
authorization, second surgical opinion, medical necessity review, and other pre-and post-
payment /service reviews.

“Cost Sharing” Co-payments paid by the member in order to receive medical services.

“COV Security Standards” Commonwealth of Virginia (COV) Information Technology
Resource Management (ITRM) policies, standards, and guidelines that may be updated from
time to time. A complete list can be located at
http://www.vita.virginia.gov/library/default.aspx?id=537.

“Cover Virginia” Virginia’s telephonic customer service center and online portal providing
statewide eligibility information and application assistance for Virginia’s Medicaid, FAMIS,
Plan First, Fee-for-Service, Department of Corrections, and other insurance options. Cover
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Virginia’s website WwWw.coverva.org provides easy access to information about Virginia’s
Medicaid and FAMIS programs, including eligibility and how to apply. Staff at the Cover
Virginia statewide customer service center at 1-855-242-8282 provide confidential application
assistance and program information. Individuals can apply, report changes, or renew coverage
through Cover Virginia.

“Covered Services” The subset of services for which the Contractor shall be responsible for
covering under the program.

“Credentialing” The process of collecting, assessing, and validating qualifications and other
relevant information pertaining to a health care provider to determine eligibility to deliver
covered services.

“Credibility Adjustment” As defined in 42 CFR 8 438.8, an adjustment to the Medical Loss
Ratio (MLR) for a partially credible MCO to account for a difference between the actual and
target MLRs that may be due to random statistical variation.

“Cultural Competency” The ability of health care providers and health care organizations to
understand and respond effectively to a patient’s cultural health beliefs, preferred languages,
health literacy levels and communications needs.

“Data Analysis” Tool for identifying potential payment errors and trends in utilization, referral
patterns, formulary changes, and other indicators of potential fraud, waste, or abuse. Data
analysis compares claim information and other related data to identify potential errors and /or
potential fraud by claim, individually or in the aggregate. Data analysis is an integrated, on-going
component of fraud detection and prevention activity.

“Days” Business days, unless otherwise specified.

Department of Health Professions (DHP) — Agency that issues licenses, registrations,
certifications, and permits to healthcare practitioner applicants that meet qualifications
established by law and regulation. In addition to the Board of Health Professions, the following
applicable boards are included within the Department: Board of Audiology and Speech-
Language Pathology, Board of Counseling, Board of Dentistry, Board of Long-Term Care
Administrators, Board of Medicine, Board of Nursing, Board of Optometry, Board of Pharmacy,
Board of Physical Therapy, Board of Psychology, and Board of Social Work.

Department of Medical Assistance Services (DMAS or Department) — The single State
Agency in the Commonwealth of Virginia that administers the Medicaid program under Title
XIX of the Social Security Act and the Children’s Health Insurance Program (known as FAMIS)
under Title XXI of the Social Security Act.

“Disease Management” System of coordinated healthcare interventions and communications
for populations with conditions in which patient self-care efforts are significant.

“Disenrollment” The process of changing enroliment from one MCO plan to another MCO.
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“Drug Efficacy Study Implementation” or “DESI” Designation indicating drugs for which
DMAS will not provide reimbursement because the drugs have been determined by the Food and
Drug Administration (FDA) to lack substantial evidence of effectiveness.

“Durable Medical Equipment” or “DME” Medical supplies, equipment, and appliances
suitable for use consistent with 42 CFR 440.70(b)(3) that treat a diagnosed condition or assist the
individual with functional limitations.

“Early Intervention” or “EI” Services provided through Part C of the Individuals with
Disabilities Education Act (20 USC § 1431 et seq.), as amended, and in accordance with 42 CFR
8 440.130(d). El services are designed to meet the developmental needs of children and families
and to enhance the development of children from birth through the day before the third birthday
who have (i) a 25% developmental delay in one or more areas of development, (ii) atypical
development, or (iii) a diagnosed physical or mental condition that has a high probability of
resulting in a developmental delay. Per 12 VAC 35-225-70 children are not eligible to receive El
services on or after their third birthday. Early intervention services provided in the child's natural
environment to the maximum extent appropriate. El services are covered by this Contract.

Early Intervention Assistive Technology Services - Any service that directly assists a child
with a disability in the selection, acquisition, or use of an assistive technology device.

Early Intervention Individualized Family Service Plan (IFSP) - A written plan developed by
the member’s interdisciplinary team for providing early intervention supports and services to
eligible children and families that: 1) Is based on evaluation for eligibility determination and
assessment for service planning; 2) Includes information based on the child's evaluation and
assessments, family information, results or outcomes, and supports and services based on peer-
reviewed research (to the extent practicable) that are necessary to meet the unique needs of the
child and the family and to achieve the results or outcomes; and 3) Is implemented as soon as
possible once parental consent is obtained. The IFSP requires a physician signature for the initial
IFSP, annual IFSP and anytime a service is added or services change (as determined through the
IFSP Review process). Medical necessity is established by the IFSP combined with physician
certification and shall serve as the authorization for the identified early intervention services. No
additional service authorizations shall be required for EIl services.

“Early and Periodic Screening, Diagnostic, and Treatment” or “EPSDT” is a Federal law
(42 CFR § 441.50 et seq.) that requires state Medicaid programs to assure that health problems
for individuals under the age of 21 are diagnosed and treated as early as possible, before the
problem worsens and treatment becomes more complex and costly. EPSDT requires a broad
range of outreach, coordination and health services that are distinct from general state Medicaid
requirements, and is composed of two parts:

1) EPSDT promotes the early and universal assessment of children’s healthcare needs
through periodic screenings, and diagnostic and treatment services for vision, dental
and hearing. These services must be provided by Medicaid at no cost to the member

2) EPSDT also compels state Medicaid agencies to cover for children, any additional
health care services, products, or procedures that are coverable under the Federal
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Medicaid program, if those items are determined to be medically necessary to
“correct or ameliorate” (make better) a defect, physical or mental illness, or condition
(health problem) identified through routine medical screening or examination. All
medically necessary services require service authorization.
1. For more information on the EPSDT services visit:
https://www.medicaid.gov/medicaid/benefits/epsdt/index.html

“ED Care Coordination” Real-time communication and collaboration among hospital
emergency departments, physicians, other health care providers, and health plan clinical and care
management personnel to improve outcomes for populations with high utilization of EDs as
required by state law through the Virginia Emergency Department Care Coordination Program.

“Electronic Visit Verification” or “EVV” An electronic system that provides “real time”
monitoring of a service provision, verifies that service visits occur, and documents the precise
times service provision begins and ends.

“Emergency Custody Order” An order, pursuant to 88 37.2-800 through 37.2-847 (adults) and
88 16.1-340 through 16.1-361 (minors) of the Code of Virginia , issued by a magistrate that
requires any person in the magistrate’s judicial district who is incapable of volunteering or
unwilling to volunteer for treatment, or in the case of a minor pursuant to 816.1-340, to be taken
into custody and transported for an evaluation in order to assess the need for temporary detention
order and to assess the need for hospitalization or treatment.

“Emergency Medical Condition” A medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) that a prudent layperson, who possesses an average
knowledge of health and medicine, could reasonably expect the absence of immediate medical
attention to result in placing the health of the individual (or with respect to a pregnant woman,
the health of the woman or her unborn child) in serious jeopardy, serious impairment to body
functions, or serious dysfunction of any bodily organ or part.

“Emergency Services” Those health care services that are rendered by participating or non-
participating providers, after the sudden onset of a medical condition manifesting itself by acute
symptoms of sufficient severity (including severe pain) that a prudent layperson, who possesses
an average knowledge of health and medicine, could reasonably expect the absence of immediate
medical attention to result in: Placing the client’s health or, with respect to a pregnant woman,
the health of the woman or her unborn child in serious jeopardy; Serious impairment to bodily
functions; or, Serious dysfunction of any bodily organ or part. [42 CFR 8438.114 (a) (i-iii)]

“Employer of Record (EOR)” The individual who directs their own care and receives
consumer-directed services from a CD attendant who is hired, trained, and supervised by the
individual or the individual’s representative.

“Encounter” Any covered or enhanced service received by a Member through the Contractor or
its subcontractor.
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“Encounter Data” Data collected by the Contractor documenting all of the health care and
related services provided to a member. These services include, but are not limited to, inpatient
and outpatient medical and behavioral treatment services, professional services, home health,
medical supplies or equipment, medications, community behavioral health, and transportation
services. Encounter data is collected on an individual member level and includes the person’s
Medicaid/FAMIS ID number. It also is specific in terms of the provider, the medical procedure,
and the date the service was provided. DMAS and the Federal government require plans to
collect and report this data. Encounter data is a critical element of measuring managed care
plan’s performance and holding them accountable to specific standards for health care quality,
access, and administrative procedures.

“Encounter Processing System (EPS)” The DMAS Encounter Processing Solution (EPS) is a
component module of the overall Medicaid Enterprise System (MES). The EPS is designed to
fulfill all DMAS encounter data collection and validation needs.

“Encounter Submission Calendar” The Department’s schedule for the Contractor to submit
encounters.

“Encryption” A security measure process involving the conversion of data into a format which
cannot be interpreted by outside parties.

“Enhanced Benefits or Services” Services offered by the Contractor to members in addition to
services covered by this Contract. The Department will not pay for enhanced services.

“Enrollee” A Medicaid or FAMIS beneficiary who is currently enrolled in an MCO, used
interchangeably with member in this Contract.

“Enrollee Encounter Data” Information relating to the receipt of any item(s) or service(s) by an
enrollee under a contract between a State and a MCO.

“Enrollment” The completion of approved enrollment forms by or on behalf of an eligible
person and assignment of a member to an MCO by the Department in accordance with the terms
of this Contract.

“Enrollment Area” The counties and municipalities in which an eligible organization is
authorized by the Commonwealth of Virginia, pursuant to a Contract, to operate as a Contractor
and in which service capability exists as defined by the Commonwealth.

“Enrollment Broker” An independent broker who enrolls members in the Contractor’s health
plan and who is responsible for the operation and documentation of a toll-free member service
helpline. The responsibilities of the enrollment broker include, but are not limited to: member
education and enrollment, assistance with and tracking of member’s grievance resolution, and
may include member marketing and outreach.

“Enrollment Period” The time that a member is enrolled in a Department approved MCO
during which they may not dis-enroll or change MCOs unless dis-enrolled under one of the

Medallion 4.0 Managed Care Contract SFY22v1
25



conditions described in this Contract and pursuant with Section 1932 (a)(4)(A) of Title XIX.
This period may not exceed twelve months.

“Enrollment Report” The method by which the Department notifies the Contractor of members
assigned to its health plan, as described in the Managed Care Technical Manual.

“Every Reasonable Effort” This is Contractor-initiated action related to assessments,
screenings, laboratory tests, immunizations, follow-up treatment or other services. Every
reasonable effort shall include at a minimum a telephone call or mailed reminder either prior to
the due date of each visit or upon learning that a visit has been missed and scheduling
appointments for members. In the case of being notified of a missed appointment, a telephone
call or mailed reminder for the missed appointment is required. In the case of EPSDT, if there is
no response, a personal visit to urge the parent or guardian to take the child to his or her
appointment is required.

“Exclusion from Managed Care/Exclusion from Medallion 4.0/ Exclusion from FAMIS”
The removal of a member from the Medallion 4.0 and/or FAMIS Program on a temporary or
permanent basis.

“Expedited Appeal” The process by which an MCO must respond to an appeal by a member if
a denial of care decision by an MCO may jeopardize life, physical or mental health, or ability to
attain, maintain, or regain maximum function. The Contractor must respond as expeditiously as
the member’s health condition requires, not to exceed the latter of three (3) business days from
the initial receipt of the appeal, or three (3) business days from receipt of written certification
from the MCO or treating medical professional that the member’s health condition requires
expedited handling of the appeal.

“External Appeal” An appeal, subsequent to the Contractor’s appeal decision, to the State Fair
Hearing process for Medicaid-based adverse decisions.

“External Quality Review” or “EQR” Analysis and evaluation by an EQRO, of aggregated
information on quality, timeliness, and access to the health care services that a MCO or their
contractors furnish to Medicaid members, as defined in 42 CFR § 438.320.

“External Quality Review Organization” or “EQRO” An organization that meets the
competence and independence requirements set forth in 42 CFR 8 438.354 and performs external
quality review, and other EQR related activities as set forth in 42 CFR § 438.358, or both.

“Family Planning” Those necessary services that delay or prevent pregnancy. Coverage of such
services shall not include services to treat infertility or services to promote fertility.

“FAMIS” Family Access to Medical Insurance Security Plan - A comprehensive health
insurance program for Virginia’s children. FAMIS is administered by and is funded by the state
and federal government. Also referred to as Title XXI or the state’s CHIP (Children’s Health
Insurance Program).
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“FAMIS MOMS Members” Members who are uninsured pregnant females, not eligible for
Medicaid with family income at or below 200% of the federal poverty level (plus a 5%
disregard), and who are assigned and enrolled in the aid category of 05. Per 12 VAC 30-141,
FAMIS MOMS are not subject to exemption from MCO participation (e.g., for being
hospitalized at the time of MCO enroliment).

“Federally Qualified Health Centers” or “FQHCs” Those facilities as defined in 42 CFR §
405.2401(b), as amended.

“Federally Qualified HMO” A HMO that CMS has determined is a qualified HMO under
section 1310(d) of the PHS Act.

“Fee-For-Service” The traditional health care payment system in which physicians and other
providers receive a payment for each unit of service they provide. This method of
reimbursement is not used by the Department to reimburse the Contractor under the terms of this
Contract.

“Financial Relationship” As defined in 42 CFR § 438.320, a financial relationship is (1) A
direct or indirect ownership or investment interest (including an option or nonvested interest) in
any entity. This direct or indirect interest may be in the form of equity, debt, or other means, and
includes any indirect ownership or investment interest no matter how many levels removed from
a direct interest; or (2) A compensation arrangement with an entity.

“Firewall” Software or hardware-based security system that controls the incoming and outgoing
network traffic based on an applied rule set. A firewall establishes a barrier between a trusted,
secure internal network and another network (e.g. the internet) that is not assumed to be secure
and trusted. Firewall also includes physical security measures that establish barriers between
staff, the public, work areas, and data to ensure information is not shared inappropriately or in
violation of any applicable State or Federal laws and regulations.

“Flesch Readability Formula” The formula by which readability of documents is tested as set
forth in Rudolf Flesch, The Art of Readable Writing (1949, as revised 1974).

“Formulary” A list of drugs that the MCO has approved. Prescribing some of the drugs may
require service authorization. The Department has developed a Preferred Drug List (PDL) that
shall be a subset of the Contractor’s formulary that includes all the preferred drugs from the
Department’s Preferred Drug List (PDL).

“Former Foster Care Member” A former foster care youth is an individual who was in the
custody of a local department of social services in Virginia, another state, or a U.S. Territory and
receiving Medicaid until discharge from foster care upon turning age 18 years or older, is not
eligible for Medicaid in another mandatory Medicaid covered group (LIFC parent, Pregnant
Woman, Child Under Age 18 or SSI), and is under age 26 years. A child age 18 and over who is
in an Independent Living arrangement or in the Fostering Futures Program with a local
department of social services may be eligible in this covered group.
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“Foster Care” Pursuant to 45 CFR §1355.20, a “24-hour substitute care for children placed
away from their parents or guardians and for whom the State agency has placement and care
responsibility.” Transfer of the legal custody of the child is not a component when determining if
a child is considered to be in foster care. The federal definition is predicated upon the child being
placed outside of the home and with an individual who has “placement and care” responsibility
for the child. The term “placement and care” means that the Local Department of Social
Services (LDSS) is legally accountable for the day-to-day care and protection of the child
through either a court order or a voluntary placement agreement. If a child is placed outside of
the home and LDSS is the case manager with placement and care responsibility, then the federal
government considers the child to be in foster care. Pursuant to the Affordable Care Act,
Virginia must provide Medicaid coverage to additional foster care individuals (formerly Title IV-
E or non-Title IV-E) when the following conditions occur: the individual was under the
responsibility of a Virginia-based foster care agency and receiving Medicaid until discharged
from foster care upon turning twenty- one (21) years, the individual is not eligible for Medicaid
in another mandatory Medicaid covered group, and the individual is under age 26 years.

“Fostering Futures” Virginia’s program that implements provisions of the federal Fostering
Connections to Success and Increasing Adoptions Act of 2008 that permit states to utilize federal
title IV-E funding to provide foster care maintenance payments and services and adoption
assistance for youth ages 18 to 21. The program offers services and support to youth
transitioning to adulthood and self-sufficiency regardless of funding source.

“Fraud” Intentional deception or misrepresentation made by a person or entity with the
knowledge that the deception could result in payment of an unauthorized benefit. Fraud also
includes any act that constitutes fraud under applicable Federal or State law.

“Full Credibility” As defined in 42 CFR 8 438.8, a standard for which the experience of an
MCO is determined to be sufficient for the calculation of a Medical Loss Ratio (MLR) with a
minimal chance that the difference between the actual and target medical loss ratio is not
statistically significant. An MCO that is assigned full credibility (or is fully credible) will not
receive a credibility adjustment to its MLR

“Generally Accepted Accounting Principles” or “GAAP” Uniform minimum standards of and
guidelines to financial accounting and reporting as established by the Financial Accounting
Standards Board and the Governmental Accounting Standards Board.

“Grievance” In accordance with 42 CFR § 438.400, means an expression of dissatisfaction
about any matter other than an “adverse action” or “adverse benefit determination.” Possible
subjects for grievances include, but are not limited to, the quality of care or services provided
and aspects of interpersonal relationships such as rudeness of a provider or employee, or failure
to respect the member’s or provider’s rights.

“Guardian” An adult who is legally responsible for the care and management of a minor child
or another adult.
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“Health Care Services” All Medicaid and FAMIS services provided by an MCO under
contract with the Department.

“Health Care Home (Formally Patient Centered Medical Home)” A patient centered health
care delivery system option that provides a comprehensive system of care coordination for
Medicaid individuals with chronic conditions to support the “whole-person” across the lifespan.

“Health Insurance Portability & Accountability Act of 1996” or “HIPAA” HIPAA requires
standardization of electronic patient health, administrative and financial data; unique health
identifiers for individuals, employers, health plans, and health care providers; and security
standards protecting the confidentiality and integrity of individually identifiable health
information past, present, or future.

“Health Insurance Premium Payment (HIPP) Program” A DMAS administered Medicaid
related premium assistance program(s) that may reimburse part, or a participant’s entire share, of
employer sponsored group health insurance premiums for members who have employer
sponsored group health insurance available to them through their own or their family member’s
employment. Eligibility criteria currently include, but are not limited to the following:
e amember must be enrolled in full coverage Medicaid (be found eligible to meet either
the categorically needy or medically needy and found eligible for a fully covered group);
e the health plan must meet cost effectiveness evaluation;
e must be enrolled in a health plan that meets the definition of an a “qualified employer
sponsored plan”; and
e must not be a plan with deductibles that are equal to or exceed IRS High Deductible
Health Plan limits.

“Health Insurance Premium Program (HIPP) for Kids” HIPP program for those Medicaid
members under the age of 19 who are eligible for or enrolled in “qualified employer-sponsored
coverage.”

“Healthcare Effectiveness Data and Information Set (HEDIS)” Tool developed and
maintained by the National Committee for Quality Assurance that is used to measure
performance on dimensions of care and service in order to maintain and/or improve quality.

“Home and Community-Based Care Services” or “HCBS” A variety of home and
community-based services authorized under a §1915(c) waiver designed to offer individuals an
alternative to institutionalization. Waivers can provide a combination of standard medical
services and non-medical services. Standard services include but are not limited to: case
management (i.e., supports and service coordination), homemaker, home health aide, personal
care, adult day health services, habilitation (both day and residential), and respite care.

“Homeless” In accordance with 42 U.S.C., 254b, a homeless individual is an individual who
lacks housing (without regard to whether the individual is a member of a family), including an
individual whose primary residence during the night is a supervised public or private facility
(e.q., shelters) that provides temporary living accommodations, and an individual who is a
resident in transitional housing. A homeless person is an individual without permanent housing

Medallion 4.0 Managed Care Contract SFY22v1
29



who may live on the streets; stay in a shelter, mission, single room occupancy facilities,
abandoned building or vehicle; or in any other unstable or non-permanent situation.

“Hospital or Health System” A facility that meets the requirements of 42 CFR § 482, as
amended.

“Indian” An individual, defined at title 25 of the U.S.C. sections 1603(c), 1603(f). 1679(b) or
who has been determined eligible, as an Indian, pursuant to 42 CFR 136.12 or Title V of the
Indian Health Care Improvement Act, to receive health care services from Indian health care
providers (IHS, an Indian Tribe, Tribal Organization, or Urban Indian Organization—I/T/U) or
through referral under Contract Health Services.

“Indian Health Care Provider” A health care program, including providers of contract health
services (CHS), operated by the IHS or by an Indian Tribe, Tribal Organization, or Urban Indian
Organization (otherwise known as an 1/T/U) as those terms are defined in section 4 of the Indian
Health Care Improvement Act (25 U.S.C. § 1603).

“Individualized Education Program” or “IEP” Means a written statement for a child
receiving special education services that is developed, reviewed, and revised in a team meeting
in accordance with (34 CFR 8300.22). The IEP specifies the individual educational needs of the
child and what special education and related services are necessary to meet the child’s
educational needs.

“Individualized Family Service Plan” or “IFSP” Individualized family service plan (IFSP)
means a comprehensive and regularly updated statement specific to the child being treated
containing, but not necessarily limited to: treatment or training needs, measurable outcomes
expected to be achieved, services to be provided with the recommended frequency to achieve the
outcomes, and estimated timetable for achieving the outcomes. The IFSP is developed by a
multidisciplinary team which includes the family, under the auspices of the local lead agency.

“Individuals with Disabilities Education Act Early Intervention Services” or “IDEA-EIS”
A program (as described in 20 U.S.C. § 1471 and 34 CFR § 303.12) administered by the Virginia
Department of Behavioral Health and Developmental Services. Early Intervention services
include services that are designated to meet the developmental needs of an infant or toddler with
a disability in any one or more of the following areas: physical, cognitive, communication, social
or emotional, or adaptive development.

“Informational Materials” Written communications from the Contractor to members that
educates and informs about services, policies, procedures, or programs specifically related to
Medicaid.

“Initial Implementation™ The first time a program or a program change is instituted in a
geographical area by the Department.

“Inquiry” An oral or written communication usually received by a Member Services
Department or telephone helpline representative made by or on the behalf of a member that may
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be: 1) questions regarding the need for additional information about eligibility, benefits, plan
requirements or materials received, etc.; 2) provision of information regarding a change in the
member’s status such as address, family composition, etc.; or 3) a request for assistance such as
selecting or changing a PCP assignment, obtaining translation or transportation assistance,
obtaining access to care, etc. Inquiries are not expressions of dissatisfaction.

“Institution for Mental Disease”, or “IMD” A hospital, nursing facility, or other institution of
more than 16 beds that is primarily engaged in providing diagnosis, treatment or care of persons
with mental diseases, including medical attention, nursing care and related services. Whether an
institution is an institution for mental diseases is determined by its overall character as that of a
facility established and maintained primarily for the care and treatment of individuals with
mental diseases, whether or not it is licensed as such. An institution for Individuals with
Intellectual Disabilities is not an institution for mental disease. An IMD may be private or state-
run. A State Institution for Mental Disease or State Mental Hospital is a hospital, psychiatric
institute, or other institution operated by the DBHDS that provides care and treatment for
persons with mental illness.

“Intermediate Care Facility for Individuals with Intellectual Disabilities” Intermediate Care
Facility/Individuals with Intellectual Disabilities (ICF/IID) is a facility, licensed by the
Department of Behavioral Health and Developmental Services (DBHDS) in which care is
provided to intellectually disabled individuals who are not in need of skilled nursing care, but
who need more intensive training and supervision than would be available in a rooming,
boarding home, or group home. Such facilities must comply with Title XIX standards, provide
health or rehabilitative services, and provide active treatment to clients toward the achievement
of a more independent level of functioning.

“Internal Appeal” A request to the Contractor by a member, a member’s authorized
representative or provider, acting on behalf of the member and with the member’s written
consent, for review of a Contractor’s adverse benefit determination as defined in this Contract.
The internal appeal is the only level of appeal with the Contractor and must be exhausted by a
member or deemed exhausted according to 42 CFR § 438.408(c)(3) before the member may
initiate a State fair hearing.

“Investigation” A review of the documentation of a billed claim or other attestation by a
provider to assess appropriateness or compliance with contractual requirements. Most
investigations involve the review of medical records to determine if the service was correctly
documented and appropriately billed. DMAS reserves the right to expand upon any investigation.

“Joint Legislative Audit and Review Commission (JLARC)” Conducts policy analysis,
program evaluation, and oversight of state agencies on behalf of the Virginia General Assembly.
The duties of the Commission are authorized by the Code of Virginia 830-58.1.

“Laboratory” Any laboratory performing testing for the purpose of providing information for
the diagnosis, prevention, or treatment of disease or impairment, or the assessment of the health
of human beings, and which meets the requirements of 42 CFR 8§ 493.2 and 493.3, as amended.
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“Limited English Proficient (LEP)” In accordance with 42 CFR § 438.10, potential enrollees
and enrollees who do not speak English as their primary language and who have a limited ability
to read, write, speak, or understand English may be LEP and may be eligible to receive language
assistance for a particular type of service, benefit, or encounter.

“List of Excluded Individuals and Entities” or “LEIE” When the Office of Inspector General
(OIG) excludes a provider from participation in federally funded health care programs; it enters
information about the provider into the LEIE, a database that houses information about all
excluded providers. This information includes the provider’s name, address, provider type, and
the basis of the exclusion. The LEIE is available to search or download on the OIG website and
is updated monthly. To protect sensitive information, the downloadable information does not
include unique identifiers such as Social Security numbers (SSN), Employer Identification
numbers (EIN), or National Provider Identifiers (NPI).

“Long-Stay Hospital” or “LSH” Hospitals that provide a slightly higher level of care than
Nursing Facilities. The Department recognizes two facilities that qualify the individual for
exemption as Long-Stay Hospitals: Lake Taylor Transitional Care Hospital (Norfolk) and
Hospital for Sick Children Pediatric Center (Washington, DC).

“Local Education Agency” A local public school division governed by a local school board, a
state-operated program that is funded and administered by the Commonwealth of Virginia or the
Virginia School for the Deaf and the Blind at Staunton.

“Local Lead Agency” Local lead agency means an agency under contract with the Department
of Behavioral Health and Developmental Services to facilitate implementation of a local Early
Intervention system, as described in Chapter 53 (§ 2.2-5300 et seq.) of Title 2.2 of the Code of
Virginia .

“Long-Term Acute Care Hospitals” or “LTAC” A Medicare facility designation as
determined by the U.S. Secretary of Health and Human Services that specializes in treating
patients with serious and often complex medical conditions. The Department recognizes these
facilities as Acute Care Facilities.

“Managed Care Organization” or “MCO” An organization which offers managed care health
insurance plans (MCHIP), as defined by Code of Virginia § 38.2-5800, which means an
arrangement for the delivery of health care in which a health carrier undertakes to provide,
arrange for, pay for, or reimburse any of the costs of health care services for a covered person on
a prepaid or insured basis which (i) contains one or more incentive arrangements, including any
credentialing requirements intended to influence the cost or level of health care services between
the health carrier and one or more providers with respect to the delivery of health care services
and (ii) requires or creates benefit payment differential incentives for covered persons to use
providers that are directly or indirectly managed, owned, under contract with or employed by the
health carrier. Any health maintenance organization as defined in VVa. Code § 38.2-4300 or
health carrier that offers preferred provider contracts or policies as defined in Va. Code § 38.2-
3407 or preferred provider subscription contracts as defined in Va. Code § 38.2-4209 shall be
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deemed to be offering one or more MCHIPs. For the purposes of this definition, the prohibition
of balance billing by a provider shall not be deemed a benefit payment differential incentive for
covered persons to use providers who are directly or indirectly managed, owned, under contract
with or employed by the health carrier. A single managed care health insurance plan may
encompass multiple products and multiple types of benefit payment differentials; however, a
single managed care health insurance plan shall encompass only one provider network or set of
provider networks. Additionally, for the purposes of this Contract, and in accordance with 42
CFR 8 438.2, means an entity that has qualified to provide the services covered under this
Contract to qualifying Medallion 4.0 members as accessible (in terms of timeliness, amount,
duration, and scope) as those services are to other Medicaid members within the area served, and
meets the solvency standards of 42 CFR § 438.116.

“Managed Care Program” As defined in 42 CFR § 438.2, a managed care delivery system
operated by a State as authorized under sections 1915(a), 1915(b), 1932(a), or 1115(a) of the
Act.

“Managed Care Technical Manual” or “MCTM” A document developed by the Department
that provides the technical specifications for the submission of encounters and other contract
deliverables, including monthly, quarterly, annual, and other required reports from MCOs. In
addition, it supplies technical information on enrollment and payment files, Department-
generated files, and Departmental processes such as the processing of incarcerated members and
the reconciliation of payments for newborn members.

“Managing Employee” In accordance with 42 CFR 455 Subpart B, means a general manager,
business manager, administrator, director, or other individual who exercises operational or
managerial control over, or who directly or indirectly conducts the day-to-day operation of an
institution, organization, or agency.

“Marketing” Any communication, from an MCO to a Medicaid or FAMIS beneficiary who is
not enrolled in that entity, that can reasonably be interpreted as intended to influence the
beneficiary to enroll in that particular MCQO's Medicaid or FAMIS product, or either to not enroll
in or to disenroll from another MCO's Medicaid or FAMIS product. Marketing does not include
communication to a Medicaid or FAMIS beneficiary from the issuer of a qualified health plan, as
defined in 45 CFR 155.20, about the qualified health plan.

“Marketing Materials” Any materials that are produced in any medium, by or on behalf of an
MCO, are used by the MCO to communicate with individuals, members, or prospective
members, and can reasonably be interpreted as intended to influence the individuals to enroll or
reenroll in that particular MCO and entity.

“Marketing Services” Any communication, services rendered, or activities conducted by the
Contractor or its subcontractors to its prospective members for the purpose of education or
providing information that can reasonably be interpreted as intended to influence the member to
enroll in that particular MCO’s Medicare, Medicaid, or FAMIS products.
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“Material Adjustment” As defined in 42 CFR § 438.2, an adjustment that, using reasonable
actuarial judgment, has a significant impact on the development of the capitation payment such
that its omission or misstatement could impact a determination whether the development of the
capitation rate is consistent with generally accepted actuarial principles and practices.

“Medallion 4.0” A statewide mandatory Medicaid program, approved by the Centers for
Medicare & Medicaid Services through a 1915(b) waiver, which utilizes contracted managed
care organizations (MCOs) to provide medical services to qualified individuals. .

“(Medallion 4.0) Carved-Out Services” The subset of covered services which the Contractor
shall not be responsible for covering under the program.

“(Medallion 4.0) Covered Services” The subset of covered services which the Contractor shall
be responsible for covering under the program.

“Medicaid” Medical assistance benefits under Title XIX of the Social Security Act and various
Demonstrations and waivers thereof.

“Medicaid Covered Services” Services as defined in the Virginia State Plan for Medical
Assistance or State regulations.

“Medicaid Enterprise System” or “MES” The Department’s modernized technology system
which will replace the current Medicaid Management Information System (MMIS).

“Medicaid Fraud Control Unit” The unit established within the Office of the Attorney General
to audit and investigate providers of services furnished under the Virginia State Plan for Medical
Assistance, as provided for in the Code of Virginia § 32.1-320, as amended.

“Medicaid Management Information System” or “MMIS” The medical assistance and
payment information system of the Virginia Department of Medical Assistance Services.

“Medicaid Member” Any individual enrolled in the Virginia Medicaid program.

“Medical Loss Ratio (MLR) Reporting Year” As defined in 42 CFR § 438.8, a period of
twelve (12) months consistent with the rating period selected by the Department.

“Medical Necessity” or “Medically Necessary” means appropriate and necessary health care
services which are rendered for any condition which, according to generally accepted principles
of good medical practice, requires the diagnosis or direct care and treatment of an illness, injury,
or pregnancy-related condition, and are not provided only as a convenience. Services must be
sufficient in amount, duration, and scope to reasonably achieve their purpose. For Medicaid
members under age 21, medical necessity review must fully consider Federal EPSDT guidelines.

“Medically Complex” Individuals who have a complex medical or behavioral health condition
and a functional impairment or an intellectual or developmental disability.

Medallion 4.0 Managed Care Contract SFY22v1
34



“Medically Needy” Individuals who meet Medicaid covered group requirements, but have
excess income. A medically needy determination requires a resource test and includes pregnant
women, children under the age of 18, foster care and adoption assistance, and those in ICF/1IDs
up to age 21, ABD up to age 21. Parents and caretaker relatives do not qualify under medically
needy.

“Medicaid Non-Covered Services” Services not covered by DMAS and, therefore, not included
in covered services as defined in the Virginia State Plan for Medical Assistance or State
regulations.

“Medicare Exclusions Database” or “MED” CMS maintains the MED as a way of providing
exclusion information to its stakeholders, including State Medicaid agencies and Medicare
contractors. Office of Inspector General (OIG) sends monthly updates of the LEIE to CMS. CMS
uses the OIG updates to populate the MED (formerly Publication 69). Unlike the LEIE and the
SAM, the MED includes unique identifiers (e.g., SSNs, EINs, NPIs), but is available only to
certain users to protect sensitive information.

“Member” A person eligible for Medicaid or CHIP/FAMIS who is enrolled with an MCO
Contractor to receive services under the provisions of this Contract.

“Member Handbook” Document required by the Contract to be provided by the MCO to the
member prior to the first day of the month in which their enrollment starts. The handbook must
include all of the following sections: table of contents, member eligibility, choosing or changing
an MCO, choosing or changing a PCP, making appointments and accessing care, member
services, emergency care, member identification cards, member responsibilities, MCO
responsibilities, grievances (complaints), and appeals, translation services, and program or site
changes.

“Member Months” As defined in 42 CFR § 438.8, the number of months an enrollee or a group
of enrollees is covered by an over a specified time period, such as a year.

“Mental Health Case Management” Service to assist individuals who reside in a community
setting in gaining access to needed medical, social, educational, and other services. Case
management does not include the provision of direct clinical or treatment services.

“Mental Health - Intensive Outpatient Services (MH-10P)” Structured programs of skilled
treatment services for adults and youth focused on maintaining and improving functional abilities
through a time-limited, interdisciplinary approach to treatment.

“Mental Health - Partial Hospitalization Program (MH-PHP)” Standard, short-term, non-
residential, medically-directed services for adult and youth members who require intensive,
highly coordinated, structured and inter-disciplinary ambulatory treatment within a stable
environment that is of greater intensity than Intensive Outpatient, Mental Health Skill Building,
or Psychosocial Rehabilitation.
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“Mental Health Parity and Addiction Equality Act” A federal law that generally prevents
group health plans and health insurance issuers that provide mental health or substance use
disorder (MH/SUD) benefits from imposing less favorable benefit limitations on those benefits
than on medical/surgical benefits.

“Mental Health Professional” In accordance with the Virginia Department of Health
Professions (DHP), a Mental Health Professional is a person who by education and experience is
professionally qualified and licensed by the Commonwealth to provide counseling interventions
designed to facilitate an individual’s achievement of human development goals and remediate
mental, emotional, or behavioral disorders and associated distresses which interfere with mental
health and development. Refer to:
https://law.lis.virginia.gov/vacode/title54.1/chapter24/section54.1-2400.1/.

“Medicaid Information Technology Architecture (MITA)” Initiative sponsored by the Center
for Medicare and Medicaid Services (CMS) intended to foster integrated business and IT
transformation across the Medicaid enterprise to improve the administration of the Medicaid
program. The MITA Initiative is a national framework to support improved systems
development and health care management for the Medicaid enterprise. MITA has a number of
goals, including development of seamless and integrated systems that communicate effectively
through interoperability and common standards.

“Monitoring” The ongoing oversight of the provision of services to determine that services are
administered according to the individual’s plan of care and effectively meet his or her needs,
thereby assuring health, safety and welfare. Monitoring activities may include, but are not
limited to, telephone contact, observation, interviewing the individual and/or the individual’s
family, as appropriate, and in person or by telephone, and/or interviewing service providers.

“Monthly” For the purposes of contract reporting requirements, monthly shall be defined as the
15" day of each month for the prior month’s reporting period. For example, January’s monthly
reports are due by February 15"; February’s are due by March 15", etc.

“National Committee for Quality Assurance (NCQA)” A nonprofit organization committed to
assessing, reporting on and improving the quality of care provided by organized delivery
systems.

“National Practitioner Data Bank” or “NPDB” The NPDB, maintained by the Health
Resources and Services Administration, is an information clearinghouse containing information
related to the professional competence and conduct of physicians, dentists, and other health care
practitioners. OIG reports exclusions to the NPDB monthly. Although the NPDB includes unique
identifiers, to protect sensitive information it is available only to registered users whose identities
have been verified.

“National Provider Identifier” or “NPI” NPI is a national health identifier for all health care
providers, as defined by CMS. The NPI is a numeric 10-digit identifier, consisting of nine (9)
numbers plus a check-digit. It is accommodated in all electronic standard transactions and many
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paper transactions. The assigned NPI does not expire. All providers who provide services to
individuals enrolled in this contract will be required to have and use an NPI.

“Network Provider” Any provider, group of providers, or entity that has a network provider
agreement with a MCO or a subcontractor, and receives Medicaid or CHIP/FAMIS funding
directly or indirectly to order, refer or render covered services as a result of the state's contract
with an MCO, PIHP, or PAHP

“Newborn Guarantee Coverage Period” The time period between the date of birth of a child
whose mother is a Medicaid, FAMIS or FAMIS MOMS member with the Contractor until the
last day of the third calendar month including the month of birth, unless otherwise specified by
the Department. For example, a baby born any day in February will be enrolled with the
Contractor until April 30.

“No Credibility” As defined in 42 CFR § 438.8, a standard for which the experience of an MCO
is determined to be insufficient for the calculation of a Medical Loss Ratio (MLR). An MCO that
is assigned no credibility (or is non-credible) will not be measured against any MLR
requirements.

“Non-Claims Costs” As defined in 42 CFR 8 438.8, expenses for administrative services that
are not: Incurred claims (as defined in 42 CFR §438.8(e)(2)); expenditures on activities that
improve health care quality (as defined in 42 CFR 8438.8(e)(3)); or licensing and regulatory
fees, or Federal and State taxes (as defined in 42 CFR 8438.8 (f)(2) of this section)

“Non-Participating Provider” A health care entity or health care professional not in the
Contractor’s participating provider network.

“Notice” Means a written statement that meets the requirements of 42 CFR § 438.404.

“Nursing Facility (NF)/Certified Nursing Facility” Any skilled nursing facility, skilled care
facility, intermediate care facility, nursing or nursing care facility, or nursing facility, whether
freestanding or a portion of a freestanding medical care facility, that is certified for participation
as a Medicare or Medicaid provider, or both, pursuant to Title XVI1II and Title XIX of the United
States Social Security Act, as amended, and the Code of Virginia, 8 32.1-137.

“Office Based Opioid Treatment Providers” or “Preferred OBOTSs” Deliver addiction
treatment services to members with a primary diagnosis from the Diagnostic and Statistical
Manual of Mental Disorders (DSM-5) for substance-related and addictive disorders, with the
exception of tobacco-related disorders and non-substance-related addictive disorders, marked by
a cluster of cognitive, behavioral, and physiological symptoms indicating that the individual
continues to use, is seeking treatment for the use of, or is in active recovery from the use of
alcohol or other drugs despite significant related problems. Services are provided by
buprenorphine-waivered practitioners working in collaboration and co-located with licensed
Credentialed Addiction Treatment Practitioners providing psychosocial treatment in public and
private practice settings (12VAC30-130-5020).
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“Ombudsman” The independent State entity that will provide advocacy and problem-resolution
support for Medallion 4.0 participants, and serve as an early and consistent means of identifying
systemic problems.

“Open Enrollment” The time frame in which members are allowed to change from one MCO to
another, without cause, at least once every 12 months per 42 CFR § 438.56 (c)(2) and (f)(1). For
Medallion 4.0 members, open enrollment timeframes are based upon the Department’s regional
open enrollment effective date. Within sixty (60) days prior to the open enrollment effective
date, the Department will inform the member of the opportunity to remain with the current health
plan or change to another health plan without cause. Those members who do not choose a new
MCO within sixty (60) days of the open enrollment period shall remain in his or her current
health plan selection until their next open enrollment effective date.

“Outcomes” As defined in 42 CFR 8 438.320, changes in patient health, functional status,
satisfaction or goal achievement that result from health care or supportive services.

“Out-of-Network Coverage” Coverage provided outside of the established MCO network;
medical care rendered to a member by a provider not affiliated with the Contractor or contracted
with the Contractor.

“Overpayment” As defined in 42 CFR § 438.2, any payment made to a network provider by a
MCO to which the network provider is not entitled to under Title XIX of the Act or any payment
to a MCO by a State to which the MCO is not entitled to under Title XIX of the Act.

“PACE” The Program of All-inclusive Care for the Elderly. PACE provides the entire spectrum
of health and long-term care services (preventive, primary, acute, and long-term care services) to
their members without limit as to duration or dollars.

“Partial Credibility” As defined in 42 CFR §438.8, a standard for which the experience of an
MCO is determined to be sufficient for the calculation of a Medical Loss Ratio (MLR) but with a
non-negligible chance that the difference between the actual and target medical loss ratios is
statistically significant. An MCO that is assigned partial credibility (or is partially credible) will
receive a credibility adjustment to its MLR.

“Party in Interest” Any director, officer, partner, agent, or employee responsible for
management or administration of the Contract; any person who is directly or indirectly the
beneficial owner of more than five (5) percent of the equity of the Contractor; any person who is
the beneficial owner of a mortgage, deed of trust, note, or other interest secured by and valuing
more than five (5) percent of the Contractor; or, in the case of a Contractor organized as a
nonprofit corporation or other nonprofit organization, an incorporation or member of such
corporation under applicable State corporation law. Additionally, any organization in which a
person previously described is a director, officer or partner, that has directly or indirectly a
beneficial interest of more than five (5) percent of the equity of the Contractor or has a mortgage,
deed of trust, note, or other interest valuing more than five (5) percent of the assets of the
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Contractor; any person directly or indirectly controlling, controlled by, or under common control
with the Contractor; or any spouse, child, or parent of a previously described individual.

“Pass-Through Payment” Any amount required by the State to be added to the contracted
payment rates, and considered in calculating the actuarially sound capitation rate, between the
MCO, PIHP, or PAHP and hospitals, physicians, or nursing facilities that is not for the following
purposes: A specific service or benefit provided to a specific enrollee covered under the contract;
a provider payment methodology permitted under paragraphs (c)(1)(i) through (iii) of 42 CFR
8438.6(a) for services and enrollees covered under the contract; a sub-capitated payment
arrangement for a specific set of services and enrollees covered under the contract; GME
payments; or FQHC or RHC wrap around payments.

“Performance Incentive Award” A program instituted by the Department that rewards or
penalizes managed care organizations with possible incentive payments based upon the quality
of care received by Virginia’s Medicaid/CHIP members.

“Person-Centered Planning” A process, directed by an individual or his or her
family/caregiver, as appropriate, intended to identify the needs, strengths, capacities, preferences,
expectations, and desired outcomes for the individual.

“Person with Ownership or Control Interest” In accordance with 42 CFR 455 Subpart B,
means a person or corporation that owns, directly or indirectly, five (5) percent or more of the
Contractor’s capital or stock or received five (5) percent of the total assets of the Contractor in
any mortgage, deed of trust, note, or other obligation secured in whole or in part by the
Contractor or by its property or assets, or is an officer, director, or partner of the Contractor.

“Personal Care Provider” A provider that renders personal care services to an eligible member
in order to prevent or reduce institutional care, or, in the case of Local Education Agency-based
services, in order to allow the child to participate in a free and appropriate public education.

“Personal Care Services” Available through the EPSDT benefit and through Local Education
Agency-Based Services for children under the age of 21. A range of support services necessary
to enable the individual to remain at or return home rather than enter a nursing facility, or to
participate in a free and apporpirate public education. The services includes assistance with
ADLs, IADLs, access to the community, self-administration of medication, or other medical
needs, and the monitoring of health status and physical condition. Personal care services shall be
provided by personal care aides, within the scope of their licenses/certificates, as appropriate,
under the agency-directed model, by consumer-directed attendants under the CD model of
service delivery, or as authorized by a student’s Individuals Education Program plan delivered
via Special Education and Related Services.

“Pharmacy Benefit Manager (PBM)” An entity responsible for the provision and
administration of pharmacy services.

"Pharmacy Benefits Management' The administration or management of prescription drug
benefits provided by a managed care organization for the benefit of covered individuals.
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“Physician Incentive Plan” Any compensation arrangement to pay a physician or physician
group that may directly or indirectly have the effect of reducing or limiting the services provided
to any plan member.

“Plan First” The Medicaid fee-for-service family planning program. The purpose of this
program is to reduce unplanned pregnancies, increase spacing between births, reduce infant
mortality rates, and reduce the rates of abortions due to unintended pregnancies. Men and women
not eligible for full benefit Medicaid or FAMIS/FAMIS MOMS, who have income between
138% and less than or equal to 200 percent of the federal poverty level (plus a 5% disregard) and
meet citizenship and identity requirements may be eligible for Plan First.

“Post-Payment” Subjecting claims for services to evaluation after the claim has been
adjudicated. This activity may result in claim reversal or partial reversal, and claim payment
recovery.

“Post Stabilization Services” Covered services related to an emergency medical condition that
are provided after a member is stabilized in order to maintain the stabilized condition or to
improve or resolve the member’s condition.

“Potential Enrollee” As defined in 42 CFR § 438.2, a Medicaid beneficiary who is subject to
mandatory enrollment or who may voluntarily elect to enroll in a given MCO, but is not yet an
enrollee of a specific MCO.

“Potential Member” A Medicaid member who is subject to mandatory enrollment in a given
managed care program. [42 CFR § 438.10(a)]

“Psychiatric Residential Treatment Facilities” means the same as defined in 42 CFR 483.352
and are a 24-hour, supervised, clinically and medically necessary, out-of-home active treatment
program designed to provide necessary support and address mental health, behavioral, substance
abuse, cognitive, and training needs of an individual younger than 21 years of age in order to
prevent or minimize the need for more intensive treatment.

“Pre-Payment” A review process conducted before a claim is paid to ensure the appropriate
code was billed, the documentation supports the claim submitted, and/or the service was
medically necessary.

“Prevalent Non-English Language” A non-English language determined to be spoken by a
significant number or percentage of potential enrollees and enrollees that are limited English
proficient.

“Previously Authorized” As described in 42 CFR § 438.420, in relation to continuation of
benefits, previously authorized means a prior approved course of treatment, and is best clarified
by the following example: If the Contractor authorizes 20 visits and then later reduces this
authorization to 10 visits, this exemplifies a “previously authorized service” that is being
reduced. Conversely, “previously authorized” does not include the example whereby (1) the
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Contractor authorizes 10 visits; (2) the 10 visits are rendered; and (3) another 10 visits are
requested but are denied by the Contractor. In this case, the fact that the Contractor had
authorized 10 visits on a prior request for authorization is not germane to continuation of benefits
requirements for previously authorized services that are terminated, suspended or reduced.

“Prepaid Ambulatory Health Plan (PAHP)” An entity that:

(1) Provides services to enrollees under contract with the State, and on the basis of capitation
payments, or other payment arrangements that do not use State plan payment rates.

(2) Does not provide or arrange for, and is not otherwise responsible for the provision of any
inpatient hospital or institutional services for its enrollees; and

(3) Does not have a comprehensive risk contract.

“Prepaid Inpatient Health Plan (PIHP)” An entity that:

(1) Provides services to enrollees under contract with the State, and on the basis of capitation
payments, or other payment arrangements that do not use State plan payment rates.

(2) Provides, arranges for, or otherwise has responsibility for the provision of any inpatient
hospital or institutional services for its enrollees; and

(3) Does not have a comprehensive risk contract.

“Primary Care” As defined in 42 CFR § 438.2, all health care services and laboratory services
customarily furnished by or through a general practitioner, family physician, internal medicine
physician, obstetrician/gynecologist, pediatrician, or other licensed practitioner as authorized by
the Department, to the extent the furnishing of those services is legally authorized in the State.

“Primary Care Provider” or “PCP” A practitioner who provides preventive and primary
medical care for eligible members and who certifies service authorizations and referrals for all
medically necessary specialty services. PCPs may include pediatricians, family and general
practitioners, internists, obstetrician/gynecologists, and specialists who perform primary care
functions such as surgeons, clinics including, but not limited to health departments, Federally
Qualified Health Centers (FQHCSs), Rural Health Clinics (RHCs), etc.

“Privacy” Requirements established in the Privacy Act of 1974, the Health Insurance
Portability and Accountability Act of 1996, and implementing Medicaid regulations, including
42 CFR 88 431.300 through 431.307, as well as relevant Virginia privacy laws.

“Private Duty Nursing” Nursing care services available for children under age 21 under
EPSDT that consist of medically necessary skilled interventions, assessment, medically
necessary monitoring and teaching of those who are or will be involved in nursing care for the
individual. Private duty nursing differs from both skilled nursing and home health nursing
because the nursing is provided continuously as opposed to the intermittent care provided under
either skilled nursing or home health nursing services.

“Program Integrity” The process of identifying and referring any suspected Fraud or Abuse
activities or program vulnerabilities.
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“Prospective Risk Adjustment” A methodology to account for anticipated variation in risk
levels among contracted MCOs, PIHPs, or PAHPs that is derived from historical experience of
the contracted MCOs, PIHPs, or PAHPs and applied to rates for the rating period for which the
certification is submitted.

“Protected Health Information” or “PHI” Individually identifiable information, including
demographics, which relates to a person's health, health care, or payment for health care. HIPAA
protects individually identifiable health information transmitted or maintained in any form or
medium.

“Provider” As defined in 42 CFR § 438.2, any individual or entity that is engaged in the
delivery of services, or ordering or referring for those services, and is legally authorized to do so
by the State.

“Quality” As defined in 42 CFR § 438.320, as it pertains to external quality review, the degree
to which an MCO increases the likelihood of desired outcomes of its enrollees through:

(1) Its structural and operational characteristics;

(2) The provision of services that are consistent with current professional, evidenced-based-
knowledge;

(3) Interventions for performance improvement.

“Quality Compass”, or “NCQA Quality Compass” NCQA’s comprehensive national database
of health plans’ HEDIS and CAHPS results, containing plan-specific, comparative and
descriptive information on the performance of hundreds of managed care organizations. The
database allows benefit managers, health plans, consultants, the media, and others to conduct a
detailed market analysis by providing comprehensive information about health plan quality and
performance.

“Quality Improvement Program” or “QIP” A quality improvement program with structure

and processes and related activities designed to achieve measurable improvement in processes

and outcomes of care. Improvements are achieved through interventions that target health care
providers, practitioners, plans, and/or members.

“Quarterly” For the purposes of contract reporting requirements, quarterly shall be defined as
within 30 calendar days after the end of each calendar quarter.

“Quarters” Calendar quarters starting on January 1%, April 1%, July 1%, and October 1%

“Rate Cell” As defined in 42 CFR § 438.2, a set of mutually exclusive categories of enrollees
that is defined by one or more characteristics for the purpose of determining the capitation rate
and making a capitation payment; such characteristics may include age, gender, eligibility
category, and region or geographic area. Each enrollee should be categorized in one of the rate
cells for each unique set of mutually exclusive benefits under the contract.

Medallion 4.0 Managed Care Contract SFY22v1
42



“Rating Period” A period of 12 months selected by the State for which the actuarially sound
capitation rates are developed and documented in the rate certification submitted to CMS as
required by § 438.7(a).

“Readily Accessible” Electronic information and services which comply with modern
accessibility standards such as Section 508 guidelines, Section 504 of the Rehabilitation Act, and
Wa3C's Web Content Accessibility Guidelines (WCAG) 2.0 AA and successor versions.

“Reconsideration” A provider’s request for review of an adverse action as defined in this
Contract. The Contractor’s reconsideration decision is a pretequisite to a provider filing an
informal appeal to the DMAS Appeals Division.

“Remand” The return of a case by the DMAS hearing office to the Contractor MCO for further
review, evaluation, and action.

“Retrospective Risk Adjustment” A methodology to account for variation in risk levels among
contracted MCOs that is derived from experience concurrent with the rating period of the
contracted MCOs subject to the adjustment and calculated at the expiration of the rating period.

“Risk Adjustment” A methodology to account for the health status of enrollees via relative risk
factors when predicting or explaining costs of services covered under the contract for defined
populations or for evaluating retrospectively the experience of MCOs contracted with the State.
“Rural Area” A census designated area outside of a metropolitan statistical area.

“Rural Exception” A rural area as designated in the 1915(b) managed care waiver, pursuant to
1935(a)(3)(B) of the Social Security Act and 42 CFR § 438.52(b) and recognized by the Centers
for Medicare and Medicaid Services, wherein qualifying members are mandated to enroll in the
one available contracted MCO.

“Rural Health Clinic” A facility as defined in 42 CFR § 491.2, as amended.

“Safety Net Providers” Providers that organize and deliver a significant level of healthcare and
other related services to Medicaid, FAMIS, uninsured, and other vulnerable populations.

“Safe Sleep Virginia” Virginia Department of Social Services program designed to educate
parents and caregivers regarding the steps they can take to prevent infant sleep-related death and
to emphasize simple practices all Virginians can employ to provide a safe and healthy
environment for infants during sleep.

“Screening” Comprehensive, periodic health assessments, or screenings, from birth through age
20, at intervals as specified in the EPSDT medical periodicity schedule established by the
Department and as required by the Screenings and Assessments provisions of this Contract.

“Sentinel Event” An unexpected occurrence involving death or serious physical or
psychological injury, or the risk thereof. Serious injury specifically includes loss of limb or
function. The phrase “or the risk thereof” includes any process variation for which a recurrence
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would carry a significant chance of a serious adverse outcome. Such events are called “Sentinel”
because they signal the need for immediate investigation and response.

“Serious Emotional Disturbance” Used to refer to children, age birth through seventeen (17),
who have had a serious mental health problem diagnosed under the DSM or who exhibit all of
the following: problems in personality development and social functioning that have been
exhibited over at least one year’s time, problems that are significantly disabling based upon the
social functioning of most children of the child’s age, problems that have become more disabling
over time, and service needs that require significant intervention by one or more agency (see
http://www.dbhds.virginia.gov/ for additional information).

“Serious Mental Illness” Used to refer to individuals ages 18 and older, who have serious
mental illness diagnosed under the DSM in the following major diagnostic categories:
schizophrenias and other psychotic disorders, bipolar disorders, and major depressive disorders.

“Service Authorization (SA)/Prior Authorization (PA)” A type of program integrity activity
that requires a provider to submit documentation to support the medical necessity of services
before that claim is billed and processed for payment. Pre-payment review is often focused on
controlling utilization of specific services by a pre-determination that the service is medically
necessary for an individual.

“Service Authorization Request” A managed care member’s request for the provision of a
service.

“Social Determinants” Economic and social conditions that affect health risk and outcomes.

""Spread Pricing" The model of prescription drug pricing in which the pharmacy benefits
manager charges a managed care plan a contracted price for prescription drugs, and the
contracted price for the prescription drugs differs from the amount the pharmacy benefits
manager directly or indirectly pays the pharmacist or pharmacy for pharmacist services.

“Stabilized” As defined in 42 CFR § 489.24(b), means, with respect to an Emergency Medical
Condition, that no material deterioration of the condition is likely, within reasonable medical
probability, to result from or occur during the transfer (including discharge) of the individual
from a hospital or, in the case of a pregnant woman who is having contractions, that the woman
has delivered the child and the placenta.

“State Fair Hearing” DMAS’ evidentiary hearing process for member appeals. Any adverse
internal appeal decision rendered by the Contractor may be appealed by the member to DMAS’s
Appeals Division. DMAS conducts evidentiary hearings in accordance with regulations at 42
CFR § 431 Subpart E and 12 VAC 30-110-10 through 12 VAC 30-110-370.

“State Institution for Mental Disease” or “State-run IMD” or “State Mental Hospital” A
hospital, psychiatric institute, or other institution operated by the Department of Behavioral
Health and Developmental Services (DBHDS) that provides care and treatment for persons with
mental illness.
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“State Plan for Medical Assistance” or “State Plan” - The comprehensive written statement
submitted to CMS by the Department describing the nature and scope of the Virginia Medicaid
and FAMIS programs and giving assurance that it will be administered in conformity with the
requirements, standards, procedures, and conditions for obtaining Federal financial participation.

“State Plan Substituted Services” (In Lieu of Services) — Alternative services or services in a
setting that are not included in the state plan or not normally covered by this Contract but are
medically appropriate, cost effective substitutes for state plan services that are included within
this Contract (for example, a service provided in an ambulatory surgical center or sub-acute care
facility, rather than an inpatient hospital). However, the Contractor shall not require a Member to
use a state plan substituted service/“in lieu of service” as a substitute for a state plan covered
service or setting, but may offer and cover such services or settings as a means of ensuring that
appropriate care is provided in a cost efficient manner.

“Subcontract” A written contract between the Contractor and a third party, under which the
third party performs any one or more of the Contractor’s obligations or functional
responsibilities under this Contract.

“Subcontractor” An individual or entity that has a contract with the Contractor that relates
directly or indirectly to the performance of the Contractor's obligations under its contract with
the State. A network provider is not a subcontractor by virtue of the network provider agreement
with Contractor.

“Substance Exposed Infants (SEIs)” Infants who experienced prenatal exposure to alcohol,
tobacco, or other controlled substances. SEls shall include children born with Neonatal
Abstinence Syndrome (NAS). SEIS/NAS infants require unique medical, behavioral health and
care coordination services in order to reach optimum health outcomes.

“Substance Use/ Substance Use Disorder (SUD)” The use of drugs, without a compelling
medical reason, or alcohol that (i) results in psychological or physiological dependence or danger
to self or others as a function of continued and compulsive use or (ii) results in mental,
emotional, or physical impairment that causes socially dysfunctional or socially disordering
behavior and (iii), because of such substance abuse, requires care and treatment for the health of
the member. This care and treatment may include counseling, rehabilitation, medical, or
psychiatric care.

“Successor Law or Regulation” That section of Federal or State law or regulation which
replaces any specific law or regulation cited in this Contract. The successor law or regulation
shall be that same law or regulation if changes in numbering occur and no other changes occur to
the appropriate cite. In the event that any law or regulation cited in this Contract is amended,
changed or repealed, the applicable successor law or regulation shall be determined and applied
by the Department in its sole discretion. The Department may apply any source of law to
succeed any other source of law. The Department shall provide the Contractor written
notification of determination of successor law or regulation.
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“System for Award Management” or “SAM” or formerly “EPLS” The General Services
Administration (GSA) maintains the SAM, which includes information regarding parties
debarred, suspended, proposed for debarment, excluded, or otherwise disqualified from receiving
Federal funds. All Federal agencies are required to send information to the SAM on parties they
have debarred or suspended as described above; Office of Inspector General (OIG) sends
monthly updates of the List of Excluded Individuals and Entities (LEIE) to GSA for inclusion in
the SAM. The SAM does not include any unique identifiers; it provides only the name and
address of excluded entities. If SAM users believe that they have identified an excluded entity,
they should confirm the information with the Federal agency that made the exclusion.

“Telehealth” The use of telecommunications and other electronic information exchange to
support remote or long-distance health care services. Telehealth is different from telemedicine
because it refers to the broader scope of remote health care services used to inform health
assessment, diagnosis, intervention, consultation, supervision and information across distance,
and it is not restricted to modalities that involved real-time, two-way interaction (see
“Telemedicine” below). Telehealth incorporates technologies such as telephone, facsimile
machines, electronic, email systems, remote patient monitoring devices and store-and-forward
applications, which are used to collect and transmit patient data for monitoring and
interpretation.

“Telemedicine” A service delivery model that uses real-time, two-way telecommunications to
deliver covered physical and behavioral health services for the purposes of diagnosis and
treatment of a covered member. Telemedicine must include, at a minimum, the use of interactive
audio and video telecommunications equipment to link the member at an originating site to an
enrolled provider approved to provide telemedicine services at a distant (remote) site.

“Temporary Detention Order” or “TDO” An emergency custody order issued following
sworn petition to any magistrate that authorized law enforcement to take a person into custody
and transport that person to a facility designed on the order to be evaluated, where such person is
believed to be mentally ill and in need of hospitalization or treatment pursuant to 42 CFR 8
441.150 and Code of Virginia 88 16.1-340 and 340.1, et. seq. (minors) and 88 37.2-808 through
810, et. seq. (adults).

“Third-Party Liability” The legal obligation of third parties, i.e., certain individuals, entities, or
programs, to pay all or part of the expenditures for medical assistance furnished under the State
Plan.

“Threshold” A pre-established level of performance that, when it is not attained, results in

initiating further in-depth review to determine if a problem or opportunity for improvement

exists. Failure of Contractor to meet any threshold in the Contract may result in compliance
actions. Failure of Contractor to meet specified thresholds may result in loss of performance
incentive awards.

“Transmit” — Means to send by means of the United States mail, courier or other hand delivery,
facsimile, electronic mail, or electronic submission.
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“Trauma Informed Care” An approach to engaging people with histories of trauma that
recognizes the presence of trauma symptoms and acknowledges the role that trauma and adverse
childhood experiences (ACEs) have played in their lives. This approach also builds on member
resiliency and strengths to address both the overall physical and emotional well-being of the
individual.

“Treatment Foster Care (TFC) Case Management (CM)” Serves children under age 21 in
treatment foster care who are seriously emotionally disturbed (SED) or children with behavioral
disorders who in the absence of such programs would be at risk for placement into more
restrictive residential settings such as psychiatric hospitals, correctional facilities, residential
treatment programs or group homes. TFC case management focuses on a continuity of services,
is goal directed and results oriented.

“Urban Area” Places of 2,500 or more persons incorporated as cities, villages, boroughs, and
towns but excluding the rural portions of “extended cities” according to the US Department of
Commerce, Bureau of the Census.

“Urgent Care” Medical services required promptly to prevent impairment of health due to
symptoms that do not constitute an emergency medical condition, but that are the result of an
unforeseen illness, injury, or condition for which medical services are immediately required.
Urgent care is appropriately provided in a clinic, physician’s office, or in a hospital emergency
department if a clinic or physician’s office is inaccessible. Urgent care does not include primary
care services or services provided to treat an emergency medical condition.

“Urgent Medical Condition” A medical (physical, mental, or dental) condition manifesting
itself by acute symptoms of sufficient severity (including severe pain) such that the absence of
medical attention within twenty-four (24) hours could reasonably be expected by a prudent
layperson that possesses an average knowledge of health and medicine to result in:

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

(2) Serious impairment to bodily function;

(3) Serious dysfunction of any bodily organ or part; or

(4) In the case of a pregnant woman, serious jeopardy to the health of the fetus.

“Utilization Management” The process of evaluating the necessity, appropriateness and
efficiency of health care services against established guidelines and criteria.

“Validation” As defined in 42 CFR § 438.320, the review of information, data, and procedures
to determine the extent to which they are accurate, reliable, free from bias, and in accord with
standards for data collection and analysis.

“Value-Added Network” or “VAN” A third party entity (e.g. vendor) that provides hardware
and/or software communication services, which meet the security standards of
telecommunication.

“Value-Based Payment (VBP)” A broad set of performance-based payment strategies that link
financial incentives to providers’ performance on a set of defined measures. Public and private
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payers use VBP strategies in an effort to drive improvements in quality and to slow the growth in
health care spending.

“Virginia Administrative Code (VAC)” Contains regulations of all of the Virginia State
Agencies.

“Virginia Department of Health Office of Emergency Medical Services (OEMS)” The
governing state agency ensuring ambulance companies maintain employee, vehicle compliance,
and licensing requirements. If OEMS finds the ambulance company out of compliance, OEMS is
the governing authority that takes action.

“Waste” The rendering of unnecessary, redundant, or inappropriate services and medical errors
and/or incorrect claim submissions. Generally, waste is not considered a criminally negligent
action but rather misuse of resources. However, patterns of repetitive waste, particularly when
the activity persists after the provider has been notified that the practice is inappropriate, may be
considered fraud or abuse.

“Withhold Arrangement” Any payment mechanism under which a portion of a capitation rate
is withheld from an MCO, PIHP, or PAHP and a portion of or all of the withheld amount will be
paid to the MCO, PIHP, or PAHP for meeting targets specified in the contract. The targets for a
withhold arrangement are distinct from general operational requirements under the contract.
Arrangements that withhold a portion of a capitation rate for noncompliance with general
operational requirements are a penalty and not a withhold arrangement.

1.2 ACRONYMS

Acronym Meaning

AA Adoption Assistance

ABD Aged, Blind, and Disabled Population

ACIP Advisory Committee on Immunization Practice

ACT Assertive Community Treatment

ADHD Attention-Deficit/Hyperactivity Disorder

ANSI American National Standards Institute

APIN Administrative Provider Identification Number

AHRQ Agency for Healthcare Research and Quality

ARTS Addiction and Recovery Treatment Services

ASP Application Service Provider

BAA Business Associate Agreement

BBA Balanced Budget Act of 1997

BHSA Behavioral Health Services Administrator

BMI Body Mass Index

BOI Bureau of Insurance of the Virginia State Corporation
Commission

CAD Coronary Artery Disease

CAHPS® Consumer Assessment of Healthcare Providers and Systems

CAP Corrective Action Plan

CFR Code of Federal Regulations
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CHF

Congestive Heart Failure

CHIPRA Children's Health Insurance Program Reauthorization Act

CMS Centers for Medicare and Medicaid Services

CMS 1500 Standard Professional Paper Claim Form

COB Coordination of Benefits

COPD Chronic Obstructive Pulmonary Disease

CORFs Comprehensive Outpatient Rehabilitation Facilities

CPT Current Procedural Terminology

CSB Community Service Board

CY Calendar Year

CYSHCN Children and Youth with Special Health Care Needs

DBA Dental Benefits Administrator

DBHDS Department of Behavioral Health and Developmental
Services

DESI Drug Efficacy Study Implementation

DHHS Department of Health and Human Services

DMAS Department of Medical Assistance Services

DME Durable Medical Equipment

DRG Diagnosis Related Grouping

DSP Data Security Plan

DSS Department of Social Services

El Early Intervention

EN Enteral Nutrition

EOC Evidence of Coverage

EPA Environmental Protection Agency

EPSDT Early Periodic Screening, Diagnosis, and Treatment

EQR External Quality Review

EQRO External Quality Review Organization

ER Emergency Room

EVV Electronic Visit Verification

FAMIS Family Access to Medical Insurance Security

FAMIS Plus Another name for Children’s Medicaid

FIPS Federal Information Processing Standards

FOIA Freedom of Information Act

FQHC Federally Qualified Health Centers

FTE Full-Time Equivalent

FTP File Transfer Protocol

FY Fiscal Year

GAAP Generally Accepted Accounting Principles

HCBS Home and Community-Based Care Services

HEDIS Healthcare Effectiveness Data and Information Set

HIPAA Health Insurance Portability and Accountability Act of 1996

HIV/AIDS Human Immunodeficiency Virus/Acquired Immune

Deficiency Syndrome
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IBNR Incurred But Not Reported

ICF/1ID Intermediate Care Facility/Individuals with Intellectual
Disabilities

IHCP Indian Health Care Provider

ID Identification

IDEA Individuals with Disabilities Education Act.

IDEA —EIS Individuals with Disabilities Education Act - Early
Intervention Services

IEP Individual Education Program

IFSP Individual Family Service Plan

IMD Institution for Mental Disease

LARC Long Acting Reversible Contraception

LEA Local Education Agency

LCSW Licensed Clinical Social Worker

LDSS Local Department of Social Services

LEIE Listing of Excluded Individuals and Entities

LIFC Low Income Families and Children

LSH Long-Stay Hospital

LTAC Long-Term Acute Care

MCHIP Managed Care Health Insurance Plans

MCO Managed Care Organization

MEL Medicare Exclusions List

MH-10P Mental Health - Intensive Outpatient Program

MH-PHP Mental Health - Partial Hospitalization Program

MHS Mental Health Services

MMIS Medicaid Management Information System (also known as
VAMMIS)

MCTM Managed Care Technical Manual

NCPDP National Council for Prescription Drug Programs

NCQA National Committee for Quality Assurance

NPDB National Practitioner Data Bank

NPI National Provider Identifier

NQTL Non-quantitative Treatment Limitations

OB/GYN Obstetrician and Gynecologist

OIG Office of Inspector General

OSR Operational Systems Review

oT Occupational Therapy

PA Prior Authorization (also known as Service Authorization)

PACE Program of All-inclusive Care for the Elderly

Part C Part C of the Individuals with Disability and Education Act
(also known as Early Intervention)

PCP Primary Care Provider

PDN Private Duty Nursing

PHI Protected Health Information

PIP Physician Incentive Plan
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PIRS Patient Intensity Rating Survey

PMP Prescription Monitoring Program

PMV Performance Measure Validation

POC Plan of Care

PSA Prostate Specific Antigen

PT Physical Therapy

Ql Quality Improvement

QIP Quality Improvement Program

RFP Request For Proposal

RHC Rural Health Clinics

RN Registered Nurse

RTF Residential Treatment Facility

SA Service Authorization (formally known as Prior
Authorization)

SAM System for Award Management (formally known as
Excluded Parties List System)

SLP Speech-Language Pathology

SPO State Plan Options

SSI Social Security Income

SSN Social Security Number

TB Tuberculosis

TDO Temporary Detention Order

TPL Third-Party Liability

TPN Total Parenteral Nutrition

Title XI1X Medicaid

Title XXI CHIP

TTY/TDD Teletype/Telecommunication Device for the Deaf

UM Utilization Management

u.sS.C United States Code

VAC Virginia Administrative Code

VAMMIS Virginia Medicaid Management Information System

VAN Value Added Network

VPN Virtual Private Network

VVFC Virginia Vaccines for Children Program

WIC Special Supplemental Nutrition Program for Women,
Infants, and Children.

XYZ Any Named Entity

2. SCOPE OF CONTRACT

This Contract, by and between the Department of Medical Assistance Services (hereinafter

referred to as the Department or DMAS) and the Contractor, is for the provision of managed care

services to individuals enrolled in the Department’s Medallion 4.0 Medicaid and FAMIS

Programs, and any newly eligible populations as defined by the Governor, the General

Assembly, and/or the Department. The period of this renewal Contract is from July 1, 2020
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through June 30, 2021, with the option of four (4) remaining twelve month renewals. This
Contract includes the program requirements and specifications as outlined in RFP 2017-03, this
Contract, and the Managed Care Technical Manual. All Contracts and rates may be renewed
annually as needed, subject to CMS approval pursuant to 42 CFR §438.6.

The Medallion 4.0 program, through the contracted MCOs, will be the vehicle through which the
Department will ensure service delivery for the specified populations listed in Section 2.2.
Medallion 4.0 includes the delivery of acute and primary care services, prescription drug
coverage, and behavioral health services for Virginia’s Medicaid and FAMIS members. Under
this Contract, the Contractor shall provide the full scope of services and deliverables through an
integrated and coordinated system of care as required, described, and detailed herein, consistent
with all applicable laws and regulations, and in compliance with service and delivery timelines
as specified by this Contract.

2.1 APPLICABLE LAWS, REGULATIONS, AND INTERPRETATIONS
The documents listed herein shall constitute the entire Contract between the parties, and no other
expression, whether oral or written, shall constitute any part of this Contract. Any conflict,
inconsistency, or ambiguity among the Contract documents shall be resolved by giving legal
order of precedence in the following order:
e Federal Statutes
Federal Regulations
Virginia 81915 (b) Managed Care Waiver
Virginia Statutes
Virginia Regulations
Virginia State Plan for Medical Assistance Services
FAMIS State Regulations
Virginia State Child Health Insurance Program (CHIP) Plan
Managed Care Contract, including all amendments and attachments including Medicaid
Memos/Bulletins and relevant provider manuals, as well as the Managed Care Technical
Manual and other technical manuals, as updated.
e Medallion 4.0 RFP 2017-03
e Medallion 4.0 RFP 2017-03 Proposal Response
e Medallion 4.0 Model Member Handbook

Any ambiguity or conflict in the interpretation of this Contract shall be resolved in accordance
with the requirements of Federal and Virginia laws and regulations, including the State Plan for
Medical Assistance Services and Department memos, notices, and provider manuals.

Services listed as covered in any evidence of coverage or any member handbook shall not take
precedence over the services required under this Contract or the State Plan for Medical
Assistance. See Section 17.1 for additional sources of governing law.

2.2 COVERED POPULATIONS

Medallion 4.0 covers all Medicaid and FAMIS mandatory eligibility groups as well as various
optional categorically needy and medically needy groups as defined in this contract. The
Contractor agrees to provide services to the general populations as defined and outlined in
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Federal and State regulations as well as this Contract. In addition, the Contractor agrees to
provide services to any additional populations or services that the Department, Governor or
General Assembly may deem appropriate. The Department reserves the right to transition
populations and services into either CCC Plus or Medallion programs in the future. The
Contractor shall work with the Department to ensure services are provided to the populations
outlined below as well as ensuring that Departmental goals and focuses are met.

Pursuant to 12 VAC30-30-10, the current Medallion 4.0 population includes:

2.2.A Parents, Caretaker Relatives, and Dependent Children

Parents,other caretaker relatives, or dependent children with household income at or below a
standard established by the state in 12VVAC30-40-100 consistent with 42 CFR 435.110 and 8§
1902(a)(10)(A)(i)(I) and 1931(b) of the Social Security Act.

2.2.B Infants, Children, and Youth

Infants (0-3), children, and youth younger than the age of 18 years, or age 19 if still in school,
with household income at or below standards based on this age group, consistent with 42 CFR
435.118 and 88 1902(a)(10)(A)(i)(I11), (IV) and (VI11); 1902(a)(10)(A)(ii)(1V) and (IX); and
1931(b) of the Act.

2.2.C Pregnant Women

Women who are pregnant or postpartum with household income at or below a standard
established by the Commonwealth in 12VVAC30-40-100, consistent with 42 CFR 435.116 and 8§
1902(a)(10)(A)(i)(111) and (1V), 1902(a)(10)(A)(ii)(I) and (IX), and 1931(b) of the Act.
Individuals qualifying under this eligibility group shall be pregnant or postpartum as defined in
42 CFR 435.4. The Contractor shall update its maternal care systems to identify and track
members enrolled in an expansion aid category who become pregnant. This data will be included
in existing maternal care reporting submitted to the Department on a monthly basis as specified
in the MCTM.

2.2.D Children and Youth with Special Health Care Needs (CYSHCN)

Children and youth with special health care needs up to age 21 who have or are at increased risk
for a chronic physical, developmental, behavioral or emotional condition(s) and may need health
and related services of a type or amount over and above those usually expected for the child’s
age. These include, but are not limited to, the children in foster care and adoption assistance (aid
categories 076 and 072), youth who have aged out of the foster care system (aid category 70),
children identified as Early Intervention (EI) participants, members identified as experiencing
childhood obesity and others as identified through the Contractor’s assessment or by the
Department. The Contractor must develop and maintain policies and procedures for identifying
children and youth with special health care needs. These policies and procedures should be
submitted to the Department upon creation and thereafter when changed or upon request by the
Department.

2.2.E Foster Care
The Contractor shall work collaboratively with the Department in meeting the requirements of
the Virginia Health Care Oversight and Coordination Plan, the provision of health care services

Medallion 4.0 Managed Care Contract SFY22v1
53


https://law.lis.virginia.gov/admincode/title12/agency30/chapter40/section100/
https://law.lis.virginia.gov/admincode/title12/agency30/chapter40/section100/

as outlined in the VDSS Five Year State Plan for Child and Family Services, and the VDSS
Child and Family Services Manuals for children in foster care.

The Contractor shall participate in mandatory case management collaboration regarding children
in foster care and adoption assistance. Additionally, the Contractor shall establish a process to
notify youth in foster care who are approaching age seventeen (17) of the programs that provide
continued health care coverage, specifically former foster care and Fostering Futures. The
Contractor shall assist in care coordination during this transitional period.

The Contractor agrees to adhere to all additional reporting requirements related to the foster care
and adoption assistance population, as outlined in the Managed Care Technical Manual.

a. Foster Care Transition Planning
The Contractor shall develop and maintain transition of care policies and procedures for
enrollees who are transitioning out the child welfare system from Aid Category 76 to Aid
Category 70. The policies and procedures shall include provisions for convening a
comprehensive treatment team meeting to discuss the services and supports the enrollee
will need post-separation. If the services are not covered by Medicaid, the Contractor
shall inform the enrollee, or their authorized representative, of available community
programs that may be able to meet their needs and make the necessary referrals, as
needed.

The Contractor shall start transition planning one (1) year prior to the expected date upon
which an enrollee will age-out of the child welfare system or immediately upon
notification that an enrollee has achieve