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Extended Description:

Change Order
Change Order No. 4 is issued to renew the ori
authorized change orders.

ginal contract according to all terms, conditions, prices and specifications contained in the original contract including all

Effective date of renewal 07/01/2022 trough 06/30/2023.

Renewals Remaining: One (1).
No other changes.

Line Commodity Code Manufacturer Model No Unit Unit Price
1 85000000 0.000000
Service From Service To
2020-07-01 2021-06-30
Commodity Line Description: MHT MCO FY2021
Extended Description:
MHT MCO FY2021
Line Commodity Code Manufacturer Model No Unit Unit Price
2 85000000 0.000000
Service From Service To
2021-07-01 2022-06-30
Commodity Line Description: MHT MCO FY2022
Extended Description:
MHT MCO FY2022
Line Commodity Code Manufacturer Model No Unit Unit Price
3 85000000 0.000000
Service From Service To
2022-07-01 2023-06-30

Commodity Line Description:

Extended Description:
MHT MCO FY2023

Date Printed:  Oct 18, 2022 Order Number:

MHT MCO FY2023

CMA 0511 2582 BMS2000000010 5
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STATE OF WEST VIRGINIA
DEPARTMENT OF HEALTH AND HUMAN RESOURCES
BUREAU FOR MEDICAL SERVICES
Office of Procurement Services

Silll. Siouch 350 Capito! Street. Room 251 Cynthia E. Beane
Cabinet Secretary Charleston, West Virginia 25301-3712 Commissioner
Telephone: (304) 358-1700 Fax: (304) 558-4398
DATE: September 12, 2022
TO: Robert L. Price, CPPB, CPPO, NIGP-CPP
Administrative Services Manager ||
FROM: James Atkins $%
Procurement Specialist, BMS Procurement Services
RE: Renewal of PF718214 CMA BMS20*10

The WV Bureau for Medical Services (BMS) respectfully requests the renewal of CMA
BMS20*10 from July 1, 2022, to June 30, 2023. This will be Optional Renewal Year Two
(2) of potentially three (3) one-year renewals. The estimated cost for all three (3) managed
care contracts is $1,958,691,327.48.

The reason for the backdated justification was due to waiting on OT approval and
receiving corrected vendor acceptance letter, OT approval was received on 8/1 8/2022.

The contract in place is for Mountain Health Trust (MHT) Managed Care Procurement
with The Health Plan of West Virginia.

If you have any questions, or need additional information, please feel free to contact me
at 304-352-4319 or James. W.Atkins@wv.gov.

Thank you for your consideration in this matter.

Hobost e

Agree



y2
TheHealthPlan

August 22, 2022

Susan Haill, Chief of Managed Care
WYV Bureau for Medical Services
350 Capitol Street, Room 251
Charleston, WV 25301

RE: SFY23 Managed Care Contract and Rate Acceptance
Dear Ms. Hall:

The Health Plan has reviewed the $FY23 Manage Care Contract update under
procurement CMA BMS20*10. The Health Plan accepts the new contract and rates in
place for SFY23, and acknowledges that one optional renewal remains on this
agreement. We look forward to our continued partnership with BMS.

Sincerely,

ke % oanst by

Jeff Knight
President & CEQ

Hobos, D

Agree

O Malr Slrest Wiheeling, WY 260022704 o 1800424 4941 » healthplan.org



STATE OF WEST VIRGINIA
DEPARTMENT OF ADMINISTRATION

OFFICE OF TECHNOLOGY
State Capitol
Mark D. Scott Charleston, West Virginia 25305 Joshua D. Spence
Cabinet Secretary Chief Information Officer

MEMORANDUM

TO: Ron Courtney, Procurement Associate
Department of Health and Human Resources
YT
FROM: Joshua D. Spence, Chief Information Officer/ doli o

Office of Technology

SUBJECT: INFORMATION TECHNOLOGY PROCUREMENT
HR003244 CMA BMS20*10 IS&C NUMBER: 2022-7088

DATE: August 18, 2022

West Virginia Code §5A-6-4(a)(3) permits the Chief Technology Officer to “evaluate the
economic justification, system design and suitability of information equipment and
related services, and review and make recommendations on the purchase, lease or
acquisition of information equipment and contracts for related services by the state
spending units.”

West Virginia Code §5A-6-4c requires that the Chief Technology Officer review and
approve “a major information technology project.”

West Virginia Code §5A-6-5 requires that “any state spending unit that pursues an
information technology purchase that does not meet the definition of a ‘major
technology project’ and that is required to submit a request for proposal to the State
Purchasing Division prior to purchasing goods or services shall obtain the approval of
the Chief Technology Officer, in writing, of any proposed purchase of goods or services
related to its information technology and telecommunication systems.



After conducting a review of your request to renew CMA BMS 20*10 for Mountain Health
Trust (MHT) Managed Care, the Office of Technology has determined:

X That your request is approved.
That your request is not subject to the review and approval provisions
contained in Chapter 5A, Article 6 of the Code, therefore, it does not
need approval by the Office of Technology.

This memorandum constitutes this office’s official review and a copy should be attached
to your purchase order and any other correspondence related to this request.

If you have questions, or need additional information, please contact Consulting

Services at Consulting.Services@wv.gov.

Capitol Complex Bldg. #5 — 10" Floor Charleston, West Virginia 25305 Phone: (3047 558-5472 Fax: {304) 558-0136



DocuSign ‘Envelope ID: B7FOBSE1-281C-4E22-B354-D2C11BED2362

i

STATE FISCAL YEAR 2023
MODEL PURCHASE OF SERVICE PROVIDER AGREEMENT

BETWEEN

STATE OF WEST VIRGINIA
DEPARTMENT OF HEALTH AND HUMAN RESOURCES
BUREAU FOR MEDICAL SERVICES

AND

The Health Plan of West Virginia, Inc




DocuSign Envelope ID: B7FOBBE1-281C-4E22-B354-D2C11BED2362

STATE OF WEST VIRGINIA
DEPARTMENT OF HEALTH AND HUMAN RESOURCES
BUREAU FOR MEDICAL SERVICES
PURCHASE OF SERVICE PROVIDER AGREEMENT

Table of Contents

ARTICLE I: STANDARD WEST VIRGINIA TERMS....... 1
1. GENERAL TERMS AND CONDITIONS.......ccccenertrieriereciisreisesesssssnnssesessssssssssssssessseensesnns 1
2. CONTRACT TERM.....cocmmicierecsiricasinmssrmeresiseessssscesenrenssnssesesssenssnasenssassssssnsasosssasessssnsesess 2
3. ENTIRE AGREEMENT ........ccoooccvmmniiinminmcnseessetneenecserisesassenssmesessrssssasresssssess ssonsseserssssnns 2
4. CONTRACT ADMINISTRATION .....coorireerrirnesnirenssiriseeesesessesssssesssinsissesssesassssssisnsessassesssas 2
S.NOTICES ..ottt reeresneesssssasesssssesssmansassssesssnsssasssesensanssssssssssesasssssessasensssane 2

ARTICLE IT: GENERAL CONTRACT TERMS FOR MANAGED CARE
ORGANIZATIONS 4
1. DEFINITIONS ......ccocviireimeccrsisimsnenesessarssssanssessssmenssssstessasssassasestossssmssassesassssersassssasssesessnes 4
2. DELEGATIONS OF AUTHORITY .......crccriiiiiniisnesenreneessssenssesesenaensesresssssnssssarssssssessens 16
3. FUNCTIONS AND DUTIES OF THE MANAGED CARE ORGANIZATION................... 16
4, FUNCTIONS AND DUTIES OF THE STATE......cccccconeenieiririnrernnnrerrasesessssrsssssesssnessons 16
4.1 EUGIDility Determin@LiOn..............cvsvvevseveesrsescrsvsmemsessiasessssssssssssssssssssssessastassnmsensssone e 16
4.2 ENFOIMERL........o ittt et an s an s s 16
4.3 Default Enrollee ASSIGRmMENL.............cceecmeurcnieeeiernnesissensssssssssssssasisssssssstessesssesosans 16
4.4 Voluntary and Involuntary DiSenrollment ..............c.uveceeeveccimunirenisencnsaneinssnessessaees 16
4.5 Capitation Payments to Managed Care Organization..............cccvveseeeevresessseenanns 17
4.6  Federal DisallOWance ..............eeeeeeeeeeiiceiveriseesnenesresssssssssssssissssssssnsssssssensessnsssssnns 18
4.7  Enrollee Eligibility Capitation AQJUSIMENLS .............cccoccueveecemrvecmereeineniessesssssssssossens 18
4.8 Enrollee ReinStatement PrOCESSING........cucvevrreiiercrniricsssnesisstennnsasssssessesssssisessessssens 19
4.9 Ongoing Managed Care Organization MONIIOVIRG ................covevrmvecsvineersinrcseserensons 19
4.10 Utilization Review and CORLYOL.............cvviiiieismennncecrnisnssrisnieemnansesesisessssssssensonses 19
4.11 Force Majeure.........coueoecnuoinuanncancnncnenn, e e b e s s e sas bt annans 20
4.12 Time IS Of the ESSEHCE ......couvevvirecrninriesisesisiissiesneses e ssessessssssssesssstossssenssesssssssssossnens 20
4.13 MCO ResSponse Time FIAmMES............cuevmreenrcrioninsiisssieesssssessnessrossssenmsssssasssseseeses 20
5. DECLARATIONS AND MISCELLANEQUS PROVISIONS ..........coeevmnecsivcriieeeenne 20
5.1  Competition NOt ReSIFICIEA .........cueeeerueenrireiriicreivireeiseeeeceesssssssssesesssssasessssnsmsnnes 20



DocuSign Envelope ID: B7FOBBE1-281C-4E22-B354-D2G11BED2362

5.2 Binding AULROVILY cu......conemenveesreesisseres e enscvesesenesenesseseasassasessssas s reeseees s ee e 21
3.3 Nonsegregared FACIIIHIEs...............ccuuseereeeeseeeereereesseesessvsssssneesesssnssesssse s eosesseees oo 21
5.4 Offer Of GEAIUIIES .......oonoonreocrresssesasssisssinssssses s s sssssneensasestsess s e e eeeeo 21
5.5 Employment/Affirmative ACtion CIAUSE..............ureeeeeeeeereeeneeereeesieseseeesos e est e 21
5.6 HOIA HAVMUIESS...u..cueoneeeeeeeeseeste e ss e s s sssssssmsessessasassese e e eeee e 21
3.7 CONfIAENLIQLLY........ovrivsiicreeeunaiersenstecsseeee s s st s eeeseeeree st assessse s s esteeeeees s ee st 22
3.8 Independent CAPACILY...........eiernrisiinniisssinnssssenerssesssesesessesssssssessesessene e esss s 22
3.9 Contract LiQISOR...........eceeeeeeesrerrerenisssssesssisssssssnnns ferte et s e ee s 22
3,10 Kep StAff POSHIONS .......ccocorerreririvrsesriemesessevessessssersensesesssssaseesessessosss oo eeessesseeeose 22
3.11 LOCQUON Of OPEFALIONS.......v.ceuecreerrereneesiemeeemseeressssssssearissasessssssesssssssasss s sm s esesens 28
5,12 Communication With BMS...............rieceeeeeemssssssssscessemsssseeesssesesssssssssssmssses s 28
SiI3 WIVEES couneee s ees s reaeess s e e b s s se s sttt et ee e 28
3.14 Compliance with Applicable Laws, Rules, And Policies...........oooeeoeoeooooooo 28
5.15 NON-GISCPIMINGLION.....o..ceenenreeeeeneetrere e ssesssssssssse s e s eseeree e ses sttt 30
5.16 Federal Requirements and ASSUPGNCES ..........vuvuscecoiseeeeneerereeeeeeseeeeeeeesoeeseos e en 30
317 LOBDBYIRG....onenetrierisirineecsienereenies s tesesess e ses s ses st et s et as s e et e 30
3.18 Disclosure of Interlocking RelGiONSHIDS ............eeeeeeeeeeeeereeeeresesss e vorons s et 31
519 BMS’ DOt FHlES.........ooeoieeeeeereereeseerestsecveinenr s ssasassneeeeeesesneseses s s et es e 31
5.20 Changes Due to a Section 1915(b) Freedom of Choice or 1115 Demonstration
WGEVEE ..ot icceeemeens s s sns s rs s bbb e b s b e en st e e e e e eme e e 32
3.21 Contracting Conflict of Interest SQfeQUards ..............ummeeeeeomseeoereseseereeeeseseosoeeseoen 32
5.22 Prohibition Against Performance Outside the United States..............eevoroooooooonn 32
5.23 Freedom of INfOrMation.................coevvveeeconissiecsensisessessssse e vsssssssss s 32
6. CONTRACT REMEDIES AND DISPUTES ........ococoemirrueiecmemcereneseseessessssesossses s s seo 33
6.1 MCO PerfOormance...........oecuseeeesreeesseeeesvemsenensssssssssssssessssssssssssseeesees oo 33
6.2 Corrective ACHOn Plan (CAP).......ouvvineenieeneeeeeeereeeeereeeeesereseeseses s s eeseeseee s 34
6.3  Conditions Endangering PerformancCe...........uueverireeseoserosroseeesesesesses s 35
6.4  Failure to Meet CONIract REGUITEIMERLS...............c..eeveeueeereesersssesesseeseseeeeeseseeeeeeeeeeeons 36
6.5 Temporary ManAGEMERL ............ceeeserersersiesesnssessssessssnsssscsseseeessessasassssesssseses oo 37
6.6  Suspension Of New ERFOIIMENL.............coceeceeeeervsvverererssosessiesiesoeseseses e 37
6.7  PAYMENE SUSPENSION .......cvecvverrenvrsirireennsiesenessssssensssess s sestaenssesassss s see s es s ee e 37
6.8  Dispute ReSOMLION ............oooecrvinrnrirnsierieseneseses st s tsssseeseeesssess s e sss s oo 38
6.9  Termination FOU DfQull .........uveceoreeeeeeeeeeeeeeeeeeeersessseeseseseeses e e 39
6.10 TerminQtion fOr COMVERIENCE...........courueeeeereereeeeeeeneeeeisessseseeesssssossssseess s s 40
6.11 Termination Due to Change in Law, Interpretation of Law, or Binding Court
DIECISION. ...t s s s ese s et s sttt et st sesaessesanen s et s en et tnen e e 41
6.12 Termination for Managed Care Organization Bankruptcy ......meeeeeeeeeeoooooo, 41



DacuSign Envelope ID: B7TFOB8E1-281C-4E22-B354-D2C11BED2362

6.13 Termination for Unavailability Of FUNS ........ceocerieccircccniiiniistieneeeeseceens 41
6.14 Termination Obligations of Contracting Parties...........icciiinisonsianssiscssesessusssnnes 42
6.15 MCO Operations TrANSIHON ........creereeorireriseincisiniieeicissmsssssess e ssnsaessstss e sssesessnsne 42
6.16 Cooperation with Other Contractors and Prospective CONtractors..................ce. 43
6.17 Waiver of Default OF Breach...............coieermeiricseicsiinessennsrcscassssisisnsssesssssasssesnsens 43
6.18 SEVEIADILILY . .u..vuveereerireeirieeeseieeeeeesssit ettt s e bbb 44
6.19 Modification of the Contract in the Event of Remedies .................coconuvrcenreninncccne 44
7. POST-AWARD READINESS REVIEW ......ccoriimirremecnccninsssinsncsiemsmesmsnseesesanssencssarsesnans 44
8. OTHER REQUIREMENTS .........ccovverrcennermsannersernesesesnessesssssrassessosssssssmrasessissssssonsansansessasass 44
8.1  Inspection Of FACIHHES ..ot e sssesesssens 44
8.2 MCO Requirements Related to Information SYSIEMS.........u.ervevnseccreeniinivnincreisnsasensnns 45
8.3  Maintenance and Examination of RECOVAS .........cuecrccrcrsvarvecniisivesssscssssassaneneans 45
8.4  Audit Accounting and Retention of RECOVAS ............uiivecmricrccrisinircceseesirecssninsenne 46
8.5 SUDCONITACES .....c.eeneeeeveriereemenreeaeseesssaneetasssesstses s s essssstsabs e b aa b be s st sa e st s et e st asenstansesnsareans 47
0. SIGNATURES .....cvvetirreeenttriestesiienrcasssssnsssasessestastssaseortsssenssessensessansiesestsasesssstonsrssnesssssasanes 53
ARTICLE OI: STATEMENT OF WORK 54
1. COVERED SERVICES ...t ectcseceersesasse st ensssatsb et st sassasssinesssassesaenesssanonn 54
1.1 COVEred MUQ SErVICES ....cuvveeererrerieesrecseeeeeesiiisisiessescasessesiassasansaessmsasiosessenesasesssssssnen 54
1.2 Additional Requirements/Provisions for Certain Services............iiiercecrnecnae. 35
1.3 Medicaid Benefits Covered but Excluded from Capitation that Require
COOFAINALION ......oeovvsveereeeeseeeiesarcssinsiansessesessseneessanseses e s e e s sranssasasast srasbenratsssnssesasnennesennsres 63
1.4 NON-COVETEA SEHVICES c.vrvvvrvcerieerceeererrecersrrcneessssissssissssss st s ssnssassota s seosssanes 65
1.5 Other Requirements Pertaining to Covered Services ..........mminnicinserccrccennisennns 66
1.6  Requirements Pertaining to Medicaid Managed Care Programs ................ouecennee. 66
2. PROVIDER NETWORK ......coocvuemrurreriiermsrmnranecieesesesstsienmasssssssssisstinssssessssssmsessesserssessssseness 66
2.1 General REGUIPEINENLS. .........ccoerecrmrroninicroriarissisismnississssissssssesncsissesscssnssssessessesssesnses 66
2.2 Primary Care Providers (PCPS) ... vcenivirininsissnssssiissssssnisesssesaessesnnss 74
2.3 Specialty Care Providers, Hospitals, and Other Providers..............covnnvinicvcecncnnn. 78
2.4 Publicly Supported PPOVIAEFS ... s vesssssssssssens 78
2.5 MainSIFEAMING ......oeeeeeeeeeveeerreternnreeecessssssnsnsssosenanens S SR 81
2.8 Provider SEIVICES ......ueereeeiieerieciserecreesesesesessnnentesss st sssessasnseesssesseess sessaesssesessensnssesnns 82
2.7 Provider ReimbBursSement..............vcvreccrecnsesissisiisnmnissisiiiisa s ssssss e ssensessens 87
2.8 Prohibitions on Inappropriate PRYsician IRCERLIVES .............cvvrinniiesivnissisecensanens. 92
3. ENROLLMENT & ENROLLEE SERVICES ........cccoiiniiiminiitninecraenieesesesesressssossesans 93
3] MAPRELIRG .....coneneenetesiiciicnsisi i s e s bbb 93
3.2 ENFOUMENL.......oeeeeeeeeeeesrictsecsssessssnssesne s tesme e nessesssnssstebssssss b sessaasesesesneressnsrnasanes 94

1ii



DocuSign ;Envelope ID: B7FOBBE1-281C-4E22-B354-D2C11BED2362

)

3.3 Enrollee Services DepartMent.................u.coiiivesissesssssisesssesesesasssssessessesssssssesessssos 98
3id MaLErials ...ttt et et et e ettt 98
3.5 BQUCAHION ...t e s ses e s s st b sees et en s seene s st 104
3.6 Enrollee RIGRLS.........ocveeerereeieresiescieenesssssssss s tenes s eeessnsssssnssssosssseese e eseee s 106
3.7 ENGDENG SEIVICES.........coeoeoresviresriersiisseneeseiseesssseseessessssssssseseeessessaseses e ss oo 108
3.8 Grievances and APPedls.............ueeeeeeevereereeirercssserssssssssseeseeessssssesssss e s 109
3.9 Cost-Sharing OBlGALIONS..........ceeeerresrvrreineessnssssisssssssssensesesssssssssssresseesesssesessssns 116
3.0 Value-AdAded ServiCes...........ueeeneeeneeenreeerereeeessiresseeeeeeseseeesvsessassses s s 117
3,11 POPUIAHON HEAIH ......ecoveveeeereresserrrte s sesssstss s seesesasesesesessssesssresss oo s s 118
4. MEDICAID ADMINISTRATOR/CONTRACT LIAISON FUNCTIONS ..o, 120
5. HEALTH CARE MANAGEMENT .....cocoosivtiitereenrenre e sessessesseeeesssssssssssssesessssesas 121
3.1 SECONA OPINIONS.......cccorveeerrerrirereeeeeeeseseseese s s ssasessestststesessss e e e e 121
5.2 OUL-Of-NEIWOTK SEIVICES ........ouceeeeeeeeieerirrerrersssesssestsssssessesssssssssseseessesessessosessessses 121
5.3 Continuity and COOrdinAtion Of Care............uvcoveecireeeeeeereesreeresessssseseeeeeeeeeseen 121
5.4 Service Authorization (Prior AULROVIZAHON).............oeeeeeeeeeeeeeeeeeeeeeeseseeeeeseeeseoeseon 130
3.5 RUPGl ODHOM................ooecrreeesntsnsetinsensssss st sstsassss e renssse st s eeeesseseessssse et 132
5.6 Utilization ManaGement..............cevivveeeeiseeesssseessssooeeeeeeerseessessassossssses osseeeseseeeess 133
3.7 Practice Guidelines and New TechRology ........cuevvveeveeeeereseeeeeneereenesererssessss s 133
5.8 Enrollee Medical Records and Communication of Clinical Information.................... 133
5.9 CONFIACRHALLY ..e.u......oemmerrersrcrrerecrsesrersncssess e reens s sssstsstasaseestases et s 136
3.10 Reporting REQUIFEMENLS..............ccorveeenieiesereisnerseesssnsesessssssesassseeeessesesesssesssssseses s 137
6. QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT (QAPI) PROGRAM
144
6.1  Required Levels Of PerfOrmanCe.............ccinsisisverisissismssssissessesessssssssssossesssessoes 145
6.2 Performance Improvement Projects (PIPS)............oievonseoseessorssessesesseseesssens 145
0.3 SYSIEMEC PrOBIEMIS. .......oveneeneeieeeeeteeeeeeete e e s eseas s asesssssens s e 147
6.4 Health Information SYStem........ceceeceeeereceeesieresessossssssssssnssesssessessssessesse e 148
6.5 Administration of the QAPI PrOGramL ..........cueeceeeeeeeeeeeeeeeeesreersssiesssesssseeeeseeees s 148
6.6  MCO ACCTeditalion ............uereerierieerrerrerseeeeeeesreesesssesssseseseesrssess e srastssess e 150
6.7  Performance Withhold Program Re-implementQtion ..........ueecesviveoreeoveeeoessooese 150
6.8  Performance PrOfIlING... . iceeeeseeaereieeeeeeveeeressos st eeseevesssassseeseseseese e 150
7. FINANCIAL REQUIREMENTS & PAYMENT PROVISIONS.........oocoeirreeceeernrreennnn. 151
7.1 SOIVENCY REGUITEMENLS..........coneeeeereeneescrrresresneistsssessse s st snesesssessessseensees s oes s 151
7.2 Capitation PQyments (0 MCOS.............oveeeereeersisrsressisssseseneeneesessessseses e os oo 151
7.3 Medicaid Medical Loss Ratio (MLR) ...........ooeeeeeeeeeieeeeeeeeeeeeesseseseoseses oo 152
7.4 HEQUR INSUTEE FEE ... s sesssssvssssssaseeesessssesess e e 153

iv



DocuSign Envelope 1D: B7FOB8E1-281C-4E22-B354-D2C11BED2362

7.5 Third Party Liability (TPL).........c.ccnicrmmeririerseccrianmresecssesassnssnessssssssssssessessossssnsenes 153

7.6 Special Payment AVFANGEMENLS ..........ccvrevrversisoreeinsinsaseonsecsessssaessnsssssssssessassassossanss 155

7.7 ERPOIEE LIADIIilY...eeeeneeeeereriiecteccnrvenesenesrcsrsreanescsssenssssessssssesessssesssesasansnessestsssnssens 160

7.8 Managed Care Premium TAX .........covriceiirverinieniivniensecrisiosnisessssssissssesossssesessenns 161

8. FRAUD, WASTE, AND ABUSE (FWA) REQUIREMENTS...........ccccccvnvmrnnmererenaerennees 161

8.1 Fraud, Waste, and Abuse GUIAEIINES ............oueeoeemreeeeeerirrceeecrceriirieseessessesneassensseenns 161

8.2 Credible Allegation Of FrQU.............coreeeeeneveseeerinenieeetcsnreeareseecesrerssssessssessassens 166

8.3  Treatment Of OVErPAYMENLS ..............ccoeeeeverererecsesssesieessseesssessasseesssssesssssssssssessensesssnss 167

9. MHT DENTAL SERVICES .......coiiieeceeecrtetesinirresnsesastesssessssessrssnsssssssassssssssessensnsvassrrses 169

9.1 MHT Children’s Dental Services Administration and Covered Services.................... 169

9.2 MHT Adult Dental Services Administration and Covered Services............................ 170

9.3 DEHIAL DIFECLOF ....ocueeecererireeecrerrianssessresinsesinssisssrssssssanssasesessasssasorssssnsessses sssnesassssansess 170

9.4 Oral Health Fluoride Varnish Progrant ...............cveeivereinnsonsnnnesomsssssonssssossonnes 171

9.5 Coordination Of Care ......ceeveeciireniececccrniessnnseeeesesesnssssssssnsrsssesnsssensesssssessnssanens 171

9.6  Continuity of Care for MCO Orthodontic Services .................corcarssernsserisnssissenns 171

9.7 Continued Care for Active OrthOdONiQ. ...........u.ecurceeviisirieeeeeirineeeeeseseneis e ssessses 171

10. BEHAVIORAL HEALTH SERVICES .......ccccoonieeierniccnrscersersesnesrsssenesessenssnsssssssssenssenes 171

10.1 MCO Behavioral Services AAMIRISIFQLION.............cccoviecriiineninineessisesnreessessessenens 171

10.2 Behavioral HeQlth DiFECLOY ...........vevecrenrriireeiseseeriniiccsseerneere e snsesssssnssssnstnsssessesses 173

10.3 Behavioral Health COVEred ServiCes .............oevsesirsoenenseressesnsssesessessssmessessssensins 173

10.4 Services Not Covered under Managed Care................oueeveceeecreciremreeecnecrenseerevessenios 173

10.5 CoOrdination Of CAre .........ceeveeesressennsreiniiiiieeneseneessasssostesssessstssssssesessssssssssesseseses 173

10.6 Adult Inpatient and Residential Care for Behavioral Health ...................ocevcveevenennns 173

10.7 Children’s Inpatient Care for Behavioral Health..................ovcenervnivemnersinenserinenns 174

0.8 Court Ordered SerVICES...........oucvververeerersorieriessmeiresssiesssasesseeseessesssesrssssrossassssasasean 174

10.9 Behavioral Health Provider NetWOVK ............ceiceceiieienrinteesisseeeeaseneensesssisessesensons 175

10.10 Behavioral Health Service AULROVIZALION ...........cvcevvcerreenrecrorsasssserssiesianssnsianssesasesses 175

10.11 Substance Use Disorder (SUD) Services ........ccuucveeerreesernreeerinscrersesressssessessssinneans 175

10.12 Community-based Mobile Crisis Intervention ServiCes ..............ccceereeeeerevereirienes 180

11. DELEGATION........cooiieereeeecernetesesesressiassscssersossssessssosessssssssnas sesss siesastonssssssssssssssasessesssonss 180

12. EMERGENCY AND DISASTER DECLARATION........ccoitinvicnrircicrncsnnesvensensesssneseenne 180

APPENDIX A: DESCRIPTION OF MCO COVERED AND EXCLUDED SERVICES.......1
APPENDIX B: OVERVIEW OF WEST VIRGINIA’S SFY 2023 MOUNTAIN HEALTH

TRUST PAYMENT METHODOLOGY AND CAPITATION RATES 1

APPENDIX C: MARKETING AND MEMBER MATERIALS POLICIES.........cccceoeeveusneness 1

LEGAL AULROFIHIES ...ttt s ree et esnessrosarmsassnesassnesssesne sossasssasstasaesensnanssnans 1



LY
DecuSign Envelope ID: B7FOBBE1-281C-4E22-B354-D2C 11BED2362

L3

MCO Marketing Plan and Material SUBISSIONS ..........c.cuvveeeervreneereeeeeiscerssesesssiessssssssssesoon, 1
General Materials POHCIES .........cvweeveveeeeriresssensessessssisecsesessesneseeeessessesesssssssosesessssssensessens 1
MATEEUNG POIICIES ... vrsenss s sissss b ssssss s ss e aese s e eseseessses et e omesees e 2
S0cial Media MArketing PrACICES .........eowevereeeeerecieresssiseesesssssssssssessssesesees e eeeeeeeseeeno b
APPENDIX D: SUMMARY OF MHT MCO REPORTING REQUIREMENTS............cconen. 1
APPENDIX E 1: DATA CERTIFICATION FORM 1
APPENDIX E 2: DATA CERTIFICATION FOR MONTHLY AND WEEKLY
ENCOUNTER DATA REPORT SUBMISSION 2
APPENDIX F: SERVICE LEVEL AGREEMENTS (SLA) AND LIQUIDATED
DAMAGES MATRIX 1
APPENDIX G: MEDICAL LOSS RATIO (MLR) REPORTING METHODOLOGY ........1
APPENDIX H: ALTERNATIVE PAYMENT MODEL (APM) REPORTING
TEMPLATE 1
APPENDIX I: PROVIDER NETWORK STANDARDS 1
GENERAL NETWORK REQUIREMENTS .......coueivivimneerensnecscsseserssecsssessasessesssssessssssssssese e senssesesss 1
Medical Provider Access Sandards ..............uveoeeeeceeueeeeeeeeeeeeeeeeeseeeseeesseee ettt 1
Pediatric and Adult Dental Network Access Standards............overereeeeeeoeeeeeseoeeeeereeeeeseeeeoen, 6
Behavioral Health Network Access SIanAards .........eeeoriovroviiiseneesoeeeeesesrorssiesiosseessessees 6
Essential Community Providers (ECPS) ......uueeereeeeeeeeeceesiesesiseesessasssasssssssssssss s 9
Network Adequacy for Additional PrOVIAErs TYPES..........uvvvveeerireeroreaesreserererssessoesssesseesssoe, 9
NETWORK SUBMISSION AND NETWORK ADEQUACY EVALUATION ....eouveeverieeeeeeeseeeeeeoeoos 9
Provider NetWOrk SUBMESSION............ouueeeeeeeeeeeeeeeeeeeeeseeeeee v eeeeeeseseeevssessssssessssssss e e oo ssen 10
Provider NetWork EVAIUGLION ...........couvcoeeevueeieeneeiesieiseeessssisreeeseeeesesosess e ssssssso s sess e s 11



DacuSign Envelope ID; B7FOB8E1-281C4E22-B354-D2C11BED2362

STATE OF WEST VIRGINIA
DEPARTMENT OF HEALTH AND HUMAN RESOURCES
BUREAU FOR MEDICAL SERVICES
PURCHASE OF SERVICE CONTRACT

ARTICLE I: STANDARD WEST VIRGINIA TERMS

This CONTRACT is made and entered into by and between the STATE OF WEST VIRGINIA,
DEPARTMENT OF HEALTH AND HUMAN RESOURCES (DHHR), BUREAU FOR
MEDICAL SERVICES (BMS), hereinafter referred to as the "BMS," and, The Health Plan of
West Virginia, Inc hereinafter referred to as the "Managed Care Organization (MCO)".

WHEREAS, BMS has conducted an open solicitation for the services of MCOs interested in
entering into a Contract to provide risk-based comprehensive health services to West Virginia
Medicaid managed care enrollees, and

WHEREAS, the MCO has demonstrated the ability to provide risk-based comprehensive health
services in compliance with the program terms and requirements, and

WHEREAS, BMS has approved the MCO to provide risk-based comprehensive health services
to West Virginia Medicaid managed care enrollees, and

NOW THEREFORE, in consideration of the foregoing recitals and of the mutual covenants
contained herein, BMS and the MCO hereby agree as follows,

1. GENERAL TERMS AND CONDITIONS

Written MCO responses to a Request for Proposals [BMS2000000002] (hearafter “RFP”) and
the Mountain Health Trust (MHT) Medicaid MCO Provider Application, (including BMS’
written responses to oral and written questions, appendices, amendments, and addenda) and/or to
other formal requests by BMS for information and documents are hereby incorporated by
reference as part of the Contract having the full force and effect as if specifically contained
herein. In the event of a conflict in language between this Contract and other documents
mentioned above, the following order of precedence will apply:

A. The terms of this Contract;
B. MCO responses to the RFP; and

C. Written MCO responses to formal BMS requests for information and documents,
including MCO responses, supplemental responses, and clarifications of responses to the
MCO Provider Application.
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In construing this Contract, whenever appropriate, the singular tense will also be deemed to
mean the plural and vice-versa. Titles of paragraphs used herein are for the purpose of
facilitating ease of reference only and will not be construed to be a part of this Contract.

2. CONTRACT TERM

The initial term of this Contract will commence on July 1, 2022 and will be effective through
June 30, 2023,

Any modification to this Contract will be subject to the terms of the RFP with the capitation rates
being adjusted to reflect the corresponding Fiscal Year (FY).

Using actuarially sound standards, BMS will calculate capitation payments to the MCO on the
annual basis for the State Fiscal Year (SFY) time period (i.e., SFY23 begins July 1, 2022, and
ends June 30, 2023).

Notwithstanding the foregoing, the State of West Virginia, Department of Administration
Purchasing Division approval is not required on BMS' delegated or exempt purchases.

3. ENTIRE AGREEMENT

This Contract (including all provisions incorporated by reference in Article I, Section 1 and any

appendices, exhibits, rate matrices and schedules hereto) constitutes the entire agreement

between the parties. No amendment or other modification changing this Contract will have any
force or effect unless it is in writing and duly executed by the parties. Said modification will be
incorporated as a written amendment to the Contract.

4. CONTRACT ADMINISTRATION

This Contract will be administered for the State by BMS within the DHHR. The Contracting
Officer will be the Director of the Office of Managed Care upon the execution of the Contract.
The Contracting Officer will be the primary contact for all matters related to this Contract.

5. NOTICES

Any notice required under this Contract must be deemed sufficiently given upon delivery, if
delivered by hand (signed receipt obtained) or three (3) calendar days after posting if properly
addressed and sent certified mail return receipt requested. Notices must be addressed as follows:
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Susan Hall, Director

Office of Managed Care

Bureau for Medical Services

West Virginia Department of Health and Human Resources
350 Capitol Street, Rm 251

Charleston, WV 25301

304-356-4073 (office phone)

Susan.L.Halliwwv.gov

Said notices will become effective on the date of receipt or the date specified within the notice,
whichever comes later. Either party will be notified of an address change in writing,

All questions, requests, and other matters related to the administration of this Contract must be
addressed to Susan Hall.
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ARTICLE II: GENERAL CONTRACT TERMS FOR MANAGED CARE
ORGANIZATIONS

1. DEFINITIONS
As used throughout this Contract, the following terms will have the meanings set forth below.

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

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. In this Contract, Actuary refers to an individual who is acting on
behalf of the State when used in reference to the development and certification of capitation
rates. -

Advance Directive — a written instruction, such as a living will or durable power of attorney for
health care, recognized under State law (whether statutory or as recognized by the courts of the
State), relating to the provision of health care when the individual is incapacitated.

Adverse Benefit Determination — the MCO's decision to deny or limit authorization or payment
(in whole or in part) for health care services, mcludmg new authorizations and previously
authorized services; the MCO’s reduction, suspension, or termination of a previously authorized
service; the MCO’s failure to provide services as required by the Contract; the MCO’s failure to
resolve grievances or appeals within the timeframes specified in this Contract; or the MCO’s
denial of a request by an enrollee who resides in a rural area with only one MCO to receive out-
of-network services; or the denial of an enrollee’s request to dispute a finnancial liability,
including copayments.

Agency for Healthcare Research and Quality (AHRO) — the lead Federal agency charged with
improving the safety and quality of America's health care system. AHRQ develops the
knowledge, tools, and data needed to improve the health care system and help Americans, health
care professionals, and policymakers make informed health decisions.

Appeal — arequest for a review of the MCO’s adverse benefit determination as defined in this
Contract and 42 CFR §438.400(b) (1-7).

Application Programming Interface (API) — An interface through which data is available under
the technical standards specified by CMS Interoperability rules, including FHIR, SMART/
OATH 2, and Open ID Connect.

Authorized Agent —- any corporation, company, organization, or person or their affiliates, not in
competition with the MCO for the provision of managed care services, retained by BMS to
provide assistance with administering its MCO program or any other matter.




DocuSign Envelope ID: B7FOBBE1-281C-4E22-B354-D2C11BED2362

Behavioral Health Services — services used to treat a mental illness, behavioral disorder and/or
substance use disorder which necessitates therapeutic and/or supportive treatment, such services
include but not limited to psychological and psychiatric services.

Bureau for Medical Services (BMS) — the West Virginia Bureau for Medical Services within the
West Virginia Department of Health and Human Resources, which serves as the Single State
Agency in West Virginia for Medicaid. Also referenced in this agreement as “BMS”.

Business Continuity Plan (BCP) — a plan that provides for a quick and smooth restoration of the
MCO information system after a disruptive event. BCP includes business impact analysis, BCP
development, testing, awareness, training, and maintenance. This is a day-to-day plan.

Capitation Payment ~ a payment the State makes periodically to the MCO on behalf of each
beneficiary enrolled under this Contract and based on the actuarially sound capitation rate for the
provision of covered services. The State makes the payment regardless of whether the particular
beneficiary receives services during the period covered by the payment.

Cardiac Rehabilitation — a comprehensive outpatient program of medical evaluation, prescribed
exercise, cardiac risk factor modification, and education and counseling that is designed to
restore enrollees with heart disease to active, productive lives.

Centers for Medicare and Medicaid Services (CMS) — a division within the federal Department
of Health and Human Services responsible for oversight of the Medicare program, the federal
portion of the Medicaid program and State Children's Health Insurance Program, the Health
Insurance Marketplace, and related quality assurance activities.

Choice Counseling — the provision of information and services designed to assist beneficiaries in
making enrollment decisions; it includes answering questions and identifying factors to consider
when choosing among managed care plans. Choice counseling does not include making
recommendations for or against enrollment into a specific MCO.

Cold-Call Marketing — any unsolicited personal contact by the MCO with a potential enrollee for
the purpose of influencing the potential enrollee to enroll in that particular MCO. Cold Call
Marketing includes, without limitation:

¢ Unsolicited personal contact with a potential enrollee outside of an enrollment event,
such as door-to-door or telephone marketing,

e Any marketing activities at the enrollment events where participation is mandatory.

¢ Any other personal contact with a potential enrollee if the potential enrollee has not
initiated the contact with the MCO.

Common Area (Marketing) — any area in a provider’s facilities that is accessible to the general
public. Common areas include, without limitation: reception areas, waiting rooms, hallways, etc.

Complaint — an expression of dissatisfaction made about an MCO decision or services received
from the MCO when a grievance is filed; some complaints may be subject to appeal.
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Consultant/Consultant Affiliates — any corporation, company, organization, or person or their
affiliates retained by BMS to provide assistance in this project or any other project; not the MCO
or Subcontractor.

Consumer Assessment of Healthcare Providers and Systems (CAHPS) — an enrollee survey
program approved by the CAHPS Consortium which is overseen by the Agency for Health
Research and Quality (AHRQ). The CAHPS survey measures patient experience with health
plans, providers, and health care facilities. This survey is conducted annually.

Co-payment — a required payment made by an MCO enrollee for certain covered services or
medical supplies in addition to a payment made by the MCO for that same covered service or
medical supply.

Corrective Action — an improvement or change in a business process that may be required by
BMS to correct or resolve a deficiency in the MCO’s processes or actions.

Corrective Action Plan (CAP) — a detailed written plan that may be required by BMS to correct
or resolve a deficiency in the MCO’s processes or actions.

Cost-Sharing ~ copays that the MCO enrollee is billed at the time of service. Copays are
determined by BMS based on the enrollee’s family income. There are no premiums or
deductibles under the West Virginia Medicaid program.

Covered Services (Contract Services) — health care services the MCO must arrange to provide to
Medicaid enrollees, including all services required by this Contract and state and federal law, and
all Value-Added Services negotiated by the MCO and BMS.

Day — except where the term “business days” is expressly used, all references in this Contract
will be construed as calendar days.

Default Enrollment (Assignment) — a process established by BMS through the CMS waiver
authority to assign an enrollee who has not selected an MCO to an MCO.

Department of Administration (DOA) Purchasing Division — the West Virginia agency

responsible for the timely, responsive, and efficient procurement of goods and services for state
government.

Department of Health & Human Services (DHHS) — the United States Department dedicated to
enhancing and protecting the health and well-being of all Americans by providing for effective
health and human services and fostering advances in medicine, public health, and social services.

Direct Mail Marketing — any materials sent to potential enrollees by the MCOs or their agents
through U.S. mail or any other direct or indirect delivery method.

Disability — a physical or mental impairment that substantially limits one (1) or more of an
individual’s major life activities, such as caring for oneself, performing manual tasks, walking,
seeing, hearing, speaking, breathing, learning, and/or working.
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Disabled Person or Person with Disability — a person under sixty-five (65) years of age,
including a child, who qualifies for Medicaid services because of a disability.

Durable Medical Equipment (DME) — certain medical equipment or supplies a provider orders
for a enrollee’s use such as wheelchairs, crutches, diabetic supplies, hospital beds, oxygen
equipment and supplies, nebulizers, and walkers.

Early and Periodic Screening. Diagnosis. and Treatment (EPSDT) — Services, including
interperiodic and periodic screenings, listed in Section 1905(a) of the Social Security Act.
EPSDT entitles Medicaid-eligible infants, children, and and other Medicaid-eligible enrollees
under age twenty-one (21) to any treatment or procedure that fits within any of the categories of
Medicaid-covered services listed in Section 1905(a) of the Social Security Act if that treatment
or service is necessary to “correct or ameliorate” defects and physical and mental illnesses or
conditions.!

Electronic Health Record (EHR ) — a digital version of a member’s paper chart. EHRs are real-
time, patient-centered records that make information available instantly and securely to
authorized users.

Emergency Care — includes inpatient and outpatient services needed immediately and provided
by a qualified Medicaid provider for emergency medical, behavioral health, or dental conditions
where the presenting symptoms are of sufficient severity that a person with average knowledge
of health and medicine would reasonably expect the absence of immediate medical attention to
result in placing their health or the health of an unborn child in immediate jeopardy, serious
impairment of bodily functions, or serious dysfunction of any bodily organ or part; and that are
needed to evaluate or stabilize an emergency medical condition. These include accidental injury
and poison related problems and complaints that may be indicative of serious, life threatening
medical problems, such as chest or abdominal pain, difficulty breathing or swallowing, or loss of
consciousness. If the patient presents at the hospital emergency department and requests an
examination, a nurse triage screening is always allowed. In the case of behavioral health
services, emergency care means those clinical, rehabilitative, or supportive behavioral health
services provided for behavioral health conditions or disorders for which a prudent layperson
with an average knowledge of health and medicine, could reasonably expect to result in risk of
danger to a person’s self or others if not immediately treated. These include, but are not limited
to, crisis stabilization treatment services.

Emergency Dental Condition — a dental or oral condition, without regard to the nature or cause
of the condition, which in the opinion of a prudent layperson possessing an average knowledge
of health and medicine requires immediate services for relief of symptoms and stabilization of
the condition; such conditions may include severe pain, hemorrhage, acute infection, traumatic
injury to the teeth and surrounding tissue, or unusual swelling of the face or gums.

Emergency Medical Condition — conditions where the presenting symptoms are of sufficient
severity that a person with average knowledge of health and medicine would reasonably expect
the absence of immediate medical attention to result in placing the individual’s health or the

I Section 1905(r)(5) of the Social Security Act
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health of an unborn child in immediate jeopardy, serious impairment of bodily functions, or
serious dysfunction of any bodily organ or part.

Emergency Medical Transportation — ambulance services for an emergency medical condition.

Emergency Room Care — emergency services an enrollee receives in an emergency room.

Emergency Services — covered inpatient and outpatient services that are: given by a qualified
provider; and are needed to evaluate or stabilize an emergency medical condition.

Encounter Data — procedure-level data on each contact between an enrolled individual and the
health care system for a health care service or set of services included in the covered services
under the Contract.

Enrollee — a Medicaid recipient/enrollee who has been certified by the State as eligible to enroll
under this Contract, and whose name appears on the MCO enrollment information which BMS
will transmit to the MCO every month in accordance with an established notification schedule.
An enrollee may also refer to just an indidivual who has been deemed eligible for Medicaid but
not yet enrolled with a specific MCO.

Enrollment Broker — the entity contracted by BMS to conduct outreach and enrollment of
eligible West Virginia Medicaid managed care enrollees.

Excluded Services — health care services that the MCO does not pay for or cover.

Extemal Quality Review — the analysis and evaluation by an EQRO, of aggregated information
on quality, timeliness, and access to the health care services that the MCO or its Subcontractors
furnish to Medicaid beneficiaries.

Extemal Quality Review Organization (EQRO) — the entity contracted by BMS to conduct
periodic independent studies regarding the quality of care delivered to West Virginia Medicaid
managed care enrollees. EQRO must meet the competence and independence requirements set
forth in 42 CFR §438.354, and perform external quality review, other EQR-related activities as
set forth in 42 CFR §438.358, or both.

Family Planning Services — those services provided to individuals of childbearing age to
temporarily or permanently prevent or delay pregnancy. These services include; health education
and counseling necessary to make informed choices and understand contraceptive methods;
limited history and physical examination; laboratory tests if medically indicated as part of
decision making process for choice of contraceptive methods; diagnosis and treatment of
sexually transmitted diseases (STDs) if medically indicated; screening, testing, and counseling of
at-risk individuals for human immunodeficiency virus (HIV) and referral for treatment; follow-
up care for complications associated with contraceptive methods issued by the family planning
provider; provision of contraceptive pills /devices/supplies; tubal ligation; vasectomies; and
pregnancy testing and counseling.
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Fiscal Agent — an entity performing administrative service functions, including provider
payment, enrollee eligibility and capitation payment functions, for the managed care program
under a separate Contract with BMS.

Formal Grievance — a written expression of dissatisfaction with the conduct or action of an MCO
other than those subject to appeal.

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

Gift (Marketing) — any promotional item or incentive offered by an MCO to enrollees or
potential enrollees.

Grievance — an expression of dissatisfaction, either in writing or orally , regarding any aspect of
service delivery provided or paid for by the MCO, other than those MCO adverse benefit
determinations that are subject to appeal. The term grievance also refers to the overall system
that includes grievances and appeals handled at the MCO level and access to the State fair
hearing process.

Grievance Process — the procedure for addressing an enrollee’s grievances and complaints.

Grievance System — includes a grievance process, an appeals process, and access to the State’s
fair hearing system.

Habilitation Services and Devices — health care services and devices that help an individual keep,
learn, or improve skills and functioning for daily living such as occupational therapy, speech
therapy, and other services for people with disabilities in inpatient and/ or outpatient settings.

Healthcare Effectiveness Data and Information Set (HEDIS) — quality measures developed,
sponsored and maintained by NCQA. HEDIS is a set of standardized performance measures
designed to reliably compare the performance of managed care health plans.

Health Home — a designated provider (including provider that operates in coordination with a
team of health care professionals) or a health team selected by an eligible individual to provide
health home services as defined in Section 1945 of the Social Security Act. Chronic condition
health homes are available for eligible individuals with certain chronic conditions. West
Virginia’s requirements for health homes are defined in the Medicaid State Plan.

Health Plan — another term used to refer to an MCO. Also referred to as a Plan.

Home Health Care — health care services a person receives at home, including limited part-time
or intermittent skilled nursing care, home health aide services, occupational therapy, speech
therapy, medical social services, DME, medical supplies, and other services.

Hospice Services — services to help people who have a terminal prognosis live comfortably. A
terminal prognosis means that a person has a terminal illness and is expected to have six (6)
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months or less to live. A specially trained team of professionals and caregivers provide care for
the whole person, including physical, emotional, social, and spiritual needs.

Hospitalization — care in a hospital that requires admission as an inpatient and usually requires an
overnight stay. An overnight stay for observation could be outpatient care.

Hospital Outpatient Care — care in a hospital that usnally does not require an overnight stay.

Information Security Plan — a written MCO compliance plan with the Health Insurance
Portability and Accountability Act of 1996 (HIPAA) and The Health Information Technology for
Economic and Clinical Health Act (HITECH Act).

Key Personnel — those staff as outlined within Article II, Section 5.10.

Liquidated Damages — reasonable estimates of BMS’ projected financial loss and damage
resulting from the MCO’s non-performance.

Managed Care Initiative — West Virginia’s Medicaid managed care program, as described in the
current state plan and federal waiver and amendments, and approved by CMS. This may inchude
one or more MCOs and voluntary or mandatory enrollment options in a given geographic area.

Managed Care Organization (MCO) — an Health Maintenance Organization (HMO) entity
licensed to do business in the State of West Virginia, that has, or is seeking to qualify for,
comprehensive risk contract, and that is:

1. A Federally qualified HMO that meets the advance directives requirements of 42 CFR
§489, Subpart I; or

2. Any public or private entity that meets the advance directives requirements and is
determined to also meet the following conditions:

a) Makes the services it provides to all Medicaid enrollees as accessible (in terms of
timeliness, amount, duration, and scope) as those services are to other Medicaid
beneficiaries within the area served by the entity or fee-for-service; and

b) Meets the solvency standards of 42 CFR §438.116.

Managing Employee — 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, in accordance with
42 CFR §455.101.

Marketing — any communication, from the MCO to a Medicaid-eligible person who is not
enrolled in the MCO, that can reasonably be interpreted as intended to influence such person to
enroll in that particular MCO’s Medicaid program, or either to not enroll in, or to disenroll from,
another MCO’s Medicaid program. Marketing does not include communication to a Medicaid
beneficiary from the issuer of a qualified health plan, as defined in 45 CFR §155.20, about the
qualified health plan.

10
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MCO Readiness Review — the assurances made by a selected MCO and the examination
conducted by BMS, or its agents, of MCO’s ability, preparedness, and availability to fulfill its
obligations under this Contract, State Plan, and federal waiver.

MCO Service Area — all the counties included in any BMS’ defined service area within which
the MCO has been contracted to provide MCO services.

Medicaid — the West Virginia Medical Assistance Program operated and funded by BMS
pursuant to Title XIX, Social Security Act (42 U.S.C. §1396 et seq.), and related State and
Federal rules and regulations (same as Medical Assistance).

Medicaid Policy — collectively refers to documents and other written materials including the
State Medicaid plan, program instructions, attendant provider manuals, program bulletins, and all
published policy decisions issued by BMS. These materials are available through BMS.

Medicaid Program Provider Manuals — service-specific documents created by the Bureau for
Medical Services to describe policies and procedures applicable to the program generally and
that service specifically.

Medical Loss Ratio (MLR) — the ratio of the numerator (as defined in accordance with 42 CFR
§438.8(e)) to the denominator (as defined in accordance with 42 CFR §438.8(f)) and subject to
any applicable adjustments, as provided under this Contract and Appendix G.

Medically Necessary — refers to items or services furnished or to be furnished to a patient for
diagnosing, evaluating, treating, or preventing an injury, illness, condition, or disease, based on
evidence-based clinical standards of care. Medically Necessary services are accepted health care
services and supplies that are reasonable and necessary for the diagnosis or treatment of illness
or injury; to improve the functioning of a malformed body member; to attain, maintain, or regain
functional capacity; for the prevention of illness; or to achieve age-appropriate growth and
development. Determination of medical necessity is based on specific criteria.

Mountain Health Trust (MHT) — the name of West Virginia’s Medicaid mandatory managed care
program for Temporary Assistance to Needy Families (TANF) and TANF-related children and
adults who are eligible to participate in managed care.

National Committee for Quality Assurance (NCOA) — the independent organization that
accredits MCOs, managed behavioral health organizations, and accredits and certifies Disease
Management programs.

Network — doctors, hospitals, facilities, and other licensed health care professionals who contract
with an MCO to give care fo its enrollees.

Non-Emergency Services — any care or services that are not considered emergency services as
defined in this Contract. This does not include any services furnished in a hospital emergency
department that are required to be provided as an appropriate medical screening examination or
stabilizing examination and treatment under section 1867 of the Social Security Act.
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Non-Emerpency Medical Transportation (NEMT) — routine medical transportation to and from
Medicaid-covered medical appointments. NEMT includes a ride, or reimbursement for a ride,
provided so that an enrollee with no other transportation resource can receive services from an
entity providing Medicaid covered services. NEMT does not include transportation provided on
an emergency basis.

Non-Participating Provider — a doctor, hospital, facility, or other licensed health care
professional who has not signed a contract or had a contract signed on his/her behalf agreeing to
provide services to the MCO’s enrollees.

Open Panel — Primary Care Physicans (PCP) who are accepting new patients for the MCO.

Overpayment — money paid to a Provider by an MCO for a claim or claims, which exceeds the
amount which should have been paid by the MCO.

Participating Provider — a doctor, hospital, facility, or other licensed health care professional who
has signed a contract or had a contract signed on his/her behalf agreeing to provide services to
the MCO’s enrollees.

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

Periodicity Schedule — the requirements and frequency by which periodic screening services are
provided and covered. Schedule must meet current standards of pediatric medical and dental
practice and specify screening services applicable at each stage of the enrollee's life, beginning
with a neonatal examination, up to the age at which an individual is no longer eligible for
EPSDT services.

Physician Services — health care services that a licensed medical physician provides or
coordinates.

Post-stabilization Services — services subsequent to an emergency medical condition that a
treating physician views as Medically Necessary after an enrollee’s condition has been stabilized
in order to maintain the stabilized condition or to improve or resolve the enrollee’s condition,

Potential Enrollee — a Medicaid enrollee who is subject to mandatory enrollment or may
voluntarily elect to enroll in a given managed care program, but is not yet an enrollee of a
specific MCO.

Pregnant Women or Pregnancy-Related Services — all women receiving related services and
services for other conditions that might complicate the pregnancy, unless specifically identified
in the Medicaid State Plan as not being related to the pregnancy. This includes counseling for
cessation of tobacco use and services during the postpartum period. The pregnancy period for
which these services must be covered includes the prenatal period through the postpartum period
(including the one year postpartum period following the end of pregnancy covered under West
Virginia Code § 9-5-12).
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Premium — an amount enrollees would pay for Medicaid health insurance every month in
addition to any co-payments required for covered services or supplies.

Prescription Drug Coverage — health insurance that helps pay for prescription drugs and
medications. Prescription drug coverage is not provided by the MCO. BMS provides outpatient
prescription drug coverage directly to Medicaid enrollees.

Prescription Drugs — drugs and medication that, by law, require a prescription.

Primary Care Physician — a doctor who directly provides and coordinates health care services to
MCO enrollees.

Primary Care Provider (PCP) — a specific clinician responsible for treating and coordinating the
health care needs of certain enrollees.

Primary Services — basic or general health services rendered by general practitioners, family
practitioners, internists, obstetricians, and pediatricians.

Prior Authorization/Preauthorization — approval granted for payment purposes by the MCO for
its active, specified enrollees, or the Medicaid Program to a provider to render specified services
to a specified enrollee.

Provider — an individual or entity that is engaged in the delivery of health services, or ordering or
referring for those services, who meets the requirements of the West Virginia Medicaid Program
and is a enrollee of the MCO’s network.

Provider Complaint — any verbal or written expression of dissatisfaction with any aspect of
operations or activities of the MCO received by the MCO from a provider through any means
regardless of whether the expression of dissatisfaction is resolved immediately, requires
investigation and/or further actions, or does not require any remedial action. For purposes of
MCO reporting, provider complaints include what may be referred to as “grievances.”

Psvchiatric Residential Treatment Facilities (PRTF) — A separate, standalone entity providing a
range of comprehensive psychiatric services to treat the psychiatric Condition of residents under
age twenty-one (21) years on an inpatient basis under the direction of a physician. The purpose
of such comprehensive services is to improve the resident’s Condition or prevent further
regression so that the services will no longer be needed. (42 CFR §483.352, subpart D of part
441).

Pulmonary Rehabilitation — individually tailored multidisciplinary approach to the rehabilitation
of enrollees who have pulmonary disease.

Regulation — a Federal or State agency statement of general applicability designed to implement
or interpret law, policy, or procedure.

Rehabilitation Services and Devices ~ health care services and devices that help an individual
keep, get back, or improve skills and functioning for daily living that have been lost or impaired

13



DocuSign Envelope ID: B7F0BBE1-281C-4E22-B354-D2C 11BED2362

Al

because he was sick, hurt, or disabled including occupational therapy, speech therapy, and
psychiatric rehabilitation services in inpatient and/ or ocutpatient settings.

Request for Proposal (RFP) — a document, containing the specifications or scope of work and all
contractual terms and conditions, which is used to solicit written bids.

Risk — the possibility of monetary loss or gain by the MCO resulting from service costs
exceeding or being less than payments made to it by BMS.

Risk Adjustment — a methodology applied to the rate setting process 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. Risk adjustment uses information on an
enrollee’s medical conditions, as reported in claims data, to predict health care costs and adjust
payments to MCOs. Risk adjustment helps ensure payments to MCOs are more equitable and
mitigates the impact of selection bias, thus protecting MCO solvency and reducing incentives for
plans to avoid high-risk individuals, Risk adjustment is designed to be budget neutral to the
State.

Routine Care ~ basic primary care services including the diagnosis and treatment of conditions to
prevent deterioration to a more severe level, or minimize/reduce risk of development of chronic
illness or the need for more complex treatment.

Serious Emotional Disturbance (SED) — a diagnosable mental, behavioral, or emotional disorder
at any time during the past year of sufficient duration to meet diagnostic criteria specified within
the Diagnostic Statistical Manual (DSM) and that resulted in functional impairment which
substantially interfered with or limited the child’s role or functioning in family, school, or
community activities.

Serious Emotional Disturbance (SED) Waiver — a Medicaid home and community-based
services waiver authorized under §1915(c) of the Social Security Act. The SED waiver provides
additional services to those provided through the Medicaid State Plan to children up to age
twenty-one (21) with an SED. It allows the State to provide an array of home- and community-
based services that enable children who would otherwise require institutionalization to remain in
their home and community.

Service Authorization — (also Prior Authorization); includes an enrollee’s request for the
provision of a service.

Skilled Nursing Care — services from licensed nurses in a enrollee’s own home orin a nursing
home,

Special Investigation Unit (SIU) — a team of program integrity staff responsible for detecting,
correcting and reporting fraud, waste and abuse across various categories or health care (provider
fraud, member fraud and external fraud).

Specialist — a provider who focuses on a specific kind of health care, such as a surgeon or a
cardiologist.
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Start Date — the date the Contract for services becomes effective.

Subcontract — any written agreement between the MCO and another party to fulfill any
requirements of this Contract.

Subcontractor — party contracting with the MCO to perform any services related to the
requirements of this Contract. Subcontractors may include, without limitation, affiliates,
subsidiaries, and affiliated and unaffiliated third parties.

Subcontractor Monitoring Plan — a written plan describing how obligations, services, and
functions performed by the MCO's Subcontractor will be reviewed to ensure that such
obligations, services, and functions are performed to the same extent that they were performed
by MCO.

Supplemental Security Income (SSI) — a Federal income supplement program designed to help
aged, blind, and disabled people with little or no income by providing cash to meet basic needs
for food, clothing, and shelter.

Systems Quality Assurance Plan — a written plan developed by the MCO that describes the
processes, techniques, and tools that the MCO will use for assuring that the MCO information
systems meet the Contract requirements.

Temporary Assistance to Needy Families (TANF) — the federally funded program that provides
assistance to single parent families with children who meet the categorical requirements for aid.

Tertiary Services — highly specialized medical services administered in a specialized medical
facility.

Third Party — any individual entity or program which is or may be liable to pay all or part of the
expenditures for Medicaid furnished under a State Plan.

Title XIX — refers to Title XIX of the Social Security Act codified at 42 United States Code
Annotated Section 1396 et. seq., including any amendments thereto (see Medicaid).

Urgent Care — refers to circumstances in which the individual requires prompt medical attention
for the care and management of a significant physical or mental discrder, but there is no
immediate threat to the individual’s life.

Value-Added Services — services that include additional value benefits that are actual health care
services, benefits, or positive incentives that will promote healthy lifestyles and improve health
outcomes among enrollees.

Withhold Arrangement — a payment mechanism under which a portion of a Capitation Payment
is withheld from an MCO and a portion of or all of the withheld amount will be paid to the MCO

. for meeting measures specified in the Contract. The measures for a Withhold Arrangement are
distinct from general operational requirements under the Contract. Arrangements that withhold a
portion of a Capitation Payment for noncompliance with general operational requirements are
contractual remedies and not a Withhold Arrangement.
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2. DELEGATIONS OF AUTHORITY

West Virginia’s BMS within DHHR is the single state agency responsible for administering the
Medicaid program. No delegation by either party in administering this Contract will relieve
either party of responsibility for carrying out the terms of the Contract.

3. FUNCTIONS AND DUTIES OF THE MANAGED CARE ORGANIZATION

The MCO agrees to perform the functions and duties and fulfill the responsibilities described in
Atrticle ITI, Staternent of Work.

4. FUNCTIONS AND DUTIES OF THE STATE

4,1 Eligibility Determination

BMS will determine the initial and ongoing eligibility for medical assistance of each enrollee or
potential enrollee under this Contract.

4.2 Enrollment

BMS will conduct MCO enrollment process in accordance with 42 CFR §438.54. BMS, either
directly or through its designee, will process all enrollments into the MCQ. BMS will notify the
MCO of such enrollments by means of a monthly enrollment roster report which explicitly
identifies those additions who were not enrolled in the MCO during the previous month. The
roster will be provided via secure File Transfer Protocol or electronic media, and will be
delivered by BMS to the MCO as soon as possible following the MMIS cut-off date for the
month, but not later than the last business day before the end of the month.

4.3 Default Enrollee Assignment

BMS, either directly or through its designee, will use default assignment methodology to enroll
individuals who do not select an MCO. To the extent possible, BMS will make assignments
based on an enrollee’s prior history with the MCO and pre-established familial relationship, with
an equitable number of the entire default membership assigned to each MCO by the end of a
monthly default assignment process.

44 Voluntary and Involuntary Disenrollment

All MCO enrollees will remain continuously enrolled throughout the term of this Contract,
except in situations where clients lose their Medicaid eligibility, are admitted to a skilled nursing
facility (SNF) or nursing facility, voluntarily disenroll, or are re-categorized into a Medicaid
coverage category not included in the managed care delivery system. BMS will notify the MCO
of all disenrollment, by means of a monthly enrollment roster report which explicitly identifies
terminations from enrollment and the cause of the disenrollment (e.g. loss of Medicaid
eligibility, change in eligibility status to a coverage code not included in the managed care
initiative, voluntary switching to another MCO, or other causes).

BMS has federal authority to implement an enrollment lock in policy in which enrollees are

locked-in to a single MCO for a twelve (12) month period though may request to change their
MCO enrollment in accordance with 42 CFR §438.56. Should BMS implement this policy
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during the Contract year, the MCO will be required to supply all necessary information requested
by the enrollment broker regarding BMS’ enrollee lock-in program.

4.5 Capitation Payments to Managed Care Organization

Payment to the MCO will be based on the enrollment data transmitted from the Department’s
eligibility vendor to its Fiscal Agent each month for MCO-eligible members that have completed
the enrollment process through the Department’s Enrollment Broker.

The MCO must notify BMS in writing of any inconsistency between enrollment and payment
data no later than within forty-five (45) calendar days from the day inconsistency was
determined by the MCO. BMS agrees to provide to the MCO information needed to determine
the source of the inconsistency within ten (10) business days after receiving written notice of the
request to furnish such information. BMS will recoup overpayments or reimburse underpayments
as soon as administratively possible. The adjusted payment (representing reinstated enrollees) for
each month of coverage will be included in the next monthly capitation payment, based on
updated MCO enrollment information for that month of coverage.

Any retrospective adjustments to prior capitations will be made in the form of an addition to or
subtraction from the current month’s capitation payment. Positive adjustments are particularly
likely for newborns, where the MCO may be aware of the birth before BMS.

In full consideration of Contract services rendered by the MCO, BMS agrees to pay the MCO
monthly payments. BMS capitation payments to the MCO will apply to the time period July 1,
2022, through June 30, 2023 (State Fiscal Year 2023). The MCO assumes risk for the cost of
services covered under this Contract and will incur loss if the cost of furnishing the services
exceeds the payments under the Contract. The MCO must accept as payment in full, the amount
paid by BMS.

Except for emergency services, no payment will be made for services furnished by a provider
other than the MCO provider, if the services were available under the provider Contract unless
otherwise authorized by the MCO.

Payments provided for under the Contract will be denied for new enrollees when, and for so long
as, payment for those enrollees is denied by CMS. CMS may deny payment for new enrollees to
the State if its determination is not timely contested by the MCO per 42 CFR §438.726(b) and
§438.730.

BMS is obligated to make payment either by mail or electronic transfer to the MCO. Capitation
payments will be made for the month in which services are being provided according to the
payment schedule for the month, as set forth in this Contract. BMS reserves the right to change
the payment process, but the payment timing described above will remain the same.

Participant population (enrollee months) were developed based on historical program
participation. The MCO will be paid a capitated rate on a per member per month (PMPM) basis?,

2 Enrollees will only be enrolled on the first of the month and must stay with the MCO until the 30th before changing MCO’s.
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which shall be firm and fixed for the period of the contract, subject to any rate adjustments
warranted for modifications to State or Federal regulation, waiver amendments, State Plan
amendments, etc. Payment will be based on actual monthly participation. The final payment will
be made upon determination by BMS that all contractual requirements have been completed.

4.6 Federal Disallowance

If the federal government recoups money from the State of West Virginia for expenses and/or
costs that are deemed unallowable by the federal government, BMS has the right to, in turn,
recoup payments made to the MCO for these same expenses and/or costs, even if they had not
been previously disallowed by BMS and were incurred by the MCO. Any such expenses and/or
costs would then be deemed unallowable by BMS. If BMS retroactively recoups money from the
MCO due to a federal disallowance, BMS will recoup the entire amount paid to the MCO for the
federally disallowed expenses and/or costs, not just the federal portion.

Should any part of the scope of work under this contract relate to a state program that is no
longer authorized by law (e.g., which has been vacated by a court of law, or for which CMS has
withdrawn federal authority, or which is the subject of a legislative repeal), the MCO must do no
work on that part after the effective date of the loss of program authority. The state must adjust
capitation rates to remove costs that are specific to any program or activity that is no longer
authorized by law. If the MCO works on a program or activity no longer authorized by law after
the date the legal authority for the work ends, the MCO will not be paid for that work. If the state
paid the MCO in advance to work on a no-longer-authorized program or activity and under the
terms of this contract the work was to be performed after the date the legal authority ended, the
payment for that work must be returned to the state. However, if the MCO worked on a program
or activity prior to the date legal authority ended for that program or activity, and the state
included the cost of performing that work in its payments to the MCO, the MCO may keep the
payment for that work even if the payment was made after the date the program or activity lost
legal authority.

4.7 Enrollee Eligibility Capitation Adjustments

Changes in enrollee eligibility categories which become known subsequent to payment of a
capitation payment will not relieve the MCO of liability for provision of care for the period for
which capitation payment has been made.

The MCO must serve all Medicaid enrollees for whom current payment has been made to the
MCO without regard to disputes about enrollment status and without regard to any other
identification requirements. If such person later is found to be inappropriately enrolled in the
MCO, then the MCO will retain the capitation payment for that month and must provide services
for that month. BMS will make every effort to ensure that only those Medicaid enrollees eligible
for managed care enroliment are enrolled in the MCO.,

In instances where enrollment is disputed between two (2) MCOs, BMS will be the final
arbitrator of the MCO membership and reserves the right to recover an inappropriate capitation
payment, including but not limited to untimely notice from the MCO to BMS of an enrollee’s
request to disenroll, when such requests are submitted to the MCO.
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4.8 Enrollee Reinstatement Processing

Medicaid enrollees who lose eligibility for the West Virginia MHT programs and regain
eligibility within one (1) year will be automatically re-enrolled in the same MCO in which they
were previously enrolled, unless the enrollee chooses another MCO. BMS will perform this
process and supply the necessary information to the enrollment broker. If a previously eligible
recipient has been ineligible for a period of time in excess of one (1) year, the enrollee will select
a MCO through the standard enrollment broker enrollment process.

BMS will notify the MCO in writing of any exclusion initiated by DHHR for a fee-for-service
(FFS) Medicaid provider so that the MCO can exclude that provider from its network.

4.9 Ongoing Managed Care Organization Monitoring

To ensure the quality of care, BMS will undertake the following monitoring activities including,
but not limited to:

1. Analyze the MCO’s access enhancement programs, financial and utilization data, and
other reports to monitor the value the MCO is providing in return for the State’s
capitation revenues. Such efforts will include audits of the MCO and its Subcontractors.

2. Conduct regular enrollee surveys addressing issues such as satisfaction and reasons for
disenrollment.

3. Review MCO certifications on a regular basis.

4. Atits discretion, commission or conduct additional objective studies of the effectiveness
of the MCO.

5. Monitor the enrollment and termination practices.
6. Assure the proper implementation of the required grievance procedures.

7. Conduct periodic reviews of the MCO provider credentialing process and network to
ensure that providers excluded from Medicaid participation are excluded from the MCO
Medicaid provider network.

These monitoring activities will take place at least once per year. BMS or its contractors must
provide to the MCO summaries, at BMS’ expense, of all monitoring activity reports, surveys,
audits, studies, reviews, and analyses.

4.10 Utilization Review and Control

In accordance with 42 CFR §438.210(2)(4), the MCO may place appropriate limits on the
covered services provided under this Contract on the basis of criteria applied under the Medicaid
State Plan, such as medical necessity or for the purpose of utilization control, provided that:

1. MCO services can reasonably be expected to achieve the purpose for which such services
are furnished;

2. Services supporting individuals with ongoing or chronic conditions are authorized in a
manner that reflects the enrollee’s ongoing need for such services and supports; and
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3. Family planning services are provided in a manner that protects and enables the
enrollee’s freedom to choose the method of family planning to be used.

The MCO must ensure that services are sufficient in amount, duration, or scope to reasonably be
expected to achieve the purpose for which the services are furnished. The MCO is prohibited
from arbitratily denying or reducing the amount, duration, or scope of a required service solely
because of the diagnosis, type of illness, or condition. Notwithstanding the above, all covered
services must be provided in compliance with the Mental Health Parity and Addiction Equity Act
of 2008, and with EPSDT requirements, and the respective federal regulations.

BMS will have the authority to override any MCO utilization management guideline on a case-
by-case basis. The BMS Medical Director shall coordinate with the MCO Medical Director in
the event an override is appropriate based on thorough internal review. The MCO must be
responsible for payment should a utilization management guideline be overridden.

4.11 Force Majeure

The MCO will be excused from performance hereunder for any period that it is prevented from
providing, arranging for, or paying for services as a result of a catastrophic occurrence or natural
disaster including but not limited to an act of war, and excluding labor disputes.

4.12 Time Is of the Essence

In consideration of the need to ensure uninterrupted and continuous MCO performance and
service delivery, time is of the essence in the performance of the obligations under this Contract,

4.13 MCO Response Time Frames

The MCO must submit required reports, requests for information, documentation, ad hoc reports,
data certification forms, overpayment remittances, or any other item required within the time
frames provided by this Contract or by BMS. If an MCO does not submit a required or ad hoc
report, requests for information, documentation, data certification form, overpayment remittance,
or item required to meet any State or Federal reporting requirements (e.g., provider-preventable
conditions) to BMS within the timeframes outlined in this Contract or in the BMS’ request, BMS
may assess liquidated damages on the MCO. The MCO will have a one (1) business day grace
period following the due date of the data, report, requests for information, documentation,
overpayment remittance, or data certification form, However, for each additional day an item is
overdue beyond the grace period, BMS may assess liquidated damages on the MCO as outlined
in Article II, Section 6 and Appendix F.

5. DECLARATIONS AND MISCELLANEOUS PROVISIONS

3.1 Competition Not Restricted

In signing this Contract, the MCO asserts that no attempt has been made or can be made by the
MCO to induce any other person or firm to submit or not to submit a proposal for the provision
of services covered by this Agreement for the purpose of restricting competition.
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5.2 Binding Authority

Each MCO representative signing the Contract must submit written certification along with the
signed Contract that he/she is the person in the organization responsible for, or authorized to
make, decisions regarding this Contract.

5.3 Nonsegregated Facilities

The MCO certifies that it does not and will not maintain or provide for its employees any
segregated facilities at any of its establishments, and that it does not permit its employees to
perform their services at any location, under its control, where segregated facilities are
maintained. The MCO agrees that a breach of this certification is a violation of Equal
Opportunity in Federal employment. In addition, the MCO must comply with the Federal
Executive Order 11246 entitled "Equal Employment Opportunity" as amended by Executive
Order 11375 and as supplemented in the United States Department of Labor Regulations (41
CFR Part 30). As used in this certification, the term "segregated facilities" includes any waiting
rooms, restaurants and other eating areas, parking lots, drinking fountain, recreation or
entertainment areas, transportation, and housing facilities provided for employees which are
segregated on the basis of race, color, religion, or national origin, because of habit, local custom,
national origin, or otherwise.

The organization further agrees (except where it has obtained identical certifications from
proposed Subcontractors for specific time periods) that it will obtain identical certifications from
proposed Subcontractors which are not exempt from the provisions for Equal Employment
Opportunity; that it will retain such certifications in its files; and that it will forward a copy of
this clause to such proposed Subcontractors (except where the proposed Subcontractors have
submitted identical certifications for specific time periods).

54 Offer of Gratuities

The MCO warrants that it has not employed any company or person other than a bona fide
employee working solely for the MCO or a company regularly employed as its marketing agent
to solicit or secure the Contract and that it has not paid or agreed to pay any company or person
any fee, commission, percentage, brokerage fee, gifts, or any other consideration contingent
upon or resulting from the award of the Contract.

For breach or violation of this warranty, BMS will have the right to terminate this Contract with
thirty (30) day notice without liability or, at its discretion to pursue any other remedies available
under this Contract or by law.

5.5 Employment/Affirmative Action Clause

The MCO agrees to supply employment/affirmative action information as required for agency
compliance with Title VI and VII of the Civil Rights Acts of 1964.

5.6 Hold Harmless

The MCO agrees to indemnify, defend and hold harmless the State of West Virginia and BMS,
its officers and employees from and against:

1. Any claims or losses for services rendered by any Subcontractor, person or firm
performing or supplying services, materials, or supplies in connection with the
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performance of the Contract. The activities of the Enrollment Broker and the Fiscal
Agent do not constitute the MCO’s performance;

2. Any claims or losses to any person or firm injured or damaged by the erroneous or
negligent acts, including without limitation, disregard of Federal or State Medicaid
statutes or regulations of the MCO, its officers, employees, or Subcontractors in the
performance of the contract;

3. Any claims or losses resulting to any person or entity injured or damaged by the MCQ,
its officers, employees, or Subcontractors by the publication, translation, reproduction,
delivery, performance, use or disposition of any data used under the Contract in a manner
not authorized by the contract, or by Federal or State statutes or regulations;

4. Any failure of the MCO, its officers, employees, or Subcontractors to observe State and
Federal laws, including but not limited to labor and minimum wage laws.

5.7 Confidentiality

The MCO agrees to comply with applicable state and federal law regarding
confidentiality/privacy including the confidentiality requirements of §1160 and §1902(a)(7) of
the Social Security Act; the information safeguarding requirements of Title 42, Part 431, Subpart
F (42 CFR §431 F); and Title 45, Parts 160 and 164, to the extent they apply.

The MCO agrees that all material and information, and particularly information relative to
individual applicants or enrollees of assistance through BMS, provided to the MCO by the State
or acquired by the MCO in performance of the Contract whether verbal, written, recorded
magnetic media, cards or otherwise will be regarded as confidential information and all
necessary steps must be taken by the MCO to safeguard the confidentiality of such material or
information in conformance with federal and state statutes and regulations.

The MCO agrees not to release any information provided by BMS or providers or any
information generated by the MCO regarding this Contract without the express consent of the
Contracting Officer, except as specified otherwise provided in this Contract.

5.8 Independent Capacity

The MCO, its officers, employees, Subcontractors, or any other agent of the MCO in
performance of this Agreement must act in an independent capacity and must not hold
themselves out to be officers or employees of the State of West Virginia or of BMS.

5.9 Contract Liaison

Both parties agree to have specifically named Contract liaisons at all times. These representatives
of the parties will be the first contacts regarding any questions and problems which arise during
implementation and operation of the contract. Both parties agree to immediately notify the other
party in writing should they appoint a Contract liaison other than the liaison named in this
contract. The MCO’s Contract liaison may also fulfill the duties of the Medicaid Administrator,
as outlined in Article ITI, Section 4 of the contract.

5.10 Key Staff Positions

Key MCO personnel (e.g., owners, directors) must meet state requirements for experience,
licensure, and other ownership requirements.
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The MCO must provide BMS with an organizational chart depicting the key staff positions in the
Medicaid line of business by October 1* of each Contract year. The organizational chart must
include the names, titles, and contact information for the following key staff positions:

Key Staff

Chief Executive Officer/Chief Operating | Chief Financial Officer*
Officer (CEO/COO0)* Compliance Officer
Contract Liaison/MHT Administrator Medical Director
Medical Mana_gement Director Care Management Director
Behavioral Healt?l _Meacal Dire&or ' Quality Director
Member Services Director Claims Payment Director
Network Developm