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GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North - 8th Floor
NASHVILLE, TENNESSEE 37 243 -0057

6L5-74r-2564

Sen. Bill Ketron, Chairman
Senators

Douglas Henry Reginald Tate
Brian Kelsey Ken Yager
Steve Southerland
Randy McNally, ex officio

Lt. Governor Ron Ramsey, ex officío

Rep. Mark White, Vice-Chairman
Representatives

Jeremy Faison
Brenda Gilmore
Matthew Hill
Pat Marsh

Joe Pitts
Mark Pocly
David Shepard
Tim Wirgau

Charles Sargent, ex officio
Speaker Beth Harwell, er offício

TO:

FROM:

DATE:

MEMORANDUM
Mike Perry, Chief Procurement Officer
Department of General Services

August 26,20L4

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting 812512014)

RFS# 318.66-00052 (Edison # 29718)
Department: Finance and Administration
Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: AMERIGROUP Tennessee, Inc.
Summary: The vendor is responsible for physical and behavioral
health services for TennCare enrollees in the Middle Tennessee
region. The proposed amendment adds language regarding the Health
Insurer Fee (HIF) imposed by the federal government under the
Patient Protection and Affordable Care Act of 2010.
Current maximum liability: 96,617,054,896
Proposed maximum liability: 96,61 7,054,896

After review, the Fiscal Review Committee voted to recommend approval of
the contract amendment.

cc: The Honorable Darin Gordon, Deputy Commissioner
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CONTRACT SUMMARY SHEET
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ÀMIÌNDX{IìNT NUMB!]Iì 1 E

IUIDDI,IJ CIìANI} RIIGION
CONTIìAC'TOIT ItfSI( Â(;RNDM}r]N'T'

B[,t'wtÌ,t]N
TIIE S1'ATII OTI'TIINNIÙSSOT),

d.b.a. 'IIINNCAIìlì
ÀND

AMIìRIGROUP TNNNNSSTiIì, INC.

CON'II{ACT NIJMBER; ItA- 07-I6936-00

For and in cousideration of 1hc rnutual proruiscs hcreil containccl aucl othe: goocl and vnLLrablc cousitleralior, tltc
lcccipt and sufliciency of'which is helcby aclcnowlcdgcd, the pâlties âgreÕ to cl¿ìl'ìfy aud/ol arnetrd the Cjont¡¿rc1ol'

llisk Agrecurent (CIìA) by ând belweer fìÌe Statc of'fenrÌessee Te¡urCalc llureau, heleintfter releued to as

1¡,:NNC.AR.I], and AI\,11ìlìtGl{Ol )1' '.IL1NNESSEIì, lNC., hcreinafìel lcfened to as the CON'llìACl'IOR as

s¡reci{ìcd below.

'Ì'illes ûud uumbcring of pnlagraphs usecl helcín alc fol ihc pt¡r'pose ol' facililüting, rrsc of rcfèr'cuce only aucl slrall
llot be construed to inl'cr'â co¡rtr¿çtLlâl cÒnstrLro(i0n ol]ânguaBc.

tr. Contract Section 3.tr4 shall be deleted Ìu its cntircty and rcplaccd with ¿rmencled Section
3,14, as folkxvs:

3.14 T{IIAI-T'H INSU¡ìDR ÍTN

3-14.1.'IheCONI'RACI'ORarrrt'lj:NNCARÉlrir:krowledgethaltheCONTll,ACllOI{ìssubjcclloaLlcalth
Ilsure,r lìee (HIl.') ìurposed by the letler al goveulnent under the Pa{ient Protccliou aud AlÏbrdablc Calc
Act (PPACA) of 2010. Thc CONTRAC I'OR is rcsponsíble for payrnent o l a pcl certaga of fhelleallh
Llsure¡ Þ'ee fol all lìeâllh i¡srr¿ulce ploviders, 1ho C)ON lllAC'|OR'S obligàtioÌr is dùtelrnjrred by tl]c r¿ì1io

of the CION I'llAC'l'OIl'S net written pr.eüirulìs fbl the pleceding ycâr' oou)p{ìrcd 10 lìhe 1o1ál Íiet wrillcrì,
pletlliums ofall covclcd cnlities sulìiect to thc Ilcalth lnsut.cl lree fol tbc sRr].rc ycâr'.

3.14..2,'lÏearnountoftheFle¿lthInsurerIìeeattlìbutabletotheCIONTR.ACTORanil¿ìtllibutâbletuthe
CON'I'RAC'I'OR'S prenrirns rmder this Colì1r¡ìct corìld al tbct fbe acluâr'ial soundrress ol'1hc pr-enrirrms

rcccívecl by thc CONI'RÂCTOR hom'fl.ìNNCjÂRE lor thc peliod duling whiclÌ tlìo TIeâltli Insulel |ee is

assessed. 1'o prcserve the actualiaÌly sorLnd câpil¿ìlion r¿1o payrlcnts, 'I'ENNCARB shail leimbLrlse ihe
CON'1RAC'I"OR lol the amoLurt of thc lle¿ìlth Ins rer lìce, inclür1ing an acfuatially sound â4justrncüt 1i)ì'

tlìc esl.irnated ilìrpact ofthe uon-detlrctibility of. the Heallh Insulel'Iì'ce fbr'ìtetl:r'al ald Stâtc 1âx ptirposcs,

specifically âtt¡ibutablc 1o the CON'IRACTOR'S 'I'ENNCAI{Ìi nrenrbershi¡r,

1.14.3. Thc morthly capj1âtiur r¿ìtcs will be paid cxclucling lhc amount foÌ thc llcâlth Jnsì]lor Fec. Orìce the
CON'IììACI'OR'S I lcalth lnsuror Fee arnount is lcnown, 'fENNCARII will dctcrminc thc anotnlt this js âs

a percerlt o{'the c¿ìpilâtion r'¡rtús pâid irr 1he plevìons lìscal yeal usilg thc aggrcf{âta r Çlttbet l]ronths lì¡¡ thc
fiscal yea| as of ihe .Iu)y lòllowirrg the i-rsoal ycal ancl the capitalion r'âtes paid firl the liscal year.
'lIìNNCAIIIJ willlhen. calculatc ihe arnoLrnt owccl to the CONI[RAC1I.C)Ì{, irrclrtdirrg zury adjuslnìerts for
þ-cdcral ¡rnd Stale t¿ìxes, in a¿¡gre¡¡ote lor the 12- month flic¿ìl yoûr: and pay t)ro capitation adittstllrertt as a

single pâynrent. Thc ârnoùl)t attlibulablc to tho CONIlì.4Ç'l'Ol{'S TENNCARì3 mernbersliip shaìÌ be
detctrni¡red basetl r¡i lbe CONTIIAC'I'OII.'S ljnal Fo¡rn 8963 filing, the 1ìl.rl notifit;ation ofthe lleá11lì
L$LÌcL ¡-ee âllrolrìt orved by the CONTITACTOR rcccivcd I'r'orì th0 tlniled States lnler'ral Revcrìùe
Sclvice. ald suppoding docurnentatiou tom fhe C()NI'RAC'I'Olì as requcsl.cd Lty'IHNNC,AIìE.,



Amenclment [8 (cont.)

3.14.4, l'liNNCAlìJl slìû¡l cornplete its calculatiou ol re anìouut o\.ved to tlìe CONl'lì^C'fOR withìn nincly (90t
days of ils lcccipt o1'the lìnal rìo1ificâfion and sqrpor'ling docurncntâtion liorìr tlìc CON'l'lìAC'1'()1ì,
l'¿ryn1cl'ìt is colrtilgcnt olL the av¡ila.bílity of Slatc l'unds ând CMS approval oi thc c;rpitation lates ìlchriling
tlìe l-{eahh hrsurcl lìee acljnstrnc:f. Capifìtión l'¿ìtcs cxcllrd ing the ÉIoâhh lììsùrol llec a4ir"rstü'ìcnt will bc
inoludecl jn the conhâcts âud, fbilowing ¡rzryurent of'thó ârìroun1 o\ycd tú tho CONTRACTOIì, scprnâtc
lates will bc acldcd tlìat cor:ìl¿rin the capitâlìor râtc rìdjustmcü1 to lcflcct tho Iloalth IDst¡r'eI I?ee.

All oflhe prcvisioìrs oflhc original Ägrecmelìt uot spccilìcally dclctcd or moclifietl hclcir shall rcmain i¡r 1.¡ll f'olce
¡llìd clfect. lInless a provisiou colltained in lhis Arìe[drììent specifìcally inrìicales a dìffeleut e11èctive c]aie, Ii:r'
pulposes of thc plovisions contaiued hereiu, this ,A,rleudment shall becomc cflþctive Seplenìber' I 5, 2014 .

'Ilìe Slâte is nót bound ì')y tliis Arnenclntent unlil it js signccl by lho couhaot Þartics ând a¡rproved by aqrropriafc
olfìoials ir accordauce rvith applicablc l-elulesscc laws aucl lcgulatbns (dcpending upon thc spccìfìos o1'this
Agrrel erl, sakl olficials may ilìcluclc, but ale uoi lhuitcd 1o, thc Cornrnissioner of IÌiu¿ìncc âl'ìd Adrnìnislrâiio , the
Comlríssionel ofI-lLIran RcsoLrrccs, and llìc Cornplr()llor o1'lho 'ltcâsr¡ry).

'lhe CON'|RAC l'Olì" by siglr¿tìIre 0f this Amoudrnerìt, Jrereby affìr'r s thât tlìis 
^nrcttd¡nclrt 

has lot been a](ercd
and therclbre lepresents thc identical documcrìt tllât wâs sent to tho CONI-RACTOR by TENNCANì,

lN WITNIISS WHIJI{EO!, thc pûrties havc by theil duly aulllcrrized replescut¿lives set theír sig atì.rres.

''@;þ

s'[ÀTf: otr TnNNtrssDtr
DEFAIìTMINT OF' FIN,I,NC[,
ANDADMINI$TIì.ÄTION

rìy: U*^3.þ1"*t*/"Þ
Lurry .ß. trIflrli '-
(b,fi ttlllsì¿nzer

DArrr): {/zE/zatv

ÀMnRlGllOUP,'Il,lNNliSSItIij,INC. ..-/



GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North - 8th Floor
NASHVILLE, TENNESSEE 37 243.0057

6t6-74r-2564

Sen. Bill Ketron, Chairman
Senators

Douglas Henry Reginald Tate
Brian Kelsey Ken Yager
Steve Southerland
Randy McNally, ex offício

Lt. Governor Ron Rarnsey, ex officio

TO:

FROM:

DATE:

Rep. Mark White, Vice-Chairman
Representatives

Jeremy Faison Joe Pitts
Brenda Gilmore Mark Pody
Matthew Hill
Pat Marsh

David Shepard
Tim Wirgau

Charles Sargent, ex offício
Speaker Beth Harwell, er officio

MEMORANDUM
Mike Perry, Chief Procurement Officer
Department of General Services

Senator Bill Ketron, Chairman T)(- .J
Representative Mark White, Vice-Chairman \\
June II,2014

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting 61912014)

RFS# 318.66-00052 (Edison # 29718)
Department: Finance and Administration
Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: AMERIGROUP Tennessee, fnc.
Summary: The vendor is responsible for physical and behavioral
health services for TennCare enrollees in the Middle Tennessee
region. The proposed amendment adds language regarding the Health
Insurer Fee (HIF) under section 9010 of the Patient Protection and
Affordable Care Act of 2010.
Current maximum liability: $6,617,054,896
Proposed maximum liability: $6,6L7,054,896

After review, the Fiscal Review Committee voted to recommend approval of
the contract amendment.

cc: The Honorable Darin Gordon, Deputy Commissioner













































GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North - 8th Floor
NASIIVILLE, TENNESSEE 37 2 43- OO57

6t6-74r-2564

Sen. Bill Ketron, Chairman
Senators

Douglas Henry Reginald Tate
Blian Kelsey Ken Yager
Steve Southerland
Randy McNally, ex officio

Lt. Governor Ron Ramsey, ex offrcio

TO:

FROM:

DATE:

MEMORANDUM
Mike Perry, Chief Procurement Officer
Department of General Services

Senator Bill Ketron, Chairman 9,L
Representative Mark White, Vice-Chairman

November 13, 2013

Rep. Mark \ryhih, Vice'Chairman
Representatives

Charles Sargent, ex offrcio
Speaker Beth Harwell, ex officio

ñ

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting 1-IlLzllS)

RFS# 318.66-052-07 (Edison # 29718)
Department: Finance and Administration
Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: AMERIGROUP Tennessee, Inc.
Summary: The vendor is responsible for physical and behavioral
health services for TennCare enrollees in the Middle Tennessee
region. The proposed amendment contains several language updates,
clarifücations, and deletions; adds payment reform requirements;
includes current capitation rates; and increases maximum liability by
9477,229,905.
Current maximum liability: $6,139,826,09L
Proposed maximum liability: $6,617,0õ4,896

After review, the Fiscal Review Committee voted to recommend approval of
the contract amendment.

cc: The Honorable Darin Gordon, Deputy Commissioner

Charles Curtiss
Jeremy Faison
Brenda Gilmore
Matthew Hill

Pat Marsh
Mark Pody
David Shepa'-d
Tim Wirgau





































































































































GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North - 8th Floor
NASHVILLE, TENNESSEE 37 2 43. OO57

615-74t-2564

Sen. Bill Ketron, Chairman
Senators

Douglas Henry Reginald Tate
Brian Kelsey Ken Yager
Steve Southerland
Randy McNally, cx officio
Lt. Governor Ron Ramsey, cx officio

TO:

FROM:

DATE:

Rep. Mark \{hite, Vice-Chairman
Reptesentatives

Charles Curtiss
Jeremy Faison
Brenda Gilmore
Matthew Hill

Pat Marsh
Mark Pody
David Shepard
Tim Wirgau

Charles Sargent, ex officio
Speaker Beth Harwell, ex officio

MEMORANDUM
Jessica Robertson, Chief Procurement Officer
Department of General Services 

\

Senator Bill Ketron, Chairman ßG NNil
Representative Mark White, Vice-Chaifman \* \
April 22,2OI3

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting 4l22lL3)

RFS# 318.66-052-07 (Edison # 297L8)
Department: Finance and Administration
Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: AMERIGROUP Tennessee, Inc.
Summary: The vendor is responsible for physical and behavioral health
services for TennCare enrollees in the Middle Tennessee region. The
proposed amendment contains several language updates including the
CHOICES Plan of Care, benchmarks, and pharmacy costs; and adds ADA
requirements.
Current maximum liability: $6,139,826,091
Proposed maximum liability: $6,139,826,091

After review, the Fiscal Review Committee voted to recommend approval of the
contract amendment with a recommendation that the trip manifests be provided to
non-emergency medical transportation (NEMT) providers two days prior to the
service and with the stipulation that the Bureau submit a monthly status report
relative to the NEMT.

cc: The Honorable Darin Gordon, Deputy Commissioner







































CONTRACT SUMMARY SHEET
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Oopãrlmenl af Fhån@ åñd Adm¡nlslrâtton

V- Edisón Våndor lrû0000'11035

Provision of Phys¡cal and Behãvioral Healfh Servìces to Ténncare Enrollees ¡n th6 M¡ddle Tenness€e Rog¡on

December 31, 2014

Conltåclprl Ëórm W.9 lô on fllå In AccôuntEContråclor f¡ þn STARS

$ 253,607,718.00

7{8,157,6fi.00

954,457,611.00

954,457,611.00

C€sþT ft.rgsn 50f'ô,1¡2

..,,-n'/: ...¡

.:,... '.'ì:::Ë

$ 964.{57,ö11.00

8l¡sinor6 | x INOT dls¡dvántagod

m lnor¡ty,ld ¡¡ådvantâgðd-



.{N,t llNDM llNI' N tJ]\{BtiR l5
J\,IIDDI.,I! CII,'IND RIIGION

CONTIìACTOR RISK ACRNDMEN'T
Btì1'W¡lEN

TI{Iì STATII Ol' TUNNÐSSEIì,
d. b.a. TIiNNCAIìD

^ 
Nt)

^MÐRr(;R0tJp 
TrcN Nltsslilt, tNc.

CONI tìAC]- NtJMlllìtì: I.'A- 07-1693ó_00

¡'or' trld in cotlsidcmlioJl oI lhc nìutuâl ¡rrontiscs hcrcin containc.ci and othcr good rrrcl valuablc consír1cr¿ltiorì, thc
rcccipi nnd sufhcieucy ofwhich is hcrcby ackuowlcdgccl, the partics agrcc rJclarify nnd/ol r¡rcnd thc Con¡¿clor.
lìisk A8,rccìncr)t (CI{A) by ¡ìnd be(\,v'cen thc Slâtc of lþ¡ncssee lþunC'nrc llr¡¡.car¡, hcrcinafter rcfcrrcd (o as'IßNNC^RD, ard AMIìRIGROUP 1'[ìNNIìSS|ìE. INC., bclei¡afìor rcfc¡r,cd ro as rho CON]ìì^C'Ì'OR as
spccilicd bclorv,

'f itlcs a d uurtrbtriLtg,of paÌaglaphs uscd hcroir arc for thc pulpose of f'acilitating uss of rci.iÌence only anti sha ll
not be cons(rucd to itìier a co¡rfract{ril corìslrucríolt of larÊiu;gc,

l. Scction 1 shall l¡c a¡ncn<led b¡, arkling fhc follorving dcfinitions:

Jndiviciuals tÌilh !.,ir¡ritcd Dnglish Ploficicnc-v -(]-lil) - ìrrdividuuls who do nor spcak D¡-p.lish ¿s thcir prinrary
langurgc and rvho havc a limilcd abiliry to rcad, write, spcak. or u'crcrsrand trìc llDglish rangìragc.

Oral lDtçt orclaliol) - Is llLe ircl ul'liste¡¡ilg {o soulc{hirrg in orrc langua¡1c (sourcc languagp) and orufly trarrla(ing il
int0 anolhcr language (targct lônguagc).

Vitaf DqcÌ¡lnc4ts ' Vil¿l Docu¡ìlcr¡ts nìay include, buf are ¡Ìol liuriled to, co¡ìscnt urd cotrpfiîint fornts, iulakc and
application lorrns wifh fhc potl:Ìtial f'or inrportâiì{ corìsequeoce,s, nat¡ces pertairìi¡rg lo thc ieduc(ion, denial, dclay,
strsPcttsion o¡ tcnrlil)alion of scrviccs, certain crìlicål outreach docunrenis (i.e, caìc rnanageücnl ánd population
l'lealtlr docutllcnts) and Ðrì)r otlic¡ docurncrlls dcsig atcd t)y thc Skfc. 

^l 
a rrinirnum. ull Vñal Docurncnts.shall bc

avnílablc in the Spanish languogc.

W¡tt$"-rtaldAjou ' ls thc rcplqccrlcrlt of¡r rv¡i{lcl rexl fi'oìr onc fanguugc (sourcc lungulgc) into an cquiyûlcnt
wrillen tcxt j¡r aDolher laDgÙage (targct language).

2, lìcction I shnll bc amcndcd by tlclcfing thc dcfinifion for,.vit¡l Mco Documcnts".

3" secfion I shall l¡e arucndcd by dclcting a'd rcplacing fhc ftrllorving rlc-fìni(ions:

Elisiblc hlqiYiduâl - with respccl to'fcrìrìcsscc's Morìey ¡'ollorvs thc Pc¡son llebalarìc¡nll Der)loDslration
(MFP) aDd prrsuâllt to Secliorl 6071(bX2) of thc Dgficir Rcductión .Act ÒI2005 (DRÁ), (Þub. L. t 09- 17 I
(S. 1933) (Fcb. 8.2006) aç amortdcd by Section 2403 oflhe Pâtienr Protcction ànd Aîfordablc C:r¡r act
of 2010 (ACA), (Pub. L. lll-l4S) (Mây l, 2010). r¡tc Slatc's âppt'Òved Mlt, Opcrâfiónal ì)rÕrocol and
'l'¿¡rnC¿rc Rulcs. a menrbff who qualifìcs tÕ pamicipâtc in tøÞþ. Such pcrsót1 irnmcdiately beforc
beg,inrrirr¡¡ partici¡raliù ìü lhc MFp dcìl0nstratiorr projccf, shall:



.4nrclìdÌtcnt I 5 (c0¡lt,)

L l{osidìi itr a Nursing lrar:ility (Nl:) r;ìr ¡Jrì l¡rf{rnncdiâic tlârc l.Ììcilily for Individrral5 rvillr
Irfc¡lccttl¿ìl Dis¡hÍlitics (tCF/llD) ¿nd have rcsidc¡i tor a pclioll oÍ'nof hsç lhân ninety (90)
conseculivc d¡ys ín a Qrmliflcd hìstitution.

a. [nPalicr)l tlays in an i¡rstilLrtion for rìre¡tla¡ discascs (ll\/tDs) rvhich íncludes I)sychiatrio
IIospìtâls ând I's),chiâlric Rcsidcntial 'l'lcattnclll l.'acililics (1,¡l'l lf) tììây bc counrcd ollly fo lllc
cxleìt thal McdicaÍd reinìburscnrcnt is äväilâble ùndc¡ the Statc Me{iicaid plan for services
prÕvidcd by snch illstitufiorl. Mcdicaid päyntcñts may only bc applictl lo pcrsols in IMDs
wh{} ärs ovcr ó5 or rtrldcr 2l ycals ol-agc.

b. ,4,rry tJays ÍhaÌ aD ¡ndividuâl tcsidcs in a Medicare ce¡.tilÌcd Skilled Nur,sing l'acilily (SNF) o¡
tlre ba,sis of laving l¡een adnriltcd solely f'ol pLrr¡roses oI rcceiving ¡rost-hospilal sholl-tcrnì
rohabiÌil¡tt¡ve scrrticcs covcrcd by Mcdicarc shall not be çoulìtcd Ior prìrposcs of Dtcçfirìg 1hù
nhrery (90)-day nìiltiilrUnr srây in a Qualificd lnstitution ljsfätriishcd undcr ACA.

c. Shon.tern confinr¡cruti care in a Dußírìg l'âcility, 19 irclUdc Lcvcl 2 nur.sing ftrcility
rcinttrurscrttcttt, for cpisodic conditions to sl¿rbiliz.c a couditior) r¿ÌthcÌ than sd¡nit 10 hospil¡rl u'
lo facilifalo bospitnl discharge" aod inpûtìcDt rchâbililal¡on fucility scrviccs rcinrbr¡scd by t¡r:
CONTIì,AC1l'Olt (i.e., nol covercd by Mcdicale) as a cost'elfcclivc rllenrativc (icc Sccriorl
?.6.5) and provide.<l in â Quülilìsd lns(ilution shall be countcd lbr prrrposes of Jnect¡rìg tlÌc
ninety (90) day nrinirnuut slly in a Qualif red lnstirurion cstàbJjshcd rìndor 

^C^.
2- Ilo eligiblc f'or and reccivc Medicaid brnefits l'or iupaliont scliccs furnishËd by the nursing

faoility or ICIì/Iì D for at lcâsr. oùc (l) day. t;or purposcs of rhis 
^gr€cnìcnt, 

an ìiligiblc
llrlividual ¡Ðusl resids iir a lursìng fircility a¡lri bc enrollcd in Cì.lOlCES firoup I ftrr a rniriirnrrrl
ol one (l) dây and most bc eligiblc fe ùnroll a¡ìd tlarsiti0û seamlussly into CIjOICDS 0ruup z
wilhour delây or intenuption.

3; Mcslrußing facilify or lCI.TllD lovcl ofcare, âs applicablc, and, bul lor 1hè provisiûù of orrgo¡ng
CIiOlCllS.l-lCìBS, cor(i¡ìuc to requirc suoh level ùfcàre prcvided i¡r an inparient facilily.

I lo¡rc ail<t Communitv"llased Scrviccs (flCllS) - Scrvices that are prov¡dcd DuÌsuânt to a Sccfion
lqls(c).wâivcr or fhc CIIOICF-S progrânr os rn ûllcrn¡rfivc tÒ lorìg-fcûn carc it)stitr¡lìonâl scrviccs in ¡
trursÌrtg facility or ¡nì lntcmrcdiâtc Cårc Fâcilify for lndividuals rvith )ntcllccruol Disabiiitics (ìCF/ÌìD) or
!o delay or prcvçnl pl0ccrnelìf irr a nursìug lbcility. IICBS llìoy also incfurdo optional or rnûìdûtory
$crviccs llìot ùc covcrcd by'lbnnesscc's'l-itle XIX statc plûn or undcr lhc TcnnCa¡c dcrtrorrstr¿rtion lôr ail
eligiblc curollccs, irrcludirg hornc healrh or ¡:rivate duly nursing. l.lowcvcr. only clioJcDs t-lcBS are
eli$ible l'or Consuùcr.Dircctio¡. CJ'IOICI)S llCßS do ¡rot iDcludo homc hcalth ôr pdvâlc .du1y rìuisirlg
scrvices or rìDy ùtlìcr l'lCIlS thât ûrc cÒvorcd by 'l'cnnessce's 'l'itlc XIX slatc plan or under lhc'lcûncsrc
clenonst¡ation lor all cligible errollces, alfhough such scrvices are subicct to cslatc rccovery rntl shall bc
counled.for purpqscs of deterlnirring rvhether â C'ì]OlCllS tì)ctnbçr's ueeds can be safbly nct i¡ thc
conuìlu¡ri(y wilhin his or hcr illdividual cosf ncùtrality cap.

Lqrìq-Tcrrn Cari (t,TC) - Thc .scrviccs Òf'a nursirìg fâcility (NF), aì lnternrcdirìlc CUre l'ac..ility tbr
lndividuals tvilh ltìlçllsc.lu4l Disirbilifics (lcl-7llD), or Honre aDd Connrunity-Iìascd tic¡yic+s (HcBs).
'I'hcse serviccs rnay also Le called Long-'l'ei rn Soryiccs an<J S,rp¡to¡s ç¡. ¡ 5ç.¡.

MÒ¡cV lìollo.!!! l!¡qPcrson llebâlancinq ,DcEo¡slration (Ml-p) - Â fcdcral granl esfablìrhè¡l Ùrdcr tlìc
Deficit Reduction Act and extsndèd uDder thc Affo¡dablc Ca¡c Acl that will assist Tcnncssec in
lransitioning Eligiblo lrìdìvidüäls fiòn a nursing làcìlity or ICI-7llD intô a Quatilìèd lì.esjdcncc in ìe
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co¡llnlulTil-Y and itt tcbalancing lo¡rg-tcrnt carc cxl)cDd¡turcs. Ilìc gmnt prervirtcs enhanccd nlafch firr
llCllS providcd during thc fir'st 36-i days ol'cornntunity Iiving írrllon,ing lrâ¡tsitiot¡.

,Q!41'l.tedi1ls!i!u1.b!r '. Wilh respcct lo'ltnncsscc's Ml1Ì) ììcbalarrcin¡1 l)c¡)ìonsrmrior), arì(l prìrsu¿r¡ìl to
Sectio¡r 6071(b)(¡) ol'thc DR^, a hospjt¿ì1, n r,shrg lìcjlity, or lClì/lÛ).

l. 
^.n 

¡ns(iluliûl fo¡ IDcnlal diseasc.s (lMDsi rvhich includes PsychìarÌic l.losp¡tâls ånd psychiatric
Residclrtial 'l'fl:ahìlcnl l:acilitics (lrfl'lF) shåll l)c â Qualilied IDtitution otily to rhc exlent th;ìt
À'fedicâid rcilìLìtrrsc¡¡relt is avail¡blc undgr thc Stntc Mcdicûid plan I'or scrviccs proridcd b), stch
instìtulion. lr4cdicaiiJ pa¡,nrents may only bc applicd to pcrsons írì IMDS \l'fio Íìrc ovcr ó-5 çr tntlcr ? I
vears ofagc-

2, .Any tlays (h¡ll an individriìl residcs in a Mt:dicars ccrtilicd Sliilled Nursìrrg |acility (SNlì') m rhc
basis of having Lrcen adnrittcd solcly lbr purposcs of rccciviIg posr-hùsPifal shófl,rclì'r rchabililativc
sc¡viccs covc¡cd by Mcdicâre shall nÒt he co¡x)tcd for purposcs of rnccfing fhc niïcty (90)-day
rnininrunr sfay ilì a Qu¿dined lnst¡tufi{)tì establishsd ulldçr thc Allordabkr Carc Âct_

d. Scclion 2.2-J !ìhÍll hc dclct(d and reptrcql ls follorrs:

2.2.3 tf lhc CìONTRACI'OR is pâú of a hc¿ìlth nâinlcnarìcc orBaniãriion hôldin¡¡ corììÞåly systcnì as ¡Jcl¡neil
t)y IcA 56-l l-l0l(b)(5). thc coN'l'R^cTOlì flgrcos ro cor)ìply with thc llìsuránc; ltotrling Conrpany
Systern Áct rrf 1986 Ðs scl forlh in 'lcA 56- l l-l0l cl scq. llìc CION'l'll.A.C1 Otì agrces ro comfty wilh thc
rcqttiremcnls of 'ì'C^ -5Gll-l0l cl seq. whcllìei lhc ÇON1ll/lC'fOR is do¡riciicd in 'tr'enurssce or is a
folcign heallb ntäinfc'ttance 

-orgarìi?xìfion 
subjt:¿l lo rcgisflation rcquitêrr)crìß ûnd stitldârds adopled by

sfatutc Õr rcgulrition in thc jurisdictio| of its dolnicilc tha( arc subsrantially si ilar lo this coDt¿inÈd iiì
]CA 56-l f -l0l cl scq. l,l ihc CONl'lìACl'OIl is a lìrrcign dorniciled hcaith ¡rai¡rtcna¡rr:c organiz-rtion.
Ihe tna¡trcr ir'! which lhc CONl'RÂC'l{)fì sh¿ìll cû,nply rvith rùe rcquircmcfit$.of ICA 5ó-l I-i0l cr seq.
âre ourlincd in a Mcmoralrdurn of Llndcrstandirg bctwcc¡ lhc C()N.|.Iì.{CTOR íìnd (he Tc¡)Dsssec
Dcpanrrtcnl t¡f Con¡mcrcc and [nsrnancr], 'l'ëDnChr¿ Ovcrsight Divi¡-ion, which is ¡ncöfporatcd hcrcin lry
rcfcrencc. Ilìe infon åt¡oo discloscd or filccl in nccor'd¡ncc with flìc re(luirÈrnenfs ól'l'òA 56.1 l - lol cl.
scq. shall bc considcrcd Confidcntial l¡lfornl¿ficlr pi¡suiìnt ro 

.l.CtA 56-l I -109.

5. Section 2.4.ó.1 shlll bc ântcrìded by ndding a ¡c$, scÍcncç to thc cl)d of thç cxisriflg text ¿s folloqsl

2.4.6.1 The CONIR^Cl'Ol{ shall rcccivc, pmccss, and upda(c outbor¡rld 834 c¡rolt¡rent lllcs frout'lllNNcÀììlr- Ënrolhltent dalÈ shall be tlpdâtcd Òr plo¿idc.d syste¡ ¡ìalicalty lo lhû
CONlA.AC'tOR's cligibility/enrollnrent databasc(s) \\'ith¡n (wcnty-Í('ur (?4) hoursìrf re*eipr
ùonl'nNNCÀRlì. Any otìlbound 8i4 l¡ansactions rvhich full to r¡pdâtc/load s-vstcnraticali¡,
l ust bc fisnüally updalcd lvilhirì t$'snt),-four (24) lìoufs of rcrcipt.'l'hc CON]'RÂ,CIOR
shâll rcpo¡1 to1'IìNNCÀRIi, in â fonll ând fomìat to [ìe providcd by'fIìNNCARI], outboùnd
834 lransac(ions tliat arc rìof proccsscd u,ithín thesc tintc fraulcs and include infonnalion
rcgarding $4ìell the trâ¡rsâÖliüts wcrc complctcd. Any Irillts cliÒ¡rs tltal are nol
trpdarcd/Joadctl rvithin tu'orly-l'oLrr (14) houß of rcccipt lionr 'lllNNC^Rll and/or Þcnistcnt
i-ssrrcs rvilh high volurtrcs ol' (ransiti<¡ns tha( rcguilc utanrral upload rrray rcquirc {[e
CON'IRACITOß fo in¡lialc íì Coüccti\,o Aorion l,Ì¿uì for rcsollttiou ol'tlìe issües p¡Òvenlillg
cornpliancc. If f hc CON'IRAC'I OI{ has rcaso¡ lo trclicvc fhcy nìây nol mçcl this rcquireltcnl
b¿sed on unùsual circùrnstanccs, thc L"ONTR^CI OR t'usf otify 1.ËNNCÂRü and
'flìNNÇARE rnay rnake an exccpliÒtr ù,irhour rcquiriog â Correctivc ,4,ciion plan.
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" il.å:llt 
,.1.5.4 strult bc an¡cndcd by artding ncìr,Sr.ct¡on 2.6.1.S.4.t rhr.ouÊh Z.é.t.5.4.t.2 ¡rs

2'6'l'5'4 1 'l'hc coN'l'lìAC loR sháll ¿uthorii?e ûndior.reinìbursc shorl-roïr Nlì slays for croup 2árld cfÔtrp 3 iÍclììbcts Õrly rvhen (t) rhc l.nent-bìr is c,ro'cd ;" cllo¡r:iii äriu,ì'ï o, :.us a¡plicable. urrtl rcccivilrg ltCßÀ ,p,u, u¿,,,ìrriu,,, l2) tlrc. rr¡sr¡¡i,(.r nrccts tlr",,,t,r,,irrglirc¡lifv luvcl of.curc j¡r plu." or r t," 
,ri,i,.:i,ìì 

uu,u,r.,r,,, (J) ll¡1, ¡rcrrl¡ìu¡.s st¡$,ir¡ rlrclircility is (,.\tlcctcd t(, bc ls\s,1,",, r¡,,"iyiSïll".vs: Í¡nd ({) thc. ¡rc¡nt¡r.r is cxFLÌrcd torcrrx0 ro lrìc corì¡rluìiu' upnu irs 
"onci,*ìo,r- Irrc (oN|R^(..r()I{ sh¿I rn,¡nir'r asrrorl-lcr¡ìì NË sra¡'s for Grurrp z ,n¿ cruurr'i ì,r*,ubc,¡.r a'd sr¡al cusurc fhat lr¡c ¡nenìr)cris rra¡)s¡fionod lìrrrn croup z or c'.r,,p i,i-r, uppr¡c"¡tc, to croup r ,r 

"ny 
ri,n" ol ¡t ¡,Jcrcr'¡rìir('d rrr,rr rhc sfa)' *r¡r ,tor ¡e srioriìcr,,ifi, tl," ur.,rh.,.,v¡r not lra¡rsirion hact torhc conrrnuniry; and t') prior t,, 

"*iir,ì.iing irr" rincry (90).dây srrort-rcr¡n Nrì trcrcrjrcovcrcd for CI lOlÇl_:S Cror¡p 2 ând Crou1, 3"rrr",ut crs-

?.6. I.5.4. i . I 'lhc rrincty (o(t ¡ rl¡y.lirn ir shalJ,bc applicd. on ¡t pcr ¡ìd¡n issirrll (arid not a pcr ycâr) l)uÊis. 

^
mcr))bcr may rcccivc nloru fhun rinc shorr trnl. stlr¡ crurirrg rhc ycar, iror"cvcr. rlrcCONIR/{C,IOR shall hc rcsponsibl. f<r,: ,,or"frfl-v reviewing any instonce iu rvhich a
Ï:iTffi",'"';ï"lT"lll";Jd:f."',î,'11,::*"tllls,t," voi,, á"iàìì,,ì"n'p,.'rJ"*,
ud¡nissioì,. an¿ shar cvaruaìì ;]ffi;;ffi Jä::"å":ii;:,,iHïl"Ji;Ìi:-,,f:;il:îa¡c suflicicrtl to safely nrcet his nceìJs io rhc 

":omn,u,lity such rllar rraosirio' back roCIIôtCIiS Gnrup 2 or Croup 3 tr, ,pplì".'Ul.jì, ,pproprì¿rù.

¿ 6'1 5'4 1': up'n rcqucsr- rhc ('oN'l'RAc r'oR srra[ provitrc ro l.È..NNcAr{L a menrbcr_by_rrrcrnbcrstalus f()r cach Ç¡6up J arr¿ Crou¡r: ,,,..iutr., iritiri,,g,¡," rhn;_;";;;ì.ñï.r_i;,;;;;,,,i,ctudirr¡.: bur r1o1 iirriircd ro rhc ,ra,¡nc ;t. ;i; .;;;,,p i u,,.r croup.i..,,,c,,,r"r,i_äiî,,,*shorr rcrnr NIr :icrvjccs. thc NF ir rvrricr¡ a¡ri" 
",,rr.ì,r¡y 

rcsidcs. rhc darc oI ad¡rissir¡n fo¡sh.,rt rcrnr suy. nnd the ¡nliciprr"¿ ¿ri" 
"fJir.jìr+c hack lo thc conrrnunity.

'.Scclion 
2'6.2.3 shall l¡c amer¡elc. trv.clcfing anrl rcplacing fl¡c rcforoncc ßICF/MR,,rvíth'lcF/lll)", rc¡rlacing thc r"fcr"n.c l't,rr.""ìiuìrü. äj.iii",,,,, frrr rhc Mcrrralry *t,(ardcrr(ICF/MIì)" rvirh .,tnìermcdi..,. c*r. iLiülnlÃiIror"läi,"* ìvirh lnrcltccruat Dissbitirtcs(lCF/lID)" an<t dctet¡ng thc phrasrr ,,(i.c., 

"i"ir.i,.¿.aii._l_.
Sectiott.2.7,4.1.1.2 ¡hall bc amcndod by ariding thg phrase .r, at lcasf ann uall¡,ni, as fgllorys:
2.7.4.1.12 Fdlrcâtion. at lcsst arìnr¡ally. for nlonbcrs and c¿rctivtorsuspccrø auìiJan¿ ncslccu - :rs nbotrl idcnlil¡calion ûnd rcPorting

Sc.r:tion 2"7.4,2.1 shall bc rlelcfed anrl rcplaccd as follon,s:

2'7 '4'2 1 ll¡c Ánnt¡al co¡lìnìu¡rily oùtrcach Plan shnll bc wriflcn iiì âccordâncc w¡rlì gu¡däncc nrcÞarcdhy TF.NNcÁRIì. tr sú¡il inclt¡rJc. il tî;r'iilä,
cduca,iô,, crcnß rcrarcd ro ;Ëññì"ö;,;, ;iË;ï,.ä:l;"i]j,filJ,î::fl,,":lîîï1,,ïf,.lflli
unrc)ared ro .t.ENNdcrcarc: 

:u,il a pru"css fri ;;;i;,"g rhe br:rcfirs of lhc cvcnrs. 
^¡r

Ann'ar rìväru¿rrion of thc Pr;rn shul ¡i.1""i.'rrì"r rr'rii,,irrcry loo¡ oays fir¡iltvirA rrrc crd ¡rf.a calerrrta. ycar i' a l.or'ar approv*d t y .iiññð;iìJi.", "

8.
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lt.

l0' sccfion 2'7'4'2 shat rrt'¡rnrc¡rrrcr, rr¡'rrttding a n.v sccfion 2.7.4,2.,r ¡s fork¡r's:
2-7'4 2'4 'l'lrÛ coN]'RÁc']r)lì sh¿ll srrbrnir att Atttnu Çonuturiry ()ulreach rttt,aruutior¡ o'. rhca¡¡rrrrvcd Annrrar conrnlurity or¡r¡cacr¡ r)ru¡r ,,u Jrr., trrnu ,i,cty (r0) days roiro\!inß t¡rc crdorn calcnd¡rr vcur' 'ì'hc l-'vnirratío" ,l",lr i"ll,,i". itrt is ¡rof linrifcd ro. ¡¡¡r ¡rsscssnrcìrr of.rlìcc.,crìrs rrÌ.r r'crc cr¡r¡r'ruc(cd in rrr" p,ct;nus ìcìrt *..1r n,, .f thc obiceti'cs rrrar rrcrcidcrìrifìed in rhc coNrRAC.l.oR,s c;;;;;;)i o;cao¡ uan.

iffliiT íí;ii:l;,Ì",;T-i;,;*lj,:Í"bv dcrctins anrr rcpracirrg thc ¡rhrasc 'rrcì (r0) usld¡,,1

27'6'3':l'5 Âpprorfia¡s rub.ot:,1u-ry tcsrs (ircrudi'g reair t xicirv scrccri,rg irppr.llririfc rbr ¿rsc andrisk faclors)' ¡\ll.chiklierr ,t".nu.i¿.i"i oiìirìlu',i ,¡*rr [¡u scr.eercd rtrr rca<ì p'isurri'r,-¿\ ll chìldrc¡r sha ltce ivc u ..r*"ni,il t ioo,t'ici'i;r, ,, rwclçc ( ¡ 2 ) a, nl rrv.,rn¡ì_¡1¡,¡ 12firr¡onths el'a{c. Childr.cn bcrrv<,cn rt,. ug"* nt:it,i,fu-,*ix 1jC,).rììoulhr and ."u"niy_,*n ii:¡rrrorrlhs ofage shall reccivc a scrccnin[ utooJ icí¿ rc-.r iflhcy h¿vc,,", t,.;;;.;;ì]ì;;.;sc¡.ccncd for lead poisonirrg. Â bloocl iead ,"i, .f,^lf U. ur"¿ 
"* 

l,"n-.. r..ì.,ìn; 
,il:::ì;

cligíbtc chitdrcrr. Â.I¡lood icad 
"" .q"J,o är. *i"irter lJra¡ì livc 1_s¡ u¡r'dl äbraincd úyoapitary spccimcn (ting* srick) srrari iir ."ìrn'iö *i,rg â vcrorìs brçocr sarnprc; and-

Scctioll.2,7.6.C.7.l sl¡all lrc drluled aurt repl:rcorl as firllou,s:
2'7'o4'7-l Thc(oNIR^cIolì slìall prov¡dc fo¡low p lor clcvalcrj blot¡rl lcacl lc\.cls. l)ctcflninjn!clcvated hlood levcls rcquiring iolru*-,,p ".lruìr-rrì ¡n acrorda¡lcc rvirh cunent cDðguìdcrirrcs Lrcvarcd brooá rcaifotor" 

"lr'g"iJ"ii'i* i¡rcru¡rc rorow up l>rood rcsrs a_ndinvr:stig¿rl¡ous r. dclcnninç 1þc r¡¡¡¡çc or'ilirã. *¡,"'ìn.t**u
[ìcctioi 2.8.2.¡.I shall be dcletcd ald replaced as follows:

2,8;2.1.1 Level 0- Îìc nenrlrcr.s clþiblc to pâÍicípafÈ af fhis J.,evcl shall lrs dcfcnìincd l¡y l¡rctjiclivcrncrd('ri.rg ro ¡rccr ,Ar,r-. of ttr" rotto*i,,l. .i,r*,ì","',,r'r¿ì,,,r¡n"¡ hcarrrr risks; rro ir]crriiìcrrchronic co¡rdirions fus idcnrificd. ù! ,t,"i,,àTi. c""oiiån root crcalcd by ltrc, .Asclcy fo¡Ilcrtfhcârc Rcsearch ¿nd O""ri,y,, 1rrì.i[-qi-,iðüi..i",n,rnr"l; ¡nd r¡o inctìcarioii ofprcgnaìcyi or n0 claìrus.hisfory.

secfiun 2'8;4'6 shall bc amentltrl^by rlelcting and rrplacing fho rofcronco fronl .,sccti'n.s2.8.2.J an<l 2.t.2.3. 1 " to .,sccrions z.it.z.z,"i'2.t.i.2:;i,.'-'"'-

licclion 2,ll.I I slall bc amondcd b¡, adding a rcw Scction 2.g,1l.S as follo'r,s:
2'8 1 r '5 Tlre coN',fRÂcroR srlar s,t)Dlir ûr 1rìc bcginning of cach quar'"r" through fhc or¡r¡crrt seou'csysrcm. a list in Corìtrua Scparalcd Vnlu" ìCSVifonnìî consisting of thc nanrc, lD. t)OI¡"srratilicarion or risk tcvel oná dotes ofcf fsUìrfr, i,:i.;;;r all MCO rnentrc¡s.

12.

13.

l,{.
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16. Scction 2.8,13 througtr 2.8,t:,0 shall bc dclctcd and rcplucctl as follnn'sr

2'8 13 Míleslo¡rcs tÌ¡r thc Sirfh Monfh (.lanunry I to Jrrly I, 2013) Transifion l>criod fior¡r l)iscâsc
IUrn¿rgenrcnl fo Pûpulation llcalth

2.8. l3.l 'l'hc CON I'lì AC'lOR sbâll by .lul), l. 2013 hâvc opcralionalizcd Populfllion l.lc.ûirh lo provids
ull minilltull ilrtctl,e¡ìt¡or)s to cDrollgcs rvho uc xrt porlicip¡tliDg in ¡ l¡rcdical honrc lock in
prcrjcct. ir: llre appropriâfe pmgrarns-

17, Sccti<lt 2.9.6,7.3.4 shall bc dclctcrl and rc¡rlaccd as followsl

29 6,2'3.4 
^s 

parl ôf fhc it)lakc vìsil, lllNNc^R[ or lts desigrìcc shâlt: (l) docurncr]t âtd corìfirrlt
fhe appìicanl's currcnt äddîcss âDd phonÕ nunrbc(s)i (2) provide general CllOIClÌS
cdui:ation und ûrfonnutio¡r, ¿¡s spccificd by TIìNNCARII, ând assis{ in unsrvcring any
qttcstiorts llre applicruf rnay lr¿vc; (-1) prÙvidc iltlo¡ûtaliolt àb(iu{ cst¿tc rcc0vcr¡,; (4)
cotttplulc MeLlicaid aud levcl ol care (i.c.. llÀD) applicatiÒt1s ¿lld ptrvìde ass¡sta¡uc, äs
tlÈccssa¡y, irt gathurirrg docurnentaliurr recdcd try thè Slate to dcfct¡uilre 'l'cnr¡Carc
cjigib¡lily; (5) Þroyide choicc counscJing ¿ìûd fâciljfate llìc select¡an of an MCO tìy the
ápplícant or hìs/hcr rcprcscntalive; (ó) f'or applicants scckirìg enrollrìent in CI.lOlClnS
Croup I or Group 2, providc inlorDration regarding fìeedonì ofchoice ofnur.sing lhcility
versus CI IOICDS I ICDS, both vcrbally and in writing, and ob(ain a Iìreedom oL Choicc
fb{tn. riglìcd and dfltcd bv fhc applicant o¡ his/lrcr rcPrcscnfativc; (7) providc dctailed
jnfonnation ând obtain signcd acknou,lcdgcnlen( of rìDdcrstanding rcgarditìg a CIIOICES
mcmbcr's rcsponsibility wifh Ìcspecf to payrncnt of paticnt liabilily anrounts, includillg.
às applicable, thc polcntial corìsequcnccs for nonlayrnent of patient liabil¡ty u,lrich nriLy
inclutlc loss of lhc mc¡nbcr's currsnl nursing facility or CIIRô. pruvitier or MCO.
disslxolltÌl]Ììt lionì CI"IQICES, a¡ìd lù 1l¡c cxtsrìt thc urcrnbgl's uligibilily is dÈpcjìdcnf útì
Ì:ceipt of long-fcrut çare setvices, possible loss o.f eligibility ftrr 'l'elnCaLe; 18) fol
âpÞt¡cants who wattt 10 acccive NF sorvices, providc infornralion rcgâr'ding 1lìe
conlpletion of all PASIìR requirenìcnts prior to nulsing faciìily adnrission and co¡ducl
ll¡e.level I IìÄStìl{ screening; (9) fbr applicanfs rvho are seeking CIIOIOÊS ÌlClllì: (a)
conduct a risk assss$nìenl in accotda¡ce wifh prorocols dcvclopcd by I'LNNCÂRlì and
disct¡ss rvith thc âpplicaül idcntifìcd risks of rccciving cæc itr.lhe home or co¡rnruDily"
b¿ìsa.d sclling, thc conscqucDccs of suclì risks. rDd strolcgícs to lììi(igátc fhc jdcntified
lisks; ond (t¡) providc i¡fornrtlio¡r rcgarding corìsunìc¡" tìircctiorr a¡rd obtairì $iglid
docünlcfllûtion ol lhe applicanl's í,ìteresl in participûtírìg. jn consulìlcr dircctionì andÌ l0)
pravidc inlonnation regarding ¡lex( slops irì llìe proces$ ir¡cludíng.lhg ncc<I lol approval
by TENNCARE to cnroll ir CftOlCIiS and fl¡c firnciions of ílre CONI'RACTOR,
ìÌcìuding thâr the CON I'lìACTOR rvill dcvcfo¡r and ap¡rrove a.plan ol'care.

18,. Section 2.9,6.2.3.7,shall l¡c anrcnded by ailding a ne.rv phrasc as follorvs:

2.9-6-2.3.7 TENNCARE or- its designce will ar¿kc availublc to lhs CONTRACTOR rh,j
docunlenfaliotì honl lltc i¡rlakc visif. inclrrding llut rrot lì¡¡¡ited to llìc rrtcr¡bcr's currc¡t
address aud pholìc nuttìbc(s), flrc llìer)bcr's lcvcl of cal'c and nccds ásscss¡tcltt, llìg
4ssessn'ìçnt of (hc r¡gtnber's cxisf¡llg na(urâl supÞort systern, thc lltcnlbgr's r¡sk
â$scssnlcnt Bnd doçulìleÐtation of lhc d¡scr¡ssiorr regardiDg idç¡lihed rísk and nliiigation
sfralcgies,
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19.

,@'
SccfÍon 2,9"6.3.9 shâll bc (lotctcd and rcplaccd as follorvs;

2.9 6.3.9 As parf ()1'the t-¿ìce-to-face iot¿Ìko visit. tlìe carü coord¡nafor slËll: (i) clt¡cL¡luc¡t i r¡J corrfìrrlr
rhe a¡]1:lioaut's cultent addrcss a¡rd phortc lunrbcr(.s) and ¿ìssist the tìtelltl)et irì upclflt¡ng, his or
hcr ¿rr'idrcss wifh Dl"lS o¡ thc Social Sccrrrily Adrìì irì istralion, if a¡r¡rlicaì-rle; (2) ln.ovide
gcDcral ctìolcl-ls cducâtion and ii]ibr¡ìration, âs spccificd by'l'DNNcÀRD, to the rnerrbcr
and assisl in a¡srve¡ing qtlcstiÕls thc urc¡ìrbcr nlny lrovcl (3) providc i¡lfônnation abôut csla.te
rccovoly; ('l) próvidc ¡.lssislâncc, ¿ls ncccssfl¡J,. in gathcr'Íug docuntcltl¿tìon Dccdcd by Dl-lS 1ô
dctcrrrilrc c¿fogorìcal/lintnc¡ûl eligibility fbr L'l'C; (-5) fcrr r¡rcmbcrc sccking cnroi¡ncuf in
(ìlOIC|ìS Crou¡r I or.Group 2, providc inf<r¡n¡ation rc'garding frccdonr of choicc of¡r¡rsi¡rr¡
kcility vcrslrs cljolcEs ucBS, borh,,'crbally and in wrilirìg, a¡d obtûin a prccdonr oî
Choice lornl signed ¡nd drìlcd by the r:rc¡Dbcr or his,lrcr repr.cscntâ1ìvc; (ó) providc dckrilcd
ìrfoflnafion a¡ld sigDcd aoknowlcdgc'renf ol' urdôr'stânding rcg rding a cl.loìcDs e¡ìlbcr,s
rcsponsit)¡tily w¡th rcspoct 1() paynrcnt ol'píllicnt liabilify ornounts, includiDg, as irpplicablc.
tho potcntial conscqucDÇcfi for non-pa¡,rnenl ofpaticnt Ìiiìbilily which may inòluttc lãss ofrhe
¡ncrì.rtrc¡'s cr.rrrcnl nursing l'acility or clìììL provi<Ju or MCo, tiiscnr¡l[ncnt fronr
CllOlclls, and to lhç cxtcnf rhc nìc¡lbcrls eligihility ís depcrrilcrf olì receipl o,'Jong-tcnn
carc serviccs. pÞs$iblc lass o1'eligibility t-or'fenncarc: and (?) lbr nler¡lrrs who rvant ro
rcceive nursing facility services, ptovide iutbrrnatiorì rcg rdinB lhe conlp¡ction oJ'al1 l)¿,SRIì
requ ile-lnents prior to nursìng fär:ility adurission and côììduot thc l(rvel I PASIUì. søeerring; (g)
for ¡¡c¡rrbers who arc r^ccking (lH(Jl(llls llelÌÌS, fhc calc coordinalor, shall: (a) con<1uct ã risi
asscssnlenl usitìg ¡ì tool ând lìrotocol spccilìøl b¡, 'l'I;:NN(:^ f{ l:: and Shall llcvelop, as
applic¿¡blc, a risk agrccnrcnt that shall bc signed and datgd by the n¡eu¡ber o¡ hi.s/hçr
¡cPrcscnláf¡ve and which shall doctll)cnt identificd risks to thc uìcrrl)cr', the corrscr¡ucnces of
such risks, str¿¡lcgies lo rìrìlig¿ìlc lhc idc tificd risks, and thc nrcmbcr's decision regarding
hiVhcl acccptancc of ri$l, and which shall also be siguccl by lhc care coordinaror., aìicsriri[
tllal such risk.s an<j sû4tcgìcs havc bccn discnsscd rrith (hc rììcurlìcr or lris/her re¡rresentativã
prior to thcir dccis¡o¡ì fo affep1 such risk; aud (b) providc inl'ornìâtio¡ r.cgarrii¡g consl¡l)ler
dircclion ¿ltd ob1ôin w ftcn confìr¡rìation ol'Îhc úcÌìber's dccision rcgardÌñg.participation in
cor)srrncr directioù; (9) lbr rucrnbers scckirg enlolhnent in Grorrp 2, make a dderin¡nation
riliardill¡ wltcthcr thc pcrson's nccds can be salbly aud cflictively mcf in thc cor) nuüity rd
at a cost tltaf (iocs nol r,xcced rrursi|g lìrr:ility carc, and prcrvide cxFl¿lJlation f0 thc mc¡nbor
rcgarrlittg the individlnl côst rìcutrírlily cap, inclrrdiug llraf a changc íu r)ccds or cjrc¡¡ntsfances
lhat wor¡ld rcsull in thc cosl úcutral¡ty cap bcing excccdcd ôr' lhâi rvould Íesuli in thc
CON'I'IìACTOR's inabilily tô safcly ¡lnd clfcctivcly ¡lcct thc ¡¡crrbcr.s ¡cc¡s jn ihc
c(lnrnlürlit)' and wiflìht lhc cosl noulra¡ity cap nay rcsùll in thc Dlcrnbs¡'s disenro.ll¡ncr¡l frorr
CllÒlcDs Clollp 2, in ùh¡ch c¿¡sc, lhc nrcnìber's carc coordirìrtor \vill ässis( \r¡th lransition
fo a Drorc äppropr¡atc calc dclivery scflingl (10) for nìcmbcrs sccki[g cnmll!ùcrrf i¡ Gr.()up 3,
providc cxplänãtìon to thc rrcnìber .rcgårdíng rhc fìfìcen thoùsâlld dollâr ($15,000)
üxpendifr¡r'c cap änd makc ã dcfcfrìinariôn whethcr tho nrerìber's cèds cân bô sâfrly nìêt
wirhìn rhô áÍáy ór scrvicÒs and s0ppo'ls that rvould be availablc if the applicarri rvns
onrollcd i¡r Cl{OlCËS Group 3, inchrdìtg CHôlClìS IJCI}S up to the expenàìrrrre cap of
$ I 5,000" nr¡n-Cl.l()lCllS u(lBS av¿ìÌable fhro¡rglr TennC,.are (e.g,, hor¡c healfll), servica-s
availablo fhrr:rugh McdÍcare, privaic irrsurarrce ôr other fundjlr¡l sourçesr arìd ¡nl¡âid
supporfs providcd by faurily lneùbers ând othcr caregivcrs; and (ll) for all ncmbcl.s.
rçi¡ìg c.r.r¡-rcnt ìnl'o¡r¡ration rcgarding rhs coN'¡ RACT oR's nctrvork, prôvide inl'ormatitu
r*gar ding dÌoicc ol' corrtlact providcts, subj*ct to the ¡rrovidcr's availability arrcl willing¡css
lo tiroely ¡ielive¡ ,serviccs, aud obfail si¡¡ned du:ulnenlalion 01" thc ne¡nbcr's choicc, ol
c0¡ìllacl providers,
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Section 2.9.ó,3.211 shall bc anlcnrlcd hy atkling â ncw Scction 2.r.6.3.21).2 and rcnurnbcrirrg
lIc l clnåirìilg Scclion accor.tlÍngly, includíng arry I'efct.cnccs fhct.cto:

2.9.6.3.20.2 NÕtw¡thstanding lhe phorlc lttuìtbef iú thc 834 filc. fÕr pr¡rposes oflhc DVV s)'srat)1 (sec
Scc-f ior¡ 2 9.6. ì 2.5.), thc CON I'lt^C'l'OR sh II rrsc I hc meDthcr's Þhonc nutÌìbcr ot
¿tpprùprialc älfcr¡ìalivc pltouc rturrrbcl' as corñrnrcd during tllc iDtakc visít (sce Scctiurr
2.9.6,3.9.) aod upda(cd (as applicablc) du[ing subscqucrìt cârc 

']oordirìùtiorì contacts (see
Scclìorì 2.t.ó.9.2.I -.5), througJr llVV alc¡ nronitoring ûr other D'ìcnìbcl contacts for âll
IJCBS thai will bc logeed illto thc ìiVV systcnì.

Ïhc renumbcrcd Scction 2.9.6.3.20. shåll l)c alrcndcd by âdding å ncÌy Scctiúu 2.9.6.3.20.11
¿rs fnllows:

2'9.6,3.20,11 Upon reccivhtg notificôtion l'ror)r TËNNCARE fhal â ûrcrìlber's cligibility has endcd, thc
CONTRÀC l'OI{ shull witbin 1wo (2) busincs:,^ days trotily all ¡rrovidcrs cl ongoing IlCBS
that thc nrcmber's CH()lr-lljs cJrgihility h¿s cnded, r¡'hich nay bc acco[rplishcd by
ncnifìcalion in thc UVV sy¡tcnì Sr¡ch noliiicalion shall not bc ptovidc¡ i¡r advärce otlhc
aclt¡al c¡r¡l d,rlc Of rnçffbe/-s (lt.lOICES cl¡gibility- as n Frospecfivc cnd drte colrld be
exfcDdcd.

Scction 2,9.6.6.2,4 sIall bc dclclcd and rcplaccd as foltorv.s:

2.9.6.6.2.4 Thc ¡>lan of care devcloped for OllOlCE$ mcnbcrs in Croups 2 înd 3 priÒr fo inifi{¡tiolì
of CIHOICDS l'lcllS shnll af. a lririntut:r includc: (l) perti,ìcnf dcrnogrðphic inf'onnat.ion
rcgarding (hc mcmbcr irlcluding lhc ncrnbcr's cuffclll äddrcss and plurLrc üurrbçr(s), fhc
rlarne ¡¡td cortâct infurrrlrltiùlt oft0y rcpÌcr^unlalivc.¿lld a list rrl'other persons i1u1lì(1ri?.c{l
by lho lncDrbcr 10 havc .access to healtb càrc (including long-ter¡n carc) Ìclafcd
iüfof¡nâtion arìd to assist witll asscssDrerìl, planllirìg, and/or irnplenrcntatiorr of heallh care
(iucluding lrrng-terrn .care) relared services and supporfs; (2) care, inclucling specific lasks
and funclioßs, th¿t rvill bc pcrfonncd by liamily ncnrbcrs and othcr calcgivcrs; (3) lrontc
hcalfh, prìvatc duly tlursing. ånd longtcr'r] earç. sclviccs lhc ¡rcurbcr will lcccivc froDì
othcr payor sorrrccs iDcluding llìc pa),or of such scliccs; (4) horìrc ¡rculth o¡)d privûtc
duly nursing fh¿lf willbc tutho¡jz"cd by lhc CONTRACIOR, oxcept in fhe ca.sc of persons
cnrollcd ìn CI{OICES Group 2 on ltrc b,ts¡s of Imrnodìalc Bligibili(y rvho shall ha¡c
acccss to scryices beyond lhc lilnircd package of CIIOICDS l"lCßS (sce Scctìon z.ó.1.5.3)
olly upol defernìilûtiQlt of cafcgoricsl a¡d firar;cial aligibilify for TcrÌtc¿re; (S)
Cl'lOlCËS HCIìS fhat wìlt bc author¡z"Ld by fhc C.ONTR¡\C'Ì OR, inctuding thc anrou¡rr,
freqrcncy, duratiotr, a¡rd scope (tasks and fiìrìctìons 10 be pcrfolrned) ofcach service to be
prôvidcd, thc schcdulc at rvhich such carc ìs nccdcd. and lhe phone nunrher(s) thanvìll bc
tlscd to log visits into thc jiVV systcnl, as applicablc; rnsmberrì cnrollcd in CITOICËS
Group 2 on the.hasis of Im¡ncdiatc Migibility shall havc access only to a lirnited package
of CIIOICËS IlCllS (se.e Section ?.6.1.5.3) pending deternination ol'calegorical aìd
financial cligibi¡ity ltlr'l'enIrcâre CIIOICËS howcvcr all idcutificd r]cc.dcd se¡viccs shall
l¡e listcd i¡l lhe plart of calc; (6) a dcfailcd back"up plan for silualion¡ whcn rcgularly
schcr'lLrletl l{(lllS providcrs arc r¡¡¡availahlc or do no1 a¡¡ivc as schcd¡lc.rl; fho back-r¡n
plart nray iìe.l dc pâid. and rrnpaid ¡uppoÍi )ìrìd shá1i ¡nck¡de fhc lätììcs and lclcphOnc
utttnbem of persons and igcncies to cônlact and lhe scrviccs ¡rrovidcd by listcd contacts;
thc CONI R.ACI-OR slrall ¿sscss the adcquacy of llìo bàck-rp pla¡u ànd (7) for'CIIOICDS
G¡Òup.2 1ÌiÒrìlbcrs. llìc projcclcd lt¡ncârc tórrthly ârld Ðutuâl cÒst ôt hot)1c lìcälth ¿nd

Þrivale duty Durshlg idènlifiúd iD (4) âbôvc, and rhc prÒjÕctod utónrhly abd ãrìriål cosÌ Õf

21.
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CllOlCflS lJcìtls spec¡lìcd ir (5) ûbov(', ar¡d i'or Cl]Ol(jËS Grùup 3 Drcrììbcls, tlìc
Êrojcclód total cosl of CllJOlCliS IICBS spccificd in (5) alxrvc, er.cludirrg t¡1c cos( of
nrinol lto¡rtc rnodifi calit¡rs-

Scction 2.9.(r.ó.2.5.6 atrd 2.9.1i.ó.2.5,7 shall bc dßlcted and rc¡rlnccd âs follows anrl Sccfion
2.9.6.6.2.5.8 shâ11 bc delctcd irt its onlircty. I'hc rcmíìinirg Sccrion 2.9.ó.6.2.5 sI¿ll bc
rcnuu¡bcrcd âccofdinßly, íncluding sn). fÊfercncc$ thcrefo.

2.9.6.6-2.5.6 A pcfsolì-ccnlcred stålcnlcnl of goals, olìjcçtivcs a¡rd dc.sircd hàlth, fìI)ctiorìâl ârìd
qualit¡,oflife outcorncs tìx fhc nìcnìher and horv ClìOl.CljS scrvíccs arc inteDdcd lo help
lhe rncDrbcr aclticve lhùsc ßÕalsi

2.9.6.6.2.5.7 Dc$cripfion o,'ollìu sclvices lh¡¡l will bc prov¡dcd tû thc nìcntbcr, inch¡ding (l) covcrcd
physicîl bcalth serviccs, includiug ¡ropulation lÌealth scrvices. llrat rvill bc provided try ttre
C{)N'|'R,¿\CIQR to hclp thc rncrnber ulaintain or inr¡rrovc his or her ph),s¡"rt ,t"utrtt
ståhls or finclio¡)¿tl âbilitìcs.aDd Inaxilnizc iDdependcncc; (2) coverc¡i bchavio¡al llcalth
scßiccs fhar s,ill bc providcd by ihc CONTRACI OR kr hclp rhe ¡nc¡n[rcr mainl¿in qr
itrprove his or her bchar,ìor¡¡l heíìlth st¿¡tus or hrnclíoní¡l ûbili(iss and nrnxirnizc
indcpcndcnccr (3) othcr psycho/social suppod scrviccs änd assisl¿ncc ¡rccdcrl in o¡dcr 1o
ensurc the tneoìtìcr's hc¿ltll vife{-v a¡d wclfarc. and ¡rs åpplicablc. t0 dcla¡, or prcvrJül the
,ìccd lbr ntorc r,xpçnsivc institutioÌtâl placemcnt: and (4) any ûon-cove¡cd serviccs
itlclt¡ding scrviccs providcd by olher coDlmulily rc$Òrrrcçs, inclLrdiùg plans to l¡rk lhc
lìrùmbel 10 lìnancial assisl&ncc pro&rarrs iiìclud¡ng bll trot lirnitcd fo housing. ul¡lities
and food as rrccdcd;

The rcnufibcrcd Scction 2.9.6.6.2.5,12 shall be dcletcd and replaceil âs follùr's:

?.9.6.6,2.5.12 A¡ry stcps llÌs rìrc¡nber ar)d/or rcprcscrlâfive should t¡rkc itr tllc cvent of an curergcncy
lh{rt diffcr ftotn fhe slandârd cDrcrgcncy protocolì

?.9.6.6.2.5.1?.1 Planniflg what (o do during an cmergcucy shall il)cludc, but ntay Ùor be l¡nitcd lo tho
follotving:

2,9.6.6.2^5.12.1.1 Dcveloping arr cnrergency plau

2.9.6.6.2,5.12,1.2 Crcatiüg ¿ì plan to l¡¡vc slrelter hi plâcë whcn åppropriâtci

7.9.6.6.2.5.12.1.3 Creâfirìg â plan tû gct lo ålìolher sale plírcs $4)co {ppropriätc: ánd

2,9.6,6.2.5.12.1.4 ldcntilying, whel possiblc. h{o wítys our ofcvcfy rool}t i)ì cûse of lirç-

2.9.6.6.2.5.12.2 Idenlif¡, any addilional sÍcps lhc rncÌ)bcr ¡nd/or rcl)rcse¡ìtativc sirould takc in thc
cvent ofan enrcrgcncy.

24,
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Section 2.9.6.6.2.ó shall bc ¿r¡¡rcn<lcrl by:rrftlíng ailàiiinitui tong,rog" os fr¡lkrts:

2.9,(r.6.3.6 'l'hc lììclì1bcr's cârc coordirìrtor/c,rre c<lortlilafíOn tcÍn shâll cnsure thâl fhc ntct l)er
rcviervs. sìgns and dolcs thc plnn of üuc as rvell as any substflnlivr updírtcs- includios bul
nol liuìitcd to arì), cltaugcs in the anrourf, dulalioD ortype ÒfIlCtls that rvill bc providccl.
"l'hc curc coordinator shall also sign a¡ìd datc thc plal oi'cârr, alorìù with any subsranl¡vc
rrpdatcs. 'llìc plan of carc shall he updatcd and sigued by rhe nrernber aÌ]d thc care
coorclinator annuall¡r and lnv tirììc fhc r¡ìr:lnber cxpcricnccs a signifii:ant change in ncetls
0r ciltt¡nrsranccs (sce Section 2.9.6.9.2- L l6).

Section 2,9,6"6,2,6 shall bc ¡mcndod by rrrlding â ncw Scctiotr 2.9,6,6.?",6.4 which shnll rcad
as folloìysi

2.t).6.6.2.6.4 lltsttnccs in rvhich a nlcnrbet's sig,lralure is not rcquircd ûrc liruitcd to: l) nrcnrbc'r-
inilíatcd schcdule clìângcs fô lhc l)OC thaf do ncìt Bllcr thc lcvel of sorviccs (i.c. tfte
Ítrlìolrnl, duration or lypc of'scIv¡cc-si dctail¡id in tho currcrlf ltOC for the rnenrber; 2)
chùn!ìùs ir) thc providcr a!lerìc)' fhìl rüîll dclive¡ services fhát dÒ of âltcr thù lcvcl of
services (i.c. the anrourìt. (lur¿liofi or typc olscrvices) dsf iled ¡n fhc cuneììt POC lbr lhc
netnber;hou,ever. iìll sshsdulc changes nrùst be mernber-iuìtialetl; 3) changes ìn thc
llt¿nlhcr's crinent addrcss nrd pho¡ìc nurìrbcr(s) or th$ Þfiooi¡ unlbs(s) lúat will bc used
to krg visils into thc IìVV systcnr; or 4)irrstanccs ís pernrittcd prtr$tant ro 'l'c¡rnCar,-r

policics rìnd pro(ocols. I)ùcuDrcntaliùn of such chiìnges shâll bc nrairìtaincd iD tlìc
tr1ctnbcf's records.

Scct¡on 2,9"1.8.26.4 and 2.9.6.t1.26,4.1 shall be dèlçfc{l ¡¡¡ th(¡r entircty and fhc rcmaining
Sccfion 2.9,6"8 shall bc rcnun¡bcred nccordingly, includ.íng any rcf(rrcnccs lherefo.

Scctkrn .2,9"ó,9,2,1 "$h¡lll bc ¿mcl¡de¡l by ndding a ngv Scction 7.9,6.9.2,7.5 ås follÒtls ¿rnd
rcnunrbcring thc rcm¡¡ining Scction rccordingly, including any rßfcronrûs thcrcto.

2.9-6.9.2.1.5 l)ocunìcDl and co¡rfìnn llìc applicant's cu¡rcul addrcss lncl plrone nunrber(s) ùr
apPropfiale altcnrativc phor¡g llumbc(s) that thç nclnbot's scrvice provider will r¡sc to
call in/ouf for thc purposc of lc,ggir]g visils into tfic lìVV systen. â¡ìd assisl the rrer1bsr
in updafirìg his or hcr âddrcss with DllS'oi thc Social Sccur¡ty 

^dminislrâtìÕn. 
if'

applicablc;

Scction 2.9.ó.9"4.3.7 sl¡all bc amcndcd by delcfing thc.phrasc ßor Grûup 3".

Scction 2.9.6.9.4.3 shall be anrerded by adding å nclr Scctio¡r 2.9"6,9,4.3.8 as folloì*i:trd
renumbcring thc rcmaiIing Sccfir¡n accorrlingly, includirg ûlly reforsflcc$ fhercto,

2:9.6.9.4.3.8 Mc.mbc¡s in Cl{OfCtìS Group 3 shall bç contàcted hy their carc coc)rdirìírtor ¡ìt leasl
qrrâ erly (rrrorc f,requenlly whcn lÞprôp¡iale bascd on tlrs uìcJubcr's necds ancf/or rcqucsl
whichshallbe clocu¡rìc¡ltsd in fhc plârì ol carc). Such co fr¡cts ¡h¿ll be e ither irr pcßôtl ôr
by felcÞhûne wj(h.$r inlcrval ofsl lcast Ëixti (60) dtys trÈOrel.n coDtacls. l'hesc tnc.¡rbers
sh?ll bc yisìled in fhcir rcsidcncc fûcç-lo-faÊe.Iry {hgir carc coordi0qlor ai lc'iì^sl scrni-
annlully (nrorc frcqucnlly \r¡hon appÌopriate bascd oJì thc rllel bcrrs ncerls and/or requesf
rvhich sholl bc documculcd in thçr T¡la¡r of carc) wìfh an inlcr.ùal of al least onc hutd¡ed-
tweñty (120) days hctrvecn visiLç.
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Scclion 2.9,6.10.1(r shutll bc rlclclcd autl rcplaccd âs follo\y$:

2.9,ó.10.16 ll' l anyli¡rìe äbusc or c$lcct is su:^pccted. the nlernbcr's ca¡c coo¡dinalo¡ or fhc I-'F,¿, slrâll
reÞoll thc allsga(¡olrs lo (hc CON'l'lì.A(:'l'OR willìiD 24 hours in accordarcc \villì 1l¡e
CON'I.IìAC'I Olì's abuse and ueglect plan protôcols. ì'hc rotificåliotì $l)rll includc ar a
nirtiniurlr: ths rìrcÌrbor narnc: ditlc of'âllcgûlion rcpoflcd {rìd/or idcntilicd¡ dcscription of
issue; ureasurcs lakcn to nÌifigafc risk; ståtus of rcpo jng fo ÇPS or 

^PS- 
rìs appropriafe. 11'

thc ¡tllcgrìti(nì is ir rcfc¡cucc to a wo¡kel or rcl)tesc¡ìrafivo. fhe .l'Il^ shall côntùct lbc
rnqrìlbcrftsPrcscnl¿ìlivc to inrnrodiatcly ¡clcasc lhc rvorkrll or rcp¡esentãtivc lionl his/hcr
dutics rntil the. jnvcaf ig¡rtio¡ì is complcte. 'l he l.EA shall notif¡, thc CONl'IìACl'OR
regsrdin-g this conrnu[icafion with thû ncmber/rep¡cseÌìtativù and tho lllcmber or
representàlivc's dccision. Thc cars cóordinalor shall work witir tho Drenìbcr to llnd a now
rcpresenlí ivc ír¡ìd lhc [ËA shall wÓrk rvith f.lrs l enlbcr to find a sìJitable Ì{:plaçcntcnl
rvorker', il applicabls. lffhc allegalions arc subslânfiatecl as.íì ¡csult ot'fhc fur,estig¿rtion, tlrc
rgprcscntalivc ol workel shall ro lorìgcr bc alloved fo pårticipâlc in thc ClìOICES progralr
âs ¡ reprcselltatíve or rvo¡ker, ìl'the irrvcstigation is inconclusivc, lhc tìlcrnbrìr rDay clc:cl io
rct$in fhc rvorkcr or reprèscntalivc. l'hc lnc'nhcr's caie cooldinator. with a¡rpmpriatc
âssislalce fiom lhe l'lr.A, shall nrâkc any updalcs to the nterrbeì's plan ol'câlo and/or risk
assessnlcnl/rísk agrecmcnt dccmcd necessâry to hdp ensurc the nrelntrcr's frerllfh í¡nd srlcty,
arìd shâll providc, at lcrast annually, crlucation of'tlìc neÙ-bçr and hislhcr rc¡rescntâtivc ol-thc
risk olì ând si-qns {ìnd symplfins r"rf, abrrso and neglec{- The L-QN1'R^C'IOR rnay iniliate
actioD 1a i¡ìVolunfâry dise¡roll the rnenrbcr f¡or¡. consunlor directiorr âl flny tilnc thc
(-1)N lltAC'löR fccls thâi fhc nrc¡nber's dccisir:ns or actions constitute uureasonablc rìsk
such tbal the mcrnbcr''s nceds can no longcr bc safì:ly and offcctivalÌy n1Òl in lhc cô¡fmllrlity
while participaling in co¡rsur¡rer dirocf ion-

SecÍion 2.9.6.11.6.2 through 2,r.6,11.6.4 shâll be dclctcd ând rqplûccd ùs follo$'s ¡¡ d thc
rcrnaining Sccfion 2.9,6,11.ú shall bc Ìenunrlrcl'cd âccordiùgly, including âDy rrfcrûnees
thcrètô-

'2.9.6.1 L6.2 Dach CI IOICÈ)S Group 2 nrcmber shall be factorcd into the wóight¿d cåsoloiìd ârtd
stàlìing rålio câlculatiorìs ul¡liz-irìg ân acuily level of two and ônè-lÉlf (2.5);

2,9.6.11-6.3 liach CIjQÌCUS Oroup 3 Drêì)ìbèr shâll bó lâctôtcd inlô îhe $'ciglìlcd caseload arrd
slãl1ì g râtiÒ calculâtiÕrìs utiliziDg âû acùíty levèl ofohe nnd three quärtcrs (1.75)i

2.9.6.11.6,4 Using ihc rJclirreatcd aiJuif-y l¡clors, iÌiu l'olìuwilg providcs exanrþlcs of thc cônrpoiition
of casc¡oads rvith ¿ì u,ciglrterl value of 125:

cllotctÌ¡ì
Gruup I

cHorclES
Grgup 2

LIIL,lUUù
Group 3

Tolal CllOlCËS
Menibers on

125 0 125
100 l0 I lt)
50 g 30 89

26 20 1l
0 50 50

32.
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2.9.6.11.6.5 Using tho rJelileclod ocuity facfors, tìre l'oìlorving dciineafcs the cooìposifion ôfcrìscloiì(ls
rvith a weighted vãluc 0f 175:

cIJQtctìs
Group I

cH()tcris
Group 2

cI loIL:Ës
Croup 3

'I oliìl CI IOiCliS
McDìbets on
C¡sclo¡d

?5 0 t75
t25 t0 lì0

tcl :ì0 t24
50 20 0ó
0 70 70

Sccfion 2.9.ó.I2 sh¿rll bc anrcndr¡d bv rdding ¡¡cw Scclions 2.9.6,12.3 thruugh 2.9.6,12,4,4 as
folk¡rvs and rcnumbering thc renraining Scct¡ón âccordinglv, includinÊ àrly rêfcrcncqs
thcrcto.

?,9,6,12.3 'l.he CON'['RÀC'IÒR shail ove ncc ils .sclected llVV vendor to eusure the I1VV systern
opcrafcs in compliancc wilh this Agrcc¡reut, alld r.vith policics and Frotoco¡s eslabiishcd by
TENNCARE. I'he CONT'IIACTOR shall notily 1l-INNC RE witliin five {5) business days
oJ thc idcnt¡licatio[ ol'any issLrc îll¡cfiñg UVV systcin óporation rvhicJr illrpncts the
C.(iN'lll C'l'Oß's pcrl'o¡nra¡cc of this ALìreoììflr1, ,rìcludiüg âciiòns thal rvill be laken hy lbe
C(-)N]XÁ(IIT-IR fo rcsolvc thc issuc ¿nd tl¡c spçcific tirnçft¡l¡es rvit'hin rvhich such ¡rclions
will bç c¡¡¡P¡3¡'¿

2.9-6.12.4 'l'irc CONiI RAC1 Olì shtll s$lablish ìrusiness processes and proocdulcs rvhich shull includc a

ståndard process by rvlrìch provider,s may rolify tho CONI'RACTOR ol'cxccptions l'or which
an action by the CÔN'IRACIÖ)ì is requircd for resolulio¡r ¡nd shrll uìaiDtaiì a[ adequa(c
ruurnber of gualified, traired staff lo st¡pport thc opcration oflhe IIVV syslen. Thcsc slafT'
rvill çnsure that:

2.9.6.12.4.1 Âulhôrizationr as dr.lÌncd pursaaÌìt to 2.!r.6.2.5.12. ârc entcrcd inl<i thc ÈVV sysrcrn.
lirncly and ¡rcerufllely, ¡nclt¡ding arìry clì ìges iD s[ôh âr¡thoriz.aiions hlsed on clìangcs ì¡
fbe ¡t¡mbor's plan oi'r:a¡ç.

2.9.6.12.4.2 Atilhoriz:rlions provitlid by fhe CONIR^CI'OR outsidc the lfw systern arc consistcnt
wìth authori tions ciÍorcd by the CON'I-RAC I OR inLo lhc ËV\¡ syitcnr alÌd lv¡rh thi)
lrcnber's cur¡cntly âpprcvrrd plan al oâro.

2.9.6,12.4.i Àny âcrions required by the CON'lllAC'l'OR 1Ò resolvc .excqpfions in thc .EVV .\ysrcm.
e.9.. a cllangc in tltc scnicc:u¡tlìorizätion. rrc cornpl¿lsd rvilhin three (3) businoss days
so lhãl cláirÍs for s¿ryiccs cân be.subhriÍ.ed for päyln¿n(.

2.9.6.12.4.4 lh¿ CON'I'RAC'IOR nronifor:; ol a¡l Òtrgoirr.q basis a/ìd repüt1s fo TENNCARE.upùtì
rÈqì.¡cst, thc lotâl volunrc.ol C¡{OICÈS HCIIS that have becn ¡rrcvidcd but not rcinrl>u|sed
du¿ to.issues with l'he ËVV s),stÈrìì or due fo ¡rìdividùâl cxcèptìons. äDd ¡xoactively rvorks
with providcrs and ths IìDA to ensurc that issucs aro correctcd âud exccptiorrs arc
resolvcd Bs e.xpeditíously as possiblc and wi(hin the tilnefralì]ss spccificd abovc in ordcr
to provide payment as appropriale for servìces delivercd.
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Tho rcnumborcd Scclion 2.9,6.12.5 shall bc anrcnded by dclcting thc l)l¡t.rse ,.hontcÌrìâkcr

serviccs".

35, Sscfion 2.9,6.12 shall bc â¡nen¡led by adding ¿ ncrv Section 2.9.6-12.7 as follorvs l¡j
rcnuruberirr¡¡ fl¡cr rcnlníning Scclion nccorilíngly, including an¡'rcfcronce$ fbêrcfo.

2.9.6.12;l Nol\yilhslanding thc ¡rhone nunrtrer in thc 814 hlc, thc CONTRACI'OR shalì usc rþc
¡nellrbct's phone nutaber or'âpl)ropriâtc altcroâtivc plronc uunrbcr as s¡rlimrcd duriug the
intakc visit (scc Section ?,9,ó,3.9.) and r-rpdated (as applícablc) duliug subscqucnf ca¡'e
coordinalion conrâcls (sco S(rcti<¡r 2.9.6"9.2.1-5.) fbr all llC'lJS thll will [ì¿ logged ilrfo tlìc
IÌVV systcnr.

3(r. Scction 2,9.7.1.1 sh¡ll bc nnlcndcd by tlclcting r'homcnruhcr," in thc first scntcnco.

3'1. Sccfion 2,9.8 sJrall be dcbfrd nnd Icplaccd as follorvs:

2.9.8 lu(rÍcy l'íllôtys thc I'crson (MFP) RcbAIînc¡nF Dctnonsträflon

2-9.8.I ûcncral

2.9.8.l.l 'f'l¡e CON I'lìACl'O.lì shall, itt asco¡dancc rv¡fh fhis Agtccrnenf and fþdcral ånd State laws,
rcgulations. policìes aDd prùto0ols, assist Uligiblc IDd¡viduals liviug in a Quâli1ìed Ìnstitutio¡l
in flarìsitioning to a Qualìlied Resiclcncc ilì thc comnuuity under tlle Stale's MFP
Rcbalancilg Dcmomtrâ1ìor) (MlrP).

2.9-8.1.2 Eligiblc ìndividuals lraüsitioning to r Qualifìcd Rêsldc¡ìce in thc cônnïunity ¿Dd eÒrtserìting
to pârf icipafc in MIìI'shâll bc üansitioìed from CI1OJCES Group I in(o Cl{OlC[S Group 2
puß{ranl to'Ìlcnncarc policics an(l prül{)0ols for Nursí,rg, I?¿ìcilìry-lù-co lxruni(_y tÍàflsiti(rrs
änd sh¿lll ¿rlso bs {,,nrollod into MIìP. FÒr pcrsöns or¡rollerl ì¡r CI-IOICËS wl¡o ri: alù*o
p¿rtiçipä1irg jn MìlP, ths ÇON'IR^C1'OR shall co ply wifh iìll apl]licablc provisions ol lhis

^llrerJîrcnt 
pertair iÉ 10 thc CI{OICAS ¡)rogranr. 'lìiis seclion scts lorrh additioual

rsquirctlìl}rts pcrlâiùiìl$ to tlìe CONTR^C]-OR's fesponsib¡l¡tics spccilically as it relalcs to
MFI}.

2.9.8.J.3 Fo¡ Cl'lOlCúS Grîu¡: I Drclrrbcrs not eligiblc k) participale in MFì' c¡r who clcct not to
päniÇjpa1e in MIrl', the CON t'lìAC'folì shâll Donclhclcss frìcilìlatc trrìrìsition lo tho
comrnunity rLs ap¡rropriatc nnd i¡r uccordurcc wilh.2.9.6.$.

?.Ð.8,1.4 l}tc CONTR,4,CI'OR $lìnl¡ nof dclny n C:l-lOlCES Croup I mcnrbcr's l¡írnsif iou to thc
cotnmrutíty in order Lo nreel the niùely (gtl)-driy lninirnu¡ìì stay in o Qrraìified lnstinrtjon
establishcd u[dc¡ ÀCr\ and cnroll rbc porso¡r irllo MlìP.

7.9.8.2

2.9.8,2.1 'fhe CON'l'lì Cl'Olì shall idontify rìtcrìrbeß who ruay havc tbc ability and/or dcsire to
t¡ánsition from a liursing facility lô the commufiity in acçorrlance n'ith Scction 2.9,6.Í1.

2.9.8.2.2 The CONTRACïJR shall assc+s ¡ll nr,rrsing l¡(ìili(y rrrsid(r!ìlri lriìnsjt¡ouiùg fi¡-rn fllrj Nl.. tç
(:H(-llCllJS öroLrp 2 fìrr psfliciFâlion in MFìl'. 'l his inólndcs CI'l(.)l( .-lis (.irorrp I nrernbe rs
referred for ltârlsi(iotr, as'rÌrrl âs ntrrsing facility residcnts relelrcd f'or CHOÍCIIS who are nôl

ì3



ADlèldrrenf l5 (cont.)

]'cl enrollcd in CllOlCtìS Croup I but r)ìíry hc delerrnincd cligiblc lbr Croup l. and q4xr fiavq
oxprcsscd à dcsìrè to move back inlo thc cotntnunit),, I{ôwcvcÃ llìc rcs¡detìt rììust flctually he
cnrollcd iìto Croup ì in order fo qualífy lor MFlt.

2 9.8.?.1 Mcmhers nlay ouly clccr ro pârtic¡Þârc iÙ MI)p ¿nd lhe coNl'lì^c'lr)lì rnav onlç cnroll a
nlclnbcr irlo lv|FP Prior fo tlìc nlclrbcr's tl¡nsition fron¡ tlrc nursitì-g îaciliiy to r¡c
conrnruuity. MeuL,ers rvill nol be cligible trr c¡roll in Ml¡P ilrhcy lravo alrcady lrârìsitior)cd
out ol-1he nuñiing lacilify.

2.9.8,3

2.9,8.3.Ì À'lcrrìbcr pânìcipírli(t¡r irr MI'l) is volulìfâry. Mcrrrbors nrAy dgDy cotìscrìl to paÍiciparc in MFP
ol nlûy lvitlìdÌaw coosctìl fo psrlicipalr) in MIrP íit ¡lrìy fìlre uithoul affectillg thcit clìr'oliÌtcnl
hr CLIOICHS-

3.9'8.3.2 ll'a nìcnìbcr wilhdraws fiont Ml:l>, hc c(ur¡rol Dnlticipnls in N4l-'P âgâ¡¡ì witlìout nìccting the
eli8ibility requircÛìents for c¡ìrollnìcnl itllo Ml:lJ (c.g.. l"ollt;rving a nirrcry i90)-day sta1, in a
Qualifi ed lns{iturion).

2.9,8.3,i Only Cl{OlCl)S Group I mcnrbcrs u4ro qualifi, ro enroll in C}.lOlCt:S (ìroup ? shall be
elígiblc to transiríorì to Gtoup Z ând çnroll irfo Ml:p.

2.9.8.3-4 l¡l sdditíon to facilitâlirìB transition fron¡ CI.tOlCijS Grorrp I fo ÇlJOlCIiS Croup ? pursu¡¡r.rt
to sccfion 2.9.6-8 ôr' flìis .Àgrèeürcnr. ând 'rDNNcAlìE's policics ând prorùcols, the
CONI'RáCTOIì shall läcililâtc lhe cnrolhucnt ol'Iitigiblc lndividuals s,ho consonr ¡¡to MFI).

2.9.8'3'5 'II'¡c nleülbc.'s carc coordirìûtor ot, íl rl)c CON IRÂC'IOR clûcts jo use tru¡lsiriot tcrìrns, â
person ll'ho nìects (hc q[t,âlilicãlions ol't câre coordinslor shsll. usirìg irìl'on¡ation lrovided
by 'fiiNNC^RIì, plovidc cash pofenti¿rl Ml:p pânicipant with ân ovorvicw oi Mìrp ¡ncl
âtlswcr any qucslions thc paúic.iJlânt h¡s. l'llc CONIììACTOR sììall havc caclt potÈntiûl
Ml'l¡ parlicipanl or lìis âuthoriz-cd Ìoprcscnraiivg. as applicntrlc, sigr an MI:1, Iìtbnncd
Consenf lornt a llirtììing.llul such ovcrvicrv has becu provideä by tlrc CON] RACTOR and
docÙ[tç'nlitìg lhe membcr's dçcision ¡cgarding Mlrp parficipâliôn.

?,9,8 3.6 once û po(enrial Ml?P pârlícipanl has co¡scnrcd fo p¿lrticÞafc ¡]t Ml-t,, rhc coN'llìAcrolt
shnll notily ftNNCÁRIj withh fwo (2) busincss dâys viû the. TENNCÂRIj preAdnriîsion
lìv¿tlualíon Systcm ('t'PAlìS) r¡nless ¡:flrsnviss directod by I DNNC'{RIi. and shall llr¡inlain
$upporling docrrnrcntatior as spccificd by 1'DNNCARI; that shall hc madc avaílable to
ì'liNNCAIlÌì upon request.

2 9.8 3.7 'lTe CON1RACI'OR shall verify that each potcnlial MI'I.) participant is au ljligiblc ln<tìvidual
anrl shall provide qtleslation thcrcof ro l rjNNC^RE. 1ìlc CûN'l[lACl.OR shall cntcr all
feq i¡cd dûta clenlents intô "I'PÁ.ES unlcss oth$rvisc dircctcd b¡, TI]NNC/\R[, ¡ntl shall
lD0hrlaiD suppofliltg doctlmcntâlion âs spccifìed by TENNCAIUi tlìal shàll tre ¡nade arailablc
1Ò ]'F:Nl\lCÂ RE upon fequesr.

2"9.8.3'8 'ìhe cöN'l'llACl oR shall verify rhâl cach porenriat Mlil, paficipant \\¡ill tmnsilion inro a
Quuliircd Rcsidcnce in lhe corntrûnity and shull providc ûllcstâtior thcrcof to TDNNCARE.
Tflc CONTR,ACI OR shtll cnter all rcquircd dûla cl¡jnerìl$ inkr 'l'ltAES unlcss othsrw¡scr
dircclcd by TENNCÁR|ì ãnd ihâll rnairrain supporring doÊumenrarion as specÍhcd lry
T!NNCAl{ll rhat shall bc ù¿de availablc tÒ 'lllNNCAIìLì upótr icqrrcsl.
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2.ç.8.i,9 lrinal delcrnrinations rcgarding rvhsther a nre¡nbèr can erlroll into Ml'P shall be urarle lry
'I ËNNCAlllì bfiscd ol irrforrrraliou provide.(l by lhÈ CON't'RAÇ l'OI{.

3.9.t'i.3.10 ÏËNNC^RIì rrìay rcqussl nrld lhe CON I-R^C1Oll slrall sutrrnit in a rirncty rììa¡tìer
addilional doçumctttalion a.s nccdcd to nìakc sucb dclcrninRtioÌr, I)ocurncnlalion sul)n)illed
by lhc C'ON'ì'Íìz\Cl()ll tlì¡y be vcrificd, lo {l)Ç crient practicnblc, by olhcr infornrlticrn,
cithcr priot ôr s bsequenl to eurollrìcnf in MFP, including cligibilif.v. cl¡iirì1s a¡ìd oDcor¡rìlct
dafrì,

:.9.11.4 !¡¡¡þþ¡jol í¡r MFP

2.9,E.4.1 'l'hÈ parlic¡P:ìlion pcriod l'or lvflì'l) is 365 tllys, l'bis iucludcs ntl <lays cluring rvhich thc
I¡rerrbc¡ rcsìdes ¡n tltc ùÒntnruìity, rcgarilless ol whclìrcL Clf lOlCìlS I lCll$ arc rcceivcd cdch
day. l)üys arc coultted consccutivcly cxcûpl for d¿rys <luring tlhiclr lhc lnclnhcr is {(ltììittcd
lo âí inpalicnl f'acility.

?.9.8.4.2 'l'he participotion pcriod lcrr Mli'P docs nol inch¡(jc any days during which thdr membcr is
aclmìttcd lo an inpalienf lhcil¡r),.

?.9'8.4.3 MIP participaliorì rvill br: "sLrspcndcd" in tho êvÈnl a rrcl)ìbcr ls rc-adn)itlcd for ¡r shorçlc¡n
inpal¡cDl fàcility stay. Morìbcr will nol luve ,lo rc.qualìfy for MFP regardless of thenunrber
ofdays fhc merÌìbcr is in fhe ¡nprlirxrt làcilily, aud slìall bc rs-inslatcd in MFI) upon rcfunr ro
a Qualilicd Rcsidcncc ir thc conrnrunity.

2.9,8.4.4 lt nìay lrìks longcr l¡rarì 365 ciìlcodâr days lo completc tlìc 365"diìy MËlt patícipalion pcriod
days sinçc ¿l ¡ììclnbcr's psú¡cipation pcriod nrny bs iDterrupfcd by onc Õr'lnore i¡ìp¿tlierìt
Iiìcil¡ty sfsys.

2.9.8.4.5 For Mlfl¡ parlicipants, ¿r significanf chârìge ¡n circur[titâÌtccs (sec 2.9.6.9.2.1 . I ó") shall includc
any arJntission 1() âD inpaticlrl lacilíty, including {¡ lì{)spilal. psychiatric hospit$ì, l>lll'li,
nursing lhcility or Mcdicarc,ccrtílied Skillcri Nrrning liacility, Ths ncmbe¡,s (..arc
Cootdirìator shall (punruanr l<, 2.9.6.2.4) visit rhe nrcr¡.ìbcl facg-lo.facs within lìvc (5)
business days of any iü,ìíìliçll f¿ìcilily adlnission ård shall asscss 1lìê mcìnber's 1ccds,
corìdtrcl a côlnpreherìsivc nccds üsscssnlenl aud ìrlxlalc tl)e melììþc¡'s plân ol"caßr. inctLrding
dre nlember's Ilìsk AgrcÒnìt¡tt. as dccmed neccssâry based on the Dc¡¡tt]er,s llôüds ¡tüd
circumslances. lf the visif i$ cÒnducted iu lhc irlpiìlicnl lâcility, ths CON]ÌÁC'I'OIì Ûray
clccl io havc sontcone $ho nìccls tho qüâlificat¡ons of a Cal'e Coordi¡ator co¡tìplcle fhe
required lice"to"facc visil nnd corìduct â comprchcnsiv(} nc¿ds assssstìtcDl, in whiÇh cäsc, fhc
qualilicd indivitiiral conductirìg tho face-tô-tbcc visif shall coordi¡rate wilh thc mcnrber's C-a¡c
Coordilìalor [o lrpdatc thc rnentbcr's plal of care, itrcluding the rne¡llber's Risk Agrccnrent, as
dcerncd nccessary based on lhs nen.Ìbcr's nc€ds ând circuDrslat.tÈos,

2.9.8.4.6 'lìre CÖN'IIìÀC l OR shall rcvicw {r{: cir€u¡ slances which rcsultcd in the inpaficnr facílity
arÍnission ûnd shall ùytluals ryhsthcr thú.sorviccs and sùppofl,s provided to thc ¡Dcntbel c
suflìpicnt to salcly rncct his rtccds in fhe conllìunity such thírl çonfirruÊd partìcipurion in
ClJOlCllS Oroup 2 arld iLì M,iP is apprcpriätc.

2.2.8.4.? 'the CONÌR C]'OR shall notiJ) 't'tìNNC^Rlì wilh¡¡r fìve (Jj brrsiness days of a<trnissiou
any ¡irnc a nìcnìber is âdrÌtittcd lo aü irpatienl fäcility, Such notificrìlion shaìl Lx, nìãdc vis
]'PAES unless ôlher\lise dirccted by TENNC^I{E. 'l'he CONl'll7lCl'OR shall n¡airrlain

t5
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suppoltin¿ documenlafion a"s specilìocl by 'I'IìNNC:ARIì that slrôll bc nrado availablc ro
TIìNNCAlllì upon requcst.

7.9.8.1.7.1 l:or pulposcs of MI:P, adnrission for observation (rvhiclr is not colsidsred ìrrpaticnt care)
shall not be corrsidc¡cd adlnissirm to an inpafiênt lirc.ility- Nor shall participarion irr MlìP
bc srrsprrnded dUring obsc.rv¿ìlion dâys.

2.9.8,4.8 'l'ho (i(-)N'l RA(:l I'(-)lt slìau b{] involvcd irr rlischarge plarrnirg, on hchalf of any Ml;P
Farficipant adnìitlcd {o íro irìpaliant fâcilily.

2.9.8-4.9 'l'hc CON'IR^C l'Oll shaÌl notify TËNNCARIj withitì l\,o (2) bùsirress dâys whcn ân MIil'
palicipanl is dìschargcd lÌorìr a shorl-le¡rì stay in an inpatient f¡rcilìly. Such ûotific¿tìon
shall inch¡<'lc wlìctl]er tfic nlember is reluflling to the sanìc Quâlified lìcsidence Ìn rvhich hc
livcd piior 10 iho ir)Þ¡tticùl slây, Õr û differcnr residoncc which shâll älsô bc a Quäìified
RèsidÕncÕ. Such notification shnll bc nrãde viâ 'l-lr^lls unlcss ÕtlrL"n.visé dircctcd by
'lìiNNCAI{D. ì'hc CON'IIìACrl'OR slrd¡l rnå ilrlidlr .suppor'(ir rg, ¡Jo¡ruIreìrtutiolr as 5pucifictì lry
'I'ENNCARD {hal $ì¡all bc rrrado availablc tr' 'I'LNNC IìE rrpolr rcqucst.

?.9.8.4,10 lf at any limÈ dur¡¡rß the Dìe¡ìrber's p¿tÌlicipâlion in MI'P, thc nrcnrber chaugcs rcsidcncc's,
¡nclud¡r"rl .inslances i¡r which tho changc in residcnces eccr¡rs upoD dischargr: fioÌn â,n

inparicnr laciliry sray, rhô coN'DìACI'oR shall: i) nolify ]'DNNc^lìD \yirhin lwo (2)
busincss days of'lhc chaDge in residcnce; 2) verify thal tlrc nerv residence is a Qualificd
Residêrìce; a0d 3) providc atlcslation f h()rcof to I'I.'INNCA R¡'1. l"hc CON1'IìACTOR sìra.ll

cnter all requirccl dalê ele¡llcDts inlo 'l'PAlìS r¡nlcss olhc¡ rvisc dirccfcd by 'I]ìNNCARIi, ¡nd
shall niaintain suplroling docunrcntttiÕn as spocificd by IINNCÀIìD rlìat shfl.ll bc lnadc
availablc to IHNNCARIì rpon request.

2.9;8.4,1 I Thu CON'IIì^CIoR shall fruck lhe nrc ìbèL's residency fhrorrgboul the 365-day MF'J,
parlici¡tatiorl l)eriod. Ilì âddilion, lbe CQNTRAC'IoR slrall, for puryoscs bf lacilitatin¡¡
corrìplctiolì of Q!iìlily of Lifc sìì-vcys, conlinue to lrock MFP participallls' firsidcncy for two
(2) ye¿us l'o.llowinfa transitiorì to llìc corììrnulity which lnay trc ¡rp t{:} one (1.) yc4r lbllowing
conrplcliorr oflhe MIIP palicipalion p$iod" or unfil fhe ¡:ne.rnber is Do longcr cnrollcd ir) thc
CoN ü{AC l-QI{'s heallh plan,

2,9.8.4.12 ]}c CONlllìÁCl Oll shall, using r lonìpl¿ìtc pr.rvidcd by TENNCARE. issuc ri lvritlsll nolicc
of MFI' participårio¡¡ fo cûch Îrcmbcr ¡,rnrôllcd in MFP rvhich shrll ¡rol occur prior tÒ

trunsition frorD Cì:[OICDS çioup I lo CHOICDS Croq) 2, SucJr nÒticÈ shûll be jssuqd ]virhin
ton (10) busincss days ofnòtilìcation froln ïLìNNCAIìË via theoutbÒu¡ld 834 êurolimenl filo
furnishcd by TENNC^RE 1o fhc CON'lll,\Cl OI{ thaf thò rncnrb{rr is enrÌrlled in MFP.

t2.9.8.4,13'l'heCONI'RAC'IÐRshall,.usingaternpÌateprovidcdbyI'ENNC¿.RE,issucawrittcnnotìce
10 cach mornbor.upon conclusion of ttrc 365-day partìcipation pcrìod, Such noticc shall bc
issued within ten (10) business daj,s ofno1ificâlion from I'ËNNCÄRE vi¿ tbe ourbound 8j4
errolhnenl 1ìle fu¡nished by TIìNNÇARE fo thc CONTR-AC'IOR tllat lhs. member is no
longur unnrllcd in MFP.

Ì..9,8^4.14 A rnelnher rvl)o succasslully. colnpletes 365-day particiþatiorì period [o¡ MJ.P and is
suhsequcntly rc-inslitrìtionalized rnay grrality to panicipatil in MFlr âgâirl but ¡Ì.usl first' ¡ìcel
l¡x, "L:l¡¿il)le ln<iiyidual' .crileria, llì¡¿¡c shall l'¡e a ,l'rili¡¡ru¡r of lirrety (90) days befwoetì
MFP parÌicip¿rlion arccrrrênccs. Prior lo cnroÌlÌìent in a second MFP oceùr¡cnò(], thc carc
coordinator shall ¿ssess lhe r€âson for the rc-irìslituliÒrìâlizåliol) ro dctenninÒ illhè rfi¿rJtboi is

l6
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ar åpÞrÕpriatc candidafc fbr Íc'ùnrôllnìcnl in ML'lt and if'so, shall dcvclop a plan of care
(incJuding a llisk Âgrecnrcnt) tlurt will hclp to crsurc lhrt appnrpriatc supporls and seruicos
arc in ¡luce to sup¡rorl sucÇesslirì frùnsitior ûlrd pernìanetc)¡ in thcr comnrunity.

2.t.8.5 I,låÌ of CaIg

2.9.8..5.1 lro¡" lrrcnrl)cls particip¿linfå irì thc Ml'|," fhc l)lan o,'C}ìre shûll rcf]cct thaf lhe lìtenìbcr is ¿rn

MfrP parficiprnt, including llìÕ datc of cnrollmc'|t i:rro M.[)P (i.c., datc ol rr¿¡rsirion fì.onr
CllOlCllS Croup I fo CIIOI(I:S Oroup 2).

2.9.8.5.2 [Jpon conclusion ol lhe rncBìher's 365-day participatíon period in N4lìP, ths Pl¿u ofCarc shall
hc rrpdatcd to rcflr:cl tlÌãt hc is lorgcr Farticipating in MIìl).

2.9,8.6 Sorvi cl

2.9.8.ó-l 
^ 

nrcnrbcr crìroll(rd irr MllP sh¿rll lre simultaucously enrollcd iù Cl-lOtCtS Croup ? and shall
bc cligihlc fo reccivc covelcd bc¡elits ¿rs dcscribcd in 2.ó. L

2.9.8.? Contirìuil1, ol'Carc

2.9.S.7.1 [,pon cÐrnpletiûn ôfa p$son's 3ó5-dây pârlicip¿tion in Ml.l¡, sc^,iccs (including CllOlCllS
UCBS) shalf conlinuc lo bs provìdcd in acçorclnnce willì the covÈrcd bcrìeñts descr.ibed iD
2.6"1 rnd llìc rnenrbc¡'s ¡ìRn ol care- 'l'rânsition lron parficipatìo| in Ml:P ¿md CJ.IOICL-:S
(ìrôup 2 lo Èûlicipation ¡¿¡lr,in Cl-lOlCtìS Oroup 2 shnll he scarnless to the DÌerntìer, cxcopf
llìaf the CjON'|.ILACI'OR shall bc rcquired f o issüc notíce ol" tle nr0nlbcr's conclLrsion of his
16.5-day MËl) pârlicipatiorr p(r¡Od.

2.9.8.8 l,cvgl ql'Çi¡J and Shod-'ltnn Nursinq F¡¡cility Sf q¡r_ in Ir4lìD

2.9.{ì.8.1 In ordcr lo enroll in MlìP, a Ìlcnìber must uìcet Nl: L,OC, Group 3 ¡ncn¡bers nre not cl¡B¡blc
fìx MFIt.

2.9.8.8.2 A CfiOICIiS Grou¡> 2 rncrnlter paflic¡pali!ìg in MFP who r)est$ lhc lllrsing facility levcl of'
cârq in plâcc at thc fi,Dc of ¡ìd0ìissiolì nray bo adnriLted lbl an inpaticnl shofl-tcn)r nürsi¡tg
facility stay tluring ììis 3(15-dây piìrticip¿ltion pcriód and rc¡ìain cnrôllc.d in MF.l, rcg$rdlcss of
thc rlu rber ofdâys tlrc rnetntrei is tdnrittcd for inpâtien( Îâcilily carc.

2.9.8.8.3 MfP padicipÂ¡rls adulilted lbr.shorl'tÈnn Drrsing fåciliry stìJs sh0ll bc re-irlslaled in N4FP
upon dischargc trnd rstunì lo û Qùalílied Residcncc in the corDrnùrit). The rnsrnhe¡ is nol
requircd 1(} rìlcol lhe ninely (90) day rcsidcncy rcquÍrgmcnt critcda for re"inslatsrÌìcnt ûlto
M.ll¡.

2.9,8.8.4 lf thc shorl-re¡n slay w¡ll excccd ¡ìinety (90) days, rhc CON'I'ÌìAC lÐR shall IâcilitâTc
tr'¡Dsitinn lio¡r CI{OICES (jror¡p ? 1o CIìOì.CIìS Group.l.

2;9.8.8.5 ilhe fionlbcr's caro coordiBatÒr shíìll rììonilor the mernbcr's io¡raliont sl.ay and slmll yisit 1þe
nrenber ftcc-to-fäcc al least nronthly drrirìg thc ilpilienl slay {ìr morc ftcguently ås
nccL'.$sflry fo facilitate fiDìßly and sppropriate dischargc planning.

2.9.8.8.6 the C:ON1RACì'OR shall corduc.l â iliansitiolì AsscssrìlcDl a¡ld dct,etop a I ransjrior Ìlan
(sce Sectiotr 2.9.6,8) as ììcccssn¡y fo f¡¡cililatè lhe mcrnbcrls rclùnì 10 llìe côÌntnunily. Such

l1
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asscssnrcrìl sh¡rll includc a rcr.iew olthe oircuuìstancùs whiclì rcsültcd iD 1lìe nursing fhcílity
adrnission aÌd shall cväluale rvhcther lhc ssrviccs ûnd suppoÌls providcd fcr fhc ntcnìbcr ârc
sulTìc¡cr)l to sufcly nrccl his ceds ir¡ tha cou]lìrunily sr]ch ih¡f lnulsitior) back to CIIOICIIS
Crou¡r 2 ard conti¡rucd paÍicipiìfion in lr4FP is appropriatc. l'hc CONIRACi'Olì shall
uPdå¡e rhc rr¡eûber's plan of trrrt, including thc ncnlbcr's lìisk ,Agrccnrcnt. rs derrlrctl
ncccssary ltascd on 1hc r¡cnrhc.r's nctds afid circ Dtslíltìccs.

2.9.8.8.7 LJpon tlischargc lirlrr lbe -slìor1-lcrnì stüy, \vitlÌirì rrnc (l) lxrsíncss day, lhe care côordirìatùl
sltall r,ísil tlrc rtrcnrbcr in hisñrer Qualificd lìesidcnce- During tlrc nincty (90) d¿ys follolvirrg
traflsilion rmd rc-i¡ìs tarcDrcnt i¡ìto MfP, ths care coo¡dirìak)r shall conducl nÌonlhly ftcc.to-
lhce inllornc vìsits 10 cnsurc fhåt thc plân óf'câre is bcinrl follorvcd, dlrt fhc pliìrì of c¿ c
colìtilrucs lo ùrcc( tlìc rre¡ìll)cr's nccds. ¡urd lhc ¡ncnrbcr has succcssfi¡llv transitioncd lr¿ck fr'¡

thc cornmulily.

2.9.8.8-8 Ml¡l) piÌrticipirr¡ls adnittcd for shorþtclrì llu$ing fàcility s!rìys shâll bq rc-in.stafcd in Mlrl)
upon dischargc arld rc¡unr (o a (.hralìficd lìcsidencc in lho collìrììunily. 'l'hc nìenìbcÌ is r]ot
requircd to rlr(sl lhè tlir)cly (90) day fesidency .rcquirenrc.rrl criteriâ fÒr rrj-ios(ärcnìert into
MFI},

2,9.11,8.9 Da¡,s t¡t*1 ot" t,r"nt irì år irlp¿ìticnl fac¡lity. includiog short-tenn nursing facility stays, do rÌot
counl as p¿u1 oflhe. ¡rìcnbcr's 3ó5"dtry MFP parricipâtion pcriod.

2.9.8,9 ]'PAri$

3.9.8.9.1 l'he C:ON1'R^C]]'OR sh¡ll rNe lhcI'ÈNNCARE l'ìre.^dDìissioo lìvrluatiÕn Syslenr (l'l)^fs)
lo facil¡laic rììrôlhrìenls info ând trårìsil¡ons betivccr l-lÌl progrâüìs, including CllOlCllS
and lhe Sfalc'È MÌ¡P llchrlrncing l)iinlonskålion (Ml¡P), arrd shall cornpl¡' \\ifh all d¿ìt¿t

collcctio¡ processes ân(l finìclirrr':i csri¡blishcd by TIiNN(ì^RD in policv.or protocol irr ordcr
tô g Íhcr drl¡r requ¡rd'd {o cornply rvilh lrackiirg and rcpôrling rcqu¡Rrmcnts pef¿ìining to
MljP. 'l'his shall include (trtrt ís nol limil(d lo) âlleslalions pertaining to lìligible lndividual
and Qualilicd lìcsidcnce, changcs of rcsidcnce, inpolicrrt làcility adnrissions and dischargcs,
lcâsor)s fôr rc-i¡rstitutionüliz^rtíolì. nd .rc¿sons 1'o¡ disenrollnrcrll front MFP.

?.9.8.10 ll"rcouirc¡llents

2.9.8.10.1 l)ursuarìt to Sccriorì 2.23 of this AgrccrnðüI, thc CONTRACI'OI{ shall nrodify irs informârion
syslcr'Ì)s (o ¿rccornmodafe, accopt, had, utiliz¡ and facil¡(iìlo ¡ìccurâle ând finrcly reporling on
irrfonnaiion stlbmirted fo by'l'ËNNCÂl{l; via rhe ourbound 83'l file rhat will idenrily Ml:l,
p¡ríic¡pîDls, as lvcll as lhoss IVIFP parlicipäflts in suspcuded $lalus during an inpâtient
adnrissio¡r,

2.9.8.1 I CBqc Måpâgenrc¡rl Svslcnr

2.9.8.11.1 1hc CONI|RAC'I]ORIS case r)tâniìB,or}ìcnt syslcin (scc Scclion 2,9.6.12.7) shêll idenlif),
persor'ìs crìrullgd ¡rl MFI'flìd sball Bcncr&lç tepofl.s nd Dt¿ur¡i¡gct¡rclìl lools as ûe(dcd l¡J
facilitalc ancl rnonilor con¡pliancc \r,ith contract rcquirctneDls íìnd tinìclhes.
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2.9.8.12 Mt'I'l(cadiness lì(rv¡cw

2.9,8,12,1 l)LioÌ to iur¡:rlcnrcnialion oi MlrP, as detcr0rined lry'tTNNlÂl{ll, fho (-:OI{ l'ILAC'l C)l{ shåll
dcrrorsl¡âto to 'l'lìNN(,]^,Rì ì's salislhciion that the (l()N'l'llÂ(l l'()l{ is ablc to ¡neet {[ì ol'rhe
rcquircrìrcrìts l)cr'l¡ìining to MIrP scl folth in thìs rlgleo:nent.

2.9.8.12.2 Ihc CONI'll^C'lOIl shâll côopcrálc in â "rcadû)css rcview" côrlducted try 'l'lìNNCAIìlì 1rr
rcvíèw the CION'I R.,\C'IOR's r'e¡¡di¡rcss 1o litfil1 ils ôbligñt;ó¡s rcgaldilg M[ìP in accordiìnce
wjlh lhc Agfccllrcnt-'l'his roview rììây ir]clr¡dc- hut is nôt lirïiled lo^ dcsk ârtd ôrì-silê t¿view
ol tlttculr¿nts providcd b), lhe CON'|ÌìACI'OIì, â wâlk-thro gl) of rlìc CON'I-R^C t'Otì's
ollcrafio¡rs, sylifcln dcrnùI|stftìtior:s (íncludirlg syslcms ciJnncctivily lc$lit¡g), and inlcrvicws
u,ill¡ CONI'RÀ,CT'OR's slalÏ. lhc scopç of lhu rsvicw ûlav inol(Ldc irrìy and âll MFf)
fcquil.r.rnrenls of lhe 

^p,rce 
ruetìt ¿ìs dcfeÌj iIe(l by l ENNCAlìt].

2.9.8.12.3 llasc<l on fhe rcstrlts of thc rcvicrv ar¡tivìtics, I'ENNC^R]r w¡lf issue a lctter of linLlilgs arrd,
il ncoded, wìll rcquest ¿r conÊctivc ¿ction plan frolìr thc CONllì.^C]On..

2.9.8.13 MlrPflcnchlnarks

2.9.8.ì3.1 'lhc CON'I'tt^Cì'ÌI)lì slnll ¡ssisl 1'DNNCARII ¡n rnccting lhc livc (5) ¿ìrì.nr¡âl bcnchnì!ìr.ks
cstablished lor lhs Ml"P Iìebaluncing Dcmonstr'âtiorì whìclì ure dcscribcd bclow in Scctio¡s
2.9.8,'l3,1.I th':Òuglì 2.9.8.13.¡.5.

?.9.8.¡3.1.1 ljanchntat'k ll I : Nut¡thcr o{ I'trst¡ns'ìi ànsitiotlèd

2.9.8.13.1.1.1 
^ssist 

the ptojcclcd nurtrbcl oIeligiblc ird.ividuals ¡l uåclì tûtgct group in successfully
lransiljo¡ring fro[r an inpaticnt lìrcility to u qualìfìed rosidcncc duling each.yeal ol thc
dcnronslration. Pr(úccted oulnbers:

Cìalendar
Ycar

// <lfì:klcrly
... _ . _ .l ra!¡j1í1ìf.sd,.. ..

27

/l of Disablcd Âdults
]-ransifioned.. ...---__,,

?)_... ,.-.**__
t69

?0!!
?,ùt)
1ô1 ¿l¡t I9ì
2Qt4 261 4
2î15 234 I9i
20t6 206 169

2.9.8.13-1.1.2 llìrrcdiately prióf to irnplellcntâf ion of MFP and ât the bcgitllllng ôf câch câlelìdâr ycâf
lhcrsafìcl, Slalcwitlc cälendtrr ycår nurùbors for benchrnark #l wjll bo aljÒcätcd on å
rcgionäl b¿rsis.lo r:ar:h MCO opcratitlg in fhc rcgíon, hä-scd o lhe llutnbcr of püsons in
CIHQICËS Grou¡: l,li'or pLtl¡xtses of irìecrìtive psyrrents (scc Suclior 3.I I), ¿rchicvi:¡ È¡rf
oflhis benclnnârk shall bè deternrhrcd Öfl û feBiÕDal basis by MCO.
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2.9.tì-r3.ì.?

2.9_S. ì 3. t.?.1

2.9,1r,r3.1.:.2

3.0.8.ìi.t.3

?,9.ö.13. r.3,1

r.9_lt. r 3. t.3.2

2.0.s. t3. t.4

2.9.8. I r.1.4. r

l]encln¡wrL ll2; Qualilied lixpct iturcs./ìtr lt('BS

IntreÍsc llìe atrlourìt ¿ìtìd percentagü ol Mcdicâid spcnding ibr qoâlilìed honìc ¡lrìd
cottnrìonily bâ,scìd long-term cars services during i"'ach year oftllo dcmousfratìon.

for purposcs ol- itccrìtivc p¿tyDìcDts (see Sccf¡Òn 3.ll), achicvenrenl of tlìis betìc.hnlârk
shûllbe dctomìi¡rcd on ¿ì sfrì(c\\,idc basis-

llcncln¡¡rli ll3: h,¡:t'('.ts(|e! ;late ût rudÌ)artet agt'ttf lK'ßli |tütl¡t¡Ì.tnts

IncrcåsÈ lhe nunrbe¡ and porcenlå$.c of l¡dír,iduals 1yh0 flre rldcrly and âdults with
physical disnbililics recoiviug MÊdicaid-rcinbr¡¡scd loug-tcrnr carc serviocs in horne and
contrìurily based (vcrsus insfilutiolral) setings durilg each year ol llìÈ dcnìorìstt.âliÒn-

lìÒr purposes of' ¡ricrntiv¡i pùynìcnfs (sce Seclion 3.1l). rìùlrjel,s¡1.r1 ôf this bcrì{ll|Dark
shall bc detcrulincd on a regional basis hy lr4CO.

ßcnchnurk {14: lnut sr Llruhr¡ icatki (:ontftiúell (.iìnrnMt¡ty Bqta¿l ßcsìtl tit¡l
zlltu'noftt c

Incrc¡sc r¡e nù,rbcr d'u¡rduplicstcd licensed CllR^s 
'rorfr¿rûred 

lvirh MCOS Stûfc$idc
(ó provide lÌ(.'BS in lhe CllOlCiDS prôgrflnì d[ritìg csch ycûr of llìc deinolslration,
P¡ovidcrs enrollcd rv¡.ll) tnore lhân onc (M(.-O) Òr in morc lhan one region shall only l)c
coünled oncc. Pro¡xrscd nunrlrers:

2,9.8.13.1.¿.2 ¡fo¡ purposss of incerìtivu priluenls (See Secfion 5.ll). achievcrtcn( of th¡s hetìqhnìûrk
shallbc dcfemrined on â sfalgvide bâ-sis"
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2,9,¡1.13.1.5 llcncl nurk ll5; lDcrcaìt I'erti(:¡pt tion in i.\¡usulrcr l)ircctitlt

1,9,tì.li.l--5.1 lrlcre¿sc lhc nunbcr of pc'rsorrs receivíng Mctlicaid-rci¡nbr¡¡se<l llCllS panicipating i¡
çonsuuìer dircction for sc¡l¡e or all scn,iccs rluring cilch ¡,car of lhr. dctno¡ìslriltion,
l>rojccted nulrbers:

?.9.8.11- I -5.3 lrnrnctliately prior to itnplenrel(atio¡ì Õf I\41ì'l' ¡ìrtd al thè bcg¡lltrilg ol cach caleldar ycaÍ
lhoreûfìer, slstcìvidc eíile¡dâr year rruurbcm fi¡r benclrrnark f/.5 rvill bc allocated otr a
rcgional bffis to c¡ch M(ìì0 opcrating ín thc regiorì, bascd on lhe ntntbcr eif pcrsons i¡
CI IOICìIS Gnrup 2 and GÌôup .3. l,'or purposes of irrccnrivc p¡ytì)enrs (see Seclion 3- I I ).
achievcBtsnl oIlbis lrcnchnraÍk shall be dalcr¡uincd or) a regionâl båsis by MCO.

38. ficclion 2.9.1 l.l shall bc dclcfcd ard rcplâccd as folhìvs:

2.q.1I .l l:xccpt iìs prnvided in Sccf ¡oÌ 2.6. f .j, ths CON I-RACfOlt is ìol rcsponsible I'or the
provisiol of plranrtacy bcncfits; TËNNC,\RIì coDtmcts rvith a phnnnacy bcnefils nrirnager
(PBM) lo Provide these services, lìowever, tlìe C;ON'lllAClIlR shilll rnainl.aìn ¿n agrectno¡t
wilh the lllM for the purpôsc of rììaking pâyÌ¡ìcr¡t ro llrr. t'lJM on bchalf al 'IENNC^lìli, tbr
l'ennÇlâre cûvßrcd scrviccs. 'l'lrìs rcquircrnÈlìt dÕes rìol iurposc ar.v hrrthcr respolrsihilitir:s cut
thc CONTRAC'IOR. rcgarding thc provider's nnd/or provider's claínrs thaf are rcinrhursr..d
thrÒugh th¡s pâyrìent structurc.'l'he CON'I'R^C1'OR sh¡ll ¡ot he ¿t risk.[trr Þayuìent rÌadc fo
lhc TeDnC¡¡rl: oùÍìr¡aoted pBM (sec Scction 3).'l'he CÕNT'Rz\C'I'OIì shall coordinate $rh lhe
PBM a$ iìecessary lo ensltrc lìral. rnEmbe¡s rcceivc ¿rppropriate plmnìaçy sc¡vìces wi([qul
irrlernrpliotì, 'l'hc CONIlì^Cl'öll shall nroni(o¡ nnd nranage its contrrtcf providers as il
relates to prcscribing pâÍems Índ its me¡¡bers as it rc¡afes t() utiliiÍr(ion alple-sçriptiotì drugs.
'l'hc CONTRACTOR shall parlici¡'arc in rc¡¡ularly schcdulcd mectiltgs \rith llìe P.llM and
I'[NNC¡\RD fo discuss operationrl and prógrâtÌ¡nalic issues.

39. Scclion 2"9.15 fhrough 2.9.15.3 shall bc dclotcd and roplirccd as follo\v$l

2.9. l5 lCll/llD Sèrvices ând .illternâtives lo lC¡Ì/IID Scrvicô,1

2.9.1-5.1 'l'he CON'I'IIAC'IOR. is not rçspÕnsiblc l'or set.liccs ir a¡ lnlcnncdiflte Câre l:âcility fbr
Individu¿ls \Ìilh lnfcllccluûl Disäl)ilíties (lclvllD) or fì¡r scrvices provi<Icd rhrough l.lomc
and Contrnu¡ily lJriscd Scrvíces (I{CBS) rvaivcn âs an alfc¡rìalivg to ICF/lll) scn,iccs
(hereiltaf"lçr relì:ned to as "llCllS lD rvaiver"). llo*,cver, to the e.\re'tl lhat servìcDs âvâiliìblc
fo a rnenlbe¡ lhrÕtìgb a I lclls lD rvaive¡ tre also covcrcd sèrvicès pursuaDt fo lhi$
AÈreelìtenl. tlte CON'I'RAC1ìOR. -shall bc responsible for providing åll rnedicâlly nccessâry
covercd scÑiccs. llCßS lD rv¡iver serviccs nxr¡, srpplcrnenl, but no1 supplãnt, ttcdícnÌly
lìecessàry covered 5ervíce5. ICt'/lll) services tnd l"lCBS lD waivcr Services shall be prOvided
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t0 qualihed nlolbc:rs as dcscribcd in l'¿n¡Carc rules a¡ld ragulatioDs lhrotrgh contrilcts
bcl\ycen TDNNCAR.D aud appropriale ¡rrovidels.

2,9.15.2 'l'he CON'I'RÂO] OII is respursible for covcrcd services fbr nrcmbcrs residiDg in ðn ìCl'/llt)
ór eDr()llcd in a IjCBS ID wuivcr. i:or nrcrrrbcrs rcsidinpi in an lclr/llD. thc CONl'lìÀCl Olì
is rcsportsible lor providíng covùr"èd scrvices thâf arc rol includcd irì rhc ¡rcr dicrrr
re¡¡Dbußcùe,ìf for institutional sçrv¡ccs (e,9., prosllìctics. sonrc ile¡rs ol durable Îledical
cqoipnrerlf, rlol-elììergeuoy amhuln¡rce lrânspoltälion, aDd ,r0¡ì-cnìcrge¡lc-v trâtìspoÍslioì),
Dxcèpt ¿ìs providêd hoÌo\\, fo¡ I'llìM ì', for ¡neml'¡e¡s cnrolled in ¡ì |ÌCBS lD u.niver, llr¿r
CON1Iìi\C I()R shall provide ¡ll n¡cdica.lly Deccssary covercd scrviccs, including covered
servÍcEs lhat rnây âlso be proviclcd thror¡gh lhc tlcllS ID u'¿rivcr. 'l hc IICUS lD waivrr is t¡ìe
Payor ol'Iíìsl rcsÕtt. HowÒvor', the CON'|'IìACI'OR is nùt rcs¡)ousible fnr provitli g norr-
cmcrlìcncy uìcdìcal haûspo âtion (NDM'I') to any scrvisc thüt is bcing proviried to tlrc
nrenìl)cr throügh the tìCBS lD wàivcr.

2.9.15,i llre CON I'l{z\Cl'Ol{ shall coordìnate thc prov¡siorì ol covc¡ed scrviccs rvilh scvircs
provided by lClYllÞ and lìÇlls lD rvt¡\,ü providers lo minirìrizc disruption and du¡rlication
ol$crviges,

Scc'lion 2.1 l..l.l0 sh¡ll bc rlclctcd ånd rcplûccd :l$ folloìys:

2,1Li,ì0 llre CONIl{/\C1'Oll shâll iroliior providm cornpliance willl aoocss requiromcrrts spccified
in Alltìuhr¡lsnl lll. inolucling hut lol lirnited to appoirìttn$nt ¡lìd ryail tinros and takc conccti\rc
rìcfi()rì f'or fàilure fo cÒnply. 'l'hc CON"['R^Cì OR shall nlaintnir an emcrgency/confingeucy
pltrì ir tlìe cvcnl tha( a lar¡¡,c providcr of services rollapses ûr is Öllr¿r'u'ise unable (o providc
necded scrviccs.and-shall cordüct. sulveys and oÎf¡ce visÌts lo ¡r¡orritor conrpliirrrcc rvilh
appoilllr¡rclrl rvaitiitg iimc s(anditrd,J ând shall report lindin-qs a0d coüeclive aclions lo
'l llNNCÂtìE ín ncco¡dance rvilh ¡^cction 2,10.8.?.

Scclion 2.12.9,l5 shall bc ¿rncndcd by adrling ¡t ncrr scntcnce fo I he cnd of the ciisting texf
âs follows:

2,12.9.15 lncludc â stûlcrìe¡)t ìlìrrt ¿s a coDdilioù oi pârtioipâtiorì irì "lhlnCalc, enrollees and providels
sh¡ìll give llìNNC¡\RÈ or its autholiz'ßd rcpresenlaÎ¡ve, thc Ollìce olthè Comptrollcr ofthc
'[ie¿ìsury, snd any healllì ovcrsighl agcirc]'. such.âs Olc! llll MI:C'U, Dll]tS Office of
lns¡rcclor Gcncral (DIlllS OIC), and DOJ, ard ân) oth$ au(hori;æd stalc or ltdffal rìgcrìcy.
åcce.ss lo lheir records- Said ¡cco¡dssllallbc ¡nade availahlc and lirnished i nledi¡lely pon
requçst by llte providcr for liscal arrdit, nredical audil, nrcdicnl rcvierv. uliliz-ation revÍew. and
i)fhcr periodic nìonitorilìg us wcll as for ad¡rinistrativc, civìl afid crirlrìnal invesrigatiùt)s or
proseculions llpon thc req$cst of an aufhorÞcd represcnt tive of (hc CONI'R^CTOIì,
'|HNNC^RË or'allhoriz-ed lèderal, state and Oflice of thc Conr¡rlr'ollc.r of the 'lreasury
ponionrol, including, bur not ljr itcd fo, rhe OlG, rlle 1ìlll MFCU, rhè DUI:IS OIc ard thè
DOJ. Said rccords are to bs provided by thc provider al lìo cost fo thc rcquestiDg agency;

dl.
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Secfior 2.1.2 shall be R¡ncndcd bv adding û ncrt,Sccfion 2.12.15 ûs I'olklrvs ¡nd rcnuurbcring
llrc renrainirrg Sccfions accordirrgly, inclnding {ny Ìcfcrcnc€s lhorcto,

l-5 l'lìc CONI'R^C'lOlì shâll niaittl¿ti¡ ¿¡t ¡ìgrcenìcrìf \\iflì thePll^4 for (lìe pu¡posc t:ll'Drâking pâyÌì)o¡l
to lhe PllN4 on be'h¡lf of 'tËNNC Iìl: Iì)r'l'c¡rnCarc covc¡cd serviccs. I'lr: ûßrccr¡,:rtt slralì hc in
accordiìncc \\'ilh ar ¿pproved lenlplâlc prôvidùd l)y l'fìNNC:/tRE.'lhe (ìON'l'lìAC'lOIì shall ¡lot l)e
:¡t r¡sk for p¿ìyrìcr)l |nsdc lo lhc'linn(Ìarr corlríìclcd PIìM (scc Ssclion l),

Sccfion 2.13 shâll bc amcldcd by adrling a ncìy Section 2.13,9 as follt¡rvs and rcunurnbcring
(hc remaining Scctions accordingl¡,, including any rcferccßs therßto.

2,13.9 Piì),nìcrìl to 'lcnncåre PllM

?.1J.9.1 l'hè CONI'Iì^CÎOR shall nrdic prìyrìrorl to the P[:]M c,n lxhall olì 'l'liNNCAlll] lìrr
'l'¿nnCarc cove¡ctl services, 'l'he CON I'll,ACi'OIì sllall ,ìot bc ¡ìl risk for p¿ìyirìùr)l ûrrdc {o
the 'l'crrìCârc conlrâcled PllM (.rce Section 3). 'l'hc CON'll{AC'l Olì shall adhe rc fo thc
follorring proccss lor paynlctìls fo lhc ltllM:

2.13.9.1.i 'l'hc CONI'R¡\CIOR shôll rììairìloin a scparalc bånk. açco nl lbr the lunds transfcr fiorì1
1'ËNNCAIUi for purposes of payutent ¡o lhc PBM.

2.13,9"1.2 'l'he CON I'R-AC'l OR. shall rcccivc a wceklv invoice fronl the I'BM for serviccs re ndercd [¡v
the lllM.

2.13.9.1.3 'lhc CON I'lìAC'l'OR shall iDvoice l'liNNC¡lìE for tlìc cosl ùf thè payucnts to bc nìadc tù
lhe f)llM bäsed ôn the rvcekly PßM i¡lvoice as rvell as any a$socialed rcgt¡fatory costs.

2.13.9.1.4 'l'he CôNTRrl(Il'OR shall nrakc paynretÌl lotlìcP|JM in thc..ft¡ll runountotthq funds fransfer
fm¡¡ 't'llNNCÂl{E no latcr thau the Frklay follorvin¡¡ recìept ol'ilrc funds fron 1ïNl.lC/rR]ì
[niess cxleflded by'l'liNNC.4RE duc (o unforescen circùmslå¡rces or hânk lÌolidays-

Scctíon 2.15.1.1 sh¡ll bc dclcfcd ând roplùcod !¡s follorv$:

2.,5,1.1 'lhê CON'I l{AC'l'Olì slr¡ll h¡ve ¿ rr'¡ìtlen Quålity Mâr)âgcrìri}lt/Qüalif y lmprovêrìônr
(QM/QI) program thâf cleårly delir)cs il5 quâlity iDìprovcû¡crt $lrurfurc$ and proûesscs änd
assigr)s resF)rsibility to fippropriùte i¡rdìviduals. l'mgranl docarìcnls nìusl include åll ol'the
elÈüìcûfs listcd l¡elorv and shall inclùde a separ¿ic scctio¡'r oD CllOICllS care coordin¿rtiolr,
'Ihis QM/QI progran shall use o$ a Suidèline the currènt NCQA Stard8rds and Cuídcli¡es ior
thß ¿.ccredilâlion of M(Os and shall inch¡de the CONTR^CI OIì's plan for inrprovirrg
paficllt siìfcry- This nrc¿ns al a nliuinruur lhâr tlre QM/QI proßrarù shall:

Scction 2.15,2.1 sh{ll bc rimcndcd by a.rlding lhc rrords ", ànnual evaluàtion' in fhc lâ$f
sonlcr¡ce as follows:

?.15.3.1 Tlc CON1RACl'OIì. shall have a QM/QI cornrnitlee which shnll iuclude lnedical. behaviorrl
hc¡¡lth, nnd long-lenìr caÌc stålÏ and contract providcrs (incl.rdilg rnedical. bcharìorâÌ iôûlth,
and long-fenn care providcrs). 'fllis conrnitfee shall analyr.e.and cvaluå1e tlìc r¿sults of
QM/ql ¡clivilies, reconrmend policy dccisio¡rs, cnsure thal prÒvidcrs ârr ¡rvôlved in rlìe
QM/QI program, instiluae nceded ¡clion, ând cnsurc thâl dppnlpr¡nle follon.up omurs. I bis
coDÙnittcc shall also rcvi$v arìd approvc tlìe QÌ\4/QI progranr dcscr¡pliÕrì, âlìnuà1. cvâluotion
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¿nd âssooiiìlcd \vork plarì príor lo sùhnìissiÒn to I'DNNC^lìf. ¿rs rcquired i¡r Section
2.:10, I 2. I, Ileporthrg lìcquirclrcnts.

Scctirin 2,17,t.1 shall l)e (lclctcd ¡rrrd rophlccd âs f(tlo$'s:

?.1'1.1-l 'l'hc CON I'lìl\CTOIì shall submit to lljNNCARE ltrr rcvieu, and plior rrrittcn apprnvtl lll
ntalc¡i{ls lhal rvill lr distributcrl lû rìenìbcrs (rclerred (o rs l¡re¡lller rrålerials). Shûuld thc
('()NlllAC''l()lt decidc to cortrâcl $ itù eilhcr a subconlríclor or ils providers to crÈatc

ìdlùr distril)ulg rne¡nbe¡ rnûtcr¡als. fhc rÌâteriâls sh¿ìll rtÒt lre dislributcd to elìll)cts lllllssi-
l¡ìe ¡rìateriitls havc lrcer suhÐ¡ffcd lo '] I)NNCAIìE by tlìr CON'I'R^C lÏ)ll for rcrvir¡$, and
pri{tI u'r'iftcrr npproval. Mcnrhcr M¡terials inrJrrde, hú âre 

'1ol 
limitcd to nìcnìl)er handhooks,

Prôvialcr dirccloríes, lrcurber ncrrslcllcnì, idcDlilication card"', l¡cf shcels, noticcs, broohul.es.
fortlt Icflom. mass n¿rilinqs, systcrn gcnelafed lellers ard Iu), olher add¡(ionsl, t)uf not
rcqttircd, r)ratcriâls and iÙli¡rmalion proviiJed to rnenrbcrs desigÛcd to ploDt()fc llcallh snd/or
cduci¡lc llrenìbcrs.

Sccfion 2.17,2 shûll l)ü ânrcndcd bv :r(ldiüg :r ncìv Secfion 2,I7,?.3 ¡nd ronunrbcr.ing thc
rernrìining Sccaion 2,17,2 as follorvs, including ¡ìny rcfcrencï] thorclo"

2.17.2.3 
^tlielcs 

ànd/or ififornrationûl nlalerial included in \vrillerr uìiltctials such as ne\rslcllcrs,
brochures, ¡lc. slrall be liniitcd 10 approrinlatcly 200 words ftrr purlosc.s ofrcadabilitl unleris
olhcrwise ¿lpprovcd irr wÌilhìg b), 1'[NNCARE;

Scrf¡on 2.17.4.7.18 shr¡ll l¡¿ dclctcd aud r'c¡rltcc<l às follows:

2.17.4.7-18 Sh¿ll iucluelc no(ice of thc r¡ghl (o iìle a ctiscriui¡atiorl colnphin( as providcd lÒr by
applicablc lbderal aud slâlc civil r¡ghl$ låws, including but rìo1 l¡rìtiled to, Titlc Vl oflhc Civil
lìighfs 1\cf rl' 1964. the Agc l)iscrinrirration Ác( of 1975, ]ìirlc lX of the ËducåriÒn
ilntcndtnenls of 1972, Scction 504 ol-lhe lìelìabilit,¡ìfion Aç1 ol 1973. and Iítfcs ll ând Ul of
llrc 

^rììcrictus 
\lill) .Disabililirs 

^cl 
ot'1990, ând â complâi'lt for¡n on rvhich to do so. 'ths

[oticc sh¡rll lrc co¡rsidered ¿ Vilul l)ocunlc¡¡t and tlmll be ûvrilablc al ¡r ¡ninirnuDì ifi fhc
[nglislr and Spanish Isnguages;

Scclion 2.17.5.3.5 slralt bc dclctcrl and rcplaced as follorvs:

2.17.5.1.5 
^ 

rolice olrhe right to file a discrirnination cornplajnt. as providcd for lry applicablc lcdcrul
an<l stnte civil rights larvs. including. buf ¡rrt limìted lo 'l'illc Vl oi tbe Civil Rigll(s 

^ar 
of

1964, the A{-lc Discrínìirzìliorì Àci ol. 1975. Iìtle ìX ol the liduratio¡i anrelrdnrenrs of 1972.
Stlc(ìórì 504 of ¡he RehabililatiÕn Âct ól' i973, and 'l'itlcs II ånd lll of tlìe r{r¡e¡icans rvitll
þisabililics Âc( of lÐ0 artd a c<,rnplaint fon¡l on rvhich to tlo so. 1Ïe nofice sb¡ll bc
considc¡cd a Vital Docurìeflt arìd shãrll bc 0vailable at a nìininlrì¡ìì irr the ¡ìnglish and Spallish
lrìngu¿rgcsi

Scclion 2"lE"1.3 shâll bo dclcted ând r0plâco(l ¿s follorrys:

2.18.1.3 ' )ç menìbÊr sen'ices iDfonnati0n line shall handle calls lrom individuals wilh l,Df, and
indìvidr¡rls rvifh dísabilities, inolÛdirg, bùt no1 Jimitsd lo individu¡ls rvirh lrcaring anLt/or
speech disâbilities.
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5t. ¡^cctions ?.20,1.7 th.rugh 2-20.1.7.3 sh¡¡ll l¡c tlclefcd and rcplnr:cr.l as frrllt¡u.s;

2'20 1 'l I'he c()N'l'l{^C'l otì is prohibited lionr takírrg any tcliolrs to ¡ccr¡r¡p or wirhhold inrDroncr.lv
paid lilnds alrcady paid or potcnriÍlly duc to ã piovider rvl:r,¡r thc i.ssucs, ,*r"i;., ;;;i;;;i;
upon rvhich lllo rccouPuclr( or u'ilhhold alc bûscd tucef onc or t¡tolc oJ'the I'ollorvilrg criter.ia:

2.20-1.7.I -fhe 
irnproperl.v paìd funrls havc rlrcady been recoveretl by tlìe Statc of.l.enncssec. eithcr lry'l'DNNC'^ltD dircctl-v or ¿s piìn {tf'ír rcsolutio¡r of :r rt¡te or l'cdclal invesrçario,r on,yn',.

lâivsuit. iDcludirg but nôr lilnilcd lo fhlse clailÌs act ç¿Lscs: or

2'20.1'7.2 The inrpropcrly paid funrls have alrercly trcen recove¡e¡l by thc Statcs ¡ccovcry .{uriit(ìt¡frûrtor 0l^C) conlractorl 0r

2'24'l'7 3 Whcrl lhc issttcs. services or clnirns fhilt iìrc flìc tusis ol-lhc rocot¡pnìenf or rvithhold arc
cu'ently bc¡rìg ir)vcsrìgated lry rhc srurc or' lirnessee, åre thc subjeci ofpc'ding I.uaciar oL
.9fìttc litigåfio¡l or invçstigation, or árc l)cir+l âr¡dited hy lhe ,Ibnn(ìarc 

llÂC.

Section 2,21.ó. t,{ shall l¡c dctcfcd and rcplrccd as fi¡llows:

"'21'6'1.4 ÏI::!r]-lbl rhóse payr)ìenrs des*irxij ir sccriorì 3-ri, any and a[ påynìer)ts nì¿ldß by
Ï'lìt'\NCAllt!, iucluding capirrrtion p¡),rììcnls. any paynìrlrìts icl;rtcrj to pioác;sir.¡s clri,iii ñí
services incürrcd prior r() t¡ìe sfiìrr dirrc or'operario,is prnuanr ro sccrioli 3.2, r .2. i, fis we¡ a.s
incenlive payrnents (if applicahle) to {hc coNllt^(:lO.tì sh¡ll t¡e cons iocrcd' .'Il e¡rìr¡ìrì
rcvcnu'" rbr lhc purr)osc br carcurafiDg trle nrini'uùn oet w(lflrl ¡equired by TcA 56-J2-l Ii.

Socf¡on 2,23,5,2 sh:rll bc amendql by atlding ¡ì nctt scnkncc fo lltc cnd of the ex¡st¡ng fr)xf
as follory.,r:

?'23 '5'? 'lhc (:ON'I'|ìACì{)R shal} sysfelrâticnlly up<iatc irs olißibitityletìrollùìcrìr' darabascs .willlin
lwenly'fÕur (24) hoúrs ofrcceipl ol said filcs. Any outliountt 834 rrânsâctions wrr¡cn faii iri
updarc/ro¡rd -gystcnì¿tic'ar.ry.-rìrust be nranually ùpdatÒd wirhi, t\r,sDty-four 1z,l¡ rrouis oi
rcceipf . 'lìre C:ONTn^.CTOìì shall rcÞorr to T.iiNNCitItü, in a tonr onA'foiuai io rr.
plovidcd by'lDNNC R.ll, oult)orlnd llJ4 trûnsaclions tlul arc ¡rof pmcesscd wifltin thcsc linlcf¡¡¡tes and include infonnutit¡n regarcling when tlìc l¡ans¡rcliò¡rs rnar" 

"ouìpì"t"d. 
Àny

lxaùSâcltoDs tltrìt Âre Dol .updâlÉ{ì/loaded \\ithin trve¡ìty-fo r (l,l) hours of rlceipr tiorir'IEñNCARü and/or persìstent íssues \!ith ltigl volu¡uei of transìiions ttr"r r"qrir"',nunu,ii
upload tnay require the CON'I'RACìI Oll to iniiiate a oorrclrtiv{¡ A€lior) plsn l'o. Lrol,,rio,,',ri
rhß issues prevenrìng complianee, lfrhc coN'Ì1{ACi oR has re¡son ro believe thcy nra-v ¡or
mest lhis rcquirenent bascd on unusual circumstanccs. lhc ctoNlltA.C fOR nlust ¡i¡rrifv
l ENNcAlllr, ûnd rlìNNC^Rrì rìla.v rrì¿¡ke an sxceprion rvirhour requiri¡g " C;;r*.,i";
Aclíon I'lsu.
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54. Secti0[ 2.2{.¡f.l shall bc rn¡cndcd try addil¡g thc phr¡sc "or¡ ¡rt lcast ¡n annual bâ$¡s" âffcr
thc phrasc'uand a plan for training't as follon's:

2.34.1.1 'l'he CONTR^C f'OIl shall dcvelop and inrplcrncnl ¡n abusc a¡d lcglcct plan thot irìcludes

Prûtocols for prcvcûling. idcntíÙiog. and rcportiug suspcclcd abuse, ncglccl, arìd exploitâliûn
of CllOlClËS rrrcmbc¡s u.ho âre ådüll:ì (sce ICA 71.ôl(ll irl -r'c4.) âD(l suspected brotaliiy,
abuse. ù¡ neglecl o1ÇlÌlOlÇlili mer¡rbcrs ulro arc children (sce l'CÂ i7-l-401 et s¿t!.,àntl
'l'Cl^' 37-l-601 rl scq.)i a plan for cducatiug and {r¿rin¡¡1,{ providers. subcontrâctors. c¿rrc
coordinatorr, ¿ìnd Òthcr CON'I R,4C IOR slílfl' re$,rrdiDg the prolor)ols: and a ¡rlan for tlairriDg
on ât leûst an ållnual basir lìrc¡rhcrs. rcprcsenl¿(ivcs, and caregiÌcx rcgartlirrg idenfilìcatiorr
¿rnd rcÞorlìog ol'susp(:{rted ¡br¡sÈ ând/or cglcct.

55. Section 2.27 shall bo amondod by ldding rìc$, Scctions 2,27.9 ¿t:t|2.27.10 âs follo\ys:

2.27,9 !.!¡licqicJ--and Cl-lllt .- Vcrification ol' lnconre atd,Eleilul-r-tJ. 'f lÌe CONl'tì^C'l'Olì nì sr provjdc
sÂlÞgr¡¡rds lhal restricl lhc usc or disclosurc ol'infonnalìon corrccming äpplicårìts an(l berelìoiar¡cs .to

¡rtrr¡roscs dirccfly colxrccied $,itlì the ädrni|ristration ôfthc pl¡u;

2.2'Ì.9.1 Purposus dircctly relatçd to lhe aduri¡tisl¡¿tíorr ol Me<ìic¡lid and Cllll' iucludc:

1.27.9,1.l Èstablishing elìgibility;

2.27.9.1-Z l)èlcnnirìing lhc aÌìour( ol' tcdic¡rl ¡lssistslrccì

7.27.q.1.3 l)roviding services f'or bcncficiarics; arid

7.1'L9.1..1 Col]duclirìg or assisting an ¡nv!'stigalion, ÞrÕsccIrioD, or eivil of críur¡)¡il proc€ediDg
relûled to Mßdicaid or ClllP adnlinistration.

?.?1.9.2 'l'lte CON'IIìAO1'OR Drusl have adequalc sflfe¡lr¡ûrds Io ¡tssu,e th¡ì1:

2,27.q.2.1 IrjÎer'¡,¡ìlion i$ ¡ll{ìde av¡ìiläblc only lo lhe extcn( rìccessílry io assist in thc valid admiuistrativc
purposc$ of those ,'cceiv¡ìg rhq inlbn alion, Ùìd irìlonnrìlion rcceivcd urder 26 USC $
irl03(l) is exchangccl orrly rvith parlies fluthôÌized lo receive lal ìrforr'ration u¡rder tl'ìâl
section ûflhc Codc; and

2.27.9.2.2 'llle iflforüafion is adcquâfely stÒrcd and proccssed so l[at f is Protscted ågain$t
unar¡f horir-ed disclosure for olhcr purposcs.

2.27.9,3 'l'hs CON'I'RAC-I OII nrusl .háve critcrìa that govcrn the types of irif'onrìatioD ahout
applicallfs and beneficiarics that are sal'eguardcd. 'l"his inl'onìlâtiolì rnus( ûrcludÊ al lèåst:

2.??.0.3.1 Nantes and ad<ìrcsses;

2.21.q 3.2 Mc¡Jical servicrrs provided;

7.27.9.3.3 SocÌal and econo¡nic conditions or circunìslânccs:

2,27,9.3,4 CONl"RAC1þR evalualion óf personal iDfonlâl ioDi

l(t



"@'11nondnent l5 (con(.)

?.27.9,3,-5 Mcd¡cal (lalä, irroluding dingnosis ând pâslhislory ofdiseaseordisabìliryI

2-27.9.3.6 Âny inforntrtion rcccivtd lbr vorílliìg incllnro èligitrility and ¡urourt of urcdicål inssist{ì¡cc
paylììcnts, including inconrc inl'onnalion receir¡cd frorn SSA or lhc lntcnìal lìcvenue Sen icel

2.27.9.3.7 Âly inlìrrnrnlion ¡cceivcd lor lerifyìng incourc cligibilify ând iìDìùunl ol'nrr:dic¿rl ¿ìssistâncc
pâylltcotsi

2,27.1r.3.8 l¡rcontc iltlìlnrtatiorr rcccivcd iorn SS^ or thc frìlem¿ìl l{¡}vcnLr(' Sclvice l¡¡r¡sl bc safcErlrde<ì
accordi¡ìg to À4cdic"1id and C'l"lllì rcq ire¡Þenlst

2.27.9.3.9 Âny infornrolion rcccivcd il co¡ucctiorì lvith the idcntification of legally liable thinl ptrty
rùsorxÈcrìl ¡Dd

2 -?7.9 -3.1 (l Sociûl Security Numbers.

2.X7,9.4 l'ht CON I'lìÂC'lÐlì rnusl havc crireria âpprovcd by thc State spcifying:

2.27.9.4.1 'l'he conditions lbr rel:aso and use oliùl'onra(ion âbout ¿lpplicants and trencfioiaries;

?,27.9.4.2,Acccssloirl'onnfltiorìconcoÌr)ingr¡pplioanlsorhenclìciariesrnusthcfljstliot¿dtopcrsonsÕr
CON1 R^C|OR rcprcscnliìlives wh.o üo ìubjccl fo sl¿trdards of cqnlìd'ìrìtiâlity lhat ûrc
courparaLrlc tÔ those ol'lhe S{âfe;

?.?7,9.4.3 l1¡c CON'I"RACl'OR shall n01 publish na¡nes of åpplicanls or benelìci.rrics;

?-2'l -9.4,4 l'he CON'Ì'IìACI'OR slr¡ìll oblai¡r pcnìlission f'rörl â farnily or iudivitlual. wlrencver possiblc.
hcforc rcspondirg to a rcqïcsl firr ítrfonnation liorn alr outsidc sourcc, uùlcss lhe infornìâtiôn
is to bc uscd to tcrily income. eligibiliiy an<l thc anrount ofnrcdiorl assistance payn)clf lo ¿ìn

authorizcd ir¡dividual or cntityi

2.27.r.4.5 lf, bcoâusc ol'ân e ìergenc;v situationJ linq docs Dot Fcnnit oblajnifig corlscnt befere rclease,
lhe CON'I'IìACTQII shall notily fhc Stûtc, thù fâmily or ildividt¡al. irntncdi icly a{ìq
supplying ths illfÒfl naliorìi

2.27.tì.4.6 I'hc CONl'lì,ÂCÌ OR's policies rnust applJ 10 ûll ¡cguerils lor infÕmâtior from r¡ulside
sorrrr:es, includiÙg govt)nlneDlâl bodies, tlrÊ courl$, or la\y enforcctìte¡ìt óffìçi¿ls;

2.27.9,4.(¡,1 'l'he ÇON]RACIOR shlll nr-rtif¡' tbe St¡rtc ol{ìrly retluests frrr irfornrariou on ?rpplicänls
or bencliciar¡es by.othcr govemmer)tal hùdics, l¡re souns or lårv cúlorcernenl oftìciüls tèn
(10) dn¡,s þrior io relcasing lhc requea.tcd iufor¡nation,

2.27.9.4.7 Il â cout íssrrcs a subpoenl for a. c¿lse record or for any CONlllACl\)R representative lo
test¡fy cùrìceÍìing an applicaDt or henefìciary, lhe CON'IR^C fOR r)ust rìotify (lie Sfate at
le¿st len ( l0) d¿ìys prior fo thc rc(luired productiurr date so tho Sl¿ìlc ¡lìay ìnfonn lhe court of
(he ¡ìppl¡cnble.slatutory prov¡sio¡t5, policies, aod rcgrlâtiohs reslrictirìg disclo¡urc r¡1
infornration, el'lbctive until Jan. I,20|.4; aud

2.27.9.4.8 "11ìe çQN l'RÁC fOR slrall not rcquùst or relensc infonnation lo ölhcr partic$ fo Ycrili
inconc, clìgibilily ãrìd fhe iìrìrourlt of assislanoe r¡nder Medic¡kl or Cì.tll,, prior tó c)iprr.ss
aÞprovãl lirm the Ståte.
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^r)crìJnìúrl 
¡5 (cunl.) \\"i/

l0 Soci¡Ì -.!ccuri!r' l¡l¡rigi$U¡rLi-ql.-6sÁ)--.lkguired lþyjri¡Uu -. l'(ìr -l)al¡_-Scq![¡l-y. 
l'lìc

CONl'f{.ACl'OIt shafl courply wifh linrit¡rtions on usc, lrcatrìrer¡1, and salcguarding ofdrta under
lhc Privacy Áct of 1974 (5 LJ.S.C. $ .552a). as :rmended by lho Corìrpuler Matching and Pr'ìvacy
Pr(fccÍion 

^ct 
of l(rtì{1, r¡¡lalcd Ollice ôl'MäragenìtDt ârìd Btdgcl É. idelirìcs, lhc lìcdcr¿ìl

lnfbnn¿ìlion Sccurity h,lanagcurcnt Âot of2ll0? (44 U.S.(:- $ 3541, irr seg.), and rclalcd Nafioü.¡l
ìnslitule of' Sla!Ìdiìrds and 'l cchnologv guidclines. tui addition. lhc CON'I'R^C IOR shall have il
plats íidnìiristrali\.e. physìcal. and technical safeguards for dara.

2.?7.10.1 'lhc CONI RA(l'lOR shall nÒt du¡rlicate in a scpar¿rte fill,' or clissenrinate, wilhoul flrioì"
written pernissinrr fio¡n 'l-lìNNC:Âlìli. lhe da(â gevenlild by the Agreerncnt lbr ârìy purposc
olhcr lhûn thÍl $el lorth irì lhis Âgrcenìcrit for the adnrinistration o[ thc 'l'ennCarc progranr,
Should thc CON lllt^Ç]Ol{ propo$ù â rcdisolosu¡c of soid daia. the CONl'fìAC'l'Olì urust
spccily in writiflg fo lËNNCAIì|j the dâta thc CONTI(/\C'I'O|Ì proposes to redisr.losc, to
rvhÒrn, and l¡ìc rei¡sons fhå(jrrsliù lllc rsdisclosurc. 'l'DNNCAIìÌì rvill not give pcrnrission lìrr
such redisclosure uolcss fhe n:disclosurc is requircd by lrrv 'or esscntial to thc adminisl¡alio¡ì
of' the'l'crlrìCarc Prograrr.

2.?7.10.3 Thc CON'l'l{^C I OR âgrc*s to åb¡de l)y åll rclcvâDl fedcral larls, rcsl¡ictìons orì access, usc!
and disclosure, and.security rcquircnrelts irì this ,AgrÈùtllËnl.

2,27.10-l 'lhc CöN1"[{^C'IÐR s|all provide û c.uffcnt list of the ernployecs ol'such ÇON't'RAC'l'tllì.
Nilh âcccss to SSA data and providc su(dì lisf s to'f f"ìNNCAIììI;.

2.27.10,4 I'he CON'I'R^Ç'ì Olì shatl rcslrìct ¿rcèess fô fhe dats obt¿¡incd from 'lJlNNC^l{lj to ùrly
lhosß âutborizcd cnrployecs $ho need suclr dâta to þerf'oflrì lheL Òliiù¡¿l dr¡t¡ês ¡rì corìocclion
with purì)o\'es idcDlitìed in this 

^g¡ee 
rncnt. 'l-he CONl'lìÂC]'Olt shaìl not furthcr duplicatc,

ditselni¡¿lc, or disclosc.such data rvilhort obtflinir¡g TßNNCARIì"s prior rvriuerì åpprovíìI.

2.27- 10.5 'fh$ CON'l'R^C] OR shalì cnsure lhal its ctìrplovec$:

2.27.10-5.1 Propcfly sâfc¡iuard plll/l'lf ft¡ntished hy 'fLìNNCAIIE under lhis /lgreemcnf iiolìr loss, thclì
or irradvc cnt disclosurc;

?,?7,10.5.2 Uûdcrslarìd thùt lhey are respoììsiblc tbr snl"eguarding fhìs infbrmatiein at all ti'nes, re¡iaril less
of whethcr or not the CONì'RA(l'l OR ô¡r1pl()yèc is at his or her re gular duty station:

?.?J-1A.5.3 l;nsure thnt ìaptops and nther cleum¡ic deviccsl mcdia cortlaining Ìl{t/l'll árc tncryptcd
aDd/or ptisword proleclcd;

2:2'1.1O.5.4 Send emails côntâinirìg I'f{¡/l'll ouly il'oncrypted or ílllo ¡nd fiom addresses (bat âre securel
uld

2.27.10.5.5 Lírìlil disclosulc ofthe inforûla(ion and {le tâilfì .re laling 10 ¡r Ì'l)l/Pll lôss only to lhose wÌth a
Dced to know.

2,27.10,6 CONTRÄC1OR enployccs rvlo acccs$, usû, or disclose :l'¡;NNCARtt or1"ennC¿fir SSA
sup¡rìiçd data i¡r a nranner or pttrpose rlot âulhoriz-cd by Ìhis 

^grecDrcnt 
nray bs subiect tù

civil arìd ürirn¡nul sa¡tclio¡ìs plr"m¡ltìl lo app) icable federal statulcs.



^meDdnìent 
I-í (cont,)

2.27-lO.'Í l¡l.s:ifU5$.tUçLSd_LSsf of l)tl¡ - lf arì erìtployee ol'fhc (lON'l'llAC lol{ heco¡rlc.s rìwiìr.è of
suspúctcd or actual loss ol'Pl.lillJll, the appropriate dcsigncc ol'the CON'IRAC'Ì'OIì nrust
ilì]rìcrJiâfely co0tact l'lìNNCÂltlj u¡ron beconring ûw¡ìrc to rcporl lhc rc{ual or suspccled
loss. 'l'hc CONIRA(:'I OR u,ill use thc l-oss Workshcct locatccl ür
!üpJ.¿UN\!q,SAr4s!!ca!rll(t!:tfv.l i*r_i!-\$rùSbegqúL to quickly gurher rnd org.rrrizc
iufornralion âbou( 1l)e incideDt, 'l lìc CON'l'l{^C'l Ol{ nrust plovidc 'l'liNNC^RE \r'irh liurcl)'
updiìle$ âs any addilinnal i¡lornlation abùu( thc loss of ltl.ll/ltll boçoûìcs a\,åilablc.

2.2'1-10.'7.1 lf lhc CON'flt,t\Cl Oll erpcric¡tccs a loss or brcâch ols¿iddalâ. IINNC^ltlì rvill dcfcrnritrc
rvhclhcr rlr nof nolicq to irdì\iiduàls whose dflla has be€n losl or.brcashcd shall be providctl
ûnd thè CON'lRACI'OR shrtll be¿ìr iìûy toâls associntcd \\,i1h the nolice or ilny ¡n¡rigation.

2.37.10.8 T¡.jNNCz\lììi rnay ir)rnìediålcly mrd unilntcrally suspen<f thc d{la llow uDdcr this 
^grceNcnt,or lcrnrinálc th¡s Agrce!ìrcnt. if 1'ENNCARU, in ils sole disc¡elion. dctenrincs thål tha

CON I'lì^C1OR has: ( I ) oìûdc flD üir¿rrfhoriz-cd use or disclosrlrc nf 'l'cnnCa¡e SSA-sup¡rlicd
datî; or (3) v¡ol:ìted or failc<! tr¡ foflou,fhc (crms arìd cnnditions o!'this AgrccrncDt.

2.27.10..9 llt ordcr to ÌDeel certaiD rcquircnìeDl9 tìct lulh in lhc Statg's Cofirprter Miìtching and Privac¡,
Itrol':ctio[ Á,cl A-qreênìcnt (CMl)lN) \rilh thc SSA. lhc P¡nies rclnorvlctlse that this Sertiùn
sh¡ll.hc íncluctctl in âll aßreùllcnfs c)ùcculed by or oì bchõtfolthc Slatc. f'he Pûrtics li¡r(her
âgrce that FISMA antl NIS'I' do not apply in lhe conlert ofdâtâ rrse â¡rd disülosrìrc undm rhis
Agrecnenf as fhe Pårtiss sh¡\ll neithcr use nor ope¡atc ¿ fedcral iDfornralio¡ systcìr on behall'
of'a fe(lc¡al cxecutive agcDc.-v. Fur{hcr, Nl¡^'l'is a¡rplicahle to lèdorfll ini'ornrotioll s)¡slenrs:
llrcrclorc. ûlllrouglr cncourngcd to dù s0. ¡hc Stats, ils CON]'R^CïOILS. agonts írrìd providors
are not rcquircd to abidc hy the N IS'f' guìdclincs.

2.l7.lO,l0 l'his Sccrion luúhcr cârries our Seùlion l loli(a) ôi lhe Aol (42 t,l.S:C- N l lQ6), the rcgulations
promulgatcd prrrsuanl to Lhât section (30 C.li.l{ P¿ñ 401), thc t'rivücy Acl of 19?4 (5 t.,.S,C.
{ 55?a), m anrended by fhe Computer Matching, and I'rivircy lrolcction Âci of l9lì8. rcl¿ßd
OlIce ol Mantgcn:cnt ând Budgct ("OMIl") guidelincs, thê l.edcrirl Lìformalion Sccurity
Managcnrert ,{ct o.f 2002 ('ilìISMA'') (44 tJ.S.Cl. $ 3.541, r/ sc4.), and related Nrtional
L)siílule of Slôndards antl 'lÞchnolopr ("NlS'I"') guidcl¡nes, u,lìich ptÒvide tùc rcquirc¡lìerìts
lllat the SSA slipulstcs flìal fhs CON1'R^C1'OII r¡usl lbllorv wilh reßârd lo uso. trcatncn(,
and safegrtarding data in rhe cvclìt d¡rfû is cschanged wilh ¡.f'edpral iúfolrììafion system,

2:2?.10.1 I Detiüitions

2.?7.10.11.1 "'SSÂ:supplied data' -- informalìo¡t, srch n-s an indivi¡lual:s social sccurity nuruber.
supplicd b,v the Sociäl Scctrrily 

^dlninislraliûn 
lo TTNNCAIìlÌ tc, delernìirìe elt¡llement

or elìgibility for federatly- iundcd prograrns (CÀ4PIt^ bslwecn SSi1, and l'&A; llìA
bifrvcen 5SA and TENNCAIUi).

?.7't.10.11,2 "lt¡oiccicd IJcalth lnfonn¿tior/l¡crson¿rlly ld(ìnfifìíìblc l,rfor¡rìation" (PIlyPll) (45 (:.1.'.1ì.

$ 160.103; OMB Círtular M'0ó.19) - Protected heaith inlbrmaliol nreans irrdividuaìly
idcnlififlble hcahh infon ali()¡r thdl irj: (í) 'l'rarìånlitled by electrr:llic nlediai (ii)
Mainlained in c¡eclrûniç mcdiu o¡ (ìi¡) l'ralsnlilted or trainlained irr any othcr lbrnr or
nlèdiunt,

?.?7.10.11.3 "lndivirluall-v lde¡rtiliablc ll¡allh hfûrlnatìon" - ình¡malìo¡ fhat is a subsÈt of hÈalf.h
¡nfornìatioD, incJudhrg dcrnographiç infoflnati(}n collccfeil fmm an ìndividLral. alld: (l) ls
cre¿rted or reccived bJ, â hr'âlth câre provider, leallh plal, cmployer, or healfh ca¡e

?o
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^ürcndnìcrf 
Ij (cont.)

clcar'ìttgltouse; and (2) rclales lo lh'J pírst. preseÌìt, or futürc pllysical or nrenrâl lìc¿tllh or
condition o1'an i¡dividual; thc ¡rrovision of health carc to ¡u ildividuall or lhc l:rast.
prescnl. or t'ulürc prynrcnl lìlr thc provision Ql'ilcallh cn|c lo an individual: ant{ (i)
identifics thc ìndir,idual: or (ii) wi(lì rcspccl lo \r,hìch thcrc is ¡ rcasona[¡lc basis to lrclicvc
thê inlbnÍiltion cân [rc. uscd ro idcntil)' fhe illdividurl.

?.27.10.1I -4 "Pcrsonally ltlcntifiablc hìfonrì¿rtior)" - ary ìirfornaiion ¡lrÖr¡l an individual mûintírinl:d
by an agcuc¡,, including, l)u( rìot linìitr:d fo, cduuttion. financial tt¡¡rs¡ctit¡ls, nredical
histoty, and crirìinal or e¡nlloy¡r¡ent history and inl'ôrnììliol u,lticlr c¿r¡r bc r¡scd to
(tistiugxish or tr¡ìcc ¿ ì indivi<lu¡ll's idcntity, such ¿Ls lhcir n¡rrfl(-. Social Secr¡rity Nuolbcr,
d¿ìtc snd placc of b¡rth, [ìolhcr's nr¡iden llaDre. bionlèlric rocords, ìnÒluding ârì_y olhcr
pcrsrtrtnl inl'olrratior whiclì carì bc linkcd to an individu¿rl.

Sccfion 2.29.1.3"9 shâlI be {lclefcd ânrl rcpl ccd ¡ts follorvsi

2.?9.1.3.q 
^ 

sl¿tff Þer$on lo ssrve iìs thc CON1'RAC--:I Oìt's Non'disc¡irrilûtiôn CoÌììpt¡âtìce
Coordiuutrr. 1'[ris pcrson shall lrc rcsponsible ft]r the CöN'l'lì.4Cì'lO]ì.'s conpli¡llcc rvith
applicable fr:deral arrd slatc civiì rights ln$,s" regularions. rulet í¡nd policìes, iDcluding bul n(!l
linritcd lo, Tirlc Vl of thc Cìvil llights Âcr ol'1964. Sccrioll 504 of lhe llehäb¡lilarion Âùt of
1973, fitles ll arrd Ill of lhc ,4nrqricans wilh Disabililics 

^Èt 
ûj. 1990. and rhc Âgc

I)iscritnination 
^ct 

ol'197.5.'Ì}e CON'Í lt/\CTOR shâll report t0 1'lìlNNCARll ìn \yriting, k)
thc alcntì0n oflbe Dircclor ol'NoD-d iscrir)riuâtion CamPliancc. $,itlìin tcll ( I0) calctìdiìr dåys
of lhc co rDìcn$eDlcn( 01 arìy pcriod of lirì¡ç thal thc CON lll^ç10¡ì decs not h¡ìvç ri
<lcsigralcd staffpcrsol for nor-discr¡ ilr ilal ion ccn:pliancc. 'l'hc (.ìON'l'll.4C'l'Oìì shalt rc¡rort
l0 lliNNCì^lìD ät such (ilììe lhat lhc n¡ncliÒn is rcdircctcd ¿rs rcquitcd ¡n SectiÒll 2.?9.1 .2:

Sccfion ?"30.3 shàll hq rrclctcd ånd rcplàcc(l âs follo$'$:

Colrmunil-v ()u trcarh

2.30,3,1 'Ihc CONTRACTOR shall subxìit an Ånnuu! (lt>nnuntit¡ 2úreüú ltlan no l¿fer tha¡
Novcmbcr 30 of each yi:âr 1'or rcvie\\,¡urd a¡rploval by 'I:IjNNCAIìti. ]'hc Annual Co nìuBily
Oulrcacll Plun shaìl lre rvrittcn i¡ accord¡lce with guidafcè prcpfìÌèd by 'fnNNC^Rlì, It shall
ilclude, but is nof limited lor itll ¡:r<¡roscrl cotnoìunity/hcrâl(h cduc{tioD cvents icl¿rlcd trì
TENNtlrrføre; commuliiy/hcalf h cdLrcarion evcnts unrÈlalcd io 'lllNNdcrCarc; and a prlcc"^s
for cvaluflling lhc beDefils ofthc cvoDts.

2.3Cf .1.? 'l'hc ÇON'l RÂClOR shall sub¡ni( an ,4nnaùl (ionnunit¡t () tt^edth lìval .rlìÒ2, in a fon¡ral
sptcifìr:d by I'I¡NNCARE, of ils approvcd Annual Cornrnuni{y C)ulrc¡ch Flan no lfltcr Íh¡ìtì
nìncty (90) rlrlys.followiug the e[cl ()l'a cûlçrd.qr year,

Soctions 2.30,ú.5 and 2,30,6.ú shÐll be ¡n¡cndcd by dclding the rcfc¡'cnccs to '{honrcnrrkcr"
and 4hr)mcmakèt' s{:rviccs",

Sccfion 2.30.8.2 shâll bc dsletcd ând rcplàccd t¡s follows:

?.30.8,? The CON'I"R¡.CTOR shà!l s¡b¡llit. an n.r]w¡l P|ovidt Ct)tnpl¡onu \ûth Åccess Req irct cnls
Rcpüt'¡ tltt¡ sunrmarizes llìe CON'|R/tr.C]OR's moflilor¡ng ¿(rlivities, findiugs, and
ópportu itiÊs for irìrprovarnent rcgarding provider coruplirncc rlitlì applicablc acçcss

58.
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sla¡ìdards as l,ell ¡s an entcrgcnc.vlÇontirtgency plans in tlìt cvcnl that a largc ¡rrovidct, of
scrviccs collnpscs or is olhertvisc unâblc 1ô providc nocdcd scrviccs.'l'his reporl/¡rlan shall
âlso b¿ íìvâil¿blc upon rcqucsl, (Scç Seùr¡on 2. I l. t. 10.)

60. Scction 3.1() shall l¡c dclcfcrl and rcplaccd as trrllon,s:

3.r ü r>ÂY-Iì{)R.PËRFOnt\{,rNcD QtJÄLl]'y TNCEN'I'IVtÌ ÌAyMlìN',rS

3.10.1 G-cncr¡¡l

:ì.10,1.1 1-IiNN(l^lìn rvill tnakc iûcer)t¡\,c payrììcnls le lhe CON]'R,^CT'Otl in ¡ccordancc \vith this
Scc.tìon 3.10.

-ì.10.1.? lt rsuâDf to 4? CIìR 438.6. lhclôfâl 01âll payncnls nratlc to fhê CON'l'lìÁCTOll frrr a ycar
shall n01 excccd onc lllndrcd flnd fiys ¡)ercclll (I0-5%) ¡1'¿¡O¡¡ot¡)n p¿ìyrìents ltìadc io the
ÇONI'RACTOR.

.i.10.1.3 ln tho lirst y':iu fhat lhc irrccutivcs spccilìed il Scctiols 3.10.2 are available, lhc1¡trncarc
rcgiorral avcmgc ¡lËDlS scoré (as cîlc låfiid by'ruNNC^RB using rudÌted MCO IltìDlS
rcsulls) lor cach ol'tlÌe rnc¡surcs spccifìed in Scctions 3.10.? fór thc ìâst lull calendar year
prior to thc .\,ear lh8l lhe CON l'R^Ci OR hcgiln operatíng undcr lhis Agrecrnclìf $if| scrve iìs
rh¿ bnselire. lf corl¡rlcic 'linnCarc l-Iljt)lS dÍt¿l lbr lhcse rÍsasurcs is not availablc for ¡he
rcgiorì for lhc ycar prior to llìri ycûr thít the C-ON'I'RAC'I'OIì bcßan opcrflling uÛder rhis

^greetncnt. 
lhû¡ì tlìc lastycûr for which con)plelc dala is âvailable rvil/ scr.vc as thc b¡seliDc.

3.t0-1.4 lleghrrring on July l,2015. thn CûNI'Iì^CTOR shall bc cligiblc lor inccnfivcs in
i¡ccordarrcc with Section 3,10.4 belorv ¿nd the incèntives describcd in Sections LI0,2
and 3.10.3 shall no lorìger ûpply.

3.10.i.5 II NCQ nìdkcs changcs in any ofthc Íncasurcs selLttcd try TtiNNC ,lìll. ssch that v¿ìlid
cotnparisott fo pÌior years rvi,l nol be possiblc, 'lnNNCäRn, át its sole discrelion. nrây elec(
to eitltc¡ clinrinate lhc rìrL'tlsu¡ü lrom poy-!'or-pcr-fornancc ¡nccDlivc eligibilify or rcplacc it
rvith anolhcr rttcasurc.

3-10.? l>hysìcal l{e¡llh lIllDtS Mc¡surcs

3.10.2-l lleginning on July l. 2010, on .luly I ol' each ¡'ss¡ through July l, 2014, rhe
CON'IRACT'OR wì.ll Lre cligiblc lbr a $.03 I'MÎM paynrcn{. iÌpplied (o rnÞtìrber
nronths front the preceding calendar ycar, for each of the auditcd l.If:DlS ¡ìloûsercs
s¡cùified in Section ,ì.1Q.2.2 l¡etow (c¿ìlculâttrd lronr thc prèccdi¡tg calerrdar year's
data) for rvhich signiñcant itnprÒvc,ncnt hm been dentonstrated. 'ìhe
CON1RÂCTOT{'s I-lEDlS result for thc reportirrg period prior to lhe current reponing
pcriod lvill sc¡vc'as ülc basclinc. Signílicant irrrprovcrrer){ is dclined using NCIQÂ's
minirnum cffcc( sizc change me(ioclology (sec Section 3-10-5 hclo\ì,

3.10-2.? l,lcs¡rtivc pilyllrcnts rvill bc ov¿ilablc for thc folfówilg rrudired l-lEDl¡i lùùôsureJ:

1. 1 0.2-2. 1 I'lllA I C'l'csli¡ìg - Diabcte$ Dìca$urci

3I



Æà
"¡ ,T,.,/,1¡l":\:Íil

^nrcnJnìelt 
lr (cor)t.) \W

-ì.10.2.2.1 llh^lC ('ontrol - l)iahcrcs nrcasurc;

3- 10.2.2-3 i,l)l--C Screcni g t erforDrcd * Dr'abeles n)ê¡ìsurci

3.10.2.2.4,Adolùscent Wcll-Carc Visitsl

3. 10.2.f .5 Ilrs¡r.st Cíìnçcr Scrceniììl¡; i¡¡d

1.lQ.2.2.6 (hntrolling I'ligh llle.rod l)r'essurc.

3.10.2.i fro¡ llbAtC control. thc ¡cverse of (hc llËDlS rncnsurc (i-c- 100 nlinus tlìe p¡jrccntagc of
iutlividuals rv¡lh pÒorl]' collt¡ollcd llb.A ìC) rvili servc ss dre rncasurc for purposcs of riris
scrtíon.

l. I 0.3 llchaYior¡rl llc¡ìlth tìllDls Mcîsurcs

-1.10.3.1 lScginning on JLìly l, 2010, on Jt¡l.V I of ùach yc r lhrough Jul¡, 1, 3014, the
CON'l'lì^ClOlì will bo cligiblc lor r $.03 PMPM payn)cnt. ìpplied to urcnrber ¡nonllrs fror¡l
thc precedilg calcttdar year, lì)r cach ofthc following âudited ItEl)lS r':rcasurcs (calculalcd
I'rom the pr+ccdìng cnlcndar year's d{rta) for rvhich significant improvcrncnt b¡s bcen
dr:nlonstrated.'lhr: CON'|'R,{C'I'OR'S }lBDlS resulr lor rhe repûr¡ing pcljod pt.ior to rhr:
currcnl reÞorting period will scrve as lhe b¡seline. 'lb bc cligible lor inccnrive pdvììclìl for a
D¡çdsurc, thc CON lRAÇ-l'Ol{ must dcrnÕrrstrate signifieant ìmprovcurent l-or borh lâtcs
courprísing thc rttcasure. Signilìr)arìt irnl)ravcrDcnl is defincd using NCQA's ¡¡rirìiiììurn sflcct
sìzr changc urctlxxlology (sce Su:rion 3.10.5 bolorv).

3.10.3.2 Auditsd llËDl$ Mcãsu¡csr

3, 10.3,2, I 
^rìtidepres$ilnl 

Mçdicâtíorì N4{nageitìcuf i

3.10.3.2.2 Follorv-up Carc for Children ltc.scritrd ADIID McdisatiÒn: ùûd

3.10.3.2.3 lrollow'Up Aft{rl f lospilalizrtion l'or Mç tiìl IllDers.

3.10.4 HEDIS Me¡surts (Beginning July 1,2015)

3.10.4.1 On July I of cach ycâr, lhc CONIÌAC'IOR will be eligible for â $.03 PMI'M
paynìcnt, âpplicd to nreDllter nìontlìs liorn the plcceding calcndaÍ year. fbr cach of'tbe
audiled llliDllì measurc$ ;n accordancc wi(h Section 3.10.4.2 trclorv (calculntceì frorrr
tlie precccling calcndar ¡,ear's daL:r) for $4)ich significanl improvcment has been
delnoustrated. Sígnific¡rrt inrprovemenl is de fined r¡$ing NCQ^'s minimunr effecr
size cha¡rgc nlethodology (see Secrion 3. I0.5 below),

3.¡0.4,2 lrrccntive pay¡ìcnts rvill Llc av¡ilsblc for sclqctcd auditcd l{EDlS measurcs as delunìincd by
'ì'üNNCÀRË follorvíng lcvicw orrd analysis of'l.lËDlS plan-specifìc ratcs.

3.10.4.:.1 Beginning calendar ycar 2014, il z\ugu.st of each ycar 1lìNNCÁlì[ will notify the
CONTB¡\C]'OI( of fhç ¡rudi(sd llDÞlS ¡neasure s tftaf havc bccn sclcÒlod for
eligibility for fhe followirrg calendar ],eâr's Pay-Ëor'Perforrnance Quality lncenr¡ve
Measures in cuch region for \,ç4rich thr CON'I'RACI'OI{ scrves"



.@"

6I. Sccf¡OrrÄ 3.Il.J throrßh 3.11.5 shall bc rlclctcd and rcphccd as follows:

i.l L3 MFP incarltivc palrìrerlfs pcrtaininß to bcnch¡ìrafk #l shall bc payablc rvithin sixly (ó0) <tays lbtlorving
tho ç¡d of c¿ch calcfldnr qunrler for activitics ¡crl"onìcd durins llts quíìricr-

3.11.4 ]'lìc MFP inccntivc payltrc,ìts polainilìg lo benchnrark #s 3-5 (which shall dcpondon thc lolil¡ nunrberol
[lcse benchnlarks tvhich tha CON'l'ltACI Olt. nìcets or cxcceds) shall bo p.lyablu \rithir sixfy ((r0) tl¡)¡s
fbllorving lhe end ol'cûch c¡rlcod.rr year lor tctivit¡os pêlfonncd during lhe ye r,

3.11.-5 
^¡ry.¡(di1¡onaì 

I\'IFP inccntive pa)îìcnl lcl1åirìûìg to achievcmcnt ol' bc¡rcl¡¡r¡ark ,12, which ¡hall rclìcct
the difl¡rcnce hctlvceD fhc tolel incenlivc plryrìcnt duc lhc CONI'R^C'I OIì for bcnch¡narks #s l-5 ¡nd
thc i'lccltlivc paynlcnt ¡ìlrc{dy nrâde ìrì Scctiorì 3. I I .4 alrcve (scc Section 3.1 I ,2), shall bc dus lìy Ât¡glt$t
3llbllowing lhc closc of llìc calendar ycar 10 perùrit adcquale lirìrc for irJìy lag in cluirns arìd cncounrcr
subDtissìon.

62, Scction 3.13 shall hc amcndcd by adding lhe phrase "for all paymcnls receivcd rndor this
Agrecnrcn t" a.s folklvs:

3.13 IiMO |Ì.¡{YMENT T,lX

1lìc CONl'RACllOl( sball trc rcsponsible lìrr payrncnt ola¡;pìicablc faxes lor all p¡tylncrrt$ rec¿ivcd u¡ulcr
This Agrcerlcnt pursuíIrt lo l'C. 

^ 
56-32-124- ln the êvcnl thc rlÒuttt du(l pursuânt to 'lìC^ -56.32-124 is

incrcascd during ths (crm ol lhis Agrcclrìerì|. lhc pâynìeDls 10 thc CONII'RÂCTOR sh¿ll bc incrcascr! [r¡'
õn. arnount cqual to the incrcesè in fhe arnount duc by fhc CONTR^C l'OR.

^nìcrìdDr!'nt 
l5 (co¡f,)

:i.10.¡.2.: 'ì'hc ¡nnual nôlíficaticìn rvill ¡dr,ìsc the CON'l'llACìlOIì ol lht spcci{ìr.s tlìdt t'l;NNC^lìtt
tvill use lo delcrntine cligib¡lity f'or lhe Pay-For-Pcrftnnance Quality lncentive froynrcnts.

3.10.5 NCQA MirìiuruÌr liffcct Sil¡ Chalgc Mclhodology

'lhct NCQ"A rninintum clf'ccl sizc changc tnclhodolo$/ is ¿s [ollorvs;

'.. ìqàsgllle.ßatq .. i'r,. .: l

o-'!? 
'6lr-14 I

75-84 l

85-9¡ l

93-9(, :

q1-9$ 
ì

tølruru'¡1.t{te¡iÇ!?f1,¡,. .. r.:¡ ¡ ¡, ' ,. l

^l 
lcasl iì.ó |lc¡!-crìlûgr'Poit¡t chilng(

41 1"1111!jl"gtctltr-s9,poiil!,çll¡lg9 l

ål rTtt 1 1 t]919.'n!$9 q9l1! fì!!gt l

Ài r..it 
" 
i p.ì*"r;-e" p;¡¡! 511;¡q; i

Á1r$¡!1.?.!{-q9llt89Ug-itUtlugt l

^! 
lgfll.1]Iry-.ltl¡,se sgitìI.9$n8ú l



ÅnìcJìdrììcDt 1,5 {cùrtl,)

(r3. Sectkrn 3 slr¡ll bc amcndcd lly adding a nt¡rv Scctit¡n 3.15 as follous and rcnrrnrbcring thc
|'cr¡ìåin it g Section ¡tccortlingly, inclutling rrny rcf'ûrenccs l lìcrcfo.

3.ls PÄYM¡tNl' lr()lì DIS'tIllBU'l'lON 't() 'I'ltNNC/tI{lì'S PlìM

-'¡,15-l i ENNC^lìlì sh¡ll rn kc ä p¿rlrrùent fo lììe CìON'I l{¡{CIOR in rr) afirourìt cqual 10 thc iüvoicc thât is
hillcd to fhe CONIIì^CIÐR by rhÈ Ìtnocirrc PtìÌr4,'ì'hs CON'IììACI Olì shall mrkc payruc.rìl lo rlìc
'I'ennCarc lìllM no l¡l¿¡ tlìârì tlÌc ljridiì', follo$,irg ¡ecicÞl of'thi] püyûrcnl fronl 't'ljNNC,ARlj uDlc-s¡^

cxlclded [)),]tiNNC,4R[: drrc lo unforcscc¡r çircurnslarìces or bank holidiç'.". 'fhis paymc¡t ¡s rìot
consídcrcd û paí ol'thc CON'IRAC]'OII's c l)itiltior p¿ryrnent íÌnd shall ¡ol lre soli0cl 1() thc rvilhlKrld
dsscribed ir Sccliùì 3,9 of fhis 

^ 
{lirce me¡rt,

64, Scction 4,.T.10 sÙ¡ll l¡c dolefed ârrd rcl)l¡rcc(l ls follr¡¡'sr

'1.3. t0 42 tj.s_Ç. { tfJl]ó.

lr5. 'l'hc Progrlm lssuc ir¡ [,cr,cl r\.17 of Scction 4.2[.2.2.7 shall be anrcndcd by delcting
"horncmakcr,".

6ú. Thc l>rogrrnr Issuc in Lcvcl l].21 ()f Sccfion 4.20.2.2.7 shâll bo mcndcd by addirg the
followirrg rcfcrßr¡ccs: '(2,9.6,2.3.4(4\,2,9.ó,5. L t, 2.9,6.9.2.1.2,2.9,6.9.J, r\ùd 2.24.4.7.1,

67, Atlachmcllt III shull bc ¿nrendcrl l)y dclcling ¡n{l replàcing thc last bullct ¡roint bcforc thc
final 2 parugra¡rhs âs follo$s:

. 
^ll 

othcr scrvicês ¡ìôt spccilied hcre shall uìcfl thc u-suâl ând custÒnrary stândards for llìc c(xììnùÍìily Ès

dctcrrrrinctl hy 'l IìNNCr\lìli.

ó8. AtfÀchmcnt V sh¡ll bc anrendcrl b1, tlclcting and r*placing ¡l¡4 (ìçqgr¿phic Acccss
Iìcquircnlcnl for l'sychiatric lnpafient llospitrl Servicc.s âs follolvri:

Atfachucnt VIll sh¡rll bc anrendcd by dclciing and replacing lfenr t06, ãdding { ncw 107 ¡s
follouç and rcnumfurring thc rçnraining Ilenrs accor<lingl.t "

Annual Colllmunity Outrcíìch PIaB {sce Scclion 2^30.3- I )

l\nDual Côrlì¡nunity Oùfrcach Êvàlu¿ìfioD (scc Section 2.30.3.2)

69.

t06_

107.

Psychiâtric lnpâlicnl llo$pif âl
Scrvices

4 hours (erÌÌcrßeÌcy
involuntary)/?4 houLs
( invol untary )i24 hot¡rs

'liâvel dislâDcc docs Dó1 cxcilcd
milcs for ¡l lcast 907<r ofnrcrnbers



,r@"

N,,t
L,I,
ñ¡4tP'>

7L

^Ùrendûìçltt 
l5 (c0llt,]

Sccfio¡¡ 2.12,9 shall be nnrendcd by arlrting n nëly S(octíoll 2,12.9,ó0 and rcnuruberilg (hc
rcm:ìiû¡ng Scction nccorrlirrgly, inclutf ¡ng rny rofèrcnccs thclolo,

2.12.9.60 Sl)ocif), ìn ¡rpplìÇnblc providÈr ¡lgictlìents tllat åll pÌovid¿ß who participð(c ¡rt thc fcclùrrl
3408 prog,runr ¡;ívc TennCnrc MCOs the bcrrcfìt of340B pricing;



Anìcrìdurcnt l5 (cQ,ìt.)

.A ll of tlìe provisions ol'thc o¡ Ìt',¡nûl AgñJêrDcrìt rìot spccifically dclctod or r¡orlill'ed lrercirr shnll ¡t¡n¡in in fi¡ll forcc
n¡ìd ùftòct. Unlcss ¡ provisior¡ cort¡rircd irì lllis Ànreudn¡cnt sl)ccilic¡ìlly irdi{ìfllc$ r differcnl cffcctívc dalc, for'
pur'¡xrses of lIe provìriior¡s c.onlnincd hcrcin, ll¡is rlne¡rdmcrtl slì{¡l be{olnc clfqcl¡vc Juue l, 2013.

thc sln(e is nol bound by llris 
^ìrßn(lnrÈlrf 

u {il ìl is sígrìcd by lho contr¡ìcl Urr(ies qDd approvcd hy appronrialc
officials i¡r nccordrnse with lpplìcable Tcnncsscc larvs a{rd teßulâliols (dcpcndirg uÞorì lhc spccifica {)f lhis
Âgrccurcnr, said olììcials Iray inclLrdc, but aro o0t lirnitcd ro, lhc Comuri$siÒncr of Firìârìùc flrd AdrDilrislrâlion, thc
Conìll]issioner of IlurnÂfl llcsourccs, ûrd lllc Conìptroller ofthe Trcnsury),

'lhc CYJN'm^CrOR, by sierìrturc of f his ,lnrúIdnrcÌìt, hcrotry affirnri thôl thìs 
^mc¡rd¡rìcof 

hL,i lrot b!.¡rn ûllcrcd
nrrd thercforc rc¡rc"scnts thc ídcnlical docurncnt thrl rv0s sent to the CONTI{AC'rOR by 'fENNC^RË.

¡N Wl'lN¡ìSS WflllR[iO¡r, flìa lirrliës havc by tlrcir duly aldìor¡z¡d r'{lpri]sçllfôlivcs sel llreit siBnotures.

glÌtTE oF'rENNßSSnn
DriP^tì:l'Mlt¡{r' o¡r FINÀNc¡)
AND ADI\I TNI{iTIIÀTION

ce,slþo
nY, ø.1 //.Ç-L,/,, - 

bl.\.-

Mûù ìJnú?$
C.)ûnnlss¡ruet

DATE: çfl{/26(\

^ 
MÌtucR()In,'rrrNNassED, rNc.-"" V"'çu", -=4?2r.,.-- t.l7

Pr.'!il(lcül a rf ChieÍIi^.( Iltpc OII¡Cú U

¡*rr.: 4u2'/3 
-



GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

Í120 Sixth Avenue, North - 8th Floor
NASHVILLE, TENNESSEE 37 243. OO57

615-7 41-2564

Sen. Bill Ketron, Chairman
Senators

Douglas Henry Reginald Tate
Brian Kelsey Ken Yager
Steve Southerland
Randy McNally. cx officio
Lt. Governor Ron Ramsey, ex officio

TO:

FROM:

DATE:

Rep. Mark rilhite, Vice'Chairman
Representatives

Charles Cnrtiss Pat Marsh
Jelemy Faison Mark Pody
Brencla Gilmore David Shepard
Matthew Hill Tim Wirgua
Charles Sargent, ex officio

Speaker Beth Harwell, ex officio

MEMORANDUM
Jessica Robertson, Chief Procurement Officer
Department of General Services 

\

Senator Bill Ketron, Chairman 
- 
$þ *Hd

Representative Mark White, Vice-Chairman \- \

February 5,2013

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting 214lL3)

RFS# 318.66-052-07 (Edison # 29718)
Department: Finance and Administration
Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: AMERIGROUP Tennessee, Inc.
Summary: The vendor is responsible for physical and behavioral health
services for TennCare enrollees in the Middle Tennessee region. The
proposed amendment adds language requested by CMS regarding the
Primary Care Rate Bump Final Rule as required by the Affordable Care
Act.
Current maximum liability: $6,139,826,091
Proposed maximum liability: $6,139,826,091

After review, the Fiscal Review Committee voted to recommend approval of the
contract amendment.

cc: The Honorable Darin Gordon, Deputy Commissioner























































CONTRACT SUMMARY SHEET

F4.07-16936-14

Þ€partmÈñt of F¡nancB ånd 
^dmfn¡$lration

v. Edlåôn vêndor ü0o0o0r rß5

lJo.vls¡9Tf thY:T1,ald B9lavioral Heallh serv¡9es toi@

Dêcombe¡ 31, 2014

Contra€lor's Fofm W.9 ls on fih ln Account!

$ 253,6ô7.718.0rJ

$ 56f.764.142.00
748,157.01 t.oo

054,457"8t 1.o0
322,291.70?.00

63't.717,314_00

¡ 2,0r 3,327,041,00

Câsoy Dungan 507€482

74t.157.0t LOû

g$a,,r57,6t Loo

s 9&r.457.611.m

95{.¡57.611.00

rrkrorivdtÉdvùl¡Cad-



AMIINI)MtrNT NTJMI}T]Iì I 4
MIDDLIÌ G Iì,ÄND RIìGION

CONTIUICTOIì IìISK,{GRIIII,MI'N1'
ut,lTwt iN

ï tIIl s't'A]'n ()Ir TDNNttSSIttì,
<l.lt.¡, TIINNCARE

ANI)

^MItRl(ìlì.OtJP 
TRNNDSSI,IB, tNC.

(lONïlì.AC*f NUMIIIifì: FÂ- 07,16936-00

Ilor and in otltlsidclalion ol fhc rìtìlt¡âl prorrriscs hcrcin contrìirìcd ând othcr g,ood ûnd v¿rlrìâl)le co¡side¡atiou. lllc
rccciPf alìd stllficicnc.y ofwhich is hctcby acknorvlcdgcd, thc partics a¡llcc to clàrify antl/or anrcucl thc Contractor
llisk Agrccrncnt (Cllì,A) by arrd bctweerl thc Statc of'l'erìnessec ì-cirn(ìare tlurcau, he¡cinafìcr rcli:r'¡ccl l<¡ as'l'llNNC^l{ll, a'd NAMli, ht¡rcinafìcr r.cfèr.r.cd to as tlìc CON I'R^C'I.OIì as spo.ificd be Iolv.

'l'illcs and nt¡nrbcrirìg ol paragmphs uscd hercin are lìn thc pLrrpose of fìrcilitating use of [cf'crcrìcc only ancl sltall
nol bc oonstr'!ìcd te itìfct ¿t contrítctu¡ìj colìsttr¡ction of languagc.

l. Scction 2.13.8 shall be dcletcd altl r.cplaccd as folkrws:

2,13.8 Mc(ticâid Pâytncnf for Priùtary Carc

2 li 8 l ln accordancc with tho l)aticrìt Protection ancl Affordable Carc Act ol20l0 (The Âfforclahlc
Cafc 

^ct), 
for calendar, ycars 2l)13 ,àt\C, 2014, the CjON.l'lìAC.I.OR shall rnakc payrnents fbr

cer¡ain prin)aly care setviccs (as dcscribcd by CMS) an<l firìished by prirnar.y care pr¡vicle¡s
(as desctibecl by CMS) irt ân alrouìrl lhût has been dctcnrine(.Ì try CMS, Payuie¡rs ancl
ÌcÞorlirìg as rcquitecl by this Scction 2,13,8 shall be eflcclivc for dalcs ofsc¡.vice lrcginning
JanLlaty I,2013. ShoÌ¡¡(l relloâctive paynlents be flcccssary clue to thc tjming of thc'
itnplenenlât¡on of this tcquilcmerrl. thc CON'l'RACTOR slrall rnakc adjustmcnts fo
pteviously paicl cìaìrns lbr the cnhanccd pâyrÌrcnt to eligiblc Irrinìary care proviclcrs without
¡ny cflbrf fì.o¡n lhe ¡lovidcr..

2.13.82 In addilion lo thc routirìc clainrs paynrcnt rcports rcquirecl by tlì¡s ztrgreenìctìt, thc
CONIIì^C'IOR shâl¡ r'eporl to |ENNC,AI{Li any infìula¿ion rclated to this lcquircnrcrrt i¡ a
lìlllnal describcd by TENNCAIIE. 

^t 
a rni'rirrurìr, thc rcpoìts shall 6e sûlficìent to

accorìplish thc lbllorving:

2.13.8 2.1 Sultnlit 2009 payrrent dflt¿r or1 prin'rary carr: servicas which qLralìfy for, paynrcnt under this
Ir.rìc;

2.13.8.2,2 AssL¡lc payl¡cnts maclc to specificd plinrary care ¡rlovidcrs arc at the tìlinilurxlt Mcdic¿re
pritnaty care Pâylìtelìt levcls as |equired by 42 CFR 447, subpart C. I'his includcs 1ha
¿lssltrance thal cligìblc p|ovìders Ieccive dircct and fì.¡ll lìcnefit of tlìe payn]cnt inc¡ease ftl.
cach oIthe ptintary catc scrvices specificd in thc linal rulc ilnpicrnenting this section ol"l'he

^fford¿lble 
Cìarc -Act rcgardlcss of wlrelher thc provider is paid dircctly ot throtìgh a c¿lpilatcd

alrangerrrent;



^ 
meDdrnent l4

2.13.11.2.1 sLrbnit aÙy docU¡ entatiorì to TDNNCAIìl:1, suflìcìcnr to cnal)lc 'l l.lNNcA RI:i ¡¡rd crMs ro
ensurc thal l)rovìdcr pay¡ncnts i¡lc¡.c¡se ¿s r.ei¡uircd by 42 Clìlì 4 jlt.6(cx5)(viXA) arc Dlacjc
and to adeqlratcly (loctloìct1l cxpenditulcs cligiblc fìn 100% lrFP artd to supÞort all ¡rLrdit ,r¡
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GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
F'ISCAL REVIEW COMMITTEE

320 Sixth Avenue, North - 8th Floor
NASHVILLE, TENNESSEE 37 243- OO57

615-7 4t-2564

Sen. Bill Ketron, Chairman
Senators

Douglas Henry Reginald Tate
Brian Kelsey Ken Yagel
Eric Stewart
Randy McNally, ex officio
Lt. Governor Ron Ramsey, ex officio

TO:

FROM:

DATE:

Rep. Curtis Johnson, Vice-Chairman
Representatives

Tommie Brown
Jim Coley
Charles Curtiss
Johnny Shaw

David Shepard
Tony Shipley
Curry Todd
Mark White

Clrarles Sargent, ex officio
Speaker Beth Harwell, ex officio

MEMORANDUM

Jessica Robertson, Chief Procurement Officer
Department of General Services

Senator Bill Ketron, Chairman
Representative Curtis Johnson,

November 27,2012

SUBJECT: Contract Comments
(Fiscal Review Committee Meeting lllz$|^2)

RFS# 318.66-052 (Edison # 297L8)
Department: Finance and Administration
Division: Health Care Finance and Administration/Bureau of TennCare
Vendor: AMERIGROUP Tennessee, fnc.
Summary: The vendor is responsible for physical and behavioral health
services for TennCare enrollees in the Middle Tennessee region. The
proposed amendment provides critical updates and clarifrcations to
ensure optimal performance; updates capitation rates; and increases
maximum liability by $95+,¿57,GII.
Current maximum liability: 95,185,8G8,480
Proposed maximum liability: $6,1Bg,BZG,0g1

After review, the Fiscal Review Committee voted to recommend approval of the
contract amendment.

cc: The Honorable Darin Gordon, Deputy Commissioner
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AMENDMENT NUMBER 4 
 

CONTRACTOR RISK AGREEMENT 
BETWEEN 

THE STATE OF TENNESSEE, 
d.b.a. TENNCARE 

AND 
AMERIGROUP TENNESSEE, INC. 

 
 

CONTRACT NUMBER:  FA- 07-16936-00   
 
 

For and in consideration of the mutual promises herein contained and other good and valuable 
consideration, the receipt and sufficiency of which is hereby acknowledged, the parties agree to clarify 
and/or amend the Contractor Risk Agreement (CRA) by and between the State of Tennessee TennCare 
Bureau, hereinafter referred to as TENNCARE, and AMERIGROUP TENNESSEE, INC., hereinafter 
referred to as the CONTRACTOR as specified below. 
 
Titles and numbering of paragraphs used herein are for the purpose of facilitating use of reference only 
and shall not be construed to infer a contractual construction of language. 
 
1. The preamble shall be amended to add references to long-term care services and 

delete references to “State Onlys and Judicials” and shall read as follows: 
 

This Agreement is entered into by and between THE STATE OF TENNESSEE, 
hereinafter referred to as “TENNCARE” or “State” and AMERIGROUP, Tennessee, 
Inc., hereinafter referred to as “the CONTRACTOR”.  
 
 WHEREAS, the purpose of this Agreement is to assure the provision of quality 
physical health, behavioral health, and long-term care services while controlling the costs 
of such services; 
 
 WHEREAS, consistent with waivers granted by the Centers for Medicare & 
Medicaid Services, U.S. Department of Health and Human Services, the State of 
Tennessee has been granted the authority to pay a monthly prepaid capitated payment 
amount to Health Maintenance Organizations (HMOs), referred to as Managed Care 
Organizations or MCOs, for rendering or arranging necessary physical health, behavioral 
health, and long-term care services to persons who are enrolled in Tennessee’s TennCare 
program; 
 
 WHEREAS, the Tennessee Department of Finance and Administration is the 
state agency responsible for administration of the TennCare program and is authorized to 
contract with MCOs for the purpose of providing the services specified herein for the 
benefit of persons who are eligible for and are enrolled in the TennCare program; and 
 
 WHEREAS, the CONTRACTOR is a Managed Care Organization as described 
in the 42 CFR Part 438, is licensed to operate as an HMO in the State of Tennessee, has 
met additional qualifications established by the State, is capable of providing or arranging 
for the provision of covered services to persons who are enrolled in the TennCare 
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program for whom it has received prepayment, is engaged in said business, and is willing 
to do so upon and subject to the terms and conditions hereof; 

 
NOW, THEREFORE, in consideration of the mutual promises contained herein the 
parties have agreed and do hereby enter into this Agreement according to the provisions 
set forth herein: 

 
2. Section 1 shall be deleted in its entirety and replaced with the following: 
 
SECTION 1 - DEFINITIONS, ACRONYMS, AND ABBREVIATIONS 
 
The terms used in this Agreement shall be given the meaning used in TennCare rules and 
regulations. However, the following terms when used in this Agreement, shall be construed 
and/or interpreted as follows, unless the context expressly requires a different construction and/or 
interpretation. In the event of a conflict in language between these Definitions, Attachments, and 
other Sections of this Agreement, the specific language in Sections 2 through 4 of this Agreement 
shall govern. 
 
Administrative Cost – All costs to the CONTRACTOR related to the administration of this 
Agreement that are non-medical in nature including, but not limited to:  

 
1. Meeting general requirements in Section 2.2; 
 
2. Enrollment and disenrollment in accordance with Section 2.4 and 2.5; 

 
3. Additional services and use of incentives in Section 2.6.6; 

 
4. Health education and outreach in Section 2.7.4; 

 
5. Meeting requirements for coordination of services specified in Section 2.9, including care 

coordination for CHOICES members and the CONTRACTOR’s electronic visit 
verification system except as otherwise provided in Section 3; 

 
6. Establishing and maintaining a provider network in accordance with the requirements 

specified in Section 2.11, Attachments III, IV and V; 
 

7. Utilization Management as specified in Section 2.14; 
 

8. Quality Management and Quality Improvement activities as specified in Section 2.15;  
 

9. Production and distribution of Member Materials as specified in Section 2.17;  
 

10. Customer service requirements in Section 2.18; 
 
11. Complaint and appeals processing and resolution in accordance with Section 2.19; 

 
12. Determination of recoveries from third party liability resources in accordance with Section 

2.21.4;  
 

13. Claims Processing in accordance with Section 2.22; 
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14. Maintenance and operation of Information Systems in accordance with Section 2.23; 

 
15. Personnel requirements in Section 2.29; 

 
16. Production and submission of required reports as specified in Section 2.30;  

 
17. Administration of this Agreement in accordance with policies and procedures;  

 
18. All other Administration and Management responsibilities as specified in Attachments II 

through IX and Sections 2.20, 2.21, 2.24, 2.25, 2.26, 2.27, and 2.28; 
 

19. Premium tax; and 
 

20. Costs of subcontractors engaged solely to perform a non-medical administrative function 
for the CONTRACTOR specifically related to securing or fulfilling the 
CONTRACTOR’s obligations to TENNCARE under the terms of this Agreement (e.g., 
claims processing) are considered to be an “administrative cost”. 
 

Adult Protective Services (APS) –  An office within the Tennessee Department of Human 
Services that investigates reports of abuse, neglect (including self-neglect) or financial 
exploitation of vulnerable adults. APS staff assess the need for protective services and provide 
services to reduce the identified risk to the adult. 

Adverse Action – Any action taken by the CONTRACTOR to deny, reduce, terminate, delay or 
suspend a covered service as well as any other acts or omissions of the CONTRACTOR which 
impair the quality, timeliness or availability of such benefits.  
 
Affiliate – Any person, firm, corporation (including, without limitation, service corporation and 
professional corporation), partnership (including, without limitation, general partnership, limited 
partnership and limited liability partnership), limited liability company, joint venture, business 
trust, association or other entity or organization that now or in the future directly or indirectly 
controls, is controlled by, or is under common control with the CONTRACTOR.   
 
Appeal Procedure – The process to resolve an enrollee’s right to contest verbally or in writing, 
any adverse action taken by the CONTRACTOR to deny, reduce, terminate, delay, or suspend a 
covered service as well as any other acts or omissions of the CONTRACTOR which impair the 
quality, timeliness or availability of such benefits. The appeal procedure shall be governed by 
TennCare rules and regulations and any and all applicable court orders and consent decrees.  
 
Area Agency on Aging and Disability (AAAD) – The agency designated by the Tennessee 
Commission on Aging and Disability (TCAD) to develop and administer a comprehensive and 
coordinated community based system in, or serving, a defined planning and service area. 
 
At-Risk –  As it relates to the CHOICES program, SSI eligible adults age sixty-five (65) and 
older or age twenty-one (21) or older with physical disabilities, who do not meet the established 
level of care criteria for nursing facility services, but have a lesser number or level of functional 
deficits in activities of daily living as defined in TennCare rules and regulations, such that, in the 
absence of the provision of a moderate level of home and community based services, the 
individual’s condition and/or ability to continue living in the community will likely deteriorate, 
resulting in the need for more expensive institutional placement. 
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Base Capitation Rate – The amount established by TENNCARE pursuant to the methodology 
described in Section 3 of this Agreement as compensation for the provision of all covered 
services except for behavioral services for Priority enrollees. 
 
Behavioral Health Assessment – Procedures used to diagnose mental health or substance abuse 
conditions and determine treatment plans.  
 
Behavioral Health Services – Mental health and/or substance abuse services.  
 
Benefits – The package of health care services, including physical health, behavioral health, and 
long-term care services, that define the covered services available to TennCare enrollees enrolled 
in the CONTRACTOR’s MCO pursuant to this Agreement.  
 
Bureau of TennCare – The division of the Tennessee Department of Finance and Administration 
(the single state Medicaid agency) that administers the TennCare program. For the purposes of 
this Agreement, Bureau of TennCare shall mean the State of Tennessee and its representatives. 
 
Business Day – Monday through Friday, except for State of Tennessee holidays. 
 
CAHPS (Consumer Assessment of Healthcare Providers and Systems) – A comprehensive and 
evolving family of surveys that ask consumers and patients to evaluate various aspects of health 
care. 
 
Capitation Payment – The fee that is paid by TENNCARE to the CONTRACTOR for each 
member covered by this Agreement. The CONTRACTOR is at financial risk as specified in 
Section 3 of this Agreement for the payment of services incurred in excess of the amount of the 
capitation payment. “Capitation Payment” includes Base Capitation Rate payments and Priority 
Add-on rate payments, unless otherwise specified. 
 
Capitation Rate – The amount established by TENNCARE pursuant to the methodology 
described in Section 3 of this Agreement, including the base capitation rates and priority add-on 
rate. 
 
Care Coordinator – The individual who has primary responsibility for performance of care 
coordination activities for a CHOICES member as specified in this Agreement and meets the 
qualifications specified in Section 2.9.6.  
 
Care Coordination Team – If an MCO elects to use a care coordination team, the care 
coordination team shall consist of a care coordinator and specific other persons with relevant 
expertise and experience who are assigned to support the care coordinator in the performance of 
care coordination activities for a CHOICES member as specified in this Agreement and in 
accordance with Section 2.9.6.   
 
Care Coordination Unit – A specific group of staff within the MCO’s organization dedicated to 
CHOICES that is comprised of care coordinators and care coordinator supervisors and which may 
also include care coordination teams. 
 
Caregiver – For purposes of CHOICES, a person who is (a) a family member or is unrelated to 
the member but has a close, personal relationship with the member and (b) routinely involved in 
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providing unpaid support and assistance to the member. A caregiver may be also designated by 
the member as a representative for CHOICES or for consumer direction of HCBS.  
 
CEA – Cost Effective Alternative (see Section 2.6.5 of this Agreement). 
 
Centers of Excellence (COE) for AIDS – Integrated networks designated by the State as able to 
provide a standardized and coordinated delivery system encompassing a range of services needed 
by TennCare enrollees with HIV or AIDS.  
 
Centers of Excellence (COE) for Behavioral Health – COEs that provide a limited range of direct 
services to children in and at risk for state custody (i.e., not just DCS children/youth). These 
services are to augment the existing service system. Therefore, COEs for Behavioral Health 
typically only provide services where there is sufficient complexity in the case to warrant the 
COE for Behavioral Health resources and/or all other means to provide the service in the 
TennCare network have been exhausted.  
 
CFR – Code of Federal Regulations. 
 
Child Protective Services (CPS) – A program division of the Tennessee Department of Children’s 
Services whose purpose is to investigate allegations of child abuse and neglect and provide and 
arrange preventive, supportive, and supplementary services. 
 
CHOICES Group (Group) – One of the three groups of TennCare enrollees who are enrolled in 
CHOICES. There are three CHOICES groups: 
 

1. Group 1 
Medicaid enrollees of all ages who are receiving Medicaid-reimbursed care in a nursing 

facility.  
 

2. Group 2 
Persons age sixty-five (65) and older and adults age twenty-one (21) and older with 
physical disabilities who meet the nursing facility level of care, who qualify for TennCare 
either as SSI recipients or as members of the CHOICES 217-Like HCBS Group, and who 
need and are receiving HCBS as an alternative to nursing facility care. The CHOICES 
217-Like HCBS Group includes persons who could have been eligible under 42 CFR 
435.217 had the state continued its 1915(c) HCBS waiver for elders and/or persons with 
physical disabilities. TENNCARE has the discretion to apply an enrollment target to this 
group, as described in TennCare rules and regulations. 
 

3. Group 3 
Persons age sixty-five (65) and older and adults age twenty-one (21) and older with 
physical disabilities who qualify for TennCare as SSI recipients, who do not meet the 
nursing facility level of care, but who, in the absence of HCBS, are “at-risk” for nursing 
facility care, as defined by the State. TENNCARE has the discretion to apply an 
enrollment target to this group, as described in TennCare rules and regulations. Group 3 
will not be included in CHOICES on the date of CHOICES implementation. 
TENNCARE intends to include CHOICES Group 3 on January 1, 2011. TENNCARE 
will notify the CONTRACTOR at least sixty (60) days prior to the proposed date for 
including Group 3 in CHOICES. As of the date specified in that notice, the 
CONTRACTOR shall accept members in CHOICES Group 3 and shall implement all of 
the requirements in this Agreement that are applicable to CHOICES Group 3.   
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CHOICES Implementation Date – The date, as determined by TENNCARE, when the 
CONTRACTOR shall begin providing long-term care services to CHOICES members. 
 
CHOICES Member – A member who has been enrolled by TENNCARE into CHOICES. 
 
Clean Claim – A claim received by the CONTRACTOR for adjudication that requires no further 
information, adjustment, or alteration by the provider of the services in order to be processed and 
paid by the CONTRACTOR. 
 
Clinical Practice Guidelines – Systematically developed tools or standardized specifications for 
care to assist practitioners and patient decisions about appropriate care for specific clinical 
circumstances. Such guidelines are typically developed through a formal process and are based on 
authoritative sources that include clinical literature and expert consensus.  
 
Clinically Related Group 1: Severely and/or Persistently Mentally Ill (SPMI) – Persons in this 
group are 18 years or older with a valid DSM-IV-TR (and subsequent revisions) diagnosis 
excluding substance use disorders, developmental disorders or V-codes. They are recently 
severely impaired and the duration of their severe impairment totals six months or longer of the 
past year.  

 
Clinically Related Group 2: Persons with Severe Mental  Illness (SMI) – Persons in this group are 
18 years or older with a valid DSM-IV-TR (and subsequent revisions) diagnosis excluding 
substance use disorders, developmental disorders or V-codes. Persons in this group are recently 
severely impaired and the duration of their severe impairment totals less than six months of the 
past year.  

 
Clinically Related Group 3: Persons who are Formerly Severely Impaired – Persons in this group 
are 18 years or older with a valid DSM-IV-TR (and subsequent revisions) diagnosis excluding 
substance use disorders, developmental disorders or V-codes. Persons in this group are not 
recently severely impaired but have been severely impaired in the past and need services to 
prevent relapse.  

 
Clinically Related Group 4: Persons with Mild or Moderate Mental Disorders – Persons in this 
group are 18 years or older with a valid DSM-IV-TR (and subsequent revisions) diagnosis 
excluding substance use disorders, developmental disorders or V-codes. Persons in this group are 
not recently severely impaired and are either not formerly severely impaired or are formerly 
severely impaired but do not need services to prevent relapse.  

 
Clinically Related Group 5: Persons who are not in clinically related groups 1-4 as a result of 
their diagnosis – Persons in this group are 18 years or older diagnosed with DSM-IV-TR (and 
subsequent revisions) substance use disorders, developmental disorders or V-codes only.  
 
CMS – Centers for Medicare & Medicaid Services. 
 
Community-Based Residential Alternatives to Institutional Care (Community-Based Residential 
Alternatives) – Residential services that offer a cost-effective, community-based alternative to 
nursing facility care for persons who are elderly and/or adults with physical disabilities. This 
includes, but is not limited to, assisted care living facilities, adult care homes, and companion 
care. 
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Complaint – A written or verbal expression of dissatisfaction from a member about an action 
taken by the CONTRACTOR or service provider other than an adverse action. The 
CONTRACTOR shall not treat anything as a complaint that falls within the definition of adverse 
action.  
 
Contract Provider – A provider that is employed by or has signed a provider agreement with the 
CONTRACTOR to provide covered services. 
 
Consumer – Except when used regarding consumer direction of HCBS, an individual who uses a 
mental health or substance abuse service. 
 
Consumer-Directed Worker (Worker) – An individual who has been hired by a CHOICES 
member participating in consumer direction of HCBS or his/her representative to provide one or 
more eligible HCBS to the member. Worker does not include an employee of an agency that is 
being paid by an MCO to provide HCBS to the member. 
 
Consumer Direction of HCBS – The opportunity for a CHOICES member assessed to need 
specified types of HCBS including attendant care, personal care, homemaker, in-home respite, 
companion care and/or any other service specified in TennCare rules and regulations as available 
for consumer direction to elect to direct and manage (or to have a representative direct and 
manage) certain aspects of the provision of such services—primarily, the hiring, firing, and day-
to-day supervision of consumer-directed workers delivering the needed service(s). 
 
Cost Neutrality Cap – The requirement that the cost of providing care to a member in CHOICES 
Group 2, including HCBS, home health, and private duty nursing, shall not exceed the cost of 
providing nursing facility services to the member, as determined in accordance with TennCare 
policy. 
 
Covered Services – See Benefits. 
 
CRA – Contractor Risk Agreement; also referred to as “Agreement.” 
 
CRG (Clinically Related Group) – Defining and classifying consumers 18 years or older into 
clinically related groups involves diagnosis, the severity of functional impairment, the duration of 
severe functional impairment, and the need for services to prevent relapse. Based on these 
criteria, there are five clinically related groups: 
 

Group 1 - Persons with Severe and Persistent Mental Illness (SPMI)  
 
Group 2 - Persons with Severe Mental Illness (SMI) 
 
Group 3 - Persons who were Formerly Severely Impaired and need services to prevent 

relapse 
 
Group 4 - Persons with Mild or Moderate Mental Disorder 
 
Group 5 - Persons who are not in Clinically Related Groups 1 – 4 as a result of their 

diagnosis being substance use disorder, developmental disorder, or V-codes  
 
Days – Calendar days unless otherwise specified. 
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Dental Benefits Manager (DBM) – An entity responsible for the provision and administration of 
dental services, as defined by TENNCARE. 
 
DHHS – United States Department of Health and Human Services. 
 
Disenrollment – The removal of an enrollee from participation in the CONTRACTOR’s MCO 
and deletion from the enrollment file furnished by TENNCARE to the CONTRACTOR. 
 
Electronic Visit Verification (EVV) System – An electronic system into which provider staff and 
consumer-directed workers can check-in at the beginning and check-out at the end of each period 
of service delivery to monitor member receipt of HCBS and which may also be utilized for 
submission of claims. 
 
Eligible – Any person certified by TENNCARE as eligible to receive services and benefits under 
the TennCare program. As it relates to CHOICES a person is eligible to receive CHOICES 
benefits only if he/she has been enrolled in CHOICES by TENNCARE. 
 
Emergency Medical Condition – A physical or behavioral 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 the following (1) 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; 
(2) serious impairment to bodily functions; (3) serious dysfunction of any bodily organ or part.  
 
Emergency Services – Covered inpatient and outpatient services that are as follows: (1) furnished 
by a provider that is qualified to furnish these services; and (2) needed to evaluate or stabilize an 
emergency medical condition. 
 
Enrollee – A person who has been determined eligible for TennCare and who has been enrolled in 
the TennCare program (see Member, also). 
 
Enrollment – The process by which a TennCare enrollee becomes a member of the 
CONTRACTOR’s MCO. 
 
EPSDT – The Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) service is 
Medicaid’s comprehensive and preventive child health program for individuals under the age of 
21. EPSDT was defined by law as part of the Omnibus Budget Reconciliation Act of 1989 
(OBRA ‘89) legislation and includes periodic screening, vision, dental, and hearing services. In 
addition, Section 1905(r)(5) of the Social Security Act (the Act) requires that any medically 
necessary health care service listed at Section 1905(a) of the Act be provided to an EPSDT 
recipient even if the service is not available under the State’s Medicaid plan to the rest of the 
Medicaid population. The federal regulations for EPSDT are in 42 CFR Part 441, Subpart B. 
 
Essential Hospital Services – Tertiary care hospital services to which it is essential for the 
CONTRACTOR to provide access. Essential hospital services include, but are not limited to, 
neonatal, perinatal, pediatric, trauma and burn services. 
 
Evidence-Based Practice – A clinical intervention that has demonstrated positive outcomes in 
several research studies to assist consumers in achieving their desired goals of health and 
wellness; specifically, the evidence-based practices recognized by the Substance Abuse and 
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Mental Health Services Administration’s (SAMHSA) Center for Mental Health Services 
(CMHS).  
 
Expenditure Cap – The annual limit on expenditures for HCBS, excluding home modifications, 
for CHOICES members in CHOICES Group 3. The expenditure cap is $15,000. 
 
Facility – Any premises (a) owned, leased, used or operated directly or indirectly by or for the 
CONTRACTOR or its affiliates for purposes related to this Agreement; or (b) maintained by a 
subcontractor or provider to provide services on behalf of the CONTRACTOR. 
 
Fee-for-Service – A method of making payment for health services based on a fee schedule that 
specifies payment for defined services. 
 
Fiscal Employer Agent (FEA) – An entity contracting with the State and/or an MCO that helps 
CHOICES members participating in consumer direction of HCBS. The FEA provides both 
financial administrative services and supports brokerage to CHOICES members participating in 
consumer direction of HCBS.  
  
FQHC – Federally Qualified Health Center. 
 
Grand Region – A defined geographical region that includes specified counties in which the 
CONTRACTOR is authorized to enroll and serve TennCare enrollees in exchange for a monthly 
capitation payment. The CONTRACTOR shall serve an entire Grand Region. The following 
counties constitute the Grand Regions in Tennessee:  
 
East Grand Region –    Anderson, Bledsoe, Blount, Bradley, Campbell, Carter, Claiborne, 

Cocke, Franklin, Grainger, Greene, Grundy, Hamblen, Hamilton, 
Hancock, Hawkins, Jefferson, Johnson, Knox, Loudon, Marion, 
McMinn, Meigs, Monroe, Morgan, Polk, Rhea, Roane, Scott, 
Sequatchie, Sevier, Sullivan, Unicoi, Union, and Washington Counties 

 
Middle Grand Region –  Bedford, Cannon, Cheatham, Clay, Coffee, Cumberland, Davidson, 

DeKalb, Dickson, Fentress, Giles, Hickman, Houston, Humphreys, 
Jackson, Lawrence , Lewis, Lincoln, Macon, Marshall, Maury, 
Montgomery, Moore, Overton, Perry, Pickett, Putnam, Robertson, 
Rutherford, Smith, Stewart, Sumner, Trousdale, Van Buren, Warren, 
Wayne, White, Williamson, and Wilson Counties 

 
West Grand Region –   Benton, Carroll, Chester, Crockett, Decatur, Dyer, Fayette, Gibson, 

Hardeman, Hardin, Haywood, Henderson, Henry, Lake, Lauderdale, 
Madison, McNairy, Obion, Shelby, Tipton, and Weakley Counties 

 
Grand Rounds – As used with respect to CHOICES members residing in a nursing facility, a 
planned quarterly meeting between nursing facility staff and MCO staff, including, at minimum, 
the care coordinator(s) assigned to residents of the facility conducted in order to: (1) address 
issues or concerns regarding members who have experienced a potential significant change in 
needs or circumstances or about whom the nursing facility or MCO has concerns (not necessarily 
all members who are residents of the facility); (2) identify any change in services or interventions 
for the members, including but not limited to changes in the members’ plans of care or 
supplements to the members’ plans of care; and (3) facilitate access to and coordination of 
physical health and/or behavioral health services needed by the members and to ensure the proper 
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management of the members’ acute and/or chronic conditions. At least two of the quarterly Grand 
Rounds per year shall be conducted on-site in the facility.  
 
Healthcare Effectiveness Data and Information Set (HEDIS) – The most widely used set of 
standardized performance measures used in the managed care industry, designed to allow reliable 
comparison of the performance of managed health care plans. HEDIS is sponsored, supported, 
and maintained by the National Committee for Quality Assurance.  
 
Health Maintenance Organization (HMO) – An entity certified by TDCI under applicable 
provisions of TCA Title 56, Chapter 32.  
 
HIPAA – Health Insurance Portability and Accountability Act. 
 
Home and Community-Based Services (HCBS) – Services not covered by Tennessee’s Title XIX 
state plan that are provided as an alternative to long-term care institutional services in a nursing 
facility or an Intermediate Care Facility for the Mentally Retarded (ICF/MR). HCBS does not 
include home health or private duty nursing services. 
 
Hospice – Services as described in TennCare rules and regulations and 42 CFR Part 418, which 
are provided to terminally ill individuals who elect to receive hospice services provided by a 
certified hospice agency. 
 
Information System(s) (Systems) – A combination of computing and telecommunications 
hardware and software that is used in: (a) the capture, storage, manipulation, movement, control, 
display, interchange and/or transmission of information, i.e., structured data (which may include 
digitized audio and video) and documents as well as non-digitized audio and video; and/or (b) the 
processing of information and non-digitized audio and video for the purposes of enabling and/or 
facilitating a business process or related transaction. 
 
Immediate Eligibility – A mechanism by which the State can, based on a preliminary 
determination of a person’s eligibility for the CHOICES 217-Like HCBS Group, enroll the 
person into CHOICES Group 2 and provide immediate access to a limited package of HCBS 
pending a final determination of eligibility. To qualify for immediate eligibility, a person must be 
applying to receive covered HCBS, be determined by TENNCARE to meet nursing facility level 
of care, have submitted an application for financial eligibility determination to DHS, and be 
expected to qualify for CHOICES Group 2 based on review of the financial information provided 
by the applicant. Immediate eligibility shall only be for specified HCBS (no other covered 
services) and for a maximum of forty-five (45) days.  
 
Intervention - An action or ministration that is intended to produce an effect or that is intended to 
alter the course of a pathologic process. 
 
Law – Statutes, codes, rules, regulations, and/or court rulings. 
 
Legally Appointed Representative – Any person appointed by a court of competent jurisdiction or 
authorized by legal process (e.g., power of attorney for health care treatment, declaration for 
mental health treatment) to determine the legal and/or health care interests of an individual and/or 
his/her estate.  
 
Long-Term Care – The services of a nursing facility (NF), an Intermediate Care Facility for the 
Mentally Retarded (ICF/MR), or Home and Community-Based Services (HCBS).  
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Long-Term Care Ombudsman Program – A statewide program for the benefit of individuals 
residing in long-term care facilities, which may include nursing homes, residential homes for the 
aged, assisted care living facilities, and community-based residential alternatives developed by the 
State. The Ombudsman is available to help these individuals and their families resolve questions or 
problems. The program is authorized by the federal Older Americans Act and administered by the 
Tennessee Commission on Aging and Disability (TCAD). 
 
Managed Care Organization (MCO) – An HMO that participates in the TennCare program.  
 
Mandatory Outpatient Treatment (MOT) – Process whereby a person who was hospitalized for 
psychiatric reasons and who requires outpatient treatment can be required by a court to participate 
in that behavioral health outpatient treatment to prevent deterioration in his/her mental condition.  
 
Marketing – Any communication, from the CONTRACTOR to a TennCare enrollee who is not 
enrolled in the CONTRACTOR’s MCO, that can reasonably be interpreted as intended to 
influence the person to enroll in the CONTRACTOR’s MCO, or either to not enroll in, or to 
disenroll from, another MCO’s TennCare product. 
 
Medical Expenses – Shall be determined as follows:  
 

1. Medical Expenses include the amount paid to providers for the provision of covered 
physical health, behavioral health, and/or long-term care services to members pursuant to 
the following listed Sections of the Agreement:  
 

a. Section 2.6.1, CONTRACTOR Covered Benefits; 
 
b. Section 2.6.4, Second Opinions; 
 
c. Section 2.6.5, Use of Cost Effective Alternative Services; 

 
d. Section 2.7, Specialized Services except TENNderCare member and provider 

outreach and education, health education and outreach and advance directives;  
 

e. Capitated payment to licensed providers; 
 

f. Medical services directed by TENNCARE or an Administrative Law Judge; and 
 

g. Net impact of reinsurance coverage purchased by the CONTRACTOR. 
 

2. Medical Expenses do not include: 
 

a. 2.6.2 TennCare Benefits Provided by TENNCARE; 
 
b. 2.6.7 Cost sharing for services; 
 
c. 2.10 Services Not Covered; 

 
d. Services eligible for reimbursement by Medicare; or 
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e. The activities described in or required to be conducted in Attachments II through 
X, which are administrative costs. 

 
3. Medical expenses shall be net of any TPL recoveries or subrogation activities.  
 
4. This definition does not apply to NAIC filings. 
 

Medical Loss Ratio (MLR) – The percentage of capitation payment received from TENNCARE 
that is used to pay medical expenses. 

 
Medical Records – All medical, behavioral health, and long-term care histories; records, reports 
and summaries; diagnoses; prognoses; records of treatment and medication ordered and given; X-
ray and radiology interpretations; physical therapy charts and notes; lab reports; other 
individualized medical,  behavioral health, and long-term care documentation in written or 
electronic format; and analyses of such information. 
 
Member – A TennCare enrollee who enrolls in the CONTRACTOR’s MCO under the provisions 
of this Agreement (see Enrollee, also).  
 
Member Month – A month of coverage for a TennCare enrollee enrolled in the 
CONTRACTOR’s MCO. 
 
Mental Health Services – The diagnosis, evaluation, treatment, residential care, rehabilitation, 
counseling or supervision of persons who have a mental illness.  
 
NAIC – National Association of Insurance Commissioners. 
 
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.  
 
Non-Contract Provider – Any provider that is not directly or indirectly employed by or does not 
have a provider agreement with the CONTRACTOR or any of its subcontractors pursuant to the 
Agreement between the CONTRACTOR and TENNCARE. 
 
Office of the Comptroller of the Treasury – The Comptroller of the Treasury is a State of 
Tennessee constitutional officer elected by the General Assembly for a term of two years. 
Statutes prescribe the comptroller's duties, the most important of which relate to audit of state and 
local government entities and participation in the general financial and administrative 
management of state government. 
 
Office of Inspector General (OIG) – The State of Tennessee agency that investigates and may 
prosecute civil and criminal fraud and abuse of the TennCare program or any other violations of 
state law related to the operation of the TennCare program administratively, civilly or criminally. 
 
One-Time HCBS – In-home respite, in-patient respite, assistive technology, minor home 
modifications, and/or pest control. 
 
Ongoing HCBS – Community-based residential alternatives, personal care, attendant care, 
homemaker services, home-delivered meals, and/or adult day care. 
 
PASRR – Preadmission Screening and Resident Review. 
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Patient Liability – The amount of an enrollee’s income, as determined by DHS, to be collected 
each month to help pay for the enrollee’s long-term care services. 
 
Pharmacy Benefits Manager (PBM) – An entity responsible for the provision and administration 
of pharmacy services. 
 
Post-stabilization Care 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, 
under the circumstances described in 42 CFR 438.114(e), to improve or resolve the member’s 
condition.  

 
Prepaid Limited Health Service Organization (PLHSO) – An entity certified by TDCI under 
applicable provisions of TCA Title 56, Chapter 51. 
 
Presumptive Eligibility – An established period of time (45 days) during which certain pregnant 
women are eligible for TennCare Medicaid. During this period of time the presumptively eligible 
enrollee must complete an application for Medicaid in order to stay on the program.  
 
Primary Care Physician – A physician responsible for providing preventive and primary health 
care to patients; for initiating referrals for specialist care; and for maintaining the continuity of 
patient care. A primary care physician is generally a physician who has limited his/her practice of 
medicine to general practice or who is an Internist, Pediatrician, Obstetrician/Gynecologist, 
Geriatrician, or Family Practitioner. However, as provided in Section 2.11.2.4 of this Agreement, 
in certain circumstances other physicians may be primary care physicians if they are willing and 
able to carry out all PCP responsibilities in accordance with this Agreement. 
 
Primary Care Provider (PCP) – A primary care physician or other licensed health practitioner 
practicing in accordance with state law who is responsible for providing preventive and primary 
health care to patients; for initiating referrals for specialist care; and for maintaining the 
continuity of patient care. A PCP may practice in various settings such as local health 
departments, FQHCs or community mental health agencies (CMHAs) provided that the PCP is 
willing and able to carry out all PCP responsibilities in accordance with this Agreement.  
 
Prior Authorization – The act of authorizing specific services or activities before they are 
rendered or occur. 
 
Priority Add-on Rate – The amount established by TENNCARE pursuant to the methodology 
described in Section 3 of this Agreement as compensation for the provision of behavioral health 
services for Priority enrollees. 
 
Priority Enrollee – A TennCare enrollee who has been assessed within the past twelve (12) 
months as belonging in Clinically Related Groups (CRGs) 1, 2, or 3 if he/she is 18 years old or 
older, or Target Population Group (TPG) 2 if he/she is under the age of 18 years. This assessment 
as a Priority enrollee expires twelve (12) months after the assessment as been completed. In order 
for an individual to remain a Priority enrollee after the twelve (12) month period ends, he/she 
must be reassessed as continuing to meet the criteria to belong in CRGs 1, 2, or 3 or TPG 2 
categories. The reassessment, like the initial assessment, expires after twelve (12) months unless 
another assessment is done. Also referred to as Priority member once the enrollee is enrolled in 
the CONTRACTOR’s MCO.  
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Privacy Rule – Standards for the Privacy of Individually Identifiable Health Information at 45 
CFR Part 160 and Part 164. 
 
Protected Health Information (PHI) – Identifiable health information as defined in 45 CFR Part 
160 and Part 164. 
 
Provider – An institution, facility, agency, physician, health care practitioner, or other entity that 
is licensed or otherwise authorized to provide any of the covered services in the state in which 
they are furnished. Provider does not include consumer-directed workers (see Consumer-Directed 
Worker); nor does provider include the FEA (see Fiscal Employer Agent). 
 
Provider Agreement – An agreement, using the provider agreement template approved by TDCI, 
between the CONTRACTOR and a provider or between the CONTRACTOR’s subcontractor and 
a provider that describes the conditions under which the provider agrees to furnish covered 
services to the CONTRACTOR’s members. 
  
Quality Management/Quality Improvement (QM/QI) – The development and implementation of 
strategies to assess and improve the performance of a program or organization on a continuous 
basis. This includes the identification of key measures of performance, discovery and data 
collection processes, identification and remediation of issues, and systems improvement 
activities.  
 
Recovery – A consumer driven process in which consumers are able to work, learn and 
participate fully in their communities. Recovery is the ability to live a fulfilling and productive 
life despite a disability.  
 
Representative – In general, for CHOICES members, a person who is at least eighteen (18) years 
of age and is authorized by the member to participate in care planning and implementation and to 
speak and make decisions on the member’s behalf, including but not limited to identification of 
needs, preference regarding services and service delivery settings, and communication and 
resolution of complaints and concerns. As it relates to consumer direction of HCBS, a person who 
meets the qualifications specified in Section 2.9.7 of this Agreement, is authorized by the member 
to direct and manage the consumer’s worker(s), and signs a representative agreement. 
 
Representative Agreement – The agreement between a CHOICES member electing consumer 
direction of HCBS who has a representative direct and manage the consumer’s worker(s) and the 
member’s representative that specifies the roles and responsibilities of the member and the 
member’s representative. 
 
Resilience – A dynamic developmental process for children and adolescents that encompasses 
positive adaptation and is manifested by traits of self-efficacy, high self-esteem, maintenance of 
hope and optimism within the context of significant adversity.  
 
Risk Agreement – An agreement signed by a member who will receive HCBS (or his/her 
representative) that includes, at a minimum, identified risks to the member of residing in the 
community and receiving HCBS, the consequences of such risks, strategies to mitigate the 
identified risks, and the member’s decision regarding his/her acceptance of risk. See Section 2.9.6 
of this Agreement for related requirements. 
 
Routine Care – Non-urgent and non-emergency medical or behavioral health care such as 
screenings, immunizations, or health assessments. 
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Security Incident – The attempted or successful unauthorized access, use, disclosure, 
modification or destruction of information or interference with the system operations in an 
information system. 
 
Security Rule – The Final Rule adopting Security Standards for the Protection of Electronic 
Health Information at 45 CFR Parts 160 and 164. 
 
Seriously Emotionally Disturbed (SED) – Seriously Emotionally Disturbed shall mean persons 
who have been identified by the Tennessee Department of Mental Health and Developmental 
Disabilities or its designee as meeting the criteria provided below: 
 

1. Person under the age of 18; and 
 
2. Currently, or at any time during the past year, has had a diagnosable mental, behavioral, 

or emotional disorder of sufficient duration to meet diagnostic criteria specified within 
DSM-IV-TR (and subsequent revisions) of the American Psychiatric Association with the 
exception of DSM-IV-TR (and subsequent revisions) V- codes, substance use, and 
developmental disorders, unless these disorders co-occur with another diagnosable 
mental, behavioral, or emotional disturbance other than above exclusions. All of these 
disorders have episodic, recurrent, or persistent features; however, they vary in terms of 
severity and disabling effects; and 

 
3. The diagnosable mental, behavioral, or emotional disorder identified above has resulted 

in functional impairment which substantially interferes with or limits the child’s role or 
functioning in family, school, and community activities. Functional impairment is 
defined as difficulties that substantially interfere with or limit a child or adolescent in 
achieving or maintaining developmentally appropriate social, behavioral, cognitive, 
communicative, or adaptive skills and is evidenced by a Global Assessment of 
Functioning (GAF) score of 50 or less in accordance with the DSM-IV-TR (and 
subsequent revisions). Children and adolescents who would have met functional 
impairment criteria during the referenced year without the benefit of treatment or other 
support services are included in this definition.  

 
Service Agreement – The agreement between a CHOICES member electing consumer direction 
of HCBS (or the member’s representative) and the member’s consumer-directed worker that 
specifies the roles and responsibilities of the member (or the member’s representative) and the 
member’s worker. 
 
Service Gap – A delay in initiating any long-term care service and/or a disruption of a scheduled, 
ongoing HCBS that was not initiated by a member, including a late visit that was not remedied 
within the timeframe specified by TENNCARE. 

 
Severely and/or Persistently Mentally Ill (SPMI) – Severely and/or Persistently Mentally Ill shall 
mean individuals who have been identified by the Tennessee Department of Mental Health and 
Developmental Disabilities or its designee as meeting the following criteria. These persons will 
be identified as belonging in one of the Clinically Related Groups that follow the criteria: 
 

1. Age 18 and over; and 
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2. Currently, or at any time during the past year, has had a diagnosable mental, behavioral, 
or emotional disorder of sufficient duration to meet the diagnostic criteria specified 
within DSM-IV-TR (and subsequent revisions) of the American Psychiatric Association, 
with the exception of DSM-IV-TR (and subsequent revisions) V-codes, substance use 
disorders, and developmental disorders, unless these disorders co-occur with another 
diagnosable serious mental illness other than above exclusions. All of these disorders 
have episodic, recurrent, or persistent features, however, they vary in terms of severity 
and disabling effects; and 

 
3. The diagnosable mental, behavioral, or emotional disorder identified above has resulted 

in functional impairment which substantially interferes with or limits major life activities. 
Functional impairment is defined as difficulties that substantially interfere with or limit 
role functioning in major life activities including basic living skills (e.g., eating, bathing, 
dressing); instrumental living skills (maintaining a household, managing money, getting 
around in the community, taking prescribed medication); and functioning in social, 
family, and vocational/educational contexts. This definition includes adults who would 
have met functional impairment criteria during the referenced year without the benefit of 
treatment or other support services.  

 
Shall – Indicates a mandatory requirement or a condition to be met. 
 
Span of Control – Information systems and telecommunications capabilities that the 
CONTRACTOR itself operates or for which it is otherwise legally responsible according to this 
Agreement. The CONTRACTOR’s span of control also includes Systems and 
telecommunications capabilities outsourced by the CONTRACTOR. 
 
Specialty Services – Includes Essential Hospital Services and specialty physician services. 
 
SSA – Social Security Administration. 
 
SSI – Supplemental Security Income. 
 
Start Date of Operations – The date, as determined by TENNCARE, when the CONTRACTOR 
shall begin providing services to members. 
 
State – The State of Tennessee, including, but not limited to, any entity or agency of the state, 
such as the Tennessee Department of Finance and Administration, the Office of Inspector 
General, the Bureau of TennCare, the Tennessee Bureau of Investigation, Medicaid Fraud 
Control Unit, the Tennessee Department of Mental Health and Developmental Disabilities, the 
Tennessee Department of Children’s Services, the Tennessee Department of Health, the 
Tennessee Department of Commerce and Insurance, and the Office of the Attorney General.. 
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Subcontract – An agreement entered into by the CONTRACTOR with any other organization or 
person who agrees to perform any administrative function or service for the CONTRACTOR 
specifically related to securing or fulfilling the CONTRACTOR’s obligations to TENNCARE 
under the terms of this Agreement (e.g., claims processing, disease management) when the intent 
of such an agreement is to delegate the responsibility for any major service or group of services 
required by this Agreement. This shall also include any and all agreements between any and all 
subcontractors for the purposes related to securing or fulfilling the CONTRACTOR’s obligations 
to TENNCARE under the terms of this Agreement. Agreements to provide covered services as 
described in Section 2.6 of this Agreement shall be considered provider agreements and governed 
by Section 2.12 of this Agreement.  
 
Subcontractor – Any organization or person who provides any function or service for the 
CONTRACTOR specifically related to securing or fulfilling the CONTRACTOR’s obligations to 
TENNCARE under the terms of this Agreement. Subcontractor does not include provider unless 
the provider is responsible for services other than those that could be covered in a provider 
agreement. 
 
Substance Abuse Services – The assessment, diagnosis, treatment, detoxification, residential care, 
rehabilitation, education, training, counseling, referral or supervision of individuals who are 
abusing or have abused substances.  
 
System Unavailability – As measured within the CONTRACTOR’s information systems span of 
control, when a system user does not get the complete, correct full-screen response to an input 
command within three (3) minutes after depressing the “Enter” or other function key. 
 
Target Population Group (TPG) – An assessment mechanism for children and adolescents under 
the age of 18 to determine an individual’s level of functioning and severity of impairment due to 
a mental illness. Based on these criteria, there are three target population groups.  
 

1. Target Population Group 2: Seriously Emotionally Disturbed (SED) 
Children and adolescents under 18 years of age with a valid DSM-IV-TR (and 
subsequent revisions) diagnosis excluding substance use disorders, developmental 
disorders or V-codes. These children are currently severely impaired as evidenced by 50 
or less Global Assessment of Functioning (GAF). 

 
2. Target Population Group 3: At Risk of a (SED) 

Children and adolescents under 18 years of age without a valid DSM-IV-TR (and 
subsequent revisions) diagnosis excluding substance use disorders, developmental 
disorders or V-codes. These children may or may not be currently seriously impaired as 
evidenced by Global Assessment of Functioning (GAF). These children have 
psychosocial issues that can potentially place them at risk of a SED. 
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3. Target Population Group 4: Persons who do not meet criteria TPG Group 2 or 3 
Children and adolescents under 18 years of age without a valid DSM-IV-TR (and 
subsequent revisions) diagnosis and are not currently seriously impaired as evidenced by 
Global Assessment of Functioning (GAF). These children have no psychosocial issues 
that can potentially place them at risk of a SED.  

 
TCA – Tennessee Code Annotated. 
 
TENNCARE – TENNCARE shall have the same meaning as “State.” 
 
TennCare or TennCare Program – The program administered by the single state agency, as 
designated by the state and CMS, pursuant to Title XIX of the Social Security Act and the Section 
1115 research and demonstration waiver granted to the State of Tennessee and any successor 
programs.  
 
TennCare CHOICES in Long-Term Care (CHOICES) – A program in which long-term care 
services for elders and/or persons with physical disabilities are integrated into TennCare’s 
managed care delivery system.  
 
TennCare Medicaid Enrollee – An enrollee who qualifies and has been determined eligible for 
benefits in the TennCare program through Medicaid eligibility criteria as described in TennCare 
rules and regulations.  
 
TennCare Select – TennCare Select is a statewide MCO whose risk is backed by the State of 
Tennessee. TennCare Select was created to serve as a backup if other MCOs failed or there was 
inadequate MCO capacity and to be the MCO for certain populations, including children in state 
custody and children eligible for SSI. Children eligible for SSI may opt out of TennCare Select 
and enroll in another MCO.  
 
TennCare Standard Enrollee – An enrollee who qualifies and has been determined eligible for 
benefits in the TennCare program through eligibility criteria designated as “TennCare Standard” 
as described in the approved TennCare waiver and the TennCare rules and regulations.  
 
TENNderCare – Tennessee’s EPSDT program; see EPSDT. 
 
Tennessee Bureau of Investigation, Medicaid Fraud Control Unit (TBI MFCU) – The Tennessee 
Bureau of Investigation’s Medicaid Fraud Control Unit has the authority to investigate and 
prosecute (or refer for prosecution) violations of all applicable state and federal laws pertaining to 
fraud in the administration of the Medicaid program, the provision of medical assistance, the 
activities of providers of medical assistance in the state Medicaid program (TennCare), 
allegations of abuse or neglect of patients in health care facilities receiving payments under the 
state Medicaid program, misappropriation of patients’ private funds in such facilities, and 
allegations of fraud and abuse in board and care facilities.  
 
Tennessee Department of Children’s Services (DCS) – The state agency responsible for child 
protective services, foster care, adoption, programs for delinquent youth, probation, aftercare, 
treatment and rehabilitation programs for identified youth, and licensing for all child-welfare 
agencies, except for child (day) care agencies and child support. 
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Tennessee Department of Commerce and Insurance (TDCI) – The state agency having the 
statutory authority to regulate, among other entities, insurance companies and health maintenance 
organizations.  
 
Tennessee Department of Finance and Administration (F&A) – The state agency that oversees all 
state spending and acts as the chief corporate office of the state. It is the single state Medicaid 
agency. The Bureau of TennCare is a division of the Tennessee Department of Finance and 
Administration. 
 
Tennessee Department of Health (DOH) – The state agency having the statutory authority to 
provide for health care needs in Tennessee.  
 
Tennessee Department of Human Services (DHS) – The state agency having the statutory 
authority to provide human services to meet the needs of Tennesseans and enable them to achieve 
self-sufficiency. DHS is responsible for TennCare eligibility determinations (other than 
presumptive eligibility and SSI).  
 
Tennessee Department of Mental Health and Developmental Disabilities (TDMHDD) – The state 
agency having the authority to provide care for persons with mental illness, substance abuse, and/or 
developmental disabilities. For the purposes of this Agreement, TDMHDD shall mean the State of 
Tennessee and its representatives. 
 
Third Party Liability (TPL) – Any amount due for all or part of the cost of medical, behavioral 
health, or long-term care services from a third party. 
 
Third Party Resource – Any entity or funding source other than the enrollee or his/her responsible 
party, which is or may be liable to pay for all or part of the cost of health care of the enrollee. 
 
Transition Allowance – A per member allotment not to exceed two thousand dollars ($2,000) per 
lifetime which may, at the sole discretion of the CONTRACTOR, be provided as a cost-effective 
alternative to continued institutional care for a CHOICES member in order to facilitate transition 
from a nursing facility to the community when such member will, upon transition, receive more 
cost-effective non-residential home and community based services or companion care. Items that 
may be purchased or reimbursed are only those items that the member has no other means to 
obtain and that are essential in order to establish a community residence when such residence is 
not already established and to facilitate the member’s safe and timely transition, including rent 
and/or utility deposits, essential kitchen appliances, basic furniture, and essential basic household 
items, such as towels, linens, and dishes.   
 
USC – United States Code. 

 
Vital MCO Documents – Consent forms and notices pertaining to the reduction, denial, delay, 
suspension or termination of services. All vital documents shall be available in Spanish.  
 
Warm Transfer – A telecommunications mechanism in which the person answering the call 
facilitates transfer to a third party, announces the caller and issue, and remains engaged as 
necessary to provide assistance.  
 
Worker – See Consumer-Directed Worker. 
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3. Section 2.1.2 shall be amended by adding a new Section 2.1.2.4 and renumbering 
existing subparts accordingly, including any references thereto. 

 
2.1.2.4 Prior to the date of implementation of CHOICES in the Grand Region covered by this 

Agreement, as determined by TENNCARE, the CONTRACTOR shall demonstrate to 
TENNCARE’s satisfaction that it is able to meet all requirements related to the 
CHOICES program. The CONTRACTOR shall cooperate in this “readiness review,” 
which may include, but is not limited to, desk and on-site review of documents provided 
by the CONTRACTOR, a walk-through of the CONTRACTOR’s operations, system 
demonstrations (including systems connectivity testing), and interviews with 
CONTRACTOR’s staff. The scope of the review may include any and all requirements of 
the Agreement related to the CHOICES program, as determined by TENNCARE. Based 
on the results of the review activities, TENNCARE will issue a letter of findings and, if 
needed, will request a corrective action plan from the CONTRACTOR. TENNCARE will 
not enroll members into the CONTRACTOR’s CHOICES program until TENNCARE 
has determined that the CONTRACTOR is able to meet all requirements related to the 
CHOICES program. 

 
4. Sections 2.3 shall be deleted in its entirety and replaced with the following: 
 
2.3 ELIGIBILITY FOR TENNCARE 
 
2.3.1 Overview 
 

TennCare is Tennessee’s Medicaid program operating under the authority of a research and 
demonstration project approved by the federal government pursuant to Section 1115 of the Social 
Security Act. Eligibility for TennCare is determined by the State in accordance with federal 
requirements and state law and policy. 

 
2.3.2 Eligibility Categories  
 

TennCare currently consists of traditional Medicaid coverage groups (TennCare Medicaid) and 
an expanded population (TennCare Standard). 

 
2.3.2.1 TennCare Medicaid 

 
As provided in state rules and regulations, TennCare Medicaid covers all Medicaid 
mandatory eligibility groups as well as various optional categorically needy and 
medically needy groups, including children, pregnant women, the aged, and 
individuals with disabilities. Additional detail about eligibility criteria for covered 
groups is provided in state rules and regulations. 

 
2.3.2.2 TennCare Standard 

 
TennCare Standard includes the Standard Spend Down (SSD) population, the 
CHOICES 217-Like HCBS Group, and an expanded population of children. 
Additional detail about eligibility criteria for covered groups is provided in state rules 
and regulations.  
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2.3.3 TennCare CHOICES Groups 
 

As specified in Section 2.6.1.5, in order to receive covered long-term care services, a member 
must be enrolled by TENNCARE into one of the CHOICES Groups (as defined in Section 1). 

 
2.3.4 TennCare Applications  
 

The CONTRACTOR shall not cause applications for TennCare to be submitted. However, as 
provided in Section 2.9.6.3, the CONTRACTOR shall facilitate members’ eligibility 
determination for CHOICES enrollment. 

 
2.3.5 Eligibility Determination and Determination of Cost Sharing 
 

The State shall have sole responsibility for determining the eligibility of an individual for 
TennCare. The State shall have sole responsibility for determining the applicability of TennCare 
cost sharing amounts, the collection of applicable premiums, and determination of patient 
liability.  

 
2.3.6 Eligibility for Enrollment in an MCO 
 

Except for TennCare enrollees enrolled in the Program of All-Inclusive Care for the Elderly 
(PACE) and enrollees who are only receiving assistance with Medicare cost sharing, all TennCare 
enrollees will be enrolled in an MCO, including TennCare Select (see definition in Section 1 of 
this Agreement).  

 
5. Section 2.4 shall be deleted in its entirety and replaced with the following: 
 
2.4 ENROLLMENT IN AN MCO 
 
2.4.1 General 
 

TENNCARE is solely responsible for enrollment of TennCare enrollees in an MCO.  
 
2.4.2 Authorized Service Area  
 

2.4.2.1 Grand Region 
 

Enrollees will be enrolled in MCOs by Grand Region(s) of the state. The specific 
counties in each Grand Region are listed in Section 1 of this Agreement. 

 
2.4.2.2 CONTRACTOR’s Authorized Service Area 

 
The CONTRACTOR is authorized under this Agreement to serve enrollees who 
reside in the Grand Region(s) specified below: 

 
   East Grand Region X Middle Grand Region    West Grand Region 

 
2.4.3 Maximum Enrollment 
 

2.4.3.1 The CONTRACTOR agrees to accept enrollment in the CONTRACTOR’s MCO of 
up to seventy percent (70%) of the eligible population in the applicable Grand 
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Region. TENNCARE shall determine and notify the CONTRACTOR of the number 
of eligibles in the applicable Grand Region and the CONTRACTOR’s maximum 
enrollment limit, which shall be approximately seventy percent (70%) of the eligible 
population in the applicable Grand Region.  

 
2.4.3.2 TENNCARE shall establish an enrollment threshold for the CONTRACTOR that 

will equal approximately ninety percent (90%) of the maximum enrollment limit 
established in Section 2.4.3.1 above. This enrollment threshold may be adjusted by 
TENNCARE at its discretion. 

 
2.4.3.3 Once the CONTRACTOR’s enrollment threshold is met, TENNCARE may 

discontinue default assignment of enrollees to the CONTRACTOR’s MCO. 
Enrollees who select the CONTRACTOR or whose family members are enrolled in 
the CONTRACTOR’s MCO shall continue to be enrolled in the CONTRACTOR’s 
MCO until the maximum enrollment limit established in Section 2.4.3.1 above is 
met.  

 
2.4.3.4 Both TENNCARE and the CONTRACTOR recognize that management of the 

CONTRACTOR’s maximum enrollment limit and enrollment threshold within exact 
limits may not be possible. In the event enrollment in the CONTRACTOR’s MCO 
exceeds the maximum enrollment limit, TENNCARE may reduce enrollment in the 
CONTRACTOR’s MCO based on a plan established by TENNCARE that provides 
appropriate notice to the CONTRACTOR, allows appropriate choice of MCOs for 
enrollees, and meets the objectives of the TennCare program. 

 
2.4.3.5 The establishment of a maximum enrollment limit and/or of an enrollment threshold 

does not obligate the State to enroll a certain number of TennCare enrollees in the 
CONTRACTOR’s MCO and does not create in the CONTRACTOR any rights, 
interests or claims of entitlement to enrollment. The CONTRACTOR’s actual 
enrollment level will be determined through the MCO selection and assignment 
process described in Section 2.4.4 below. 

 
2.4.3.6 Upon the request of TENNCARE, the CONTRACTOR shall demonstrate to the 

satisfaction of TENNCARE it has the capacity to serve the number of enrollees in the 
maximum enrollment limit.  

 
2.4.4 MCO Selection and Assignment 
 

2.4.4.1 General 
 

TENNCARE shall enroll individuals determined eligible for TennCare and eligible 
for enrollment in an MCO that is available in the Grand Region in which the enrollee 
resides. Enrollment in an MCO may be the result of an enrollee’s selection of a 
particular MCO or assignment by TENNCARE. Enrollment in the CONTRACTOR’s 
MCO is subject to the CONTRACTOR’s maximum enrollment limit and threshold 
(see Section 2.4.3) and capacity to accept additional members. 
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2.4.4.2 Current TennCare Enrollees  
 
TennCare enrollees who are known to be eligible for enrollment with the 
CONTRACTOR as of the start date of operations (defined in Section 1 of this 
Agreement) and residing in the Grand Region served by the CONTRACTOR shall be 
assigned by TENNCARE to the MCOs serving the Grand Region in accordance with 
the process described in Section 2.4.4.6 below. Except as otherwise provided in 
Section 2.4.4, this includes enrollees currently enrolled in another MCO, including 
TennCare Select.   
 

2.4.4.3 New TennCare Enrollees 
 

2.4.4.3.1 Except as otherwise provided in this Agreement, all non-SSI applicants shall be 
required at the time of their application to select an MCO other than TennCare Select 
from those MCOs available in the Grand Region where the applicant resides. If the 
applicant does not select an MCO, the person will be assigned to an MCO by the 
State in accordance with Section 2.4.4.6.  

 
2.4.4.3.2 Adults eligible for TennCare as a result of being eligible for SSI benefits will be 

assigned to an MCO (other than TennCare Select) by the State. 
 

2.4.4.3.3 Children eligible for TennCare as a result of being eligible for SSI will be assigned to 
TennCare Select (defined in Section 1 of this Agreement) but may opt-out of 
TennCare Select and choose another MCO.  

 
2.4.4.3.4 TennCare may allow enrollment of new TennCare enrollees in TennCare Select if 

there is insufficient capacity in other MCOs. 
 

2.4.4.4 Children in State Custody 
 

TennCare enrollees who are children in the custody of the Department of Children’s 
Services (DCS) will be enrolled in TennCare Select. When these enrollees exit state 
custody, they remain enrolled in TennCare Select for a specified period of time and 
then are disenrolled from TennCare Select. After disenrollment from TennCare 
Select, if the enrollee has a family member in an MCO (other than TennCare Select) 
he/she will be enrolled in that MCO. Otherwise, the enrollee will be given the 
opportunity to select another MCO. If the enrollee does not select another MCO, 
he/she will be assigned to an MCO (other than TennCare Select) using the default 
logic in the auto assignment process (see Section 2.4.4.6 below). 

 
2.4.4.5 Enrollment in MCO Other than the MCO Selected 

 
In certain circumstances, if an enrollee requests enrollment in a particular MCO, the 
enrollee may be assigned by the State to an MCO other than the one that he/she 
requested. Examples of circumstances when an enrollee would not be enrolled in the 
requested MCO include, but are not limited to, such factors as the enrollee does not 
reside in the Grand Region covered by the requested MCO, the enrollee has other 
family members already enrolled in a different MCO, the MCO is closed to new 
TennCare enrollment, or the enrollee is a member of a population that is to be 
enrolled in a specified MCO as defined by TENNCARE (e.g., children in the custody 
of the Department of Children’s Services are enrolled in TennCare Select).  
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2.4.4.6 Auto Assignment 

 
2.4.4.6.1 TENNCARE will auto assign an enrollee to an MCO, in specified circumstances, 

including but not limited to, the enrollee does not request enrollment in a specified 
MCO, cannot be enrolled in the requested MCO, or is an adult eligible as a result of 
receiving SSI benefits.  

 
2.4.4.6.2 The current auto assignment process does not apply to children eligible for TennCare 

as a result of being eligible for SSI or children in the state’s custody. 
 
2.4.4.6.3 There are four different levels to the current auto assignment process: 

 
2.4.4.6.3.1 If the enrollee was previously enrolled with an MCO and lost TennCare 

eligibility for a period of two (2) months or less, the enrollee will be re-enrolled 
with that MCO.  

 
2.4.4.6.3.2 If the enrollee has family members in an MCO (other than TennCare Select), the 

enrollee will be enrolled in that MCO.  
 

2.4.4.6.3.3 If the enrollee is a newborn, the enrollee will be assigned to his/her mother’s 
MCO. 

 
2.4.4.6.3.4 If none of the above applies, the enrollee will be assigned using default logic that 

randomly assigns enrollees to MCOs (other than TennCare Select).  
 

2.4.4.6.4 TENNCARE may modify the auto assignment algorithm to change or add criteria 
including but not limited to quality measures or cost or utilization management 
performance.  

 
2.4.4.7 Non-Discrimination 

 
2.4.4.7.1 The CONTRACTOR shall accept enrollees in the order in which applications are 

approved and enrollees are assigned to the CONTRACTOR (whether by selection or 
assignment). 

 
2.4.4.7.2 The CONTRACTOR shall accept an enrollee in the health condition the enrollee is in 

at the time of enrollment and shall not discriminate against individuals on the basis of 
health status or need for health care services. 

 
2.4.4.8 Family Unit  

 
If an individual is determined eligible for TennCare and has another family member 
already enrolled in an MCO, that individual shall be enrolled in the same MCO. This 
does not apply when the individual or family member is assigned to TennCare Select. 
If the newly enrolled family member opts to change MCOs during the 45-day change 
period (see Section 2.4.7.2.1), all family members in the case will be transferred to 
the new MCO. 
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2.4.5 Effective Date of Enrollment 
 

2.4.5.1 Initial Enrollment of Current TennCare Enrollees 
 

The effective date of initial enrollment in an MCO for TennCare enrollees who are 
enrolled in accordance with Section 2.4.4.2 shall be the date provided on the 
enrollment file from TENNCARE. In general, the effective date of enrollment for 
these enrollees will be the start date of operations.  

 
2.4.5.2 Ongoing Enrollment 
 

In general, a member’s effective date of enrollment in the CONTRACTOR’s MCO 
will be the member’s effective date of eligibility for TennCare. For SSI enrollees the 
effective date of eligibility/enrollment is determined by the Social Security 
Administration in approving SSI coverage for the individual. The effective date of 
eligibility for other TennCare enrollees is the date of application or the date of the 
qualifying event (e.g., the date the spend down obligation is met for medically needy 
enrollees). The effective date on the enrollment file provided by TENNCARE to the 
CONTRACTOR shall govern regardless of the other provisions of this Section 
2.4.5.2. 
 

2.4.5.3 In the event the effective date of eligibility provided by TENNCARE to the 
CONTRACTOR for either the initial enrollment of current TennCare enrollees or 
ongoing enrollment precedes the start date of operations, the CONTRACTOR shall 
treat the enrollee as a member of the CONTRACTOR’s MCO effective on the start 
date of operations. Although the enrollee is not a member of the CONTRACTOR’s 
MCO prior to the start date of operations, the CONTRACTOR shall be responsible 
for the payment of claims incurred by the enrollee during the period of eligibility 
prior to the start date of operations as specified in Section 3.7.1.2.1.  

 
2.4.5.4 TENNCARE will be responsible for the payment of claims for long-term care 

services provided to a CHOICES member during the member’s period of TennCare 
eligibility prior to the implementation of CHOICES in the Grand Region covered by 
this Agreement.  

 
2.4.5.5 Enrollment Prior to Notification 

 
2.4.5.5.1 Because individuals can be retroactively eligible for TennCare, and the effective date 

of initial enrollment in an MCO is the effective date of eligibility or start date of 
operations, whichever is sooner, the effective date of enrollment may occur prior to 
the CONTRACTOR being notified of the person’s enrollment. Therefore, enrollment 
of individuals in the CONTRACTOR’s MCO may occur without prior notice to the 
CONTRACTOR or enrollee.  
 

2.4.5.5.2 The CONTRACTOR shall not be liable for the cost of any covered services prior to 
the effective date of enrollment/eligibility but shall be responsible for the costs of 
covered services obtained on or after 12:01 a.m. on the effective date of 
enrollment/eligibility. 

 
2.4.5.5.3 TENNCARE shall make payments to the CONTRACTOR from the effective date of 

an enrollee’s date of enrollment/eligibility. If the effective date of 
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enrollment/eligibility precedes the start date of operations, payment shall be made in 
accordance with Section 3.7.1.2.1. TENNCARE will be responsible for the payment 
of claims for long-term care services provided to a CHOICES member during the 
member’s period of TennCare eligibility prior to the implementation of CHOICES in 
the Grand Region covered by this Agreement. 

 
2.4.5.5.4 Except for applicable TennCare cost sharing and patient liability, the 

CONTRACTOR shall ensure that members are held harmless for the cost of covered 
services provided as of the effective date of enrollment with the CONTRACTOR. 

 
2.4.6 Eligibility and Enrollment Data 
 

2.4.6.1 The CONTRACTOR shall receive, process, and update enrollment files from 
TENNCARE. Enrollment data shall be updated or uploaded to the CONTRACTOR’s 
eligibility/enrollment database(s) within twenty-four (24) hours of receipt from 
TENNCARE. 

 
2.4.6.2 The CONTRACTOR shall provide an electronic eligibility file to TENNCARE as 

specified and in conformance to data exchange format and method standards outlined 
in Section 2.23.5. 

 
2.4.7 Enrollment Period 
 

2.4.7.1 General 
 

2.4.7.1.1 The CONTRACTOR shall be responsible for the provision and costs of all covered 
physical health and behavioral health services provided to enrollees during their 
period of enrollment with the CONTRACTOR. The CONTRACTOR shall be 
responsible for the provision and costs of covered long-term care services provided to 
CHOICES members as of the date of CHOICES implementation.     

 
2.4.7.1.2 Enrollment shall begin at 12:01 a.m. on the effective date of enrollment in the 

CONTRACTOR’s MCO and shall end at 12:00 midnight on the date that the enrollee 
is disenrolled from the CONTRACTOR’s MCO (see Section 2.5).  

 
2.4.7.1.3 Once enrolled in the CONTRACTOR’s MCO, the member shall remain enrolled in 

the CONTRACTOR’s MCO until or unless the enrollee is disenrolled pursuant to 
Section 2.5 of this Agreement.  

 
2.4.7.2 Changing MCOs 

 
2.4.7.2.1 45-Day Change Period  

 
After becoming eligible for TennCare and enrolling in the CONTRACTOR’s MCO 
(whether the result of selection by the enrollee or assignment by TENNCARE), 
enrollees shall have one (1) opportunity, anytime during the forty-five (45) day 
period immediately following the date of enrollment with the CONTRACTOR’s 
MCO or the date TENNCARE sends the member notice of enrollment in an MCO, 
whichever is later, to request to change MCOs. Children eligible for TennCare as a 
result of being eligible for SSI may request to enroll in another MCO or remain with 
TennCare Select.  
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2.4.7.2.2 Annual Choice Period 

 
2.4.7.2.2.1 TENNCARE shall provide an opportunity for members to change MCOs 

(excluding TennCare Select) every twelve (12) months. Children eligible for 
TennCare as a result of being eligible for SSI may request to enroll in another 
MCO or remain with TennCare Select. 

 
2.4.7.2.2.2 Members who do not select another MCO will be deemed to have chosen to 

remain with their current MCO.  
 

2.4.7.2.2.3 Enrollees who select a new MCO shall have one (1) opportunity anytime during 
the forty-five (45) day period immediately following the specified enrollment 
effective date in the newly selected MCO to request to change MCOs.  

 
2.4.7.2.3 Appeal Based on Hardship Criteria 

 
As provided in TennCare rules and regulations, members may appeal to 
TENNCARE to change MCOs based on hardship criteria. 
 

2.4.7.2.4 Additional Reasons for Disenrollment 
 

As provided in Section 2.5.2, a member may be disenrolled from the 
CONTRACTOR’s MCO for the reasons specified therein. 

 
2.4.7.3 Member Moving out of Grand Region  

 
The CONTRACTOR shall be responsible for the provision and cost of all covered 
services for any member moving outside the CONTRACTOR’s Grand Region until 
the member is disenrolled by TENNCARE. TENNCARE shall continue to make 
payments to the CONTRACTOR on behalf of the enrollee until such time as the 
enrollee is enrolled in another MCO or otherwise disenrolled by TENNCARE (e.g., 
enrollee is terminated from the TennCare program). TENNCARE shall notify the 
CONTRACTOR promptly upon enrollment of the enrollee in another MCO.  

 
2.4.8 Transfers from Other MCOs  
 

2.4.8.1 The CONTRACTOR shall accept enrollees (enrolled or pending enrollment) from 
any MCO in the CONTRACTOR’s service area as authorized by TENNCARE. The 
transfer of membership may occur at any time during the year. No enrollee from 
another MCO shall be transferred retroactively to the CONTRACTOR except as 
specified in Section 2.4.9. Except as provided in Section 2.4.9, the CONTRACTOR 
shall not be responsible for payment of any covered services incurred by enrollees 
transferred to the CONTRACTOR prior to the effective date of transfer to the 
CONTRACTOR.  

 
2.4.8.2 Transfers from other MCOs shall be in consideration of the maximum enrollment 

levels established in Section 2.4.3. 
 

2.4.8.3 To the extent possible and practical, TENNCARE shall provide advance notice to all 
MCOs serving a Grand Region of the impending failure of one of the MCOs serving 
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the Grand Region; however, failure by TENNCARE to provide advance notice shall 
not limit in any manner the responsibility of each MCO to accept enrollees from 
failed MCOs. 

 
2.4.9 Enrollment of Newborns  
 

2.4.9.1 TennCare-eligible newborns and their mothers, to the extent that the mother is 
eligible for TennCare, should be enrolled in the same MCO with the exception of 
newborns that are SSI eligible at birth. Newborns that are SSI eligible at birth shall 
be assigned to TennCare Select but may opt out and enroll in another MCO.  

 
2.4.9.2 A newborn may be inadvertently enrolled in an MCO different than its mother. When 

such cases are identified by the CONTRACTOR, the CONTRACTOR shall 
immediately report to TENNCARE, in accordance with written procedures provided 
by TENNCARE, that a newborn has been incorrectly enrolled in an MCO different 
than its mother.  

 
2.4.9.3 Upon receipt of notice from the CONTRACTOR or discovery by TENNCARE that a 

newborn has been incorrectly enrolled in an MCO different than its mother, 
TENNCARE shall immediately: 

 
2.4.9.3.1 Disenroll the newborn from the incorrect MCO;  

 
2.4.9.3.2 Enroll the newborn in the same MCO as its mother with the same effective date as 

when the newborn was enrolled in the incorrect MCO;  
 

2.4.9.3.3 Recoup any payments made to the incorrect MCO for the newborn; and  
 

2.4.9.3.4 Make payments only to the correct MCO for the period of coverage. 
 

2.4.9.4 The MCO in which the newborn is correctly enrolled shall be responsible for the 
coverage and payment of covered services provided to the newborn for the full period 
of eligibility. Except as provided below, the MCO in which the newborn was 
incorrectly enrolled shall have no liability for the coverage or payment of any 
services during the period of incorrect MCO assignment. TENNCARE shall only be 
liable for the capitation payment to the correct MCO. 

 
2.4.9.5 There are circumstances in which a newborn’s mother may not be eligible for 

participation in the TennCare program. The CONTRACTOR shall be required to 
process claims received for services provided to newborns within the time frames 
specified in Section 2.22.4 of this Agreement. A CONTRACTOR shall not utilize 
any blanket policy which results in the automatic denial of claims for services 
provided to a TennCare-eligible newborn, during any period of enrollment in the 
CONTRACTOR’s MCO, because the newborn’s mother is not a member of the 
CONTRACTOR’s MCO. However, it is recognized that in complying with the 
claims processing time frames specified in 2.22.4 of this Agreement, a 
CONTRACTOR may make payment for services provided to a TennCare-eligible 
newborn enrolled in the CONTRACTOR’s MCO at the time of payment but the 
newborn’s eligibility may subsequently be moved to another MCO. In such event, the 
MCO in which the newborn is first enrolled (first MCO) may submit supporting 
documentation to the MCO in which the newborn is moved (second MCO) and the 
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second MCO shall reimburse the first MCO within thirty (30) calendar days of 
receipt of such properly documented request for reimbursement, for the amount 
expended on behalf of the newborn prior to the newborn’s eligibility having been 
moved to the second MCO. Such reimbursement shall be the actual amount expended 
by the first MCO. The second MCO agrees that should the second MCO fail to 
reimburse the first MCO the actual amount expended on behalf of the newborn 
within thirty (30) calendar days of receipt of a properly documented request for 
payment, TENNCARE is authorized to deduct the amount owed from any funds due 
the second MCO and to reimburse the first MCO. In the event that the 
CONTRACTOR fails to reimburse the first MCO the actual amount expended on 
behalf of the newborn within thirty (30) calendar days of receipt of a properly 
documented request for payment, TENNCARE may assess liquidated damages as 
specified in Section 4.20.2. Should it become necessary for TENNCARE to intervene 
in such cases, both the second MCO and the first MCO agree that TENNCARE shall 
be held harmless by both MCOs for actions taken by TENNCARE to resolve the 
dispute. 

 
2.4.10 Information Requirements Upon Enrollment 
 

As described in Section 2.17 of this Agreement, the CONTRACTOR shall provide the following 
information to new members: a member handbook, a provider directory and an identification 
card. In addition, the CONTRACTOR shall provide CHOICES members with CHOICES 
member education materials (see Section 2.17.7). 

 
6. Section 2.5.2 shall be amended by adding a new Section 2.5.2.3 and renumbering 

existing subparts accordingly, including any references thereto. 
 

2.5.2.3 A request by the member to change MCOs based on hardship criteria (pursuant to 
TennCare rules and regulations) is approved by TENNCARE, and the member is enrolled 
in another MCO; 

 
7. Section 2.5.5 shall be amended by adding “from an MCO” to the end of the heading 

to read as follows: 
 

2.5.5 Effective Date of Disenrollment from an MCO 
 
8. Section 2.6 shall be deleted in its entirety and replaced with the following: 
 
2.6 BENEFITS/SERVICE REQUIREMENTS AND LIMITS  
 
2.6.1 CONTRACTOR Covered Benefits 
 

2.6.1.1 The CONTRACTOR shall cover the physical health, behavioral health and long-term 
care services/benefits outlined below. Additional requirements for behavioral health 
services are included in Section 2.7.2 and Attachment I. 

 
2.6.1.2 The CONTRACTOR shall integrate the delivery of physical health, behavioral health 

and long-term care services. This shall include but not be limited to the following: 
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2.6.1.2.1 The CONTRACTOR shall operate a member services toll-free phone line (see 
Section 2.18.1) that is used by all members, regardless of whether they are calling 
about physical health, behavioral health and/or long-term care services. The 
CONTRACTOR shall not have a separate number for members to call regarding 
behavioral health and/or long-term care services. The CONTRACTOR may either 
route the call to another entity or conduct a “warm transfer” to another entity, but the 
CONTRACTOR shall not require an enrollee to call a separate number regarding 
behavioral health and/or long-term care services.  

 
2.6.1.2.2 If the CONTRACTOR’s nurse triage/nurse advice line is separate from its member 

services line, the CONTRACTOR shall comply with the requirements in Section 
2.6.1.2.2 as applied to the nurse triage/nurse advice line. The number for the nurse 
triage/nurse advice line shall be the same for all members, regardless of whether they 
are calling about physical health, behavioral health and/or long-term services, and the 
CONTRACTOR may either route calls to another entity or conduct “warm transfers,” 
but the CONTRACTOR shall not require an enrollee to call a separate number.  

 
2.6.1.2.3 As required in Sections 2.9.5 and 2.9.6, the CONTRACTOR shall ensure continuity 

and coordination among physical health, behavioral health, and long-term care 
services and ensure collaboration among physical health, behavioral health, and long-
term care providers. For CHOICES members, the member’s care coordinator shall 
ensure continuity and coordination of physical health, behavioral health, and long-
term care services, and facilitate communication and ensure collaboration among 
physical health, behavioral health, and long-term care providers.   

 
2.6.1.2.4 Each of the CONTRACTOR’s disease management programs (see Section 2.8) shall 

address the needs of members who have co-morbid physical health and behavioral 
health conditions.  

 
2.6.1.2.5 As required in Section 2.9.5.2.2, the CONTRACTOR shall provide MCO case 

management to non-CHOICES members with co-morbid physical health and 
behavioral health conditions. These members should have a single case manager that 
is trained to provide MCO case management to enrollees with co-morbid physical 
health and behavioral health conditions. If a member with co-morbid physical and 
behavioral health conditions does not have a single case manager, the 
CONTRACTOR shall ensure, at a minimum, that the member's MCO case managers 
collaborate and communicate in an effective and ongoing manner. As required in 
Section 2.9.6.1.8 of this Agreement, the CONTRACTOR shall ensure that upon 
enrollment into CHOICES, MCO case management activities are integrated with 
CHOICES care coordination processes and functions, and that the member’s assigned 
care coordinator has primary responsibility for coordination of all the member’s 
physical health, behavioral health, and long-term care needs. The member’s care 
coordinator may use resources and staff from the CONTRACTOR’s case 
management program, including persons with specialized expertise in areas such as 
behavioral health, to supplement but not supplant the role and responsibilities of the 
member’s care coordinator/care coordination team. The CONTRACTOR shall report 
on its case management activities per requirements in Section 2.30.6.1.   
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2.6.1.2.6 If the CONTRACTOR uses different Systems for physical health services, behavioral 
health and/or long-term care services, these systems shall be interoperable. In 
addition, the CONTRACTOR shall have the capability to integrate data from the 
different systems.  

 
2.6.1.2.7 The CONTRACTOR’s administrator/project director (see Section 2.29.1.3.1) shall be 

the primary contact for TENNCARE regarding all issues, regardless of the type of 
service, and shall not direct TENNCARE to other entities. The CONTRACTOR’s 
administrator/project director shall coordinate with the CONTRACTOR’s senior 
executive psychiatrist who oversees behavioral health activities (see Section 
2.29.1.3.4 of this Agreement) for all behavioral health issues and the senior executive 
responsible for CHOICES activities (see Section 2.29.1.3.5 of this Agreement) for all 
issues pertaining to the CHOICES program.   

 
2.6.1.3 CONTRACTOR Physical Health Benefits Chart 

 
SERVICE  BENEFIT LIMIT  

Inpatient 
Hospital 
Services 

 Medicaid/Standard Eligible, Age 21 and older: As 
medically necessary. Inpatient rehabilitation hospital 
facility services are not covered for adults unless 
determined by the CONTRACTOR to be a cost effective 
alternative (see Section 2.6.5). 
 
Medicaid/Standard Eligible, Under age 21: As 
medically necessary, including rehabilitation hospital 
facility. 

Outpatient 
Hospital 
Services 

 As medically necessary. 

Physician 
Inpatient 
Services 

 As medically necessary.  

Physician 
Outpatient 
Services/Community 
Health Clinic 
Services/Other Clinic 
Services 

 As medically necessary.  
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SERVICE  BENEFIT LIMIT  
TENNderCare 
Services  

 Medicaid/Standard Eligible, Age 21 and older: Not 
covered. 
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary, except that the screenings do not 
have to be medically necessary. Children may also 
receive screenings in-between regular checkups if a 
parent or caregiver believes there is a problem. 
 
Screening, interperiodic screening, diagnostic and 
follow-up treatment services as medically necessary in 
accordance with federal and state requirements. See 
Section 2.7.6. 

Preventive Care 
Services 

 As described in Section 2.7.5. 

Lab and X-ray 
Services 

 As medically necessary.  

Hospice 
Care 

 As medically necessary. Shall be provided by a 
Medicare-certified hospice. 

Dental Services  Dental Services shall be provided by the Dental 
Benefits Manager.  
 
However, the facility, medical and anesthesia services 
related to the dental service that are not provided by a 
dentist or in a dentist’s office shall be covered services 
provided by the CONTRACTOR when the dental service 
is covered by the DBM. This requirement only applies to 
Medicaid/Standard Eligibles Under age 21. 

Vision 
Services 

 Medicaid/Standard Eligible, Age 21 and older: 
Medical eye care, meaning evaluation and management 
of abnormal conditions, diseases, and disorders of the 
eye (not including evaluation and treatment of refractive 
state), shall be covered as medically necessary. Routine 
periodic assessment, evaluation, or screening of normal 
eyes and examinations for the purpose of prescribing 
fitting or changing eyeglass and/or contact lenses are not 
covered. One pair of cataract glasses or lenses is covered 
for adults following cataract surgery. 
 
Medicaid/Standard Eligible, Under age 21: 
Preventive, diagnostic, and treatments services (including 
eyeglasses) are covered as medically necessary in 
accordance with TENNderCare requirements. 



Page 33 of 374 

SERVICE  BENEFIT LIMIT  
Home Health 
Care 

 Medicaid /Standard Eligible, Age 21 and older: 
Covered as medically necessary and in accordance with 
the definition of Home Health Care at Rule 1200-13-13-
.01 (for TennCare Medicaid) and Rule 1200-13-14-.01 
(for TennCare Standard). Prior authorization required for 
home health nurse and home health aide services, as 
described in Rule 1200-13-13-.04 (for TennCare 
Medicaid) and 1200-13-14-.04 (for TennCare Standard).   
 
Medicaid/Standard Eligible, Under age 21:   
Covered as medically necessary in accordance with the 
definition of Home Health Care at Rule 1200-13-13-.01 
(for TennCare Medicaid) and Rule 1200-13-14-.01 (for 
TennCare Standard). Prior authorization required for 
home health nurse and home health aide services, as 
described in Rule 1200-13-13-.04 (for TennCare 
Medicaid) and 1200-13-14-.04 (for TennCare Standard). 

Pharmacy 
Services 

 Pharmacy services shall be provided by the Pharmacy 
Benefits Manager (PBM), unless otherwise described 
below.  
 
The CONTRACTOR shall be responsible for 
reimbursement of injectable drugs obtained in an 
office/clinic setting and to providers providing both 
home infusion services and the drugs and biologics. The 
CONTRACTOR shall require that all home infusion 
claims contain National Drug Code (NDC) coding and 
unit information to be paid. 
 
Services reimbursed by the CONTRACTOR shall not be 
included in any pharmacy benefit limits established by 
TENNCARE for pharmacy services (see Section 
2.6.2.2). 

Durable Medical 
Equipment (DME) 

 As medically necessary. 
 
Specified DME services shall be covered/non-covered in 
accordance with TennCare rules and regulations. 

Medical 
Supplies 

 As medically necessary. 
 
Specified medical supplies shall be covered/non-covered 
in accordance with TennCare rules and regulations. 

Emergency Air And 
Ground Ambulance 
Transportation 

 As medically necessary. 

Non-emergency 
Medical 
Transportation 
(including Non-
Emergency 

 Covered non-emergency medical transportation (NEMT) 
services are necessary non-emergency transportation 
services provided to convey members to and from 
TennCare covered services (see definition in Exhibit A to 
Attachment XI). Non emergency transportation services 
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SERVICE  BENEFIT LIMIT  
Ambulance 
Transportation) 

shall be provided in accordance with federal law and the 
Bureau of TennCare’s rules and policies and procedures. 
TennCare covered services (see definition in Exhibit A to 
Attachment XI) include services provided to a member 
by a non-contract or non-TennCare provider if (a) the 
service is covered by Tennessee’s Medicaid State Plan or 
Section 1115 demonstration waiver, (b) the provider 
could be a TennCare provider for that service, and (c) the 
service is covered by a third party resource (see 
definition in Section 1 of the Agreement).  
 
If a member requires assistance, an escort (as defined in 
TennCare rules and regulations) may accompany the 
member; however, only one (1) escort is allowed per 
member (see TennCare rules and regulations). Except for 
fixed route and commercial carrier transport, the 
CONTRACTOR shall not make separate or additional 
payment to a NEMT provider for an escort. 
Covered NEMT services include having an 
accompanying adult ride with a member if the member is 
under age eighteen (18). Except for fixed route and 
commercial carrier transport, the CONTRACTOR 
shall not make separate or additional payment to a 
NEMT provider for an adult accompanying a 
member under age eighteen (18). 
 
The CONTRACTOR is not responsible for providing 
NEMT to HCBS, including services provided through a 
1915(c) waiver program for persons with mental 
retardation and HCBS provided through the CHOICES 
program. However, as specified in Section 2.11.1.8 in the 
event the CONTRACTOR is unable to meet the access 
standard for adult day care (see Attachment III), the 
CONTRACTOR shall provide and pay for the cost of 
transportation for the member to the adult day care 
facility until such time the CONTRACTOR has 
sufficient provider capacity. 
 
Mileage reimbursement, car rental fees, or other 
reimbursement for use of a private automobile (as 
defined in Exhibit A to Attachment XI) is not a covered 
NEMT service.  
 
If the member is a child, transportation shall be provided 
in accordance with TENNderCare requirements (see 
Section 2.7.6.4.6). 
 
Failure to comply with the provisions of this Section may 
result in liquidated damages. 
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SERVICE  BENEFIT LIMIT  
Renal Dialysis 
Services 

 As medically necessary. 

Private Duty 
Nursing 

 Medicaid/Standard Eligible, Age 21 and older: 
Covered as medically necessary in accordance with the 
definition of Private Duty Nursing at Rule 1200-13-13-
.01 (for TennCare Medicaid) and Rule 1200-13-14-.01 
(for TennCare Standard), when prescribed by an 
attending physician for treatment and services rendered 
by a Registered Nurse (R.N.) or a licensed practical nurse 
(L.P.N.) who is not an immediate relative. Private duty 
nursing services are limited to services that support the 
use of ventilator equipment or other life sustaining 
technology when constant nursing supervision, visual 
assessment, and monitoring of both equipment and 
patient are required. Prior authorization required, as 
described Rule 1200-13-13-.04 (for TennCare Medicaid) 
and 1200-13-14-.04 (for TennCare Standard).   
 
Medicaid/Standard Eligible, Under age 21: 
Covered as medically necessary in accordance with the 
definition of Private Duty Nursing at Rule 1200-13-13-
.01 (for TennCare Medicaid) and 1200-13-14-.01 (for 
TennCare Standard) when prescribed by an attending 
physician for treatment and services rendered by a 
registered nurse (R.N.) or a licensed practical nurse 
(L.P.N.), who is not an immediate relative. Prior 
authorization required as described in Rule 1200-13-13-
.04 (for TennCare Medicaid) and 1200-13-14-.04 (for 
TennCare Standard). 

Speech 
Therapy 

 Medicaid/Standard Eligible, Age 21 and older: 
Covered as medically necessary by a Licensed Speech 
Therapist to restore speech (as long as there is continued 
medical progress) after a loss or impairment. The loss or 
impairment must not be caused by a mental, 
psychoneurotic or personality disorder. 
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary in accordance with TENNderCare 
requirements. 

Occupational 
Therapy 

 Medicaid/Standard Eligible, Age 21 and older: 
Covered as medically necessary when provided by a 
Licensed Occupational Therapist to restore, improve, or 
stabilize impaired functions.  
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary in accordance with TENNderCare 
requirements. 
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SERVICE  BENEFIT LIMIT  
Physical 
Therapy 

 Medicaid/Standard Eligible, Age 21 and older: 
Covered as medically necessary when provided by a 
Licensed Physical Therapist to restore, improve, or 
stabilize impaired functions.  
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary in accordance with TENNderCare 
requirements. 

Organ and Tissue 
Transplant 
And Donor Organ 
Procurement 

 Medicaid/Standard Eligible, Age 21 and older: All 
medically necessary and non-
investigational/experimental organ and tissue transplants, 
as covered by Medicare, are covered. These include, but 
may not be limited to: 
Bone marrow/Stem cell; 
Cornea; 
Heart; 
Heart/Lung; 
Kidney; 
Kidney/Pancreas; 
Liver; 
Lung; 
Pancreas; and 
Small bowel/Multi-visceral. 
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary in accordance with TENNderCare 
requirements. Experimental or investigational transplants 
are not covered. 

Reconstructive Breast 
Surgery 

 Covered in accordance with TCA 56-7-2507, which 
requires coverage of all stages of reconstructive breast 
surgery on a diseased breast as a result of a mastectomy, 
as well as surgical procedures on the non-diseased breast 
to establish symmetry between the two breasts in the 
manner chosen by the physician. The surgical procedure 
performed on a non-diseased breast to establish 
symmetry with the diseased breast shall only be covered 
if the surgical procedure performed on a non-diseased 
breast occurs within five (5) years of the date the 
reconstructive breast surgery was performed on a 
diseased breast. 

Chiropractic 
Services 

 Medicaid/Standard Eligible, Age 21 and older: Not 
covered unless determined by the CONTRACTOR to be 
a cost effective alternative (see Section 2.6.5). 
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary in accordance with TENNderCare 
requirements. 
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2.6.1.4 CONTRACTOR Behavioral Health Benefits Chart 
 

SERVICE  BENEFIT LIMIT 
Psychiatric Inpatient 
Hospital 
Services (including 
physician services) 

 As medically necessary. 

24-hour Psychiatric 
Residential Treatment 

 Medicaid/Standard Eligible, Age 21 and older: As 
medically necessary. 
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary.  

Outpatient Mental 
Health Services 
(including physician 
services) 

 As medically necessary. 

Inpatient, Residential 
& Outpatient 
Substance Abuse 
Benefits1 

 Medicaid/Standard Eligible, Age 21 and older: Limited to 
ten (10) days detox, $30,000 in medically necessary lifetime 
benefits unless otherwise described in the 2008 Mental 
Health Parity Act as determined by TENNCARE.  
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary. 

Mental Health Case 
Management 

 As medically necessary. 

Psychiatric-
Rehabilitation 
Services 

 As medically necessary. 

Behavioral Health 
Crisis Services 

 As necessary. 

Lab and X-ray 
Services 

 As medically necessary. 

Non-emergency 
Medical 
Transportation 
(including Non-
Emergency 
Ambulance 
Transportation) 

 Same as for physical health (see Section 2.6.1.3 above). 

1When medically appropriate, services in a licensed substance abuse residential treatment facility may be substituted 
for inpatient substance abuse services. Methadone clinic services are not covered for adults. 
 

2.6.1.5 Long-Term Care Benefits for CHOICES Members 
 

2.6.1.5.1 In addition to physical health benefits (see Section 2.6.1.3) and behavioral health 
benefits (see Section 2.6.1.4), the CONTRACTOR shall provide long-term care 
services (including HCBS and nursing facility care) as described in this Section 
2.6.1.5 to members who have been enrolled into CHOICES by TENNCARE, as  
shown in the enrollment file furnished by TENNCARE to the CONTRACTOR, 
effective upon the CHOICES Implementation Date (see Section 1).   
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2.6.1.5.2 TennCare enrollees will be enrolled by TENNCARE into CHOICES if the following 

conditions, at a minimum, are met:  
 

2.6.1.5.2.1 TENNCARE or its designee determines the enrollee meets the categorical and 
financial eligibility criteria for Group 1, 2 or 3; 

 
2.6.1.5.2.2 For Groups 1 and 2, TENNCARE determines that the enrollee meets nursing 

facility level of care; 
 
2.6.1.5.2.3 For Group 2, the CONTRACTOR or, for new TennCare applicants, TENNCARE 

or its designee, determines that the enrollee’s combined HCBS, private duty 
nursing and home health care can be safely provided at a cost less than the cost of 
nursing facility care for the member; 

 
2.6.1.5.2.4 For Group 3, TENNCARE determines that the enrollee meets the at-risk level of 

care;  and  
 
2.6.1.5.2.5 For Groups 2 and 3, if there is an enrollment target, TENNCARE determines that 

the enrollment target has not been met or, for Group 2, approves the 
CONTRACTOR’s request to provide HCBS as a cost effective alternative (see 
Section 2.6.5). Enrollees transitioning from a nursing facility to the community 
will not be subject to the enrollment target for Group 2 but must meet categorical 
and financial eligibility for Group 2.  

 
2.6.1.5.3 For persons determined to be eligible for enrollment in Group 2 as a result of 

Immediate Eligibility (as defined in Section 1 of this Agreement), the 
CONTRACTOR shall provide a limited package of HCBS (personal care, attendant 
care, homemaker services, home-delivered meals, PERS, adult day care, and/or any 
other services as specified in TennCare rules and regulations) as identified through a 
needs assessment and specified in the plan of care. Upon notice that the State has 
determined that the member meets categorical and financial eligibility for TennCare 
CHOICES, the CONTRACTOR shall authorize additional services in accordance 
with Section 2.9.6.2.5. For members residing in a community-based residential 
alternative at the time of CHOICES enrollment, authorization for community-based 
residential alternative services shall be retroactive to the member’s effective date of 
CHOICES enrollment. 

 
2.6.1.5.4 The following long-term care services are available to CHOICES members, per 

Group, when the services have been determined medically necessary by the 
CONTRACTOR.  

 
 
Service and Benefit Limit 

 
Group 1 

 
Group 2 

 
Group 3 

Nursing facility care X Short-term only 
(up to 90 days) 

Short-term only 
(up to 90 days) 

Community-based residential 
alternatives 

 X  

Personal care visits (up to 2 visits 
per day) 

 X X 
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Service and Benefit Limit 

 
Group 1 

 
Group 2 

 
Group 3 

Attendant care (up to 1080 hours 
per calendar year) 

 X X 

Homemaker services (up to 3 
visits per week) 

 X X 

Home-delivered meals (up to 1 
meal per day) 

 X X 

Personal Emergency Response 
Systems 

 X X 

Adult day care (up to 2080  hours 
per calendar year) 

 X X 

In-home respite care (up to 216 
hours per calendar year) 

 X X 

In-patient respite care (up to 9 
days per calendar year) 

 X X 

Assistive technology (up to $900 
per calendar year) 

 X X 

Minor home modifications (up to 
$6,000 per project; $10,000 per 
calendar year; and $20,000 per 
lifetime) 

 X X 

Pest control (up to 9 units per 
calendar year) 

 X X 

 
2.6.1.5.5 In addition to the benefit limits described above, in no case shall the CONTRACTOR 

exceed the cost neutrality cap for CHOICES Group 2 or the expenditure cap for 
Group 3. For CHOICES members in Group 2, the total cost of HCBS, home health 
care and private duty nursing shall not exceed a member’s cost neutrality cap (as 
defined in Section 1 of this Agreement). For CHOICES members in Group 3, the 
total cost of HCBS, excluding minor home modifications, shall not exceed the 
expenditure cap (as defined in Section 1 of this Agreement). 

 
2.6.1.5.6 CHOICES members may, pursuant to Section 2.9.7, choose to participate in 

consumer direction of HCBS and, at a minimum, hire, fire and supervise workers of 
eligible HCBS. 

 
2.6.1.5.7 The CONTRACTOR shall monitor CHOICES members’ receipt and utilization of 

long-term care services, identify CHOICES members who have not received long-
term care services within a thirty (30) day period of time, and notify TENNCARE 
regarding these members pursuant to Section 2.30.10.5. TENNCARE will investigate 
to determine if the member should remain enrolled in CHOICES.   

 
2.6.1.5.8 The CONTRACTOR may submit to TENNCARE a request to no longer provide 

long-term care services to a member due to concerns regarding the ability to safely 
and effectively care for the member in the community and/or to ensure the member’s 
health, safety and welfare. Acceptable reasons for this request include but are not 
limited to the following:     
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2.6.1.5.8.1 A member in Group 2 or 3 for whom the CONTRACTOR has determined that it 
cannot safely and effectively meet the member’s needs at a cost that is less than 
the member’ cost neutrality cap, and the member declines to transition to a 
nursing facility;  

 
2.6.1.5.8.2 A member in Group 2 or 3 who repeatedly refuses to allow a care coordinator 

entrance into his/her place of residence (Section 2.9.6); 
 
2.6.1.5.8.3 A member in Group 2 or 3 who refuses to receive critical HCBS as identified 

through a needs assessment and documented in the member’s plan of care; and 
 

2.6.1.5.8.4 A member in Group 1 who fails to pay his/her patient liability and the 
CONTRACTOR is unable to find a nursing facility willing to provide services to 
the member (Section 2.6.7.2). 

 
2.6.1.5.8.5 The CONTRACTOR’s request to no longer provide long-term care services to a 

member shall include documentation as specified by TENNCARE. The State 
shall make any and all determinations regarding whether the CONTRACTOR 
may discontinue providing long-term care services to a member, disenrollment 
from CHOICES, and, as applicable, termination from TennCare. 

 
2.6.2 TennCare Benefits Provided by TENNCARE  
 

TennCare shall be responsible for the payment of the following benefits:  
 
2.6.2.1 Dental Services 
 

Except as provided in Section 2.6.1.3 of this Agreement, dental services shall not be 
provided by the CONTRACTOR but shall be provided by a dental benefits manager 
(DBM) under contract with TENNCARE. Coverage of dental services is described in 
TennCare rules and regulations.  

 
2.6.2.2 Pharmacy Services 

 
Except as provided in Section 2.6.1.3 of this Agreement, pharmacy services shall not 
be provided by the CONTRACTOR but shall be provided by a pharmacy benefits 
manager (PBM) under contract with TENNCARE. Coverage of pharmacy services is 
described in TennCare rules and regulations. TENNCARE does not cover pharmacy 
services for enrollees who are dually eligible for TennCare and Medicare.  

 
2.6.2.3 ICF/MR  Services and Alternatives to ICF/MR  Services 
 

For qualified enrollees in accordance with TennCare policies and/or TennCare rules 
and regulations, TENNCARE covers the costs of long-term care institutional services 
in an Intermediate Care Facility for the Mentally Retarded (ICF/MR) or alternative to 
an ICF/MR provided through a Home and Community Based Services (HCBS) 
waiver for persons with MR.  
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2.6.3 Medical Necessity Determination  
 

2.6.3.1 The CONTRACTOR may establish procedures for the determination of medical 
necessity. The determination of medical necessity shall be made on a case by case 
basis and in accordance with the definition of medical necessity defined in TCA 71-
5-144 and TennCare rules and regulations. However, this requirement shall not limit 
the CONTRACTOR’s ability to use medically appropriate cost effective alternatives 
in accordance with Section 2.6.5.  

 
2.6.3.2 The CONTRACTOR shall not employ, and shall not permit others acting on their 

behalf to employ, utilization control guidelines or other quantitative coverage limits, 
whether explicit or de facto, unless supported by an individualized determination of 
medical necessity based upon the needs of each TennCare enrollee and his/her 
medical history. The CONTRACTOR shall have the ability to place tentative limits 
on a service; however, such tentative limits placed by the CONTRACTOR shall be 
exceeded (up to the applicable benefit limits on behavioral health and long-term care 
services provided in Section 2.6.1.4 and 2.6.1.5 above) when medically necessary 
based on a member’s individual characteristics.  

 
2.6.3.3 The CONTRACTOR shall not arbitrarily deny or reduce the amount, duration, or 

scope of a required service solely because of the diagnosis, type of illness, or 
condition.  

 
2.6.3.4 The CONTRACTOR may deny services that are non-covered except as otherwise 

required by TENNderCare or unless otherwise directed to provide by TENNCARE 
and/or an administrative law judge.  

 
2.6.3.5 All medically necessary services shall be covered for enrollees under twenty-one (21) 

years of age in accordance with TENNderCare requirements (see Section 2.7.6). 
 
2.6.4 Second Opinions  
 

The CONTRACTOR shall provide for a second opinion in any situation where there is a question 
concerning a diagnosis or the options for surgery or other treatment of a health condition when 
requested by a member, parent and/or legally appointed representative. The second opinion shall 
be provided by a contracted qualified health care professional or the CONTRACTOR shall 
arrange for a member to obtain one from a non-contract provider. The second opinion shall be 
provided at no cost to the member.  

 
2.6.5 Use of Cost Effective Alternative Services 
 

2.6.5.1 The CONTRACTOR shall be allowed to use cost effective alternative services, 
whether listed as covered or non-covered or omitted in Section 2.6.1 of this 
Agreement, when the use of such alternative services is medically appropriate and is 
cost effective. This may include, for example, use of nursing facilities as step down 
alternatives to acute care hospitalization or hotel accommodations for persons on 
outpatient radiation therapy to avoid the rigors of daily transportation. The 
CONTRACTOR shall comply with TennCare policies and procedures. As provided 
in the applicable TennCare policies and procedures, services not listed in the 
TennCare policies and procedures must be prior approved in writing by 
TENNCARE. 
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2.6.5.2 For CHOICES members, the CONTRACTOR may choose to provide the following 

as a cost effective alternative to other covered services: 
 

2.6.5.2.1 HCBS to CHOICES members who would otherwise receive nursing facility care. If a 
member meets categorical and financial eligibility requirements for enrollment in 
Group 2 and also meets the nursing facility level of care, as determined by 
TENNCARE, and would otherwise remain in or be admitted to a nursing facility (as 
determined by the CONTRACTOR and demonstrated to the satisfaction of 
TENNCARE), the CONTRACTOR may, at its discretion and upon TENNCARE 
written prior approval, offer that member HCBS as a cost effective alternative to 
nursing facility care (see Section 2.9.6.3.13). In this instance, TENNCARE will 
enroll the member receiving HCBS as a cost effective alternative to nursing facility 
services in Group 2, notwithstanding any enrollment target for Group 2 that has been 
reached.   

 
2.6.5.2.2 HCBS to CHOICES members in Group 2 in excess of the benefit limits described in 

Section 2.6.1.5.4 as a cost effective alternative to nursing facility care or covered 
home health services.      

 
2.6.5.2.3 HCBS to CHOICES members in Group 3 in excess of the benefit limits described in 

Section 2.6.1.5.4 as a cost effective alternative to covered home health services. 
Members in Group 3 do not meet nursing facility level of care and as such, HCBS in 
excess of benefit limits specified in Section 2.6.1.5.4 may not be offered as a cost 
effective alternative to nursing facility care. 

 
2.6.5.2.4 Non-covered HCBS services to CHOICES members in Group 2 not otherwise 

specified in this Agreement or in applicable TennCare policies and procedures, upon 
written prior approval from TENNCARE.    

 
2.6.5.2.5 For CHOICES members transitioning from a nursing facility to a community setting, 

a one-time transition allowance, per member. The amount of the transition allowance 
shall not exceed two thousand dollars ($2,000) and may be used for items such as, 
but not limited to, the first month’s rent and/or utility deposits, kitchen appliances, 
furniture, and basic household items.  

 
2.6.5.2.6 For CHOICES members in Groups 2 or 3, non-emergency medical transportation 

(NEMT) not otherwise covered by this Agreement. 
 

2.6.5.3 If the CONTRACTOR chooses to provide cost effective alternative services to a 
CHOICES member, in no case shall the cost of HCBS, private duty nursing and 
home health care for Group 2 exceed a member’s cost neutrality cap nor the total cost 
of HCBS, excluding minor home modifications, for members in Group 3 exceed the 
expenditure cap. The total cost of HCBS includes all HCBS (whether otherwise 
covered or not covered) and other services that are offered as a cost effective 
alternative to nursing facility care, HCBS, or home health, including, as applicable, 
the one-time transition allowance for Group 2 and NEMT for Groups 2 and 3. 
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2.6.6 Additional Services and Use of Incentives 
 

2.6.6.1 The CONTRACTOR shall not advertise any services that are not required by this 
Agreement other than those covered pursuant to Section 2.6.1 of this Agreement.  

 
2.6.6.2 The CONTRACTOR shall not offer or provide any services other than services 

covered by this Agreement (see Section 2.6.1) or services provided as a cost effective 
alternative (see Section 2.6.5) of this Agreement. However, the CONTRACTOR may 
provide incentives that have been specifically prior approved in writing by 
TENNCARE. For example, TENNCARE may approve the use of incentives given to 
enrollees to encourage participation in disease management programs.  

 
2.6.7 Cost Sharing and Patient Liability  
 

2.6.7.1 General 
 

The CONTRACTOR and all providers and subcontractors shall not require any cost 
sharing or patient liability responsibilities for covered services except to the extent 
that cost sharing or patient liability responsibilities are required for those services by 
TENNCARE in accordance with TennCare rules and regulations, including but not 
limited to, holding enrollees liable for debt due to insolvency of the CONTRACTOR 
or non-payment by the State to the CONTRACTOR. Further, the CONTRACTOR 
and all providers and subcontractors shall not charge enrollees for missed 
appointments. 
 

2.6.7.2 Patient Liability 
 
2.6.7.2.1 TENNCARE will notify the CONTRACTOR of any applicable patient liability 

amounts for CHOICES members in Group 1 via the eligibility/enrollment file. The 
CONTRACTOR shall delegate collection of patient liability to the nursing facility 
and shall pay the facility net of the applicable patient liability amount.  

 
2.6.7.2.2 In accordance with the involuntary discharge process, including notice and appeal 

(see Section 2.12.11.3), a nursing facility may refuse to continue providing services 
to a member who fails to pay his or her patient liability and for whom the nursing 
facility can demonstrate to the CONTRACTOR that it has made a good faith effort to 
collect payment.   

 
2.6.7.2.3 If the CONTRACTOR is notified that a nursing facility is considering discharging a 

member (see Section 2.12.11.3), the CONTRACTOR shall work to find an alternate 
nursing facility willing to serve the member and document its efforts in the member’s 
files.   

 
2.6.7.2.4 If the CONTRACTOR is unable to find an alternate nursing facility willing to serve 

the member, the CONTRACTOR shall determine if it can safely and effectively 
serve the member in the community and within the cost neutrality cap. If it can, the 
member shall be offered a choice of HCBS. If the member chooses HCBS, the 
CONTRACTOR shall forward all relevant information to TENNCARE for a decision 
regarding enrollment in Group 2 (Section 2.9.6.3).   

 



Page 44 of 374 

2.6.7.2.5 If the CONTRACTOR is unable to find an alternate nursing facility willing to serve 
the member and the CONTRACTOR determines that it cannot safely and effectively 
serve the member in the community and within the cost neutrality cap, the member 
declines to enroll in Group 2, or TENNCARE denies enrollment in Group 2, the 
CONTRACTOR may, pursuant to Section 2.6.1.5.8, request to no longer provide 
long-term care services to the member.  

 
2.6.7.3 Preventive Services 

 
TennCare cost sharing or patient liability responsibilities shall apply to covered 
services other than the preventive services described in TennCare rules and 
regulations.  
 

2.6.7.4 Cost Sharing Schedule 
 

The current TennCare cost sharing schedule is included in this Agreement as 
Attachment II. The CONTRACTOR shall not waive or use any alternative cost 
sharing schedules, unless required by TENNCARE.  

 
2.6.7.5 Provider Requirements 

 
2.6.7.5.1 Providers or collection agencies acting on the provider’s behalf may not bill enrollees 

for amounts other than applicable TennCare cost sharing or patient liability amounts 
for covered services, including but not limited to, services that the State or the 
CONTRACTOR has not paid for, except as permitted by TennCare rules and 
regulations and as described below. Providers may seek payment from an enrollee 
only in the following situations. 

 
2.6.7.5.1.1 If the services are not covered services and, prior to providing the services, the 

provider informed the enrollee that the services were not covered. The provider 
shall inform the enrollee of the non-covered service and have the enrollee 
acknowledge the information. If the enrollee still requests the service, the 
provider shall obtain such acknowledgment in writing prior to rendering the 
service. Regardless of any understanding worked out between the provider and 
the enrollee about private payment, once the provider bills an MCO for the 
service that has been provided, the prior arrangement with the enrollee becomes 
null and void without regard to any prior arrangement worked out with the 
enrollee. 

 
2.6.7.5.1.2 If the enrollee’s TennCare eligibility is pending at the time services are provided 

and if the provider informs the person they will not accept TennCare assignment 
whether or not eligibility is established retroactively. Regardless of any 
understanding worked out between the provider and the enrollee about private 
payment, once the provider bills an MCO for the service the prior arrangement 
with the enrollee becomes null and void without regard to any prior arrangement 
worked out with the enrollee. 
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2.6.7.5.1.3 If the enrollee’s TennCare eligibility is pending at the time services are provided, 
however, all monies collected, except applicable TennCare cost sharing or patient 
liability amounts shall be refunded when a claim is submitted to an MCO 
because the provider agreed to accept TennCare assignment once retroactive 
TennCare eligibility was established. (The monies collected shall be refunded as 
soon as a claim is submitted and shall not be held conditionally upon payment of 
the claim.) 

 
2.6.7.5.1.4 If the services are not covered because they are in excess of an enrollee’s benefit 

limit, and the provider complies with applicable TennCare rules and regulations. 
 

2.6.7.5.2 The CONTRACTOR shall require, as a condition of payment, that the provider 
accept the amount paid by the CONTRACTOR or appropriate denial made by the 
CONTRACTOR (or, if applicable, payment by the CONTRACTOR that is 
supplementary to the enrollee’s third party payer) plus any applicable amount of 
TennCare cost sharing or patient liability responsibilities due from the enrollee as 
payment in full for the service. Except in the circumstances described above, if the 
CONTRACTOR is aware that a provider, or a collection agency acting on the 
provider’s behalf, bills an enrollee for amounts other than the applicable amount of 
TennCare cost sharing or patient liability responsibilities due from the enrollee, the 
CONTRACTOR shall notify the provider and demand that the provider and/or 
collection agency cease such action against the enrollee immediately. If a provider 
continues to bill an enrollee after notification by the CONTRACTOR, the 
CONTRACTOR shall refer the provider to the Tennessee Bureau of Investigation.  

 
9. Section 2.7 shall be deleted in its entirety and replaced with the following: 
 
2.7 SPECIALIZED SERVICES 
 
2.7.1 Emergency Services  
 

2.7.1.1 Emergency services (as defined in Section 1 of this Agreement) shall be available 
twenty-four (24) hours a day, seven (7) days a week.  

 
2.7.1.2 The CONTRACTOR shall review and approve or disapprove claims for emergency 

services based on the definition of emergency medical condition specified in Section 
1 of this Agreement. The CONTRACTOR shall base coverage decisions for 
emergency services on the severity of the symptoms at the time of presentation and 
shall cover emergency services where the presenting symptoms are of sufficient 
severity to constitute an emergency medical condition in the judgment of a prudent 
layperson. The CONTRACTOR shall not impose restrictions on coverage of 
emergency services more restrictive than those permitted by the prudent layperson 
standard. 

 
2.7.1.3 The CONTRACTOR shall provide coverage for inpatient and outpatient emergency 

services, furnished by a qualified provider, regardless of whether the member obtains 
the services from a contract provider, that are needed to evaluate or stabilize an 
emergency medical condition that is found to exist using the prudent layperson 
standard. These services shall be provided without prior authorization in accordance 
with 42 CFR 438.114. The CONTRACTOR shall pay for any emergency screening 
examination services conducted to determine whether an emergency medical 
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condition exists and for all emergency services that are medically necessary until the 
member is stabilized.  

 
2.7.1.4 If an emergency screening examination leads to a clinical determination by the 

examining provider that an actual emergency medical condition exists, the 
CONTRACTOR shall pay for both the services involved in the screening 
examination and the services required to stabilize the member. The CONTRACTOR 
shall be required to pay for all emergency services which are medically necessary 
until the clinical emergency is stabilized. This includes all medical and behavioral 
health services that may be necessary to assure, within reasonable medical 
probability, that no material deterioration of the member’s condition is likely to result 
from, or occur during, discharge of the member or transfer of the member to another 
facility. If there is a disagreement between the treating facility and the 
CONTRACTOR concerning whether the member is stable enough for discharge or 
transfer, or whether the medical benefits of an un-stabilized transfer outweigh the 
risks, the judgment of the attending provider(s) actually caring for the member at the 
treating facility prevails and is binding on the CONTRACTOR. The 
CONTRACTOR, however, may establish arrangements with a treating facility 
whereby the CONTRACTOR may send one of its own providers with appropriate 
emergency room privileges to assume the attending provider’s responsibilities to 
stabilize, treat, and transfer the member, provided that such arrangement does not 
delay the provision of emergency services. 

 
2.7.1.5 The CONTRACTOR shall not retroactively deny a claim for an emergency screening 

examination because the condition, which appeared to be an emergency medical 
condition under the prudent layperson standard, turned out to be non-emergency in 
nature. If an emergency screening examination leads to a clinical determination by 
the examining provider that an actual emergency medical condition does not exist, 
then the determining factor for payment liability shall be whether the member had 
acute symptoms of sufficient severity at the time of presentation. In such cases, the 
CONTRACTOR shall review the presenting symptoms of the member and shall pay 
for all services involved in the screening examination where the presenting symptoms 
(including severe pain) were of sufficient severity to have warranted emergency 
attention under the prudent layperson standard regardless of final diagnosis. 

 
2.7.1.6 When the member’s PCP or the CONTRACTOR instructs the member to seek 

emergency services, the CONTRACTOR shall be responsible for payment for the 
medical screening examination and for other medically necessary emergency 
services, without regard to whether the member’s condition meets the prudent 
layperson standard. 

 
2.7.1.7 Once the member’s condition is stabilized, the CONTRACTOR may require prior 

authorization for hospital admission or follow-up care. 
 

2.7.2 Behavioral Health Services 
 

2.7.2.1 General Provisions 
 
2.7.2.1.1 The CONTRACTOR shall provide all behavioral health services as described in this 

Section, Section 2.6.1 and Attachment I. 
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2.7.2.1.2 The CONTRACTOR shall provide behavioral health services in accordance with best 
practice guidelines, rules and regulations, and policies and procedures issued by 
TDMHDD and approved by the Bureau of TennCare, including but not limited to 
“Managed Care Standards for Delivery of Behavioral Health Services”. 

 
2.7.2.1.3 The CONTRACTOR shall ensure that all members receiving behavioral health 

services from providers whose primary focus is to render behavioral health services 
have individualized treatment plans. Providers included in this requirement are:  

 
2.7.2.1.3.1 Community mental health agencies; 
 
2.7.2.1.3.2 Case management agencies; 
 
2.7.2.1.3.3 Psychiatric rehabilitation agencies; 
 
2.7.2.1.3.4 Psychiatric and substance abuse residential treatment facilities; and 
 
2.7.2.1.3.5 Psychiatric and substance abuse inpatient facilities.  

 
2.7.2.1.4 Individualized treatment plans shall be completed within thirty (30) calendar days of 

the start date of service and updated every six (6) months, or more frequently as 
clinically appropriate. The treatment plans shall be developed, negotiated and agreed 
upon by the members and/or their support systems in face-to-face encounters and 
shall be used to identify the treatment needs necessary to meet the members’ stated 
goals. The duration and intensity of treatment shall promote the recovery and 
resilience of members and shall be documented in the treatment plans. 

 
2.7.2.2 Psychiatric Inpatient Hospital Services 
 
2.7.2.2.1 The CONTRACTOR shall ensure that all psychiatric inpatient hospitals serving 

children, youth, and adults separate members by age and render developmental age 
appropriate services.  

 
2.7.2.2.2 The CONTRACTOR shall require that all psychiatric inpatient facilities are 

accredited by the Joint Commission and accept voluntary and involuntary 
admissions. 

 
2.7.2.3 24-Hour Psychiatric Residential Treatment 
 
2.7.2.3.1 The CONTRACTOR shall ensure that 24-hour psychiatric residential treatment 

facilities (RTFs) serving children, youth, and adults separate members by age and 
render developmental age appropriate services. 

 
2.7.2.3.2 The CONTRACTOR shall ensure RTFs have the capacity to render short term crisis 

stabilization and long-term treatment and rehabilitation. 
 
2.7.2.3.3 The CONTRACTOR shall ensure all RTFs meet local housing codes. 
 
2.7.2.3.4 The CONTRACTOR shall ensure all RTFs are accredited by a State-recognized 

accreditation organization as required by 42 CFR 441.151. 
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2.7.2.4 Outpatient Mental Health Services 
 
2.7.2.4.1 The CONTRACTOR shall ensure that outpatient mental health providers (including 

providers of intensive outpatient and providers of partial hospitalization services) 
serving children, youth and adults separate members by age and render 
developmental age appropriate services.  

 
2.7.2.4.2 The CONTRACTOR shall ensure outpatient mental health providers are capable of 

rendering services both on and off site, as appropriate, depending on the services 
being rendered. On site services include, but are not limited to intensive outpatient 
services, partial hospitalization and many types of therapy. Off site services include 
but are not limited to intensive in home service for children and youth and home and 
community treatment for adults. 

 
2.7.2.5 Inpatient, Residential & Outpatient Substance Abuse Services 
 
2.7.2.5.1 The CONTRACTOR shall provide substance abuse treatment through inpatient, 

residential and outpatient services. 
 
2.7.2.5.2 Detoxification services may be rendered as part of inpatient, residential or outpatient 

services, as clinically appropriate. The CONTRACTOR shall ensure all member 
detoxifications are supervised by Tennessee licensed physicians with a minimum 
daily re-evaluations by a physician or a registered nurse. 

 
2.7.2.6 Mental Health Case Management  

 
2.7.2.6.1 The CONTRACTOR shall provide mental health case management services only 

through providers licensed by the State to provide mental health outpatient services. 
 

2.7.2.6.2 The CONTRACTOR shall provide mental health case management services 
according to mental health case management standards set by the State and outlined 
in Attachment I. Mental health case management services shall consist of two (2) 
levels of service as specified in Attachment I. 

 
2.7.2.6.3 The CONTRACTOR shall require its providers to collect and submit individual 

encounter records for each mental health case management visit, regardless of the 
method of payment by the CONTRACTOR. The CONTRACTOR shall identify and 
separately report “level 1” and “level 2” mental health case management encounters 
outlined in Attachment I. 

 
2.7.2.6.4 The CONTRACTOR shall require mental health case managers to involve the 

member, the member’s family or parent(s), or legally appointed representative, PCP, 
care coordinator for CHOICES members, and other agency representatives, if 
appropriate and authorized by the member as required, in mental health case 
management activities. 

 
2.7.2.6.5 The CONTRACTOR shall ensure the continuing provision of mental health case 

management services to members under the conditions and time frames indicated 
below: 
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2.7.2.6.5.1 Members receiving mental health case management services at the start date of 
operations shall be maintained in mental health case management until such time 
as the member no longer qualifies on the basis of medical necessity or refuses 
treatment; 

 
2.7.2.6.5.2 Members discharged from psychiatric inpatient hospitals and psychiatric 

residential treatment facilities shall be evaluated for mental health case 
management services and provided with appropriate behavioral health follow-up 
services; and 

 
2.7.2.6.5.3 The CONTRACTOR shall review the cases of members referred by PCPs or 

otherwise identified to the CONTRACTOR as potentially in need of mental 
health case management services and shall contact and offer such services to all 
members who meet medical necessity criteria. 

 
2.7.2.7 Psychiatric Rehabilitation Services 
 

The CONTRACTOR shall provide psychiatric rehabilitation services in accordance 
with the requirements in Attachment I. As described in Attachment I, the covered 
array of services available under psychiatric rehabilitation are psychosocial 
rehabilitation, supported employment, peer support, illness management and 
recovery, and supported housing. An individual may receive one or more of these 
services and may receive different services from different providers. 
 

2.7.2.8 Behavioral Health Crisis Services 
 
2.7.2.8.1 Entry into the Behavioral Health Crisis Services System 

 
2.7.2.8.1.1 The State shall maintain a statewide toll-free telephone number for entry into the 

behavioral health crisis system. This line shall be for any individual in the 
general population for the purposes of providing immediate phone intervention 
by trained crisis specialists and dispatch of mobile crisis teams.  

 
2.7.2.8.1.2 The CONTRACTOR shall ensure that the crisis telephone line is linked to an 

appropriate crisis service team staffed by qualified crisis service providers in 
order to provide crisis intervention services to members.  

 
2.7.2.8.1.3 As required in Section 2.11.5.3, the CONTRACTOR shall contract with specified 

crisis service teams for both adults and children as directed by the State.  
 
2.7.2.8.1.4 The CONTRACTOR shall require the crisis service teams to provide telephone 

and walk-in triage screening services, telephone and face-to-face crisis 
intervention/assessment services, and follow-up telephone or face-to-face 
assessments to ensure the safety of the member until the member’s treatment 
begins and/or the crisis is alleviated and/or stabilized.  

 
2.7.2.8.1.5 Prior to admission to a psychiatric inpatient hospital on an involuntary basis, the 

CONTRACTOR shall ensure that the member has been evaluated by a crisis 
team. In addition, the CONTRACTOR shall ensure that Tennessee’s statutory 
requirement for a face-to-face evaluation by a mandatory pre-screening agent 
(MPA), is conducted to assess eligibility for emergency involuntary admission to 
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an RMHI (Regional Mental Health Institute) and determine whether all available 
less drastic alternatives services and supports are unsuitable.  

 
2.7.2.8.2 Behavioral Health Crisis Respite and Crisis Stabilization Services 
 
2.7.2.8.2.1 The CONTRACTOR shall ensure access to behavioral health crisis respite and 

crisis stabilization services. 
 

2.7.2.8.2.2 Behavioral health crisis respite services provide immediate shelter to members 
with emotional/behavioral problems who are in need of emergency respite. The 
CONTRACTOR shall ensure that behavioral health crisis respite services are 
provided in a CONTRACTOR approved community location.  

 
2.7.2.8.2.3 The CONTRACTOR shall ensure behavioral health crisis stabilization services 

are rendered at sites licensed by the State. These services are more intensive than 
regular behavioral health crisis services in that they require more secure 
environments, highly trained staff, and typically have longer stays.  

 
2.7.2.8.3 The CONTRACTOR shall monitor behavioral health crisis services and report 

information to TENNCARE on a quarterly basis as described in Section 2.30.4.4. 
 

2.7.2.9 Clinically Related Group (CRG) and Target Population Group (TPG) Assessments  
 

2.7.2.9.1 The CONTRACTOR shall provide CRG/TPG assessments in response to requests 
from members or legally appointed representatives or, in the case of minors, the 
members’ parents or legally appointed representatives, behavioral health providers, 
PCPs, or the State. 

 
2.7.2.9.2 The CONTRACTOR shall complete CRG/TPG assessments within fourteen (14) 

calendar days of the requests. The CONTRACTOR shall not require prior 
authorization in order for a member to receive a CRG/TPG assessment. 

 
2.7.2.9.3 The CONTRACTOR shall ensure that its contract providers are trained and that there 

is sufficient capacity to perform CRG/TPG assessments. The CONTRACTOR shall 
require providers to use the CRG/TPG assessment form(s) as appropriate, prescribed 
by and in accordance with the policies of the state. The CRG/TPG assessments shall 
be subject to review and prior written approval by the State.  

 
2.7.2.9.4 The CONTRACTOR shall identify persons in need of CRG/TPG assessments. The 

CONTRACTOR shall use the CRG/TPG assessments to identify persons who are 
SPMI or SED for reporting and tracking purposes, in accordance with the definitions 
contained in Section 1. 

 
2.7.2.9.5 The CONTRACTOR shall ensure that providers who perform CRG/TPG assessments 

have been trained and authorized by the State to perform CRG/TPG assessments. 
Certified trainers shall be responsible for providing rater training within their 
agencies.  

 
2.7.2.9.6 The CONTRACTOR shall reject all CRG/TPG assessments completed by 

unapproved raters. The CONTRACTOR shall report on rejected assessments as 
required in Section 2.30.4.6. 
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2.7.2.9.7 The CONTRACTOR shall conduct audits of CRG/TPG assessments for accuracy and 

conformity to state policies and procedures. The CONTRACTOR shall audit all 
providers conducting these assessments on at least an annual basis. The methodology 
for these audits and the results of these audits shall be reported as required in 
Sections 2.30.4.7 and 2.30.4.8.  

 
2.7.2.10 Judicial Services  

 
2.7.2.10.1 The CONTRACTOR shall provide covered court ordered behavioral health services 

to its members pursuant to court order(s). The CONTRACTOR shall furnish these 
services in the same manner as services furnished to other members. 

 
2.7.2.10.2 The CONTRACTOR shall provide for behavioral health services to its members in 

accordance with state law. Specific laws employed include the following: 
 

2.7.2.10.2.1 Psychiatric treatment for persons found by the court to require judicial 
psychiatric hospitalization (TCA 33-6 part 4 and part 5). The CONTRACTOR 
may apply medical necessity criteria to the situation after seventy-two (72) hours 
of emergency services, unless there is a court order prohibiting release; 

 
2.7.2.10.2.2 Judicial review of discharge for persons hospitalized by a circuit, criminal or 

juvenile court (TCA 33-6-708); 
 

2.7.2.10.2.3 Access to and provision of mandatory outpatient psychiatric treatment and 
services to persons who are discharged from psychiatric hospitals after being 
hospitalized (TCA 33-6, Part 6); 

 
2.7.2.10.2.4 Inpatient psychiatric examination for up to forty-eight (48) hours for persons 

whom the court has ordered to be detained for examination but who have been 
unwilling to be evaluated for hospital admission (TCA 33-3-607); 

 
2.7.2.10.2.5 Voluntary psychiatric hospitalization for persons when determined to be 

medically necessary, subject to the availability of suitable accommodations (TCA 
33-6, Part 2); and 

 
2.7.2.10.2.6 Voluntary psychiatric hospitalization for persons with a severe impairment when 

determined to be medically necessary but who do not meet the criteria for 
emergency involuntary hospitalization, subject to the availability of suitable 
accommodations (TCA 33-6, Part 3). 

 
2.7.2.11 Mandatory Outpatient Treatment  
 
2.7.2.11.1 The CONTRACTOR shall provide mandatory outpatient treatment for individuals 

found not guilty by reason of insanity following a thirty (30) to sixty (60) calendar 
day inpatient evaluation. Treatment can be terminated only by the court pursuant to 
TCA 33-7-303(b). 

 
2.7.2.11.2 The State will assume responsibility for all forensic services other than the 

mandatory outpatient treatment service identified in Section 2.7.2.11.1 (TCA 33-7-
301(a), 33-7-301(b), 33-7-303(a) and 33-7-303(c)). 



Page 52 of 374 

 
2.7.3 Self-Direction of Health Care Tasks 
 

The CONTRACTOR shall, as specified in TennCare rules and regulations,  offer CHOICES 
members the option to direct and supervise a paid personal aide in the performance of health care 
tasks.   

 
2.7.4 Health Education and Outreach  
 

2.7.4.1 The CONTRACTOR shall develop programs and participate in activities to enhance 
the general health and well-being of members. Health education and outreach 
programs and activities may include the following: 

 
2.7.4.1.1 General physical, behavioral health and long-term care education classes;  
 
2.7.4.1.2 Mental illness awareness programs and education campaigns with special emphasis 

on events such as National Mental Health Month and National Depression Screening 
Day; 

 
2.7.4.1.3 Smoking cessation programs with targeted outreach for adolescents and pregnant 

women; 
 
2.7.4.1.4 Nutrition counseling; 
 
2.7.4.1.5 Early intervention and risk reduction strategies to avoid complications of disability 

and chronic illness; 
 
2.7.4.1.6 Prevention and treatment of substance abuse; 
 
2.7.4.1.7 Self care training, including self-examination; 
 
2.7.4.1.8 Need for clear understanding of how to take medications and the importance of 

coordinating all medications; 
 
2.7.4.1.9 Understanding the difference between emergent, urgent and routine health 

conditions; 
 
2.7.4.1.10 Education for members on the significance of their role in their overall health and 

welfare and available resources; 
 
2.7.4.1.11 Education for caregivers on the significance of their role in the overall health and 

welfare of the member and available resources; 
 
2.7.4.1.12 Education for members and caregivers about identification and reporting of suspected 

abuse and neglect; 
 
2.7.4.1.13 Telephone calls, mailings and home visits to current members for the sole purpose of 

educating current members about services offered by or available through the 
CONTRACTOR’s MCO; and  
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2.7.4.1.14 General activities that benefit the entire community (e.g., health fairs and school 
activity sponsorships).  

 
2.7.4.2 The CONTRACTOR shall ensure that all health education and outreach activities are 

prior approved in writing by TENNCARE (see Section 2.17.1). 
 
2.7.5 Preventive Services  
 

2.7.5.1 The CONTRACTOR shall provide preventive services which include, but are not 
limited to, initial and periodic evaluations, family planning services, prenatal care, 
laboratory services and immunizations in accordance with TennCare rules and 
regulations. These services shall be exempt from TennCare cost sharing 
responsibilities described in Section 2.6.7 of this Agreement (see TennCare rules and 
regulations for service codes).  

 
2.7.5.2 Prenatal Care  

 
2.7.5.2.1 The CONTRACTOR shall provide or arrange for the provision of medically 

necessary prenatal care to members beginning on the date of their enrollment in the 
CONTRACTOR’s MCO. This requirement includes pregnant women who are 
presumptively eligible for TennCare, enrollees who become pregnant, as well as 
enrollees who are pregnant on the effective date of enrollment in the CONTRACTOR’s 
MCO. The requirement to provide or arrange for the provision of medically 
necessary prenatal care shall include assistance in making a timely appointment for a 
woman who is presumptively eligible and shall be provided as soon as the 
CONTRACTOR becomes aware of the enrollment. For a woman in her second or 
third trimester, the appointment shall occur as required in Section 2.11.4.2. In the 
event a member enrolling in the CONTRACTOR’s MCO is receiving medically 
necessary prenatal care services the day before enrollment, the CONTRACTOR shall 
comply with the requirements in Sections 2.9.2.2 and 2.9.2.3 regarding prior 
authorization of prenatal care. 

 
2.7.5.2.2 Failure of the CONTRACTOR to respond to a member’s request for prenatal care by 

failing to identify a prenatal care provider to honor a request from a member, 
including a presumptively eligible member, (or from an PCP or patient advocate 
acting on behalf of a member) for a prenatal care appointment shall be considered a 
material breach of this Agreement. 

 
2.7.5.2.3 The CONTRACTOR shall notify all contract providers that any unreasonable delay 

in providing care to a pregnant member seeking prenatal care shall be considered a 
material breach of the provider’s agreement with the CONTRACTOR. Unreasonable 
delay in care for pregnant members shall mean failure of the prenatal care provider to 
meet the accessibility requirements required in Section 2.11.4 of this Agreement. 

 
2.7.6 TENNderCare 
 

2.7.6.1 General Provisions  
 

2.7.6.1.1 The CONTRACTOR shall provide TENNderCare services to members under age 
twenty-one (21) in accordance with TennCare and federal requirements including 
TennCare rules and regulations, TennCare policies and procedures, 42 USC 
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1396a(a)(43), 1396d(a) and (r), 42 CFR Part 441, Subpart B, the Omnibus Budget 
Reconciliation Act of 1989, and the State Medicaid Manual. TENNderCare services 
means early and periodic screening, diagnosis and treatment of members under age 
twenty-one (21) to ascertain children’s individual (or individualized/or on an 
individual basis) physical and mental defects, and providing treatment to correct or 
ameliorate, or prevent from worsening defects and physical and mental illnesses and 
conditions discovered by the screening services, regardless of whether the required 
service is a covered benefit as described in Section 2.6.1.  

 
2.7.6.1.2 The CONTRACTOR shall use the name “TENNderCare” in describing or naming 

the State’s EPSDT program or services. This requirement is applicable for all 
policies, procedures and other material, regardless of the format or media. No other 
names or labels shall be used.  

 
2.7.6.1.3 The CONTRACTOR shall have written policies and procedures for the 

TENNderCare program that include coordinating services with child-serving 
agencies and providers, providing all medically necessary TENNderCare services to 
all eligible members under the age of twenty-one (21) regardless of whether the 
service is included in the Medicaid State Plan, and conducting outreach and 
education. The CONTRACTOR shall ensure the availability and accessibility of 
required health care resources and shall help members and their parents or legally 
appointed representatives use these resources effectively.  

 
2.7.6.1.4 The CONTRACTOR shall be responsible for and comply with all provisions related 

to screening, vision, dental, and hearing services (including making arrangements for 
necessary follow-up if all components of a screen cannot be completed in a single 
visit). 

 
2.7.6.1.5 The CONTRACTOR shall: 

 
2.7.6.1.5.1 Require that providers provide TENNderCare services;  
 
2.7.6.1.5.2 Require that providers make appropriate referrals and document said referrals in 

the member’s medical record; 
 
2.7.6.1.5.3 Educate contract providers about proper coding and encourage them to submit 

the appropriate diagnosis codes identified by TENNCARE in conjunction with 
evaluation and management procedure codes for TENNderCare services; 

 
2.7.6.1.5.4 Educate contract providers about how to submit claims with appropriate codes 

and modifiers as described in standardized billing requirements (e.g., CPT, 
HCPCS, etc.) and require that they adjust billing methodology according to 
described components of said procedure codes/modifiers; and 

 
2.7.6.1.5.5 Monitor provider compliance with required TENNderCare activities including 

compliance with proper coding. 
 

2.7.6.1.6 The CONTRACTOR shall require that its contract providers notify the 
CONTRACTOR in the event a screening reveals the need for other health care 
services and the provider is unable to make an appropriate referral for those services. 
Upon notification of the inability to make an appropriate referral, the 
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CONTRACTOR shall secure an appropriate referral and contact the member to offer 
scheduling assistance and transportation for members lacking access to 
transportation. In the event the failed referral is for dental services, the 
CONTRACTOR shall coordinate with the DBM to arrange for services.  

 
2.7.6.1.7 The CONTRACTOR shall not require prior authorization for periodic and 

interperiodic screens conducted by PCPs. The CONTRACTOR shall provide all 
medically necessary covered services regardless of whether the need for such 
services was identified by a provider who had received prior authorization from the 
CONTRACTOR or from a contract provider. 

 
2.7.6.1.8 The CONTRACTOR shall have a tracking system to monitor each TENNderCare 

eligible member’s receipt of the required screening, diagnosis, and treatment 
services. The tracking system shall have the ability to generate immediate reports on 
each member’s TENNderCare status, reflecting all encounters reported more than 
sixty (60) days prior to the date of the report.  

 
2.7.6.1.9 In the event that a member under sixteen (16) years of age is seeking behavioral 

health TENNderCare services and the member’s parent(s), or legally appointed 
representative is unable to accompany the member to the examination, the 
CONTRACTOR shall require that its providers either contact the member’s 
parent(s), or legally appointed representative to discuss the findings and inform the 
family of any other necessary health care, diagnostic services, treatment or other 
measures recommended for the member or notify the MCO to contact the parent(s), 
or legally appointed representative with the results. 

 
2.7.6.2 Member Education and Outreach  

 
2.7.6.2.1 The CONTRACTOR shall be responsible for outreach activities and for informing 

members who are under the age of twenty-one (21), or their parent or legally 
appointed representative, of the availability of TENNderCare services. All 
TENNderCare member materials shall be submitted to TENNCARE for written 
approval prior to distribution in accordance with Section 2.17.1 and shall be made 
available in accordance with the requirements specified in Section 2.17.2.  

 
2.7.6.2.2 The CONTRACTOR shall have a minimum of six (6) “outreach contacts” per 

member per calendar year in which it provides information about TENNderCare to 
members. The minimum “outreach contacts” include: one (1) member handbook as 
described in Section 2.17.4, four (4) quarterly member newsletters as described in 
Section 2.17.5, and one (1) reminder notice issued before a screening is due. The 
reminder notice shall include an offer of transportation and scheduling assistance. 

 
2.7.6.2.2.1 If the CONTRACTOR’s TENNderCare screening rate is below ninety percent 

(90%), as determined in the most recent CMS 416 report, the CONTRACTOR 
shall conduct New Member Calls for all new members under the age of twenty-
one (21) to inform them of TENNderCare services including assistance with 
appointment scheduling and transportation to appointments. 

 
2.7.6.2.2.2 The CONTRACTOR shall have the ability to conduct EPSDT outreach in 

formats appropriate to members who are blind, deaf, illiterate or have Limited 
English Proficiency. At least one of the 6 outreach attempts identified above shall 
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advise members regarding how to request and/or access such assistance and/or 
information. The CONTRACTOR shall collaborate with agencies that have 
established procedures for working with special populations in order to develop 
effective outreach materials. 

 
2.7.6.2.3 The CONTRACTOR shall have a mechanism for systematically notifying families 

when TENNderCare screens are due.  
 

2.7.6.2.4 As part of its TENNderCare policies and procedures, the CONTRACTOR shall have 
a written process for following up with members who do not get their screenings 
timely. This process for follow up shall include provisions for documenting all 
outreach attempts and maintaining records of efforts made to reach out to members 
who have missed screening appointments or who have failed to receive regular 
check-ups. The CONTRACTOR shall make at least one (1) effort per quarter in 
excess of the six (6) “outreach contacts” to get the member in for a screening. The 
efforts, whether written or oral, shall be different each quarter. The CONTRACTOR 
is prohibited from simply sending the same letter four (4) times. 

 
2.7.6.2.5 The CONTRACTOR shall have a process for determining if a member who is 

eligible for TENNderCare has used no services within a year and shall make two (2) 
reasonable attempts to re-notify such members about TENNderCare. The attempts 
must be different in format or message. One (1) of these attempts can be a referral to 
DOH for a screen. (These two (2) attempts are in addition to the one (1) attempt per 
quarter mentioned in Section 2.7.6.2.4 above.) 

 
2.7.6.2.6 The CONTRACTOR shall require that providers have a process for documenting 

services declined by a parent or legally appointed representative or mature competent 
child, specifying the particular service was declined. This process shall meet all 
requirements outlined in Section 5320.2.A of the State Medicaid Manual. 

 
2.7.6.2.7 The CONTRACTOR shall make and document a minimum of two (2) reasonable 

attempts to find a member with one (1) of the two (2) attempts being made within 
thirty (30) days of receipt of mail returned as undeliverable and the second being 
made within ninety (90) days of receipt of mail returned as undeliverable. At least 
one (1) of these attempts shall be by phone. 

 
2.7.6.2.8 The CONTRACTOR shall make available to members and families accurate lists of 

names and phone numbers of contract providers who are currently accepting 
TennCare members as described in Section 2.17.8 of this Agreement. 

 
2.7.6.2.9 The CONTRACTOR shall target specific informing activities to pregnant women 

and families with newborns. Provided that the CONTRACTOR is aware of the 
pregnancy, the CONTRACTOR shall inform all pregnant women prior to the 
estimated delivery date about the availability of TENNderCare services for their 
children. The CONTRACTOR shall offer TENNderCare services for the child when 
it is born. 

 
2.7.6.2.10 The CONTRACTOR shall provide member education and outreach in community 

settings. Outreach events shall be conducted in the Grand Region covered by this 
Agreement in accordance with the following specifications: 
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2.7.6.2.10.1 Outreach events shall number a minimum of one hundred fifty (150) per year 
with no less than twenty-five (25) per region, per quarter. 

 
2.7.6.2.10.1.1 At least thirty percent (30%) shall be conducted in rural areas. Results of the 

CONTRACTOR’s 416 report and HEDIS report, as well as county 
demographics, shall be utilized in determining counties for targeted activities and 
in developing strategies for specific populations. 

 
2.7.6.2.10.2 The CONTRACTOR shall contact a minimum of twenty-five (25) state agencies 

or community-based organizations per quarter, to either educate them on services 
available through the CONTRACTOR or to develop outreach and educational 
initiatives. All of the agencies engaged shall be those who serve TennCare 
enrollees. Collaborative activities should include those designed to reach 
enrollees with limited English proficiency, low literacy levels, behavioral health 
and special health care needs or who are pregnant. 

 
2.7.6.3 Screening 

 
2.7.6.3.1 The CONTRACTOR shall provide periodic comprehensive child health assessments 

meaning, “regularly scheduled examinations and evaluations of the general physical 
and mental health, growth, development, and nutritional status of infants, children, 
and youth.” 

 
2.7.6.3.2 At a minimum, these screens shall include periodic and interperiodic screens and be 

provided at intervals which meet reasonable standards of medical, behavioral and 
dental practice, as determined by the State after consultation with recognized medical 
and dental organizations involved in child health care. The State has determined that 
“reasonable standards of medical and dental practice” are those standards set forth in 
the American Academy of Pediatrics Recommendations for Preventive Pediatric 
Health Care for medical practice and American Academy of Pediatric Dentistry 
(AAPD) guidelines for dental practice. Tools used for screening shall be consistent 
with the screening guidelines recommended by the State which are available on the 
TennCare web site. These include, but are not limited to recommended screening 
guidelines for developmental/behavioral surveillance and screening, hearing 
screenings, and vision screenings. 

 
2.7.6.3.3 The screens shall include, but not be limited to: 

 
2.7.6.3.3.1 Comprehensive health and developmental history (including assessment of 

physical and mental health development and dietary practices); 
 

2.7.6.3.3.2 Comprehensive unclothed physical examination, including measurements (the 
child’s growth shall be compared against that considered normal for the child’s 
age and gender); 

 
2.7.6.3.3.3 Appropriate immunizations scheduled according to the most current Advisory 

Committee on Immunization Practices (ACIP) schedule according to age and 
health history; 
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2.7.6.3.3.4 Appropriate vision and hearing testing provided at intervals which meet 
reasonable standards of medical practice and at other intervals as medically 
necessary to determine the existence of suspected illness or condition; 

 
2.7.6.3.3.5 Appropriate laboratory tests (including lead toxicity screening appropriate for 

age and risk factors). All children are considered at risk and shall be screened for 
lead poisoning. All children shall receive a screening blood lead test at twelve 
(12) and twenty-four (24) months of age. Children between the ages of thirty-six 
(36) months and seventy-two (72) months of age shall receive a screening blood 
lead test if they have not been previously screened for lead poisoning. A blood 
lead test shall be used when screening Medicaid-eligible children. A blood lead 
test equal to or greater than ten (10) ug/dL obtained by capillary specimen (finger 
stick) shall be confirmed by using a venous blood sample; and 

 
2.7.6.3.3.6 Health education which includes anticipatory guidance based on the findings of 

all screening. Health education should include counseling to both members and 
members’ parents or to the legally appointed representative to assist in 
understanding what to expect in terms of the child’s development and to provide 
information about the benefits of healthy lifestyles and practices as well as 
accident and disease prevention. 

 
2.7.6.3.4 The CONTRACTOR shall encourage providers to refer children to dentists for 

periodic dental screens beginning no later than three (3) years of age and earlier as 
needed (as early as six (6) to twelve (12) months in accordance with the American 
Academy of Pediatric Dentistry (AAPD) guidelines) and as otherwise appropriate.  

 
2.7.6.3.5 The CONTRACTOR shall establish a procedure for PCPs or other providers 

completing TENNderCare screenings to refer TENNderCare eligible members 
requiring behavioral health services to appropriate providers. 

 
2.7.6.4 Services 

 
2.7.6.4.1 Should screenings indicate a need, the CONTRACTOR shall provide all necessary 

health care, diagnostic services, treatment, and other measures described in 42 USC 
1396d(a) (Section 1905(a) of the Social Security Act) to correct or ameliorate or 
prevent from worsening defects and physical and mental illnesses and conditions 
discovered by the screening services, whether or not such services are covered under 
the Medicaid State plan (see Section 2.7.6.4.8). This includes, but is not limited to, 
the services detailed below.   

 
2.7.6.4.2 The CONTRACTOR shall provide treatment for defects in vision and hearing, 

including eyeglasses and hearing aids. 
 
2.7.6.4.3 The CONTRACTOR shall coordinate with the DBM to ensure that TENNderCare 

eligible members receive dental care services furnished by direct referral to a dentist, 
at as early an age as necessary, and at intervals which meet reasonable standards of 
dental practice as determined by the State and at other intervals as medically 
necessary to determine the existence of a suspected illness or condition. 

 
2.7.6.4.4 The CONTRACTOR shall not require prior authorization or written PCP referral in 

order for a member to obtain a mental health or substance abuse assessment, whether 
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the assessment is requested as follow-up to a TENNderCare screening or an 
interperiodic screening. This requirement shall not preclude the CONTRACTOR 
from requiring notification for a referral for an assessment. Furthermore, the 
CONTRACTOR shall establish a procedure for PCPs, or other providers, completing 
TENNderCare screenings, to refer members under the age of twenty-one (21) for a 
mental health or substance abuse assessment. 

 
2.7.6.4.5 For services not covered by Section 1905(a) of the Social Security Act, but found to 

be needed as a result of conditions disclosed during screening and diagnosis, the 
CONTRACTOR shall provide referral assistance as required by 42 CFR 441.61, 
including referral to providers and State health agencies. 

 
2.7.6.4.6 Transportation Services  

 
2.7.6.4.6.1 The CONTRACTOR shall provide transportation assistance for a child and for 

the child’s escort or accompanying adult, including related travel expenses, cost 
of meals, and lodging en route to and from TennCare covered services. The 
requirement to provide the cost of meals shall not be interpreted to mean that a 
member (or the child’s escort or accompanying adult) can request meals while in 
transport to and from care. Reimbursement for meals and lodging shall only be 
provided when transportation for a TennCare covered service cannot be 
completed in one (1) day and would require an overnight stay. 

 
2.7.6.4.6.2 The CONTRACTOR shall offer transportation and scheduling assistance to all 

members under age twenty-one (21) who do not have access to transportation in 
order to access covered services. This may be accomplished through various 
means of communication to members, including but not limited to, member 
handbooks, TENNderCare outreach notifications, etc. 

 
2.7.6.4.7 Services for Elevated Blood Lead Levels 

 
2.7.6.4.7.1 The CONTRACTOR shall provide follow up for elevated blood lead levels in 

accordance with the State Medicaid Manual, Part 5. The Manual currently says 
that children with blood lead levels equal to or greater than ten (10) ug/dL should 
be followed according to CDC guidelines. These guidelines include follow up 
blood tests and investigations to determine the source of lead, when indicated. 

 
2.7.6.4.7.2 The CONTRACTOR shall provide for any follow up service within the scope of 

the federal Medicaid statute, including diagnostic or treatment services 
determined to be medically necessary when elevated blood lead levels are 
identified in children. Such services would include both MCO case management 
services and a one (1) time investigation to determine the source of lead. 

 
2.7.6.4.7.3 The CONTRACTOR is responsible for the primary environmental lead 

investigation—commonly called a “lead inspection”—for children when elevated 
blood levels suggest a need for such an investigation. 

 
2.7.6.4.7.4 If the lead inspection does not reveal the presence of lead paint in the home, there 

may be a need for other testing, such as risk assessments involving water and soil 
sampling or inspections of sites other than the primary residence if the child 
spends a substantial amount of time in another location. The CONTRACTOR is 



Page 60 of 374 

not responsible for either the risk assessments or the lead inspection at the 
secondary site. However, the CONTRACTOR shall contact the DOH when these 
services are indicated as this agency is responsible for these services. 

 
2.7.6.4.7.5 CONTRACTOR reimbursement for the primary environmental investigations is 

limited to the items specified in Part 5 of the State Medicaid Manual. These items 
include the health professional’s time and activities during the on-site 
investigation of the child’s primary residence. They do not include testing of 
environmental substances such as water, paint, or soil. 

 
2.7.6.4.8 Services Chart  

 
Pursuant to federal and state requirements, TennCare enrollees under the age of 21 
are eligible for all services listed in Section 1905(a) of the Social Security Act. These 
services, and the entity responsible for providing them to TennCare enrollees under 
the age of 21, are listed below. Notwithstanding any other provision of this 
Agreement, the CONTRACTOR shall provide all services for which “MCO” is 
identified as the responsible entity to members under the age of 21. All services, 
other than TENNderCare screens and interperiodic screens, must be medically 
necessary in order to be covered by the CONTRACTOR. The CONTRACTOR shall 
provide all medically necessary TENNderCare covered services regardless of 
whether or not the need for such services was identified by a provider whose services 
had received prior authorization from the CONTRACTOR or by a contract provider. 
 

Services Listed in Social 
Security Act Section 

1905(a) 

 Responsible Entity in 
Tennessee Comments 

(1)    Inpatient hospital 
services (other than 
services in an 
institution for mental 
diseases) 

 MCO  

(2)(A) Outpatient hospital 
services 

 MCO  

(2)(B) Rural health clinic 
services (RHCs) 

 MCO MCOs are not required to 
contract with RHCs if the 
services are available 
through other contract 
providers. 

(2)(C) Federally-qualified 
health center services 
(FQHCs) 

 MCO MCOs are not required to 
contract with FQHCs if 
they can demonstrate 
adequate provider 
capacity without them. 

(3)   Other laboratory and 
X-ray services 

 MCO  

(4)(A) Nursing facility 
services for 
individuals age 21 and 
older 

  Not applicable for 
TENNderCare 
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Services Listed in Social 
Security Act Section 

1905(a) 

 Responsible Entity in 
Tennessee Comments 

(4)(B) EPSDT services  MCO for physical health and 
behavioral health services; 
DBM for dental services 
except as described in Section 
2.6.1.3;  
PBM for pharmacy services 
as described except as in 
Section 2.6.1.3 

 

(4)(C) Family planning 
services and supplies 

 MCO; 
PBM for pharmacy services 
except as described in Section 
2.6.1.3 

 

(5)(A) Physicians’ services 
furnished by a 
physician, whether 
furnished in the office, 
the patient’s home, a 
hospital, or a nursing 
facility 

 MCO   

(5)(B) Medical and surgical 
services furnished by a 
dentist 

 DBM except as described in 
Section 2.6.1.3 

 

(6)    Medical care, or any 
other type of remedial 
care recognized under 
state law, furnished by 
licensed practitioners 
within the scope of 
their practice as 
defined by state law 

 MCO  See Item (13) 

(7)    Home health care 
services 

 MCO   

(8)    Private duty nursing 
services 

 MCO   

(9)    Clinic services   MCO   
(10)  Dental services  DBM except as described in 

Section 2.6.1.3 
 

(11)  Physical therapy and 
related services 

 MCO  

(12)  Prescribed drugs, 
dentures, and 
prosthetic devices, and 
eyeglasses 

 MCO; 
PBM for pharmacy services 
except as described in Section 
2.6.1.3; 
DBM for dentures 

 

(13)  Other diagnostic, 
screening, preventive, 
and rehabilitative 

 MCO for physical health and 
behavioral health services; 
DBM for dental services 

The following are 
considered practitioners 
of the healing arts in 
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Services Listed in Social 
Security Act Section 

1905(a) 

 Responsible Entity in 
Tennessee Comments 

services, including any 
medical or remedial 
services recommended 
by a physician or other 
licensed practitioner of 
the healing arts within 
the scope of their 
practice under state 
law, for the maximum 
reduction of physical 
or mental disability 
and restoration of an 
individual to the best 
possible functional 
level 

except as described in Section 
2.6.1.3; 
PBM for pharmacy services 
except as described in Section 
2.6.1.3 

Tennessee law:1 
• Alcohol and drug 

abuse counselor 
• Athletic trainer 
• Audiologist 
• Certified 

acupuncturist 
• Certified master 

social worker 
• Certified nurse 

practitioner 
• Certified 

professional 
counselor 

• Certified 
psychological 
assistant 

• Chiropractic 
physician 

• Chiropractic therapy 
assistant 

• Clinical pastoral 
therapist 

• Dentist 
• Dental assistant 
• Dental hygienist 
• Dietitian/nutritionist 
• Dispensing optician 
• Electrologist 
• Emergency medical 

personnel 
• First responder 
• Hearing instrument 

specialist  
• Laboratory 

personnel 
• Licensed clinical 

perfusionist 
• Licensed clinical 

social worker 
• Licensed practical 

nurse 
• Licensed 

professional 
                                                      
1 This list was provided by the Tennessee Department of Health. 
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Services Listed in Social 
Security Act Section 

1905(a) 

 Responsible Entity in 
Tennessee Comments 

counselor 
• Marital and family 

therapist, certified 
• Marital and family 

therapist, licensed 
• Massage therapist 
• Medical doctor 
• Medical doctor 

(special training) 
• Midwives and nurse 

midwives 
• Nurse aide 
• Occupational 

therapist 
• Occupational 

therapy assistant 
• Optometrist 
• Osteopathic 

physician 
• Pharmacist 
• Physical therapist 
• Physical therapist 

assistant 
• Physician assistant 
• Podiatrist 
• Psychological 

examiner 
• Psychologist 
• Registered nurse 
• Registered certified 

reflexologist 
• Respiratory care 

assistant 
• Respiratory care 

technician 
• Respiratory care 

therapist 
 
• Senior psychological 

examiner 
• Speech pathologist 
• Speech pathology 

aide 
• X-ray op in 

chiropractic 
physician’s office 
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Services Listed in Social 
Security Act Section 

1905(a) 

 Responsible Entity in 
Tennessee Comments 

• X-ray op in MD 
office 

• X-ray op in 
osteopathic office 

• X-ray op in 
podiatrist’s office 

(14)  Inpatient hospital 
services and nursing 
facility services for 
individuals 65 years of 
age or over in an 
institution for mental 
diseases 

  Not applicable for 
TENNderCare 

(15)  Services in an 
intermediate care 
facility for the 
mentally retarded 

 TENNCARE  

(16)  Inpatient psychiatric 
services for 
individuals under age 
21 

 MCO  

(17)  Services furnished by 
a nurse-midwife 

 MCO The MCOs are not 
required to contract with 
nurse-midwives if the 
services are available 
through other contract 
providers. 

(18)  Hospice care  MCO  
(19)  Case management 

services 
 MCO   

(20)  Respiratory care 
services 

 MCO  

(21)  Services furnished by 
a certified pediatric 
nurse practitioner or 
certified family nurse 
practitioner 

 MCO The MCOs are not 
required to contract with 
PNPs or CFNPs if the 
services are available 
through other contract 
providers. 

(22)  Home and community 
care for functionally 
disabled elderly 
individuals 

  Not applicable for 
TENNderCare 

(23)  Community supported 
living arrangements 
services 

  Not applicable for 
TENNderCare 

(24)  Personal care services  MCO   
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Services Listed in Social 
Security Act Section 

1905(a) 

 Responsible Entity in 
Tennessee Comments 

(25)  Primary care case 
management services 

  Not applicable 

(26)  Services furnished 
under a PACE 
program 

  Not applicable for 
TENNderCare 

(27)  Any other medical 
care, and any other 
type of remedial care 
recognized under state 
law. 

 MCO for physical and 
behavioral health services; 
DBM for dental services 
except as described in Section 
2.6.1.3; 
PBM for pharmacy services 
except  as described in 
Section 2.6.1.3 

See Item (13) 

 
2.7.6.4.8.1 Note 1: “Targeted case management services,” which are listed under Section 

1915(g)(1), are not TENNderCare services except to the extent that the 
definition in Section 1915(g)(2) is used with Item (19) above.  

 
2.7.6.4.8.2 Note 2: “Psychiatric residential treatment facility” is not listed in Social Security 

Act Section 1905(a). It is, however, defined in 42 CFR 483.352 as “a facility 
other than a hospital, that provides psychiatric services, as described in subpart D 
of part 441 of this chapter, to individuals under age twenty-one (21), in an 
inpatient setting.”  

 
2.7.6.4.8.3 Note 3: “Rehabilitative” services are differentiated from “habilitative” services 

in federal law. “Rehabilitative” services, which are TENNderCare services, are 
defined in 42 CFR 440.130(d) as services designed “for maximum reduction of 
physical or mental disability and restoration of a recipient to his best possible 
functional level.” “Habilitative” services, which are not TENNderCare 
services, are defined in Section 1915(c)(5) as services designed “to assist 
individuals in acquiring, retaining, and improving the self-help, socialization, and 
adaptive skills necessary to reside successfully in home and community based 
settings.” 

 
2.7.6.4.8.4 Note 4: Certain services are covered under a Home and Community Based 

waiver but are not TENNderCare services because they are not listed in the 
Social Security Act Section 1905(a). These services include habilitation, 
prevocational, supported employment services, homemaker services and respite 
services. (See Section 1915(c)(4).) 

 
2.7.6.4.8.5 Note 5: Certain services are not coverable even under a Home and Community 

Based waiver and are not TENNderCare services. These services include room 
and board, and special education and related services which are otherwise 
available through a Local Education Agency. (See Section 1915(c)(5).) 
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2.7.6.5 Children with Special Health Care Needs 
 

Children with special health care needs are those children who are in the custody of 
DCS. As provided in Section 2.4.4.4, TennCare enrollees who are in the custody of 
DCS will be enrolled in TennCare Select. 

 
2.7.7 Advance Directives  
 

2.7.7.1 The CONTRACTOR shall maintain written policies and procedures for advance 
directives that comply with all federal and state requirements concerning advance 
directives, including but not limited to 42 CFR 422.128, 438.6 and 489 Subpart I; 
TCA 32-11-101 et seq., 34-6-201 et seq., and 68-11-201 through 68-11-224; and any 
requirements as stipulated by the member. Any written information provided by the 
CONTRACTOR shall reflect changes in state law by the effective date specified in 
the law, if not specified then within thirty (30) calendar days after the effective date 
of the change.   

 
2.7.7.2 The CONTRACTOR shall provide its policies and procedures to all members 

eighteen (18) years of age and older and shall educate members about their ability to 
direct their care using this mechanism and shall specifically designate which staff 
members and/or contract providers are responsible for providing this education. 

 
2.7.7.3 The CONTRACTOR shall educate its staff about its policies and procedures on 

advance directives, situations in which advance directives may be of benefit to 
members, and their responsibility to educate members about this tool and assist them 
to make use of it. 

 
2.7.7.4 The CONTRACTOR, for behavioral health services, shall provide its policies and 

procedures to all members sixteen (16) years of age and older and shall educate 
members about their ability to direct their care using advance directives including the 
use of Declarations for Mental Health Treatment under TCA Title 33, Chapter 6, Part 
10. The CONTRACTOR shall specifically designate staff members and/or providers 
responsible for providing this education. 

 
2.7.7.5 For CHOICES members, the care coordinator shall educate members about their 

ability to use advance directives during the face-to-face intake visit for current 
members or the face-to-face visit with new members, as applicable. 

 
2.7.8 Sterilizations, Hysterectomies and Abortions  
 

2.7.8.1 The CONTRACTOR shall cover sterilizations, hysterectomies and abortions 
pursuant to applicable federal and state law. The CONTRACTOR shall ensure that 
when coverage requires the completion of a specific form, the form is properly 
completed as described in the instructions with the original form maintained in the 
member’s medical records and a copy submitted to the CONTRACTOR for retention 
in the event of audit. 
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2.7.8.2 Sterilizations 
 

Sterilization shall mean any medical procedure, treatment or operation done for the 
purpose of rendering an individual permanently incapable of reproducing. The 
CONTRACTOR shall cover sterilizations only if the following requirements are met: 

 
2.7.8.2.1 At least thirty (30) calendar days, but not more than one hundred eighty (180) 

calendar days, have passed between the date of informed consent and the date of the 
sterilization, except in the case of premature delivery or emergency abdominal 
surgery. A member may consent to be sterilized at the time of a premature delivery or 
emergency abdominal surgery if at least seventy-two (72) hours have passed since 
the member gave informed consent for the sterilization. In the case of premature 
delivery, the informed consent must have been given at least thirty (30) calendar days 
before the expected date of delivery; 

 
2.7.8.2.2 The member is at least twenty-one (21) years old at the time consent is obtained; 
 
2.7.8.2.3 The member is mentally competent; 
 
2.7.8.2.4 The member is not institutionalized (i.e., not involuntarily confined or detained under 

a civil or criminal status in a correctional or rehabilitative facility or confined in a 
mental hospital or other facility for the care and treatment of mental illness, whether 
voluntarily or involuntarily committed); and 

 
2.7.8.2.5 The member has voluntarily given informed consent on the approved 

“STERILIZATION CONSENT FORM” which is available on TENNCARE’s web 
site. The form shall be available in English and Spanish, and the CONTRACTOR 
shall provide assistance in completing the form when an alternative form of 
communication is necessary. 

 
2.7.8.3 Hysterectomies 

 
2.7.8.3.1 Hysterectomy shall mean a medical procedure or operation for the purpose of 

removing the uterus. The CONTRACTOR shall cover hysterectomies only if the 
following requirements are met:  

 
2.7.8.3.1.1 The hysterectomy is medically necessary; 

 
2.7.8.3.1.2 The member or her authorized representative, if any, has been informed orally 

and in writing that the hysterectomy will render the member permanently 
incapable of reproducing; and 

 
2.7.8.3.1.3 The member or her authorized representative, if any, has signed and dated an 

“ACKNOWLEDGMENT OF HYSTERECTOMY INFORMATION” form 
which is available on the Bureau of TennCare’s web site, prior to the 
hysterectomy. Informed consent shall be obtained regardless of diagnosis or age 
in accordance with federal requirements. The form shall be available in English 
and Spanish, and assistance shall be provided in completing the form when an 
alternative form of communication is necessary. Refer to 
“ACKNOWLEDGMENT OF HYSTERECTOMY INFORMATION” form and 
instructions for additional guidance and exceptions. 
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2.7.8.3.2 The CONTRACTOR shall not cover hysterectomies under the following 

circumstances: 
 

2.7.8.3.2.1 If it is performed solely for the purpose of rendering an individual permanently 
incapable of reproducing; 

 
2.7.8.3.2.2 If there is more than one purpose for performing the hysterectomy, but the 

primary purpose is to render the individual permanently incapable of 
reproducing; or 

 
2.7.8.3.2.3 It is performed for the purpose of cancer prophylaxis. 

 
2.7.8.4 Abortions 

 
2.7.8.4.1 The CONTRACTOR shall cover abortions and services associated with the abortion 

procedure only if the pregnancy is the result of an act of rape or incest; or in the case 
where a woman suffers from a physical disorder, physical injury, or physical illness, 
including a life-endangering physical condition caused by or arising from the 
pregnancy itself, that would, as certified by a physician, place the woman in danger 
of death unless an abortion is performed.  

 
2.7.8.4.2 The CONTRACTOR shall ensure that a “CERTIFICATION OF MEDICAL 

NECESSITY FOR ABORTION” form, which is available on TENNCARE’s web 
site, is completed.  The form shall be available in English and Spanish, and assistance 
shall be provided in completing the form when an alternative form of communication 
is necessary. 

 
10. Section 2.8 shall be deleted in its entirety and replaced with the following: 
 
2.8 DISEASE MANAGEMENT  
 
2.8.1 General 
 

2.8.1.1 The CONTRACTOR shall establish and operate a disease management (DM) 
program for each of the following conditions:  

 
2.8.1.1.1 Maternity care management, in particular high-risk obstetrics; 

 
2.8.1.1.2 Diabetes; 

 
2.8.1.1.3 Congestive heart failure; 

 
2.8.1.1.4 Asthma; 

 
2.8.1.1.5 Coronary artery disease; 

 
2.8.1.1.6 Chronic-obstructive pulmonary disease; 

 
2.8.1.1.7 Bipolar disorder;  
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2.8.1.1.8 Major depression; and 
 

2.8.1.1.9 Schizophrenia. 
 

2.8.1.2 Each DM program shall utilize evidence-based clinical practice guidelines (hereafter 
referred to as the guidelines) that have been formally adopted by the 
CONTRACTOR’s Quality Management/Quality Improvement (QM/QI) committee 
or other clinical committee and patient empowerment strategies to support the 
provider-patient relationship and the plan of care. For the conditions listed in 
2.8.1.1.1 through 2.8.1.1.9, the guidelines shall include a requirement to conduct a 
mental health and substance abuse screening. The DM programs for bipolar disorder, 
major depression, and schizophrenia shall include the use of the evidence-based 
practice for co-occurring disorders. 

 
2.8.1.3 The DM programs shall emphasize the prevention of exacerbation and complications 

of the conditions as evidenced by decreases in emergency room utilization and 
inpatient hospitalization and/or improvements in condition-specific health status 
indicators. 

 
2.8.1.4 The CONTRACTOR shall develop and maintain DM program policies and 

procedures, which shall include program descriptions. These policies and procedures 
shall include, for each of the conditions listed above, the following:  

 
2.8.1.4.1 The definition of the target population;  

 
2.8.1.4.2 Member identification strategies, which shall not exclude CHOICES members, 

including dual eligible CHOICES members; 
 

2.8.1.4.3 The guidelines; 
 

2.8.1.4.4 Written description of the stratification levels for each of the conditions, including 
member criteria and associated interventions; 

 
2.8.1.4.5 Program content; 

 
2.8.1.4.6 Targeted methods for informing and educating members which may include, but 

shall not be limited to mailing educational materials; 
 

2.8.1.4.7 Methods for informing and educating providers; and  
 
2.8.1.4.8 Program evaluation.  
 
2.8.1.5 As part of its DM program policies and procedures, the CONTRACTOR shall also 

address how the DM programs will coordinate with MCO case management 
activities, in particular for members who would benefit from both.   

 
2.8.1.6 The CONTRACTOR’s DM and care coordination policies and procedures shall 

address how the CONTRACTOR shall ensure that upon enrollment into CHOICES, 
disease management activities are integrated with CHOICES care coordination 
processes and functions, and that the member’s assigned care coordinator has 
primary responsibility for coordination of all the member’s physical health, 
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behavioral health, and long-term care services, including appropriate management of 
conditions specified in 2.8.1.1. If a CHOICES member has one or more of the 
conditions specified in Section 2.8.1.1, the member’s care coordinator may use the 
CONTRACTOR’s applicable DM tools and resources, including staff with 
specialized training, to help manage the member’s condition and shall integrate the 
use of these DM tools and resources with care coordination. DM staff shall 
supplement but not supplant the role and responsibilities of the member’s care 
coordinator/care coordination team. The CONTRACTOR’s policies and procedures 
shall also include at a minimum how the CONTRACTOR will address the following 
for CHOICES members:   

 
2.8.1.6.1 Notify the member’s care coordinator of the member’s participation in a DM 

program;  
 
2.8.1.6.2 Provide to the member’s care coordinator information about the member collected 

through the DM program;  
 

2.8.1.6.3 Provide to the care coordinator any educational materials given to the member 
through the DM program;   

 
2.8.1.6.4 Ensure that the care coordinator reviews the information noted in Section 2.8.1.6.3 

above verbally with the member and with the member’s paid and/or unpaid caregiver 
and coordinates any necessary follow-up that may be needed regarding the DM 
program such as scheduling screenings or appointments;  

 
2.8.1.6.5 Ensure that the care coordinator integrates into the member’s plan of care aspects of 

the DM program that would help to better manage the member’s condition; and  
 

2.8.1.6.6 Ensure that the member’s care coordinator shall be responsible for coordinating with 
the member’s providers regarding the development and implementation of an 
individualized treatment plan which shall be integrated into the member’s plan of 
care and which shall include monitoring the member’s condition, helping to ensure 
compliance with treatment protocols, and to the extent appropriate, lifestyle changes 
which will help to better ensure management of the member’s condition  (see Section 
2.9.6 of this Agreement). 

 
2.8.1.7 The CONTRACTOR shall implement DM programs specific to CHOICES members 

in accordance with the following schedule:  
 

2.8.1.7.1 After the second calendar quarter following CHOICES implementation in the Grand 
Region covered by this Agreement, the CONTRACTOR shall implement DM 
programs for CHOICES members for four of the six disease management conditions 
listed in Sections 2.8.1.1.2, 2.8.1.1.3, 2.8.1.1.5, 2.8.1.1.6, 2.8.1.1.8, and 2.8.8).  

 
2.8.1.7.2 After the fourth calendar quarter following CHOICES implementation in the Grand 

Region covered by this Agreement, the CONTRACTOR shall implement DM 
programs for CHOICES members for the two DM conditions listed in Sections 
2.8.1.1.2, 2.8.1.1.3, 2.8.1.1.5, 2.8.1.1.6, 2.8.1.1.8, and 2.8.8 for which the 
CONTRACTOR has not developed a DM program for CHOICES members. 
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2.8.1.7.3 After the sixth calendar quarter following CHOICES implementation in the Grand 
Region covered by this Agreement, the CONTRACTOR shall implement DM 
programs for CHOICES members for the three DM conditions listed in Sections 
2.8.1.1.4, 2.8.1.1.7, and 2.8.1.1.9, for a total of nine (9) DM programs for CHOICES 
members. 

 
2.8.2 Member Identification Strategies  
 

2.8.2.1 The CONTRACTOR shall have a systematic method of identifying and enrolling 
eligible members in each DM program, including CHOICES members, through the 
same processes used for identification of non-CHOICES members and the CHOICES 
care coordination process.. 

 
2.8.2.2 The CONTRACTOR shall operate its disease management programs using an “opt 

out” methodology, meaning that disease management services shall be provided to 
eligible members unless they specifically ask to be excluded.  

 
2.8.3 Stratification 
 

As part of the DM programs, the CONTRACTOR shall classify eligible members into 
stratification levels according to condition severity or other clinical or member-provided 
information which, for members enrolled in the CHOICES program shall also include 
stratification by the type of setting in which long-term care services are delivered, i.e., nursing 
facility, community-based residential alternative, or home-based. The DM programs shall tailor 
the program content and education activities for each stratification level. For CHOICES 
members, this shall include targeted interventions based on the setting in which the member 
resides.    

 
2.8.4 Program Content  
 

Each DM program shall include the development of treatment plans, as described in NCQA 
Disease Management program content, that serve as the outline for all of the activities and 
interventions in the program. At a minimum the activities and interventions associated with the 
treatment plan shall address condition monitoring, patient adherence to the treatment plan, 
consideration of other co-morbidities, and condition-related lifestyle issues. For CHOICES 
members, appropriate elements of the treatment plan shall be individualized and integrated into 
the member’s plan of care to facilitate better management of the member’s condition. 

 
2.8.5 Informing and Educating Members 
 

The DM programs shall educate members and/or their caregivers regarding their particular 
condition(s) and needs. This information shall be provided upon enrollment in the DM program. 
The DM programs shall educate members to increase their understanding of their condition(s), 
the factors that impact their health status (e.g., diet and nutrition, lifestyle, exercise, medication 
compliance), and to empower members to be more effective in self-care and management of their 
health so they: 

 
2.8.5.1 Are proactive and effective partners in their care; 

 
2.8.5.2 Understand the appropriate use of resources needed for their care; 
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2.8.5.3 Identify precipitating factors and appropriate responses before they require more 
acute intervention; and 

 
2.8.5.4 Are compliant and cooperative with the recommended treatment plan. 

 
2.8.6 Informing and Educating Providers 
 

As part of the DM programs, the CONTRACTOR shall educate providers regarding the 
guidelines and shall distribute the guidelines to providers who are likely to treat enrollees with the 
DM conditions. This includes, but is not limited to, PCPs and specialists involved in treating that 
particular condition. The CONTRACTOR shall also provide each PCP with a list of their patients 
enrolled in each DM program upon the member’s initial enrollment and at least annually 
thereafter. The CONTRACTOR shall provide specific information to the provider concerning 
how the program(s) works. The DM’s provider education shall be designed to increase the 
providers’ adherence to the guidelines in order to improve the members’ conditions.  

 
2.8.7 Program Evaluation (Satisfaction and Effectiveness)  
 

2.8.7.1 The CONTRACTOR shall evaluate member satisfaction with the DM services (as 
described by NCQA) by systematically analyzing feedback from members and 
analyzing member complaints and inquiries at least annually. The feedback on 
satisfaction shall be specific to DM programs.   

 
2.8.7.1.1 A written summary, of member satisfaction with the DM program, shall be included 

in the annual DM report. 
 
2.8.7.2 The CONTRACTOR shall establish measurable benchmarks and goals for each DM 

program and shall evaluate the programs using these benchmarks and goals. These 
benchmarks and goals shall be specific to each condition but should include: 

 
2.8.7.2.1 Performance measured against at least two important clinical aspects of the 

guidelines associated with each DM program; 
 

2.8.7.2.2 The rate of emergency department utilization, inpatient hospitalization, and nursing 
facility admission; 

 
2.8.7.2.3 Neonatal Intensive Care Unit (NICU) days for births associated with members 

enrolled in the maternity care management program; 
 
2.8.7.2.4 Appropriate HEDIS measures; 
 
2.8.7.2.5 The passive participation rates (as defined by NCQA) and the number of individuals 

participating in each level of each of the DM programs;  
 
2.8.7.2.6 Cost savings;  
 
2.8.7.2.7 Member adherence to treatment plans; and 
 
2.8.7.2.8 Provider adherence to the guidelines. 
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2.8.7.3 For CHOICES members, measures of member satisfaction and effectiveness shall be 
reported by the type of setting in which long-term care services are delivered in order 
to facilitate comparison across long-term care service delivery settings.   

 
2.8.7.4 The CONTRACTOR shall report on DM activities as required in Section 2.30.5. 

 
2.8.8 Obesity Disease Management  
 

In addition to the aforementioned DM program requirements, the CONTRACTOR shall have a 
DM program for obesity that is provided as a cost effective alternative service (see Section 2.6.5). 
The CONTRACTOR may fulfill this requirement by entering into a provider agreement with 
Weight Watchers and then referring/authorizing eligible obese and overweight members to 
participate in a Weight Watchers program. If the CONTRACTOR identifies another weight 
management program as the cost effective alternative service, the CONTRACTOR shall include a 
narrative of the program (including target population and description of services) as part of its 
quarterly disease management report (see Section 2.30.5.1) applicable to the quarter in which the 
program was implemented.  

 
11. Section 2.9 shall be deleted in its entirety and replaced with the following: 
 
2.9 SERVICE COORDINATION 
 
2.9.1 General  
 

2.9.1.1 The CONTRACTOR shall be responsible for the management, coordination, and 
continuity of care for all its TennCare members and shall develop and maintain 
policies and procedures to address this responsibility. For CHOICES members, these 
policies and procedures shall specify the role of the care coordinator/care 
coordination team in conducting these functions (see Section 2.9.6). 

 
2.9.1.2 The CONTRACTOR shall: 

 
2.9.1.2.1 Coordinate care among PCPs, specialists, behavioral health providers, and long-term 

care providers; 
 

2.9.1.2.2 Perform reasonable preventive health case management services, have mechanisms 
to assess the quality and appropriateness of services furnished, and provide 
appropriate referral and scheduling assistance; 

 
2.9.1.2.3 Monitor members with ongoing medical or behavioral health conditions; 
 
2.9.1.2.4 Provide care coordination to CHOICES members (see Section 2.9.6); 

 
2.9.1.2.5 Identify members using emergency department services inappropriately to assist in 

scheduling follow-up care with PCPs and/or appropriate specialists to improve 
continuity of care and establish a medical home; 

 
2.9.1.2.6 Maintain and operate a formalized hospital and/or institutional discharge planning 

program;  
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2.9.1.2.7 Coordinate hospital and/or institutional discharge planning that includes post-
discharge care, as appropriate; 

 
2.9.1.2.8 Maintain an internal tracking system that identifies the current preventive services 

screening status and pending preventive services screening due dates for each 
member; and 

 
2.9.1.2.9 Authorize services provided by non-contract providers, as required in this Agreement 

(see, e.g., Section 2.13). 
 
2.9.2 Transition of New Members  
 

2.9.2.1 In the event an enrollee entering the CONTRACTOR’s MCO, either as a new 
TennCare enrollee or transferring from another MCO, is receiving medically 
necessary covered services in addition to or other than prenatal services (see below 
for enrollees receiving only prenatal services) the day before enrollment, the 
CONTRACTOR shall be responsible for the costs of continuation of such medically 
necessary services, without any form of prior approval and without regard to whether 
such services are being provided by contract or non-contract providers. Except as 
specified in this Section 2.9.2 or in Sections 2.9.3 or 2.9.6, this requirement shall not 
apply to long-term care services. 

 
2.9.2.1.1 For medically necessary covered services, other than long-term care services, being 

provided by a non-contract provider, the CONTRACTOR shall provide continuation 
of such services for up to ninety (90) calendar days or until the member may be 
reasonably transferred without disruption to a contract provider, whichever is less. 
The CONTRACTOR may require prior authorization for continuation of services 
beyond thirty (30) calendar days; however, the CONTRACTOR is prohibited from 
denying authorization solely on the basis that the provider is a non-contract provider.   

 
2.9.2.1.2 For medically necessary covered services, other than long-term care services, being 

provided by a contract provider, the CONTRACTOR shall provide continuation of 
such services from that provider but may require prior authorization for continuation 
of such services from that provider beyond thirty (30) calendar days. The 
CONTRACTOR may initiate a provider change only as otherwise specified in this 
Agreement. 

 
2.9.2.1.3 For medically necessary covered long-term care services for CHOICES members 

who are new to both TennCare and CHOICES, the CONTRACTOR shall provide 
long-term care services as specified in Sections 2.9.6.2.4 and 2.9.6.2.5.   

 
2.9.2.1.4 For covered long-term care services for CHOICES members who are transferring 

from another MCO, the CONTRACTOR shall be responsible for continuing to 
provide covered long-term care services, including both HCBS authorized by the 
transferring MCO and nursing facility services, without regard to whether such 
services are being provided by contract or non-contract providers.  

 
2.9.2.1.4.1 For a member in CHOICES Group 2 or 3, the CONTRACTOR shall continue 

HCBS authorized by the transferring MCO for a minimum of thirty (30) days 
after the member’s enrollment and thereafter shall not reduce these services 
unless a care coordinator has conducted a comprehensive needs assessment and 
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developed a plan of care, and the CONTRACTOR has authorized and initiated 
HCBS in accordance with the member’s new plan of care. If a member in 
CHOICES Group 2 or 3 is receiving short-term nursing facility care, the 
CONTRACTOR shall continue to provide nursing facility services to the 
member in accordance with the level of nursing facility services (Level I or Level 
II) approved by TENNCARE (see Section 2.14.1.12). For a member in Group 1, 
the CONTRACTOR shall provide nursing facility services to the member in 
accordance with the level of nursing facility services (Level I or Level II) 
approved by TENNCARE (see Section 2.14.1.12); however, the member may be 
transitioned to the community in accordance with Section 2.9.6.8 of this 
Agreement. 

 
2.9.2.1.4.2 For a member in CHOICES Group 2 or 3, within thirty (30) days of notice of the 

member’s enrollment with the CONTRACTOR, a care coordinator shall conduct 
a face-to-face visit (see Section 2.9.6.2.5), including a comprehensive needs 
assessment (see Section 2.9.6.5), and develop a plan of care (see Section 2.9.6.6), 
and the CONTRACTOR shall authorize and initiate HCBS in accordance with 
the new plan of care (see Section 2.9.6.2.5). If a member in Group 2 or 3 is 
receiving short-term nursing facility care on the date of enrollment with the 
CONTRACTOR, a care coordinator shall complete a face-to-face visit prior to 
the expiration date of the level of nursing facility services approved by 
TENNCARE, but no later than thirty (30) days after enrollment to determine 
appropriate needs assessment and care planning activities (see Section 2.9.6.2.5 
for members who will be discharged from the nursing facility and remain in 
Group 2 or 3 and Section 2.9.6.2.4 for members who will remain in the nursing 
facility and be enrolled in Group 1). If the expiration date for the level of nursing 
facility services approved by TENNCARE occurs prior to thirty (30) days after 
enrollment, and the CONTRACTOR is unable to conduct the face-to-face visit 
prior to the expiration date, the CONTRACTOR shall be responsible for 
facilitating discharge to the community or enrollment in Group 1, whichever is 
appropriate. 

 
2.9.2.1.4.3 If at any time before conducting a comprehensive needs assessment for a member 

in CHOICES Group 2 or 3 the CONTRACTOR becomes aware of an increase in 
the member’s needs, a care coordinator shall immediately conduct a 
comprehensive needs assessment and update the member’s plan of care, and the 
CONTRACTOR shall initiate the change in services within ten (10) days of 
becoming aware of the increase in the member’s needs.  

 
2.9.2.1.4.4 For a member in CHOICES Group 1 who, at the time of enrollment with the 

CONTRACTOR, has resided in a nursing facility for less than ninety (90) days, a 
care coordinator shall conduct a face-to-face in-facility visit within thirty (30) 
days of the member’s enrollment with the CONTRACTOR and conduct a needs 
assessment as determined necessary by the CONTRACTOR (see Section 
2.9.6.5). For a member in CHOICES Group 1 who, at the time of enrollment with 
the CONTRACTOR, has resided in a nursing facility for ninety (90) days or 
more, a care coordinator shall conduct a face-to-face in-facility visit within sixty 
(60) days of the member’s enrollment with the CONTRACTOR and conduct a 
needs assessment as determined necessary by the CONTRACTOR (see Section 
2.9.6.5). 
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2.9.2.1.4.5 The CONTRACTOR shall facilitate a seamless transition to new services and/or 
providers, as applicable, in the plan of care developed by the CONTRACTOR 
without any disruption in services.  

 
2.9.2.1.4.6 The CONTRACTOR shall not:  

 
2.9.2.1.4.6.1 Transition nursing facility residents or residents of community-based residential 

alternatives to another facility unless (1) the member or his/her representative 
specifically requests to transition, which shall be documented in the member’s 
file, (2) the member or his/her representative provides written consent to 
transition based on quality or other concerns raised by the CONTRACTOR, 
which shall not include the nursing facility’s rate of reimbursement; or (3) the 
facility where the member is residing is not a contract provider; if the 
community-based residential facility where the member is currently residing is 
not a contract provider, the CONTRACTOR shall provide continuation of 
services in such facility for at least thirty (30) days, which shall be extended as 
necessary to ensure continuity of care pending the facility’s contracting with the 
CONTRACTOR or the member’s transition to a contract facility; if the member 
is transitioned to a contract facility, the CONTRACTOR shall facilitate a 
seamless transition to the new facility; if the nursing facility where the member is 
currently residing is a non-contract provider, the CONTRACTOR shall (a) 
authorize continuation of the services pending enrollment of the facility as a 
contract provider (except a facility excluded for a 2-year period when the facility 
has withdrawn from Medicaid participation); (b) authorize continuation of the 
services pending facilitation of the member's transition to a contract facility, 
subject to the member’s agreement with such transition; or (c) may continue to 
reimburse services from the non-contract nursing facility in accordance with 
TennCare rules and regulations; 

 
2.9.2.1.4.6.2 Transition Group 1 members to HCBS unless the member chooses to receive 

HCBS as an alternative to nursing facility care and is enrolled in CHOICES 
Group 2 (see Section 2.9.6.8 for requirements regarding nursing facility to 
community transition);  

 
2.9.2.1.4.6.3 Admit a member in CHOICES Group 2 to a nursing facility unless (1) the 

member requires a short-term nursing facility care stay; (2) the member chooses 
to transition to a nursing facility and enroll in Group 1; or (3) the 
CONTRACTOR determines that it cannot safely and effectively meet the needs 
of the member and within the member’s cost neutrality cap, and the member 
agrees to transition to a nursing facility and enroll in Group 1;  

 
2.9.2.1.4.6.4 Admit a member enrolled in CHOICES Group 3 to a nursing facility unless: (1) 

the member meets nursing facility level of care and is expected to require nursing 
facility services for ninety (90) days or less; or (2) the member meets nursing 
facility level of care, is expected to require nursing facility services for more than 
ninety (90) days and chooses to transition to a nursing facility and enroll in 
Group 1; or  

 
2.9.2.1.4.6.5 Transition members in Group 2 or 3 to another HCBS provider for continuing 

services unless the current HCBS provider is not a contract provider; if the 
current HCBS provider is not a contract provider, the CONTRACTOR shall 
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provide continuation of HCBS from that provider for at least thirty (30) days, 
which shall be extended as necessary to ensure continuity of care pending the 
provider’s contracting with the CONTRACTOR or the member’s transition to a 
contract provider; if the member is transitioned to a contract provider, the 
CONTRACTOR shall facilitate a seamless transition to the new provider. 

 
2.9.2.1.5 For CHOICES members who are transferring to the CONTRACTOR’s MCO serving 

the Grand Region covered by this Agreement from a Grand Region where CHOICES 
has not yet been implemented, the CONTRACTOR shall be responsible for 
continuing to provide covered long-term care services, including both HCBS in the 
member’s approved HCBS E/D waiver plan of care and nursing facility services. 

 
2.9.2.1.5.1 For CHOICES members in Group 2, the CONTRACTOR shall be responsible for 

continuing to provide HCBS in accordance with the member’s approved HCBS 
E/D waiver plan of care for a minimum of thirty (30) calendar days after 
enrollment; thereafter the CONTRACTOR shall not reduce the member’s HCBS 
unless a care coordinator has conducted a comprehensive needs assessment and 
developed a plan of care, and the CONTRACTOR has authorized and initiated 
HCBS in accordance with the member’s new plan of care. If a member in 
CHOICES Group 2 is receiving short-term nursing facility care, the 
CONTRACTOR shall continue to provide nursing facility services to the 
member in accordance with the level of nursing facility services (Level I or Level 
II) approved by TENNCARE (see Section 2.14.1.12). For a member in Group 1, 
the CONTRACTOR shall provide nursing facility services to the member in 
accordance with the level of nursing facility services (Level I or Level II) 
approved by TENNCARE (see Section 2.14.1.12); however, the member may be 
transitioned to the community in accordance with Section 2.9.6.8 of this 
Agreement. 

 
2.9.2.1.5.2 For a member in CHOICES Group 2, within thirty (30) days of notice of the 

member’s enrollment, a care coordinator shall conduct a face-to-face visit (see 
Section 2.9.6.2.5), including a comprehensive needs assessment (see Section 
2.9.6.5), and develop a plan of care (see Section 2.9.6.6), and the 
CONTRACTOR shall authorize and initiate HCBS in accordance with the new 
plan of care (see Section 2.9.6.2.5). If the member is receiving short-term nursing 
facility care on the date of enrollment with the CONTRACTOR, a care 
coordinator shall complete a face-to-face visit prior to the expiration date of the 
level of nursing facility services approved by TENNCARE, and within no more 
than thirty (30) days of the member’s enrollment, to determine appropriate needs 
assessment and care planning activities (see Section 2.9.6.2.5 for members who 
will be discharged for the nursing facility and remain in Group 2 and Section 
2.9.6.2.4 for members who will remain in the nursing facility and be enrolled in 
Group 1). If the expiration date for the level of nursing facility services approved 
by TENNCARE occurs prior to thirty (30) days after enrollment, and the 
CONTRACTOR is unable to conduct the face-to-face visit prior to the expiration 
date, the CONTRACTOR shall be responsible for facilitating discharge to the 
community or enrollment in Group 1, whichever is appropriate. 

 
2.9.2.1.5.3 If at any time before conducting the comprehensive needs assessment for a 

member in CHOICES Group 2 the CONTRACTOR becomes aware of an 
increase in the member’s needs, a care coordinator shall immediately conduct a 
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comprehensive needs assessment and update the member’s plan of care, and the 
CONTRACTOR shall initiate the change in services within ten (10) days of 
becoming aware of the change in the member’s needs. 

 
2.9.2.1.5.4 For a member in CHOICES Group 1 who, at the time of enrollment with the 

CONTRACTOR, has resided in a nursing facility for less than ninety (90) days, a 
care coordinator shall conduct a face-to-face in-facility visit within thirty (30) 
days of the member’s enrollment with the CONTRACTOR and conduct a needs 
assessment as determined necessary by the CONTRACTOR (see Section 
2.9.6.5). For a member in CHOICES Group 1 who, at the time of enrollment with 
the CONTRACTOR, has resided in a nursing facility for ninety (90) days or 
more, a care coordinator shall conduct a face-to-face in-facility visit within sixty 
(60) days of the member’s enrollment with the CONTRACTOR and conduct a 
needs assessment as determined necessary by the CONTRACTOR (see Section 
2.9.6.5). 

 
2.9.2.1.5.5 The CONTRACTOR shall facilitate a seamless transition to new services and/or 

providers, as applicable, in the plan of care developed by the CONTRACTOR 
without any disruption in services.  

 
2.9.2.1.5.6 The CONTRACTOR shall not:  

 
2.9.2.1.5.6.1 Transition nursing facility residents or residents of community-based residential 

alternatives to another facility unless (1) the member or his/her representative 
specifically requests to transition, which shall be documented in the member’s 
file, (2) the member or his/her representative provides written consent to 
transition based on quality or other concerns raised by the CONTRACTOR, 
which shall not include the nursing facility’s rate of reimbursement; or (c) the 
facility where the member is residing is not a contract provider; if the 
community-based residential facility where the member is currently residing is 
not a contract provider, the CONTRACTOR shall provide continuation of 
services in such facility for at least thirty (30) days, which shall be extended as 
necessary to ensure continuity of care pending the facility’s contracting with the 
CONTRACTOR or the member’s transition to a contract facility; if the member 
is transitioned to a contract facility, the CONTRACTOR shall facilitate a 
seamless transition to the new facility; if the nursing facility where the member is 
currently residing is a non-contract provider, the CONTRACTOR shall (a) 
authorize continuation of the services pending enrollment of the facility as a 
contract provider (except a facility excluded for a 2-year period when the facility 
has withdrawn from Medicaid participation); (b) authorize continuation of the 
services pending facilitation of the member's transition to a contract facility, 
subject to the member’s agreement with such transition; or (c) may continue to 
reimburse services from the non-contract nursing facility in accordance with 
TennCare rules and regulations;  

 
2.9.2.1.5.6.2 Transition Group 1 members to HCBS unless the member chooses to receive 

HCBS as an alternative to nursing facility care and is enrolled in CHOICES 
Group 2 (see Section 2.9.6.8 for requirements regarding nursing facility to 
community transition);  
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2.9.2.1.5.6.3 Admit a member in CHOICES Group 2 to a nursing facility unless (1) the 
member requires a short-term nursing facility care stay; (2) the member chooses 
to transition to a nursing facility and enroll in Group 1; or (3) the 
CONTRACTOR determines that it cannot safely and effectively meet the needs 
of the member and within the member’s cost neutrality cap and the member 
agrees to transition to a nursing facility and enroll in Group 1; or  

 
2.9.2.1.5.6.4 Transition members in Group 2 to another HCBS provider for continuing 

services unless the current HCBS provider is not a contract provider; if the 
current HCBS provider is not a contract provider, the CONTRACTOR shall 
provide continuation of HCBS from that provider for at least thirty (30) days, 
which shall be extended as necessary to ensure continuity of care pending the 
provider’s contracting with the CONTRACTOR or the member’s transition to a 
contract provider; if the member is transitioned to a contract provider, the 
CONTRACTOR shall facilitate a seamless transition to the new provider. 

 
2.9.2.2 In the event an enrollee entering the CONTRACTOR’s MCO, either as a new 

TennCare enrollee or transferring from another MCO, is in her first trimester of 
pregnancy and is receiving medically necessary covered prenatal care services the 
day before enrollment, the CONTRACTOR shall be responsible for the costs of 
continuation of such medically necessary prenatal care services, including prenatal 
care, delivery, and post-natal care, without any form of prior approval and without 
regard to whether such services are being provided by a contract or non-contract 
provider.  

 
2.9.2.2.1 If the member is receiving services from a non-contract provider, the 

CONTRACTOR shall be responsible for the costs of continuation of medically 
necessary covered prenatal services, without any form of prior approval, until such 
time as the CONTRACTOR can reasonably transfer the member to a contract 
provider without impeding service delivery that might be harmful to the member’s 
health.  

 
2.9.2.2.2 If the member is receiving services from a contract provider, the CONTRACTOR 

shall be responsible for the costs of continuation of medically necessary covered 
prenatal services from that provider, without any form of prior approval, through the 
postpartum period. 

 
2.9.2.3 In the event an enrollee entering the CONTRACTOR’s MCO, either as a new 

TennCare enrollee or transferring from another MCO, is in her second or third 
trimester of pregnancy and is receiving medically necessary covered prenatal care 
services the day before enrollment, the CONTRACTOR shall be responsible for 
providing continued access to the prenatal care provider (whether contract or non-
contract provider) through the postpartum period, without any form of prior approval.  

 
2.9.2.4 If a member enrolls in the CONTRACTOR’s MCO from another MCO, the 

CONTRACTOR shall immediately contact the member’s previous MCO and request 
the transfer of “transition of care data” as specified by TENNCARE. If the 
CONTRACTOR is contacted by another MCO requesting “transition of care data” 
for a member who has transferred from the CONTRACTOR to the requesting MCO 
(as verified by the CONTRACTOR), the CONTRACTOR shall provide such data in 
the timeframe and format specified by TENNCARE.  
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2.9.2.5 If the CONTRACTOR becomes aware that a CHOICES member will be transferring 

to another MCO, the CONTRACTOR (including, but not limited to the member’s 
care coordinator) shall work with the other MCO in facilitating a seamless transition 
for that member. If a member in Group 2 or 3 is transferring to a Grand Region 
where CHOICES has not been implemented, the care coordinator shall provide the 
local Area Agency on Aging and Disability (AAAD) with the member’s plan of care 
and other information specified by TENNCARE within the timeframe and in the 
format specified by TENNCARE and shall work with the AAAD to facilitate a 
seamless transition for that member. 

 
2.9.2.6 The CONTRACTOR shall ensure that any member entering the CONTRACTOR’s 

MCO is held harmless by the provider for the costs of medically necessary covered 
services except for applicable TennCare cost sharing and patient liability amounts 
(see Section 2.6.7 of this Agreement). 

 
2.9.2.7 The CONTRACTOR shall develop and maintain policies and procedures regarding 

the transition of new members. 
 
2.9.3 Transition of Members Receiving Long-Term Care Services at the Time of CHOICES 

Implementation 
 

2.9.3.1 For each member who is enrolling in CHOICES as of the date of CHOICES 
implementation in the Grand Region covered by this Agreement, as identified by 
TENNCARE (herein referred to as “transitioning CHOICES members”), the 
CONTRACTOR shall assign a care coordinator prior to the first face-to-face visit. If 
the face-to-face visit will not occur within ten (10) days after the implementation of 
CHOICES, the CONTRACTOR shall send the member written notification within 
ten (10) calendar days of implementation that explains how the member can reach the 
care coordination unit for assistance with concerns or questions pending the 
assignment of a specific care coordinator. 

 
2.9.3.2 For each transitioning CHOICES member, the CONTRACTOR shall be responsible 

for the costs of continuing to provide covered long-term care services previously 
authorized by TENNCARE or its designee, including, as applicable, HCBS in the 
member’s approved HCBS E/D waiver plan of care and nursing facility services 
without regard to whether such services are being provided by contract or non-
contract providers.  

 
2.9.3.3 For members in Group 2 the CONTRACTOR shall continue HCBS in the member’s 

approved HCBS E/D waiver plan of care except case management for a minimum of 
thirty (30) days after the member’s enrollment and thereafter shall not reduce HCBS 
unless the member’s care coordinator has conducted a comprehensive needs 
assessment and developed a plan of care and the CONTRACTOR has authorized and 
initiated HCBS in accordance with the member’s new plan of care. If a member in 
CHOICES Group 2 is receiving short-term nursing facility care, the CONTRACTOR 
shall continue to provide nursing facility services to the member in accordance with 
the level of nursing facility services (Level I or Level II) approved by TENNCARE 
(see Section 2.14.1.12).   
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2.9.3.4 For a member in CHOICES Group 2, within ninety (90) days of CHOICES 
implementation, the member’s care coordinator shall conduct a face-to-face visit (see 
Section 2.9.6.2.5), including a comprehensive needs assessment (see Section 2.9.6.5), 
and develop a plan of care (see Section 2.9.6.6), and the CONTRACTOR shall 
authorize and initiate HCBS in accordance with the new plan of care. If a member in 
Group 2 is receiving short-term nursing facility care on the date of enrollment with 
the CONTRACTOR the member’s care coordinator shall complete a face-to-face 
visit prior to the expiration date of the level of nursing services approved by 
TENNCARE, but no more than ninety (90) days after CHOICES implementation, to 
determine appropriate needs assessment and care planning activities (see Section 
2.9.6.2.5 for members who will be discharged from the nursing facility and remain in 
Group 2 or 3 and Section 2.9.6.2.4 for members who will remain in the nursing 
facility and be enrolled in Group 1). If the expiration date for the level of nursing 
facility services approved by TENNCARE occurs prior to ninety (90) days after 
CHOICES implementation, and the CONTRACTOR is unable to conduct the face-to-
face visit prior to the expiration date, the CONTRACTOR shall be responsible for 
facilitating discharge to the community or enrollment in Group 1, whichever is 
appropriate. 

 
2.9.3.5 If at any time before conducting a comprehensive needs assessment for a member in 

CHOICES Group 2 the CONTRACTOR becomes aware of an increase in the 
member’s needs, the member’s care coordinator shall immediately conduct a 
comprehensive needs assessment and update the member’s plan of care, and the 
CONTRACTOR shall initiate the change in services within ten (10) days of 
becoming aware of the change in the member’s needs.   

 
2.9.3.6 The CONTRACTOR shall provide nursing facility services to a member in Group 1 

in accordance with the level of nursing facility services (Level I or Level II) 
approved by TENNCARE (see Section 2.14.1.12); however, the member may be 
transitioned to the community in accordance with Section 2.9.6.8 of this Agreement. 

 
2.9.3.7 For a member in CHOICES Group 1 who, at the time of enrollment with the 

CONTRACTOR, has resided in a nursing facility for less than ninety (90) days, the 
member’s care coordinator shall conduct a face-to-face in-facility visit within ninety 
(90) days of the implementation of CHOICES and conduct a needs assessment as 
determined necessary by the CONTRACTOR (see Section 2.9.6.5.1). For a member 
in CHOICES Group 1 who, at the time of implementation of CHOICES, has resided 
in a nursing facility for ninety (90) days or more, the member’s care coordinator shall 
conduct a face-to-face in-facility visit within six (6) months of the member’s 
enrollment with the CONTRACTOR and conduct a needs assessment as determined 
necessary by the CONTRACTOR (see Section 2.9.6.5.1).  

 
2.9.3.8 The CONTRACTOR shall facilitate a seamless transition to new services and/or 

providers, as applicable, in the plan of care developed by the CONTRACTOR 
without any disruption in services.  

 
2.9.3.9 The CONTRACTOR shall not:  

 
2.9.3.9.1 Transition nursing facility residents or residents of community-based residential 

alternatives to another facility unless (1) the member  or his/her representative 
specifically requests to transition, which shall be documented in the member’s file, 
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(2) the member or his/her representative provides written consent to transition based 
on quality or other concerns raised by the CONTRACTOR, which shall not include 
the nursing facility’s rate of reimbursement; or (3) the facility where the member is 
residing is not a contract provider; if the community-based residential facility where 
the member is currently residing is not a contract provider, the CONTRACTOR shall 
provide continuation of services in such facility for at least thirty (30) days, which 
shall be extended as necessary to ensure continuity of care pending the facility’s 
contracting with the CONTRACTOR or the member’s transition to a contract 
facility; if the member is transitioned to a contract facility, the CONTRACTOR shall 
facilitate a seamless transition to the new facility; if the nursing facility where the 
member is currently residing is a non-contract provider, the CONTRACTOR shall (a) 
authorize continuation of the services pending enrollment of the facility as a contract 
provider (except a facility excluded for a 2-year period when the facility has 
withdrawn from Medicaid participation); (b) authorize continuation of the services 
pending facilitation of the member's transition to a contract facility, subject to the 
member’s agreement with such transition; or (c) may continue to reimburse services 
from the non-contract nursing facility in accordance with TennCare rules and 
regulations;  

 
2.9.3.9.2 Transition Group 1 members to HCBS unless the member chooses to receive HCBS 

as an alternative to nursing facility care and is enrolled in CHOICES Group 2 (see 
Section 2.9.6.8 for requirements regarding nursing facility to community transition);  

 
2.9.3.9.3 Admit a member in CHOICES Group 2 to a nursing facility unless (1) the member 

requires a short-term nursing facility care stay; (2) the member chooses to transition 
to a nursing facility and enroll in Group 1; or (3) the CONTRACTOR determines that 
it cannot safely and effectively meet the needs of the member and within the 
member’s cost neutrality cap, and the member agrees to transition to a nursing 
facility and enroll in Group 1; or  

 
2.9.3.9.4 Transition members in Group 2 or 3 to another HCBS provider for continuing 

services unless the current HCBS provider is not a contract provider; if the current 
HCBS provider is not a contract provider, the CONTRACTOR shall provide 
continuation of HCBS from that provider for at least thirty (30) days, which shall be 
extended as necessary to ensure continuity of care pending the provider’s contracting 
with the CONTRACTOR or the member’s transition to a contract provider; if the 
member is transitioned to a contract provider, the CONTRACTOR shall facilitate a 
seamless transition to the new provider. 

 
2.9.4 Transition of Care  
 

2.9.4.1 The CONTRACTOR shall actively assist members with chronic or acute medical or 
behavioral health conditions, members who are receiving long-term care services, 
and members who are pregnant in transitioning to another provider when a provider 
currently treating their chronic or acute medical or behavioral health condition, 
currently providing their long-term care services, or currently providing prenatal 
services has terminated participation with the CONTRACTOR. For CHOICES 
members, this assistance shall be provided by the member’s care coordinator/care 
coordination team. 
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2.9.4.1.1 Except as provided below regarding members who are in their second or third 
trimester of pregnancy, the CONTRACTOR shall provide continuation of such 
provider for up to ninety (90) calendar days or until the member may be reasonably 
transferred to another provider without disruption of care, whichever is less.   

 
2.9.4.1.2 For members in their second or third trimester of pregnancy, the CONTRACTOR 

shall allow continued access to the member’s prenatal care provider and any provider 
currently treating the member’s chronic or acute medical or behavioral health 
condition or currently providing long-term care services, through the postpartum 
period. 

 
2.9.4.2 The CONTRACTOR shall actively assist members in transitioning to another provider 

when there are changes in providers. The CONTRACTOR shall have transition 
policies that, at a minimum, include the following: 

 
2.9.4.2.1 A schedule which ensures transfer does not create a lapse in service; 
 
2.9.4.2.2 For CHOICES members in Groups 2 and 3, the requirement for a HCBS provider 

that is no longer willing or able to provide services to a member to cooperate with the 
member’s care coordinator to facilitate a seamless transition to another HCBS 
provider (see Section 2.12.12.1) and to continue to provide services to the member 
until the member has been transitioned to another HCBS provider, as determined by 
the CONTRACTOR, or as otherwise directed by the CONTRACTOR (see Section 
2.12.12.2); 

 
2.9.4.2.3 A mechanism for timely information exchange (including transfer of the member 

record); 
 
2.9.4.2.4 A mechanism for assuring confidentiality; 
 
2.9.4.2.5 A mechanism for allowing a member to request and be granted a change of provider; 
 
2.9.4.2.6 An appropriate schedule for transitioning members from one (1) provider to another 

when there is medical necessity for ongoing care.  
 
2.9.4.2.7 Specific transition language on the following special populations: 

 
2.9.4.2.7.1 Children who are SED; 
 
2.9.4.2.7.2 Adults who are SPMI; 
 
2.9.4.2.7.3 Persons who have addictive disorders; 
 
2.9.4.2.7.4 Persons who have co-occurring disorders of both mental health and substance 

abuse disorders; and 
 
2.9.4.2.7.5 Persons with behavioral health conditions who also have a developmental 

disorder (dually diagnosed). These members shall be allowed to remain with their 
providers of the services listed below for the minimum time frames set out below 
as long as the services continue to be medically necessary. The CONTRACTOR 
may shorten these transition time frames only when the provider of services is no 



Page 84 of 374 

longer available to serve the member or when a change in providers is agreed to 
in writing by the member. 

 
2.9.4.2.7.5.1 Mental health case management: three (3) months; 
 
2.9.4.2.7.5.2 Psychiatrist: three (3) months; 
 
2.9.4.2.7.5.3 Outpatient behavioral health therapy: three (3) months; 
 
2.9.4.2.7.5.4 Psychosocial rehabilitation and supported employment: three (3) months; and  
 
2.9.4.2.7.5.5 Psychiatric inpatient or residential treatment and supported housing: six (6) 

months. 
 
2.9.5 MCO Case Management  
 

2.9.5.1 The CONTRACTOR shall maintain an MCO case management program that 
includes the following components: 

 
2.9.5.1.1 A systematic approach to identify eligible members;  

 
2.9.5.1.2 Assessment of member needs; 
 
2.9.5.1.3 Development of an individualized plan of care; 
 
2.9.5.1.4 Implementation of the plan of care, including coordination of care that actively links 

the member to providers and support services; and 
 
2.9.5.1.5 Program Evaluation (Satisfaction and Effectiveness). 

 
2.9.5.2 The CONTRACTOR shall provide MCO case management to members who are at 

high risk or have unique, chronic, or complex needs. This shall include but not be 
limited to members with co-occurring mental illness and substance abuse and/or co-
morbid physical health and behavioral health conditions. 

 
2.9.5.3 The CONTRACTOR has the option of allowing members to be enrolled in both 

MCO case management and a disease management program.  
 

2.9.5.4 The CONTRACTOR shall ensure that, upon a member’s enrollment in CHOICES, 
MCO case management activities are integrated with CHOICES care coordination 
processes and functions, and that the member’s assigned care coordinator has 
primary responsibility for coordination of all the member’s physical health, 
behavioral health, and long-term care needs. The care coordinator may use resources 
and staff from the CONTRACTOR’s MCO case management program, including 
persons with specialized expertise in areas such as behavioral health, to supplement 
but not supplant the role and responsibilities of the member’s care coordinator/care 
coordination team. 

 
2.9.5.5 Eligible members shall be offered MCO case management services. However, 

member participation shall be voluntary. 
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2.9.5.6 The CONTRACTOR shall develop a process to inform members and providers about 
the availability of MCO case management and to inform the member’s PCP and/or 
appropriate specialist when a member has been assigned to the MCO case 
management program.  

 
2.9.5.7 The CONTRACTOR shall use utilization data, including pharmacy data provided by 

TENNCARE or its PBM (see Section 2.9.10), to identify members for MCO case 
management services as appropriate. In particular, the CONTRACTOR shall track 
utilization data to determine when a member has exceeded the ED threshold (see 
Section 2.14.1.13). 
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2.9.6 Care Coordination 
 

2.9.6.1 General 
 

2.9.6.1.1 The CONTRACTOR shall provide care coordination to all persons enrolled in 
TennCare CHOICES in accordance with this Agreement and to other TennCare 
members only in order to determine the member’s eligibility for and facilitate the 
member’s enrollment in TennCare CHOICES. Except for the initial process for 
current members that is necessary to determine the member’s eligibility for and 
facilitate the member’s enrollment in TennCare CHOICES, care coordination shall 
not be available to non-CHOICES members.  

 
2.9.6.1.2 The CONTRACTOR shall provide care coordination in a comprehensive, holistic, 

person-centered manner.  
 

2.9.6.1.3 The CONTRACTOR shall use care coordination as the continuous process of:  
(1) assessing a member’s physical, behavioral, functional, and psychosocial needs;  
(2) identifying the physical health, behavioral health and long-term care services and 
other social support services and assistance (e.g., housing or income assistance) that 
are necessary to meet identified needs; (3) ensuring timely access to and provision, 
coordination and monitoring of physical health, behavioral health, and long-term care 
services needed to help the member maintain or improve his or her physical or 
behavioral health status or functional abilities and maximize independence; and  
(4) facilitating access to other social support services and assistance needed in order 
to ensure the member’s health, safety and welfare, and as applicable, to delay or 
prevent the need for more expensive institutional placement. 

 
2.9.6.1.4 Long-term care services identified through care coordination and provided by the 

CONTRACTOR shall build upon and not supplant a member’s existing support 
system, including but not limited to informal supports provided by family and other 
caregivers, services that may be available at no cost to the member through other 
entities, and services that are reimbursable through other public or private funding 
sources, such as Medicare or long-term care insurance. 

 
2.9.6.1.5 The CONTRACTOR shall develop and implement policies and procedures for care 

coordination that comply with the requirements of this Agreement.   
 

2.9.6.1.6 The CONTRACTOR’s failure to meet requirements, including timelines, for care 
coordination set forth in this Agreement, except for good cause, constitutes non-
compliance with this Agreement. Such failure shall not affect any determination of 
eligibility for CHOICES enrollment, which shall be based only on whether the 
member meets CHOICES eligibility and enrollment criteria, as defined pursuant to 
the Section 1115 TennCare Demonstration Waiver, federal and state laws and 
regulations, this Agreement, and TennCare policies and protocols. Nor shall such 
failure affect any determination of coverage for CHOICES benefits which shall be 
based only on the covered benefits for the applicable CHOICES group in which the 
member is enrolled as defined pursuant to the Section 1115 TennCare Demonstration 
Waiver, federal and state laws and regulations, this Agreement, and TennCare 
policies and protocols; and in accordance with requirements pertaining to medical 
necessity.   
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2.9.6.1.7 The CONTRACTOR shall ensure that its care coordination program complies with 
42 CFR 438.208. 

 
2.9.6.1.8 The CONTRACTOR shall ensure that, upon enrollment into CHOICES, MCO case 

management and/or disease management activities are integrated with CHOICES 
care coordination processes and functions, and that the member’s assigned care 
coordinator has primary responsibility for coordination of all the member’s physical 
health, behavioral health, and long-term care needs, including appropriate 
management of conditions specified in 2.8.1.1. The care coordinator may use 
resources and staff from the CONTRACTOR’s case management and disease 
management programs, including persons with specialized expertise in areas such as 
behavioral health, to supplement but not supplant the role and responsibilities of the 
care coordinator/care coordination team. 

  
2.9.6.2 Intake Process for Members New to Both TennCare and CHOICES 
 
2.9.6.2.1 The CONTRACTOR shall refer all inquiries regarding CHOICES enrollment by or 

on behalf of individuals who are not enrolled with the CONTRACTOR to 
TENNCARE or its designee. The form and format for such referrals shall be 
developed in collaboration with the CONTRACTOR and TENNCARE or its 
designee.  

 
2.9.6.2.2 TENNCARE or its designee will assist individuals who are not enrolled in TennCare 

with TennCare eligibility and CHOICES enrollment. 
 

2.9.6.2.3 Functions of the Single Point of Entry (SPOE) 
 
2.9.6.2.3.1 For persons wishing to apply for CHOICES, TENNCARE or its designee may 

employ a screening process, using the tool and protocols specified by 
TENNCARE, to assist with intake for persons new to both TennCare and 
CHOICES. Such screening process shall assess: (1) whether the applicant 
appears to meet categorical and financial eligibility criteria for CHOICES; (2) 
whether the applicant appears to meet nursing facility level of care; and (3) for 
applicants seeking access to HCBS through enrollment in CHOICES Group 2, 
whether it appears that the applicant’s needs can be safely and effectively met in 
the community and at a cost that does not exceed nursing facility care. 

 
2.9.6.2.3.2 For persons identified by TENNCARE or its designee as meeting the screening 

criteria, or for whom TENNCARE or its designee opts not to use a screening 
process, TENNCARE or its designee will conduct a face-to-face intake visit with 
the applicant. As part of this intake visit TENNCARE or its designee will, using 
the tools and protocols specified by TENNCARE, conduct a level of care and 
needs assessment; assess the member’s existing natural support system, including 
but not limited to informal supports provided by family and other caregivers, 
services that may be available at no cost to the member through other entities, 
and services that are reimbursable through other public or private funding 
sources, such as Medicare or long-term care insurance; and identify the long-term 
care services and home health and/or private duty nursing services that may be 
needed by the applicant upon enrollment into CHOICES that would build upon 
and not supplant a member’s existing natural support system.    
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2.9.6.2.3.3 TENNCARE or its designee shall conduct the intake visit, including the level of 
care and needs assessment, in the applicant’s place of residence, except under 
extenuating circumstances (such as the member’s hospitalization), which shall be 
documented in writing. 

 
2.9.6.2.3.4 As part of the intake visit, TENNCARE or its designee shall: (1) provide general 

CHOICES education and information, as specified by TENNCARE, and assist in 
answering any questions the applicant may have; (2) provide information about 
estate recovery; (3) provide choice counseling and facilitate the selection of an 
MCO by the applicant or his/her representative; (4) provide information 
regarding freedom of choice of nursing facility versus HCBS, both verbally and 
in writing, and obtain a Freedom of Choice form signed by the applicant or 
his/her representative; (5) for applicants who want to receive NF services (a) 
provide detailed information and signed acknowledgement of understanding 
regarding a CHOICES member’s responsibility with respect to payment of 
patient liability amounts, including, as applicable, the potential consequences for 
non-payment of patient liability which may include loss of the member’s current 
nursing facility provider, disenrollment from CHOICES, and to the extent the 
member’s eligibility is dependent on receipt of long-term care services, possible 
loss of eligibility for TennCare; and (b) provide information regarding the 
completion of all PASRR requirements prior to nursing facility admission; (6) for 
applicants who are seeking HCBS: (a) conduct a risk assessment using a tool and 
protocol specified by TENNCARE and develop, as applicable, a risk agreement 
that shall be signed by the applicant or his/her representative and which shall 
include identified risks to the applicant, the consequences of such risks, strategies 
to mitigate the identified risks, and the applicant’s decision regarding his/her 
acceptance of risk; (b) make a determination regarding whether the applicant’s 
needs can be safely and effectively met in the community and at a cost that does 
not exceed nursing facility care, including explanation to the applicant regarding 
the individual cost neutrality cap, and notification to and signed 
acknowledgement of understanding by the applicant or his/her representative that 
a change in a member’s needs or circumstances that would result in the cost 
neutrality cap being exceeded or that would result in the MCO’s inability to 
safely and effectively meet a member’s needs in the community and within the 
cost neutrality cap may result in the member’s disenrollment from CHOICES 
Group 2, in which case, the care coordinator will assist with transition to a more 
appropriate care delivery setting; and (c) provide information regarding 
consumer direction and obtain signed documentation of the applicant’s interest in 
participating in consumer direction; and (7) provide information regarding next 
steps in the process including the need for approval by TENNCARE to enroll in 
CHOICES and the functions of the CONTRACTOR, including that the 
CONTRACTOR will develop and approve a plan of care. 

 
2.9.6.2.3.5 The listing of HCBS and home health and/or private duty nursing services the 

member may need shall be used by TENNCARE or its designee to determine 
whether services can be provided within the member’s cost neutrality cap and 
may be further refined based on the CONTRACTOR’s comprehensive needs 
assessment and plan of care development processes. 

 



Page 89 of 374 

2.9.6.2.3.6 The State will be responsible for determining TennCare categorical and financial 
eligibility and level of care and enrolling eligible TennCare members into 
CHOICES. 

 
2.9.6.2.3.7 TENNCARE will notify the CONTRACTOR via the 834 eligibility file when a 

person has been enrolled in CHOICES and the member’s CHOICES Group. For 
members in CHOICES Group 2, TENNCARE will notify the CONTRACTOR of 
the member’s cost neutrality cap (see definition in Section 1 and see Section 
2.6.1.5.2.3). For members in CHOICES Group 1, TENNCARE will notify the 
CONTRACTOR of applicable patient liability amounts (see Section 2.6.7.2).  

 
2.9.6.2.3.8 TENNCARE or its designee will make available to the CONTRACTOR the 

documentation from the intake visit, including but not limited to the member’s 
level of care and needs assessment, the assessment of the member’s existing 
natural support system, the member’s risk assessment and signed risk agreement 
(for members in CHOICES Group 2), and the services identified by TENNCARE 
or its designee. 

 
2.9.6.2.4 Functions of the CONTRACTOR for Members in CHOICES Group 1 
 
2.9.6.2.4.1 For members enrolled in CHOICES Group 1, who are, upon CHOICES 

enrollment, receiving nursing facility services, the CONTRACTOR shall 
immediately authorize such services in accordance with the level of nursing 
facility services (Level I or Level II) approved by TENNCARE (see Section 
2.14.1.12). Authorization for such services shall be from the current provider as 
of the effective date of CHOICES enrollment. The CONTRACTOR shall not 
move members enrolled in CHOICES Group 1 who are, upon CHOICES 
enrollment, receiving nursing facility services, to another facility unless: (1) the 
member or his/her representative specifically requests to move, which shall be 
documented in the member’s file; (2) the member or his/her representative 
provides written consent to move based on quality or other concerns raised by the 
CONTRACTOR, which shall not include the nursing facility‘s rate of 
reimbursement; or (3) the facility where the member is residing is not a contract 
provider. If the nursing facility is a non-contract provider, the CONTRACTOR 
shall (a) authorize continuation of the services pending enrollment of the facility 
as a contract provider (except a facility excluded for a 2-year period when the 
facility has withdrawn from Medicaid participation); (b) authorize continuation 
of the services pending facilitation of the member's transition to a contract 
facility, subject to the member’s agreement with such transition; or (c) may 
continue to reimburse services from the non-contract nursing facility in 
accordance with TennCare rules and regulations. 

 
2.9.6.2.4.2 For members in CHOICES Group 1 who are receiving services in a nursing 

facility at the time of enrollment in CHOICES and have received such services 
for ninety (90) days or more, the CONTRACTOR shall, within sixty (60) 
calendar days of notice of the member’s enrollment in CHOICES, conduct a 
face-to-face visit with the member and perform any additional needs assessment 
deemed necessary by the CONTRACTOR (see Section 2.9.6.5.1). The care 
coordinator shall review the plan of care developed by the nursing facility and 
may supplement the plan of care as necessary and appropriate (see Section 
2.9.6.6.1).     
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2.9.6.2.4.3 The care coordinator shall, for members in CHOICES Group 1 who are receiving 

services in a nursing facility at the time of enrollment in CHOICES and are new 
admissions to a nursing facility, having resided in the nursing facility for less 
than ninety (90) days, within thirty (30) calendar days of notice of the member’s 
enrollment in CHOICES conduct a face-to-face visit with the member and 
perform any additional needs assessment deemed necessary by the 
CONTRACTOR (see Section 2.9.6.5.1). The care coordinator shall review the 
plan of care developed by the nursing facility and may supplement the plan of 
care as necessary and appropriate (see in Section 2.9.6.6.1).   

 
2.9.6.2.4.4 For members in CHOICES Group 1 who are waiting for placement in a nursing 

facility, within ten (10) calendar days of notice of the member’s enrollment in 
CHOICES (1) the member’s care coordinator shall conduct a face-to-face visit 
with the member, which shall include (a) member education regarding choice of 
contract nursing facility providers, subject to the provider’s availability and 
willingness to timely delivery services, and obtain signed confirmation of the 
member’s choice of nursing facility; and (b) performing any additional needs 
assessment deemed necessary by the CONTRACTOR (see Section 2.9.6.5.1); 
and (2) the CONTRACTOR shall authorize and initiate nursing facility services. 
Upon admission to a nursing facility, the care coordinator shall participate as 
appropriate in the nursing facility’s care planning process (see Section 
2.9.6.6.1.2) and may supplement the plan of care as necessary (see Section 
2.9.6.6.1.1).  

 
2.9.6.2.4.5 The CONTRACTOR shall not divert or transition members in Group 1 to HCBS 

unless the member chooses to receive HCBS as an alternative to nursing facility 
and is enrolled in Group 2 or 3. 

 
2.9.6.2.4.6 The CONTRACTOR shall ensure that all PASRR requirements are met prior to a 

member’s admission to a nursing facility.   
 

2.9.6.2.4.7 For purposes of the CHOICES program, service authorization for nursing facility 
services shall be for the level of nursing facility services (Level I or Level II) 
approved by TENNCARE (see Section 2.14.1.12) and shall  include the duration 
of nursing facilities services to be provided; the requested start date; and other 
relevant information as prescribed by TENNCARE. The CONTRACTOR shall 
be responsible for confirming the nursing facility’s capacity and commitment to 
initiate services as authorized on or before the requested start date, and if the 
nursing facility is unable to initiate services as authorized on or before the 
requested start date, for arranging an alternative nursing facility that is able to 
initiate services as authorized on or before the requested start date in accordance 
with Section 2.9.6.2.4.8. 

 
2.9.6.2.4.8 If the CONTRACTOR is unable to place a member in the nursing facility 

requested by the member, the care coordinator shall meet with the member and 
his/her representative to discuss the reasons why the member cannot be placed 
with the requested nursing facility and the available options and identify an 
alternative nursing facility. 
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2.9.6.2.4.9 If the CONTRACTOR is unable to initiate any nursing facility service(s) in 
accordance with the timeframes specified in Section 2.9.6.2.4.1, the 
CONTRACTOR shall issue written notice to the member, documenting that the 
service will be delayed, the reasons for the delay, and the date the service will 
start, and shall make good faith efforts to ensure that services are provided as 
soon as practical. 

 
2.9.6.2.4.10 For CHOICES members approved by TENNCARE for Level II (or skilled) 

nursing facility services, the CONTRACTOR shall be responsible for monitoring 
the member’s continued need for Medicaid reimbursed skilled and/or 
rehabilitation services, promptly notifying TENNCARE when Level II nursing 
facility services are no longer medically necessary, and for the submission of 
information needed by TENNCARE to reevaluate the member’s level of care for 
nursing facility services (see also Section 2.14.1.12.2).   

 
2.9.6.2.5 Functions of the CONTRACTOR for Members in CHOICES Groups 2 and 3 

 
2.9.6.2.5.1 For members enrolled in CHOICES Group 2 who are, upon CHOICES 

enrollment, receiving community-based residential alternative services, the 
CONTRACTOR shall, immediately upon notice of the member’s enrollment in 
CHOICES, authorize such services from the current provider as of the effective 
date of CHOICES enrollment. In the case of those members enrolled in 
CHOICES Group 2 on the basis of Immediate Eligibility, community-based 
residential alternative services shall be authorized immediately upon notice of the 
member’s categorical and financial eligibility for TennCare CHOICES as of the 
effective date of CHOICES enrollment. The CONTRACTOR shall not transition 
members enrolled in CHOICES Group 2 who are, upon CHOICES enrollment, 
receiving services in a community-based residential alternative setting to another 
facility unless: (1) the member or his/her representative specifically requests to 
move, which shall be documented in the member’s file; (2) the member or his/her 
representative provides written consent to move based on quality or other 
concerns raised by the CONTRACTOR; or (3) the facility where the member is 
residing is not a contract provider; if the facility is a non-contract provider, the 
CONTRACTOR shall authorize medically necessary services from the non-
contract provider for at least thirty (30) days which shall be extended as 
necessary to ensure continuity of care pending the facility’s enrollment with the 
CONTRACTOR or the member’s transition to a contract provider 

 
2.9.6.2.5.2 For members in CHOICES Group 2 who upon CHOICES enrollment are 

receiving services in a community-based residential alternative setting, within ten 
(10) calendar days of notice of the member’s enrollment in CHOICES the care 
coordinator shall conduct a face-to-face visit with the member, perform a 
comprehensive needs assessment (see Section 2.9.6.5), develop a plan of care 
(see Section 2.9.6.6), and authorize and initiate additional HCBS specified in the 
plan of care (i.e., assistive technology), except in the case of members enrolled 
on the basis of Immediate Eligibility. If a member residing in a community-based 
residential alternative setting is enrolled on the basis of Immediate Eligibility, the 
CONTRACTOR shall, upon notice that the State has determined that the member 
meets categorical and financial eligibility for TennCare CHOICES, immediately 
authorize community-based residential services and shall authorize and initiate 
additional HCBS specified in the member’s plan of care (i.e., assistive 
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technology) within five (5) days of notice; authorization for community-based 
residential alternative services shall be retroactive to the member’s effective date 
of CHOICES enrollment. 

 
2.9.6.2.5.3 The care coordinator shall, for all other CHOICES members in Groups 2 and 3 

not specified in 2.9.6.2.5.1 – 2.9.6.2.5.2 above, within ten (10) calendar days of 
notice of the member’s enrollment in CHOICES, conduct a face-to-face visit 
with the member, perform a comprehensive needs assessment (see Section 
2.9.6.5), develop a plan of care (see Section 2.9.6.6), and authorize and initiate 
HCBS, except in the case of members enrolled on the basis of Immediate 
Eligibility in which case only the limited package of HCBS shall be authorized 
and initiated. Members enrolled on the basis of Immediate Eligibility shall have 
access only to a limited package of HCBS (see Section 2.6.1.5.3) pending 
determination of categorical and financial eligibility for TennCare CHOICES; 
however all needed services shall be listed in the plan of care, and the 
CONTRACTOR shall immediately revise the service authorizations as necessary 
upon notice that the State has determined that the member meets categorical and 
financial eligibility for TennCare CHOICES and initiate services within five (5) 
days of notice. 

 
2.9.6.2.5.4 At the discretion of the CONTRACTOR, authorization of home health or private 

duty nursing services may be completed by the care coordinator or through the 
CONTRACTOR’s established UM processes but shall be in accordance with 
Section 2.9.2.1 of this Agreement, which requires the CONTRACTOR to 
continue providing medically necessary home health or private duty nursing 
services the member was receiving upon TennCare enrollment. 

 
2.9.6.2.5.5 The CONTRACTOR shall not admit a member enrolled in CHOICES Group 2 to 

a nursing facility unless: (1) the member requires a short-term nursing facility 
care stay; (2) the member chooses to transition to a nursing facility and enroll in 
Group 1; or (3) the CONTRACTOR determines that it cannot safely and 
effectively meet the needs of the member and at a cost that is less than the 
member’s cost neutrality cap and the member agrees to transition to a nursing 
facility and enroll in Group 1. 

 
2.9.6.2.5.6 The CONTRACTOR shall not admit a member enrolled in CHOICES Group 3 to 

a nursing facility unless: (1) the member meets nursing facility level of care and 
is expected to require nursing facility services for ninety (90) days or less; or (2) 
the member meets nursing facility level of care, is expected to require nursing 
facility services for more than ninety (90) days and chooses to transition to a 
nursing facility and enroll in Group 1. 

 
2.9.6.2.5.7 In preparation for the face-to-face visit, the care coordinator shall review in-depth 

the information from the SPOE’s intake process (see Section 2.9.6.2.3), and the 
care coordinator shall consider that information, including the services identified 
by TENNCARE or its designee, when developing the member’s plan of care. 

 
2.9.6.2.5.8 As part of the face-to-face visit for members in CHOICES Group 2, the care 

coordinator shall review, and revise as necessary, the member’s risk assessment 
and risk agreement and have the member or his/her representative sign any 
revised risk agreement. 
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2.9.6.2.5.9 As part of the face-to-face visit, the care coordinator shall provide member 

education regarding choice of contract providers for HCBS, subject to the 
provider’s availability and willingness to timely deliver services, and obtain 
signed confirmation of the member’s choice of contract providers. 

 
2.9.6.2.5.10 For purposes of the CHOICES program, service authorizations shall include the 

amount, frequency, and duration of each service to be provided and the schedule 
at which such care is needed, as applicable; the requested start date; and other 
relevant information as prescribed by TENNCARE. The CONTRACTOR shall 
be responsible for confirming the provider’s capacity and commitment to initiate 
services as authorized on or before the requested start date, and if the provider is 
unable to initiate services as authorized on or before the requested start date, for 
arranging an alternative provider who is able to initiate services as authorized on 
or before the requested start date.   

 
2.9.6.2.5.11 The member’s care coordinator/care coordination team shall provide at least 

verbal notification to the member prior to initiation of HCBS identified in the 
plan of care regarding any change in providers selected by the member for each 
HCBS, including the reason such change has been made.   

 
2.9.6.2.5.12 If the CONTRACTOR is unable to initiate any HCBS in accordance with the 

timeframes specified herein, the CONTRACTOR shall issue written notice to the 
member, documenting the service(s) that will be delayed, the reasons for the 
delay, and the date the service(s) will start, and shall make good faith efforts to 
ensure that services are provided as soon as practical.  

 
2.9.6.2.5.13 TENNCARE may establish, pursuant to policies and protocols for management 

of waiting lists, alternative timeframes for completion of specified intake 
functions and activities when there is a waiting list, which may include at the 
time of CHOICES implementation. 

  
2.9.6.3 CHOICES Intake Process for the CONTRACTOR’s Current Members 
 
2.9.6.3.1 The CONTRACTOR shall develop and implement policies and procedures for 

ongoing identification of members who may be eligible for CHOICES. The 
CONTRACTOR shall use the following, at a minimum, to identify members who 
may be eligible for CHOICES: 

 
2.9.6.3.1.1 Referral from member’s PCP, specialist or other provider or other referral source;  

 
2.9.6.3.1.2 Self-referral by member or referral by member’s family or guardian;  
 
2.9.6.3.1.3 Referral from CONTRACTOR’s staff including but not limited to DM, MCO 

case management, and UM staff; 
 
2.9.6.3.1.4 Notification of hospital admission (see Section 2.12.9.38); and 
 
2.9.6.3.1.5 Upon notice from TENNCARE but no more than one hundred eighty (180) days 

following implementation of CHOICES in the Grand Region covered by this 
Agreement, periodic review (at least quarterly) of: 
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2.9.6.3.1.5.1 Claims or encounter data; 

 
2.9.6.3.1.5.2 Hospital admission or discharge data;  
 
2.9.6.3.1.5.3 Pharmacy data; and 
 
2.9.6.3.1.5.4 Data collected through the DM and/or UM processes.   
 
2.9.6.3.1.5.5 The CONTRACTOR may define in its policies and procedures, other steps that 

will be taken to better assess if the members identified through means other than 
referral or notice of hospital admission will likely qualify for CHOICES, and 
may target its screening and intake efforts to a more targeted list of persons that 
are most likely to need and to qualify for CHOICES services. 

 
2.9.6.3.2 As part of its identification process for members who may be eligible for CHOICES, 

the CONTRACTOR may initiate a telephone screening process, using the tool and 
protocols specified by TENNCARE. Such screening process shall: (1) verify the 
member’s current eligibility category based on information provided by TENNCARE 
in the 834 eligibility file; for persons seeking access to HCBS through enrollment in 
CHOICES Groups 2 or 3, identify whether the member meets categorical eligibility 
requirements for enrollment in such group based on his/her current eligibility 
category, and if not, for persons seeking to enroll in CHOICES Group 2, whether the 
member appears to meet categorical and financial eligibility criteria for the 
Institutional (i.e., CHOICES 217-Like HCBS) category); (2) determine whether the 
member appears to meet level of care eligibility for CHOICES; and (3) for members 
seeking access to HCBS through enrollment in CHOICES Group 2, determine 
whether it appears that the member’s needs can be safely and effectively met in the 
community and at a cost that does not exceed nursing facility care. Such telephone 
screening shall be conducted at the time of the initial call by the CONTRACTOR 
unless the member requests that the screening be conducted at another time, which 
shall be documented in writing in the CHOICES intake record.  

 
2.9.6.3.3 For CHOICES referrals by or on behalf of a potential CHOICES member, regardless 

of referral source, if the CONTRACTOR opts to use a telephone screening process, 
the CONTRACTOR shall make every effort to conduct such screening process at the 
time of referral, unless the person making the referral is not able or not authorized by 
the member to assist with the screening process, in which case the CONTRACTOR 
shall complete the telephone screening process as expeditiously as possible.  

 
2.9.6.3.3.1 Documentation of at least three (3) attempts to contact the member by phone 

(which shall include at least one (1) attempt to contact the member at the number 
most recently reported by the member and at least one (1) attempt to contact the 
member at the number provided in the referral, if different), followed by a letter 
sent to the member’s most recently reported address that provides information 
about CHOICES and how to obtain a screening for CHOICES, shall constitute 
sufficient effort by the CONTRACTOR to assist a member who has been 
referred for CHOICES, regardless of referral source. 

 
2.9.6.3.4 For persons identified through notification of hospital admission, the 

CONTRACTOR shall work with the discharge planner to determine whether long-
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term care services may be needed upon discharge, and if so, shall complete all 
applicable screening and/or intake processes immediately to facilitate timely 
transition to the most integrated and cost effective long-term care delivery setting 
appropriate for the member’s needs. 

 
2.9.6.3.5 For identification by the CONTRACTOR of a member who may be eligible for 

CHOICES by means other than referral or notice of hospital admission, if the 
CONTRACTOR opts to use a telephone screening process, the CONTRACTOR shall 
complete the telephone screening process as expeditiously as possible. 

  
2.9.6.3.5.1 Documentation of at least one (1) attempt to contact the member by phone at the 

number most recently reported by the member, followed by a letter sent to the 
member’s most recently reported address that provides information about 
CHOICES and how to obtain a screening for CHOICES shall constitute 
sufficient effort by the CONTRACTOR to assist a member that has been 
identified by the CONTRACTOR by means other than referral. 

 
2.9.6.3.6 If the CONTRACTOR uses a telephone screening process, the CONTRACTOR shall 

document all screenings conducted by telephone and their disposition, with a written 
record. 

 
2.9.6.3.7 If the member does not meet the telephone screening criteria, the CONTRACTOR 

shall notify the member verbally and in writing: (1) that he/she does not appear to 
meet the criteria for enrollment in CHOICES; (2) that he/she has the right to continue 
with the CHOICES intake process and, if determined not eligible, to receive notice of 
such denial, including the member’s due process right to appeal; and (3) how, if the 
member wishes to proceed with the CHOICES intake process, the member can 
submit a written request to proceed with the CHOICES intake process to the 
CONTRACTOR. In the event that a member does submit such written request, the 
CONTRACTOR shall conduct a face-to-face intake visit, including level of care 
assessment and needs assessment, within five (5) business days of receipt of the 
member’s written request. 

 
2.9.6.3.8 If, through the screening process described above, or upon other identification by the 

CONTRACTOR of a member who appears to be eligible for CHOICES for whom 
the CONTRACTOR opts not to use such screening process, the care coordinator shall 
conduct a face-to-face intake visit with the member that includes a level of care 
assessment and a needs assessment (see Section 2.9.6.5) using tool(s) prior approved 
by TENNCARE and in accordance with the protocols specified by TENNCARE. The 
CONTRACTOR shall complete the telephone screening process and the face-to-face 
intake visit with the member within six (6) business days of receipt of the referral.   

 
2.9.6.3.8.1 For members in a nursing facility or seeking nursing facility services, the care 

coordinator shall perform any additional needs assessment deemed necessary by 
the CONTRACTOR (see Section 2.9.6.5.1). 

  
2.9.6.3.8.2 For members seeking HCBS, the care coordinator shall, using the tools and 

protocols specified by TENNCARE, assess the member’s existing natural 
support system, including but not limited to informal supports provided by family 
and other caregivers, services that may be available at no cost to the member 
through other entities, and services that are reimbursable through other public or 
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private funding sources, such as Medicare or long-term care insurance; and 
identify the long-term care services and home health and/or private duty nursing 
services that may be needed by the member upon enrollment into CHOICES that 
would build upon and not supplant a member’s existing natural support system.  

 
2.9.6.3.9 As part of the face-to-face intake visit, the care coordinator/care coordination team 

shall: (1) provide general CHOICES education and information, as specified by 
TENNCARE, to the member and assist in answering questions the member may 
have; (2) provide information about estate recovery; (3) provide assistance, as 
necessary, in facilitating gathering of categorical/financial documentation needed by 
DHS; (4) provide information regarding freedom of choice of nursing facility versus 
HCBS, both verbally and in writing, and obtain a Freedom of Choice form signed by 
the member or his/her representative; (5) for members who want to receive nursing 
facility services, (a) provide detailed information and signed acknowledgement of 
understanding regarding a CHOICES member’s responsibility with respect to 
payment of patient liability amounts, including the potential consequences for non-
payment of patient liability which may include loss of the member’s current nursing 
facility provider, disenrollment from CHOICES, and to the extent the member’s 
eligibility is dependent on receipt of long-term care services, possible loss of 
eligibility for TennCare; and (b) provide information regarding the completion of all 
PASRR requirements prior to nursing facility admission; (6) for members who are 
seeking HCBS, the care coordinator, shall: (a) conduct a risk assessment using a tool 
and protocol specified by TENNCARE and shall develop, as applicable, a risk 
agreement that shall be signed by the member or his/her representative and which 
shall include identified risks to the member, the consequences of such risks, 
strategies to mitigate the identified risks, and the member’s decision regarding his/her 
acceptance of risk;  (b) make a determination regarding whether the person’s needs 
can be safely and effectively met in the community and at a cost that does not exceed 
nursing facility care, including explanation to the member regarding the individual 
cost neutrality cap, and notification to and signed acknowledgement of understanding 
by the member or his/her representative that a change in needs or circumstances that 
would result in the cost neutrality cap being exceeded or that would result in the 
CONTRACTOR’s inability to safely and effectively meet the member’s needs in the 
community and within the cost neutrality cap may result in the member’s 
disenrollment from CHOICES Group 2, in which case, the member’s care 
coordinator will assist with transition to a more appropriate care delivery setting; and 
(c) provide information regarding consumer direction and obtain written confirmation 
of the member’s decision regarding participation in consumer direction; and (7) for 
all members, provide information regarding choice of contract providers, subject to 
the provider’s availability and willingness to timely deliver services, and obtain 
signed documentation of the member’s choice of contract providers. 

 
2.9.6.3.10 For CHOICES referrals by or on behalf of a potential CHOICES member, regardless 

of referral source, the care coordinator shall conduct the face-to-face intake visit and 
shall develop a plan of care, as appropriate (see Section 2.9.6.6), within six (6) 
business days of receipt of such referral, unless a later date is requested by the 
member, which shall be documented in writing in the CHOICES intake record. 

 
2.9.6.3.11 For members identified by the CONTRACTOR as potentially eligible for CHOICES 

by means other than referral, the care coordinator shall conduct the face-to-face 
intake visit and shall develop a plan of care, as appropriate (see Section 2.9.6.6),  



Page 97 of 374 

within thirty (30) days of identification of the member as potentially eligible for 
CHOICES. For persons identified through notification of hospital admission, the 
CONTRACTOR shall coordinate with the hospital discharge planner to determine 
whether long-term care services may be needed upon discharge, and if so, complete 
all applicable screening and/or intake processes immediately to facilitate timely 
transition to the most integrated and cost effective long-term care delivery setting 
appropriate for the member’s needs. 

 
2.9.6.3.12 Once completed, the CONTRACTOR shall submit the level of care and, for members 

requesting HCBS, documentation, as specified by TENNCARE, to verify that the 
member’s needs can be safely and effectively met in the community and within the 
cost neutrality cap to TENNCARE within one (1) business day. 

 
2.9.6.3.13 If the member is seeking access to HCBS through enrollment in CHOICES Group 2 

and the enrollment target for CHOICES Group 2 has been reached, the 
CONTRACTOR shall notify TENNCARE, at the time of submission of the level of 
care and needs assessment and plan of care, as appropriate, whether the person shall 
be placed on a waiting list for CHOICES Group 2. If the CONTRACTOR wishes to 
enroll the person in CHOICES Group 2 as a cost effective alternative (CEA) to 
nursing facility care that would otherwise be provided, the CONTRACTOR shall 
submit to TENNCARE the following: 

 
2.9.6.3.13.1 A written summary of the CONTRACTOR’s CEA determination, including and 

explanation of the member’s circumstances which warrant the immediate 
provision of nursing facility services unless HCBS are immediately available.  

 
2.9.6.3.13.2 TENNCARE may request additional information as needed to confirm the 

CONTRACTOR’s CEA determination and/or provider capacity to meet the 
member’s needs, and shall, only upon receipt of satisfactory documentation, 
enroll the member in CHOICES.  

 
2.9.6.3.14 The CONTRACTOR shall be responsible for (1) advising members who appear to 

meet the nursing facility level of care that are seeking access to HCBS through 
enrollment in CHOICES Group 2 when an enrollment target has been (or will soon 
be) reached; (2) advising such persons that they may choose to receive nursing 
facility services if HCBS are not immediately available; (3) determining whether the 
person wants nursing facility services if HCBS are not immediately available; and (4) 
at the CONTRACTOR’s sole discretion, making a determination regarding whether 
enrollment in Group 2 constitutes a CEA because the immediate provision of nursing 
facility services will otherwise be required. 

 
2.9.6.3.15 The State will be responsible for determining TennCare categorical and financial 

eligibility and level of care and enrolling eligible TennCare members into CHOICES. 
 
2.9.6.3.16 TENNCARE will notify the CONTRACTOR via the 834 eligibility file when a 

person has been enrolled in CHOICES and, if the member is enrolled in CHOICES, 
the member’s CHOICES Group. For members in CHOICES Group 2, TENNCARE 
will notify the CONTRACTOR of the member’s cost neutrality cap (see definition in 
Section 1 and see Section 2.6.1.5.2.3). For members in CHOICES Group 1, 
TENNCARE will notify the CONTRACTOR of applicable patient liability amounts 
(see Section 2.6.7.2).  
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2.9.6.3.17 The CONTRACTOR shall, within five (5) calendar days of notice of the member’s 

enrollment in CHOICES, authorize and initiate long-term care services.  
 
2.9.6.3.17.1 For purposes of the CHOICES program, service authorizations shall include the 

amount, frequency, and duration of each service to be provided, and the schedule 
at which such care is needed, as applicable; and other relevant information as 
prescribed by TENNCARE. The CONTRACTOR is responsible for confirming 
the provider’s capacity and commitment to initiate services as authorized on or 
before the requested start date, and if the provider is unable to initiate services as 
authorized on or before the requested start date, shall select an alternative 
provider who is able to initiate services as authorized on or before the requested 
start date.   

 
2.9.6.3.17.2 The CONTRACTOR shall provide at least verbal notice to the member prior to 

initiation of HCBS identified in the plan of care regarding any change in 
providers selected by the member for each HCBS; including the reason such 
change has been made. If the CONTRACTOR is unable to place a member in the 
nursing facility or community-based residential alternative setting requested by 
the member, the care coordinator shall meet with the member and his/her 
representative to discuss the reasons why the member cannot be placed with the 
requested facility and the available options and identify an alternative facility. 

 
2.9.6.3.17.3 If the CONTRACTOR is unable to initiate any long-term care service within the 

timeframes specified in this Agreement, the CONTRACTOR shall issue written 
notice to the member, documenting the service(s) that will be delayed, the 
reasons for the delay and the date the service(s) will start, and shall make good 
faith efforts to ensure that services are provided as soon as practical.  

 
2.9.6.3.17.4 For members enrolled in CHOICES Groups 1 or 2 who are, upon CHOICES 

enrollment, receiving nursing facility or community-based residential alternative 
services from a contract provider, the CONTRACTOR shall authorize such 
services from the current provider as of the effective date of CHOICES 
enrollment. The CONTRACTOR shall not move members enrolled in CHOICES 
Groups 1 or 2 who are, upon CHOICES enrollment, receiving services in a 
nursing facility or community-based residential alternative setting to another 
facility unless: (1) the member or his/her representative specifically requests to 
move, which shall be documented in the member’s file; (2) the member or his/her 
representative provides written consent to move based on quality or other 
concerns raised by the CONTRACTOR, which shall not include the nursing 
facility’s rate of reimbursement; or (3) the facility where the member is residing 
is not a contract provider; if the community-based residential facility where the 
member is currently residing is not a contract provider, the CONTRACTOR shall 
provide continuation of services in such facility for at least thirty (30) days, 
which shall be extended as necessary to ensure continuity of care pending the 
facility’s contracting with the CONTRACTOR or the member’s transition to a 
contract facility; if the member is transitioned to a contract facility, the 
CONTRACTOR shall facilitate a seamless transition to the new facility; if the 
nursing facility where the member is currently residing is a non-contract 
provider, the CONTRACTOR shall (a) authorize continuation of the services 
pending enrollment of the facility as a contract provider (except a 



Page 99 of 374 

facility excluded for a 2-year period when the facility has withdrawn from 
Medicaid participation); (b) authorize continuation of the services pending 
facilitation of the member's transition to a contract facility, subject to the 
member’s agreement with such transition; or (c) may continue to reimburse 
services from the non-contract nursing facility in accordance with TennCare rules 
and regulations. 

 
2.9.6.3.17.5 For members receiving nursing facility services, the care coordinator shall 

participate as appropriate in the nursing facility’s care planning process (see 
Section 2.9.6.5.1) and may supplement the plan of care as necessary (see Section 
2.9.6.6.1). 

 
2.9.6.3.17.6 The CONTRACTOR shall not divert or transition members in CHOICES Group 

1 to HCBS unless the member chooses to receive HCBS as an alternative to 
nursing facility and is enrolled in Group 2 or 3. 

 
2.9.6.3.17.7 The CONTRACTOR shall ensure that all PASRR requirements are met prior to a 

member’s admission to a nursing facility. 
 

2.9.6.3.17.8 The CONTRACTOR shall not admit a member enrolled in CHOICES Group 2 to 
a nursing facility unless: (1) the member requires a short-term nursing facility 
care stay; (2) the member chooses to transition to a nursing facility and enroll in 
Group 1; or (3) the CONTRACTOR determines that it cannot safely and 
effectively meet the needs of the member and at a cost that is less than the 
member’s cost neutrality cap and the member agrees to transition to a nursing 
facility and enroll in Group 1. 

 
2.9.6.3.17.9 The CONTRACTOR shall not admit a member enrolled in CHOICES Group 3 to 

a nursing facility unless: (1) the member meets nursing facility level of care and 
is expected to require nursing facility services for ninety (90) days or less; or (2) 
the member meets nursing facility level of care, is expected to require nursing 
facility services for more than ninety (90) days and chooses to transition to a 
nursing facility and enroll in Group 1. 

 
2.9.6.3.18 TENNCARE may establish, pursuant to policies and protocols for management of 

waiting lists, alternative timeframes for completion of specified intake functions and 
activities for persons when there is a waiting list, which may include at the time of 
CHOICES implementation. 

 
2.9.6.4 Care Coordination upon Enrollment in CHOICES  

 
2.9.6.4.1 Upon notice of a member’s enrollment in CHOICES, the CONTRACTOR shall 

assume responsibility for all care coordination functions and activities described 
herein (assessment and care planning activities for members currently enrolled with 
the CONTRACTOR shall begin prior to CHOICES enrollment; see Section 2.9.6.3). 

 
2.9.6.4.2 The CONTRACTOR shall be responsible for all aspects of care coordination and all 

requirements pertaining thereto, including but not limited to requirements set forth in 
the Section 1115 TennCare Demonstration Waiver, federal and state laws and 
regulations, this Agreement, and TENNCARE policies and protocols. 
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2.9.6.4.3 The CONTRACTOR shall assign to each member a specific care coordinator who 
shall have primary responsibility for performance of care coordination activities as 
specified in this Agreement, and who shall be the member’s point of contact for 
coordination of all physical health, behavioral health, and long-term care services.  

 
2.9.6.4.3.1 For CHOICES members, who are, upon CHOICES enrollment, receiving 

services in a nursing facility or a community-based residential alternative setting, 
the CONTRACTOR shall assign a specific care coordinator prior to the first 
face-to-face visit required in this Agreement. If the first face-to-face visit will not 
occur within the first ten (10) days of the member’s enrollment in CHOICES, the 
CONTRACTOR shall send the member written notification within ten (10) 
calendar days of the member’s enrollment that explains how the member can 
reach the care coordination unit for assistance with concerns or questions 
pending the assignment of a specific care coordinator. 

 
2.9.6.4.3.2 For CHOICES members who, upon enrollment in CHOICES, are not receiving 

services in a nursing facility or a community-based residential alternative setting, 
the CONTRACTOR shall assign a specific care coordinator and shall advise the 
member of the name of his/her care coordinator and provide contact information 
prior to the initiation of services (see Section 2.9.6.2.4.4 and 2.9.6.2.5.3), but no 
more than ten (10) calendar days following CHOICES enrollment. 

 
2.9.6.4.4 The CONTRACTOR may utilize a care coordination team approach to performing 

care coordination activities prescribed in Section 2.9.6. For each CHOICES member, 
the CONTRACTOR’s care coordination team shall consist of the member’s care 
coordinator and specific other persons with relevant expertise and experience 
appropriate to address the needs of CHOICES members. Care coordination teams 
shall be discrete entities within the CONTRACTOR’s organizational structure 
dedicated to fulfilling CHOICES care coordination functions. The CONTRACTOR 
shall establish policies and procedures that specify, at a minimum:  the composition 
of care coordination teams; the tasks that will be performed directly by the care 
coordinator; measures taken to ensure that the care coordinator remains the member’s 
primary point of contact for the CHOICES program and related issues; escalation 
procedures to elevate issues to the care coordinator in a timely manner; and measures 
taken to ensure that if a member needs to reach his/her care coordinator specifically, 
calls that require immediate attention by a care coordinator are handled by a care 
coordinator and calls that do not require immediate attention are returned by the 
member’s care coordinator the next business day.   
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2.9.6.5 Needs Assessment 
 

2.9.6.5.1 For Members in CHOICES Group 1 
 

2.9.6.5.1.1 As part of the face-to-face intake visit for current members or face-to-face visit 
with new members in CHOICES Group 1, as applicable, a care coordinator shall 
conduct any needs assessment deemed necessary by the CONTRACTOR, using a 
tool prior approved by TENNCARE and in accordance with protocols specified 
by TENNCARE. The care coordinator shall assess the member’s potential for 
and interest in transition to the community and ensure coordination of the 
member’s physical health, behavioral health, and long-term care needs. This 
assessment may include identification of targeted strategies related to improving 
health, functional, or quality of life outcomes (e.g., related to disease 
management or pharmacy management) or to increasing and/or maintaining 
functional abilities, including services covered by the CONTRACTOR that are 
beyond the scope of the nursing facility services benefit.  

 
2.9.6.5.1.2 Needs reassessments shall be conducted as the care coordinator deems necessary.  

 
2.9.6.5.2 For Members in CHOICES Groups 2 and 3 

 
2.9.6.5.2.1 The care coordinator shall conduct a comprehensive needs assessment using a 

tool prior approved by TENNCARE and in accordance with protocols specified 
by TENNCARE as part of its face-to-face visit with new members in CHOICES 
Groups 2 and 3 (see Section 2.9.6.2.5) and as part of its face-to-face intake visit 
for current members applying for CHOICES Groups 2 and 3. 

 
2.9.6.5.2.2 At a minimum, for members in CHOICES Group 2 and 3, the comprehensive 

needs assessment shall assess: (1) the member’s physical, behavioral, functional, 
and psychosocial needs, including an evaluation of the member’s financial health 
as it relates to the member’s ability to maintain a safe and healthy living 
environment; (2) the member’s natural supports, including care being provided 
by family members and/or other caregivers, and long-term care services the 
member is currently receiving (regardless of payor), and whether there is any 
anticipated change in the member’s need for such care or services or the 
availability of such care or services from the current caregiver or payor; and (3) 
the physical health, behavioral health, and long-term care services and other 
social support services and assistance (e.g., housing or income assistance) that 
are needed, as applicable, to ensure the member’s health safety and welfare in the 
community and to delay or prevent the need for institutional placement. 

 
2.9.6.5.2.3 The comprehensive needs assessment shall be conducted at least annually and as 

the care coordinator deems necessary.  
 

2.9.6.5.2.4 For CHOICES Group 2 and 3 members, the CONTRACTOR shall visit the 
member face-to-face within five (5) business days of becoming aware that the 
member has a significant change in needs or circumstances as defined in Section 
2.9.6.9.2.1.16 The care coordinator shall assess the member’s needs, conduct a 
comprehensive needs assessment and update the member’s plan of care as 
deemed necessary based on the member’s circumstances.  
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2.9.6.6 Plan of Care 
 

2.9.6.6.1 For Members in CHOICES Group 1 
 
2.9.6.6.1.1 For members in CHOICES Group 1, the member’s care coordinator/care 

coordination team may: (1) rely on the plan of care developed by the nursing 
facility for service delivery instead of developing a plan of care for the member; 
and (2) supplement the plan of care as necessary with the development and 
implementation of targeted strategies to improve health, functional, or quality of 
life outcomes (e.g., related to disease management or pharmacy management) or 
to increase and/or maintain functional abilities. A copy of any supplements to the 
nursing facility plan of care, and updates to such supplements, shall be 
maintained by the CONTRACTOR in the member’s file.  

 
2.9.6.6.1.2 The member’s care coordinator shall participate as appropriate in the nursing 

facility’s care planning process and advocate for the member. 
 

2.9.6.6.1.3 The member’s care coordinator/care coordination team shall be responsible for 
coordination of the member’s physical health, behavioral health, and long-term 
care needs, which shall include coordination with the nursing facility as 
necessary to facilitate access to physical health and/or behavioral health services 
needed by the member and to help ensure the proper management of the 
member’s acute and/or chronic physical health or behavioral health conditions, 
including services covered by the CONTRACTOR that are beyond the scope of 
the nursing facility services benefit. 

  
2.9.6.6.2 For Members in CHOICES Groups 2 and 3 
 
2.9.6.6.2.1 For members in CHOICES Groups 2 and 3, the care coordinator shall coordinate 

and facilitate a care planning team that includes, at a minimum, the member and 
the member’s care coordinator. As appropriate, the care coordinator shall include 
or seek input from other individuals such as the member’s representative or other 
persons authorized by the member to assist with needs assessment and care 
planning activities.   

 
2.9.6.6.2.2 The CONTRACTOR shall ensure that care coordinators consult with the 

member’s PCP, specialists, behavioral health providers, other providers, and 
interdisciplinary team experts, as needed when developing the plan of care. 

 
2.9.6.6.2.3 The care coordinator shall verify that the decisions made by the care planning 

team are documented in a written, comprehensive plan of care. 
 

2.9.6.6.2.4 The plan of care developed for CHOICES members in Groups 2 and 3 prior to 
initiation of HCBS shall at a minimum include: (1) pertinent demographic 
information regarding the member including the name and contact information of 
any representative and a list of other persons authorized by the member to have 
access to health care (including long-term care) related information and to assist 
with assessment, planning, and/or implementation of health care (including long-
term care) related services and supports; (2) care, including specific tasks and 
functions, that will be performed by family members and other caregivers; (3) 
home health, private duty nursing, and long-term care services the member will 
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receive from other payor sources including the payor of such services; (4) home 
health and private duty nursing that will be authorized by the CONTRACTOR, 
except in the case of persons enrolled on the basis of Immediate Eligibility who 
shall have access to services beyond the limited package of HCBS (see Section 
2.6.1.5.3) only upon determination of categorical and financial eligibility for 
TennCare; (5) HCBS that will be authorized by the CONTRACTOR, including 
the amount, frequency, duration, and scope (tasks and functions to be performed) 
of each service to be provided, and the schedule at which such care is needed, as 
applicable; members enrolled on the basis of Immediate Eligibility shall have 
access only to a limited package of HCBS (see Section 2.6.1.5.3) pending 
determination of categorical and financial eligibility for TennCare CHOICES 
however all identified needed services shall be listed in the plan of care; (6) a 
detailed back-up plan for situations when regularly scheduled HCBS providers 
are unavailable or do not arrive as scheduled; the back-up plan may include paid 
and unpaid supports and shall include the names and telephone numbers of 
persons and agencies to contact and the services provided by listed contacts; the 
CONTRACTOR shall assess the adequacy of the back-up plan; and (7) for 
CHOICES Group 2 members, the projected TennCare monthly and annual cost 
of home health and private duty nursing identified in (4) above, and the projected 
monthly and annual cost of HCBS specified in (5) above, and for CHOICES 
Group 3 members, the projected total cost of HCBS specified in (5) above, 
excluding the cost of minor home modifications.  

 
2.9.6.6.2.5 Within thirty (30) calendar days of notice of enrollment in CHOICES, for 

members in CHOICES Groups 2 and 3 the plan of care shall include, at a 
minimum, the following additional elements: 

 
2.9.6.6.2.5.1 Description of the member’s current physical and behavioral health conditions 

and functional status (i.e., areas of functional deficit), and the member’s physical, 
behavioral and functional needs; 

 
2.9.6.6.2.5.2 Description of the member’s physical environment and any modifications 

necessary to ensure the member’s health and safety; 
 
2.9.6.6.2.5.3 Description of medical equipment used or needed by the member (if applicable); 
 
2.9.6.6.2.5.4 Description of any special communication needs including interpreters or special 

devices; 
 
2.9.6.6.2.5.5 A description of the member’s psychosocial needs, including any housing or 

financial assistance needs which could impact the member’s ability to maintain a 
safe and healthy living environment; 

 
2.9.6.6.2.5.6 Goals, objectives and desired health, functional, and quality of life outcomes for 

the member; 
 
2.9.6.6.2.5.7 Description of other services that will be provided to the member, including (1) 

covered physical and behavioral health services that will be provided by the 
CONTRACTOR to help the member maintain or improve his or her physical or 
behavioral health status or functional abilities and maximize independence; (2) 
other social support services and assistance needed in order to ensure the 
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member’s health, safety and welfare, and as applicable, to delay or prevent the 
need for more expensive institutional placement; and (3) any non-covered 
services including services provided by other community resources, including 
plans to link the member to financial assistance programs including but not 
limited to housing, utilities and food as needed;  

 
2.9.6.6.2.5.8 Relevant information from the member’s individualized treatment plan for any 

member receiving behavioral health services (see Section 2.7.2.1.4 of this 
Agreement) that is needed by a long-term care provider, caregiver or the care 
coordinator to ensure appropriate delivery of services or coordination of services; 

 
2.9.6.6.2.5.9 Relevant information regarding the member’s physical health condition(s), 

including  treatment and medication regimen, that is needed by a long-term care 
provider, caregiver or the care coordinator to ensure appropriate delivery of 
services or coordination of care; 

 
2.9.6.6.2.5.10 Frequency of planned care coordinator contacts needed, which shall include 

consideration of the member’s individualized needs and circumstances, and 
which shall at minimum meet required contacts as specified in Section 2.9.6.9.4 
(unplanned care coordinator contacts shall be provided as needed); 

 
2.9.6.6.2.5.11 Additional information for members who elect consumer direction of HCBS, 

including but not limited to whether the member requires a representative to 
participate in consumer direction and the specific services that will be consumer 
directed; 

 
2.9.6.6.2.5.12 If the member chooses to self-direct any health care tasks, the type of tasks that 

will be self-directed; 
 
2.9.6.6.2.5.13 Any steps the member and/or representative should take in the event of an 

emergency that differ from the standard emergency protocol; 
 
2.9.6.6.2.5.14 A disaster preparedness plan specific to the member; and 
 
2.9.6.6.2.5.15 The member’s TennCare eligibility end date.  

 
2.9.6.6.2.6 The member’s care coordinator/care coordination team shall ensure that the 

member reviews, signs and dates the plan of care as well as any updates.   
 

2.9.6.6.2.6.1 The CONTRACTOR shall develop policies and procedures that describe the 
measures taken by the CONTRACTOR to address instances when a member 
refuses to sign the plan of care. The policies and procedures shall include a 
specific escalation process (ultimately to TENNCARE) that includes a review of 
the reasons for the member’s refusal as well as actions taken to resolve any 
disagreements with the plan of care and shall involve the consumer advocate in 
helping to facilitate resolution. 

 
2.9.6.6.2.6.2 When the refusal to sign is due to a member’s request for additional services, 

including requests for a different type or an increased amount, frequency, scope, 
and/or duration of services than what is included in the plan of care, the 
CONTRACTOR shall, in the case of a new plan of care, authorize and initiate 



Page 105 of 374 

services in accordance with the plan of care; and, in the case of an annual or 
revised plan of care, ensure continuation of at least the level of services in place 
at the time the annual or revised plan of care was developed until a resolution is 
reached, which may include resolution of a timely filed appeal, if applicable. The 
CONTRACTOR shall not use the member’s acceptance of services as a waiver 
of the member’s right to dispute the plan of care or as cause to stop the resolution 
process.  

 
2.9.6.6.2.6.3 When the refusal to sign is due to the inclusion of services that the member does 

not want to receive, either in totality or in the amount, frequency, scope or 
duration of services in the plan of care, the care coordinator shall modify the risk 
agreement to note this issue, the associated risks, and the measures to mitigate 
the risks. The risk agreement shall be signed and dated by the member or his/her 
representative and the care coordinator. In the event the care coordinator 
determines that the member’s needs cannot be safely and effectively met in the 
community without receiving these services, the CONTRACTOR may request 
that it no longer provide long-term care services to the member (see Section 
2.6.1.5.8). 

 
2.9.6.6.2.7 The member’s care coordinator/care coordination team shall provide a copy of 

the member’s completed plan of care, including any updates, to the member, the 
member’s representative, as applicable, and the member’s community residential 
alternative provider, as applicable. The member’s care coordinator/care 
coordination team shall provide copies to other providers authorized to deliver 
care to the member upon request, and shall ensure that such providers who do not 
receive a copy of the plan of care are informed in writing of all relevant 
information needed to ensure the provision of quality care for the member and to 
help ensure the member’s health, safety, and welfare, including but not limited to 
the tasks and functions to be performed. 

 
2.9.6.6.2.8 Within five (5) business days of completing a reassessment of a member’s needs, 

the member’s care coordinator/care coordination team shall update the member’s 
plan of care as appropriate, and the CONTRACTOR shall authorize and initiate 
HCBS in the updated plan of care. The CONTRACTOR shall comply with 
requirements for service authorization in Section 2.9.6.2.5.10, change of provider 
in Section 2.9.6.2.5.11, and notice of service delay in Section 2.9.6.2.5.12. 

 
2.9.6.6.2.9 The member’s care coordinator shall inform each member of his/her eligibility 

end date and educate members regarding the importance of maintaining 
TennCare CHOICES eligibility, that eligibility must be redetermined at least 
once a year, and that members will be contacted by TENNCARE or its designee 
near the date a redetermination is needed to assist them with the process, e.g., 
collecting appropriate documentation and completing the necessary forms. 

 
2.9.6.7 Nursing Facility Diversion 
 
2.9.6.7.1 The CONTRACTOR shall develop and implement a nursing facility diversion 

process that complies with the requirements in this Section 2.9.6.7 and is prior 
approved in writing by TENNCARE. The diversion process shall not prohibit or 
delay a member’s access to nursing facility services when these services are 
medically necessary and requested by the member. 
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2.9.6.7.2 At a minimum the CONTRACTOR’s diversion process shall target the following 

groups for diversion activities: 
 

2.9.6.7.2.1 Members in CHOICES Group 1 who are waiting for placement in a nursing 
facility;  

 
2.9.6.7.2.2 CHOICES members residing in their own homes who have a negative change in 

circumstances and/or deterioration in health or functional status and who request 
nursing facility services; 

 
2.9.6.7.2.3 CHOICES members residing in adult care homes or other community-based 

residential alternative settings who have a negative change in circumstances 
and/or deterioration in health or functional status and who request nursing facility 
services;  

 
2.9.6.7.2.4 CHOICES and non-CHOICES members admitted to an inpatient hospital or 

inpatient rehabilitation who are not residents of a nursing facility; and 
 

2.9.6.7.2.5 CHOICES and non-CHOICES members who are placed short-term in a nursing 
facility regardless of payer source. 

 
2.9.6.7.3 The CONTRACTOR’s nursing facility diversion process shall be tailored to meet the 

needs of each group identified in Section 2.9.6.7.2 above.   
 
2.9.6.7.4 The CONTRACTOR’s nursing facility diversion process shall include a detailed 

description of how the CONTRACTOR will work with providers (including hospitals 
regarding notice of admission and discharge planning; see Sections 2.9.6.3.4 and 
2.9.6.3.11) to ensure appropriate communication among providers and between 
providers and the CONTRACTOR, training for key CONTRACTOR and provider 
staff, early identification of members who may be candidates for diversion (both 
CHOICES and non-CHOICES members), and follow-up activities to help sustain 
community living.  

 
2.9.6.7.5 The CONTRACTOR’s nursing facility diversion process shall include specific 

timelines for each identified activity.  
 

2.9.6.8 Nursing Facility-to-Community Transition 
 
2.9.6.8.1 The CONTRACTOR shall develop and implement methods for identifying members 

who may have the ability and/or desire to transition from a nursing facility to the 
community. Such methods shall include, at a minimum: 

 
2.9.6.8.1.1 Starting on the date of implementation of CHOICES in the Grand Region 

covered by this Agreement, referrals, including but not limited to, treating 
physician, nursing facility, other providers, community-based organizations, 
family, and self-referrals;  

 
2.9.6.8.1.2 Starting on the date of implementation of CHOICES in the Grand Region 

covered by this Agreement, identification through the care coordination process, 
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including but not limited to: assessments, information gathered from nursing 
facility staff or participation in Grand Rounds (as defined in Section 1); and 

 
2.9.6.8.1.3 Upon notice from TENNCARE but no more than one hundred and twenty (120) 

days following the implementation of CHOICES in the Grand Region covered by 
this Agreement, review and analysis of members identified by TENNCARE 
based on Minimum Data Set (MDS) data from nursing facilities. 

 
2.9.6.8.2 For transition referrals by or on behalf of a nursing facility resident, regardless of 

referral source, the CONTRACTOR shall ensure that within fourteen (14) days of the 
referral the CONTRACTOR conducts an in-facility visit with the member to 
determine the member’s interest in and potential ability to transition to the 
community, and provide orientation and information to the member regarding 
transition activities. The member’s care coordinator/care coordination team shall 
document in the member’s case file that transition was discussed with the member 
and indicate the member’s wishes as well as the member’s potential for transition. 
The CONTRACTOR shall not require a member to transition when the member 
expresses a desire to continue receiving nursing facility services. 

 
2.9.6.8.3 For identification by the CONTRACTOR by means other than referral or the care 

coordination process of a member who may have the ability and/or desire to 
transition from a nursing facility to the community, the CONTRACTOR shall ensure 
that within ninety (90) days of such identification the CONTRACTOR conducts an 
in-facility visit with the member to determine whether or not the member is interested 
in and potential ability to pursue transition to the community. The member’s care 
coordinator/care coordination team shall document in the member’s case file that 
transition was discussed with the member and indicate the member’s wishes as well 
as the member’s potential for transition. The CONTRACTOR shall not require a 
member to transition when the member expresses a desire to continue receiving 
nursing facility services. 

 
2.9.6.8.4 If the member wishes to pursue transition to the community, within fourteen (14) 

days of the initial visit (see Sections 2.9.6.8.2 and 2.9.6.8.3 above) or within fourteen 
(14) days of identification through the care coordination process, the care coordinator 
shall conduct an in-facility assessment of the member’s ability and/or desire to 
transition using tools and protocols specified or prior approved in writing by 
TENNCARE. This assessment shall include the identification of any barriers to a safe 
transition. 

 
2.9.6.8.5 As part of the transition assessment, the care coordinator shall conduct a risk 

assessment using a tool and protocol specified by TENNCARE, discuss with the 
member the risk involved in transitioning to the community and shall begin to 
develop, as applicable, a risk agreement that shall be signed by the member or his/her 
representative and which shall include identified risks to the member, the 
consequences of such risks, strategies to mitigate the identified risks, and the 
member’s decision regarding his/her acceptance of risk as part of the plan of care. 
The risk agreement shall include the frequency and type of care coordinator contacts 
that exceed the minimum contacts required (see Section 2.9.6.9.4), to mitigate any 
additional risks associated with transition and shall address any special circumstances 
due to transition. The member’s care coordinator/care coordination team shall also 
make a determination regarding whether the member’s needs can be safely and 
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effectively met in the community and at a cost that does not exceed nursing facility 
care. The member’s care coordinator/care coordination team shall explain to the 
member the individual cost neutrality cap and notification process and obtain a 
signed acknowledgement of understanding by the member or his/her representative 
that a change in a member’s needs or circumstances that would result in the cost 
neutrality cap being exceeded or that would result in the CONTRACTOR’s inability 
to safely and effectively meet a member’s needs in the community and within the 
cost neutrality cap may result in the member’s disenrollment from CHOICES Group 
2, in which case, the CONTRACTOR will assist with transition to a more appropriate 
care delivery setting. 

 
2.9.6.8.6 For those members whose transition assessment indicates that they are not candidates 

for transition to the community, the care coordinator shall notify them in accordance 
with the specified transition assessment protocol. 

 
2.9.6.8.7 For those members whose transition assessment indicates that they are candidates for 

transition to the community, the care coordinator shall facilitate the development of 
and complete a transition plan within fourteen (14) days of the member’s transition 
assessment.  

 
2.9.6.8.8 The care coordinator shall include other individuals such as the member’s family 

and/or caregiver in the transition planning process if the member requests and/or 
approves, and such persons are willing and able to participate. 

 
2.9.6.8.9 As part of transition planning, prior to the member’s physical move to the 

community, the care coordinator shall visit the residence where the member will live 
to conduct an on-site evaluation of the physical residence and meet with the 
member’s family or other caregiver who will be residing with the member (as 
appropriate). The care coordinator shall include in the transition plan activities and/or 
services needed to mitigate any perceived risks in the residence including but not 
limited to an increase in face-to-face visits beyond the minimum required contacts in 
Sections 2.9.6.8.18 and 2.9.6.8.17. 

 
2.9.6.8.10 The transition plan shall address all services necessary to safely transition the 

member to the community and include at a minimum member needs related to 
housing, transportation, availability of caregivers, and other transition needs and 
supports. The transition plan shall also identify any barriers to a safe transition and 
strategies to overcome those barriers. 

 
2.9.6.8.11 The CONTRACTOR shall approve the transition plan and authorize any covered or 

cost effective alternative services included in the plan within ten (10) business days 
of completion of the plan. The transition plan shall be fully implemented within 
ninety (90) days from approval of the transition plan, except under extenuating 
circumstances which must be documented in writing. 

 
2.9.6.8.12 The member’s care coordinator shall also complete a plan of care that meets all 

criteria described in Section 2.9.6.6 for members in CHOICES Groups 2 and 3 
including but not limited to completing a comprehensive needs assessment, 
completing and signing the risk agreement and making a final determination of cost 
neutrality. The plan of care shall be authorized and initiated prior to the member’s 
transition to the community. 
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2.9.6.8.13 The CONTRACTOR shall not prohibit a member from transitioning to the 

community once the member has been counseled regarding risk. However, the 
CONTRACTOR may determine that the member’s needs cannot be safely and 
effectively met in the community and at a cost that does not exceed nursing facility 
care. In such case, the CONTRACTOR shall seek written review and approval from 
TENNCARE prior to denial of any member’s request to transition to the community. 
If TENNCARE approves the CONTRACTOR’s request, the CONTRACTOR shall 
notify the member in accordance with TennCare rules and regulations and the 
transition assessment protocol, and the member shall have the right to appeal the 
determination (see Section 2.19.3.12 of this Agreement).   

 
2.9.6.8.14 Once completed, the CONTRACTOR shall submit to TENNCARE documentation, 

as specified by TENNCARE to verify that the member’s needs can be safely and 
effectively met in the community and within the cost neutrality cap. Before 
transitioning a member the CONTRACTOR shall verify that the member has been 
approved for enrollment in CHOICES Group 2 effective as of the planned transition 
date. 

 
2.9.6.8.15 The member’s care coordinator shall monitor all aspects of the transition process and 

take immediate action to address any barriers that arise during transition.  
 
2.9.6.8.16 For members transitioning to a setting other than a community-based residential 

alternative setting, the care coordinator shall upon transition utilize the EVV system 
to monitor the initiation and daily provision of services in accordance with the 
member’s new plan of care, and shall take immediate action to resolve any service 
gaps (see definition in Section 1).   

 
2.9.6.8.17 For members who will live independently in the community or whose on-site visit 

during transition planning indicated an elevated risk, within the first twenty-four (24) 
hours, the care coordinator shall visit the member in his/her residence. During the 
initial ninety (90) day post-transition period, the care coordinator shall conduct 
monthly face-to-face in-home visits to ensure that the plan of care is being followed, 
that the plan of care continues to meet the member’s needs, and the member has 
successfully transitioned to the community. 

 
2.9.6.8.18 For members transitioning to a community-based residential alternative setting or 

who will live with a relative or other caregiver, within the first twenty-four (24) hours 
the care coordinator shall contact the member and within seven (7) days after the 
member has transitioned to the community, the care coordinator shall visit the 
member in his/her new residence. During the initial ninety (90) day post-transition 
period, the care coordinator shall (1) at a minimum, contact the member by telephone 
each month to ensure that the plan of care is being followed, that the plan of care 
continues to meet the member’s needs, and the member has successfully transitioned 
to the community; and (2) conduct additional face-to-face visits as necessary to 
address issues and/or concerns and to ensure that the member’s needs are met.  

 
2.9.6.8.19 The member’s care coordinator shall monitor hospitalizations and short-term nursing 

facility stays for members who transition to identify and address issues that may 
prevent the member’s long-term community placement. 
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2.9.6.8.20 The CONTRACTOR shall monitor hospitalizations and nursing facility re-admission 
for members who transition from a nursing facility to the community to identify 
issues and implement strategies to improve transition outcomes. 

 
2.9.6.8.21 The CONTRACTOR shall be permitted to coordinate or subcontract with local 

community-based organizations to assist in the identification, planning and 
facilitation processes related to nursing facility-to-community transitions. 

 
2.9.6.8.22 The CONTRACTOR shall develop and implement any necessary assessment tools, 

transition plan templates, protocols, or training necessary to ensure that issues that 
may hinder a member’s successful transition are identified and addressed. Any tool, 
template, or protocol must be prior approved in writing by TENNCARE. 

 
2.9.6.9 Ongoing Care Coordination  
 
2.9.6.9.1 For Members in CHOICES Group 1 
 
2.9.6.9.1.1 The CONTRACTOR shall provide for the following ongoing care coordination 

to CHOICES members in Group 1: 
 

2.9.6.9.1.1.1 Develop protocols and processes to work with nursing facilities to coordinate the 
provision of care. At minimum, a care coordinator assigned to a resident of the 
nursing facility shall participate in quarterly Grand Rounds (as defined in Section 
1). At least two of the Grand Rounds per year shall be conducted on-site in the 
facility, and the Grand Rounds shall identify and address any member who has 
experienced a potential significant change in needs or circumstances (see Section 
2.9.6.9.1.1.5) or about whom the nursing facility or MCO has expressed 
concerns;  

 
2.9.6.9.1.1.2 Develop and implement targeted strategies to improve health, functional, or 

quality of life outcomes, e.g., related to disease management or pharmacy 
management, or to increase and/or maintain functional abilities; 

 
2.9.6.9.1.1.3 Coordinate with the nursing facility as necessary to facilitate access to physical 

health and/or behavioral health services needed by the member and to help 
ensure the proper management of the member’s acute and/or chronic health 
conditions, including services covered by the CONTRACTOR that are beyond 
the scope of the nursing facility services benefit;  

 
2.9.6.9.1.1.4 Intervene and address issues as they arise regarding payment of patient liability 

amounts and assist in interventions to address untimely or non-payment of 
patient liability in order to avoid the consequences of non-payment; and 

 
2.9.6.9.1.1.5 At a minimum, the CONTRACTOR shall consider the following a potential 

significant change in needs or circumstances for CHOICES Group 1 members 
who are residing in a nursing facility and contact the nursing facility to determine 
if a visit and reassessment is needed:   

 
2.9.6.9.1.1.5.1 Pattern of recurring falls; 

 
2.9.6.9.1.1.5.2 Incident, injury or complaint; 
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2.9.6.9.1.1.5.3 Report of abuse or neglect; 
 
2.9.6.9.1.1.5.4 Frequent hospitalizations; or  
 
2.9.6.9.1.1.5.5 Prolonged or significant change in health and/or functional status. 
 
2.9.6.9.2 For Members in CHOICES Groups 2 and 3 
 
2.9.6.9.2.1 The CONTRACTOR shall provide for the following ongoing care coordination 

to CHOICES members in Groups 2 and 3:   
 
2.9.6.9.2.1.1 Coordinate a care planning team, developing a plan of care and updating the plan 

as needed; 
 

2.9.6.9.2.1.2 During the development of the member’s plan of care and as part of the annual 
updates, the care coordinator shall discuss with the member his/her interest in 
consumer direction of HCBS;  

 
2.9.6.9.2.1.3 During the development of the member’s plan of care, the care coordinator shall 

educate the member about his/her ability to use advance directives and document 
the member’s decision in the member’s file; 

 
2.9.6.9.2.1.4 Ensure the plan of care addresses the member’s desired outcomes, needs and 

preferences; 
 
2.9.6.9.2.1.5 For members in CHOICES Group 2, each time a member’s plan of care is 

updated to change the level or type of service, document in accordance with 
TENNCARE policy that the projected total cost of HCBS, home health care and 
private duty nursing is less than the member’s cost neutrality cap. The 
CONTRACTOR shall monitor utilization to identify members who may exceed 
the cost neutrality cap and to intervene as necessary to maintain the member’s 
community placement. The CONTRACTOR shall also educate members in 
CHOICES Group 2 about the cost neutrality cap and what will happen if the cap 
is met; 

 
2.9.6.9.2.1.6 For members in CHOICES Group 3, determine whether the cost of HCBS, 

excluding minor home modifications, will exceed the expenditure cap for 
CHOICES Group 3. The CONTRACTOR shall continuously monitor a 
member’s expenditures and work with the member when he/she is approaching 
the limit including identifying non-long term care services that will be provided 
when the limit has been met to prevent/delay the need for institutionalization. 
Each time the plan of care for a member in CHOICES Group 3 is updated, the 
CONTRACTOR shall educate the member about the expenditure cap;  

 
2.9.6.9.2.1.7 For new services in an updated plan of care, the care coordinator shall provide 

the member with information about potential providers for each HCBS that will 
be provided by the CONTRACTOR and assist members with any requests for 
information that will help the member in choosing a provider and, if applicable, 
in changing providers, subject to the provider’s capacity and willingness to 
provide service; 
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2.9.6.9.2.1.8 Upon the scheduled initiation of services identified in the plan of care, the 

member’s care coordinator/care coordination team shall begin monitoring to 
ensure that services have been initiated and continue to be provided as 
authorized. This shall include ongoing monitoring via electronic visit verification 
to ensure that services are provided in accordance with the member’s plan of 
care, including the amount, frequency, duration and scope of each service, in 
accordance with the member’s service schedule; and that services continue to 
meet the member’s needs;   

 
2.9.6.9.2.1.9 Identify and address service gaps, ensure that back-up plans are implemented and 

effectively working, and evaluate service gaps to determine their cause and to 
minimize gaps going forward. The CONTRACTOR shall describe in policies and 
procedures the process for identifying, responding to, and resolving service gaps 
in a timely manner; 

 
2.9.6.9.2.1.10 Identify changes to member’s risk, address those changes and update the 

member’s risk agreement as necessary;  
 
2.9.6.9.2.1.11 Reassess a member’s needs and update a member’s plan of care in accordance 

with requirements and timelines specified Sections 2.9.6.5 and 2.9.6.6; 
 
2.9.6.9.2.1.12 Maintain appropriate on-going communication with community and natural 

supports to monitor and support their ongoing participation in the member’s care; 
 
2.9.6.9.2.1.13 For services not covered by the CONTRACTOR, coordinate with community 

organizations that provide services that are important to the health, safety and 
well-being of members. This may include but shall not be limited to referrals to 
other agencies for assistance and assistance as needed with applying for 
programs, but the CONTRACTOR shall not be responsible for the provision or 
quality of non-covered services provided by other entities; 

 
2.9.6.9.2.1.14 Notify TENNCARE immediately, in the manner specified by TENNCARE, if the 

CONTRACTOR determines that the needs of a member in CHOICES Group 2 
cannot be met safely in the community and within the member’s cost neutrality 
cap;  

 
2.9.6.9.2.1.15 Perform additional requirements for consumer direction of HCBS as specified in 

Section 2.9.6.10; and 
 
2.9.6.9.2.1.16 At a minimum, the CONTRACTOR shall consider the following a significant 

change in needs or circumstances for members in CHOICES Groups 2 and 3 
residing in the community: 

 
2.9.6.9.2.1.16.1 Change of residence or primary caregiver or loss of essential social supports; 

 
2.9.6.9.2.1.16.2 Significant change in health and/or functional status; 
 
2.9.6.9.2.1.16.3 Loss of mobility;  
 
2.9.6.9.2.1.16.4 An event that significantly increases the perceived risk to a member; or 
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2.9.6.9.2.1.16.5 Member has been referred to APS because of abuse, neglect or exploitation. 

 
2.9.6.9.2.1.17 Identify and immediately respond to problems and issues including but not 

limited to circumstances that would impact the member’s ability to continue 
living in the community. 

 
2.9.6.9.3 For ALL CHOICES  Members 

 
2.9.6.9.3.1 The CONTRACTOR shall provide for the following ongoing care coordination 

to all CHOICES members:   
 
2.9.6.9.3.1.1 Conduct a level of care reassessment at least annually and within five (5) 

business days of the CONTRACTOR’s becoming aware that the member’s 
functional or medical status has changed in a way that may affect level of care 
eligibility.  

 
2.9.6.9.3.1.1.1 If the level of care assessment indicates a change in the level of care or if the 

assessment was prompted by a request by a member, a member’s 
representative or caregiver or another entity for a change in level of services, 
the assessment shall be forwarded to TENNCARE for determination;  

 
2.9.6.9.3.1.1.2 If the level of care assessment indicates no change in level of care, the 

CONTRACTOR shall document the date the level of care assessment 
completed in the member’s file; any level of care assessments prompted by a 
request for a change in level of services shall be submitted to TENNCARE 
for determination. 

 
2.9.6.9.3.1.2 Facilitate access to physical and/or behavioral health services as needed, 

including transportation to services as specified in Section 2.6.1 and Attachment 
XI; except as provided in Sections 2.11.1.8 or 2.6.5, transportation for HCBS is 
not included;   

 
2.9.6.9.3.1.3 Monitor and ensure the provision of covered physical health, behavioral health, 

and/or long-term care services as well as services provided as a cost-effective 
alternative to other covered services and ensure that services provided meet the 
member’s needs;  

 
2.9.6.9.3.1.4 Provide assistance in resolving concerns about service delivery or providers; 
 
2.9.6.9.3.1.5 Coordinate with a member’s PCP, specialists and other providers, such as the 

member’s mental health case manager, to facilitate a comprehensive, holistic, 
person-centered approach to care;   

 
2.9.6.9.3.1.6 Contact providers and workers on a periodic basis and coordinate with providers 

and workers to collaboratively address issues regarding member service delivery 
and to maximize community placement strategies; 

 
2.9.6.9.3.1.7 Share relevant information with and among providers and others when 

information is available and it is necessary to share for the well-being of the 
member; 
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2.9.6.9.3.1.8 Determine the appropriate course as specified herein upon (1) receipt of any 

contact made by or on behalf of a member, regardless of source, which asserts 
that the member’s needs are not met by currently authorized services; (2) the 
member’s hospitalization; or (3) other circumstances which warrant review and 
potential modification of services authorized for the member;  

 
2.9.6.9.3.1.9 Ensure that all PASRR requirements are met prior to the member’s admission to 

a nursing facility; 
 
2.9.6.9.3.1.10 Update consent forms as necessary; and 
 
2.9.6.9.3.1.11 Assure that the organization of and documentation included in the member’s file 

meets all applicable CONTRACTOR standards. 
 

2.9.6.9.3.2 The CONTRACTOR shall provide to contract providers, including but not 
limited to hospitals, nursing facilities, physicians, and behavioral health 
providers, and caregivers information regarding the role of the care coordinator 
and shall request providers and caregivers to notify a member’s care coordinator, 
as expeditiously as warranted by the member’s circumstances, of any significant 
changes in the member’s condition or care, hospitalizations, or recommendations 
for additional services. The CONTRACTOR shall provide training to key 
providers and caregivers regarding the value of this communication and remind 
them that the member identification card indicates if a member is enrolled in 
CHOICES.  

 
2.9.6.9.3.3 The CONTRACTOR shall have systems in place to facilitate timely 

communication between internal departments and the care coordinator to ensure 
that each care coordinator receives all relevant information regarding his/her 
members, e.g., member services, disease management, utilization management, 
and claims processing. The care coordinator shall follow-up on this information 
as appropriate, e.g., documentation in the member’s plan of care, monitoring of 
outcomes, and, as appropriate, needs reassessment and updating the plan of care. 

 
2.9.6.9.3.4 The CONTRACTOR shall monitor and evaluate a member’s emergency 

department and behavioral health crisis service utilization to determine the reason 
for these visits. The care coordinator shall take appropriate action to facilitate 
appropriate utilization of these services, e.g., communicating with the member’s 
providers, educating the member, conducting a needs reassessment, and/or 
updating the member’s plan of care and to better manage the member’s physical 
health or behavioral health condition(s).  

 
2.9.6.9.3.5 The CONTRACTOR shall develop policies and procedures to ensure that care 

coordinators are actively involved in discharge planning when a CHOICES 
member is hospitalized. The CONTRACTOR shall define circumstances that 
require that hospitalized CHOICES members receive a face-to-face visit to 
complete a needs reassessment and an update to the member’s plan of care as 
needed. 
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2.9.6.9.3.6 The CONTRACTOR shall ensure that at each face-to-face visit the care 
coordinator makes the following observations and documents the observations in 
the member’s file: 

 
2.9.6.9.3.6.1 Member’s physical condition including observations of the member’s skin, 

weight changes and any visible injuries; 
 
2.9.6.9.3.6.2 Member’s physical environment; 
 
2.9.6.9.3.6.3 Member’s satisfaction with services and care; 
 
2.9.6.9.3.6.4 Member’s upcoming appointments; 
 
2.9.6.9.3.6.5 Member’s mood and emotional well-being; 
 
2.9.6.9.3.6.6 Member’s falls and any resulting injuries;  
 
2.9.6.9.3.6.7 A statement by the member regarding any concerns or questions; and 
 
2.9.6.9.3.6.8 A statement from the member’s representative or caregiver regarding any 

concerns or questions (when the representative/caregiver is available). 
 
2.9.6.9.3.7 The CONTRACTOR shall identify and immediately respond to problems and 

issues including but not limited to: 
 
2.9.6.9.3.7.1 Service gaps; and  

 
2.9.6.9.3.7.2 Complaints or concerns regarding the quality of care rendered by providers, 

workers, or care coordination staff. 
 
2.9.6.9.4 Minimum Care Coordinator Contacts 
 
2.9.6.9.4.1 The care coordinator shall conduct all needs assessment and care planning 

activities, and shall make all minimum care coordinator contacts as specified 
below in the member’s place of residence, except under extenuating 
circumstances (such as assessment and care planning conducted during the 
member’s hospitalization, or upon the member’s request), which shall be 
documented in writing. 

 
2.9.6.9.4.1.1 While the CONTRACTOR may grant a member’s request to conduct certain care 

coordination activities outside his or her place of residence, the CONTRACTOR 
is responsible for assessing the member’s living environment in order to identify 
any modifications that may be needed and to identify and address, on an ongoing 
basis, any issues which may affect the member’s health, safety and welfare. 
Repeated refusal by the member to allow the care coordinator to conduct visits in 
his or her home may, subject to review and approval by TENNCARE, constitute 
grounds for disenrollment from CHOICES Groups 2 or 3, if the CONTRACTOR 
is unable to properly perform monitoring and other contracted functions and to 
confirm that the member’s needs can be safely and effectively met in the home 
setting.    
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2.9.6.9.4.2 A member may initiate a request to opt out of some of the minimum face-to-face 
contacts, but only with TENNCARE review of circumstances and approval. The 
CONTRACTOR shall not encourage a member to request a reduction in face-to-
face visits by the care coordinator. 

 
2.9.6.9.4.3 The CONTRACTOR shall ensure that care coordinators assess each member’s 

need for contact with the care coordinator, to meet the member’s individual need 
and ensure the member’s health and welfare. At a minimum, CHOICES members 
shall be contacted by their care coordinator according to the following 
timeframes:  

 
2.9.6.9.4.3.1 Members shall receive a face-to-face visit from their care coordinator in their 

residence within the timeframes specified in Sections 2.9.6.2.4, 2.9.6.2.5 and 
2.9.6.3.  

 
2.9.6.9.4.3.2 Members who are newly admitted to a nursing facility when the admission has 

not been authorized by the CONTRACTOR, shall receive a face-to-face visit 
from their care coordinator within ten (10) days of notification of admission. 

 
2.9.6.9.4.3.3 Members in CHOICES Group 2 who have transitioned from a nursing facility to 

the community shall be contacted per the applicable timeframe specified in 
Section 2.9.6.8.  

 
2.9.6.9.4.3.4 Within five (5) business days of scheduled initiation of services, the member’s 

care coordinator/care coordination team shall contact members in CHOICES 
Groups 2 and 3 who begin receiving HCBS after the date of enrollment in 
CHOICES to confirm that services are being provided and that the member’s 
needs are being met (such initial contact may be conducted by phone). 

 
2.9.6.9.4.3.5 Within five (5) business days of scheduled initiation of HCBS in the updated 

plan of care, the member’s care coordinator/care coordination team shall contact 
members in CHOICES Groups 2 and 3 to confirm that services are being 
provided and that the member’s needs are being met (such initial contact may be 
conducted by phone). 

 
2.9.6.9.4.3.6 Members in CHOICES Group 1 (who are residents of a nursing facility) shall 

receive a face-to-face visit from their care coordinator at least twice a year at a 
reasonable interval.   

 
2.9.6.9.4.3.7 Members in CHOICES Group 2 shall be contacted by their care coordinator at 

least monthly either in person or by telephone. These members shall be visited in 
their residence face-to-face by their care coordinator at least quarterly.  

 
2.9.6.9.4.3.8 Members in CHOICES Group 3 shall be contacted by their care coordinator at 

least quarterly either in person or by telephone. These members shall be visited in 
their residence face-to-face by their care coordinator a minimum of semi-
annually. 

 
2.9.6.9.5 The CONTRACTOR shall ensure a member’s care coordinator/care coordination 

team coordinates with Medicare payers, Medicare Advantage plans, and Medicare 
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providers as appropriate to coordinate the care and benefits of members who are also 
eligible for Medicare (see Section 2.9.12). 

 
2.9.6.9.6 Member Case Files 

 
2.9.6.9.6.1 The care coordinator/care coordination team shall maintain individual files for 

each assigned CHOICES member.  
 

2.9.6.9.6.2 For members in CHOICES Group 1, the files shall contain at a minimum: 
 

2.9.6.9.6.2.1 Pertinent demographic information regarding the member including the name 
and contact information of any representative and a list of other persons 
authorized by the member to have access to health care (including long-term 
care) related information; 

 
2.9.6.9.6.2.2 Any supplements to the nursing facility plan of care, as applicable; 
 
2.9.6.9.6.2.3 A signed acknowledgement of the member’s patient liability amount and the 

member’s understanding regarding his/her responsibility with respect to payment 
of patient liability, including the potential consequences for non-payment; and 

 
2.9.6.9.6.2.4 Transition assessment and transition plan, if applicable. 

 
2.9.6.9.6.3 For members in CHOICES Groups 2 or 3, the files shall contain at a minimum: 

 
2.9.6.9.6.3.1 The most current plan of care, including the detailed plan for back-up providers 

in situations when regularly scheduled providers are unavailable or do not arrive 
as scheduled;  

 
2.9.6.9.6.3.2 List of providers who will be providing home health, private duty nursing and 

HCBS paid for by other payors; 
 
2.9.6.9.6.3.3 Written confirmation of the member’s decision regarding participation in 

consumer direction of HCBS; 
 
2.9.6.9.6.3.4 For members who are self-directing any health care tasks, a copy of the 

physician’s order; 
 
2.9.6.9.6.3.5 For members in CHOICES Group 2, a completed risk assessment and a risk 

agreement signed by the member or his/her representative; and documentation 
that the person’s needs can be safely and effectively met in the community and at 
a cost that does not exceed nursing facility care, including signed 
acknowledgement of understanding by the member or his/her representative that 
a change in needs or circumstances that would result in the cost neutrality cap 
being exceeded or that would result in the CONTRACTOR’s inability to safely 
and effectively meet the member’s needs in the community and within the cost 
neutrality cap may result in the member’s disenrollment from CHOICES Group 
2;  

 
2.9.6.9.6.3.6 For members in CHOICES Group 2, the cost neutrality cap provided by 

TENNCARE, a determination by the CONTRACTOR that the projected cost of 
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HCBS, home health, and private duty nursing services will not exceed the 
member’s cost neutrality cap, and signed acknowledgement of understanding by 
the member or his/her representative that a change in his/her needs or 
circumstances that would result in the cost neutrality cap being exceeded or that 
would result in the MCO’s inability to safely and effectively meet a member’s 
needs in the community and within the cost neutrality cap may result in the 
member’s disenrollment from CHOICES Group 2 ; and 

 
2.9.6.9.6.3.7 For members in CHOICES Group 3, signed acknowledgement regarding the 

expenditure cap. 
 

2.9.6.9.6.4 For all CHOICES members, files shall contain at a minimum: 
 

2.9.6.9.6.4.1 For CHOICES members in Groups 1 and 2, Freedom of Choice form signed by 
the member or his/her representative; 

 
2.9.6.9.6.4.2 Evidence that a care coordinator/the care coordination team provided the member 

with CHOICES member education materials (see Section 2.17.7 of this 
Agreement), reviewed the materials, and provided assistance with any questions; 

 
2.9.6.9.6.4.3 Evidence that a care coordinator/the care coordination team provided the member 

with education about the member’s ability to use an advance directive and 
documentation of the member’s decision;  

 
2.9.6.9.6.4.4 The most recent level of care assessment and needs assessment (if applicable); 
 
2.9.6.9.6.4.5 Documentation of the member’s choice of contract providers for long-term care 

services;  
 
2.9.6.9.6.4.6 Signed consent forms as necessary in order to share confidential information with 

and among providers consistent with all applicable state and federal laws and 
regulations; 

 
2.9.6.9.6.4.7 A list of emergency contacts approved by the member; 
 
2.9.6.9.6.4.8 Documentation of observations completed during face-to-face contact by the care 

coordinator; and 
 
2.9.6.9.6.4.9 The member’s TennCare eligibility end date. 

 
2.9.6.10 Additional Requirements for Care Coordination Regarding Consumer Direction of 

HCBS  
 
2.9.6.10.1 In addition to the roles and responsibilities otherwise specified in this Section 2.9.6, 

the CONTRACTOR shall ensure that the following additional care coordination 
functions related to consumer direction of HCBS are fulfilled. 

 
2.9.6.10.2 The CONTRACTOR shall be responsible for providing all needed eligible HCBS 

using contract providers until all necessary requirements have been fulfilled in order 
to implement consumer direction of HCBS, including but not limited to: the FEA 
verifies that workers for these services meet all necessary requirements (see Section 
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2.9.7.6.1 of this Agreement); service agreements are completed and signed; and 
authorizations for consumer directed services are in place. The CONTRACTOR, in 
conjunction with the FEA, shall facilitate a seamless transition between contract 
providers and workers and ensure that there are no interruptions or gaps in services. 

 
2.9.6.10.3 If a member is interested in participating in consumer direction of HCBS and the 

member does not intend to appoint a representative, the care coordinator shall 
determine the extent to which the member may require assistance to direct his/her 
services (see Section 2.9.7.4.5). If the care coordinator determines that the member 
requires assistance to direct his/her services, based upon the results of a completed 
self-assessment instrument developed by TENNCARE, the care coordinator shall 
inform the member that he/she will need to designate a representative to assume the 
consumer direction functions on his/her behalf (see Section 2.9.7.4.5.1). 

 
2.9.6.10.4 The member’s care coordinator/care coordination team shall ensure that the person 

identified to serve as the representative meets all qualifications (see Section 2.9.7.2.1) 
and that a representative agreement is completed and signed by the member prior to 
forwarding a referral to the FEA (see Section 2.9.7.4.7). 

 
2.9.6.10.5 Within two (2) business days of signing the representative agreement or completion 

of the self-assessment instrument if the member does not use a representative, the 
CONTRACTOR shall forward to the FEA a referral initiating the member’s 
participation in consumer direction of HCBS. 

 
2.9.6.10.6 The care coordinator, in conjunction with the FEA, shall assist the member and/or the 

representative as needed in developing a back-up plan for consumer direction that 
adequately identifies how the member will address situations when a scheduled 
worker fails to show up. The member and his/her representative (as applicable) shall 
have primary responsibility for the development of the back-up plan for consumer 
directed services. The back-up plan shall include the names and telephone number of 
contacts for alternate care, the order in which contact shall be made and the services 
to be provided by contacts. Back-up workers may include paid and non-paid 
supports; however, it is the responsibility of the member electing consumer direction 
and/or his/her representative to secure paid (as well as unpaid) back-up staff who are 
willing and available to serve in this capacity. The CONTRACTOR shall not be 
expected or required to maintain contract providers “on standby” to serve in a back-
up capacity for services a member has elected to receive through consumer direction. 
All persons and/or organizations noted in back-up plan for consumer directed 
services shall first be contacted by the member and/or representative to determine 
their willingness and availability to serve as back-up workers. The care coordinator 
shall follow-up with these persons and/or organizations to confirm their willingness 
and availability to provide care when needed.   

 
2.9.6.10.7 On an ongoing basis, the CONTRACTOR shall ensure that needs reassessments and 

updates to the plan of care occur per requirements specified in Sections 2.9.6.9 of this 
Agreement. The care coordinator shall ensure that the member’s supports broker is 
invited to participate in these meetings. 

 
2.9.6.10.8 Within two (2) business days of receipt of the notification from the FEA indicating 

that all requirements have been fulfilled and the date that the consumer direction can 
begin for a member, the CONTRACTOR shall forward to the FEA an authorization 
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for consumer directed services for that member. Each authorization for consumer 
directed services shall include the required elements for a referral (see Section 
2.9.7.4.7) including:  authorized service, authorized units of service, including 
amount, frequency and duration, start and end dates, and service code.   

 
2.9.6.10.9 The member’s care coordinator/care coordination team shall work with and 

coordinate with a member’s supports broker in implementing and monitoring 
consumer direction of HCBS (see Section 2.9.7.3.4).   

 
2.9.6.10.10 The CONTRACTOR shall establish a process that allows for the efficient exchange 

of all relevant member information between the CONTRACTOR and the FEA.  
 
2.9.6.10.11  The care coordinator shall determine a member’s interest in enrolling in or 

continuing to participate in consumer direction annually and shall document the 
member’s decision in the member’s plan of care. 

 
2.9.6.10.12 If at any time the care coordinator or FEA suspects abuse or neglect on the part of the 

representative or worker, the care coordinator and/or FEA shall report the allegations 
to the CONTRACTOR. The CONTRACTOR shall report the representative and/or 
worker to APS. The representative and/or worker shall immediately be released from 
his/her duties until the APS investigation is complete. The care coordinator shall 
work with the member to find a new representative, and the FEA shall work with the 
member to find a suitable replacement worker. If the allegations are substantiated as 
a result of the APS investigation, the representative and/or worker shall no longer be 
allowed to participate in the CHOICES program in any capacity. 

 
2.9.6.10.13 In the event the CONTRACTOR believes that it cannot safely and effectively serve 

the member in the community, the care coordinator, with the assistance of and input 
from the FEA, shall review with the member the previously developed risk 
agreement and update it to ensure that any additional identified risks are incorporated 
and measures are identified to mitigate risks. The representative (if applicable) shall 
participate in the process. The updated risk assessment shall be signed by the member 
or representative and the care coordinator. A copy shall be given to the member or 
representative. The care coordinator and the FEA shall file a copy in the member’s 
files. If the CONTRACTOR does not believe the member can be safely and 
effectively served in the community, the CONTRACTOR may request to 
involuntarily withdraw the member from consumer direction of HCBS (see Section 
2.9.7.9). 

 
2.9.6.11 Care Coordination Staff 
 
2.9.6.11.1 The CONTRACTOR shall establish qualifications for care coordinators. At a 

minimum, care coordinators shall be an RN or LPN or have a bachelor’s degree in 
social work, nursing or other health care profession. A care coordinator’s direct 
supervisor shall be a licensed social worker or registered nurse with a minimum of 
two (2) years of relevant health care (preferably long-term care) experience.  

 
2.9.6.11.2 If the CONTRACTOR elects to use a care coordination team, the CONTRACTOR’s 

policies and procedures shall specify the qualifications, experience and training of 
each member of the team and ensure that functions specific to the assigned care 
coordinator are performed by a qualified care coordinator (see Section 2.9.6.4.4).  
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2.9.6.11.3 The CONTRACTOR shall ensure an adequate number of care coordinators are 

available and that sufficient staffing ratios are maintained to address the needs of 
CHOICES members and meet all the requirements described in this Agreement.  

 
2.9.6.11.4 The CONTRACTOR shall monitor staffing ratios and adjust ratios as necessary to 

ensure that care coordinators are able to meet the requirements of this Agreement and 
address members’ needs. 

 
2.9.6.11.5 While care coordination staffing ratios are not specified, the CONTRACTOR shall 

submit to TennCare for review and approval at least 120 days in advance of 
CHOICES implementation in the Grand Region covered by this Agreement a Care 
Coordination Staffing Plan, which shall specify the number of care coordinators, care 
coordination supervisors, other care coordination team members the CONTRACTOR 
plans to initially employ, the ratio of care coordinators to members the 
CONTRACTOR plans to maintain, an explanation of the methodology for 
determining such ratio, and how the CONTRACTOR will ensure that such ratios are 
sufficient to fulfill the requirements specified in this Agreement and roles and 
responsibilities for each member of the care coordination team. TENNCARE shall 
notify the CONTRACTOR in writing if the Care Coordination Staffing Plan is 
insufficient and may require modifications to ensure, prior to implementation of 
CHOICES, that the CONTRACTOR has sufficient care coordination staff. After 
CHOICES has been implemented, the CONTRACTOR shall notify TENNCARE in 
writing of substantive changes to its Care Coordination Staffing Plan, including a 
variance of twenty (20) percent or more from the planned staffing ratio. TENNCARE 
may request changes in the CONTRACTOR’s Care Coordination Staffing Plan at 
any time it determines that the CONTRACTOR does not have sufficient care 
coordination staff to properly and timely perform its obligations under this 
Agreement. 

 
2.9.6.11.6 The CONTRACTOR shall establish a system to assign care coordinators and to 

notify the member of his/her assigned care coordinator’s name and contact 
information in accordance with Section 2.9.6.4.3.  

 
2.9.6.11.7 The CONTRACTOR shall ensure that members have a telephone number to call to 

directly contact (without having to disconnect or place a second call) their care 
coordinator or a member of their care coordination team (if applicable) during normal 
business hours. If the member’s care coordinator or a member of the member’s care 
coordination team is not available, the call shall be answered by another qualified 
staff person in the care coordination unit. If the call requires immediate attention 
from a care coordinator, the staff member answering the call shall immediately 
transfer the call to the member’s care coordinator (or another care coordinator if the 
member’s care coordinator is not available) as a “warm transfer” (see definition in 
Section 1). After normal business hours, calls that require immediate attention by a 
care coordinator shall be transferred to a care coordinator as specified in Section 
2.18.1.6.  

 
2.9.6.11.8 The CONTRACTOR shall permit members to change to a different care coordinator 

if the member desires and there is an alternative care coordinator available. Such 
availability may take into consideration the CONTRACTOR’s need to efficiently 
deliver care coordination in accordance with requirements specified herein, including 
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for example, the assignment of a single care coordinator to all CHOICES members 
receiving nursing facility or community-based residential alternative services from a 
particular provider. Subject to the availability of an alternative care coordinator, the 
CONTRACTOR may impose a six (6) month lock-in period with an exception for 
cause after a member has been granted one (1) change in care coordinators. 

 
2.9.6.11.9 In order to ensure quality and continuity of care, the CONTRACTOR shall make 

efforts to minimize the number of changes in care coordinator assigned to a member. 
A CONTRACTOR initiated change in care coordinators may be appropriate in the 
following circumstances:  

 
2.9.6.11.9.1 Care coordinator is no longer employed by the CONTRACTOR; 

 
2.9.6.11.9.2 Care coordinator has a conflict of interest and cannot serve the member; 

 
2.9.6.11.9.3 Care coordinator is on temporary leave from employment; and 

 
2.9.6.11.9.4 Care coordinator caseloads must be adjusted due to the size or intensity of an 

individual care coordinator’s caseload. 
 

2.9.6.11.10 The CONTRACTOR shall develop policies and procedures regarding notice to 
members of care coordinator changes initiated by either the CONTRACTOR or the 
member, including advance notice of planned care coordinator changes initiated by 
the CONTRACTOR.  

 
2.9.6.11.11 The CONTRACTOR shall ensure continuity of care when care coordinator changes 

are made whether initiated by the member or by the CONTRACTOR. The 
CONTRACTOR shall demonstrate use of best practices by encouraging newly 
assigned care coordinators to attend a face-to-face transition visit with the member 
and the out-going care coordinator when possible. 

 
2.9.6.11.12 The CONTRACTOR shall provide initial training to newly hired care coordinators 

and ongoing training at least annually to care coordinators. Initial training topics shall 
include at a minimum: 

 
2.9.6.11.12.1 The CHOICES program including a description of the CHOICES groups; 

eligibility for CHOICES enrollment; enrollment in CHOICES; enrollment targets 
for Groups 2 and 3, including reserve capacity and administration of waiting 
lists; and CHOICES benefits, including benefit limits, the individual cost 
neutrality cap for Group 2, the expenditure cap for Group 3, and the limited 
benefit package for members enrolled on the basis of Immediate Eligibility;  

 
2.9.6.11.12.2 Facilitating CHOICES enrollment for current members; 
 
2.9.6.11.12.3 Level of care and needs assessment and reassessment, development of a plan of 

care, and updating the plan of care including training on the tools and protocols; 
 
2.9.6.11.12.4 Development and implementation of back-up plans; 
 
2.9.6.11.12.5 Consumer direction of HCBS; 
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2.9.6.11.12.6 Self-direction of health care tasks; 
 
2.9.6.11.12.7 Coordination of care for duals; 
 
2.9.6.11.12.8 Electronic visit verification; 
 
2.9.6.11.12.9 Conducting a home visit and use of the monitoring checklist; 
 
2.9.6.11.12.10 How to immediately identify and address service gaps; 
 
2.9.6.11.12.11 Management of critical transitions (including hospital discharge planning); 
 
2.9.6.11.12.12 Nursing facility diversion; 
 
2.9.6.11.12.13 Nursing facility to community transitions, including training on tools and 

protocols; 
 
2.9.6.11.12.14 For members in CHOICES Group 1, members’ responsibility regarding patient 

liability, including the consequences of not paying patient liability; 
 
2.9.6.11.12.15 Alzheimer’s, dementia and cognitive impairments; 
 
2.9.6.11.12.16 Traumatic brain injury; 
 
2.9.6.11.12.17 Physical disabilities; 
 
2.9.6.11.12.18 Disease management; 
 
2.9.6.11.12.19 Behavioral health; 
 
2.9.6.11.12.20 Evaluation and management of risk; 
 
2.9.6.11.12.21 Identifying and reporting abuse/neglect (see Section 2.24.4); 
 
2.9.6.11.12.22 Fraud and abuse, including reporting fraud and abuse; 
 
2.9.6.11.12.23 Advance directives and end of life care; 
 
2.9.6.11.12.24 HIPAA; 
 
2.9.6.11.12.25 Cultural competency;   
 
2.9.6.11.12.26 Disaster planning; and 
 
2.9.6.11.12.27 Available community resources for non-covered services. 

 
2.9.6.11.13 The CONTRACTOR shall establish roles and job responsibilities for care 

coordinators. The job responsibilities shall include a description of activities and 
required timeframes for completion. These activities shall include the requirements 
specified in this Section 2.9.6. 
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2.9.6.12 Care Coordination Monitoring  
 
2.9.6.12.1 The CONTRACTOR shall develop a comprehensive program for monitoring, on an 

ongoing basis, the effectiveness of its care coordination processes. The 
CONTRACTOR shall immediately remediate all individual findings identified 
through its monitoring process, and shall also track and trend such findings and 
remediations to identify systemic issues of poor performance and/or non-compliance, 
implement strategies to improve care coordination processes and resolve areas of 
non-compliance, and shall measure the success of such strategies in addressing 
identified issues. At a minimum, the CONTRACTOR shall ensure that:  

 
2.9.6.12.1.1 Care coordination tools and protocols are consistently and objectively applied 

and outcomes are continuously measured to determine effectiveness and 
appropriateness of processes; 

 
2.9.6.12.1.2 Level of care assessments and reassessments occur on schedule and are 

submitted to TENNCARE in accordance with requirements in Section  
2.9.6.9.3.1.1; 

 
2.9.6.12.1.3 Needs assessments and reassessment, as applicable, occur on schedule and in 

compliance with this Agreement; 
 
2.9.6.12.1.4 Plans of care for CHOICES Groups 2 and 3 are developed and updated on 

schedule and in compliance with this Agreement;  
 
2.9.6.12.1.5 Plans of care  for CHOICES Groups 2 and 3 reflect needs identified in the needs 

assessment and reassessment process; 
 
2.9.6.12.1.6 Plans of care  for CHOICES Groups 2 and 3 are appropriate and adequate to 

address member needs;  
 
2.9.6.12.1.7 Services are delivered as described in the plan of care and authorized by the 

CONTRACTOR; 
 
2.9.6.12.1.8 Services are appropriate to address the member’s needs; 
 
2.9.6.12.1.9 Services are delivered in a timely manner; 
 
2.9.6.12.1.10 Service utilization is appropriate; 
 
2.9.6.12.1.11 Service gaps are identified and addressed in a timely manner; 
 
2.9.6.12.1.12 Minimum care coordinator contacts are conducted; 
 
2.9.6.12.1.13 Care coordinator-to-member ratios are appropriate; 
 
2.9.6.12.1.14 The cost neutrality cap for members in CHOICES Group 2 and the expenditure 

cap for members in CHOICES Group 3 are monitored and appropriate action is 
taken if a member is nearing or exceeds his/her cost neutrality or expenditure 
cap; and 
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2.9.6.12.1.15 That benefit limits are monitored and that appropriate action is taken if a member 
is nearing or exceeds a benefit limit. 

 
2.9.6.12.2 The CONTRACTOR shall provide to TENNCARE the reports required by Section 

2.30. 
 
2.9.6.12.3 The CONTRACTOR shall purchase and implement an electronic visit verification 

system to monitor member receipt and utilization of HCBS including at a minimum, 
personal care, attendant care, homemaker services and home-delivered meals. The 
CONTRACTOR shall select its own electronic visit verification vendor and shall 
ensure, in the development of such system, the following minimal functionality: 

 
2.9.6.12.3.1 The ability to log the arrival and departure of individual provider staff person or 

consumer direction worker;  
 
2.9.6.12.3.2 The ability to verify in accordance with business rules that services are being 

delivered in the correct location (e.g., the member’s home); 
 
2.9.6.12.3.3 The ability to verify the identity of the individual provider staff person or worker 

providing the service to the member; 
 
2.9.6.12.3.4 The ability to match services provided to a member with services authorized in 

the plan of care;  
 
2.9.6.12.3.5 The ability to ensure that the provider/worker delivering the service is authorized 

to deliver such services; 
 
2.9.6.12.3.6 The ability to establish a schedule of services for each member which identifies 

the time at which each service is needed, and the amount, frequency, duration 
and scope of each service, and to ensure adherence to the established schedule; 

 
2.9.6.12.3.7 The ability to provide immediate (i.e., “real time”) notification to care 

coordinators if a provider or worker does not arrive as scheduled or otherwise 
deviates from the authorized schedule so that service gaps and the reason the 
service was not provided as scheduled, are immediately identified and addressed, 
including through the implementation of back-up plans, as appropriate;  

 
2.9.6.12.3.8 The ability for a provider of home-delivered meals to log in and enter the meals 

that have been delivered during the day, including the member’s name, time 
delivered and the reason a meal was not delivered (when applicable); 

 
2.9.6.12.3.9 The ability for a provider, e.g., adult day care provider, to log in and enter 

attendance for the day; 
 
2.9.6.12.3.10 The ability for the provider/worker to submit claims to the CONTRACTOR 

(claims from workers shall be submitted initially to the FEA, and the FEA shall 
provide claims information to the CONTRACTOR as specified in the subcontract 
with the FEA; see Section 2.26); and 

 
2.9.6.12.3.11 The ability to reconcile paid claims with service authorizations. 
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2.9.6.12.4 The CONTRACTOR shall not require that provider staff delivering home-delivered 
meals log in at arrival and departure. Instead, the provider may opt to log in on a 
daily basis after meals have been delivered and enter information on all the meals 
that were delivered that day (see Section 2.9.6.12.3.8 above). 

 
2.9.6.12.5 The CONTRACTOR shall monitor and use information from the electronic visit 

verification system to verify that services are provided as specified in the plan of 
care, and in accordance with the established schedule, including the amount, 
frequency, duration, and scope of each service, and that services are provided by the 
authorized provider/worker; and to identify and immediately address service gaps, 
including late and missed visits. The CONTRACTOR shall monitor services anytime 
a member is receiving services, including after the CONTRACTOR’s regular 
business hours. 

 
2.9.6.12.6 The CONTRACTOR shall develop and maintain an electronic case management 

system that includes the functionality to ensure compliance with all requirements 
specified in the Section 1115 TennCare Demonstration Waiver, federal and state laws 
and regulations, this Agreement, and TennCare policies and protocols, including but 
not limited to the following: 

 
2.9.6.12.6.1 The ability to capture and track key dates and timeframes specified in this 

Agreement, e.g., as applicable, date of referral for potential CHOICES 
enrollment, date the level of care assessment and plan of care were submitted to 
TENNCARE, date of CHOICES enrollment, date of development of the plan of 
care, date of authorization of the plan of care, date of initial service delivery for 
each service in the plan of care, date of each level of care and needs 
reassessment, date of each update to the plan of care, and dates regarding 
transition from a nursing facility to the community; 

 
2.9.6.12.6.2 The ability to capture and track compliance with minimum care coordination 

contacts as specified in Section 2.9.6.9.4 of this Agreement; 
 
2.9.6.12.6.3 The ability to notify the care coordinator about key dates, e.g., TennCare 

eligibility end date, date for annual level of care reassessment, date of needs 
reassessment, and date for update to the plan of care; 

 
2.9.6.12.6.4 The ability to capture and track eligibility/enrollment information, level of care 

assessments and reassessments, and needs assessments and reassessments; 
 
2.9.6.12.6.5 The ability to capture and monitor the plan of care; 
 
2.9.6.12.6.6 The ability to track requested and approved service authorizations, including 

covered long-term care services and any services provided as a cost-effective 
alternative to other covered services;  

 
2.9.6.12.6.7 The ability to document all referrals received by the care coordinator on behalf of 

the member for covered long-term care services; home health and private duty 
nursing services; other physical or behavioral health services needed to help the 
member maintain or improve his or her physical or behavioral health status or 
functional abilities and maximize independence; and other social support services 
and assistance needed in order to ensure the member’s health, safety and welfare, 
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and as applicable, to delay or prevent the need for more expensive institutional 
placement, including notes regarding how such referral was handled by the care 
coordinator; 

 
2.9.6.12.6.8 The ability to establish a schedule of services for each member which identifies 

the time at which each service is needed and the amount, frequency, duration and 
scope of each service; 

 
2.9.6.12.6.9 The ability to provide, via electronic interface with the electronic visit 

verification system, service authorizations on behalf of a CHOICES member, 
including the schedule at which each service is needed; 

 
2.9.6.12.6.10 The ability to provide, via electronic interface with the FEA, referrals and service 

authorizations; 
 
2.9.6.12.6.11 The ability to track service delivery against authorized services and providers; 

 
2.9.6.12.6.12 The ability to track actions taken by the care coordinator to immediately address 

service gaps; and 
 

2.9.6.12.6.13 The ability to document case notes relevant to the provision of care coordination. 
 

 
2.9.7 Consumer Direction of HCBS 
 

2.9.7.1 General  
 
2.9.7.1.1 The CONTRACTOR shall offer consumer direction of HCBS to all CHOICES 

Group 2 and 3 members who are determined by a care coordinator, through the needs 
assessment/reassessment process, to need attendant care, personal care, homemaker, 
in-home respite, companion care services and/or any other service specified in 
TennCare rules and regulations as available for consumer direction. (Companion care 
is only available for persons electing consumer direction of HCBS.) A service that is 
not specified in TennCare rules and regulations as available for consumer direction 
shall not be consumer directed. Consumer direction in CHOICES affords members 
the opportunity to have choice and control over how eligible HCBS are provided, 
who provides the services and how much workers are paid for providing care, up to a 
specified maximum amount established by TENNCARE (see Section 2.9.7.6.11). 
Member participation in consumer direction of HCBS is voluntary. Members may 
elect to participate in or withdraw from consumer direction of HCBS at any time, 
service by service, without affecting their enrollment in CHOICES. To the extent 
possible, the member shall provide his/her care coordinator ten (10) days advance 
notice regarding his/her intent to no longer direct one or more eligible HCBS or to 
withdraw from participation in consumer direction of HCBS entirely. The 
CONTRACTOR shall respond to the member’s request in keeping with the 
timeframes and processes set forth in this Section, in order to facilitate a seamless 
transition to appropriate service delivery. TENNCARE shall establish reasonable 
limitations on the frequency with which members may opt into and out of consumer 
direction of HCBS.   
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2.9.7.1.2 Consumer direction is a process by which eligible HCBS are delivered; it is not a 
service. If a member chooses not to direct his/her care, he/she shall receive 
authorized HCBS through contract providers. While the denial of a member’s request 
to participate in consumer direction or the termination of a member’s participation in 
consumer direction gives rise to due process including the right to fair hearing, such 
appeals shall be processed by the TennCare Division of Long Term Care rather than 
the TennCare Solutions Units, which manages medical appeals pertaining to 
TennCare benefits (i.e., services). 

 
2.9.7.1.3 Members who participate in consumer direction of HCBS choose either to serve as 

the employer of record of their workers or to designate a representative (see 
definition below in Section 2.9.7.2.1) to serve as the employer of record on his/her 
behalf. As the employer of record the member or his/her representative is responsible 
for the following: 

 
2.9.7.1.3.1 Hiring/Firing workers; 
 
2.9.7.1.3.2 Determining workers’ duties and developing job descriptions; 
 
2.9.7.1.3.3 Scheduling workers; 
 
2.9.7.1.3.4 Supervising workers; 
 
2.9.7.1.3.5 Evaluating worker performance and addressing any identified deficiencies or 

concerns; 
 
2.9.7.1.3.6 Setting wages up to a specified maximum amount established by TENNCARE;  
 
2.9.7.1.3.7 Training workers to provide personalized care based on the member’s needs and 

preferences;  
 
2.9.7.1.3.8 Reviewing and approving timesheets;  

 
2.9.7.1.3.9 Reviewing and ensuring proper documentation for services provided; and 
 
2.9.7.1.3.10 Developing and activating as needed a back-up plan to address instances when a 

scheduled worker does not show up.  
 

2.9.7.1.3.10.1 The back-up plan developed by the member may include both paid and unpaid 
supports; however, it is the responsibility of the member electing consumer 
direction and/or his/her representative to secure paid (as well as unpaid) back-up 
staff who are willing and available to serve in this capacity for consumer directed 
services. The CONTRACTOR shall not be expected or required to maintain 
contract providers “on standby” to serve in a back-up capacity for services a 
member has elected to receive through consumer direction. The member must 
make arrangements for the provision of needed medical care and does not have 
the option of going without needed services.  

  
2.9.7.1.3.10.2 In some respects, the back-up plan for consumer direction is similar to the back-

up plan that contract providers are obligated to maintain (i.e., to address instances 
where an agency staff person does not show up). As the employer of record, the 
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member and/or representative have willingly taken on the responsibilities that 
would otherwise be performed by the contract provider agency. However, the 
back-up plan for consumer directed workers is more comprehensive in that it is 
intended to facilitate the provision of needed care even when another paid worker 
is not available and is thus comparable to and shall be integrated with the back-
up plan which is part of the member’s plan of care and which also addresses (as 
applicable) instances in which a contract provider is authorized to provide care 
and the contract provider’s back-up plan fails. The CONTRACTOR shall assess 
the adequacy of the back-up plan.   

     
2.9.7.2 Representative 
 
2.9.7.2.1 A member may designate, or have appointed by a guardian, a representative to 

assume the consumer direction responsibilities on his/her behalf. A representative 
shall meet, at minimum the following requirements: be at least 18 years of age, have 
a personal relationship with the member and understand his/her support needs; know 
the member’s daily schedule and routine, medical and functional status, medication 
regimen, likes and dislikes, and strengths and weaknesses; and be physically present 
in the member’s residence on a regular basis or at least at a frequency necessary to 
supervise and evaluate workers. 

 
2.9.7.2.2 In order to participate in consumer direction of HCBS with the assistance of a 

representative, one of the following must apply:  (1) the member must have the 
ability to designate a person to serve as his/her representative or (2) the member has a 
legally appointed representative who may serve as the member’s representative. 

   
2.9.7.2.3 The care coordinator shall determine if the member requires assistance in carrying 

out the responsibilities required for consumer direction and therefore requires a 
representative. The member’s care coordinator/care coordination team shall verify 
that a representative meets the qualifications as described in Section 2.9.7.2.1 above.  

 
2.9.7.2.4 A member’s representative shall not receive payment for serving in this capacity and 

shall not serve as the member’s worker for any consumer directed service. The 
CONTRACTOR shall use a representative agreement developed by TENNCARE to 
document a member’s choice of a representative for consumer direction of HCBS 
and the representative’s contact information, and to confirm the individual’s 
agreement to serve as the representative and to accept the responsibilities and 
perform the associated duties defined therein. Ongoing, the fiscal employer agent 
(FEA) shall notify the CONTRACTOR within one (1) business day when it becomes 
aware of any changes to a representative’s contact information. Conversely, the 
CONTRACTOR shall notify the FEA within one (1) business day when it becomes 
aware of any changes to a representative’s contact information.      

 
2.9.7.2.5 The representative agreement shall be signed by the member (or person authorized to 

sign on member’s behalf which shall not also be the representative for consumer 
direction) and the representative in the presence of the care coordinator. The care 
coordinator shall include the representative agreement in the member’s file and 
provide copies to the member and/or the member’s representative and the FEA (see 
Section 2.9.7.3 below).     
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2.9.7.2.6 A member may change his/her representative at any time. To the extent possible, the 
member shall notify his/her care coordinator ten (10) days in advance of initiating a 
change in representatives.  The CONTRACTOR shall respond to the member’s 
request in keeping with the timeframes and processes set forth in this Section, in 
order to facilitate a seamless transition to a new representative. TENNCARE shall 
establish reasonable limitations on the frequency with which members may change 
representatives. In the event a member’s representative is unexpectedly no longer 
willing or able to fulfill the consumer direction functions on behalf of the member, 
the CONTRACTOR shall, as soon as possible, work with the member to find an 
alternate representative.   

 
2.9.7.2.7 The member’s care coordinator/care coordination team shall verify that the new 

representative meets the qualifications as described in Section 2.9.7.2.1 above. A new 
representative agreement shall be completed and signed, in the presence of a care 
coordinator, prior to the new representative assuming the respective responsibilities. 
The member’s care coordinator/care coordination team shall immediately notify the 
FEA when a member changes his/her representative and provide a copy of the 
representative agreement. The CONTRACTOR shall facilitate a seamless transition 
to the new representative, and ensure that there are no interruptions or gaps in 
services. As part of the needs assessment and plan of care process, the care 
coordinator shall educate the member about the importance of notifying the care 
coordinator prior to changing a representative.   

 
2.9.7.2.8 The FEA shall ensure that the new representative signs all service agreements (see 

Section 2.9.7.6.6).    
 

2.9.7.3 Fiscal Employer Agent (FEA) 
 
2.9.7.3.1 The CONTRACTOR shall enter into a subcontract with the FEA specified by 

TENNCARE to provide assistance to members choosing consumer direction.  
  

2.9.7.3.2 The FEA shall fulfill, at a minimum, the following financial administrative and 
supports broker functions for all CHOICES members electing consumer direction of 
HCBS: 

 
2.9.7.3.2.1 Assign a supports broker to each CHOICES member electing to participate in 

consumer direction of HCBS;  
 
2.9.7.3.2.2 Assist in identifying and addressing in the risk assessment and planning 

processes any additional risk associated with receiving consumer directed 
services; 

 
2.9.7.3.2.3 Provide initial and ongoing training to members and their representatives (as 

applicable) on consumer direction and other relevant issues (see Section 2.9.7.7 
of this Agreement); 

 
2.9.7.3.2.4 Verify worker qualifications, including, as specified by TENNCARE, conduct 

background checks on workers, enroll workers into Medicaid, assign provider 
Medicaid ID numbers, and hold Medicaid provider agreements (see Section 
2.9.7.6.1 of this Agreement);  
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2.9.7.3.2.5 Provide initial and ongoing training to workers on consumer direction and other 
relevant issues (see Section 2.9.7.7 of this Agreement); 

 
2.9.7.3.2.6 Assist the member and/or representative in developing and updating service 

agreements (see Section 2.9.7.6.6); 
 
2.9.7.3.2.7 Receive, review and process timesheets; 
 
2.9.7.3.2.8 Resolve timesheet discrepancies; 
 
2.9.7.3.2.9 Obtain documentation from the member and/or representative to ensure that 

services were provided prior to payment of timesheets;  
 
2.9.7.3.2.10 Withhold, file and pay applicable: federal, state and local income taxes; 

employment and unemployment taxes; and worker’s compensation; 
 
2.9.7.3.2.11 Pay workers for services rendered;  
 
2.9.7.3.2.12 Facilitate resolution of any disputes regarding payment to workers for services 

rendered;  
 
2.9.7.3.2.13 Monitor quality of services provided by workers; and 
  
2.9.7.3.2.14 Report to the CONTRACTOR on worker and/or staff identification of, response 

to, participation in and/or investigation of critical incidents (see Section 2.15.8).   
 

2.9.7.3.3 The FEA shall also fulfill, at a minimum, the following financial administrative and 
supports broker functions for CHOICES members electing consumer direction of 
HCBS on an as needed basis: 

 
2.9.7.3.3.1 Assist the member and/or representative in developing job descriptions; 
 
2.9.7.3.3.2 Assist the member and/or representative in locating and recruiting workers; 
 
2.9.7.3.3.3 Assist the member and/or representative in interviewing workers (developing 

questions, evaluating responses); 
 
2.9.7.3.3.4 Assist the member and/or representative in scheduling workers; 
 
2.9.7.3.3.5 Assist the member and/or representative in managing and monitoring payments 

to workers; and 
 
2.9.7.3.3.6 Assist the member and/or representative in monitoring and evaluating the 

performance of workers. 
 
2.9.7.3.4 The CONTRACTOR’s care coordination functions shall not duplicate the supports 

broker functions performed by the FEA or its subcontractor. A member’s care 
coordinator shall work with and coordinate with a member’s supports broker in 
implementing and monitoring consumer direction.   
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2.9.7.3.5 The CONTRACTOR’s subcontract with the FEA shall include the provisions 
specified by TENNCARE in the model FEA subcontract. The subcontract shall 
specify at a minimum the functions noted in Section 2.9.7.3.2 through 2.9.7.3.3. 
above (or a reference to the functions); the FEA’s responsibilities for communicating 
with the CONTRACTOR, members and workers; customer service requirements; 
processes and timeframes for authorizations of consumer directed services; processes 
and timeframes for service initiation; requirements and timeframes for processing 
employee payroll; process and requirements for billing; systems requirements and 
information exchange requirements; requirements for notifying MCO regarding 
readiness to initiate consumer direction of HCBS for a member; role and 
responsibility for training staff, contractors, members, representatives and workers 
regarding abuse and neglect plan protocols as described in Section 2.24.4.3 of this 
Agreement; and role and responsibility for critical incident reporting and 
management (see Section 2.15.8.4.6 of this Agreement).   

 
2.9.7.3.6 The CONTRACTOR in collaboration with the FEA shall establish a process that 

allows for the efficient exchange of all relevant member information between the 
CONTRACTOR and the FEA. 

 
2.9.7.3.7 The CONTRACTOR and FEA shall develop a protocol for interfaces and transfers of 

customer service inquiries per the requirements of Section 2.18 of this Agreement. 
 

2.9.7.3.8 The CONTRACTOR shall provide to the FEA copies of all relevant initial and 
updated member documents, including at a minimum, plans of care, representative 
agreements and risk agreements.  The CONTRACTOR shall provide to the FEA all 
relevant documentation prior to service delivery. 

 
2.9.7.4 Needs Assessment/Plan of Care Process  
 
2.9.7.4.1 A CHOICES member may choose to direct needed eligible HCBS at anytime: during 

CHOICES intake, through the needs assessment/reassessment and plan of care and 
plan of care update processes; and outside of these processes. The care coordinator 
shall assess the member’s needs for eligible HCBS per requirements in Sections 
2.9.6.2.4, 2.9.6.3 and 2.9.6.5, as applicable. The care coordinator shall use the plan of 
care process (including updates) to identify the eligible services that the member will 
direct and to facilitate the member’s enrollment in consumer direction of HCBS.     

  
2.9.7.4.2 The CONTRACTOR shall obtain written confirmation of the member’s decision to 

participate in consumer direction of HCBS.    
  
2.9.7.4.2.1 The care coordinator shall assist the member in identifying which of the needed 

eligible HCBS shall be consumer directed, provided by contract providers or a 
combination of both, in which case, there must be a set schedule which clearly 
defines when contract providers will be utilized. The CONTRACTOR shall not 
be expected or required to maintain contract providers “on standby” to serve in a 
back-up capacity for services a member has elected to receive through consumer 
direction.   

     
2.9.7.4.3 If the member intends to direct one or more needed eligible HCBS, throughout the 

period of time that consumer direction is being initiated, the CONTRACTOR shall 
arrange for the provision of needed HCBS through contract providers in accordance 
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with 2.9.6. The care coordinator shall obtain from the member his/her choice of 
contract providers who will provide HCBS until such time as workers are secured 
and ready to begin delivering care through consumer direction,.  

 
2.9.7.4.3.1 If a member has been assessed to need companion care services, the 

CONTRACTOR shall identify non-residential services that will offer interim 
support to address the member’s needs and assist the member in obtaining 
contract providers for these services.   

 
2.9.7.4.4 The CONTRACTOR shall be responsible for providing all needed eligible HCBS 

using contract providers until all necessary requirements have been fulfilled in order 
to implement consumer direction of HCBS, including but not limited to:  the FEA 
verifies that workers for these services meet all necessary requirements (see Section 
2.9.7.6.1 of this Agreement); service agreements are completed and signed; and 
authorizations for consumer directed services are in place. The CONTRACTOR, in 
conjunction with the FEA, shall facilitate a seamless transition between contract 
providers and workers and ensure that there are no interruptions or gaps in services. 

 
2.9.7.4.5 The care coordinator shall determine if the member will appoint a representative to 

assume the consumer direction functions on his/her behalf (see Section 2.9.7.6.1 of 
this Agreement). If the member does not intend to appoint a representative, the care 
coordinator shall determine the extent to which a member requires assistance to 
participate in consumer direction of HCBS, based upon the results of the member’s 
responses to the self-assessment instrument developed by TENNCARE. The self-
assessment instrument shall be completed by the member with assistance from the 
member’s care coordinator as appropriate. The care coordinator shall file the 
completed self-assessment in the member’s file.   

 
2.9.7.4.5.1 If, based on the results of the self-assessment, the care coordinator determines 

that a member requires assistance to direct his/her services, and the member has 
not already designated a representative to assume the consumer direction 
functions, the care coordinator shall inform the member that he/she will need to 
designate a representative to assume the consumer direction functions on his/her 
behalf.  

 
2.9.7.4.5.2 The CONTRACTOR shall forward to TENNCARE for disposition, pursuant to 

TennCare policy, any cases in which the CONTRACTOR plans to deny 
participation in consumer direction because a care coordinator has determined 
that the health, safety and welfare of the member would be in jeopardy if the 
member participates in consumer direction without a representative but the 
member does not want to appoint a representative to assist in directing his/her 
services. The CONTRACTOR shall abide by TENNCARE’s decision. 

 
2.9.7.4.6 The member’s care coordinator/care coordination team shall ensure that the person 

identified to serve as the representative meets all qualifications (see Section 2.9.7.2.1 
of this Agreement) and that a representative agreement is completed and signed by 
the member and the person prior to forwarding a referral to the FEA (see Section 
2.9.7.4.7 below). 

 
2.9.7.4.7 Within two (2) business days of signing the representative agreement, the 

CONTRACTOR shall forward to the FEA a referral initiating the member’s 



Page 134 of 374 

participation in consumer direction of HCBS. The referral shall include at a 
minimum:  the date of the referral; the member’s name, address, telephone number, 
social security number; the name of the representative and telephone number, if 
applicable, (if known at the time) and social security number; member TennCare ID 
number; member’s CHOICES enrollment date; eligible selected HCBS, including 
amount, frequency and duration of each; and care coordinator name and contact 
information. The CONTRACTOR shall also forward to the FEA a copy of the 
written confirmation of the member’s decision to participate in consumer direction of 
HCBS.   

 
2.9.7.4.8 Within two (2) business days of receipt of the referral, the FEA shall assign a 

supports broker to the member and shall notify the care coordinator of the 
assignment.   

 
2.9.7.4.9 Within five (5) days of receipt of the referral, the FEA shall contact the member to 

inform the member of his/her assigned supports broker, provide contact information 
for the supports broker, and to begin the process of initiating consumer direction of 
HCBS.   

 
2.9.7.4.10 The care coordinator, in conjunction with the FEA, shall assist the member and/or the 

representative as needed in developing a back-up plan for consumer direction that 
adequately identifies how the member will address situations when a scheduled 
worker fails to show up. The member and his/her representative (as applicable) shall 
have primary responsibility for the development of the back-up plan for consumer 
directed services. The back-up plan shall include the names and telephone numbers 
of contacts for alternate care, the order in which contact shall be made and the 
services to be provided by contacts. Back-up workers may include paid and non-paid 
supports; however, it is the responsibility of the member electing consumer direction 
and/or his/her representative to secure paid (as well as unpaid) back-up staff who are 
willing and available to serve in this capacity. The CONTRACTOR shall not be 
expected or required to maintain contract providers “on standby” to serve in a back-
up capacity for services a member has elected to receive through consumer direction. 
All persons and/or organizations noted in back-up plan for consumer directed 
services shall first be contacted by the member and/or representative to determine 
their willingness and availability to serve as back-up workers. The care coordinator 
shall follow-up with these persons and/or organizations to confirm their willingness 
and availability to provide care when needed. The CONTRACTOR shall give a copy 
of the back-up plan, and any updates, to the FEA. 

 
2.9.7.4.11 The care coordinator, with assistance from the FEA, shall assist the member and/or 

the representative in reviewing and updating the risk agreement (as prescribed in 
Section 2.9.6.9.2.1.10 of this Agreement) in order to ensure that any additional risks 
associated with the member’s decision to direct his/her services are taken into 
consideration and that additional measures to mitigate these risks are identified. The 
representative (if applicable) shall participate in the process. The updated risk 
agreement shall be signed by the care coordinator and the member (or the member’s 
representative). A copy of the risk agreement shall be given to the member or the 
member’s representative and the FEA. The FEA and care coordinator shall file a 
copy of the updated risk assessment in the member’s files.    
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2.9.7.4.12 On an ongoing basis, the CONTRACTOR shall ensure that needs reassessments and 
updates to the plan of care occur per requirements specified in Sections 2.9.6.9 of this 
Agreement. The care coordinator shall ensure that the member’s supports broker is 
invited to participate in these meetings. 

 
2.9.7.5 Authorizations for Consumer Directed Services and Service Initiation  
 
2.9.7.5.1 Consumer direction of HCBS shall not be initiated until all requirements are fulfilled 

including but not limited to the following: (1) the FEA verifies that the member’s 
employer and related documentation is in order; (2) the FEA verifies that workers 
meet all qualifications, including participation in required training; (3) there is a 
signed service agreement specific to each individual worker (see Section 2.9.7.6.7 of 
this Agreement); and (4) the CONTRACTOR issues to the FEA an authorization for 
consumer directed services (see 2.9.7.5.6 below) for each service.   

 
2.9.7.5.2 The FEA shall work with the member to determine the appropriate level of assistance 

necessary to recruit, interview and hire workers and provide the assistance.    
 
2.9.7.5.3 Once potential workers are identified, the FEA shall verify that a potential worker 

meets all applicable qualifications (see Section 2.9.7.6.1 of this Agreement).   
 
2.9.7.5.4 The FEA shall ensure that a service agreement is signed between the member or 

member’s representative and his/her worker within five (5) business days following 
the FEA’s verification that a worker meets all qualifications. 

 
2.9.7.5.5 Within ten (10) days of receipt of the referral and every ten (10) days thereafter, the 

FEA shall update the care coordinator of the status of completing required functions 
necessary to initiate consumer direction, including obtaining workers for each 
identified consumer directed service and anticipated timeframes by which qualified 
workers shall be secured and consumer directed services may begin.   

 
2.9.7.5.6 The provision of consumer directed services shall begin as soon as possible but no 

longer than sixty (60) days from the date of the CONTRACTOR’s referral to the 
FEA. Prior to beginning the provision of consumer directed services, the FEA shall 
notify the CONTRACTOR that all requirements have been fulfilled, and the date that 
consumer directed services can begin. Within two (2) business days of receipt of the 
notification from the FEA, the CONTRACTOR shall forward to the FEA an 
authorization for consumer directed services. Each authorization for consumer 
directed services shall include the required elements for a referral (see Section 
2.9.7.4.7 of this Agreement) including:  authorized service, authorized units of 
service, including amount, frequency and duration, start and end dates, and service 
code.   

 
2.9.7.5.7 If initiation of consumer directed services does not begin within sixty (60) days from 

the date of the CONTRACTOR’s referral to the FEA, the FEA shall contact the 
CONTRACTOR regarding the cause of the delay. The CONTRACTOR shall 
determine the appropriate next steps, including but not limited to whether an 
extension is warranted or if the member is still interested in participating in consumer 
direction of HCBS. 
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2.9.7.5.8 Upon the scheduled start date of consumer directed services, the member’s care 
coordinator/care coordination team shall begin monitoring to ensure that services 
have been initiated and continue to be provided as authorized. This shall include 
ongoing monitoring via electronic visit verification to ensure that services are 
provided in accordance with the member’s plan of care, including the amount, 
frequency, duration and scope of each service, in accordance with the member’s 
service schedule. Upon the identification of any gaps in care, the member’s care 
coordinator/care coordination team shall contact the FEA who will be responsible for 
assisting the member or his/her representative as needed in activating the member’s 
back-up plan for consumer direction.  

 
2.9.7.5.9 Within five (5) business days of the scheduled start date of consumer directed 

services as specified in the authorization of consumer directed services a member of 
the care coordinator team shall contact the member or his/her representative to 
confirm that services are being provided and that the member’s needs are being met.    

 
2.9.7.5.10 On an ongoing basis, in addition to requirements specified above in 2.9.7.5.3 – 

2.9.7.5.7 above:   
 
2.9.7.5.10.1 The CONTRACTOR shall develop and forward to the FEA a new authorization 

for consumer directed services when the following occur: a change in the number 
of service units, or the frequency or duration of service delivery; or a change in 
the services to be provided through consumer direction, including the provision 
of a new service through consumer direction or termination of a service through 
consumer direction. 

 
2.9.7.6 Worker Qualifications 
 
2.9.7.6.1 The FEA shall ensure that workers meet all requirements prior to the worker 

providing services. The FEA shall ensure that workers:  meet all TennCare 
established requirements for providers of comparable, non-consumer directed 
services; pass a background check which includes criminal background check 
(including fingerprinting), or, as an alternative, a background check from a licensed 
private investigation company, verification that the person’s name does not appear on 
the State abuse registry, verification that the person’s name does not appear on the 
state and national sexual offender registries and licensure verification, as applicable; 
complete all required training, including the training specified in Section 2.9.7.7 of 
this Agreement; complete all required applications to become a TennCare provider; 
sign the TennCare provider agreement; and are assigned a Medicaid provider ID 
number. 

 
2.9.7.6.1.1 A member cannot waive a background check for a potential worker. The 

following findings shall disqualify a person from serving as a worker: 
 
2.9.7.6.1.1.1 Conviction of an offense involving physical, sexual or emotional abuse, neglect, 

financial exploitation or misuse of funds, misappropriation of property, theft 
from any person, violence against any person, or manufacture, sale, possession or 
distribution of any drug; 
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2.9.7.6.1.1.2 Entering of a plea of nolo contendere or when a jury verdict of guilty is rendered 
but adjudication of guilt is withheld with respect to a crime reasonably related to 
the nature of the position sought or held; 

 
2.9.7.6.1.1.3 Identification on the abuse registry; 
 
2.9.7.6.1.1.4 Identification on the state or national sexual offender registry; 
 
2.9.7.6.1.1.5 Failure to have a required license; and 
 
2.9.7.6.1.1.6 Refusal to cooperate with a background check. 

 
2.9.7.6.1.2 In certain instances a member may choose to hire a worker that fails a 

background check. Exceptions to disqualification may be granted at the 
member’s discretion and only if all of the following conditions are met: 

 
2.9.7.6.1.2.1 Offense is a misdemeanor; 
 
2.9.7.6.1.2.2 Offense occurred more than five (5) years ago; 
 
2.9.7.6.1.2.3 Offense is not related to physical or sexual or emotional abuse of another person; 
 
2.9.7.6.1.2.4 Offense does not involve violence against another person or the manufacture, 

sale, or distribution of drugs; and 
 
2.9.7.6.1.2.5 There is only one disqualifying offense. 

 
2.9.7.6.2 The FEA shall make the decision regarding exceptions to disqualification. In the 

event a member chooses to hire a worker that has failed a background check but has 
met all of the conditions for an exception to disqualification and the FEA has granted 
the exception, the FEA shall notify the care coordinator prior to initiation of services 
provided by that worker.   

  
2.9.7.6.3 Workers are not required to be contract providers. The CONTRACTOR shall not 

require a worker to sign a provider agreement or any other agreement not specified 
by TENNCARE.    

 
2.9.7.6.4 Members shall have the flexibility to hire persons with whom they have a close 

personal relationship to serve as a worker, such as a neighbor or a friend.   
 

2.9.7.6.5 Members may hire family members, excluding spouses, to serve as a worker. A 
family member shall not be reimbursed for a service that he/she would have 
otherwise provided without pay. The CONTRACTOR shall use the needs assessment 
process (Section 2.9.6.5) to assess the member’s available existing supports, 
including supports provided by family members.   

  
2.9.7.6.6 A member may have multiple workers or both a worker and a contract provider for a 

given service, in which case, there must be a set schedule which clearly defines when 
contract providers will be utilized. A member may elect to have a worker provide 
more than one service.   
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2.9.7.6.7 A member shall develop a service agreement with each worker. The service 
agreement template shall be developed by TENNCARE and shall include, at a 
minimum:  the roles and responsibilities of the worker and the member; the worker’s 
schedule (as developed by the member and/or representative), including hours and 
days; the scope of each service, i.e., the specific tasks and functions the worker is to 
perform; the service rate; and the requested start date for services. The service 
agreement shall serve as the worker’s written confirmation of his/her commitment to 
initiate services on or before the date specified and to provide services in accordance 
with specified terms (including the tasks and functions to be performed and the 
schedule at which care is needed). If necessary, the FEA shall assist in this process. 
Service agreements shall be updated anytime there is a change in any of the terms or 
conditions specified in the agreement. Service agreements shall be signed by the new 
representative when there is a change in representatives. 

 
2.9.7.6.8 The service agreement shall also stipulate if a worker will provide one or more self-

directed health care tasks, the specific task(s) to be performed, and the frequency of 
each self-directed health care task (see Section 2.7 3).     

 
2.9.7.6.9 The FEA shall ensure that a service agreement is in place for each worker prior to the 

worker providing services.   
 

2.9.7.6.10 A copy of each service agreement shall be provided to the member and/or 
representative. The FEA shall give a copy of the service agreement to the worker and 
shall maintain a copy for its files.    

 
2.9.7.6.11 A member may terminate a worker at any time if he/she feels that the worker is not 

adhering to the terms of the service agreement and/or is not providing quality 
services. If the FEA or care coordinator has concerns that a worker is unable to 
deliver appropriate care as prescribed in the service agreement and the plan of care, 
but the member and/or representative chooses to continue to employ the worker, the 
care coordinator shall note the concern and the member’s choice to continue using 
the worker in the member’s plan of care, and shall update the risk assessment and/or 
risk agreement as needed. The FEA and care coordinator shall collaborate to develop 
strategies to address identified issues and concerns. The FEA shall inform the 
member and/or representative of any potential risks associated with continuing to use 
the worker. The CONTRACTOR shall forward to TENNCARE for disposition, 
pursuant to TennCare policy, any cases in which the CONTRACTOR plans to 
disenroll the member from consumer direction because a care coordinator has 
determined that the health, safety and welfare of the member may be in jeopardy if 
the member continues to employ a worker but the member and/or representative does 
not want to terminate the worker. The CONTRACTOR and FEA shall abide by 
TENNCARE’s decision.  

 
2.9.7.6.12 A member shall have the flexibility to choose from a range of TENNCARE specified 

reimbursement levels for all eligible consumer directed HCBS, excluding companion 
care services which shall be reimbursed at the rate specified by TENNCARE.  

 
2.9.7.6.13 In order to receive payment for services rendered, all workers must: 

 
2.9.7.6.13.1 Submit to the member and the FEA planned work schedules two weeks in 

advance and when billing. The FEA shall input schedules into the EVV; and  
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2.9.7.6.13.2 Maintain and submit timesheets and documentation of service delivery (i.e., 

documentation of the tasks and functions performed during the provision of 
services), and any other documentation, as required, for units of service 
delivered; and  

 
2.9.7.6.13.3 Provide no more than forty (40) hours of services within a consecutive seven (7) 

day period, with the following exceptions: 
 

2.9.7.6.13.3.1 The worker provides companion care services; or  
 
2.9.7.6.13.3.2 The worker serves as a back-up worker during this period, in which case payment 

shall be at the established rate, with no overtime pay, in accordance with 
applicable labor law. The FEA shall monitor the frequency of instances in which 
a worker provides more than forty (40) hours of service within a consecutive 
seven day period for this reason, and shall work with the member and/or 
representative to develop an adequate supply of reliable workers. 

 
2.9.7.6.13.4 The FEA shall enter worker schedules into the EVV, but may delegate this 

responsibility to the member and/or representative when appropriate. 
 
2.9.7.7 Training 
 
2.9.7.7.1 The CONTRACTOR shall require all members electing to enroll in consumer 

direction of HCBS and/or their representatives to receive relevant training prior to 
service initiation. The FEA shall be responsible for providing or arranging for the 
training.  When training is not directly provided by the FEA, the FEA shall validate 
completion of training.  

 
2.9.7.7.2 At a minimum, consumer direction training for members and/or representatives shall 

address the following issues: 
 

2.9.7.7.2.1 Understanding the role of members and representatives in consumer direction; 
 
2.9.7.7.2.2 Understanding the role of the care coordinator and the FEA; 
 
2.9.7.7.2.3 Selecting workers; 
 
2.9.7.7.2.4 Abuse and neglect identification and reporting; 
 
2.9.7.7.2.5 Being an employer, evaluating worker performance and managing employees; 
 
2.9.7.7.2.6 Fraud and abuse; 
 
2.9.7.7.2.7 Performing administrative tasks such as reviewing and approving time sheets; 

and 
 
2.9.7.7.2.8 Scheduling workers and back-up planning. 
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2.9.7.7.3 Ongoing training shall be provided by the FEA to members and/or representatives 
upon request and/or if a care coordinator or FEA, through monitoring, determines 
that additional training is warranted. 

 
2.9.7.7.4 The FEA shall be responsible for providing or arranging for the training of all 

workers prior to service initiation. When training is not directly provided by the FEA, 
the FEA shall validate completion of training. At a minimum, training shall consist of 
the following required elements: 

 
2.9.7.7.4.1 Overview of the CHOICES program and consumer direction of HCBS; 
 
2.9.7.7.4.2 Caring for elderly and disabled populations; 
 
2.9.7.7.4.3 Abuse and neglect identification and reporting;  
 
2.9.7.7.4.4 CPR and first aid certification; 
 
2.9.7.7.4.5 Critical incident reporting;  
 
2.9.7.7.4.6 Submission of timesheets, required documentation and withholdings;  
 
2.9.7.7.4.7 EVV system functionality, requirements and how to use; and 
 
2.9.7.7.4.8 As appropriate, administration of self-directed health care task(s). 

 
2.9.7.7.5 The member or representative, with assistance of the FEA, shall determine to what 

extent the member or representative shall be involved in the above-specified training, 
except that the member or representative must direct training regarding the 
administration of self-directed health care tasks.  

 
2.9.7.7.6 In addition to the training noted above in 2.9.7.7.4.1 – 2.9.7.7.4.8, the member shall 

provide training to the worker regarding individualized service needs and preference.  
 

2.9.7.7.7 The FEA shall verify that workers have successfully completed all required training 
prior to service initiation and payment for services.  

 
2.9.7.7.8 Ongoing, the FEA shall ensure that workers maintain CPR and first aid certification 

and receive required refresher training as a condition of continued employment and 
shall arrange for the appropriate training. Additional training components may be 
provided to a worker to address issues identified by the FEA, care coordinator, 
member and/or the representative or at the request of the worker.  

 
2.9.7.7.9 Refresher training may be provided more frequently if determined necessary by the 

FEA, care coordinator, member and/or representative or at the request of the worker. 
 

2.9.7.8 Monitoring 
 

2.9.7.8.1 The FEA shall conduct semi-annual face-to-face visits in the member’s place of 
residence and conduct monthly phone contacts. These visits and contacts shall 
supplement and not supplant the minimum care coordinator contacts. The FEA shall 
use these visits to monitor the quality of service delivery including: 
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2.9.7.8.1.1 Identifying any service delivery issues; 
 
2.9.7.8.1.2 Determining the adequacy and appropriateness of documentation of service 

delivery; and 
 
2.9.7.8.1.3 Determining the efficacy of back-up plans and processes. 
 
2.9.7.8.2 At a minimum, the FEA shall conduct the following additional monitoring activities:   
 
2.9.7.8.2.1 Quarterly reviews of expenditures for each member; and 
 
2.9.7.8.2.2 Monthly reviews of hours billed for services across all members, by each worker.  

 
2.9.7.8.3 The CONTRACTOR shall monitor a member’s participation in consumer direction 

of HCBS to determine, at a minimum, the success and the viability of the service 
delivery model for the member. The CONTRACTOR shall note any patterns, such as 
frequent turnover of representatives and changing between consumer direction of 
HCBS and contract providers that may warrant intervention by the CONTRACTOR. 
The CONTRACTOR may submit a request to TENNCARE, pursuant to TennCare 
policy, to involuntarily withdraw the member from consumer direction of HCBS if 
the CONTRACTOR has concerns about its ability to protect the health, safety and 
welfare of the member (see Section 2.9.7.8.5).  

    
2.9.7.8.4 If at any time the care coordinator or FEA suspects abuse or neglect on the part of the 

representative or worker, the care coordinator and/or FEA shall report the allegations 
to the CONTRACTOR. The CONTRACTOR shall report the representative and/or 
worker to APS. The representative and/or worker shall immediately be released from 
his/her duties until the APS investigation is complete. The care coordinator shall 
work with the member to find a new representative, and the FEA shall work with the 
member to find a suitable replacement worker. If the allegations are substantiated as 
a result of the APS investigation, the representative and/or worker shall no longer be 
allowed to participate in the CHOICES program in any capacity. 

 
2.9.7.8.5 In the event the CONTRACTOR believes that it cannot safely and effectively serve 

the member in the community, the care coordinator, with the assistance of and input 
from the FEA, shall review with the member the previously developed risk 
agreement and update it to ensure that any additional identified risks are incorporated 
and measures are identified to mitigate risks. The representative (if applicable) shall 
participate in the process. The updated risk assessment shall be signed by the member 
or representative and the care coordinator. A copy shall be given to the member or 
representative. The member’s care coordinator/care coordination team and the FEA 
shall file a copy in the member’s files. If the CONTRACTOR does not believe the 
member can be safely and effectively served in the community directing his/her 
services, the CONTRACTOR may request to involuntarily withdraw the member 
from consumer direction of HCBS, pursuant to TennCare policy (see Section 2.9.7.9 
below). 
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2.9.7.9 Withdrawal from Consumer Direction of HCBS 
 

2.9.7.9.1 A member may voluntarily withdraw from consumer direction of HCBS at any time. 
The member and/or representative shall notify the care coordinator as soon as he/she 
determines that he/she is no longer interested in participating in consumer direction 
of HCBS.  

    
2.9.7.9.2 Upon receipt of a member’s request to withdraw from consumer direction of HCBS, 

the CONTRACTOR shall conduct a face-to-face visit and update the member’s plan 
of care, as appropriate, to initiate the process to transition the member to contract 
providers.    

  
2.9.7.9.3 The CONTRACTOR may initiate involuntary withdrawal of a member from 

consumer direction of HCBS: 
 
2.9.7.9.3.1 If a member’s representative fails to perform in accordance with the terms of the 

representative agreement and the health, safety and welfare of the member is at 
risk, and the member wants to continue to use the representative. 

  
2.9.7.9.3.2 If a member has consistently demonstrated that he/she is unable to manage, with 

sufficient supports (including appointment of a representative) his/her services 
and the care coordinator or FEA has identified health, safety and/or welfare 
issues. 

 
2.9.7.9.3.3 A care coordinator has determined that the health, safety and welfare of the 

member may be in jeopardy if the member continues to employ a worker but the 
member and/or representative does not want to terminate the worker. 

 
2.9.7.9.3.4 Other significant concerns regarding the member’s participation in consumer 

direction which jeopardize the health, safety or welfare of the member. 
 

2.9.7.9.4 The CONTRACTOR shall forward to TENNCARE, pursuant to TennCare policy, a 
request to involuntarily withdraw a member from consumer direction of HCBS. The 
request shall include the reasons for withdrawing the member and the measures taken 
by the CONTRACTOR and/or the FEA to address identified issues.  

 
2.9.7.9.5 If TENNCARE approves the CONTRACTOR’s request, the CONTRACTOR shall 

notify the member in accordance with TennCare rules and regulations, and the 
member shall have the right to appeal the determination (see Section 2.19.3.12of this 
Agreement). Upon notification or the resolution of a timely filed appeal, the 
CONTRACTOR, in conjunction with the FEA, shall facilitate a seamless transition 
from workers to contract providers, with no interruptions or gaps in services. 

  
2.9.7.9.6 Voluntary or involuntary withdrawal of a member from consumer direction of HCBS 

shall not affect a member’s eligibility for long-term care services or enrollment in 
CHOICES.    

 
2.9.7.9.7 Members who have been involuntarily withdrawn may request to be reinstated in 

consumer direction of HCBS. The care coordinator shall work with the FEA to 
ensure that the issues previously identified as reasons for withdrawal have been 
adequately addressed prior to reinstatement. All members shall be required to 
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participate in consumer direction training programs prior to re-instatement in 
consumer direction of HCBS.      

 
2.9.8 Coordination and Collaboration for Members with Behavioral Health  Needs 
  

2.9.8.1 General 
 

As provided in Section 2.6.1 of this Agreement, the CONTRACTOR shall be 
responsible for providing a full continuum of physical health, behavioral health, and 
long-term care services. The CONTRACTOR shall also be responsible for ensuring 
continuity and coordination between covered physical health, behavioral health, and 
long-term care services and ensuring collaboration between physical health,  
behavioral health, and long-term care providers. The CONTRACTOR shall develop 
policies and procedures that address key elements in meeting this requirement. These 
elements include, but are not limited to, screening for behavioral health needs 
(including the screening tool), referral to physical health,  behavioral health, and 
long-term care providers, exchange of information, confidentiality, assessment, 
treatment plan and plan of care development and implementation, collaboration, 
MCO case management, care coordination (for CHOICES members) and disease 
management, provider training, and monitoring implementation and outcomes.  

 
2.9.8.2 Subcontracting for Behavioral Health Services 

 
If the CONTRACTOR subcontracts for the provision of behavioral health services, 
the CONTRACTOR shall develop and implement a written agreement with the 
subcontractor regarding the coordination of services provided by the 
CONTRACTOR and those provided by the subcontractor. The agreement shall 
address the responsibilities of the CONTRACTOR and the subcontractor regarding, 
at a minimum, the items identified in Section 2.9.8.2 as well as prior authorization, 
claims payment, claims resolution, contract disputes, and reporting. The subcontract 
shall comply with all of the requirements regarding subcontracts included in Section 
2.26 of this Agreement.  

 
2.9.8.3 Screening for Behavioral Health Needs 

 
2.9.8.3.1 The CONTRACTOR shall ensure that the need for behavioral health services is 

systematically identified by and addressed by the member’s PCP at the earliest 
possible time following initial enrollment of the member in the CONTRACTOR’s 
MCO or after the onset of a condition requiring mental health and/or substance abuse 
treatment.  

 
2.9.8.3.2 The CONTRACTOR shall encourage PCPs and other providers to use a screening 

tool prior approved in writing by the State as well as other mechanisms to facilitate 
early identification of behavioral health needs. 

 
2.9.8.3.3 As part of the care coordination process (see Section 2.9.6), the CONTRACTOR 

shall ensure that behavioral health needs of CHOICES members are identified and 
addressed. 
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2.9.8.4 Referrals to Behavioral Health Providers 
 

The CONTRACTOR shall ensure through screening that members with a need for 
behavioral health services, particularly members with SED/SPMI are appropriately 
referred to behavioral health providers. The CONTRACTOR shall develop provider 
education and training materials to ensure that physical health and long-term care 
providers know when and how to refer members who need specialty behavioral 
health services. This shall include education about behavioral health services, 
including the recovery process and resilience for children. The CONTRACTOR shall 
develop a referral process to be used by its providers, including what information 
must be exchanged and when to share this information, as well as notification to the 
member’s care coordinator.  

 
2.9.8.5 Referrals to PCPs 

 
The CONTRACTOR shall ensure that members with both physical health and 
behavioral health needs are appropriately referred to their PCPs for treatment of their 
physical health needs. The CONTRACTOR shall develop provider education and 
training materials to ensure that behavioral health providers know when and how to 
refer members who need physical health services. The CONTRACTOR shall develop 
a referral process to be used by its providers. The referral process shall include 
providing a copy of the physical health consultation and results to the behavioral 
health provider. 
 

2.9.8.6 Referrals to CHOICES 
 
The CONTRACTOR shall ensure that members with both long-term care and 
behavioral health needs are referred to the CONTRACTOR for CHOICES intake (see 
Section 2.9.6.3). The CONTRACTOR shall develop provider education and training 
materials to ensure that behavioral health providers know when and how to refer 
members who need long-term care services to the CONTRACTOR. 
 

2.9.8.7 Behavioral Health Assessment and Treatment Plan 
 

The CONTRACTOR’s policies and procedures shall identify the role of physical 
health and behavioral health providers in assessing a member’s behavioral health 
needs and developing an individualized treatment plan. For members with chronic 
physical conditions that require ongoing treatment who also have behavioral health 
needs, the CONTRACTOR shall encourage participation of both the member’s 
physical health provider (PCP or specialist) and behavioral health provider in the 
assessment and individualized treatment plan development process as well as the 
ongoing provision of services. For CHOICES members in Groups 2 and 3 with 
behavioral health needs, the member’s care coordinator shall encourage participation 
of the member’s behavioral health provider in the care planning process and shall 
incorporate relevant information from the member’s behavioral health treatment plan 
(see Section 2.7.2.1.4) in the member’s plan of care (see Section 2.9.6.6). 

 
2.9.8.8 MCO Case Management, Disease Management, and CHOICES Care Coordination 

 
The CONTRACTOR shall use its MCO case management, disease management, and 
CHOICES care coordination programs (see Sections 2.9.5, 2.8, and 2.9.6) to support 
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the continuity and coordination of covered physical health, behavioral health, and 
long-term care services and the collaboration between physical health, behavioral 
health, and long-term care providers. The CONTRACTOR has the option to allow 
members, e.g., members who have been determined to be high risk based on disease 
management stratification (see Section 2.8.3), to be enrolled in both a disease 
management program and MCO case management. For CHOICES members, MCO 
case management and/or disease management activities shall be integrated with the 
care coordination process (see Sections 2.9.5.4, and 2.9.6.1.8).   

 
2.9.8.9 Monitoring  

 
The CONTRACTOR shall evaluate and monitor the effectiveness of its policies and 
procedures regarding the continuity and coordination of covered physical, behavioral 
health, and long-term care services and collaboration between physical health, 
behavioral health, and long-term care providers. This shall include, but not be limited 
to, an assessment of the appropriateness of the diagnosis, treatment, and referral of 
behavioral health disorders commonly seen by PCPs; an evaluation of the 
appropriateness of psychopharmacological medication; and analysis of data regarding 
access to appropriate services. Based on these monitoring activities, the 
CONTRACTOR shall develop and implement interventions to improve continuity, 
coordination, and collaboration for physical health, behavioral health, and long-term 
care services. 

 
2.9.9 Coordination and Collaboration Among Behavioral Health Providers  
 

2.9.9.1 The CONTRACTOR shall ensure communication and coordination between mental 
health providers and substance abuse providers, including: 

 
2.9.9.1.1 Assignment of a responsible party to ensure communication and coordination occur; 

 
2.9.9.1.2 Determination of the method of mental health screening to be completed by 

substance abuse service providers; screening and assessment tools to be designated 
by TENNCARE; 

 
2.9.9.1.3 Determination of the method of substance abuse screening to be completed by mental 

health service providers; screening and assessment tools to be designated by 
TENNCARE; 

 
2.9.9.1.4 Description of how treatment plans will be coordinated between behavioral health 

service providers; and 
 

2.9.9.1.5 Assessment of cross training of behavioral health providers: mental health providers 
being trained on substance abuse issues and substance abuse providers being trained 
on mental health issues.  

 
2.9.9.2 The CONTRACTOR shall ensure coordination between the children and adolescent 

service delivery system as they transition into the adult mental health service delivery 
system, through such activities as communicating treatment plans and exchange of 
information. 
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2.9.9.3 The CONTRACTOR shall coordinate inpatient and community services, including 
the following requirements related to hospital admission and discharge: 

 
2.9.9.3.1 The outpatient provider shall be involved in the admissions process when possible; if 

the outpatient provider is not involved, the outpatient provider shall be notified 
promptly of the member’s hospital admission;  

 
2.9.9.3.2 Psychiatric hospital and residential treatment facility discharges shall not occur 

without a discharge plan in which the member has participated (an outpatient visit 
shall be scheduled before discharge, which ensures access to proper 
provider/medication follow-up; also, an appropriate placement or housing site shall 
be secured prior to discharge); 

 
2.9.9.3.3 An evaluation shall be performed prior to discharge to determine if mental health 

case management services are medically necessary. Once deemed medically 
necessary, the mental health case manager shall be involved in discharge planning; if 
there is no mental health case manager, then the outpatient provider shall be 
involved; and 

 
2.9.9.3.4 A procedure to ensure continuity of care regarding medication shall be developed and 

implemented. 
 

2.9.9.4 The CONTRACTOR shall identify and develop community alternatives to inpatient 
hospitalization for those members who are receiving inpatient psychiatric facility 
services who could leave the facility if appropriate community or residential care 
alternatives were available in the community. In the event the CONTRACTOR does 
not provide appropriate community alternatives, the CONTRACTOR shall remain 
financially responsible for the continued inpatient care of these individuals. 

 
2.9.9.5 The CONTRACTOR is responsible for providing a discharge plan as outlined in 

Section 2.9.9.3.2.  
 
2.9.10 Coordination of Pharmacy Services 
 

2.9.10.1 Except as provided in Section 2.6.1.3, the CONTRACTOR is not responsible for the 
provision and payment of pharmacy benefits; TENNCARE contracts with a 
pharmacy benefits manager (PBM) to provide these services. However, the 
CONTRACTOR shall coordinate with the PBM as necessary to ensure that members 
receive appropriate pharmacy services without interruption. The CONTRACTOR 
shall monitor and manage its contract providers as it relates to prescribing patterns 
and its members as it relates to utilization of prescription drugs. The CONTRACTOR 
shall participate in regularly scheduled meetings with the PBM and TENNCARE to 
discuss operational and programmatic issues. 

 
2.9.10.2 The CONTRACTOR shall accept and maintain prescription drug data from 

TENNCARE or its PBM. 
 

2.9.10.3 The CONTRACTOR shall monitor and manage members by, at a minimum, 
conducting the activities as described below: 
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2.9.10.3.1 Analyzing prescription drug data and/or reports provided by the PBM or 
TENNCARE to identify high-utilizers and other members who inappropriately use 
pharmacy services and assign them to MCO case management and/or disease 
management programs and/or refer them to CHOICES intake (see Section 2.9.6) as 
appropriate; if a CHOICES member is identified as a high-utilizer or as 
inappropriately using pharmacy services, relevant prescription drug data and/or 
reports for the member shall be provided to the member’s care coordinator, and the 
care coordinator shall take appropriate next steps, which may include coordination 
with the member’s PCP; 

 
2.9.10.3.2 Analyzing prescription drug data and/or reports provided by the PBM to identify 

potential pharmacy lock-in candidates and referring them to TENNCARE; and 
 

2.9.10.3.3 Regularly providing information to members about appropriate prescription drug 
usage. At a minimum, this information shall be included in the Member Handbook 
and in at least two (2) quarterly member newsletters within a twelve (12) month 
period. 

 
2.9.10.4 The CONTRACTOR shall monitor and manage providers’ prescription patterns by, 

at a minimum, conducting the activities described below:  
 

2.9.10.4.1 Collaborating with the PBM to educate the MCO’s contract providers regarding 
compliance with the State’s preferred drug list (PDL) and appropriate prescribing 
practices; and 

 
2.9.10.4.2 Intervening with contract providers whose prescribing practices appear to be 

operating outside industry or peer norms as defined by TENNCARE, are non-
compliant as it relates to adherence to the PDL and/or generic prescribing patterns, 
and/or who are failing to follow required prior authorization processes and 
procedures. The goal of these interventions will be to improve prescribing practices 
among the identified contract providers, as appropriate. Interventions shall be 
personal and one-on-one. 

 
2.9.10.5 At any time, upon request from TENNCARE, the CONTRACTOR shall provide 

assistance in educating, monitoring and intervening with providers. For example, 
TENNCARE may require assistance in monitoring and intervening with providers 
regarding prescribing patterns for narcotics.  

 
2.9.11 Coordination of Dental Benefits   
 

2.9.11.1 General 
 

2.9.11.1.1 The CONTRACTOR is not responsible for the provision and payment of dental 
benefits; TENNCARE contracts with a dental benefits manager (DBM) to provide 
these services.  

 
2.9.11.1.2 As provided in Section 2.6.1.3, the CONTRACTOR is responsible for transportation 

to and from dental services as well as the facility, medical and anesthesia services 
related to medically necessary and approved dental services that are not provided by 
a dentist or in a dentist’s office. 
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2.9.11.1.3 The CONTRACTOR may require prior authorization for services related to dental 
services including the facility, anesthesia, and/or medical services related to the 
dental service. However, the CONTRACTOR may waive authorization of said 
services based upon authorization of the dental services by the dental benefits 
manager. The CONTRACTOR shall approve and arrange transportation to and from 
dental services in accordance with this Agreement, including but not limited to 
Attachment XI. 

 
2.9.11.2 Services and Responsibilities 

 
The CONTRACTOR shall coordinate with the DBM for dental services. 
Coordination of dental services, at a minimum, includes establishing processes for: 

 
2.9.11.2.1 Means for referral that ensures immediate access for emergency care and provision of 

urgent and routine care according to TennCare guidelines for specialty care (see 
Attachment III); 

 
2.9.11.2.2 Means for the transfer of information (to include items before and after the visit); 

 
2.9.11.2.3 Maintenance of confidentiality;  

 
2.9.11.2.4 Resolving disputes related to prior authorizations and claims and payment issues; and 

 
2.9.11.2.5 Cooperation with the DBM regarding training activities provided by the DBM. 

 
2.9.11.3 Operating Principles 

 
Coordinating the delivery of dental services to TennCare members is the primary 
responsibility of the DBM. However, the CONTRACTOR shall provide coordination 
assistance and shall be responsible for communicating the DBM provider services, 
provider relations, and/or claim coordinator contact information to all of its contract 
providers. With respect to specific member issues, the CONTRACTOR shall work 
with the DBM coordinator towards a resolution. Should systemic issues arise, the 
CONTRACTOR shall meet and resolve the issues with the DBM. In the event that 
such issues cannot be resolved, the MCO and the DBM shall meet with TENNCARE 
to reach final resolution of matters involved. Final resolution of system issues shall 
occur within ninety (90) calendar days from referral to TENNCARE. 

 
2.9.11.4 Resolution of Requests for Prior Authorization  

 
2.9.11.4.1 The CONTRACTOR agrees, and recognizes that the DBM has agreed through its 

contractual arrangement with the State, that any dispute concerning which party 
should respond to a request for prior authorization shall not cause a denial, delay, 
reduction, termination or suspension of any appropriate service to a TennCare 
enrollee. The CONTRACTOR shall require that its DBM care coordinators will, in 
addition to their responsibilities for DBM care coordination, deal with issues related 
to requests for prior authorization that require coordination between the DBM and the 
CONTRACTOR. The CONTRACTOR shall provide the DBM with a list of its DBM 
care coordinators and telephone number(s) at which each DBM care coordinator may 
be contacted. When the CONTRACTOR receives a request for prior authorization 
from a provider for a member and the CONTRACTOR believes the service is the 
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responsibility of the DBM, the CONTRACTOR’s DBM care coordinator shall 
contact the DBM’s care coordinator by the next business day after receiving the 
request for prior authorization. The DBM care coordinator shall also contact the 
member and/or member’s provider. For routine requests contact to the member or 
member’s provider shall be made within fourteen (14) days or less of the provider’s 
request for prior authorization and shall comply with all applicable consent decrees 
and court orders and TennCare rules and regulations. For urgent requests, contact 
shall be made immediately after receiving the request for prior authorization.  

 
2.9.11.4.2 The CONTRACTOR shall assign staff members to serve on a coordination 

committee with DBM staff members. This committee shall be responsible for 
addressing all issues of dental care coordination. The committee will review disputes 
regarding clinical care and provide a clinical resolution to the dispute, subject to the 
terms of this Agreement. The CONTRACTOR and the DBM shall attempt in good 
faith to resolve any dispute and communicate the decision to the provider requesting 
prior authorization of a service. In the event the CONTRACTOR and the DBM 
cannot agree within ten (10) calendar days of the provider’s request for prior 
authorization, the party who first received the request from the provider shall be 
responsible for prior authorization and payment to the contract provider within the 
time frames designated by TENNCARE. The CONTRACTOR and the DBM are 
responsible for enforcing hold harmless protection for the member. The 
CONTRACTOR shall ensure that any response to a request for authorization shall 
not exceed fourteen (14) calendar days and shall comply with all applicable consent 
decrees and court orders and TennCare rules and regulations.  

 
2.9.11.5 Claim Resolution Processes  

 
2.9.11.5.1 The CONTRACTOR shall designate one or more claims coordinators to deal with 

issues related to claims and payment issues that require coordination between the 
DBM and the CONTRACTOR. The CONTRACTOR agrees and recognizes that the 
DBM has agreed through its contractual arrangement with the State, to also designate 
one or more claims coordinators to deal with issues related to claims and payment 
issues that require coordination between the DBM and the CONTRACTOR. The 
CONTRACTOR shall provide the DBM and TennCare, with a list of its claims 
coordinators and telephone number(s) at which each claims coordinator may be 
contacted.  

 
2.9.11.5.2 When the CONTRACTOR receives a disputed claim for payment from a provider for 

a member and believes care is the responsibility of the DBM, the CONTRACTOR’s 
claims coordinators shall contact the DBM’s claims coordinators within four (4) 
calendar days of receiving such claim for payment. If the CONTRACTOR’s claims 
coordinator is unable to reach agreement with the DBM’s claims coordinators on 
which party is responsible for payment of the claim, the claim shall be referred to the 
Claims Coordination Committee (described below) for review.  

 
2.9.11.5.3 The CONTRACTOR shall assign claims coordinators and other representatives, as 

needed, to a joint CONTRACTOR/DBM Claims Coordination Committee. The 
number of members serving on the Claims Coordination Committee shall be 
determined within ten (10) calendar days of the execution of this Agreement by the 
mutual agreement of the DBM and MCO. The CONTRACTOR shall, at a minimum, 
assign two (2) representatives to the committee. The make-up of the committee may 
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be revisited from time to time during the term of this Agreement. The Claims 
Coordination Committee shall review any disputes and negotiate responsibility 
between the CONTRACTOR and the DBM. Unless otherwise agreed, such meeting 
shall take place within ten (10) calendar days of receipt of the initial disputed claim 
or request from the provider. If resolution of the claim results in the party who 
assumed responsibility for authorization and payment having no liability, the other 
party shall reimburse and abide by the prior decisions of that party. Reimbursement 
shall be made within ten (10) calendar days of the Claims Coordination Committee’s 
decision.  

 
2.9.11.5.4 If the Claims Coordination Committee cannot reach an agreement as to the proper 

division of financial responsibility within ten (10) calendar days of the initial referral 
to the Claims Coordination Committee, said claim shall be referred to both the 
CONTRACTOR’s and the DBM’s CEO or the CEO’s designee, for resolution 
immediately. A meeting shall be held among the CEOs or their designee(s) as soon as 
possible, but not longer than ten (10) calendar days after the meeting of the Claims 
Coordination Committee. 

 
2.9.11.5.5 If the meeting between the CEOs, or their designee(s), of the DBM and MCO does 

not successfully resolve the dispute within ten (10) calendar days, the parties shall, 
within fourteen (14) calendar days of the meeting, submit a Request for Resolution of 
the dispute to the State or the State’s designee for a decision on responsibility.  

 
2.9.11.5.6 The process before the submission of a Request for Resolution, as described above, 

shall be completed within thirty (30) calendar days of receiving the claim for 
payment. In the event the parties cannot agree within thirty (30) calendar days of 
receiving the claim for payment, the MCO and the DBM shall be responsible for 
enforcing hold harmless protections for the member and the party who first received 
the request or claim from the provider shall be responsible for authorization and 
payment to the provider in accordance with the requirements of the MCO’s or 
DBM’s respective Agreement/contract with the State of Tennessee. Moreover, the 
party that first received the request or claim from the provider shall also make written 
request of all requisite documentation for payment and shall provide written reasons 
for any denial. 

 
2.9.11.5.7 The Request for Resolution shall contain a concise description of the facts regarding 

the dispute, the applicable Agreement/contract provisions, and the position of the 
party making the request. A copy of the Request for Resolution shall also be 
delivered to the other party. The other party shall then submit a Response to the 
Request for Resolution within fifteen (15) calendar days of the date of the Request 
for Resolution. The Response shall contain the same information required of the 
Request for Resolution. Failure to timely file a Response or obtain an extension from 
the State shall be deemed a waiver of any objections to the Request for Resolution. 

 
2.9.11.5.8 The State or its designee shall make a decision in writing regarding who is 

responsible for the payment of services within ten (10) calendar days of the receipt of 
the required information (“Decision”). The Decision may reflect a split payment 
responsibility that designates specific proportions to be paid by the MCO and the 
DBM. The Decision shall be determined solely by the State or its designee based on 
specific circumstances regarding each individual case. Within five (5) business days 
of receipt of the Decision, the non-successful party shall reimburse any payments 
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made by the successful party for the services. The non-successful party shall also pay 
to the State, within thirty (30) calendar days of the Decision, an administrative fee 
equal to ten percent (10%) of the value of the claims paid, not to exceed one-
thousand dollars ($1,000), for each Request for Resolution. The amount of the 
DBM’s or MCO’s payment responsibility shall be contained in the State’s Decision. 
These payments may be made with reservation of rights regarding any judicial 
resolution. If a party fails to pay the State for the party’s payment responsibility as 
described in this Section, Section 2.9.11.5.8, within thirty (30) calendar days of the 
date of the State’s Decision, the State may deduct amounts of the payment 
responsibility from any current or future amount owed the party by the State. 

 
2.9.11.6 Denial, Delay, Reduction, Termination or Suspension  

 
The CONTRACTOR agrees that any claims payment dispute or request for 
authorization shall not cause a denial, delay, reduction, termination or suspension of 
any appropriate services to a TennCare member. In the event there is a claim for 
emergency services, the party receiving a request for authorization to treat any 
member shall insure that the member is treated immediately and payment for the 
claim shall be approved or disapproved based on the definition of emergency services 
specified in this Agreement.  

 
2.9.11.7 Emergencies  

 
Prior authorization shall not be required for emergency services prior to stabilization.  

 
2.9.11.8 Claims Processing Requirements  

 
All claims shall be processed in accordance with the requirements of the MCO’s and 
DBM’s respective Agreements/contracts with the State of Tennessee. 

 
2.9.11.9 Appeal of Decision  

 
Appeal of any Decision shall be to a court or commission of competent jurisdiction 
and shall not constitute a procedure under the Administrative Procedure Act, TCA 4-
5-201 et seq. Exhaustion of the above-described process shall be required before 
filing of any claim or lawsuit on issues covered by this Section, Section 2.9.11.9 

 
2.9.11.10 Duties and Obligations  

 
The existence of any dispute under this Agreement shall in no way affect the duty of 
the CONTRACTOR and the DBM to continue to perform their respective 
obligations, including their obligations established in their respective 
Agreements/contracts with the State pending resolution of the dispute under this 
Section, Section 2.9.11.10. In accordance with TCA 56-32-126(b), a provider may 
elect to resolve the claims payment dispute through independent review. 

 
2.9.11.11 Confidentiality  

 
2.9.11.11.1 The CONTRACTOR agrees, and recognizes that the DBM has agreed through its 

contractual arrangement with the State, to cooperate with the State to develop 
confidentiality guidelines that (1) meet state, federal, and other regulatory 
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requirements; (2) meet the requirements of the professions or facilities providing care 
and maintaining records; and (3) meet both DBM and MCO standards. These 
standards shall apply to both DBM’s and MCO’s providers and staff. If the 
CONTRACTOR or DBM believes that the standards require updating, or operational 
changes are needed to enforce the standards, the CONTRACTOR shall meet with the 
DBM to resolve these issues. Such standards shall provide for the exchange of 
confidential e-mails to ensure the privacy of the members. 

 
2.9.11.11.2 The DBM and MCO shall ensure all materials and information directly or indirectly 

identifying any current or former member which is provided to or obtained by or 
through the MCO’s or DBM’s performance of this Agreement, whether verbal, 
written, tape, or otherwise, shall be maintained in accordance with the standards of 
confidentiality of TCA 33-4-22, Section 4.33 of this Agreement, 42 CFR Part 2, and 
the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) and, 
unless required by applicable law, shall not be disclosed except in accordance with 
those requirements or to TENNCARE, and CMS, or their designees. Nothing stated 
herein shall prohibit the disclosure of information in summary, statistical, or other 
form that does not identify any current or former member or potential member. 

 
2.9.11.12 Access to Service 

 
The CONTRACTOR agrees and recognizes that the DBM has agreed through its 
contractual arrangement with the State, to establish methods of referral which ensure 
immediate access to emergency care and the provision of urgent and routine care in 
accordance with TennCare guidelines. 

 
2.9.12 Coordination with Medicare  
 

2.9.12.1 The CONTRACTOR is responsible for providing medically necessary covered 
services to members who are also eligible for Medicare if the service is not covered 
by Medicare. 

 
2.9.12.2 The CONTRACTOR shall ensure that services covered and provided pursuant to this 

Agreement are delivered without charge to members who are dually eligible for 
Medicare and Medicaid services. 

 
2.9.12.3 The CONTRACTOR shall coordinate with Medicare payers, Medicare Advantage 

plans, and Medicare providers as appropriate to coordinate the care and benefits of 
members who are also eligible for Medicare.  

.  
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2.9.13 ICF/MR Services and Alternatives to ICF/MR Services  
 

2.9.13.1 The CONTRACTOR is not responsible for services in an Intermediate Care Facility 
for the Mentally Retarded (ICF/MR) or for services provided through Home and 
Community Based Services (HCBS) waivers as an alternative to ICF/MR services 
(hereinafter referred to as “HCBS MR waiver”). However, to the extent that services 
available to a member through a HCBS MR waiver are also covered services 
pursuant to this Agreement, the CONTRACTOR shall be responsible for providing 
all medically necessary covered services. HCBS MR waiver services may 
supplement, but not supplant, medically necessary covered services. ICF/MR 
services and HCBS MR waiver services shall be provided to qualified members as 
described in TennCare rules and regulations through contracts between TENNCARE 
and appropriate providers.  

 
2.9.13.2 The CONTRACTOR is responsible for covered services for members residing in an 

ICF/MR or enrolled in a HCBS MR waiver. For members residing in an ICF/MR, the 
CONTRACTOR is responsible for providing covered services that are not included 
in the per diem reimbursement for institutional services (e.g., prosthetics, some items 
of durable medical equipment, non-emergency ambulance transportation, and non-
emergency transportation). Except as provided below for NEMT, for members 
enrolled in a HCBS MR waiver, the CONTRACTOR shall provide all medically 
necessary covered services, including covered services that may also be provided 
through the HCBS MR waiver. The HCBS MR waiver is the payor of last resort. 
However, the CONTRACTOR is not responsible for providing non-emergency 
medical transportation (NEMT) to any service that is being provided to the member 
through the HCBS MR waiver.  

 
2.9.13.3 The CONTRACTOR shall coordinate the provision of covered services with services 

provided by ICF/MR and HCBS MR waiver providers to minimize disruption and 
duplication of services. 

 
2.9.14 Inter-Agency Coordination  
 

The CONTRACTOR shall coordinate with other state and local departments and agencies to 
ensure that coordinated care is provided to members. This includes, but is not limited to, 
coordination with: 

 
2.9.14.1 Tennessee Department of Mental Health and Developmental Disabilities 

(TDMHDD) for the purpose of interfacing with and assuring continuity of care and 
for coordination of specialized services in accordance with federal PASRR 
requirements; 

 
2.9.14.2 Tennessee Department of Children’s Services (DCS) for the purpose of interfacing 

with and assuring continuity of care; 
 

2.9.14.3 Tennessee Department of Health (DOH), for the purposes of establishing and 
maintaining relationships with member groups and health service providers; 

 
2.9.14.4 Tennessee Department of Human Services (DHS) and DCS Protective Services 

Section, for the purposes of reporting and cooperating in the investigation of abuse 
and neglect; 
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2.9.14.5 The Division of Mental Retardation Services (DMRS), for the purposes of interfacing 

with and assuring continuity of care and for coordination of specialized services in 
accordance with federal PASRR requirements; 

 
2.9.14.6 Tennessee Department of Education (DOE) and local education agencies for the 

purposes of coordinating educational services in compliance with the requirements of 
Individuals with Disabilities Education Act (IDEA) and to ensure school-based 
services for students with special needs are provided; 

 
2.9.14.7 Area Agencies on Aging and Disability (AAADs) regarding intake of members new 

to both TennCare and CHOICES, assisting CHOICES members in Groups 2 and 3 
with the TennCare eligibility redetermination process, and facilitating the transition 
of members during CHOICES implementation and when members are moving to a 
Grand Region where CHOICES has not yet been implemented; 

 
2.9.14.8 Tennessee Commission on Aging and Disability (TCAD) regarding TCAD’s role in 

monitoring the performance of the AAADs in conducting SPOE functions; 
 

2.9.14.8.1 The CONTRACTOR is responsible for the delivery of medically necessary covered 
services to school-aged children. MCOs are encouraged to work with school-based 
providers to manage the care of students with special health care needs. The State has 
implemented a process, referred to as TENNderCARE Connection, to facilitate 
notification of MCOs when a school-aged child enrolled in TennCare has an 
Individualized Education Plan (IEP) that identifies a need for medical services. In 
such cases, the school is responsible for obtaining parental consent to share the IEP 
with the MCO and for subsequently sending a copy of the parental consent and IEP 
to the MCO. The school is also responsible for clearly delineating the services on the 
IEP that the MCOs are to consider for payment. If a school-aged member, needing 
medical services, is identified by the CONTRACTOR by another means, the 
CONTRACTOR shall request the IEP from the appropriate school system. 

 
2.9.14.8.2 The CONTRACTOR shall designate a contact person to whom correspondence 

concerning children with medical services included in their IEPs will be directed. 
After receipt of an IEP, the CONTRACTOR shall: 

 
2.9.14.8.2.1 Either accept the IEP as indication of a medical problem and treat the IEP as a 

request for service or assist in making an appointment to have the child evaluated 
by the child’s PCP or another contract provider. If the CONTRACTOR does not 
accept the documentation provided with the IEP as indication of a medical 
problem, the CONTRACTOR shall have the child re-evaluated in order to make 
a decision about the appropriateness of the requested service. 

 
2.9.14.8.2.2 Send a copy of the IEP and any related information (e.g. action taken by the 

MCO in response to receipt of the IEP, action the MCO expects the PCP to take) 
to the PCP. 

 
2.9.14.8.2.3 Notify the designated school contact of the ultimate disposition of the request 

(e.g. what services have been approved for the child, what arrangements have 
been made for service delivery) within 14 days of the CONTRACTOR’s receipt 
of the IEP. 
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2.9.14.9 Local law enforcement agencies and hospital emergency rooms for the purposes of 

crisis service provider relationships, and the transportation of individuals certified for 
further assessment for emergency psychiatric hospitalization. 

 
12. Section 2.11 shall be deleted in its entirety and replaced with the following: 
 
2.11 PROVIDER NETWORK  
 
2.11.1 General Provisions  
 

2.11.1.1 The CONTRACTOR shall provide or ensure the provision of all covered services 
specified in Section 2.6.1 of this Agreement. Accessibility of covered services, 
including geographic access and appointments and wait times shall be in accordance 
with the access standards in Attachment III, the Specialty Network Standards in 
Attachment IV, the Access and Availability for Behavioral Health Services in 
Attachment V and the requirements herein. These minimum requirements shall not 
release the CONTRACTOR from the requirement to provide or arrange for the 
provision of any medically necessary covered service required by its members, 
whether specified above or not. 
 

2.11.1.2 The CONTRACTOR may provide covered physical health and behavioral health 
services directly or may enter into written agreements with providers and provider 
subcontracting entities or organizations that will provide covered physical health and 
behavioral health services to the members in exchange for payment by the 
CONTRACTOR for services rendered. The CONTRACTOR shall enter into written 
agreements with providers to provide covered long-term care services. The 
CONTRACTOR shall not directly provide long-term care services.   
 

2.11.1.3 When the CONTRACTOR contracts with providers, the CONTRACTOR shall: 
 

2.11.1.3.1 Not execute provider agreements with providers who have been excluded from 
participation in the Medicare, Medicaid, and/or SCHIP programs pursuant to 
Sections 1128 or 1156 of the Social Security Act or who are otherwise not in good 
standing with the TennCare program; 

 
2.11.1.3.2 Consider: the anticipated TennCare enrollment; the expected utilization of services, 

taking into consideration the characteristics of specific TennCare populations 
included in this Agreement; the number and types of providers required to furnish 
TennCare services; the number of contract providers who are not accepting new 
members; and the geographic location of providers and TennCare members, 
considering distance, travel time, the means of transportation ordinarily used by 
TennCare members, and whether the location provides physical access for members 
with disabilities; 

 
2.11.1.3.3 Have in place, written policies and procedures for the selection and retention of 

providers. These policies and procedures shall not discriminate against particular 
providers that service high risk populations or specialize in conditions that require 
costly treatment; 
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2.11.1.3.4 Not discriminate for the participation, reimbursement, or indemnification of any 
provider who is acting within the scope of his or her license or certification under 
applicable state law, solely on the basis of that license or certification. The 
CONTRACTOR’s ability to credential providers as well as maintain a separate 
network and not include any willing provider is not considered discrimination; 

 
2.11.1.3.5 Give affected providers written notice if it declines to include individual or groups of 

providers in its network; and 
 

2.11.1.3.6 Maintain all provider agreements in accordance with the provisions specified in 42 
CFR 438.12, 438.214 and Section 2.12 of this Agreement. 

 
2.11.1.4 Section 2.11.1.3 shall not be construed to: 

 
2.11.1.4.1 Require the CONTRACTOR to contract with providers beyond the number necessary 

to meet the needs of its members and the access standards of this Agreement; 
however, the CONTRACTOR shall contract with nursing facilities pursuant to the 
requirements of Section 2.11.6 of this Agreement and shall contract with at least two 
(2) providers for each HCBS to cover each county in the Grand Region, as specified 
in Section 2.11.6.3; 

 
2.11.1.4.2 Preclude the CONTRACTOR from using different reimbursement amounts for 

different specialties or for different providers in the same specialty; however, the 
CONTRACTOR shall reimburse long-term care services in accordance with Sections 
2.13.3 and 2.13.4; or 

 
2.11.1.4.3 Preclude the CONTRACTOR from establishing measures that are designed to 

maintain quality of services and control costs and are consistent with its 
responsibilities to members. 

 
2.11.1.5 The CONTRACTOR may not prohibit, or otherwise restrict, a health care 

professional acting within the lawful scope of practice, from advising or advocating 
on behalf of a member who is his or her patient for the following: 

 
2.11.1.5.1 The member’s health status, medical, behavioral health, or long-term care, or 

treatment options, including any alternative treatment that may be self administered; 
 

2.11.1.5.2 Any information the member needs in order to decide among all relevant treatment 
options; 

 
2.11.1.5.3 The risks, benefits, and consequences of treatment or non-treatment; or 

 
2.11.1.5.4 The member’s right to participate in decisions regarding his or her health care, 

including the right to refuse treatment, and to express preferences about future 
treatment decisions. 

 
2.11.1.6 Prior to including a provider on the Provider Enrollment File (see Section 2.30.7.1) 

and/or paying a provider’s claim, the CONTRACTOR shall ensure that the provider 
has a National Provider Identifier (NPI) Number, where applicable, and has obtained 
a Medicaid provider number from TENNCARE. 
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2.11.1.7 If a member requests a provider located outside the access standards, and the 
CONTRACTOR has an appropriate provider within the access requirements who 
accepts new members, it shall not be considered a violation of the access 
requirements for the CONTRACTOR to grant the member’s request. However, in 
such cases the CONTRACTOR shall not be responsible for providing transportation 
for the member to access care from this selected provider, and the CONTRACTOR 
shall notify the member in writing as to whether or not the CONTRACTOR will 
provide transportation for the member to seek care from the requested provider.  

 
2.11.1.8 If the CONTRACTOR is unable to meet the access standard for a covered service for 

which the CONTRACTOR is responsible for providing non-emergency 
transportation to a member, the CONTRACTOR shall provide transportation 
regardless of whether the member has access to transportation.  

 
2.11.1.8.1 In the event the CONTRACTOR is unable to meet the access standard for adult day 

care (see Attachment III), the CONTRACTOR shall provide and pay for the cost of 
transportation for the member to the adult day care facility until such time the 
CONTRACTOR has sufficient provider capacity. 

 
2.11.1.8.2 The CONTRACTOR is not required to provide non-emergency transportation for 

HCBS, including services provided through a 1915(c) waiver program for persons 
with mental retardation and HCBS provided through the CHOICES program, except 
as provided in Section 2.11.1.8.1 above.  

 
2.11.1.9 If the CONTRACTOR is unable to provide medically necessary covered services to a 

particular member using contract providers, the CONTRACTOR shall adequately 
and timely cover these services for that member using non-contract providers, for as 
long as the CONTRACTOR’s provider network is unable to provide them. At such 
time that the required services become available within the CONTRACTOR’s 
network and the member can be safely transferred, the CONTRACTOR may transfer 
the member to an appropriate contract provider as specified in Section 2.9.4. 

 
2.11.1.10 The CONTRACTOR shall monitor provider compliance with access requirements 

specified in Attachment III, including but not limited to appointment and wait times 
and take corrective action for failure to comply. The CONTRACTOR shall conduct 
surveys and office visits to monitor compliance with appointment waiting time 
standards and shall report findings and corrective actions to TENNCARE in 
accordance with Section 2.30.7.2. 

 
2.11.1.11 The CONTRACTOR shall use its best efforts to contract with providers to whom the 

CONTRACTOR routinely refers members. 
 

2.11.1.12 TENNCARE reserves the right to direct the CONTRACTOR to terminate or modify 
any provider agreement when TENNCARE determines it to be in the best interest of 
the State. 

 
2.11.1.13 To demonstrate sufficient accessibility and availability of covered services, the 

CONTRACTOR shall comply with all reporting requirements specified in Section 
2.30.7.  
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2.11.2 Primary Care Providers (PCPs)  
 

2.11.2.1 With the exception of members dually eligible for Medicare and TennCare, the 
CONTRACTOR shall ensure that each member has an assigned PCP, as defined in 
Section 1, who is responsible for coordinating the covered services provided to the 
member. For CHOICES members, the CONTRACTOR shall develop and implement 
protocols that address, at a minimum, the roles and responsibilities of the PCP and 
care coordinator and collaboration between a member’s PCP and care coordinator.   
 

2.11.2.2 The CONTRACTOR shall ensure that there are PCPs willing and able to provide the 
level of care and range of services necessary to meet the medical and behavioral 
health needs of its members, including those with chronic conditions. There shall be a 
sufficient number of PCPs who accept new TennCare members within the 
CONTRACTOR’s service area so that the CONTRACTOR meets the access 
standards provided in Attachment III.  
 

2.11.2.3 To the extent feasible and appropriate, the CONTRACTOR shall offer each member 
(other than members who are dually eligible for Medicare and TennCare) the 
opportunity to select a PCP. 
 

2.11.2.4 The CONTRACTOR may, at its discretion, allow vulnerable populations (for 
example, persons with multiple disabilities, acute, or chronic conditions, as 
determined by the CONTRACTOR) to select their attending specialists as their PCP 
so long as the specialist is willing to perform all responsibilities of a PCP as defined 
in Section 1. 
 

2.11.2.5 If a member who is not dually eligible for Medicare and TennCare fails or refuses to 
select a PCP from those offered within thirty (30) calendar days of enrollment, the 
CONTRACTOR shall assign a PCP. The CONTRACTOR may assign a PCP in less 
than thirty (30) calendar days if the CONTRACTOR provides the enrollee an 
opportunity to change PCPs upon receipt of notice of PCP assignment. 
 

2.11.2.6 The CONTRACTOR shall establish policies and procedures to enable members 
reasonable opportunities to change PCPs. Such policies and procedures may not 
specify a length of time greater than twelve (12) months between PCP changes under 
normal circumstances. If the ability to change PCPs is limited, the CONTRACTOR 
shall include provisions for more frequent PCP changes with good cause. The 
policies and procedures shall include a definition of good cause as well as the 
procedures to request a change.  
 

2.11.2.7 If a member requests assignment to a PCP located outside the distance/time 
requirements in Attachment III and the CONTRACTOR has PCPs available within 
the distance/time requirements who accept new members, it shall not be considered a 
violation of the access requirements for the CONTRACTOR to grant the member’s 
request. However, in such cases the CONTRACTOR shall have no responsibility for 
providing transportation for the member to access care from this selected provider, 
and the CONTRACTOR shall notify the member in writing as to whether or not the 
CONTRACTOR will provide transportation for the member to seek care from the 
requested provider. In these cases, the CONTRACTOR shall allow the member to 
change assignment to a PCP within the distance/time requirements at any time if the 
member requests such a change. 
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2.11.3 Specialty Service Providers  
 

2.11.3.1 Essential Hospital Services and Centers of Excellence  
 

2.11.3.1.1 The CONTRACTOR shall demonstrate sufficient access to essential hospital services 
which means that, at a minimum, in each Grand Region served by the 
CONTRACTOR, the CONTRACTOR shall demonstrate a contractual arrangement 
with at least one (1) tertiary care center for each of the following: 

 
2.11.3.1.1.1 Neonatal services; 

 
2.11.3.1.1.2 Perinatal services; 

 
2.11.3.1.1.3 Pediatric services; 

 
2.11.3.1.1.4 Trauma services; and  

 
2.11.3.1.1.5 Burn services. 

 
2.11.3.1.2 The CONTRACTOR shall demonstrate sufficient access to comprehensive care for 

people with HIV/AIDS which means that, at a minimum, in each Grand Region in 
which the CONTRACTOR operates, the CONTRACTOR shall demonstrate a 
contractual arrangement with at least two (2) HIV/AIDS Centers of Excellence 
located within the CONTRACTOR’s approved Grand Region(s). HIV/AIDS centers 
of Excellence are designated by the DOH.  

 
2.11.3.1.3 The CONTRACTOR shall demonstrate a contractual arrangement with all Centers of 

Excellence for Behavioral Health located within the Grand Region(s) served by the 
CONTRACTOR.  

 
2.11.3.2 Physician Specialists  

 
2.11.3.2.1 The CONTRACTOR shall establish and maintain a network of physician specialists 

that is adequate and reasonable in number, in specialty type, and in geographic 
distribution to meet the medical and behavioral health needs of its members (adults 
and children) without excessive travel requirements. This means that, at a minimum: 

 
2.11.3.2.1.1 The CONTRACTOR has signed provider agreements with providers of the 

specialty types listed in Attachment IV who accept new TennCare enrollees and 
are available on at least a referral basis; and 

 
2.11.3.2.1.2 The CONTRACTOR is in compliance with the access and availability 

requirements in Attachments III, IV, and V. 
 

2.11.3.3 TENNCARE Monitoring  
 

2.11.3.3.1 TENNCARE will monitor CONTRACTOR compliance with specialty network 
standards on an ongoing basis. TENNCARE will use data from the monthly Provider 
Enrollment File required in Section 2.30.7.1, to verify compliance with the specialty 
network requirements. TENNCARE will use these files to confirm the 
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CONTRACTOR has a sufficient number and distribution of physician specialists and 
in conjunction with MCO enrollment data to calculate member to provider ratios. 
TENNCARE will also periodically phone providers listed on these reports to confirm 
that the provider is a contract provider as reported by the CONTRACTOR. 
TENNCARE shall also monitor appeals data for indications that problems exist with 
access to specialty providers. 

 
2.11.3.3.2 TENNCARE will require a corrective action plan from the CONTRACTOR when: 

 
2.11.3.3.2.1 Twenty-five percent (25%) or more of non-dual members do not have access to 

one or more of the physician specialties listed in Attachment IV within sixty (60) 
miles; 

 
2.11.3.3.2.2 Any non-dual member does not have access to one or more of the physician 

specialties listed in Attachment IV within ninety (90) miles; or 
 

2.11.3.3.2.3 The member to provider ratio exceeds that listed in Attachment IV. 
 

2.11.3.3.3 TENNCARE will review all corrective action plans and determine, based on the 
actions proposed by the CONTRACTOR, appeals data, and the supply of specialty 
providers available to non-TennCare members, whether the corrective action plan 
will be accepted. Corrective action plans shall include, at a minimum, the following: 

 
2.11.3.3.3.1 The addition of contract providers to the provider network as documented on the 

provider enrollment file that resolves the specialty network deficiency; 
 
2.11.3.3.3.2 A list of providers with name, location, and expected date of provider agreement 

execution with whom the CONTRACTOR is currently negotiating a provider 
agreement and, if the provider becomes a contract provider would resolve the 
specialty network deficiency; 

 
2.11.3.3.3.3 For those deficiencies that are not resolved, a detailed account of attempts to 

secure an agreement with each provider that would resolve the deficiency. This 
shall include the provider name(s), address(es), date(s) contacted, and a detailed 
explanation as to why the CONTRACTOR is unable to secure an agreement, e.g., 
lack of provider willingness to participate in the TennCare program, provider 
prefers to limit access to practice, or rate requests are inconsistent with TennCare 
actuarial assumptions; 

 
2.11.3.3.3.4 A listing of non-contract providers, including name and location, who are being 

used to provide the deficient specialty provider services and the rates the 
CONTRACTOR is currently paying these non-contract providers; 

 
2.11.3.3.3.5 Affirmation that transportation will be provided for members to obtain services 

from providers who are willing to provide services to members but do not meet 
the specialty network standards; 

 
2.11.3.3.3.6 Documentation of how these arrangements are communicated to the member; 

and 
 

2.11.3.3.3.7 Documentation of how these arrangements are communicated to the PCPs. 
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2.11.4 Special Conditions for Prenatal Care Providers  
 

2.11.4.1 The CONTRACTOR shall have a sufficient number of contract providers who accept 
members in accordance with TennCare access standards in Attachment III so that 
prenatal or other medically necessary covered services are not delayed or denied to 
pregnant women at any time, including during their presumptive eligibility period. 
Additionally, the CONTRACTOR shall make services available from non-contract 
providers, if necessary, to provide medically necessary covered services to a woman 
enrolled in the CONTRACTOR’s MCO.  
 

2.11.4.2 Regardless of whether prenatal care is provided by a PCP, physician extender or an 
obstetrician who is not the member’s PCP, the access standards for PCP services 
shall apply when determining access to prenatal care except for cases of a first 
prenatal care appointment for women who are past their first trimester of pregnancy 
on the day they are determined to be eligible for TennCare. For women who are past 
their first trimester of pregnancy on the day they are determined to be eligible, a first 
prenatal care appointment shall occur within fifteen (15) calendar days of the day 
they are determined to be eligible. Failure to do so shall be considered a material 
breach of the provider’s provider agreement with the CONTRACTOR (see Sections 
2.7.5.2 and 2.11.4). 

 
2.11.5 Special Conditions for Behavioral Health Services  
 

2.11.5.1 At the direction of the State, the CONTRACTOR shall divert new admissions to 
other inpatient facilities to ensure that the Regional Mental Health Institutes do not 
operate above their licensed capacity. 
 

2.11.5.2 The CONTRACTOR shall identify, develop or enhance existing mental health and/or 
substance abuse inpatient and residential treatment capacity for adults and 
adolescents with a co-occurring mental health and substance abuse disorder. 
 

2.11.5.3 The CONTRACTOR shall contract with specified crisis service teams for both adults 
and children as directed by TENNCARE unless the State approves the use of other 
crisis service providers. 

 
2.11.6 Special Conditions for Long-Term Care Providers 
 

In addition to the requirements in Section 2.11.1 of this Agreement and the access standards 
specified in Attachment III of this Agreement, the CONTRACTOR shall meet the following 
requirements for long-term care providers. 
 
2.11.6.1 The CONTRACTOR shall contract with all current nursing facilities (as defined in 

TCA 71-5-1412(b)), that meet all CMS certification requirements, for a minimum of 
three (3) years following the effective date of CHOICES implementation. Thereafter, 
the CONTRACTOR shall contract with a sufficient number of nursing facilities in 
order to have adequate capacity to meet the needs of CHOICES members for nursing 
facility services. 

 
2.11.6.2 For community-based residential alternatives, the CONTRACTOR shall demonstrate  

good faith efforts to develop the capacity to have a travel distance of no more than 
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sixty (60) miles between a member’s community-based residential alternative 
placement and the member’s residence before entering the facility. 

 
2.11.6.3 At a minimum, the CONTRACTOR shall contract with at least two (2) providers for 

each HCBS, other than community-based residential alternatives, to cover each 
county in the Grand Region covered under this Agreement. For HCBS provided in a 
member’s place of residence, the provider does not need to be located in the county 
of the member’s residence but must be willing and able to serve residents of that 
county. For adult day care, the provider does not have to be located in the county of 
the member’s residence but must meet the access standards for adult day care 
specified in Attachment III. 

 
2.11.6.4 The CONTRACTOR shall have adequate HCBS provider capacity to meet the needs 

of each and every CHOICES member in Group 2 and 3 and to provide authorized 
HCBS within the timeframe prescribed in Sections 2.9.2, 2.9.3, and 2.9.6 of this 
Agreement. This includes initiating HCBS in the member’s plan of care within the 
timeframes specified in this Agreement and continuing services in accordance with 
the member’s plan of care, including the amount, frequency, duration and scope of 
each service in accordance with the member’s service schedule.   

 
2.11.6.5 Following the first quarter of implementation, TENNCARE will review all relevant 

reports submitted by the CONTRACTOR, including but not limited to reports that 
address provider network, service initiation, missed visits, and service utilization. 
TENNCARE will use the data provided in these reports to establish long-term care 
provider capacity requirements and develop performance standards, benchmarks and 
associated liquidated damages for failure to meet the specified performance standards 
and benchmarks. TENNCARE will notify the CONTRACTOR of the performance 
standards, benchmarks, and liquidated damages including the timeframe for imposing 
liquidated damages.    

 
2.11.6.6 The CONTRACTOR shall develop and maintain a network development plan to 

ensure the adequacy and sufficiency of its provider network. The network 
development plan shall be submitted to TENNCARE annually, monitored by 
TENNCARE per the requirements in Section 2.25 of the Agreement, and include the 
following minimum elements:   

 
2.11.6.6.1 Summary of nursing facility provider network, by county. 
 
2.11.6.6.2 Summary of HCBS provider network, including community-based residential 

alternatives, by service and county. 
 
2.11.6.6.3 Demonstration of and monitoring activities to ensure that access standards for long-

term care services are met, including requirements in Attachment III and in this 
Section 2.11.6. 

 
2.11.6.6.4 Demonstration of the CONTRACTOR’s ongoing activities to track and trend every 

time a member does not receive initial or ongoing long-term care services in 
accordance with the requirements of this Agreement due to inadequate provider 
capacity, identify systemic issues, and implement remediation and quality 
improvement (QI) activities. This shall include a summary of provider network 
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capacity issues by service and county, the CONTRACTOR’s remediation and  QI 
activities and the targeted and actual completion dates for those activities. 

 
2.11.6.6.5 HCBS network deficiencies (in addition to those specified in Section 2.11.6.6.4 

above) by service and by county and interventions to address the deficiencies.  
 

2.11.6.6.6 Demonstration of the CONTRACTOR’s efforts to develop and enhance existing 
community-based residential alternatives (including adult care homes) capacity for 
elders and/or adults with physical disabilities. The CONTRACTOR shall specify 
related activities, including provider recruitment activities, and provide a status 
update on capacity building. 

  
2.11.6.6.7 Where there are deficiencies or as otherwise applicable, annual target increase in 

HCBS providers by service and county. 
 

2.11.6.6.8 Ongoing activities for HCBS provider development and expansion taking into 
consideration identified provider capacity, network deficiencies, and service delivery 
issues and future needs relating to growth in membership and long-term needs.   

 
2.11.6.7 The CONTRACTOR shall assist in developing an adequate qualified workforce for 

covered long-term care services. The CONTRACTOR shall develop and implement 
strategies to increase the pool of available qualified direct care staff and to improve 
retention of qualified direct care staff. The strategies may include, for example, 
establishing partnerships with local colleges and technical training schools; 
establishing partnerships with professional and trade associations and pursuing 
untapped labor pools such as elders. The CONTRACTOR shall report annually to 
TENNCARE on the status of its qualified workforce development strategies (see 
Section 2.30.7.8).    

 
2.11.7 Safety Net Providers 
 

2.11.7.1 Federally Qualified Health Centers (FQHCs)  
 

2.11.7.1.1 The CONTRACTOR is encouraged to contract with FQHCs and other safety net 
providers (e.g., rural health clinics) in the CONTRACTOR’s service area to the 
extent possible and practical. Where FQHCs are not utilized, the CONTRACTOR 
shall demonstrate to DHHS, the Tennessee DHS and TENNCARE that both adequate 
capacity and an appropriate range of services for vulnerable populations exist to 
serve the expected enrollment in the CONTRACTOR’s service area without 
contracting with FQHCs.  

 
2.11.7.1.2 FQHC reporting information shall be submitted to TENNCARE as described in 

Section 2.30.7.9 of this Agreement. 
 

2.11.7.2 Community Mental Health Agencies (CMHAs) 
 
The CONTRACTOR is encouraged to contract with CMHAs and other behavioral 
health safety net providers in the CONTRACTOR’s service area to the extent 
possible and practical. Where CMHAs are not utilized, the CONTRACTOR shall 
demonstrate that both adequate capacity and an appropriate range of services for all 
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populations, but in particular SPMI/SED populations, exist to serve the expected 
enrollment in the CONTRACTOR’s service area without contracting with CMHAs. 
 

2.11.7.3 Local Health Departments  
 
The CONTRACTOR shall contract with each local health department in the Grand 
Region(s) served by the CONTRACTOR for the provision of TENNderCare 
screening services until such time as the CONTRACTOR achieves an adjusted 
periodic screening percentage of eighty percent (80%) or greater. Payment to local 
health departments shall be in accordance with Section 2.13.7. 

 
2.11.8 Credentialing and Other Certification 
 

2.11.8.1 Credentialing of Contract Providers  
 

2.11.8.1.1 Except as provided in sections 2.11.8.3 and 2.11.8.4 below, the CONTRACTOR 
shall utilize the current NCQA Standards and Guidelines for the Accreditation of 
MCOs for the credentialing and recredentialing of licensed independent providers 
and provider groups with whom it contracts or employs and who fall within its scope 
of authority and action. 
 

2.11.8.1.2 The CONTRACTOR shall completely process credentialing applications from all 
types of providers (physical health, behavioral health and long-term care providers) 
within thirty (30) calendar days of receipt of a completed credentialing application, 
including all necessary documentation and attachments, and a signed provider 
agreement. Completely process shall mean that the CONTRACTOR shall review, 
approve and load approved applicants to its provider files in its claims processing 
system or deny the application and assure that the provider is not used by the 
CONTRACTOR. 
 

2.11.8.2 Credentialing of Non-Contract Providers  
 

2.11.8.2.1 The CONTRACTOR shall utilize the current NCQA Standards and Guidelines for 
the Accreditation of MCOs for the credentialing and recredentialing of licensed 
independent providers with whom it does not contract but with whom it has an 
independent relationship. An independent relationship exists when the 
CONTRACTOR selects and directs its members to see a specific provider or group 
of providers. 
 

2.11.8.2.2 The CONTRACTOR shall completely process credentialing applications within 
thirty (30) calendar days of receipt of a completed credentialing application, 
including all necessary documentation and attachments, and a signed 
contract/agreement if applicable. Completely process shall mean that the 
CONTRACTOR shall review, approve and load approved applicants to its provider 
files in its claims processing system or deny the application and assure that the 
provider is not used by the CONTRACTOR. 
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2.11.8.3 Credentialing of Behavioral Health Entities  
 

2.11.8.3.1 The CONTRACTOR shall ensure each behavioral health provider’s service delivery 
site meets all applicable requirements of law and has the necessary and current 
license/certification/accreditation/designation approval per state requirements. 

 
2.11.8.3.2 When individuals providing behavioral health treatment services are not required to 

be licensed or certified, it is the responsibility of the CONTRACTOR to ensure, 
based on applicable state licensure rules and/or programs standards, that they are 
appropriately educated, trained, qualified, and competent to perform their job 
responsibilities.  

 
2.11.8.4 Credentialing of Long-Term Care Providers  
 
2.11.8.4.1 The CONTRACTOR shall develop and implement a process for credentialing and 

recredentialing long-term care providers. The CONTRACTOR’s process shall, as 
applicable, meet the minimum NCQA requirements as specified in the NCQA 
Standards and Guidelines for the Accreditation of MCOs. In addition, the 
CONTRACTOR shall ensure that all long-term care providers, including those 
credentialed/recredentialed in accordance with NCQA Standards and Guidelines for 
the Accreditation of MCOs, meet applicable State requirements, as specified by 
TENNCARE.  

 
2.11.8.4.2 To the extent possible the CONTRACTOR shall develop a streamlined credentialing 

process for nursing facility and HCBS providers enrolled in TennCare prior to the 
effective date of CHOICES implementation, and, to the extent permitted under 
NCQA Standards and Guidelines for the Accreditation of MCOs, the 
CONTRACTOR shall use credentialing requirements that are consistent with the 
State provider qualifications in place for long-term care providers at CHOICES 
implementation. 

 
2.11.8.5 Compliance with the Clinical Laboratory Improvement Amendments (CLIA) of 1988  

 
The CONTRACTOR shall require that all laboratory testing sites providing services 
under this Agreement have either a current CLIA certificate of waiver or a certificate 
of registration along with a CLIA identification number. Those laboratories with 
certificates of waiver will provide only the types of tests permitted under the terms of 
their waiver. Laboratories with certificate of registration may perform a full range of 
laboratory tests. The CONTRACTOR shall comply with the provisions of CLIA 
1988.  
 

2.11.8.6 Weight Watchers Centers or Other Weight Management Program 
 
The CONTRACTOR is not required to credential Weight Watchers centers(s) or 
another weight management program used as a cost effective alternative service 
pursuant to Section 2.8.8 of this Agreement. 
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2.11.9 Network Notice Requirements  
 

2.11.9.1 Member Notification 
 

All member notices required shall be written using the appropriate notice template 
provided by TENNCARE and shall include all notice content requirements specified 
in applicable state and federal law, TennCare rules and regulations, and all court 
orders and consent decrees governing notice and appeal procedures, as they become 
effective.  

 
2.11.9.1.1 Change in PCP 
 

The CONTRACTOR shall immediately provide written notice to a member when the 
CONTRACTOR changes the member’s PCP. The notice shall be issued in advance 
of the PCP change when possible or as soon as the CONTRACTOR becomes aware 
of the circumstances necessitating a PCP change. 

 
2.11.9.1.2 PCP Termination 

 
If a PCP ceases participation in the CONTRACTOR’s MCO, the CONTRACTOR 
shall provide written notice as soon as possible, but no less than thirty (30) calendar 
days prior to the effective date of the termination and no more than fifteen (15) 
calendar days after receipt or issuance of the termination notice, to each member who 
has chosen or been assigned to that provider as their PCP. The requirement to provide 
notice thirty (30) calendar days prior to the effective date of termination shall be 
waived in instances where a provider becomes physically unable to care for members 
due to illness, a provider dies, the provider fails to provide thirty (30) calendar days 
advance notice to the CONTRACTOR, the provider moves from the service area and 
fails to notify the CONTRACTOR or a provider fails credentialing, and instead shall 
be made immediately upon the CONTRACTOR becoming aware of the 
circumstances.  

 
2.11.9.1.3 Physical Health or Behavioral Health Providers Providing Ongoing Treatment 

Termination 
 

If a member is in a prior authorized ongoing course of treatment with any other 
contract provider who becomes unavailable to continue to provide services to such 
member and the CONTRACTOR is aware of such ongoing course of treatment, the 
CONTRACTOR shall provide written notice to each member as soon as possible but 
no less than thirty (30) calendar days prior to the effective date of the termination and 
no more than fifteen (15) calendar days after receipt or issuance of the termination 
notice. The requirement to provide notice thirty (30) calendar days prior to the 
effective date of termination shall be waived in instances where a provider becomes 
physically unable to care for members due to illness, a provider dies, the provider 
fails to provide thirty (30) calendar days advance notice to the CONTRACTOR, the 
provider moves from the service area and fails to notify the CONTRACTOR or a 
provider fails credentialing, and instead shall be made immediately upon the 
CONTRACTOR becoming aware of the circumstances.  
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2.11.9.1.4 Non-PCP Provider Termination 
 

If a non-PCP provider, including but not limited to a specialist or hospital, ceases 
participation in the CONTRACTOR’s MCO, the CONTRACTOR shall provide 
written notice to members who have been seen and/or treated by the non-PCP 
provider within the last six (6) months. Notice shall be issued no less than thirty (30) 
days prior to the effective date of the termination of the non-PCP provider when 
possible or immediately upon the CONTRACTOR becoming aware of the 
termination.  
 

2.11.9.1.5 Long-Term Care Provider Termination 
 
If a long-term care provider ceases participation in the CONTRACTOR’s MCO the 
CONTRACTOR shall provide written notice as soon as possible, but no less than 
thirty (30) calendar days prior to the effective date of the termination and no more 
than fifteen (15) calendar days after receipt or issuance of the termination notice, to 
each member who has chosen or is authorized to receive long-term care services from 
that provider. Notices regarding termination by a nursing facility shall comply with 
state and federal requirements. The requirement in this Section 2.11.9.1.5 to provide 
notice thirty (30) calendar days prior to the effective date of termination shall be 
waived in instances where a provider becomes physically unable to care for members 
due to illness, a provider dies, the provider fails to provide thirty (30) calendar days 
advance notice to the CONTRACTOR, the provider moves from the service area and 
fails to notify the CONTRACTOR or a provider fails credentialing, and instead shall 
be made immediately upon the CONTRACTOR becoming aware of the 
circumstances. See Section 2.9.4 of this Agreement regarding requirements for 
transitioning from a terminating provider to a new provider.   

 
2.11.9.1.6 Network Deficiency 

 
Upon notification from TENNCARE that a corrective action plan designed to remedy 
a network deficiency has not been accepted, the CONTRACTOR shall immediately 
provide written notice to members living in the affected area of a provider shortage in 
the CONTRACTOR’s network.  

 
2.11.9.2 TENNCARE Notification  

 
2.11.9.2.1 Subcontractor Termination 

 
When a subcontract that relates to the provision of services to members or claims 
processing is being terminated between the CONTRACTOR and a subcontractor, the 
CONTRACTOR shall give at least thirty (30) calendar days prior written notice of 
the termination to TENNCARE and TDCI. Said notices shall include, at a minimum: 
a CONTRACTOR’s intent to change to a new subcontractor for the provision of said 
services; an effective date for termination and/or change; and any other pertinent 
information that may be needed to access services. In addition to prior written notice, 
the CONTRACTOR shall also provide a transition plan to TENNCARE within 
fifteen (15) calendar days, which shall include, at a minimum, information regarding 
how prior authorization requests will be handled during and after the transition and 
how continuity of care will be maintained for the members.  
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2.11.9.2.2 Hospital Termination 
 

Termination of the CONTRACTOR’s provider agreement with any hospital, whether 
or not the termination is initiated by the hospital or by the CONTRACTOR, shall be 
reported by the CONTRACTOR in writing to the TENNCARE no less than thirty 
(30) calendar days prior to the effective date of the termination. 
 

2.11.9.2.3 Other Provider Terminations 
 

2.11.9.2.3.1 The CONTRACTOR shall notify TENNCARE of any provider termination and 
shall submit an Excel spreadsheet that includes the provider’s name, TennCare 
provider identification number, NPI number, and the number of members 
affected within five (5) business days of the provider’s termination. If the 
termination was initiated by the provider, the notice to TENNCARE shall include 
a copy of the provider’s notification to the CONTRACTOR. The 
CONTRACTOR shall maintain documentation of all information, including a 
copy of the actual member notice(s), on-site. Upon request, the CONTRACTOR 
shall provide TENNCARE a copy of the following: one or more of the actual 
member notices mailed,  an electronic listing in Excel identifying each member 
to whom a notice was sent,  a transition plan for the members affected, and 
documentation from the CONTRACTOR’s mail room or outside vendor 
indicating the quantity and date member notices were mailed as proof of 
compliance with the member notification requirements. 

 
2.11.9.2.3.2 If termination of the CONTRACTOR’s provider agreement with any PCP or 

physician group or clinic or long-term care provider, whether or not the 
termination is initiated by the provider or by the CONTRACTOR, places the 
CONTRACTOR out of compliance with Section 2.11 and Attachments III, IV 
and V, such termination shall be reported by the CONTRACTOR in writing to 
TENNCARE, in the standard format provided by TENNCARE to demonstrate 
compliance with provider network and access requirements, within five (5) 
business days of the date that the agreement has been terminated.        

 
13.   Section 2.12 shall be deleted in its entirety and replaced with the following: 
 
2.12 PROVIDER AGREEMENTS  
 

2.12.1 Provider agreements, as defined in Section 1 of this Agreement, shall be administered 
in accordance with this Agreement and shall contain or incorporate by reference to 
the provider handbook all of the items listed in this Section 2.12. Any requirements 
revised or added to Section 2.12 as part of amendment #4 may, for non-long-term 
care providers, be incorporated by reference to the provider handbook and included, 
as appropriate, in the next amendment to provider agreements.  

 
2.12.2 All template provider agreements and revisions thereto must be approved in writing 

in advance by TDCI in accordance with statutes regarding the approval of a 
certificate of authority (COA) and any material modifications thereof. 

 
2.12.3 The CONTRACTOR shall revise provider agreements as directed by TENNCARE. 
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2.12.4 All single case agreements shall be reported to TENNCARE in accordance with 
Section 2.30.8; however, prior approval will not be required unless TENNCARE 
determines, upon review of said reports, that it appears single case agreements are 
being used to circumvent the provider agreement review and approval process.  

 
2.12.5 No provider agreement terminates or reduces the legal responsibility of the 

CONTRACTOR to TENNCARE to ensure that all activities under this Agreement 
are carried out. It shall be the responsibility of the CONTRACTOR to provide all 
necessary training and information to providers to ensure satisfaction of all 
CONTRACTOR responsibilities as specified in this Agreement. 

 
2.12.6 The CONTRACTOR shall not execute provider agreements with providers who have 

been excluded from participation in the Medicare, Medicaid, and/or SCHIP programs 
pursuant to Sections 1128 or 1156 of the Social Security Act or who are otherwise 
not in good standing with the TennCare program.  

 
2.12.7 The CONTRACTOR shall not include covenant-not-to-compete requirements in its 

provider agreements. The CONTRACTOR shall not execute provider agreements 
that require that a provider not provide services for any other TennCare MCO.   

 
2.12.8 The CONTRACTOR shall not execute provider agreements that contain 

compensation terms that discourage providers from serving any specific eligibility 
category or population covered by this Agreement. 

 
2.12.9 All provider agreements executed by the CONTRACTOR, and all provider 

agreements executed by subcontracting entities or organizations, shall, except as 
otherwise provided in Section 2.12.13, at a minimum, meet the following 
requirements:  

 
2.12.9.1 Be in writing. All new provider agreements and existing provider agreements as they 

are renewed, shall include a signature page which contains CONTRACTOR and 
provider names which are typed or legibly written, provider company with titles, and 
dated signatures of all appropriate parties; 
 

2.12.9.2 Specify the effective dates of the provider agreement; 
 

2.12.9.3 Specify that the provider agreement and its attachments contain all the terms and 
conditions agreed upon by the parties; 
 

2.12.9.4 Assure that the provider shall not enter into any subsequent agreements or 
subcontracts for any of the work contemplated under the provider agreement without 
the prior written approval of the CONTRACTOR; 
 

2.12.9.5 Identify the population covered by the provider agreement; 
 

2.12.9.6 Specify that the provider may not refuse to provide covered medically necessary or 
covered preventive services to a child under the age of twenty-one (21) or a 
TennCare Medicaid patient under this Agreement for non-medical reasons. However, 
the provider shall not be required to accept or continue treatment of a patient with 
whom the provider feels he/she cannot establish and/or maintain a professional 
relationship; 
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2.12.9.7 Specify the functions and/or services to be provided by the provider and assure that 

the functions and/or services to be provided are within the scope of his/her 
professional/technical practice; 
 

2.12.9.8 Specify the amount, duration and scope of services to be provided by the provider 
and inform the provider of TennCare non-covered services as described in Section 
2.10 of this Agreement and the TennCare rules and regulations; 
 

2.12.9.9 Provide that emergency services be rendered without the requirement of prior 
authorization of any kind; 

 
2.12.9.10 Require compliance with applicable access requirements, including but not limited to 

appointment and wait times as referenced in Section 2.11 of the CONTRACTOR’s 
Agreement with TENNCARE; 
 

2.12.9.11 Specify that unreasonable delay in providing care to a pregnant member seeking 
prenatal care shall be considered a material breach of the provider’s agreement with 
the CONTRACTOR and include the definition of unreasonable delay as described in 
Section 2.7.5.2.3 of this Agreement;  
 

2.12.9.12 If the provider performs laboratory services, require the provider to meet all 
applicable requirements of the Clinical Laboratory Improvement Amendments 
(CLIA) of 1988; 

 
2.12.9.13 Require the provider to have and maintain documentation necessary to demonstrate 

that covered services were provided in compliance with state and federal 
requirements; 
 

2.12.9.14 Require that an adequate record system be maintained and that all records be 
maintained for five (5) years from the close of the provider agreement (behavioral 
health records shall be maintained at the provider level for ten (10) years after the 
termination of the provider agreement pursuant to TCA 33-3-101) or retained until all 
evaluations, audits, reviews or investigations or prosecutions are completed for 
recording enrollee services, servicing providers, charges, dates and all other 
commonly accepted information elements for services rendered to enrollees pursuant 
to the provider agreement (including but not limited to such records as are necessary 
for the evaluation of the quality, appropriateness, and timeliness of services 
performed under the provider agreement and administrative, civil or criminal 
investigations and prosecutions);  
 

2.12.9.15 Include a statement that as a condition of participation in TennCare, enrollees shall 
give TENNCARE, the Office of the Comptroller of the Treasury, and any health 
oversight agency, such as OIG, TBI MFCU, DHHS Office of Inspector General 
(DHHS OIG), and DOJ, and any other authorized state or federal agency, access to 
their records. Said records shall be made available and furnished immediately upon 
request by the provider for fiscal audit, medical audit, medical review, utilization 
review, and other periodic monitoring as well as for administrative, civil and criminal 
investigations or prosecutions upon the request of an authorized representative of the 
CONTRACTOR, TENNCARE or authorized federal, state and Office of the 
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Comptroller of the Treasury personnel, including, but not limited to, the OIG, the 
TBI MFCU, the DHHS OIG and the DOJ; 
 

2.12.9.16 Include medical records requirements found in Section 2.24.6 of this Agreement; 
 

2.12.9.17 Contain the language described in Section 2.25.6 of this Agreement regarding Audit 
Requirements and Section 2.25.5 of this Agreement regarding Availability of 
Records; 
 

2.12.9.18 Provide that TENNCARE, DHHS OIG, Office of the Comptroller of the Treasury, 
OIG, TBI MFCU, and DOJ, as well as any authorized state or federal agency or 
entity shall have the right to evaluate through inspection, evaluation, review or 
request, whether announced or unannounced, or other means any records pertinent to 
this Agreement including, but not limited to medical records, billing records, 
financial records, and/or any records related to services rendered, quality, 
appropriateness and timeliness of services and/or any records relevant to an 
administrative, civil and/or criminal investigation and/or prosecution and such 
evaluation, inspection, review or request, and when performed or requested, shall be 
performed with the immediate cooperation of the provider. Upon request, the 
provider shall assist in such reviews including the provision of complete copies of 
medical records. Include a statement that HIPAA does not bar disclosure of protected 
health information (PHI) to health oversight agencies, including, but not limited to, 
OIG, TBI MFCU, DHHS OIG and DOJ. Provide that any authorized state or federal 
agency or entity, including, but not limited to TENNCARE, OIG, TBI MFCU, 
DHHS OIG, DOJ, Office of the Comptroller of the Treasury, may use these records 
and information for administrative, civil or criminal investigations and prosecutions; 
 

2.12.9.19 Provide for monitoring, whether announced or unannounced, of services rendered to 
members; 
 

2.12.9.20 Provide for the participation and cooperation in any internal and external QM/QI, 
monitoring, utilization review, peer review and/or appeal procedures established by 
the CONTRACTOR and/or TENNCARE; 
 

2.12.9.21 Specify CONTRACTOR’s responsibilities under this Agreement and its agreement 
with the provider, including but not limited to, provision of a copy of the member 
handbook and provider handbook whether via web site or otherwise and requirement 
that the CONTRACTOR notice a provider of denied authorizations; 
 

2.12.9.22 Specify that the CONTRACTOR shall monitor the quality of services delivered 
under the provider agreement and initiate corrective action where necessary to 
improve quality of care, in accordance with that level of medical, behavioral health, 
or long-term care which is recognized as acceptable professional practice in the 
respective community in which the provider practices and/or the standards 
established by TENNCARE; 
 

2.12.9.23 Require that the provider comply with corrective action plans initiated by the 
CONTRACTOR; 
 

2.12.9.24 Provide for the timely submission of all reports and clinical information required by 
the CONTRACTOR; 
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2.12.9.25 Provide the name and address of the official payee to whom payment shall be made; 

 
2.12.9.26 Make full disclosure of the method and amount of compensation or other 

consideration to be received from the CONTRACTOR; 
 

2.12.9.27 Specify that the CONTRACTOR shall only pay providers for services (1) provided in 
accordance with the requirements of this Agreement, the CONTRACTOR’s policies 
and procedures implementing this Agreement, and state and federal law and (2) 
provided to TennCare enrollees who are enrolled with the CONTRACTOR; and 
specify that the provider is responsible for (1) ensuring that any applicable 
authorization requirements are met and (2) verifying that a person is eligible for 
TennCare on the date of service; 
 

2.12.9.28 Provide for prompt submission of information needed to make payment. Specify that 
a provider shall have one hundred twenty (120) calendar days from the date of 
rendering a covered service to file a claim with the CONTRACTOR except in 
situations regarding coordination of benefits or subrogation in which case the 
provider is pursuing payment from a third party or if an enrollee is enrolled in the 
MCO with a retroactive eligibility date. In situations of third party benefits, the 
maximum time frames for filing a claim shall begin on the date that the third party 
documented resolution of the claim. In situations of enrollment in the 
CONTRACTOR’s MCO with a retroactive eligibility date, the time frames for filing 
a claim shall begin on the date that the CONTRACTOR receives notification from 
TENNCARE of the enrollee’s eligibility/enrollment;  
 

2.12.9.29 Provide for payment to the provider upon receipt of a clean claim properly submitted 
by the provider within the required time frames as specified in TCA 56-32-126 and 
Section 2.22.4 of this Agreement; 
 

2.12.9.30 Specify the provider shall accept payment or appropriate denial made by the 
CONTRACTOR (or, if applicable, payment by the CONTRACTOR that is 
supplementary to the enrollee’s third party payer) plus the amount of any applicable 
TennCare cost sharing responsibilities, as payment in full for covered services 
provided and shall not solicit or accept any surety or guarantee of payment from the 
enrollee in excess of the amount of applicable TennCare cost sharing responsibilities. 
Enrollee shall include the patient, parent(s), guardian, spouse or any other legally 
responsible person of the enrollee being served;  
 

2.12.9.31 Specify that in the event that TENNCARE deems the CONTRACTOR unable to 
timely process and reimburse claims and requires the CONTRACTOR to submit 
provider claims for reimbursement to an alternate claims processor to ensure timely 
reimbursement, the provider shall agree to accept reimbursement at the 
CONTRACTOR’s contracted reimbursement rate or the rate established by 
TENNCARE, whichever is greater;  
 

2.12.9.32 Specify the provider’s responsibilities and prohibited activities regarding cost sharing 
as provided in Section 2.6.7 of this Agreement; 

 
2.12.9.33 Specify the provider’s responsibilities regarding third party liability (TPL) , including 

the provider’s obligation to identify third party liability coverage, including Medicare 
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and long-term care insurance as applicable, and, except as otherwise provided in the 
CONTRACTOR’s Agreement with TENNCARE, to seek such third party liability 
payment before submitting claims to the CONTRACTOR; 
 

2.12.9.34 For those agreements where the provider is compensated via a capitation 
arrangement, language which requires:  

 
2.12.9.34.1 That if a provider becomes aware for any reason that he or she is not entitled to a 

capitation payment for a particular enrollee (a patient dies, for example), the provider 
shall immediately notify both the CONTRACTOR and TENNCARE by certified 
mail, return receipt requested; and 

 
2.12.9.34.2 The provider shall submit utilization or encounter data as specified by the 

CONTRACTOR so as to ensure the CONTRACTOR’s ability to submit encounter 
data to TENNCARE that meets the same standards of completeness and accuracy as 
required for proper adjudication of fee-for-service claims; 
 

2.12.9.35 Require the provider to comply with fraud and abuse requirements described in 
Section 2.20 of this Agreement; 

 
2.12.9.36 Require the provider to report suspected abuse, neglect, and exploitation of adults in 

accordance with TCA 71-6-103 and to report suspected brutality, abuse, or neglect of 
children in accordance with TCA 37-1-403 and TCA 37-1-605; 

 
2.12.9.37 Require that, for CHOICES members, the provider facilitate notification of the  

member’s care coordinator by notifying the CONTRACTOR, in accordance with the 
CONTRACTOR’s processes, as expeditiously as warranted by the member’s 
circumstances, of any known significant changes in the member’s condition or care, 
hospitalizations, or recommendations for additional services; 

 
2.12.9.38 Require hospitals, including psychiatric hospitals, to cooperate with the 

CONTRACTOR in developing and implementing protocols as part of the 
CONTRACTOR’s nursing facility diversion plan (see Section 2.9.6.7), which shall, 
include, at a minimum, the hospital’s obligation to promptly notify the 
CONTRACTOR upon admission of an eligible member regardless of payor source 
for the hospitalization; how the hospital will identify members who may need home 
health, private duty nursing, nursing facility, or HCBS upon discharge, and how the 
hospital will engage the CONTRACTOR in the discharge planning process to ensure 
that members receive the most appropriate and cost-effective medically necessary 
services upon discharge; 

 
2.12.9.39 Require the provider to conduct background checks in accordance with state law and 

TennCare policy; 
 

2.12.9.40 As a condition of reimbursement for global procedures codes for obstetric care, the 
provider shall submit utilization or encounter data as specified by the 
CONTRACTOR in a timely manner to support the individual services provided; 
 

2.12.9.41 Except as otherwise specified in Sections 2.12.11 or 2.12.12, require the provider to 
secure all necessary liability and malpractice insurance coverage as is necessary to 
adequately protect the CONTRACTOR’s members and the CONTRACTOR under 
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the provider agreement. The provider shall maintain such insurance coverage at all 
times during the provider agreement and upon execution of the provider agreement 
furnish the CONTRACTOR with written verification of the existence of such 
coverage; 
 

2.12.9.42 Specify both the CONTRACTOR and the provider agree to recognize and abide by 
all state and federal laws, regulations and guidelines applicable to the 
CONTRACTOR and the provider. Provide that the agreement incorporates by 
reference all applicable federal law and state laws, TennCare rules and regulations, 
consent decrees or court orders, and revisions of such laws, regulations, consent 
decrees or court orders shall automatically be incorporated into the provider 
agreement, as they become effective; 
 

2.12.9.43 Specify procedures and criteria for any alterations, variations, modifications, waivers, 
extension of the provider agreement termination date, or early termination of the 
agreement and specify the terms of such change. If provision does not require 
amendments be valid only when reduced to writing, duly signed and attached to the 
original of the provider agreement, then the terms shall include provisions allowing at 
least thirty (30) calendar days to give notice of rejection and requiring that receipt of 
notification of amendments be documented (e.g., certified mail, facsimile, hand-
delivered receipt, etc); 

 
2.12.9.44 Include provisions that allow the CONTRACTOR to suspend, deny, refuse to renew 

or terminate any provider agreement in accordance with the terms of the 
CONTRACTOR’s Agreement with TENNCARE (see Section 4.4) and applicable 
law and regulation; 
 

2.12.9.45 Specify that TENNCARE reserves the right to direct the CONTRACTOR to 
terminate or modify the provider agreement when TENNCARE determines it to be in 
the best interest of the State. 

 
2.12.9.46 Specify that both parties recognize that in the event of termination of this Agreement 

between the CONTRACTOR and TENNCARE for any of the reasons described in 
Section 4.4 of this Agreement, the provider shall immediately make available, to 
TENNCARE, or its designated representative, in a usable form, any or all records, 
whether medical or financial, related to the provider’s activities undertaken pursuant 
to the CONTRACTOR/provider agreement. The provision of such records shall be at 
no expense to TENNCARE; 
 

2.12.9.47 Specify that the TennCare Provider Independent Review of Disputed Claims process 
shall be available to providers to resolve claims denied in whole or in part by the 
CONTRACTOR as provided at TCA 56-32-126(b); 
 

2.12.9.48 Include a Conflict of Interest clause as stated in Section 4.19 of this Agreement, 
Gratuities clause as stated in Section 4.23 of this Agreement, and Lobbying clause as 
stated in Section 4.24 of this Agreement between the CONTRACTOR and 
TENNCARE; 
 

2.12.9.49 Specify that at all times during the term of the agreement, the provider shall 
indemnify and hold TENNCARE harmless from all claims, losses, or suits relating to 
activities undertaken pursuant to the Agreement between TENNCARE and the 
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CONTRACTOR. This indemnification may be accomplished by incorporating 
Section 4.31 of the TENNCARE/CONTRACTOR Agreement in its entirety in the 
provider agreement or by use of other language developed by the CONTRACTOR 
and approved in writing by TENNCARE; 
 

2.12.9.50 Require safeguarding of information about enrollees according to applicable state and 
federal laws and regulations and as described in Sections 2.27 and 4.33 of this 
Agreement; 
 

2.12.9.51 Specify provider actions to improve patient safety and quality; 
 

2.12.9.52 Provide general and targeted education to providers regarding emergency appeals, 
including when an emergency appeal is appropriate, and procedures for providing 
written certification thereof, and specify that the provider shall comply with the 
appeal process, including but not limited to the following: 

 
2.12.9.52.1 Assist an enrollee by providing appeal forms and contact information including the 

appropriate address, telephone number and/or fax number for submitting appeals for 
state level review; and 

 
2.12.9.52.2 Require in advance, that providers seek prior authorization, when they feel they 

cannot order a drug on the TennCare PDL as well as taking the initiative to seek prior 
authorization or change or cancel the prescription when contacted by an enrollee or 
pharmacy regarding denial of a pharmacy service due to system edits (e.g., 
therapeutic duplication, etc.). 

 
2.12.9.53 Require the provider to coordinate with the TennCare PBM regarding authorization 

and payment for pharmacy services; 
 

2.12.9.54 Specify any liquidated damages, sanctions or reductions in payment that the 
CONTRACTOR may assess on the provider for specific failures to comply with 
contractual and/or credentialing requirements. This shall include, but may not be 
limited to a provider’s failure or refusal to respond to the CONTRACTOR’s request 
for information, the request to provide medical records, credentialing information, 
etc.; at the CONTRACTOR’s discretion or a directive by TENNCARE, the 
CONTRACTOR shall impose financial consequences against the provider as 
appropriate;  
 

2.12.9.55 Require that the provider display notices of the enrollee’s right to appeal adverse 
action affecting services in public areas of their facility(s) in accordance with 
TennCare rules and regulations, subsequent amendments, or any and all consent 
decrees and court orders. The CONTRACTOR shall ensure that providers have a 
correct and adequate supply of public notices; 
 

2.12.9.56 Include language which informs providers of the package of benefits that 
TENNderCare offers and which requires providers to make treatment decisions based 
upon children’s individual medical and behavioral health needs. TENNderCare 
requirements are contained in Section 2.7.6 of this Agreement. All provider 
agreements shall contain language that references the TENNderCare requirements in 
this Agreement between TENNCARE and the CONTRACTOR, and the provider 
agreement shall either physically incorporate these sections of the Agreement or 
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include language to require that these sections be furnished to the provider upon 
request;  
 

2.12.9.57 Include a provision which states that providers are not permitted to encourage or 
suggest, in any way, that TennCare children be placed into state custody in order to 
receive medical, behavioral, or long-term care services covered by TENNCARE;  

 
2.12.9.58 Require that providers offer hours of operation that are no less than the hours of 

operation offered to commercial enrollees; 
 

2.12.9.59 Specify that the provider have written procedures for the provision of language 
interpretation and translation services for any enrollee who needs such services, 
including but not limited to, enrollees with Limited English Proficiency; 
 

2.12.9.60 Require the provider to comply and submit to the CONTRACTOR disclosure of 
information in accordance with the requirements specified in 42 CFR Part 455, 
Subpart B;  

 
2.12.9.61 Require providers to screen their employees and contractors initially and on an 

ongoing monthly basis to determine whether any of them has been excluded from 
participation in Medicare, Medicaid, SCHIP, or any Federal health care programs (as 
defined in Section 1128B(f) of the Social Security Act) and not employ or contract 
with an individual or entity that has been excluded. The provider shall be required to 
immediately report to the CONTRACTOR any exclusion information discovered. 
The provider shall be informed that civil monetary penalties may be imposed against 
providers who employ or enter into contracts with excluded individuals or entities to 
provide items or services to TennCare members; and 
 

2.12.9.62 Require that if any requirement in the provider agreement is determined by 
TENNCARE to conflict with the Agreement between TENNCARE and the 
CONTRACTOR, such requirement shall be null and void and all other provisions 
shall remain in full force and effect. 

 
2.12.10 No other terms or conditions agreed to by the CONTRACTOR and the provider shall 

negate or supersede the requirements listed in 2.12.9 above. 
 

2.12.11 The provider agreement with a nursing facility shall meet the minimum requirements 
specified in Section 2.12.9 above and shall also include, at a minimum, the following 
requirements: 

 
2.12.11.1 Require the nursing facility provider to promptly notify the CONTRACTOR, and/or 

State entity as directed by TENNCARE, of a member’s admission or request for 
admission to the nursing facility regardless of payor source for the nursing facility 
stay, or when there is a change in a member’s known circumstances and to notify the 
CONTRACTOR, and/or State entity as directed by TENNCARE, prior to a 
member’s discharge; 

 
2.12.11.2 Require the nursing facility provider to provide written notice to TENNCARE and 

the CONTRACTOR in accordance with state and federal requirements before 
voluntarily terminating the agreement and to comply with all applicable state and 
federal requirements regarding voluntary termination; 
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2.12.11.3 Require the nursing facility provider to notify the CONTRACTOR immediately if the 

nursing facility is considering discharging a member and to consult with the 
member’s care coordinator to intervene in resolving issues if possible and, if not, to 
prepare and implement a discharge and/or transition plan as appropriate; 

 
2.12.11.4 Require the nursing facility to notify the member and/or the member’s representative 

(if applicable) in writing prior to discharge in accordance with state and federal 
requirements; 

 
2.12.11.5 Specify the provider shall accept payment or appropriate denial made by the 

CONTRACTOR (or, if applicable, payment by the CONTRACTOR that is 
supplementary to the member’s third party payer) plus the amount of any applicable 
patient liability, as payment in full for services provided and shall not solicit or 
accept any surety or guarantee of payment from the member in excess of the amount 
of applicable patient liability responsibilities. Member shall include the patient, 
parent(s), guardian, spouse or any other legally responsible person of the member 
being served; 

 
2.12.11.6 Specify the nursing facility provider’s responsibilities regarding patient liability (see 

Sections 2.6.7 and 2.21.5 of this Agreement), which shall include but not be limited 
to collecting the applicable patient liability amounts from CHOICES Group 1 
members, notifying the member’s care coordinator if there is an issue with collecting 
a member’s patient liability, and making good faith efforts to collect payment; 

 
2.12.11.7 Specify the role of the nursing facility provider regarding timely certification and 

recertification (as applicable) of the member’s level of care eligibility for Level I 
and/or Level II nursing facility care and require the nursing facility provider to 
cooperate fully with the CONTRACTOR in the completion and submission of the 
level of care assessment;  

 
2.12.11.8 Require the nursing facility to notify the CONTRACTOR of any change in a 

member’s medical or functional condition that could impact the member’s level of 
care eligibility for the currently authorized level of nursing facility services; 

 
2.12.11.9 Require the nursing facility provider to comply with state and federal laws and 

regulations applicable to nursing facilities as well as any applicable federal court 
orders, including but not limited to those that govern admission, transfer, and 
discharge policies;  

 
2.12.11.10 Require the nursing facility to comply with federal Preadmission Screening and 

Resident Review (PASRR) requirements applicable to all nursing facility residents, 
regardless of payor source, including that a level I screening be completed prior to 
admission, a level II evaluation be completed prior to admission when indicated by 
the level I screening, and a review be completed based upon a significant physical or 
mental change in the resident’s condition that might impact the member’s need for or 
benefit from specialized services;  

 
2.12.11.11 Require the nursing facility to cooperate with the CONTRACTOR in developing and 

implementing protocols as part of the CONTRACTOR’s nursing facility diversion 
and transition plans (see Section 2.9.6.7), which shall, include, at a minimum, the 
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nursing facility’s obligation to promptly notify the CONTRACTOR upon admission 
or request for admission of an eligible member regardless of payor source for the 
nursing facility stay; how the nursing facility will assist the CONTRACTOR in 
identifying residents who may want to transition from nursing facility services to 
home and community-based care; the nursing facility’s obligation to promptly notify 
the CONTRACTOR regarding all such identified members; and how the nursing 
facility will work with the CONTRACTOR in assessing the member’s transition 
potential and needs, and in developing and implementing a transition plan, as 
applicable; 

 
2.12.11.12 Require the nursing facility provider to coordinate with the CONTRACTOR in 

complying with the requirements in 42 CFR 483.75 regarding written transfer 
agreements and shall use contract providers when transfer is medically appropriate, 
except as authorized by the CONTRACTOR or for emergency services; 

 
2.12.11.13 Require the nursing facility provider to have on file a system designed and utilized to 

ensure the integrity of the member’s personal financial resources. This system shall 
be designed in accordance with the regulations and guidelines set out by the 
Comptroller of the Treasury and the applicable federal regulations; 

 
2.12.11.14 Require the nursing facility provider to immediately notify the CONTRACTOR of 

any change in its license to operate as issued by the Tennessee Department of Health 
as well as any deficiencies cited during the federal certification process; 

 
2.12.11.15 Provide that if the nursing facility provider is involuntarily decertified by the 

Tennessee Department of Health or the Centers for Medicare and Medicaid Services, 
the provider agreement will automatically be terminated in accordance with federal 
requirements; 

 
2.12.11.16 For a minimum of three (3) years following the effective date of CHOICES 

implementation (see Section 2.11.6.1 of this Agreement and TCA 71-5-1412(b)), 
shall not require the nursing facility provider to have liability insurance in excess of 
TENNCARE requirements in effect prior to the implementation of CHOICES; and 

 
2.12.11.17 Include language requiring that the provider agreement shall be assignable from the 

CONTRACTOR to the State, or its designee, at the State’s discretion upon written 
notice to the CONTRACTOR and the affected nursing facility provider. Further, the 
provider agreement shall include language by which the nursing facility provider 
agrees to be bound by any such assignment, and that the State, or its designee, shall 
not be responsible for past obligations of the CONTRACTOR. 

 
2.12.12 The provider agreement with a HCBS provider shall meet the minimum requirements 

specified in Section 2.12.9 above and shall also include, at a minimum, the following 
requirements: 

 
2.12.12.1 Require the HCBS provider to provide at least thirty (30) days advance notice to the 

CONTRACTOR when the provider is no longer willing or able to provide services to 
a member, including the reason for the decision, and to cooperate with the member’s 
care coordinator to facilitate a seamless transition to alternate providers; 
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2.12.12.2 In the event that a HCBS provider change is initiated for a member, require that, 
regardless of any other provision in the provider agreement, the transferring HCBS 
provider continue to provide services to the member in accordance with the 
member’s plan of care until the member has been transitioned to a new provider, as 
determined by the CONTRACTOR, or as otherwise directed by the CONTRACTOR, 
which may exceed thirty (30) days from the date of notice to the CONTRACTOR;  

 
2.12.12.3 Specify that reimbursement of a HCBS provider shall be contingent upon the 

provision of services to an eligible member in accordance with applicable federal and 
state requirements and the member’s plan of care as authorized by the 
CONTRACTOR; 

 
2.12.12.4 Require HCBS providers to immediately report any deviations from a member’s  

service schedule to the member’s care coordinator; 
 

2.12.12.5 Require HCBS providers to use the electronic visit verification system specified by 
the CONTRACTOR in accordance with the CONTRACTOR’s requirements; 

 
2.12.12.6 Require that upon acceptance by the HCBS provider to provide approved services to 

a member as indicated in the member’s plan of care, the provider shall ensure that it 
has staff sufficient to provide the service(s) authorized by the CONTRACTOR in 
accordance with the member’s plan of care, including the amount, frequency, 
duration and scope of each service in accordance with the member’s service 
schedule;  

 
2.12.12.7 Require HCBS providers to provide back-up for their own staff if they are unable to 

fulfill their assignment for any reason and ensure that back-up staff meet the 
qualifications for the authorized service;  

 
2.12.12.8 Prohibit HCBS providers from requiring a member to choose the provider as a 

provider of multiple services as a condition of providing any service to the member;  
 

2.12.12.9 Require HCBS providers to comply with critical incident reporting and management 
requirements (see Section 2.15.8 of this Agreement); and 

 
2.12.12.10 Shall not require the HCBS provider to have liability insurance in excess of 

TENNCARE requirements in effect prior to the implementation of CHOICES. 
 

2.12.13 The provider agreement with a HCBS provider to provide PERS, assistive 
technology, minor home modifications, or pest control shall meet the requirements 
specified in Sections 2.12.9, 2.12.10, and 2.12.12 except that these provider 
agreements shall not be required to meet the following requirements: Section 2.12.9.9 
regarding emergency services; Section 2.12.9.11 regarding delay in prenatal care; 
Section 2.12.9.12 regarding CLIA; Section 2.12.9.38 regarding hospital protocols; 
Section 2.12.9.40 regarding reimbursement of obstetric care; Section 2.12.9.52.2 
regarding prior authorization of pharmacy; and Section 2.12.9.53 regarding 
coordination with the PBM. 

 
2.12.14 The provider agreement with a local health department (see Section 2.11.7.3) shall 

meet the minimum requirements specified in Sections 2.12.9 and 2.12.10 above and 
shall also specify for the purpose of TENNderCare screening services: (1) that the 
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local health department agrees to submit encounter data timely to the 
CONTRACTOR; (2) that the CONTRACTOR agrees to timely process claims for 
services in accordance with Section 2.22.4; (3) that the local health department may 
terminate the agreement for cause with thirty (30) days advance notice; and (4) that 
the CONTRACTOR agrees prior authorization shall not be required for the provision 
of TENNderCare screening services. 

 
2.12.15 The provider agreement for CRG/TPG assessments shall meet the minimum 

requirements specified in Sections 2.12.9 and 2.12.10 above and shall also specify 
that all CRG/TPG assessments detailed in Section 2.7.2.9 are completed by State-
certified raters and that the assessments are completed within the specified time 
frames. The rater certification process shall include completing the CRG/TPG 
assessments training and passing the State rater competency examination, scored only 
by State-certified trainers.  

 
14. Section 2.13 shall be deleted in its entirety and replaced with the following: 
 
2.13 PROVIDER AND SUBCONTRACTOR PAYMENTS 
 
2.13.1 General 
 

2.13.1.1 The CONTRACTOR shall agree to reasonable reimbursement standards to providers 
for covered services, to be determined in conjunction with actuarially sound rate 
setting. All reimbursement paid by the CONTRACTOR to providers and amounts 
paid by the CONTRACTOR to any other entity is subject to audit by the State. 
 

2.13.1.2 The CONTRACTOR shall require, as a condition of payment, that the provider 
(contract or non-contract provider) accept the amount paid by the CONTRACTOR or 
appropriate denial made by the CONTRACTOR (or, if applicable, payment by the 
CONTRACTOR that is supplementary to the enrollee’s third party payer) plus any 
applicable amount of TennCare cost sharing or patient liability responsibilities due 
from the enrollee as payment in full for the service. 
 

2.13.1.3 If the CONTRACTOR is required to reimburse a non-contract provider pursuant to 
this Agreement, and the CONTRACTOR’s payment to a non-contract provider is less 
than it would have been for a contract provider, and the provider contests the 
payment amount, the CONTRACTOR shall notify the non-contract provider that the 
provider may initiate the independent review procedures in accordance with TCA 56-
32-126, including but not limited to reconsideration by the CONTRACTOR. 

 
2.13.1.4 The CONTRACTOR shall ensure that the member is held harmless by the provider 

for the costs of medically necessary covered services except for applicable TennCare 
cost sharing amounts (described in Section 2.6.7 and in Attachment II of this 
Agreement) and patient liability amounts. 

 
2.13.1.5 The CONTRACTOR shall ensure that payments are not issued to providers that have 

not obtained a Tennessee Medicaid provider number or for which disclosure 
requirements, as applicable, have not been obtained by the CONTRACTOR in 
accordance with 42 CFR 455.100 through 106 and Section 2.12.9.60 of this 
Agreement. 
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2.13.2 All Covered Services 
 

2.13.2.1 Except as provided in Sections 2.13.2.2 and 2.13.2.3 below, the CONTRACTOR 
shall not reimburse providers based on a percentage of billed charges.  

 
2.13.2.2 The CONTRACTOR may, at its discretion, pay a percentage of billed charges for 

covered physical health and behavioral health services for which there is no Medicare 
reimbursement methodology.  

 
2.13.2.3 As part of a stop-loss arrangement with a physical health or behavioral health 

provider, the CONTRACTOR may, at its discretion, pay the provider a percentage of 
billed charges for claims that exceed the applicable stop-loss threshold. 

 
2.13.3 Nursing Facility Services 
 

2.13.3.1 The CONTRACTOR shall reimburse contract nursing facility providers at the rate 
specified by TENNCARE, net of any applicable patient liability amount (see Section 
2.6.7).  

 
2.13.3.2 The CONTRACTOR shall reimburse non-contract nursing facility providers as 

specified in TennCare rules and regulations, net of any applicable patient liability 
amount (see Section 2.6.7). 

 
2.13.3.3 If, prior to the end date specified by TENNCARE in its approval of Level II nursing 

facility services, the CONTRACTOR determines that the nursing facility is providing 
Level I and not Level II nursing facility services, the CONTRACTOR shall notify 
TENNCARE and, as appropriate, shall submit a request to modify the member’s 
level of nursing facility services. The CONTRACTOR shall submit documentation as 
specified by TENNCARE to support the request. The CONTRACTOR may adjust 
payment to the nursing facility to reflect the level of nursing facility services actually 
provided to the member and shall maintain documentation as specified by 
TENNCARE to support the payment adjustment. 

 
2.13.4 HCBS 
 

2.13.4.1 For covered HCBS and for HCBS that exceed the specified benefit limit and are 
provided by the CONTRACTOR as a cost effective alternative (see Section 2.6.5), 
the CONTRACTOR shall reimburse contract HCBS providers, including 
community-based residential alternatives, at the rate specified by TENNCARE.   

 
2.13.4.2 The CONTRACTOR shall reimburse non-contract HCBS providers as specified in 

TennCare rules and regulations. 
 
2.13.4.3 For HCBS that are not otherwise covered but are offered by the CONTRACTOR as a 

cost effective alternative to nursing facility services (see Section 2.6.5), the 
CONTRACTOR shall negotiate the rate of reimbursement. 

 
2.13.4.4 The CONTRACTOR shall reimburse consumer-directed workers in accordance with 

Sections 2.9.6.7 and 2.26 of this Agreement.  
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2.13.5 Hospice  
 

Hospice services shall be provided and reimbursed in accordance with state and federal 
requirements, including but not limited to the following: 
 
2.13.5.1 Rates shall be no less than the federally established Medicaid hospice rates (updated 

each federal fiscal year (FFY)), adjusted by area wage adjustments for the categories 
described by CMS; 

 
2.13.5.2 The rates described above shall be subject to the annual cap for Medicaid Hospice 

rates as provided annually by CMS; and 
 
2.13.5.3 If a Medicaid hospice patient resides in a nursing facility (NF), the CONTRACTOR 

shall pay an amount equal to at least 95 percent of the prevailing NF room and board 
rate to the hospice provider (not subject to the annual cap for Medicaid Hospice 
rates). 

 
2.13.6 Behavioral Health Crisis Service Teams  
 

2.13.6.1 The CONTRACTOR shall reimburse crisis mobile teams for their intervention 
services on a monthly basis at a rate to be determined and set by the State. The rate 
shall be factored into the CONTRACTOR’s capitation payments. 

 
2.13.6.2 The CONTRACTOR shall assume financial liability for crisis respite and crisis 

stabilization services.  
 
2.13.7 Local Health Departments 
 

2.13.7.1 The CONTRACTOR shall reimburse contracted local health departments (see 
Sections 2.11.7.3 and 2.12.1.3) for TENNderCare screenings to members under age 
twenty-one (21) at the following rates, unless specified otherwise by TENNCARE. 
Although the codes include preventive visits for individuals twenty-one (21) and 
older, this Section only requires the CONTRACTOR to pay local health departments 
for the specified visits for members under age twenty-one (21). 

 
Preventive Visits 85% of 2001 Medicare 

99381 New pt. Up to 1 yr. $80.33 
99382 New pt. 1- 4 yrs. $88.06 
99383 New pt. 5 - 11yrs. $86.60 
99384 New pt. 12 - 17yrs. $95.39 
99385 New pt. 18 - 39 yrs. $93.93 
99391 Estab. pt. Up to 1 yr. $63.04 
99392 Estab. pt. 1 - 4 yrs. $71.55 
99393 Estab. pt. 5 - 11yrs. $70.96 
99394 Estab. pt. 12 - 17yrs. $79.57 
99395 Estab. pt. 18 - 39 yrs. $78.99 

 
2.13.7.2 TENNCARE may conduct an audit of the CONTRACTOR’s reimbursement 

methodology and related processes on an annual basis to verify compliance with this 
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requirement. In addition, the Local Health Department may initiate the independent 
review procedure at any time it believes the CONTRACTOR’s payment is not the 
required reimbursement rate.  

 
2.13.8 Physician Incentive Plan (PIP)  
 

2.13.8.1 The CONTRACTOR shall notify and make TENNCARE and TDCI aware of any 
operations or plans to operate a physician incentive plan (PIP). Prior to 
implementation of any such plans, the CONTRACTOR shall submit to TDCI any 
provider agreement templates or subcontracts that involve a PIP for review as a 
material modification.  
 

2.13.8.2 The CONTRACTOR shall not implement a PIP in the absence of TDCI review and 
written approval.  
 

2.13.8.3 If the CONTRACTOR operates a PIP, the CONTRACTOR shall ensure that no 
specific payment be made directly or indirectly under a PIP to a physician or 
physician group as an inducement to reduce or limit medically necessary services 
furnished to an individual.  
 

2.13.8.4 If the CONTRACTOR operates a PIP, upon TENNCARE’s request, the 
CONTRACTOR shall report descriptive information about its incentive plan in 
sufficient detail to enable TENNCARE to adequately monitor the CONTRACTOR. 
The information that may be requested shall include, but not be limited to, the 
following: 

 
2.13.8.4.1 Whether services not furnished by the physician or physician group are covered by 

the incentive plan; 
 

2.13.8.4.2 The type or types of incentive arrangements, such as, withholds, bonus, capitation; 
 

2.13.8.4.3 The percent of any withhold or bonus the plan uses; 
 

2.13.8.4.4 Assurance that the physicians or physician group has adequate stop-loss protection, 
and the amount and type of stop-loss protection; and 

 
2.13.8.4.5 The patient panel size and, if the plan uses pooling, the pooling method. 

 
2.13.9 Emergency Services Obtained from Non-Contract Providers  
 

2.13.9.1 Payments to non-contract providers for emergency services may, at the 
CONTRACTOR’s option, be limited to the treatment of emergency medical 
conditions, including post-stabilization care services, as described in Section 1. 
Payment amounts shall be consistent with the pricing policies developed by the 
CONTRACTOR and in accordance with TENNCARE requirements, including 
TennCare rules and regulations for emergency services provided by non-contract 
providers.  
 

2.13.9.2 Payment by the CONTRACTOR for properly documented claims for emergency 
services rendered by a non-contract provider shall be made within thirty (30) 
calendar days of receipt of a clean claim by the CONTRACTOR.  
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2.13.9.3 The CONTRACTOR shall review and approve or disapprove claims for emergency 

services based on the definition of emergency services specified in Section 1 of this 
Agreement. If the CONTRACTOR determines that a claim requesting payment of 
emergency services does not meet the definition as specified in Section 1 and 
subsequently denies the claim, the CONTRACTOR shall notify the provider of the 
denial. This notification shall include information to the provider regarding the 
CONTRACTOR’s process and time frames for reconsideration. In the event a 
provider disagrees with the CONTRACTOR’s decision to disapprove a claim for 
emergency services, the provider may pursue the independent review process for 
disputed claims as provided by TCA 56-32-126, including but not limited to 
reconsideration by the CONTRACTOR. 

 
2.13.10 Medically Necessary Services Obtained from Non-Contract Provider when MCO 

Assignment is Unknown  
 

2.13.10.1 The CONTRACTOR shall pay for medically necessary covered services provided to 
an enrollee by a non-contract provider when TENNCARE has enrolled the enrollee 
in the CONTRACTOR’s MCO, but the enrollee could not have known which MCO 
they were enrolled in at the time of the service. Examples of when this may occur 
include, but are not limited to, (i) when an enrollee receives services during a 
retroactive eligibility period (see Section 2.4.5) and the enrollee did not select an 
MCO and is assigned to an MCO by TENNCARE, or (ii) the enrollee was assigned 
to an MCO other than the one that he/she requested (see Section 2.4.4.5). In these 
cases, the effective date of enrollment may occur prior to the CONTRACTOR or the 
enrollee being notified of the enrollee becoming a member of the CONTRACTOR’s 
MCO.  
 

2.13.10.2 When this situation arises, the CONTRACTOR shall not deny payment for medically 
necessary covered services provided during this period of eligibility for lack of prior 
authorization or lack of referral; likewise, the CONTRACTOR shall not deny a claim 
on the basis of the provider’s failure to file a claim within a specified time period 
after the date of service when the provider could not have reasonably known which 
MCO the enrollee was in during the timely filing period. However, in such cases the 
CONTRACTOR may impose timely filing requirements beginning on the date of 
notification of the individual’s enrollment.  

 
2.13.10.3 The CONTRACTOR shall only pay for covered long-term care services for which 

the member was eligible (see Section 2.6), as determined by the State and shown in 
the enrollment file furnished by TENNCARE to the CONTRACTOR. 

 
2.13.11 Medically Necessary Services Obtained from Contract Provider without Prior 

Authorization when MCO Assignment is Unknown  
 

2.13.11.1 The CONTRACTOR shall pay for medically necessary covered services provided to 
an enrollee by a contract provider without prior authorization or referral when 
TENNCARE has enrolled the enrollee in the CONTRACTOR’s MCO, but the 
enrollee could not have known which MCO they were enrolled in at the time of the 
service.  
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2.13.11.2 When this situation arises, the CONTRACTOR shall not deny payment for medically 
necessary covered services for lack of prior authorization or lack of referral; likewise, 
a CONTRACTOR shall not deny a claim on the basis of the provider’s failure to file 
a claim within a specified time period after the date of service when the provider 
could not have reasonably known which MCO the enrollee was in during the timely 
filing period. However, in such cases the CONTRACTOR may impose timely filing 
requirements beginning on the date of notification of the individual’s enrollment.  

 
2.13.11.3 The CONTRACTOR shall only pay for covered long-term care services for which 

the member was eligible (see Section 2.6), as determined by the State and shown in 
the enrollment file furnished by TENNCARE to the CONTRACTOR. 

 
2.13.12 Medically Necessary Services Obtained from Non-Contract Provider Referred by Contract 

Provider  
 

The CONTRACTOR shall pay for any medically necessary covered services provided to a 
member by a non-contract provider at the request of a contract provider. The CONTRACTOR’s 
payment shall not be less than eighty percent (80%) of the rate that would have been paid by the 
CONTRACTOR if the member had received the services from a contract provider. The 
CONTRACTOR shall only pay for covered long-term care services for which the member was 
eligible (see Section 2.6) and that were authorized by the CONTRACTOR. 

 
2.13.13 Medically Necessary Services Obtained from Non-Contract Provider Not Authorized by the 

CONTRACTOR 
 

2.13.13.1 With the exception of circumstances described in Section 2.13.12 when an enrollee 
has utilized medically necessary non-emergency covered services from a non-
contract provider, and the CONTRACTOR has not authorized such use in advance, 
the CONTRACTOR shall not be required to pay for the service(s) received unless 
payment is required pursuant to a directive from TENNCARE or an Administrative 
Law Judge.  
 

2.13.13.2 The CONTRACTOR shall not make payment to non-contract providers for covered 
services that are not medically necessary or for long-term care services for which the 
member was not eligible (see Section 2.6). 

 
2.13.14 Covered Services Ordered by Medicare Providers for Dual Eligibles  
 

2.13.14.1 Generally, when a TennCare enrollee is dually eligible for Medicare and TennCare 
and requires services that are covered under this Agreement but are not covered by 
Medicare, and the services are ordered by a Medicare provider who is a non-contract 
provider, the CONTRACTOR shall pay for the ordered, medically necessary service 
if it is provided by a contract provider. However, if all of the following criteria are 
met, the CONTRACTOR may require that the ordering physician be a contract 
provider: 

 
2.13.14.1.1 The ordered service requires prior authorization; and 
 
2.13.14.1.2 Dually eligible enrollees have been clearly informed of the contract provider 

requirement and instructed in how to obtain assistance identifying and making an 
appointment with a contract provider; and 
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2.13.14.1.3 The CONTRACTOR assists the enrollee in obtaining a timely appointment with a 

contract provider upon request of the enrollee or upon receipt of an order from a non-
contract provider. 
 

2.13.14.2 Reimbursement shall be at the same rate that would have been paid had the service 
been ordered by a contract provider.  
 

2.13.14.3 The CONTRACTOR shall not pay for non-covered services, services that are not 
medically necessary, or services ordered and obtained from non-contract providers.   

 
2.13.15 Transition of New Members 
 

The CONTRACTOR shall pay for the continuation of covered services for new members 
pursuant to the requirements in Section 2.9.2 regarding transition of new members.  

 
2.13.16  Transition of Members Receiving Long-Term Care Services at the Time of CHOICES 

Implementation 
 

The CONTRACTOR shall pay for the continuation of covered long-term care services for 
transitioning CHOICES members pursuant to the requirements in Section 2.9.3 regarding 
transition of members receiving long-term care services at the time of CHOICES implementation.  
 

2.13.17 Transition of Care  
 

In accordance with the requirements in Section 2.9.4.1 of this Agreement, if a provider has 
terminated participation with the CONTRACTOR, the CONTRACTOR shall pay the non-
contract provider for the continuation of treatment through the applicable period provided in 
Section 2.9.4.1. 

 
2.13.18 Limits on Payments to Providers and Subcontractors Related to the CONTRACTOR  
 

2.13.18.1 The CONTRACTOR shall not pay more for similar services rendered by any 
provider or subcontractor that is related to the CONTRACTOR than the 
CONTRACTOR pays to providers and subcontractors that are not related to the 
CONTRACTOR. For purposes of this subsection, “related to” means providers or 
subcontractors that have an indirect ownership interest or ownership or control 
interest in the CONTRACTOR, an affiliate (see definition in Section 1 of this 
Agreement) of the CONTRACTOR, or the CONTRACTOR’s management company 
as well as providers or subcontractors that the CONTRACTOR, an affiliate of the 
CONTRACTOR or the CONTRACTOR’s management company has an indirect 
ownership interest or ownership or control interest in. The standards and criteria for 
determining indirect ownership interest, an ownership interest or a control interest are 
set out at 42 CFR Part 455, Subpart B. 
 

2.13.18.2 Any payments made by the CONTRACTOR that exceed the limitations set forth in 
this section shall be considered non-allowable payments for covered services and 
shall be excluded from medical expenses reported in the MLR report required in 
Section 2.30.15.3.1. 
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2.13.18.3 As provided in Section 2.30.9 of this Agreement, the CONTRACTOR shall submit 
information on payments to related providers and subcontractors. 

 
2.13.19 1099 Preparation  
 

In accordance with federal requirements, the CONTRACTOR shall prepare and submit Internal 
Revenue Service (IRS) Form 1099s for all providers who are not employees of the 
CONTRACTOR to whom payment is made. 
 

2.13.20 Payments to the FEA 
 

The CONTRACTOR shall reimburse the Fiscal Employer Agent (FEA) for authorized HCBS 
provided by consumer-directed workers as specified in the subcontract between the 
CONTRACTOR and the FEA (see Section 2.26.6). TENNCARE will pay the FEA the 
administrative fees specified in the contract between TENNCARE and the FEA. 

 
15. Section 2.14 shall be deleted in its entirety and replaced with the following: 
 
2.14 UTILIZATION MANAGEMENT (UM) 
 
2.14.1 General  
 

2.14.1.1 The CONTRACTOR shall develop and maintain a utilization management (UM) 
program. As part of this program the CONTRACTOR shall have policies and 
procedures with defined structures and processes. The UM program shall assign 
responsibility to appropriate individuals including a designated senior physician and 
shall involve a designated behavioral health care practitioner in the implementation 
of behavioral health aspects of the program and a designated long-term care 
professional in the implementation of the long-term care aspects of the program. The 
UM program shall be supported by an associated work plan and shall be evaluated 
annually and updated as necessary.  

 
2.14.1.2 The CONTRACTOR’s UM program shall include distinct policies and procedures 

regarding long-term care services and shall specify the responsibilities and scope of 
authority of care coordinators in authorizing long-term care services and in 
submitting service authorizations to providers and/or the FEA for service delivery.   

 
2.14.1.3 The CONTRACTOR shall notify all network providers of and enforce compliance 

with all provisions relating to UM procedures.  
 

2.14.1.4 The UM program shall have criteria that: 
 

2.14.1.4.1 Are objective and based on medical, behavioral health and/or long-term care 
evidence, to the extent possible; 

 
2.14.1.4.2 Are applied based on individual needs; 

 
2.14.1.4.3 Are applied based on an assessment of the local delivery system; 

 
2.14.1.4.4 Involve appropriate practitioners in developing, adopting and reviewing them; and 
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2.14.1.4.5 Are annually reviewed and up-dated as appropriate. 
 

2.14.1.5 For long-term care services, the CONTRACTOR’s UM program shall have criteria 
that are consistent with the guiding principles set forth in TCA 71-5-1402 and shall 
take into consideration the member’s preference regarding cost-effective long-term 
care services and settings. 

 
2.14.1.6 The CONTRACTOR shall use appropriately licensed professionals to supervise all 

medical necessity decisions and specify the type of personnel responsible for each 
level of UM, including prior authorization and decision making. The 
CONTRACTOR shall have written procedures documenting access to Board 
Certified Consultants to assist in making medical necessity determinations. Any 
decision to deny a service authorization request or to authorize a service in an 
amount, duration, or scope that is less than requested shall be made by a physical 
health or behavioral health care professional who has appropriate clinical expertise in 
treating the member’s condition or disease or, in the case of long-term care services, 
a long-term care professional who has appropriate expertise in providing long-term 
care services. 
 

2.14.1.7 Except as provided in Section 2.6.1.3, the CONTRACTOR shall not place maximum 
limits on the length of stay for members requiring hospitalization and/or surgery. The 
CONTRACTOR shall not employ, and shall not permit others acting on their behalf 
to employ utilization control guidelines or other quantitative coverage limits, whether 
explicit or de facto, unless supported by an individualized determination of medical 
necessity based upon the needs of each member and his/her medical history. The 
CONTRACTOR shall consider individual member characteristics in the 
determination of readiness for discharge. This requirement is not intended to limit the 
ability of the CONTRACTOR to use clinical guidelines or criteria in placing 
tentative limits on the length of a prior authorization or pre-admission certification. 
 

2.14.1.8 The CONTRACTOR shall have mechanisms in place to ensure that required services 
are not arbitrarily denied or reduced in amount, duration, or scope solely because of 
the diagnosis, type of illness, or condition.  
 

2.14.1.9 The CONTRACTOR shall assure, consistent with 42 CFR 438.6(h), 42 CFR 422.208 
and 422.210, that compensation to individuals or entities that conduct UM activities 
is not structured so as to provide incentives for the individual or entity to deny, limit, 
or discontinue medically necessary covered services to any member. 
 

2.14.1.10 As part of the provider survey required by Section 2.18.7.4, the CONTRACTOR 
shall assess provider/office staff satisfaction with UM processes to identify areas for 
improvement. 
 

2.14.1.11 Inpatient Care 
 

The CONTRACTOR shall provide for methods of assuring the appropriateness of 
inpatient care. Such methodologies shall be based on individualized determinations 
of medical necessity in accordance with UM policies and procedures and, at a 
minimum, shall include the items specified in subparagraphs 2.14.1.11.1 through 
2.14.1.11.5 below: 
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2.14.1.11.1 Pre-admission certification process for non-emergency admissions;  
 

2.14.1.11.2 A concurrent review program to monitor and review continued inpatient 
hospitalization, length of stay, or diagnostic ancillary services regarding their 
appropriateness and medical necessity. In addition, the CONTRACTOR shall have a 
process in place to determine for emergency admissions, based upon medical criteria, 
if and when a member can be transferred to a contract facility in the network, if 
presently in a non-contract facility; 

 
2.14.1.11.3 Admission review for urgent and/or emergency admissions, on a retroactive basis 

when necessary, in order to determine if the admission is medically necessary and if 
the requested length of stay for the admission is reasonable based upon an 
individualized determination of medical necessity. Such reviews shall not result in 
delays in the provision of medically necessary urgent or emergency care; 

 
2.14.1.11.4 Restrictions against requiring pre-admission certification for admissions for the 

normal delivery of children; and 
 

2.14.1.11.5 Prospective review of same day surgery procedures. 
 

2.14.1.12 Nursing Facility 
 
2.14.1.12.1 If a member is enrolled in CHOICES Group 1, the CONTRACTOR shall authorize 

and initiate nursing facility services for that member in accordance with Section 
2.9.6. However, if, prior to nursing facility admission, the member chooses to receive 
HCBS instead of nursing facility services and is enrolled in Group 2 pursuant to 
Section 2.9.6, the CONTRACTOR shall authorize and initiate HCBS in accordance 
with Section 2.9.6. Once the member has been admitted to a nursing facility the 
CONTRACTOR may, as appropriate, implement its nursing facility-to-community 
transition process pursuant to Section 2.9.6.8 of this Agreement. 

 
2.14.1.12.2 The CONTRACTOR shall ensure that CHOICES members who have been 

determined by TENNCARE to be eligible for Level II nursing facility care are 
authorized to receive Level II nursing facility care for the period specified by 
TENNCARE. The CONTRACTOR shall monitor the member’s condition, and if the 
CONTRACTOR determines that, prior to the end date specified by TENNCARE, the 
member no longer requires Level II nursing facility care, the CONTRACTOR may 
submit to TENNCARE a request to modify the member’s level of nursing facility 
services. The CONTRACTOR shall submit documentation as specified by 
TENNCARE to support the request and shall only transition the member to Level I 
nursing facility care once the request has been approved by TENNCARE. 

 
2.14.1.13 Emergency Department (ED) Utilization 

 
The CONTRACTOR shall utilize the following guidelines in identifying and 
managing care for members who are determined to have excessive and/or 
inappropriate ED utilization: 

 



Page 190 of 374 

2.14.1.13.1 Review ED utilization data, at a minimum, every six (6) months (in January and July) 
to identify members with utilization exceeding the threshold defined by TENNCARE 
in the preceding six (6) month period. The January review shall cover ED utilization 
during the preceding April through September; the July review shall cover ED 
utilization during the preceding October through March; 

 
2.14.1.13.2 Enroll non-CHOICES members whose utilization exceeds the threshold of ED visits 

defined by TENNCARE in the previous six (6) month period in MCO case 
management and may use the information to identify members who may be eligible 
for CHOICES in accordance with the requirements in Section 2.9.6.3. if appropriate;  

 
2.14.1.13.3 For CHOICES members whose utilization exceeds the threshold of ED visits defined 

by TENNCARE in the previous six (6) month period, the care coordinator shall 
conduct appropriate follow-up to identify the issues causing frequent ED utilization 
and determine appropriate next steps. For CHOICES members in Group 1, 
appropriate next steps may include communication with the nursing facility to 
determine interventions to better manage the member’s condition. For CHOICES 
members in Groups 2 and 3, appropriate next steps may include modifications to the 
member’s plan of care in order to address service delivery needs and better manage 
the member’s condition. 

 
2.14.1.13.4 As appropriate, make contact with members whose utilization exceeded the threshold 

of ED visits defined by TENNCARE in the previous six (6) month period and their 
primary care providers for the purpose of providing education on appropriate ED 
utilization; and  

 
2.14.1.13.5 Assess the most likely cause of high utilization and develop an MCO case 

management plan based on results of the assessment for each non-CHOICES 
member.  

 
2.14.1.14 Hospitalizations and Surgeries 

 
The CONTRACTOR shall comply with any applicable federal and state laws or rules 
related to length of hospital stay. TENNCARE will closely monitor encounter data 
related to length of stay and re-admissions to identify potential problems. If 
indicated, TENNCARE may conduct special studies to assess the appropriateness of 
hospital discharges. 

 
2.14.2 Prior Authorization for Physical Health and Behavioral Health Covered Services  
 

2.14.2.1 The CONTRACTOR shall have in place, and follow, written policies and procedures 
for processing requests for initial and continuing prior authorizations of services and 
have in effect mechanisms to ensure consistent application of review criteria for prior 
authorization decisions. The policies and procedures shall provide for consultation 
with the requesting provider when appropriate. If prior authorization of a service is 
granted by the CONTRACTOR and the service is provided, payment for the prior 
authorized service shall not be denied based on the lack of medical necessity, 
assuming that the member is eligible on the date of service, unless it is determined 
that the facts at the time of the denial of payment are significantly different than the 
circumstances which were described at the time that prior authorization was granted. 
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2.14.2.2 Prior authorization for home health nurse, home health aide and private duty nursing 
services shall comply with TennCare rules and regulations. 

 
2.14.2.3 Prior authorization requests shall be reviewed subject to the guidelines described in 

TennCare rules and regulations which include, but are not limited to, provisions 
regarding decisions, notices, medical contraindication, and the failure of an MCO to 
act timely upon a request. 

 
2.14.3 Referrals for Physical Health and Behavioral Health 
 

2.14.3.1 Except as provided in Section 2.14.4, the CONTRACTOR may require members to 
seek a referral from their PCP prior to accessing non-emergency specialty physical 
health services.  

 
2.14.3.2 If the CONTRACTOR requires members to obtain PCP referral, the CONTRACTOR 

may exempt certain services, identified by the CONTRACTOR in the member 
handbook, from PCP referral. 

 
2.14.3.3 For members determined to need a course of treatment or regular care monitoring, 

the CONTRACTOR shall have a mechanism in place to allow members to directly 
access a specialist as appropriate for the members’ condition and identified needs. 

 
2.14.3.4 The CONTRACTOR shall not require that a woman go in for an office visit with her 

PCP in order to obtain the referral for prenatal care. 
 

2.14.3.5 Referral Provider Listing 
 
2.14.3.5.1 The CONTRACTOR shall provide all PCPs with a current hard copy listing of 

referral providers, including behavioral health providers at least thirty (30) calendar 
days prior to the start date of operations. Thereafter the CONTRACTOR shall mail 
PCPs an updated version of the listing on a quarterly basis. The CONTRACTOR 
shall also maintain an updated electronic, web-accessible version of the referral 
provider listing.  

 
2.14.3.5.2 The referral provider listing shall be in the format specified by TENNCARE for the 

provider directory in Section 2.17.8.  
 

2.14.3.5.3 As required in Section 2.30.10.7, the CONTRACTOR shall submit to TENNCARE a 
copy of the referral provider listing, a data file of the provider information in a media 
and format described by TENNCARE, and documentation regarding mailing. 

 
2.14.4 Exceptions to Prior Authorization and/or Referrals for Physical Health and Behavioral 

Health 
 

2.14.4.1 Emergency and Post-Stabilization Care Services  
 
The CONTRACTOR shall provide emergency services without requiring prior 
authorization or PCP referral, as described in Section 2.7.1, regardless of whether 
these services are provided by a contract or non-contract provider. The 
CONTRACTOR shall provide post-stabilization care services (as defined in Section 
1) in accordance with 42 CFR 422.113. 
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2.14.4.2 TENNderCare 
 

The CONTRACTOR shall not require prior authorization or PCP referral for the 
provision of TENNderCare screening services. 
 

2.14.4.3 Access to Women’s Health Specialists  
 
The CONTRACTOR shall allow female members direct access (without requiring a 
referral) to a women’s health specialist who is a contract provider for covered 
services necessary to provide women’s routine and preventive health care services. 
This is in addition to the member’s designated source of primary care if that source is 
not a women’s health specialist. 
 

2.14.4.4 Behavioral Health Services 
 
The CONTRACTOR shall not require a PCP referral for members to access a 
behavioral health provider.  

 
2.14.4.5 Transition of New Members 

 
Pursuant to the requirements in Section 2.9.2.1 regarding transition of new members, 
the CONTRACTOR shall provide for the continuation of medically necessary 
covered services regardless of prior authorization or referral requirements. However, 
as provided in Section 2.9.2.1, in certain circumstances the CONTRACTOR may 
require prior authorization for continuation of services beyond the initial thirty (30) 
days. 
 

2.14.5 Authorization of Long-Term Care Services 
 

2.14.5.1 The CONTRACTOR shall have in place an authorization process for all covered 
long-term care services and cost effective alternative services that is separate from 
but integrated with the CONTRACTOR’s prior authorization process for covered 
physical health and behavioral health services (See section 2.9.6 of this Agreement).     

 
2.14.5.2 The CONTRACTOR shall authorize and initiate all long-term care services for 

CHOICES members within the timeframes specified in Sections 2.9.2, 2.9.3, and 
2.9.6 of this Agreement. 

 
2.14.5.3 The CONTRACTOR shall not require that HCBS be ordered by a treating physician, 

but may consult with the treating physician as appropriate regarding the member’s 
physical health, behavioral health, and long-term care needs and in order to facilitate 
communication and coordination regarding the member’s physical health, behavioral 
health, and long-term care services. 

 
2.14.5.4 For non-CHOICES members receiving care in non-contract nursing facilities 

authorized by the CONTRACTOR as a cost-effective alternative, the 
CONTRACTOR shall reimburse services in accordance with its authorization until 
such time that the member is no longer eligible for services, is enrolled in CHOICES, 
or such care is no longer medically necessary or cost-effective.  
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2.14.6 Transition of Members Receiving Long-term Care Services at the time of CHOICES 
Implementation  
 
For members enrolling in CHOICES as of the date of CHOICES implementation, the 
CONTRACTOR shall be responsible for continuing to provide the long-term care services 
previously authorized for the member, as specified in Section 2.9.3 of this Agreement. 
 

2.14.7 Notice of Adverse Action Requirements  
 

2.14.7.1 The CONTRACTOR shall clearly document and communicate the reasons for each 
denial of a prior authorization request in a manner sufficient for the provider and 
member to understand the denial and decide about requesting reconsideration of or 
appealing the decision. 

 
2.14.7.2 The CONTRACTOR shall comply with all member notice provisions in TennCare 

rules and regulations. 
 

2.14.7.3 The CONTRACTOR shall issue appropriate notice prior to any CONTRACTOR-
initiated decision to reduce or terminate CHOICES or non-CHOICES nursing facility 
services and shall comply with all federal court orders, and federal and state laws and 
regulations regarding members’ transfer or discharge from nursing facilities.  
 

2.14.8 Medical History Information Requirements  
 

2.14.8.1 The CONTRACTOR is responsible for eliciting pertinent medical history 
information from the treating provider(s), as needed, for purposes of making medical 
necessity determinations. With respect to HCBS which are not primarily medical in 
nature, pertinent medical history shall include assessments, case notes, and 
documentation of service delivery by HCBS providers. Medical information from the 
treating physician may also be pertinent in better understanding the member’s 
functional needs. The CONTRACTOR shall take action (e.g., sending a 
CONTRACTOR representative to obtain the information and/or discuss the issue 
with the provider, imposing financial penalties against the provider, etc.), to address 
the problem if a treating provider is uncooperative in supplying needed information. 
The CONTRACTOR shall make documentation of such action available to 
TENNCARE, upon request. Providers who do not provide requested information for 
purposes of making a medical necessity determination for a particular item or service 
shall not be entitled to payment for the provision of such item or service. 

 
2.14.8.2 Upon request by TENNCARE, the CONTRACTOR shall provide TENNCARE with 

individualized medical record information from the treating provider(s). The 
CONTRACTOR shall take whatever action necessary to fulfill this responsibility 
within the required appeal time lines as specified by TENNCARE and/or applicable 
TennCare rules and regulations, up to and including going to the provider’s office to 
obtain the medical record information. Should a provider fail or refuse to respond to 
the CONTRACTOR’s efforts to obtain medical information, and the appeal is 
decided in favor of the member, at the CONTRACTOR’s discretion or a directive by 
TENNCARE, the CONTRACTOR shall impose financial penalties against the 
provider as appropriate. 
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2.14.9 PCP Profiling  
 

The CONTRACTOR shall profile its PCPs. Further, the CONTRACTOR shall investigate the 
circumstances surrounding PCPs who appear to be operating outside peer norms and shall 
intervene, as appropriate, when utilization or quality of care issues are identified. As part of these 
profiling activities, the CONTRACTOR shall analyze utilization data, including but not limited 
to, information provided to the CONTRACTOR by TENNCARE, and report back information as 
requested by TENNCARE. PCP profiling shall include, but not be limited to the following areas: 

 
2.14.9.1 Utilization of Non-Contract Providers 

 
The CONTRACTOR shall maintain a procedure to identify and evaluate member 
utilization of services provided by non-contract providers by PCP panel.  
 

2.14.9.2 Specialist Referrals  
 
The CONTRACTOR shall maintain a procedure to identify and evaluate member 
specialty provider utilization by PCP panel. 
 

2.14.9.3 Emergency Room Utilization 
 
The CONTRACTOR shall maintain a procedure to identify and evaluate member 
emergency room utilization by PCP panel. As provided in Section 2.9.5, members 
who establish a pattern of accessing emergency room services shall be referred to 
MCO case management as appropriate for follow-up. 
 

2.14.9.4 Inpatient Admissions 
 
The CONTRACTOR shall maintain a procedure to identify and evaluate member 
utilization of inpatient services by PCP panel. 
 

2.14.9.5 Pharmacy Utilization 
 
At a minimum, the CONTRACTOR shall profile PCP prescribing patterns for 
generic versus brand name and the number of narcotic prescriptions written. In 
addition, the CONTRACTOR shall comply with the requirements in Section 2.9.10 
of this Agreement. 
 

2.14.9.6 Advanced Imaging Procedures 
 
The CONTRACTOR shall profile the utilization of advanced imaging procedures by 
PCP panel. Advanced imaging procedures include: PET Scans; CAT Scans and 
MRIs. 
 

2.14.9.7 PCP Visits 
 

The CONTRACTOR shall profile the average number of visits per member assigned 
to each PCP. 
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16. Section 2.15 shall be deleted in its entirety and replaced with the following: 
 
2.15 QUALITY MANAGEMENT/QUALITY IMPROVEMENT  
 
2.15.1 Quality Management/Quality Improvement (QM/QI) Program 
 

2.15.1.1 The CONTRACTOR shall have a written Quality Management/Quality Improvement 
(QM/QI) program that clearly defines its quality improvement structures and 
processes and assigns responsibility to appropriate individuals. This QM/QI program 
shall use as a guideline the current NCQA Standards and Guidelines for the 
Accreditation of MCOs and shall include the CONTRACTOR’s plan for improving 
patient safety. This means at a minimum that the QM/QI program shall:  

 
2.15.1.1.1 Address physical health, behavioral health, and long-term care services; 
 
2.15.1.1.2 Be accountable to the CONTRACTOR’s board of directors and executive 

management team; 
 

2.15.1.1.3 Have substantial involvement of a designated physician and designated behavioral 
health practitioner; 

 
2.15.1.1.4 Have a QM/QI committee that oversees the QM/QI functions; 

 
2.15.1.1.5 Have an annual work plan; 

 
2.15.1.1.6 Have resources – staffing, data sources and analytical resources – devoted to it; and 

 
2.15.1.1.7 Be evaluated annually and updated as appropriate. 

 
2.15.1.2 The CONTRACTOR shall make all information about its QM/QI program available 

to providers and members. 
 

2.15.1.3 As part of the QM/QI program, the CONTRACTOR shall collect information on 
providers’ actions to improve patient safety and make performance data available to 
providers and members. 

 
2.15.1.4 Any changes to the QM/QI program structure shall require prior written approval 

from TENNCARE. The QM/QI program description, associated work plan, and 
annual evaluation of the QM/QI Program shall be submitted to TENNCARE as 
required in Section 2.30.11.1, Reporting Requirements. 

 
2.15.1.5 The CONTRACTOR shall use the results of QM/QI activities to improve the quality 

of physical health, behavioral health, and long-term care service delivery with 
appropriate input from providers and members. 

 
2.15.1.6 The CONTRACTOR shall take appropriate action to address service delivery, 

provider, and other QM/QI issues as they are identified. 
 
2.15.1.7 In addition to QM/QI activities as defined in this Section 2.15, the CONTRACTOR’s 

QM/QI program shall incorporate all applicable reporting and monitoring 
requirements and activities, including but not limited to such activities specified in 
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Sections 2.25, 2.30, and 2.9.6.12 of this Agreement; and shall include discovery and 
remediation of individual findings, as well as identification and implementation of 
strategies to make systemic improvements in the delivery and quality of care. 

 
2.15.2 QM/QI Committee 

 
2.15.2.1 The CONTRACTOR shall have a QM/QI committee which shall include medical, 

behavioral health, and long-term care staff and contract providers (including medical, 
behavioral health, and long-term care providers). This committee shall analyze and 
evaluate the results of QM/QI activities, recommend policy decisions, ensure that 
providers are involved in the QM/QI program, institute needed action, and ensure 
that appropriate follow-up occurs. This committee shall also review and approve the 
QM/QI program description and associated work plan prior to submission to 
TENNCARE as required in Section 2.30.11.1, Reporting Requirements.  

 
2.15.2.2 The QM/QI committee shall keep written minutes of all meetings. A copy of the 

signed and dated written minutes for each meeting shall be available on-file after the 
completion of the following committee meeting in which the minutes are approved 
and shall be available for review upon request and during the annual on-site EQRO 
review and/or NCQA accreditation review. 

 
2.15.2.3 The CONTRACTOR shall provide the Chief Medical Officer of TENNCARE with 

ten (10) calendar days advance notice of all regularly scheduled meetings of the 
QM/QI committee. To the extent allowed by law, the Chief Medical Officer of 
TENNCARE, or his/her designee, may attend the QM/QI committee meetings at 
his/her option. 

 
2.15.3 Performance Improvement Projects (PIPs)  
 

2.15.3.1 The CONTRACTOR shall perform at least two (2) clinical and three (3) non-clinical 
PIPs.  

 
2.15.3.1.1 The two (2) clinical PIPs shall include one (1) in the area of behavioral health. The 

behavioral health PIP shall be relevant to one of the behavioral health disease 
management programs for bipolar disorder, major depression, or schizophrenia.  

 
2.15.3.1.2 Two (2) of the three (3) non-clinical PIPs shall be in the area of long-term care. For 

each of these PIPs TENNCARE will select the study topic, define the study question, 
select the study indicator(s), and define the methodology for measuring the study 
indicator(s), including the sampling methodology, data collection, and data analysis. 
TENNCARE has the discretion to change the PIPs each year (including changing the 
study topic, study question, study indicator(s), and/or methodology) and to require up 
to two (2) additional non-clinical PIPs, for a total of five (5) non-clinical PIPs at any 
one time. TENNCARE will consult with MCOs and other stakeholders in developing 
PIPs.   
 

2.15.3.2 The CONTRACTOR shall ensure that CMS protocols for PIPs are followed and that 
the following are documented for each activity: 

 
2.15.3.2.1 Rationale for selection as a quality improvement activity; 
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2.15.3.2.2 Specific population targeted, include sampling methodology if relevant; 
 

2.15.3.2.3 Metrics to determine meaningful improvement and baseline measurement; 
 

2.15.3.2.4 Specific interventions (enrollee and provider); 
 

2.15.3.2.5 Relevant clinical practice guidelines; and 
 

2.15.3.2.6 Date of re-measurement. 
 

2.15.3.3 The CONTRACTOR shall identify benchmarks and set achievable performance 
goals for each of its PIPs. The CONTRACTOR shall identify and implement 
intervention and improvement strategies for achieving the performance goal set for 
each PIP and promoting sustained improvements.    

 
2.15.3.4 The CONTRACTOR shall report on PIPs as required in Section 2.30.11.2, Reporting 

Requirements. 
 
2.15.3.5 After three (3) years, the CONTRACTOR shall, using evaluation criteria established 

by TENNCARE, determine if one or all of the non-long-term care PIPs should be 
continued. Prior to discontinuing a non-long-term care PIP, the CONTRACTOR 
shall identify a new PIP and must receive TENNCARE’s approval to discontinue the 
previous PIP and perform the new PIP. 
 

2.15.4 Clinical Practice Guidelines 
 

The CONTRACTOR shall utilize evidence-based clinical practice guidelines in its disease 
management programs and shall measure performance against at least two (2) important aspects 
of each of the guidelines annually as required in Section 2.8. The guidelines shall be reviewed 
and revised at least every two (2) years or whenever the guidelines change. .  

 
2.15.5 NCQA Accreditation 
 

2.15.5.1 The CONTRACTOR shall obtain NCQA accreditation by November 30, 2009 and 
shall maintain it thereafter. Any accreditation status granted by NCQA under the 
New Health Plan (NHP) program or the MCO Introductory Survey option will not be 
acknowledged by TENNCARE. Accreditation obtained under the NCQA Full 
Accreditation Survey or Multiple Product Survey options will be acknowledged by 
TENNCARE if the TennCare product is specifically included in the NCQA survey. 
TENNCARE will accept the use of the NCQA Corporate Survey process, to the 
extent deemed allowable by NCQA, in the accreditation of the CONTRACTOR. In 
order to ensure that the CONTRACTOR is making forward progress, TENNCARE 
shall require that the following information and/or benchmarks be met:  

 
EVENT REQUIRED DEADLINE 

CALENDAR YEAR 2007 

NCQA Accreditation Survey Application Submitted 
and Pre Survey Fee paid 

December 15, 2007 
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EVENT REQUIRED DEADLINE 
CALENDAR YEAR 2008  

Submit copy of signed NCQA Survey contract to 
TENNCARE 

January 15, 2008 

Purchase NCQA ISS Tool for 2009 MCO Accreditation 
Survey 

August 15, 2008 

Copy of signed contract with NCQA approved vendor 
to perform 2009 CAHPS surveys (Adult, Child and 
Children with Chronic Conditions to TENNCARE) 

November 15, 2008 

Copy of signed contract with NCQA approved vendor 
to perform 2009 HEDIS Audit to TENNCARE (The 
CONTRACTOR must perform the complete Medicaid 
HEDIS Data Set with the exception of dental related 
measures)  

November 15, 2008 

CALENDAR YEAR 2009 

Notify TENNCARE of date for ISS Submission and 
NCQA On-site review 

January 15, 2009 

HEDIS Baseline Assessment Tool completed and 
submitted to Contracted HEDIS Auditor, TENNCARE, 
and the EQRO 

February 15, 2009 

Audited Medicaid HEDIS and CAHPS results 
submitted to NCQA and TENNCARE  

June 15, 2009 

Finalize preparations for NCQA Survey (Final payment 
must be submitted to NCQA sixty (60) calendar days 
prior to submission of ISS) 

Notify TennCare of final payment 
within five (5) business days of 
submission to NCQA. 

Submission of ISS to NCQA Notify TennCare within five (5) 
business days of submission to 
NCQA.  

NCQA Survey Completed and copy of NCQA Final 
Report to TENNCARE: 

• Excellent, Commendable, or Accredited 
• Provisional – Corrective Action required to 

achieve status of Excellent, Commendable, or 
Accredited; resurvey within twelve (12) 
months.  

• Accreditation Denied – Results in termination 
of this Agreement. 

November 30, 2009 

 
2.15.5.2 If the CONTRACTOR consistently fails to meet the timelines as described above, the 

CONTRACTOR shall be considered to be in breach of the terms of this Agreement 
and may be subject to termination in accordance with Section 4.4 of this Agreement.  
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2.15.5.3 Failure to obtain NCQA accreditation by November 30, 2009 and maintain 
accreditation thereafter shall be considered a breach of this Agreement and shall 
result in termination of this Agreement in accordance with the terms set forth in 
Section 4.4 of this Agreement. Achievement of provisional accreditation status shall 
require a corrective action plan within thirty (30) calendar days of receipt of 
notification from NCQA and may result in termination of this Agreement in 
accordance with Section 4.4 of this Agreement. 

 
2.15.6 HEDIS and CAHPS 
 

2.15.6.1 Annually, beginning with HEDIS 2009, the CONTRACTOR shall complete all 
HEDIS measures designated by NCQA as relevant to Medicaid. The only exclusion 
from the complete Medicaid HEDIS data set shall be dental measures. The 
CONTRACTOR shall also complete specified Medicare HEDIS measures for 
CHOICES members based on the Medicare CAHPS, as identified by the State. The 
HEDIS measure results, except the Medicare HEDIS measures for CHOICES 
members, shall be reported separately for each Grand Region in which the 
CONTRACTOR operates. The Medicare HEDIS measures for CHOICES members 
may be reported statewide. The CONTRACTOR shall contract with an NCQA 
certified HEDIS auditor to validate the processes of the CONTRACTOR in 
accordance with NCQA requirements. Audited HEDIS results shall be submitted to 
TENNCARE, NCQA and TENNCARE’s EQRO annually by June 15 of each 
calendar year beginning in 2009. 

 
2.15.6.2 Annually, beginning in 2009, the CONTRACTOR shall conduct a CAHPS survey. 

The CONTRACTOR shall enter into an agreement with a vendor that is certified by 
NCQA to perform CAHPS surveys. The CONTRACTOR’s vendor shall perform the 
CAHPS adult survey, CAHPS child survey and the CAHPS children with chronic 
conditions survey. With regard to the CAHPS adult survey, this shall include 
conducting the survey for non-CHOICES members and conducting the survey with 
additional survey questions from the Medicare CAHPS, as identified by 
TENNCARE, to CHOICES members in Groups 2 and 3. Survey results shall be 
reported to TENNCARE separately for each required CAHPS survey listed above, 
including the CAHPS adult survey with supplemental Medicare CAHPS questions 
for CHOICES members. The survey results for non-CHOICES members shall be 
reported separately for each Grand Region in which the CONTRACTOR operates. 
The survey results for CHOICES members may be reported statewide. Survey results 
shall be submitted to TENNCARE, NCQA and TENNCARE’s EQRO annually by 
June 15 of each calendar year beginning in 2009.  

 
2.15.7 Medicare Health Outcomes Survey (HOS) 
 

Annually, beginning in 2010, the CONTRACTOR shall conduct the Health Outcomes Survey 
(HOS) for a representative sample of CHOICES members in Groups 2 and 3. The 
CONTRACTOR shall enter into an agreement with a vendor that is certified by NCQA to 
administer HOS surveys. The CONTRACTOR’s vendor shall administer the Baseline HOS each 
year as well as a follow-up survey two (2) years after each Baseline HOS for the baseline cohort. 
The CONTRACTOR and its vendor shall comply with applicable CMS and NCQA requirements 
and protocols regarding administering and reporting HOS. The CONTRACTOR shall submit 
final survey data files to TENNCARE. The CONTRACTOR shall provide the survey results 
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statewide. TENNCARE will test, clean, and score the data and develop reports (see Section 
2.25.9.2).  

 
2.15.8 Critical Incident Reporting and Management 
 

2.15.8.1 The CONTRACTOR shall develop and implement a critical incident reporting and 
management system for incidents that occur in a home and community-based long-
term care service delivery setting, including: community-based residential 
alternatives; adult day care centers; other HCBS provider sites; and a member’s 
home, if the incident is related to the provision of covered HCBS. 

 
2.15.8.2 The CONTRACTOR shall identify and track critical incidents and shall review and 

analyze critical incidents to identify and address potential and actual quality of care 
and/or health and safety issues. The CONTRACTOR shall regularly review the 
number and types of incidents (including, for example, the number and type of 
incidents across settings, providers, and provider types) and findings from 
investigations (including findings from APS and CPS if available); identify trends 
and patterns; identify opportunities for improvement; and develop and implement 
strategies to reduce the occurrence of incidents and improve the quality of HCBS. 

 
2.15.8.3 Critical incidents shall include but not be limited to the following incidents when 

they occur in a home and community-based long-term care service delivery setting 
(as defined in Section 2.15.8.1 above): 

 
2.15.8.3.1 Unexpected death of a CHOICES member; 
 
2.15.8.3.2 Suspected physical or mental abuse of a CHOICES member; 

 
2.15.8.3.3 Theft or financial exploitation of a CHOICES member; 

 
2.15.8.3.4 Severe injury sustained by a CHOICES member; 

 
2.15.8.3.5 Medication error involving a CHOICES member; 

 
2.15.8.3.6 Sexual abuse and/or suspected sexual abuse of a CHOICES member; and 

 
2.15.8.3.7 Abuse and neglect and/or suspected abuse and neglect of a CHOICES member. 

 
2.15.8.4 The CONTRACTOR shall require its staff and contract HCBS providers to report, 

respond to, and document critical incidents as specified by the CONTRACTOR. This 
shall include, but not be limited to the following: 

 
2.15.8.4.1 Requiring that the CONTRACTOR’s staff and contract HCBS providers report 

critical incidents to the CONTRACTOR in accordance with applicable requirements. 
The CONTRACTOR shall develop and implement a critical incident reporting 
process, including the form to be used to report critical incidents and reporting 
timeframes. The maximum timeframe for reporting an incident to the 
CONTRACTOR shall be twenty-four (24) hours. The initial report of an incident 
within twenty-four (24) hours may be submitted verbally, in which case the 
person/agency/entity making the initial report shall submit a follow-up written report 
within forty-eight (48) hours. 
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2.15.8.4.2 Requiring that suspected abuse, neglect, and exploitation of members who are adults 

is immediately reported in accordance with TCA 71-6-103 and suspected brutality, 
abuse, or neglect of members who are children is immediately reported in accordance 
with TCA 37-1-403 or TCA 37-1-605 as applicable. 

 
2.15.8.4.3 Requiring that its staff and contract HCBS providers immediately (which shall not 

exceed twenty-four hours) take steps to prevent further harm to any and all members 
and respond to any emergency needs of members. 

 
2.15.8.4.4 Requiring that contract HCBS providers with a critical incident conduct an internal 

critical incident investigation and submit a report on the investigation within the 
timeframe specified by the CONTRACTOR. The timeframe for submitting the report 
shall be as soon as possible, may be based on the severity of the incident, and, except 
under extenuating circumstances, shall be no more than thirty (30) days after the date 
of the incident. The CONTRACTOR shall review the provider’s report and follow-up 
with the provider as necessary to ensure that an appropriate investigation was 
conducted and corrective actions were implemented within applicable timeframes.  

 
2.15.8.4.5 Requiring that its staff and contract HCBS providers cooperate with any investigation 

conducted by the CONTRACTOR or outside agencies (e.g., TENNCARE, APS, 
CPS, and law enforcement).  

 
2.15.8.4.6 Defining the role and responsibilities of the fiscal employer agent (see definition in 

Section 1) in reporting, responding to, documenting, and investigating any critical 
incidents, which shall include reporting incidents to the CONTRACTOR using the 
process developed in a accordance with Section 2.15.8.4.1, investigating critical 
incidents, and submitting a report on investigations to the CONTRACTOR; training 
employees, contractors of the FEA (including supports brokers), and consumer-
directed workers regarding reporting, responding to, documenting, and cooperating 
with the investigation of any critical incidents; and training consumers and caregivers 
regarding critical incident reporting and management. Such role and responsibilities 
shall be defined in a manner that is consistent with requirements in this Section 
2.15.8.4 as well as TENNCARE’s contract with the fiscal employer agent and the 
model subcontract between the CONTRACTOR and the FEA (see Section 2.26 of 
this Agreement). 

 
2.15.8.4.7 Reviewing the FEA’s reports regarding investigations of critical incidents and 

follow-up with the FEA as necessary to ensure that an appropriate investigation was 
conducted and corrective actions were implemented within applicable timeframes. 

 
2.15.8.4.8 Providing appropriate training and taking corrective action as needed to ensure its 

staff, contract HCBS providers, the FEA, and workers comply with critical incident 
requirements. 

 
2.15.8.4.9 Conducting oversight, including but not limited to oversight of its staff, contract 

HCBS providers, and the FEA, to ensure that the CONTRACTOR’s policies and 
procedures are being followed and that necessary follow-up is being conducted in a 
timely manner. 
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2.15.8.5 The CONTRACTOR shall report to TENNCARE any death and any incident that 
could significantly impact the health or safety of a member (e.g., physical or sexual 
abuse) within twenty-four (24) hours of detection or notification.   

 
2.15.8.6 As specified in Section 2.30.11.7, the CONTRACTOR shall submit monthly reports 

to TENNCARE regarding all critical incidents. 
 
17. Section 2.17 shall be deleted in its entirety and replaced with the following: 
 
2.17 MEMBER MATERIALS 
 
2.17.1 Prior Approval Process for All Member Materials 

 
2.17.1.1 The CONTRACTOR shall submit to TENNCARE for review and prior written 

approval all materials that will be distributed to members (referred to as member 
materials) as well as proposed health education and outreach activities. This includes 
but is not limited to member handbooks, provider directories, member newsletters, 
identification cards, fact sheets, notices, brochures, form letters, mass mailings, 
member education and outreach activities as described in this Section, Section 2.17 
and Section 2.7.4, system generated letters and any other additional, but not required, 
materials and information provided to members designed to promote health and/or 
educate members.  
 

2.17.1.2 All member materials shall be submitted to TENNCARE on paper and electronic file 
media, in the format prescribed by TENNCARE. The materials shall be accompanied 
by a plan that describes the CONTRACTOR’s intent and procedure for the use of the 
materials. Materials developed by a recognized entity having no association with the 
CONTRACTOR that are related to management of specific types of diseases (e.g., 
heart, diabetes, asthma, etc.) or general health improvement shall be submitted for 
approval; however, unless otherwise requested by TENNCARE, an electronic file for 
these materials is not required. The electronic files shall be submitted in a format 
acceptable to TENNCARE. Electronic files submitted in any other format than those 
approved by TENNCARE will not be processed. 
 

2.17.1.3 TENNCARE shall review the submitted member materials and either approve or 
deny them within fifteen (15) calendar days from the date of submission. In the event 
TENNCARE does not approve the materials TENNCARE may provide written 
comments, and the CONTRACTOR shall resubmit the materials. 
 

2.17.1.4 Once member materials have been approved in writing by TENNCARE, the 
CONTRACTOR shall submit to TENNCARE an electronic version (PDF) of the 
final printed product, unless otherwise specified by TENNCARE, within thirty (30) 
calendar days from the print date. Should TENNCARE request original prints be 
submitted in hard copy, photo copies may not be submitted as a final product. Upon 
request, the CONTRACTOR shall provide additional original prints of the final 
product to TENNCARE. 
 

2.17.1.5 Prior to modifying any approved member material, the CONTRACTOR shall submit 
for written approval by TENNCARE a detailed description of the proposed 
modification. Proposed modifications shall be submitted in accordance with the 
requirements herein. 
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2.17.1.6 TENNCARE reserves the right to notify the CONTRACTOR to discontinue or 

modify member materials after approval. 
 
2.17.2 Written Material Guidelines 
 

The CONTRACTOR shall comply with the following requirements as it relates to written 
member materials: 
 
2.17.2.1 All member materials shall be worded at a sixth (6th) grade reading level, unless 

TENNCARE approves otherwise; 
 
2.17.2.2 All written materials shall be clearly legible with a minimum font size of 12pt. with 

the exception of member I.D. cards, and unless otherwise approved in writing by 
TENNCARE; 

 
2.17.2.3 All written materials shall be printed with the assurance of non-discrimination as 

provided in Section 4.32.1; 
 
2.17.2.4 The following shall not be used on any written materials, including but not limited to 

member materials, without the written approval of TENNCARE: 
 
2.17.2.4.1 The Seal of the State of Tennessee; 
 
2.17.2.4.2 The TennCare name unless the initials “SM” denoting a service mark, is 

superscripted to the right of the name (TennCaresm); 
 
2.17.2.4.3 The word “free” unless the service is at no cost to all members. If members have cost 

sharing or patient liability responsibilities, the service is not free. Any conditions of 
payments shall be clearly and conspicuously disclosed in close proximity to the 
“free” good or service offer; and 

 
2.17.2.4.4 The use of phrases to encourage enrollment such as “keep your doctor” implying that 

enrollees can keep all of their providers. Enrollees in TennCare shall not be led to 
think that they can continue to go to their current provider, unless that particular 
provider is a contract provider with the CONTRACTOR’s MCO; 

 
2.17.2.5 All vital CONTRACTOR documents shall be translated and available in Spanish. 

Within ninety (90) calendar days of notification from TENNCARE, all vital 
CONTRACTOR documents shall be translated and available to each Limited English 
Proficiency group identified by TENNCARE that constitutes five percent (5%) of the 
TennCare population or one-thousand (1,000) enrollees, whichever is less; 

 
2.17.2.6 All written member materials shall notify enrollees that oral interpretation is 

available for any language at no expense to them and how to access those services;  
 

2.17.2.7 All written member materials shall be made available in alternative formats for 
persons with special needs at no expense to the member; and 
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2.17.2.8 The CONTRACTOR shall provide written notice to members of any changes in 
policies or procedures described in written materials previously sent to members. The 
CONTRACTOR shall provide written notice at least thirty (30) days before the 
effective date of the change. 

 
2.17.3 Distribution of Member Materials  
 

2.17.3.1 The CONTRACTOR shall distribute member materials as required by this 
Agreement. Required materials, described below, include member handbooks, 
provider directories, quarterly member newsletters, identification cards, and 
CHOICES member education materials.  
 

2.17.3.2 The CONTRACTOR may distribute additional materials and information, other than 
those required by this Section, Section 2.17, to members in order to promote health 
and/or educate enrollees.  

 
2.17.4 Member Handbooks  
 

2.17.4.1 The CONTRACTOR shall develop a member handbook based on a template 
provided by TENNCARE, and update it periodically (at least annually). Upon notice 
to TENNCARE of material changes to the member handbook, the CONTRACTOR 
shall make appropriate revisions and immediately distribute the revised handbook to 
members and providers.  
 

2.17.4.2 The CONTRACTOR shall distribute member handbooks to members within thirty 
(30) calendar days of receipt of notice of enrollment in the CONTRACTOR’s MCO 
or prior to enrollees’ enrollment effective date as described in Section 2.4.5 and at 
least annually thereafter. In the event of material revisions to the member handbook, 
the CONTRACTOR shall distribute the new and revised handbook to all members 
immediately. 
 

2.17.4.3 In situations where there is more than one member in a TennCare case, it shall be 
acceptable for the CONTRACTOR to mail one (1) member handbook to each 
address listed for the member’s TennCare case number when there is more than one 
(1) new enrollee assigned to the same case number at the time of enrollment and 
when subsequent new or updated member handbooks are mailed to members. Should 
a single individual be enrolled and be added into an existing case, a member 
handbook (new or updated) shall be mailed to that individual regardless of whether or 
not a member handbook has been previously mailed to members in the existing case.  
 

2.17.4.4 The CONTRACTOR shall distribute a member handbook to all contract providers 
upon initial credentialing, annually thereafter to all contract providers and the FEA as 
handbooks are updated, and whenever there are material revisions. For purposes of 
providing member handbooks to providers and to the FEA, it shall be acceptable to 
provide handbooks in electronic format, including but not limited to CD or access via 
a web link.   

 
2.17.4.5 The CONTRACTOR shall develop a supplement for the member handbook that 

includes information regarding the CHOICES program. The supplement shall include 
the information specified in Section 2.17.4.7 that is not currently included in the 
member handbook, as determined by TENNCARE.  
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2.17.4.5.1 The CONTRACTOR shall distribute the supplement to all existing members, 

contract providers, and the FEA after TENNCARE has issued member notices 
regarding CHOICES implementation but prior to the implementation date of 
CHOICES in the Grand Region covered by this Agreement, to new members in 
accordance with Section 2.17.4.2 above, and to all contract providers and the FEA in 
accordance with 2.17.4.4 above. The CONTRACTOR shall distribute the supplement 
until the member handbook is revised to include the CHOICES program, which shall 
be no later than the date specified by TENNCARE. 

 
2.17.4.6 The CONTRACTOR shall print, disseminate and review with each CHOICES 

member participating in consumer direction of HCBS a consumer direction handbook 
developed by TENNCARE. In the event of material revisions to the consumer 
direction handbook, the CONTRACTOR shall immediately disseminate and review 
with each CHOICES member participating in consumer direction key changes as 
reflected in the new and revised consumer direction handbook. 

 
2.17.4.7 Each member handbook shall, at a minimum, be in accordance with the following 

guidelines: 
 

2.17.4.7.1 Shall be in accordance with all applicable requirements as described in Section 2.17.2 
of this Agreement; 

 
2.17.4.7.2 Shall include a table of contents; 

 
2.17.4.7.3 Shall include an explanation on how members will be notified of member specific 

information such as effective date of enrollment, of PCP assignment, and of care 
coordinator assignment for CHOICES members; 

 
2.17.4.7.4 Shall include an explanation of how members can request to change PCPs; 
 
2.17.4.7.5 Shall include a description of services provided including benefit limits, the 

consequences of reaching a benefit limit, non-covered services, and use of non-
contract providers, including that members are not entitled to a fair hearing about 
non-covered services and that members shall use contract providers except in 
specified circumstances; 

 
2.17.4.7.6 Shall explain that prior authorization is required for some services, including non-

emergency services provided by a non-contract provider, and that service 
authorization is required for all long-term care services; that such services will be 
covered and reimbursed only if such prior authorization/service authorization is 
received before the service is provided; that all prior authorizations/service 
authorizations are null and void upon expiration of a member’s TennCare eligibility; 
and that the member shall be responsible for payment for any services provided after 
the member’s eligibility has expired;  
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2.17.4.7.7 Shall include a statement advising members that the CONTRACTOR may choose to 
provide certain non-covered services to a particular member when the 
CONTRACTOR determines that such non-covered services are an appropriate and 
more cost-effective way of meeting the member’s needs than other covered services 
that would otherwise be provided; a member is not entitled to receive these non-
covered services; the decision to provide or not provide these services to a particular 
member is at the sole discretion of the CONTRACTOR; and if the CONTRACTOR 
does not provide one of these non-covered services to a member, the member is not 
entitled to a fair hearing regarding the decision; 

 
2.17.4.7.8 Shall include descriptions of the Medicaid Benefits, Standard Benefits, and the 

covered long-term care services for CHOICES members, by CHOICES group. 
 

2.17.4.7.9 Shall include a description of TennCare cost sharing or patient liability 
responsibilities including an explanation that providers and/or the CONTRACTOR 
may utilize whatever legal actions are available to collect these amounts. Further, the 
information shall specify the instances in which a member may be billed for services, 
and shall indicate that the member may not be billed for covered services except for 
the amounts of the specified TennCare cost sharing or patient liability responsibilities 
and explain the member’s right to appeal in the event that they are billed for amounts 
other than their TennCare cost sharing or patient liability responsibilities. The 
information shall also identify the potential consequences if the member does not pay 
his/her patient liability, including loss of the member’s current nursing facility 
provider, disenrollment from CHOICES, and, to the extent the member’s eligibility 
depends on receipt of long-term care services, loss of eligibility for TennCare;  

 
2.17.4.7.10 Shall include information about preventive services for adults and children, including 

TENNderCare, a listing of covered preventive services, and notice that preventive 
services are at no cost and without cost sharing responsibilities;  

 
2.17.4.7.11 Shall include procedures for obtaining required services, including procedures for 

obtaining referrals to specialists as well as procedures for obtaining referrals to non-
contract providers. The handbook shall advise members that if they need a service 
that is not available from a contract provider, they will be referred to a non-contract 
provider and any copayment requirements would be the same as if this provider were 
a contract provider;  

 
2.17.4.7.12 Shall include information on the CHOICES program, including a description of the 

CHOICES groups; eligibility for CHOICES; enrollment in CHOICES, including 
whom to contact at the MCO regarding enrollment in CHOICES; enrollment targets 
for Group 2 and Group 3, including reserve capacity and administration of waiting 
lists; and CHOICES benefits, including benefit limits, the individual cost neutrality 
cap for Group 2, and the expenditure cap for Group 3; 

 
2.17.4.7.13 Shall include information on care coordination for CHOICES members, including but 

not limited to the role of the care coordinator, level of care assessment and 
reassessment, needs assessment and reassessment, and care planning, including the 
development of a plan of care for members in CHOICES Groups 2 and 3; 
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2.17.4.7.14 Shall include information on the right of CHOICES members to request an objective 
review by the State of their needs assessment and/or care planning processes and how 
to request such a review; 

 
2.17.4.7.15 Shall include information regarding consumer direction of HCBS, including but not 

limited to the roles and responsibilities of the member or the member’s 
representative, the services that can be directed, the member’s right to participate in  
or voluntarily withdraw from consumer direction at any time, the role of and services 
provided by the FEA, as well as a statement that voluntary or involuntary withdrawal 
from consumer direction will not affect a member’s eligibility for CHOICES; 

 
2.17.4.7.16 Shall include an explanation of emergency services and procedures on how to obtain 

emergency services both in and out of the CONTRACTOR’s service area, including 
but not limited to: an explanation of post-stabilization services, the use of 911, 
locations of emergency settings and locations for post-stabilization services; 

 
2.17.4.7.17 Shall include information on how to access the primary care provider on a twenty-

four (24) hour basis as well as the twenty-four (24) hour nurse line. The handbook 
may encourage members to contact the PCP or twenty-four (24) hour nurse line when 
they have questions as to whether they should go to the emergency room; 

 
2.17.4.7.18 Shall include information on how to access a care coordinator, including the ability to 

access a care coordinator after regular business hours through the twenty-four (24) 
hour nurse triage/advice line. 

 
2.17.4.7.19 Shall include notice of the right to file a complaint as is provided for by Title VI of 

the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973, Title II 
of the Americans with Disabilities Act of 1990, the Age Discrimination Act of 1975, 
the Omnibus Budget Reconciliation Act of 1981 (P.L. 97-35) and a complaint form 
on which to do so;  

 
2.17.4.7.20 Shall include information about the Long-Term Care Ombudsman Program; 
 
2.17.4.7.21 Shall include information about the CHOICES consumer advocate, including but not 

limited to the role of the consumer advocate in the CHOICES program and how to 
contact the consumer advocate for assistance; 

 
2.17.4.7.22 Shall include information about how to report suspected abuse, neglect, and 

exploitation of members who are adults (see TCA 71-6-101 et seq.) and suspected 
brutality, abuse, or neglect of members who are children (see TCA 37-1-401 et seq. 
and TCA 37-1-601 et seq.), including the phone numbers to call to report suspected 
abuse/neglect; 

 
2.17.4.7.23 Shall include complaint and appeal procedures as described in Section 2.19 of this 

Agreement; 
 
2.17.4.7.24 Shall include notice that in addition to the member’s right to file an appeal directly to 

TENNCARE for adverse actions taken by the CONTRACTOR, the member shall 
have the right to request reassessment of eligibility related decisions directly to 
TENNCARE; 
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2.17.4.7.25 Shall include written policies on member rights and responsibilities, pursuant to 42 
CFR 438.100 and NCQA’s Standards and Guidelines for the Accreditation of MCOs;  

 
2.17.4.7.26 Shall include written information concerning advance directives as described in 42 

CFR 489 Subpart I and in accordance with 42 CFR 422.128; 
 
2.17.4.7.27 Shall include notice that enrollment in the CONTRACTOR’s MCO invalidates any 

prior authorization for services granted by another MCO but not utilized by the 
member prior to the member’s enrollment into the CONTRACTOR’s MCO and 
notice of continuation of care when entering the CONTRACTOR’s MCO as 
described in Section 2.9.2 of this Agreement;  

 
2.17.4.7.28 Shall include notice to the member that it is the member’s responsibility to notify the 

CONTRACTOR, TENNCARE, and DHS (or for SSI eligibles, SSA) each and every 
time the member moves to a new address and that failure to notify DHS (or for SSI 
eligibles, SSA) could result in the member not receiving important eligibility and/or 
benefit information; 

 
2.17.4.7.29 Shall include notice that a new member may request to change MCOs at anytime 

during the forty-five (45) calendar day period immediately following their initial 
enrollment in an MCO, subject to the capacity of the selected MCO to accept 
additional members and any restrictions limiting enrollment levels established by 
TENNCARE. This notice shall include instructions on how to contact TENNCARE 
to request a change;  

 
2.17.4.7.30 Shall include notice that the member may change MCOs at the next choice period as 

described in Section 2.4.7.2.2 of this Agreement and shall have a forty-five (45) 
calendar day period immediately following the enrollment, as requested during said 
choice period, in a new MCO to request to change MCOs, subject to the capacity of 
the selected MCO to accept additional enrollees and any restrictions limiting 
enrollment levels established by TENNCARE. This notice shall include instructions 
on how to contact TENNCARE to request a change; 

 
2.17.4.7.31 Shall include notice that the member has the right to ask TENNCARE to change 

MCOs based on hardship, the circumstances which constitute hardship, explanation 
of the member’s right to file an appeal if such request is not granted, and how to do 
so;  

 
2.17.4.7.32 Shall include notice of the enrollee’s right to terminate participation in the TennCare 

program at any time with instructions to contact TENNCARE for termination forms 
and additional information on termination;  

 
2.17.4.7.33 Shall include TENNCARE and MCO member services toll-free telephone numbers, 

including the TENNCARE hotline, the CONTRACTOR’s member services 
information line, and the CONTRACTOR’s 24/7 nurse triage/advice line with a 
statement that the member may contact the CONTRACTOR or TENNCARE 
regarding questions about the TennCare program, including CHOICES, as well as the 
service/information that may be obtained from each line;  
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2.17.4.7.34 Shall include information on how to obtain information in alternative formats or how 
to access interpretation services as well as a statement that interpretation and 
translation services are free;  

 
2.17.4.7.35 Shall include information educating members of their rights and necessary steps to 

amend their data in accordance with HIPAA regulations and state law;  
 
2.17.4.7.36 Shall include directions on how to request and obtain information regarding the 

“structure and operation of the MCO” and “physician incentive plans” (see Section 
2.17.8.2); 

 
2.17.4.7.37 Shall include information that the member has the right to receive information on 

available treatment options and alternatives, presented in a manner appropriate to the 
member’s condition and ability to understand;  

 
2.17.4.7.38 Shall include information that the member has the right to be free from any form of 

restraint or seclusion used as a means of coercion, discipline, convenience, or 
retaliation;  

 
2.17.4.7.39 Shall include information on appropriate prescription drug usage (see Section 

2.9.10); and  
 
2.17.4.7.40 Shall include any additional information required in accordance with NCQA’s 

Standards and Guidelines for the Accreditation of MCOs. 
 
2.17.5 Quarterly Member Newsletter 
 

2.17.5.1 General Newsletter 
 

The CONTRACTOR shall, at a minimum, distribute on a quarterly basis a newsletter 
to all members which is intended to educate the enrollee to the managed care system, 
proper utilization of services, etc., and encourage utilization of preventive care 
services.  

  
2.17.5.2 Teen/Adolescent Newsletter 

 
The CONTRACTOR shall, at a minimum, distribute on a quarterly basis a newsletter 
to all enrollees between the ages of 15 and 20 which is intended to educate the enrollee 
to the managed care system, proper utilization of services, etc., with an emphasis on the 
encouragement to utilize TENNderCare services.   

 
2.17.5.2.1 The Teen/Adolescent Newsletter shall be a product of the MCO Adolescent Well-

Care Collaborative. The MCOs will agree on five required topics to include in each 
newsletter. MCOs may include additional articles at their discretion; no deviation 
from the five agreed upon articles will be allowed unless approved in writing by 
TENNCARE.  

 
2.17.5.2.1.1 The CONTRACTOR shall include the following information in each newsletter:      

         
2.17.5.2.1.1.1 Five teen/adolescent specific articles as agreed upon by the MCO Adolescent 

Well Care Collaborative; and 
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2.17.5.2.1.1.2 The procedure on how to obtain information in alternative formats or how to 

access interpretation services as well as a statement that interpretation and 
translation services are free; and 

 
2.17.5.2.1.1.3 TENNderCare information, including but not limited to, encouragement to obtain 

screenings and other preventive care services. 
 

2.17.5.3 The CONTRACTOR shall include the following information in each newsletter: 
 

2.17.5.3.1 Specific articles or other specific information as described when requested by 
TENNCARE. Such requests by TENNCARE shall be limited to two hundred (200) 
words and shall be reasonable including sufficient notification of information to be 
included; 

 
2.17.5.3.2 At least one specific article targeted to CHOICES members; 

 
2.17.5.3.3 Notification regarding the CHOICES program, including a brief description and 

whom to contact for additional information; 
 

2.17.5.3.4 The procedure on how to obtain information in alternative formats or how to access 
interpretation services as well as a statement that interpretation and translation 
services are free;  

 
2.17.5.3.5 A notice to members of the right to file a complaint, as is provided for by Title VI of 

the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973, Title II 
of the Americans with Disabilities Act of 1990, the Age Discrimination Act of 1975, 
the Omnibus Budget Reconciliation Act of 1981 (P.L. 97-35), and a CONTRACTOR 
phone number for doing so. The notice shall be in English and Spanish;  
 

2.17.5.3.6 TENNderCare information, including but not limited to, encouragement to obtain 
screenings and other preventive care services;  
 

2.17.5.3.7 Information about appropriate prescription drug usage;  
 

2.17.5.3.8 TENNCARE and MCO member services toll-free telephone numbers, including the 
TENNCARE hotline, the CONTRACTOR’s member services information line, and 
the CONTRACTOR’s 24/7 nurse triage/advice line as well as the service/information 
that may be obtained from each line; and 
 

2.17.5.3.9 The following statement: “To report fraud or abuse to the Office of Inspector General 
(OIG) you can call toll-free 1-800-433-3982 or go online to www.state.tn.us/tenncare 
and click on ‘Report Fraud’. To report provider fraud or patient abuse to the 
Medicaid Fraud Control Unit (MFCU), call toll-free 1-800-433-5454.” 
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2.17.5.4 The quarterly member newsletters shall be disseminated within thirty (30) calendar 
days of the start of each calendar year quarter. In order to satisfy the requirement to 
distribute the quarterly newsletter to all members, it shall be acceptable to mail one 
(1) quarterly newsletter to each address associated with the member’s TennCare case 
number. In addition to the prior authorization requirement regarding dissemination of 
materials to members, the CONTRACTOR shall also submit to TENNCARE, five 
(5) final printed originals, unless otherwise specified by TENNCARE, of the 
newsletters and documentation from the MCO's mail room or outside vendor 
indicating the quantity and date mailed to TennCare as proof of compliance by the 
30th of the month following each quarter in accordance with the reporting schedules 
as described in Section 2.30.1.3 of this Agreement. 

 
2.17.6 Identification Card 
 

Each member shall be provided an identification card, which identifies the member as a 
participant in the TennCare program within thirty (30) calendar days of notification of enrollment 
into the CONTRACTOR’s MCO or prior to the member’s enrollment effective date. The 
identification card shall be durable (e.g., plastic or other durable paper stock but not regular paper 
stock), shall comply with all state and federal requirements and, at a minimum, shall include:  

 
2.17.6.1 The CONTRACTOR’s name and issuer identifier, with the company logo; 

 
2.17.6.2 Phone numbers for information and/or authorizations, including for physical health, 

behavioral health, and long-term care services;  
 
2.17.6.3 Descriptions of procedures to be followed for emergency or special services; 
 
2.17.6.4 The member’s identification number; 
 
2.17.6.5 The member’s name (First, Last and Middle Initial); 
 
2.17.6.6 The member’s date of birth; 
 
2.17.6.7 The member’s enrollment effective date; 
 
2.17.6.8 Co-payment information;  
 
2.17.6.9 The Health Insurance Portability and Accountability Act (HIPAA) adopted identifier;  
 
2.17.6.10 The words “Medicaid” or “Standard” based on eligibility; and 
 
2.17.6.11 For CHOICES members, the word “CHOICES.” 

 
2.17.7 CHOICES Member Education Materials 
 

2.17.7.1 The CONTRACTOR shall explain and provide member education materials to each 
CHOICES member (see Section 2.9.6.9.6.4.2).  
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2.17.7.2 The CONTRACTOR shall update and re-print the CHOICES member education 
materials as specified and with advance notice by TENNCARE. The revised 
materials shall be submitted to TENNCARE for review and approval. Upon 
TENNCARE approval, the CONTRACTOR shall immediately distribute the updated 
materials to all CHOICES members. 

 
2.17.7.3 The materials shall comply with all state and federal requirements and, at a 

minimum, shall include:  
 
2.17.7.3.1 A description of the CHOICES program, including the CHOICES Groups; 
 
2.17.7.3.2 Information on CHOICES groups and the covered long-term care services for each 

CHOICES group, including HCBS benefit limits; 
 
2.17.7.3.3 A general description of care coordination and the role of the care coordinator; 
 
2.17.7.3.4 Information about contacting and changing the member’s care coordinator, including 

but not limited to how to contact the care coordinator, how and when the member 
will be notified of who the assigned care coordinator is, and the procedure for making 
changes to the assigned care coordinator, whether initiated by the CONTRACTOR or  
requested by the member; 

 
2.17.7.3.5 Information about the CHOICES consumer advocate, including but not limited to the 

role of the CHOICES consumer advocate and how to contact the consumer advocate 
for assistance; 

 
2.17.7.3.6 Information and procedures on how to report suspected abuse and neglect (including 

abuse, neglect and/or exploitation of members who are adults and suspected brutality, 
abuse, or neglect of members who are children), including the phone numbers to call 
to report suspected abuse and neglect;  

 
2.17.7.3.7 Information about estate recovery; 
 
2.17.7.3.8 The procedure on how to obtain member materials in alternative formats for 

members with special needs and how to access oral interpretation services and that 
both alternative formats and interpretation services are available at no expense to the 
member;  

 
2.17.7.3.9 TENNCARE and MCO member services toll-free telephone numbers, including the 

TENNCARE hotline, the CONTRACTOR’s member services information line, and 
the CONTRACTOR’s 24/7 nurse triage/advice line as well as the service/information 
that may be obtained from each line; 

 
2.17.7.3.10 Information about the member’s right to choose between nursing facility and HCBS 

if the member qualifies for nursing home care and if the member’s needs can be 
safely and effectively met in the community and at a cost that does not exceed the 
member’s cost neutrality cap; 

 
2.17.7.3.11 A description of the care coordinator’s role and responsibilities for CHOICES Group 

1 members, which at a minimum shall include: 
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2.17.7.3.11.1 Performing needs assessments as deemed necessary by the CONTRACTOR; 
 
2.17.7.3.11.2 Participating in the nursing facility’s care planning process; 
 
2.17.7.3.11.3 Coordinating the member’s physical health, behavioral health, and long-term 

care needs; 
 

2.17.7.3.11.4 Conducting face-to-face visits every six (6) months; 
 

2.17.7.3.11.5 Conducting level of care reassessments; and 
 

2.17.7.3.11.6 Determining the member’s interest in transition to the community and facilitating 
such transition, as appropriate. 

 
2.17.7.3.12 Information for Group 1 members about patient liability responsibilities including the 

potential consequences of failure to comply with patient liability requirements, 
including loss of the member’s nursing facility provider, disenrollment from 
CHOICES, and to the extent that the member’s eligibility depends on receipt of long-
term care services, loss of eligibility for TennCare; 

 
2.17.7.3.13 Information for Group 1 members about the CONTRACTOR’s nursing facility 

transition process; 
 
2.17.7.3.14 A statement advising members in Groups 2 and 3 that the CONTRACTOR may 

choose to provide certain non-covered services to a particular member when the 
CONTRACTOR determines that such services are an appropriate and more cost-
effective way of meeting the member’s needs than other covered services that would 
otherwise be provided; a member is not entitled to receive these non-covered 
services; the decision to provide or not provide these non-covered services to a 
particular member is at the sole discretion of the CONTRACTOR; and if the 
CONTRACTOR does not provide one of these non-covered services to a member, 
the member is not entitled to a fair hearing regarding the decision; 

 
2.17.7.3.15 A statement advising members in Group 2 that the cost of providing HCBS, home 

health, and private duty nursing shall not exceed the member’s cost neutrality cap, 
and that the cost neutrality cap reflects the projected cost of providing nursing facility 
services to the member;  

 
2.17.7.3.16 A statement advising members in Group 3 that the cost of providing HCBS, 

excluding home modification, to members in CHOICES Group 3 shall not exceed the 
expenditure cap; 

 
2.17.7.3.17 An explanation for members in Group 2 of what happens when a member is 

projected to exceed his/her cost neutrality cap, which shall include the following: The 
CONTRACTOR will first work with the member to modify the member’s plan of 
care to safely and effectively meet the member’s needs in the community and at a 
cost that is less than the member’s cost neutrality cap; if that is not possible, the 
member will be transitioned to a more appropriate setting (a nursing facility); and if 
the member declines to move to a more appropriate setting, the member may be 
disenrolled from CHOICES, and to the extent that the member’s eligibility depends 
on receipt of long-term care services, may lose eligibility for TennCare; 
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2.17.7.3.18 A statement advising CHOICES members in Group 3 that the CONTRACTOR will 

deny HCBS in excess of the expenditure cap; 
  

2.17.7.3.19 A statement advising members that HCBS provided by the CONTRACTOR to 
CHOICES members will build upon and not supplant a member’s existing support 
system, including but not limited to informal supports provided by family and other 
caregivers, services that may be available at no cost to the member through other 
entities, and services that are reimbursable through other public or private funding 
sources, such as Medicare or long-term care insurance; 

 
2.17.7.3.20 A description of the care coordinator’s role and responsibilities for CHOICES Group 

2 and 3 members, which at a minimum shall include: 
 

2.17.7.3.20.1 Conducting an individualized, comprehensive needs assessment; 
 
2.17.7.3.20.2 Coordinating a care plan team and facilitating the development of a plan of care; 
 
2.17.7.3.20.3 Coordinating the identification of the member’s physical health, behavioral 

health and long-term care needs and coordinating services to meet those needs; 
 
2.17.7.3.20.4 Implementing the authorized plan of care, including ensuring the timely delivery 

of services in accordance with the plan of care; 
 
2.17.7.3.20.5 Providing assistance in resolving any concerns about service delivery or 

providers; 
 
2.17.7.3.20.6 Explanation of the minimum contacts a care coordinator is required to make and 

a statement that the care coordinator may be contacted as often as the member 
needs to contact the care coordinator; 

 
2.17.7.3.20.7 Completing level of care and needs reassessments and updating the plan of care; 

and 
 
2.17.7.3.20.8 Ongoing monitoring of service delivery to ensure that any service gaps are 

immediately addressed and that provided services meet the member’s needs; 
 

2.17.7.3.21 Information about the right of members in Groups 2 and 3 to request an objective 
review by the State of his/her needs assessment and/or care planning processes and 
how to make such a request; 

 
2.17.7.3.22 Information for members in Groups 2 and 3 on consumer direction of HCBS, 

including but not limited to the roles and responsibilities of the member; the ability of 
the member to select a representative and who can be a representative; the services 
that can be directed; the member’s right to participate in and voluntarily withdraw 
from consumer direction at any time; how to choose to participate in consumer 
direction; the role of the FEA; who can/cannot be hired by the member to perform the 
services, and when a family member can be paid to provide care and applicable 
limitations thereto; and 
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2.17.7.3.23 Information for members in Groups 2 and 3 regarding self-direction of health care 
tasks. 
 

2.17.8 Provider Directories 
 

2.17.8.1 The CONTRACTOR shall distribute general provider directories (see Section 
2.17.8.5 below) to new members within thirty (30) calendar days of receipt of 
notification of enrollment in the CONTRACTOR’s MCO or prior to the member’s 
enrollment effective date.  

 
2.17.8.2 The CONTRACTOR shall provide the CHOICES provider directory (see Section 

2.17.8.6 below) to each CHOICES member as part of the face-to-face visit (for 
members enrolled through the SPOE) or face-to-face intake visit (for current 
members) as applicable, but not more than thirty (30) days from notice of CHOICES 
enrollment. 

 
2.17.8.3 The CONTRACTOR shall also be responsible for redistribution of updated provider 

information on a regular basis and shall redistribute a complete and updated general 
provider directory to all members and an updated CHOICES provider directory to 
CHOICES members at least on an annual basis. In situations where there is more 
than one enrollee in a TennCare case, it shall be acceptable for the CONTRACTOR 
to mail one (1) general provider directory to each address listed for the enrollee’s 
TennCare case number when there is more than one (1) new enrollee assigned to the 
same case number at the time of enrollment and when subsequent updated provider 
directories are mailed to enrollees. Should a single individual be enrolled and be 
added into an existing case, a provider directory shall be mailed to that individual 
regardless of whether or not a provider directory has been previously mailed to 
enrollees in the existing case. 
 

2.17.8.4 Provider directories (including both the general provider directory and the CHOICES 
provider directory), and any revisions thereto, shall be submitted to TENNCARE for 
written approval prior to distribution to enrollees in accordance with Section 2.17.1 
of this Agreement. The text of the directory shall be in the format prescribed by 
TENNCARE. In addition, the provider information used to populate the provider 
directory shall be submitted as a TXT file or such format as otherwise approved in 
writing by TENNCARE and be produced using the same extract process as the actual 
provider directory.  
 

2.17.8.5 The CONTRACTOR shall develop and maintain a general provider directory, which 
shall be distributed to all members. The general provider directory shall include the 
following: names, locations, telephone numbers, office hours, and non-English 
languages spoken by contract PCPs and specialists; identification of providers 
accepting new patients; and identification of whether or not a provider performs 
TENNderCare screens; hospital listings, including locations of emergency settings 
and post-stabilization services, with the name, location, and telephone number of 
each facility/setting; and a prominent notice that CHOICES members should refer to 
the CHOICES provider directory for information on long-term care providers.  
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2.17.8.6 The CONTRACTOR shall develop and maintain a CHOICES provider directory that 
includes long-term care providers. The CHOICES provider directory, which shall be 
provided to all CHOICES members, shall include the following: nursing facility 
listings with the name, location, and telephone number of each facility; community-
based residential alternatives, by type, with the name, location, and telephone number 
of each facility; and a listing of other (non-residential) HCBS providers with the 
name, location, telephone number, and type of services by county of each provider. 

 
2.17.9 Additional Information Available Upon Request 
 

The CONTRACTOR shall provide all other information to members as required by CMS, 
including but not limited to the following information to any enrollee who requests it:  

 
2.17.9.1 Information regarding the structure and operation of the CONTRACTOR’s MCO; 

and 
 

2.17.9.2 Information regarding physician incentive plans, including but not limited to: 
 

2.17.9.2.1 Whether the CONTRACTOR uses a physician incentive plan that affects the use of 
referral services; 
 

2.17.9.2.2 The type of incentive arrangement; and 
 

2.17.9.2.3 Whether stop-loss protection is provided. 
 
18. Section 2.18 shall be deleted in its entirety and replaced with the following: 
 
2.18 CUSTOMER SERVICE 
 
2.18.1 Member Services Toll-Free Phone Line  

 
2.18.1.1 The CONTRACTOR shall operate a toll-free telephone line (member services 

information line) to respond to member questions, concerns, inquiries, and 
complaints from the member, the member’s family, or the member’s provider.  

 
2.18.1.2 The CONTRACTOR shall develop member services information line policies and 

procedures that address staffing, training, hours of operation, access and response 
standards, transfers/referrals, including CHOICES referrals from all sources, 
monitoring of calls via recording or other means, and compliance with standards. 

 
2.18.1.3 The member services information line shall handle calls from callers with Limited 

English Proficiency as well as calls from members who are hearing impaired.  
 
2.18.1.4 The CONTRACTOR shall ensure that the member services information line is 

staffed adequately to respond to members’ questions, at a minimum, from 8 a.m. to 5 
p.m., in the time zone applicable to the Grand Region being served (for the Middle 
Grand Region, the applicable time zone shall be Central Time), Monday through 
Friday, except State of Tennessee holidays. 

 
2.18.1.5 The member services information line shall be staffed twenty-four (24) hours a day, 

seven (7) days a week with qualified nurses to triage urgent care and emergency calls 
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from members and to facilitate transfer of calls to a care coordinator from or on 
behalf of a CHOICES member that require immediate attention by a care coordinator. 
The CONTRACTOR may meet this requirement by having a separate nurse 
triage/nurse advice line that otherwise meets all of the requirements of this Section, 
Section 2.18.1.  

 
2.18.1.6 The CONTRACTOR shall ensure that all calls from CHOICES members to the nurse 

triage/nurse advice line that require immediate attention are immediately addressed 
or transferred to a care coordinator. During normal business hours, the transfer shall 
be a “warm transfer” (see definition in Section 1). After normal business hours, if the 
CONTRACTOR cannot transfer the call as a “warm transfer”, the CONTRACTOR 
shall ensure that a care coordinator is notified and returns the member’s call within 
thirty (30) minutes and that the care coordinator has access to the necessary 
information (e.g., the member’s back-up plan) to resolve member issues. The 
CONTRACTOR shall implement protocols, prior approved by TENNCARE, that 
describe how calls to the nurse triage/nurse advice line from CHOICES members will 
be handled. 

 
2.18.1.7 The member services information line shall be adequately staffed with staff trained to 

accurately respond to member questions regarding the TennCare program and the 
CONTRACTOR’s MCO, including but not limited to, covered services, the 
CHOICES program, TENNderCare, and the CONTRACTOR’s provider network.   

 
2.18.1.8 The CONTRACTOR shall implement protocols, prior approved by TENNCARE, to 

ensure that calls to the member services information line that should be 
transferred/referred to other CONTRACTOR staff, including but not limited to a 
member services supervisor or a care coordinator, or to an external entity, including 
but not limited to the FEA, are transferred/referred appropriately.  

 
2.18.1.9 The CONTRACTOR shall ensure that calls received during normal business hours 

that require immediate attention by a care coordinator are immediately transferred to 
a care coordinator as a “warm transfer”; that calls received after normal business 
hours that require immediate attention by a care coordinator are transferred to a care 
coordinator in accordance with Section 2.18.1.6; that calls for a member’s care 
coordinator or care coordination team during normal business hours are handled in 
accordance with Section 2.9.6.11.7; that calls transferred to the FEA during business 
hours are “warm transfers”; that calls to other CONTRACTOR staff, at a minimum, 
occur without the caller having to disconnect or place a second call; and that 
messages to care coordinators and other CONTRACTOR are returned by the next 
business day. 

 
2.18.1.10 The CONTRACTOR shall measure and monitor the accuracy of responses and phone 

etiquette and take corrective action as necessary to ensure the accuracy of responses 
and appropriate phone etiquette by staff. 

 
2.18.1.11 The CONTRACTOR shall have an automated system available during non-business 

hours, including weekends and holidays. This automated system shall provide callers 
with operating instructions on what to do in case of an emergency and shall include, 
at a minimum, a voice mailbox for callers to leave messages. The CONTRACTOR 
shall ensure that the voice mailbox has adequate capacity to receive all messages. 
The CONTRACTOR shall return messages on the next business day.  
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2.18.1.12 Performance Standards for Member Services Line/Queue 
 
2.18.1.12.1 The CONTRACTOR shall adequately staff the member services information line to 

ensure that the line, including the nurse triage/nurse advice line or queue, meets the 
following performance standards: less than five percent (5%) call abandonment rate; 
eighty-five percent (85%) of calls are answered by a live voice within thirty (30) 
seconds (or the prevailing benchmark established by NCQA); and average wait time 
for assistance does not exceed ten (10) minutes.  

 
2.18.1.12.2 The CONTRACTOR shall submit the reports required in Section 2.30.12 of this 

Agreement. 
 
2.18.2 Interpreter and Translation Services  
 

2.18.2.1 The CONTRACTOR shall develop written polices and procedures for the provision 
of language interpreter and translation services to any member who needs such 
services, including but not limited to, members with Limited English Proficiency and 
members who are hearing impaired. 

 
2.18.2.2 The CONTRACTOR shall provide interpreter and translation services free of charge 

to members.  
 

2.18.2.3 Interpreter services should be available in the form of in-person interpreters, sign 
language or access to telephonic assistance, such as the ATT universal line.  

 
2.18.3 Cultural Competency 
 

As required by 42 CFR 438.206, the CONTRACTOR shall participate in the State’s efforts to 
promote the delivery of services in a culturally competent manner to all enrollees, including those 
with Limited English Proficiency and diverse cultural and ethnic backgrounds.  

 
2.18.4 Provider Services and Toll-Free Telephone Line  

 
2.18.4.1 The CONTRACTOR shall establish and maintain a provider services function to 

timely and adequately respond to provider questions, comments, and inquiries.  
 
2.18.4.2 The CONTRACTOR shall operate a toll-free telephone line (provider service line) to 

respond to provider questions, comments, and inquiries. 
 

2.18.4.3 The CONTRACTOR shall develop provider service line policies and procedures that 
address staffing, training, hours of operation, access and response standards, 
monitoring of calls via recording or other means, and compliance with standards.  

 
2.18.4.4 The CONTRACTOR shall ensure that the provider service line is staffed adequately 

to respond to providers’ questions at a minimum from 8 a.m. to 5 p.m., in the time 
zone applicable to the Grand Region being served (for the Middle Grand Region, the 
applicable time zone shall be Central Time), Monday through Friday, except State of 
Tennessee holidays.  
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2.18.4.5 The provider service line shall also be adequately staffed to provide appropriate and 
timely responses regarding authorization requests as described in Section 2.14 of this 
Agreement. The CONTRACTOR may meet this requirement by having a separate 
utilization management line. 

 
2.18.4.6 The provider service line shall be adequately staffed with staff trained to accurately 

respond to questions regarding the TennCare program and the CONTRACTOR’s 
MCO, including but not limited to, covered services, the CHOICES program, 
TENNderCare, prior authorization and referral requirements, care coordination, and 
the CONTRACTOR’s provider network. For a period of at least twelve (12) months 
following the implementation of CHOICES in the Grand Region covered by this 
Agreement, the CONTRACTOR shall maintain a dedicated queue to assist long-term 
care providers with enrollment, service authorization, or reimbursement questions or 
issues. Such period may be extended as determined necessary by TENNCARE. 

 
2.18.4.7 For hospitals that have elected to refer patients with non-urgent/emergent conditions 

to alternative settings for treatment, the CONTRACTOR shall have a specific process 
in place whereby the Emergency Department (ED) can contact the CONTRACTOR 
twenty-four (24) hours a day, seven (7) days a week (24/7) via a toll free phone line 
to obtain assistance for members with non-urgent/emergent conditions who do not 
require inpatient admission and who are requesting assistance in scheduling an 
appointment in an alternate treatment setting. The CONTRACTOR may use the 24/7 
nurse triage line described in Section 2.18.1.5 of this Agreement for this purpose or 
may use another line the CONTRACTOR designates. The CONTRACTOR shall 
submit a description of how it will meet the requirements regarding its 24/7 ED 
assistance line, which shall provide the telephone number that will be used for 
hospitals requiring scheduling assistance and describe the process the 
CONTRACTOR will use to assure all requests are responded to appropriately, 
including a description of the training provided to staff answering the 24/7 
scheduling assistance line. The CONTRACTOR shall track and report the total 
number of calls received pertaining to patients in ED’s needing assistance in 
accessing care in an alternative setting in accordance with Section 2.30.12.1.3.   

 
2.18.4.8 The CONTRACTOR shall measure and monitor the accuracy of responses and phone 

etiquette and take corrective action as necessary to ensure the accuracy of responses 
and appropriate phone etiquette by staff. 

 
2.18.4.9 The CONTRACTOR shall have an automated system available during non-business 

hours. This automated system shall include, at a minimum, a voice mailbox for 
callers to leave messages. The CONTRACTOR shall ensure that the voice mailbox 
has adequate capacity to receive all messages. The CONTRACTOR shall return 
messages on the next business day.  

 
2.18.4.10 Performance Standards for Provider Service Line 

 
2.18.4.10.1 The CONTRACTOR shall adequately staff the provider service line to ensure that 

the line, including the utilization management line/queue, meets the following 
performance standards: less than five percent (5%) call abandonment rate; eighty-five 
percent (85%) of calls are answered by a live voice within thirty (30) seconds (or the 
prevailing benchmark established by NCQA); and average wait time for assistance 
does not exceed ten (10) minutes. 
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2.18.4.10.2 The CONTRACTOR shall submit the reports required in Section 2.30.12.1 of this 

Agreement. 
 
2.18.5 Provider Handbook 
 

2.18.5.1 The CONTRACTOR shall issue a provider handbook to all contract providers. The 
CONTRACTOR may distribute the provider handbook electronically (e.g., via its 
website) as long as providers are notified about how to obtain the electronic copy and 
how to request a hard copy at no charge to the provider.  

 
2.18.5.2 The CONTRACTOR shall develop a supplement for the provider handbook 

regarding CHOICES. This supplement shall include the information in Section 
2.18.5.3 relating to the CHOICES program, as determined by TENNCARE, and the 
supplement shall be prior approved by TENNCARE and TDCI. The CONTRACTOR 
shall distribute the supplement to all contract providers no later than the end of the 
quarter prior to implementation of CHOICES. The CONTRACTOR shall distribute 
the supplement until the provider handbook is revised to include the CHOICES 
program, which shall be no later than the date specified by TENNCARE. 

 
2.18.5.3 At a minimum the provider handbook shall include the following information:  

 
2.18.5.3.1 Description of the TennCare program; 

 
2.18.5.3.2 Covered services; 

 
2.18.5.3.3 Description of the CHOICES program including but not limited to who qualifies for 

CHOICES (including the three CHOICES groups and enrollment targets for 
CHOICES Groups 2 and 3); how to enroll in CHOICES; long-term care services 
available to each CHOICES Group (including benefit limits, cost neutrality cap for 
members in Group 2, and the expenditure cap for members in Group 3); consumer 
direction of HCBS; self-direction of health care tasks; the level of care assessment 
and reassessment process; the needs assessment and reassessment processes; 
requirement to provide services in accordance with an approved plan of care 
including the amount, frequency, duration and scope of each service in accordance 
with the member’s service schedule; service authorization requirements and 
processes; the role of the care coordinator; the role and responsibilities of long-term 
care and other providers; requirements regarding the electronic visit verification 
system and the provider’s responsibility in monitoring and immediately addressing 
service gaps, including back-up staff; how to submit clean claims; and documentation 
requirements for HCBS providers; 

 
2.18.5.3.4 Emergency service responsibilities; 

 
2.18.5.3.5 TENNderCare services and standards; 

 
2.18.5.3.6 Information on members’ appeal rights and complaint processes; 

 
2.18.5.3.7 Policies and procedures of the provider complaint system; 

 
2.18.5.3.8 Medical necessity standards and clinical practice guidelines;  
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2.18.5.3.9 PCP responsibilities; 

 
2.18.5.3.10 Coordination with other TennCare contractors or MCO subcontractors;  

 
2.18.5.3.11 Requirements regarding background checks; 
 
2.18.5.3.12 Information on identifying and reporting suspected abuse, neglect, and exploitation 

of members who are adults (see TCA 71-6-101 et seq.) and suspected brutality, 
abuse, or neglect of members who are children (see TCA 37-1-401 et seq. and  TCA 
37-1-601 et seq.), including reporting to APS, CPS, and the CONTRACTOR; 

 
2.18.5.3.13 Requirements for HCBS providers regarding critical incident reporting and 

management (see Section 2.15.8); 
 

2.18.5.3.14 Requirements for nursing facility providers regarding patient liability (see Sections 
2.6.7 and 2.21.5), including the collection of patient liability and the provider’s 
ability, if certain conditions are met (including providing notice and required 
documentation to the CONTRACTOR and notice to the member), to refuse to 
provide services if the member does not pay his/her patient liability, as well as the 
additional potential consequences to the member of non-payment of patient liability, 
including disenrollment from CHOICES, and, to the extent the member’s eligibility 
depends on receipt of long-term care services, loss of eligibility for TennCare;  

 
2.18.5.3.15 Requirement to notify the CONTRACTOR of significant changes in a CHOICES 

member’s condition or care, hospitalizations, or recommendations for additional 
services (see Section 2.12.9.3.7); 

 
2.18.5.3.16 Prior authorization, referral and other utilization management requirements and 

procedures; 
 

2.18.5.3.17 Protocol for encounter data element reporting/records; 
 

2.18.5.3.18 Medical records standard; 
 

2.18.5.3.19 Claims submission protocols and standards, including instructions and all 
information necessary for a clean claim; 

 
2.18.5.3.20 Payment policies;  

 
2.18.5.3.21 Member rights and responsibilities; 

 
2.18.5.3.22 Important phone numbers of all departments/staff a contract provider may need to 

reach at the CONTRACTOR’s MCO; and 
 

2.18.5.3.23 How to reach the contract provider’s assigned provider relations representative. 
 

2.18.5.4 The CONTRACTOR shall disseminate bulletins as needed to incorporate any needed 
changes to the provider handbook. 
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2.18.6 Provider Education and Training 
 

2.18.6.1 The CONTRACTOR shall develop an education and training plan and materials for 
contract providers and provide education and training to contract providers and their 
staff regarding key requirements of this Agreement.  
 

2.18.6.2 The CONTRACTOR shall conduct initial education and training to contract 
providers at least thirty (30) calendar days prior to the start date of operations 

 
2.18.6.3 The CONTRACTOR shall conduct initial education and training for long-term care 

providers regarding the CHOICES program no later than thirty (30) days prior to 
implementation of CHOICES in the Grand Region covered by this Agreement. This 
education and training shall include but not be limited to:  

 
2.18.6.3.1 An overview of the CHOICES program;  
 
2.18.6.3.2 The three CHOICES groups and the enrollment targets for each (as applicable); 

 
2.18.6.3.3 The long-term care services available to each CHOICES group (including benefit 

limits, cost neutrality cap for CHOICES Group 2, and the expenditure cap for 
CHOICES Group 3);  

 
2.18.6.3.4 The level of care assessment and reassessment processes; 

 
2.18.6.3.5 The needs assessment and reassessment processes; 

 
2.18.6.3.6 The CHOICES intake process; 

 
2.18.6.3.7 Service authorization requirements and processes;   

 
2.18.6.3.8 The role and responsibilities of the care coordinator for members in CHOICES 

Group 1; 
 

2.18.6.3.9 The role and responsibilities of the care coordinator for members in CHOICES 
Groups 2 and 3;  

 
2.18.6.3.10 Requirement to provide services in accordance with an approved plan of care 

including the amount, frequency, duration and scope of each service in accordance 
with the member’s service schedule; 

 
2.18.6.3.11 The role and responsibilities of long-term care and other providers;  

 
2.18.6.3.12 Requirements regarding the electronic visit verification system and the provider’s 

responsibility in monitoring and immediately addressing service gaps, including 
back-up staff;  

 
2.18.6.3.13 How to submit clean claims;  

 
2.18.6.3.14 Background check requirements;  

 



Page 223 of 374 

2.18.6.3.15 Information about abuse/neglect (which includes abuse, neglect and exploitation of 
members who are adults and suspected brutality, abuse, or neglect of members who 
are children), including how to assess risk for abuse/neglect, how to identify 
abuse/neglect, and how to report abuse/neglect to APS and the CONTRACTOR;  

 
2.18.6.3.16 Critical incident reporting and management for HCBS providers; 

 
2.18.6.3.17 The member complaint and appeal processes; and 

 
2.18.6.3.18 The provider complaint system. 
 
2.18.6.4 The CONTRACTOR shall provide training and education to long-term care 

providers regarding the CONTRACTOR’s enrollment and credentialing requirements 
and processes (see Section 2.11.8). 
 

2.18.6.5 For a period of at least twelve (12) months following the implementation of 
CHOICES in the Grand Region covered by this Agreement, the CONTRACTOR 
shall conduct monthly education and training for long-term care providers regarding 
claims submission and payment processes, which shall include but not be limited to 
an explanation of common claims submission errors and how to avoid those errors. 
Such period may be extended as determined necessary by TENNCARE.  

 
2.18.6.6 For a period of at least twelve (12) months following the implementation of 

CHOICES in the Grand Region covered by this Agreement, the CONTRACTOR 
shall conduct monthly education and training for HCBS providers regarding the use 
of the EVV system. Such period may be extended as determined necessary by 
TENNCARE.  

 
2.18.6.7 The CONTRACTOR shall provide education and training on documentation 

requirements for HCBS. 
 

2.18.6.8 The CONTRACTOR shall conduct ongoing provider education, training and 
technical assistance as deemed necessary by the CONTRACTOR or TENNCARE in 
order to ensure compliance with this Agreement. 

 
2.18.6.9 The CONTRACTOR shall inform all contract PCPs, specialists, and hospitals about 

the CHOICES program, using a notice developed by TENNCARE, no later than the 
end of the calendar quarter prior to implementation of the CHOICES program in the 
Grand Region covered by this Agreement. 
 

2.18.6.10 The CONTRACTOR shall distribute on a quarterly basis a newsletter to contract 
providers to update providers on CONTRACTOR initiatives and communicate 
pertinent information to contract providers.  

 
2.18.6.11 The CONTRACTOR’s provider relations staff shall contact all contract providers on 

a semi-annual basis to update contract providers on CONTRACTOR initiatives and 
communicate pertinent information to contract providers. At least one of the two 
semi-annual contacts made in a year shall be face-to-face with the provider. Semi-
annual contacts that are not conducted face-to-face shall be conducted via a phone 
conversation with the provider. The CONTRACTOR shall maintain records that 
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provide evidence of compliance with the requirement in this Section 2.18.6.5, 
including when and how contact is made for each contract provider. 

 
2.18.7 Provider Relations  
 

2.18.7.1 The CONTRACTOR shall establish and maintain a formal provider relations 
function to provide ongoing troubleshooting and education for contract providers.  

 
2.18.7.2 The CONTRACTOR shall provide one-on-one assistance to long-term care providers 

as needed to help long-term care providers submit clean and accurate claims and 
minimize claim denial. The CONTRACTOR shall develop and implement protocols, 
prior approved by TENNCARE, that specify the CONTRACTOR’s criteria for 
providing one-on-one assistance to a provider and the type of assistance the 
CONTRACTOR will provide. At a minimum, the CONTRACTOR shall contact a 
provider if, during the first year after implementation of CHOICES in the Grand 
Region covered by this Agreement, the CONTRACTOR has or will deny ten  percent 
(10%) or more of the total value of the provider’s claims for a rolling thirty (30) day 
period, and shall, in addition to issuing a remittance advice, contact the provider to 
review each of the error(s)/reason(s) for denial and advise how the provider can 
correct the error for resubmission (as applicable) and avoid the error/reason for denial 
in the future.  

 
2.18.7.3 The CONTRACTOR shall implement policies to monitor and ensure compliance of 

providers with the requirements of this Agreement. 
 

2.18.7.4 The CONTRACTOR shall conduct an annual survey to assess provider satisfaction, 
including satisfaction with provider enrollment, provider communication, provider 
education, provider complaints, claims processing, claims reimbursement, care 
coordination, and utilization management processes, including medical reviews. The 
CONTRACTOR shall include questions specified by TENNCARE. The 
CONTRACTOR shall submit an annual report on the survey to TENNCARE as 
required in Section 2.30.12.4. The CONTRACTOR shall take action to address 
opportunities for improvement identified through the survey. The survey shall be 
structured so that long-term care provider satisfaction results, behavioral health 
provider satisfaction results, and physical health provider satisfaction results can be 
separately stratified.  

 
2.18.8 Provider Complaint System 
 

2.18.8.1 The CONTRACTOR shall establish and maintain a provider complaint system for 
any provider (contract or non-contract) who is not satisfied with the 
CONTRACTOR’s policies and procedures or a decision made by the 
CONTRACTOR that does not impact the provision of services to members.  
 

2.18.8.2 The procedures for resolution of any disputes regarding the payment of claims shall 
comply with TCA 56-32-126(b) (see Section 2.22.5.2).  
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2.18.9 FEA Education and Training 
 

2.18.9.1 The CONTRACTOR shall provide education and training to the FEA and its staff 
regarding key requirements of this Agreement and the subcontract between the 
CONTRACTOR and the FEA.  
 

2.18.9.2 The CONTRACTOR shall conduct initial education and training to the FEA and its 
staff at least thirty (30) days prior to implementation of CHOICES in the Grand 
Region covered by this Agreement. This education and training shall include but not 
be limited to:  

 
2.18.9.2.1 The roles and responsibilities of the CONTRACTOR and the FEA in implementing 

and monitoring consumer direction of HCBS;  
 
2.18.9.2.2 The FEA’s responsibilities for communicating with the CONTRACTOR, members 

and workers; 
 
2.18.9.2.3 Customer service requirements; 
 
2.18.9.2.4 Requirements and processes regarding referral to the FEA;  
 
2.18.9.2.5 Requirements and processes, including timeframes, for authorization of consumer-

directed HCBS;   
 

2.18.9.2.6 Requirements and processes, including timeframes, for claims submission and 
payment;  

 
2.18.9.2.7 Systems requirements and information exchange requirements;  

 
2.18.9.2.8 Requirements regarding the electronic visit verification system; 

 
2.18.9.2.9 Requirements and role and responsibility regarding abuse and neglect plan protocols 

(see Section 2.24.4.3) and critical incident reporting and management (see Section 
2.15.8); and 

 
2.18.9.2.10 The CONTRACTOR’s member complaint and appeal processes. 
 
2.18.9.3 The CONTRACTOR shall conduct ongoing FEA education, training and technical 

assistance as deemed necessary by the CONTRACTOR or TENNCARE in order to 
ensure compliance with this Agreement and the subcontract between the 
CONTRACTOR and the FEA. 

 
2.18.10 Member Involvement with Behavioral Health Services  
 

2.18.10.1 The CONTRACTOR shall develop policies and procedures with respect to member, 
parent, or legally appointed representative involvement with behavioral health. These 
policies and procedures shall include, at a minimum, the following elements: 

 
2.18.10.1.1 The requirement that all behavioral health treatment plans document member 

involvement. Fulfilling this requirement means that each treatment plan has a 
member/family member signature or the signature of a legally appointed 
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representative on the treatment plan and upon each subsequent treatment plan review, 
where appropriate, and a description of how this requirement will be met; 

 
2.18.10.1.2 The requirement that member education materials include statements regarding the 

member’s, parent’s, or legally appointed representative’s right to involvement in 
behavioral health treatment decisions, their ability to choose and change service 
providers, and a description of how this requirement will be met; 

 
2.18.10.1.3 The requirement that provider education include materials regarding the rights of 

members, parent(s), or legally appointed representatives to be involved in behavioral 
health treatment decisions and a description of how this requirement will be met; and 

 
2.18.10.1.4 A description of the quality monitoring activities to be used to measure provider 

compliance with the requirement for member, parent, or legally appointed 
representative involvement in behavioral health treatment planning. 

 
2.18.10.2 The CONTRACTOR shall provide an education plan for all members with 

behavioral health issues; education shall occur on a regular basis. At a minimum, 
educational materials shall include information on medications and their side effects; 
behavioral health disorders and treatment options; self-help groups, peer support, and 
other community support services available for members and families. 

 
2.18.10.3 The CONTRACTOR shall require providers to inform children and adolescents for 

whom residential treatment is being considered and their parent(s) or legally 
appointed representative, and adults for whom voluntary inpatient treatment is being 
considered, of all their options for residential and/or inpatient placement, and 
alternatives to residential and/or inpatient treatment and the benefits, risks and 
limitations of each in order that they can provide informed consent. 

 
2.18.10.4 The CONTRACTOR shall require providers to inform all members being considered 

for prescription of psychotropic medications of the benefits, risks, and side effects of 
the medication, alternate medications, and other forms of treatment. 

 
19. Section 2.19 shall be deleted in its entirety and replaced with the following: 
 
2.19 COMPLAINTS AND APPEALS  
 
2.19.1 General 
 

2.19.1.1 Members shall have the right to file appeals regarding adverse actions taken by the 
CONTRACTOR. For purposes of this requirement, appeal shall mean a member’s 
right to contest verbally or in writing, any adverse action taken by the 
CONTRACTOR to deny, reduce, terminate, delay or suspend a covered service as 
well as any other acts or omissions of the CONTRACTOR which impair the quality, 
timeliness, or availability of such benefits. An appeal may be filed by the member or 
by a person authorized by the member to do so, including but not limited to, a 
provider or consumer-directed worker with the member’s written consent. Complaint 
shall mean a written or verbal expression of dissatisfaction about an action taken by 
the CONTRACTOR or service provider other than those that meet the definition of 
an adverse action. Examples of complaints include but are not limited to quality of 
care or services provided and aspects of interpersonal relationships such as rudeness 
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of a provider or employee. The CONTRACTOR shall inform members of their 
complaint and appeal rights in the member handbook in compliance with the 
requirements in Section 2.17.4. The CONTRACTOR shall have internal complaint 
and appeal procedures for members in accordance with TennCare rules and 
regulations, the TennCare waiver, consent decrees, or court orders governing the 
appeals process.  

 
2.19.1.2 The CONTRACTOR shall devote a portion of its regularly scheduled QM/QI 

committee meetings, as described in Section 2.15.2, to the review of member 
complaints and appeals that have been received.  

 
2.19.1.3 The CONTRACTOR shall ensure that punitive action is not taken against a provider 

or worker who files an appeal on behalf of a member with the member’s written 
consent, supports a member’s appeal, or certifies that a member’s appeal is an 
emergency appeal and requires an expedited resolution in accordance with TennCare 
policies and procedures.  

 
2.19.2 Complaints 
 

2.19.2.1 The CONTRACTOR’s complaint process shall, at a minimum, meet the 
requirements outlined herein. 

 
2.19.2.2 The CONTRACTOR’s complaint process shall only be for complaints, as defined in 

Sections 1 and 2.19.1.1 of this Agreement. The CONTRACTOR shall ensure that all 
appeals, as defined in Sections 1 and 2.19.1.1, are addressed through the appeals 
process specified in Section 2.19.3 below. 

 
2.19.2.3 The CONTRACTOR shall allow a member to file a complaint either orally or in 

writing at any time.  
 

2.19.2.4 Within five (5) business days of receipt of the complaint, the CONTRACTOR shall 
provide written notice to the member that the complaint has been received and the 
expected date of resolution. However, if the CONTRACTOR resolved the complaint 
and verbally informed the member of the resolution within five (5) business days of 
receipt of the complaint, the CONTRACTOR shall not be required to provide written 
acknowledgement of the complaint. 

 
2.19.2.5 The CONTRACTOR shall resolve and notify the member in writing of the resolution 

of each complaint as expeditiously as possible but no later than thirty (30) days from 
the date the complaint is received by the CONTRACTOR. The notice shall include 
the resolution and the basis for the resolution. However, if the CONTRACTOR 
resolved the complaint and verbally informed the member of the resolution within 
five (5) business days of receipt of the complaint, the CONTRACTOR shall not be 
required to provide written notice of resolution. 

 
2.19.2.6 The CONTRACTOR shall assist members with the complaint process, including but 

not limited to completing forms.   
 

2.19.2.7 The CONTRACTOR shall track and trend all complaints, timeframes and resolutions 
and ensure remediation of individual and/or systemic issues. 
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2.19.2.8 The CONTRACTOR shall submit reports regarding member complaints as specified 
in Section 2.30.13. 

 
2.19.3 Appeals 
 

2.19.3.1 The CONTRACTOR’s appeal process shall, at a minimum, meet the requirements 
outlined herein. 
 

2.19.3.2 The CONTRACTOR shall have a contact person who is knowledgeable of appeal 
procedures and shall direct all appeals, whether the appeal is verbal or the member 
chooses to file in writing, to TENNCARE. Should a member choose to appeal in 
writing, the member shall be instructed to file via mail or fax to the designated 
TENNCARE P. O. Box or fax number for medical appeals.  
 

2.19.3.3 The CONTRACTOR shall have sufficient support staff (clerical and professional) 
available to process appeals in accordance with TennCare requirements related to the 
appeal of adverse actions affecting a TennCare member. The CONTRACTOR shall 
notify TENNCARE of the names of appointed staff members and their phone 
numbers. Staff shall be knowledgeable about applicable state and federal law, 
TennCare rules and regulations, and all court orders and consent decrees governing 
appeal procedures, as they become effective. 
 

2.19.3.4 The CONTRACTOR shall educate its staff concerning the importance of the appeals 
procedure, the rights of the member, and the time frames in which action shall be 
taken by the CONTRACTOR regarding the handling and disposition of an appeal. 
 

2.19.3.5 The CONTRACTOR shall identify the appropriate individual or body within the 
CONTRACTOR’s MCO having decision-making authority as part of the appeal 
procedure.  
 

2.19.3.6 The CONTRACTOR shall have the ability to take telephone appeals and 
accommodate persons with disabilities during the appeals process. Appeal forms 
shall be available at each service site and by contacting the CONTRACTOR. 
However, members shall not be required to use a TENNCARE approved appeal form 
in order to file an appeal. 
 

2.19.3.7 Upon request, the CONTRACTOR shall provide members a TENNCARE approved 
appeal form(s). 
 

2.19.3.8 The CONTRACTOR shall provide reasonable assistance to all appellants during the 
appeal process. 
 

2.19.3.9 At any point in the appeal process, TENNCARE shall have the authority to remove a 
member from the CONTRACTOR’s MCO when it is determined that such removal 
is in the best interest of the member and TENNCARE. 
 

2.19.3.10 The CONTRACTOR shall require providers to display notices of members’ right to 
appeal adverse actions affecting services in public areas of each facility in 
accordance with TennCare rules and regulations. The CONTRACTOR shall ensure 
that providers have correct and adequate supply of public notices. 
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2.19.3.11 Neither the CONTRACTOR nor TENNCARE shall prohibit or discourage any 
individual from testifying on behalf of a member. 

 
2.19.3.12 The CONTRACTOR shall ensure compliance with all notice requirements and notice 

content requirements specified in applicable state and federal law, TennCare rules 
and regulations, and all court orders and consent decrees governing notice and appeal 
procedures, as they become effective. 
 

2.19.3.13 TENNCARE may develop additional appeal process guidelines or rules, including 
requirements as to content and timing of notices to members, which shall be followed 
by the CONTRACTOR. However, the CONTRACTOR shall not be precluded from 
challenging any judicial requirements and to the extent judicial requirements that are 
the basis of such additional guidelines or rules are stayed, reversed or otherwise 
rendered inapplicable, the CONTRACTOR shall not be required to comply with such 
guidelines or rules during any period of such inapplicability. 
 

2.19.3.14 The CONTRACTOR shall provide general and targeted education to providers 
regarding expedited appeals (described in TennCare rules and regulations), including 
when an expedited appeal is appropriate, and procedures for providing written 
certification thereof. 

 
2.19.3.15 The CONTRACTOR shall require providers to provide written certification 

regarding whether a member’s appeal is an emergency upon request by a member 
prior to filing such appeal, or upon reconsideration of such appeal by the 
CONTRACTOR when requested by TENNCARE. 
 

2.19.3.16 The CONTRACTOR shall provide notice to contract providers regarding provider 
responsibility in the appeal process, including but not limited to, the provision of 
medical records and/or documentation as described in Section 2.24.6 and 2.14.8. 
 

2.19.3.17 The CONTRACTOR shall urge providers who feel they cannot order a drug on the 
TennCare Preferred Drug List (PDL) to seek prior authorization in advance, as well 
as to take the initiative to seek prior authorization or change or cancel the 
prescription when contacted by a member or pharmacy regarding denial of a 
pharmacy service due to system edits (e.g., therapeutic duplication, etc.). 
 

2.19.3.18 Except for long-term care eligibility and enrollment appeals, which are handled by 
TENNCARE, member eligibility and eligibility-related grievances and appeals, 
including termination of eligibility, effective dates of coverage, and the determination 
of premium, copayment, and patient liability responsibilities shall be directed to the 
Department of Human Services. 

 
20. Section 2.21 shall be deleted in its entirety and replaced with the following: 
 
2.21 FINANCIAL MANAGEMENT  
 

The CONTRACTOR shall be responsible for sound financial management of its MCO. The 
CONTRACTOR shall adhere to the minimum guidelines outlined below.  

 



Page 230 of 374 

2.21.1 Payments by TENNCARE 
 

The CONTRACTOR shall accept payments remitted by TENNCARE in accordance with Section 
3 as payment in full for all services required pursuant to this Agreement.  

 
2.21.2 Savings/Loss 
 

2.21.2.1 The CONTRACTOR shall not be required to share with TENNCARE any financial 
gains realized under this Agreement.  

 
2.21.2.2 TENNCARE shall not share with the CONTRACTOR any financial losses realized 

under this Agreement.  
 
2.21.3 Interest 
 

Interest generated from the deposit of funds paid to the CONTRACTOR pursuant to this 
Agreement shall be the property of the CONTRACTOR and available for use at the 
CONTRACTOR’s discretion. 

 
2.21.4 Third Party Liability Resources  

 
2.21.4.1 The TennCare program shall be the payer of last resort for all covered services in 

accordance with federal regulations. The CONTRACTOR shall exercise full 
assignment rights as applicable and shall be responsible for making every reasonable 
effort to determine the liability of third parties to pay for services rendered to 
enrollees under this Agreement and cost avoid and/or recover any such liability from 
the third party. The CONTRACTOR shall develop and implement policies and 
procedures to meet its obligations regarding third party liability when the third party 
(e.g., long-term care insurance) pays a cash benefit to the member, regardless of 
services used or does not allow the member to assign his/her benefits. 

 
2.21.4.1.1 If third party liability (TPL) exists for part or all of the services provided directly by 

the CONTRACTOR to an enrollee, the CONTRACTOR shall make reasonable 
efforts to recover from TPL sources the value of services rendered.  

 
2.21.4.1.2 If TPL exists for part or all of the services provided to an enrollee by a subcontractor 

or a provider, and the third party will make payment within a reasonable time, the 
CONTRACTOR may pay the subcontractor or provider only the amount, if any, by 
which the subcontractor’s or provider’s allowable claim exceeds the amount of TPL.  

 
2.21.4.1.3 If the probable existence of TPL has been established at the time the claim is filed, 

the CONTRACTOR may reject the claim and return it to the provider for a 
determination of the amount of any TPL, unless the claim is for one of these services:  

 
2.21.4.1.3.1 TENNderCare;  

 
2.21.4.1.3.2 Prenatal or preventive pediatric care; or  

 
2.21.4.1.3.3 All claims covered by absent parent maintained insurance under Part D of Title 

IV of the Social Security Act.  
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2.21.4.1.4 The claims specified in Sections 2.21.4.1.3.1, 2.21.4.1.3.2, and 2.21.4.1.3.3 shall be 
paid at the time presented for payment by the provider and the CONTRACTOR shall 
bill the responsible third party. 

 
2.21.4.2 The CONTRACTOR shall deny payment on a claim that has been denied by a third 

party payer when the reason for denial is the provider or enrollee’s failure to follow 
prescribed procedures, including but not limited to, failure to obtain prior 
authorization, timely filing, etc.  

 
2.21.4.3 The CONTRACTOR shall treat funds recovered from third parties as offsets to 

claims payments. The CONTRACTOR shall report all cost avoidance values to 
TENNCARE in accordance with federal guidelines and as described in Section 
2.21.4 of this Agreement.  

 
2.21.4.4 The CONTRACTOR shall post all third party payments to claim level detail by 

enrollee.  
 

2.21.4.5 Third party resources shall include subrogation recoveries. The CONTRACTOR 
shall be required to seek subrogation amounts regardless of the amount believed to be 
available as required by federal Medicaid guidelines. The amount of any subrogation 
recoveries collected by the CONTRACTOR outside of the claims processing system 
shall be treated by the CONTRACTOR as offsets to medical expenses for the 
purposes of reporting.  

 
2.21.4.6 The CONTRACTOR shall conduct diagnosis and trauma code editing to identify 

potential subrogation claims. This editing should, at minimum, identify claims with a 
diagnosis of 900.00 through 999.99 (excluding 994.6) or claims submitted with an 
accident trauma indicator of ‘Y.’  

 
2.21.4.7 TennCare cost sharing and patient liability responsibilities permitted pursuant to 

Sections 2.6.7 and 2.21.5 of this Agreement shall not be considered TPL.  
 

2.21.4.8 The CONTRACTOR shall provide TPL data to any provider having a claim denied 
by the CONTRACTOR based upon TPL.  

 
2.21.4.9 The CONTRACTOR shall provide to TENNCARE any third party resource 

information necessary in a format and media described by TENNCARE and shall 
cooperate in any manner necessary, as requested by TENNCARE, with TENNCARE 
and/or a cost recovery vendor at such time that TENNCARE acquires said services.  

 
2.21.4.10 TENNCARE may require a TennCare contracted TPL vendor to review paid claims 

that are over ninety (90) calendar days old and pursue TPL (excluding subrogation) 
for those claims that do not indicate recovery amounts in the CONTRACTOR’s 
reported encounter data.  

 
2.21.4.11 If the CONTRACTOR operates or administers any non-Medicaid HMO, health plan 

or other lines of business, the CONTRACTOR shall assist TENNCARE with the 
identification of enrollees with access to other insurance. 

 
2.21.4.12 The CONTRACTOR shall demonstrate, upon request, to TENNCARE that 

reasonable effort has been made to seek, collect and/or report third party recoveries. 
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TENNCARE shall have the sole responsibility for determining whether reasonable 
efforts have been demonstrated. Said determination shall take into account reasonable 
industry standards and practices. 

 
2.21.4.13 TENNCARE shall be solely responsible for estate recovery activities and shall retain 

any and all funds recovered thorough these activities. 
 
2.21.5 Patient Liability 
 

2.21.5.1 TENNCARE will notify the CONTRACTOR of any applicable patient liability 
amounts for members via the eligibility/enrollment file.  

 
2.21.5.2 The CONTRACTOR shall delegate collection of patient liability to the nursing 

facility and shall pay the facility net of the applicable patient liability amount.  
 

2.21.6 Solvency Requirements  
 

2.21.6.1 Minimum Net Worth   
 

2.21.6.1.1 Until the CONTRACTOR has provided services under this Agreement for a full 
calendar year, the CONTRACTOR shall establish and maintain a minimum net worth 
equal to the greater of: 

 
2.21.6.1.1.1 One million five hundred thousand dollars ($1,500,000); or 
 
2.21.6.1.1.2 An amount totaling four percent (4%) of the first one hundred fifty million dollars 

($150,000,000) of the CONTRACTOR’s TennCare revenue which shall be 
calculated by: totaling the weighted average capitation rate, as determined by 
TENNCARE by multiplying the base capitation rates originally proposed by the 
CONTRACTOR and the priority add-on rates effective on the start date of 
operations specified by the State by the number of enrollees (for the appropriate 
rate cell) assigned to the CONTRACTOR thirty (30) calendar days prior to the start 
date of operations for enrollment effective on the start date of operations. 

 
2.21.6.1.2 In the event that actual enrollment as of sixty (60) days after the start date of 

operations increased or decreased by more than ten percent (10%) over enrollment as 
of thirty (30) calendar days prior to the start date of operations, the minimum net 
worth requirement specified in Section 2.21.6.1.1 shall be recalculated to reflect 
actual enrollment as of sixty (60) calendar days after the start date of operations. 

 
2.21.6.1.3 After the CONTRACTOR has provided services under this Agreement for a full 

calendar year, the CONTRACTOR shall establish and maintain the minimum net 
worth requirements required by TDCI, including but not limited to TCA 56-32-112. 

 
2.21.6.1.4 Any and all payments made by TENNCARE, including capitation payments, any 

payments related to processing claims for services incurred prior to the start date of 
operations pursuant to Section 3.7.1.2.1, as well as incentive payments (if applicable) 
to the CONTRACTOR shall be considered “Premium revenue” for the purpose of 
calculating the minimum net worth required by TCA 56-32-112.  
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2.21.6.1.5 The CONTRACTOR shall demonstrate evidence of its compliance with this 
provision to TDCI in the financial reports filed with TDCI by the CONTRACTOR. 
The CONTRACTOR agrees that failure to maintain any of the financial requirements 
in accordance with this Section 2.21.6.1 through 2.21.6.7, as determined by TDCI, 
shall constitute hazardous financial conditions as defined by TCA 56-32-112.  

 
2.21.6.2 Statutory Net Worth for Enhanced Enrollment  

 
In the event of a significant enrollment expansion as defined in TCA 56-32-
103(c)(2): 

 
2.21.6.2.1 The CONTRACTOR agrees that in order to maintain the minimum net worth 

requirements described in Section 2.21.6.1, the minimum net worth requirements are 
to be recalculated.  

 
2.21.6.2.2 The calculation of minimum net worth shall be based upon annual projected 

premiums including the estimated premiums for the additional enrollment versus the 
prior year actual premium revenue. Estimated premiums will be based on the 
capitation payment rates in effect at the time of the calculation and projected future 
enrollment. The formula set forth in TCA 56-32-112(a)(2) shall then be applied to the 
annualized projected premiums to determine the enhanced minimum net worth 
requirement.  

 
2.21.6.2.3 The CONTRACTOR shall demonstrate to the satisfaction of TDCI that this enhanced 

minimum net worth balance has been established prior to the assignment of 
additional enrollees to the CONTRACTOR by TENNCARE.  

 
2.21.6.2.4 The CONTRACTOR shall maintain the greater of the enhanced minimum net worth 

balance or the minimum net worth balance calculated pursuant to TCA 56-32-112, 
until the CONTRACTOR has completed a full calendar year with the significantly 
expanded enrollment.  

 
2.21.6.3 Statutory Net Worth for CHOICES Implementation 

 
2.21.6.3.1 The CONTRACTOR agrees that in order to maintain the minimum net worth 

requirements described in Section 2.21.6.1, the minimum net worth requirements are 
to be recalculated for the implementation of CHOICES in the Grand Region covered 
by this Agreement.  

 
2.21.6.3.2 The calculation of minimum net worth shall be based upon annual projected 

premiums versus the prior year actual premium revenue. Estimated premiums shall 
be based on the capitation payment rates for CHOICES and non-CHOICES members 
to be in effect upon implementation of CHOICES and projected enrollment as of the 
date of CHOICES implementation in the Grand Region covered by this Agreement. 
The formula set forth in TCA 56-32-112(a)(2) shall then be applied to the annualized 
projected premiums to determine the enhanced minimum net worth requirement.  

 
2.21.6.3.3 The CONTRACTOR shall demonstrate to the satisfaction of TDCI that this enhanced 

minimum net worth balance has been established prior to the implementation of 
CHOICES in the Grand Region covered by this Agreement.  
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2.21.6.3.4 The CONTRACTOR shall maintain the greater of the enhanced minimum net worth 
balance or the minimum net worth balance calculated pursuant to TCA 56-32-112, 
until the CONTRACTOR has completed a full calendar year with CHOICES. 

 
2.21.6.3.5 After the CONTRACTOR has provided services under CHOICES for a full calendar 

year, the CONTRACTOR shall establish and maintain the minimum net worth 
requirements required by TDCI, including but not limited to TCA 56-32-112. 

 
2.21.6.4 Restricted Deposits  

 
The CONTRACTOR shall achieve and maintain restricted deposits in an amount 
equal to the net worth requirement specified in Section 2.21.6.1. TDCI shall calculate 
the amount of restricted deposits based on the CONTRACTOR’s TennCare premium 
revenue only unless this calculation would result in restricted deposits below the 
statutory requirements set forth in TCA 56-32-112 related to restricted deposits; in 
which case the required amount would be equal to the statutory requirement as it is 
calculated by TDCI. This contractual requirement shall in no way be construed as a 
way to circumvent, waive or modify the statutory requirement.  

 
2.21.6.5 Restricted Deposits for Enhanced Enrollment or CHOICES Implementation 

 
In the event of an increase in the CONTRACTOR’s statutory net worth requirement 
as a result of a significant enrollment expansion as defined in TCA 56-32-103(c)(2) 
or the implementation of CHOICES, the CONTRACTOR shall increase its restricted 
deposit to equal its enhanced minimum net worth requirement required by Section 
2.21.6.2 or Section 2.21.6.3, as applicable. TDCI shall calculate the amount of the 
increased restricted deposits based on the CONTRACTOR’s TennCare premium 
revenue only unless this calculation would result in restricted deposits below the 
statutory requirements set forth in TCA 56-32-112 related to restricted deposits; in 
which case the required amount would be equal to the statutory requirement as it is 
calculated by TDCI. This contractual requirement shall in no way be construed as a 
way to circumvent, waive or modify the statutory requirement. The CONTRACTOR 
shall demonstrate to the satisfaction of TDCI that the CONTRACTOR has increased 
its restricted deposit in accordance with this Section prior to the assignment of 
additional enrollees to the CONTRACTOR by TENNCARE.  

 
2.21.6.6 Liquidity Ratio Requirement  
 

In addition to the positive working capital requirement described in TCA 56-32-112, 
the CONTRACTOR shall maintain a liquidity ratio where admitted assets consisting 
of cash, cash equivalents, short-term investments and bonds exceed total liabilities as 
reported on the NAIC financial statements. 
 

2.21.6.7 If the CONTRACTOR fails to meet the applicable net worth and/or restricted deposit 
requirement, said failure shall constitute a hazardous financial condition and the 
CONTRACTOR shall be considered to be in breach of the terms of the Agreement. 

 
2.21.7 Accounting Requirements  
 

2.21.7.1 The CONTRACTOR shall establish and maintain an accounting system in 
accordance with generally accepted accounting principles. The accounting system 
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shall maintain records pertaining to the tasks defined in this Agreement and any other 
costs and expenditures made under the Agreement. 

 
2.21.7.2 Specific accounting records and procedures are subject to TENNCARE and federal 

approval. Accounting procedures, policies, and records shall be completely open to 
state and federal personnel at any time during the Agreement period and for five (5) 
years thereafter unless otherwise specified elsewhere in this Agreement. 

 
2.21.8 Insurance  
 

2.21.8.1 The CONTRACTOR shall obtain adequate worker’s compensation and general 
liability insurance coverage prior to commencing any work in connection with this 
Agreement. Additionally, TENNCARE may require, at its sole discretion, the 
CONTRACTOR to obtain adequate professional malpractice liability or other forms 
of insurance. Any insurance required by TENNCARE shall be in the form and 
substance acceptable to TENNCARE. 

 
2.21.8.2 Except as otherwise provided in Section 2.12 or in the model subcontract with the 

FEA (see Section 2.26.6), the CONTRACTOR shall require that any subcontractors 
or contract providers obtain all similar insurance required of it prior to commencing 
work.  

 
2.21.8.3 The CONTRACTOR shall furnish proof of adequate coverage of insurance by a 

certificate of insurance submitted to TENNCARE.  
 

2.21.8.4 TENNCARE shall be exempt from and in no way liable for any sums of money that 
may represent a deductible in any insurance policy. The payment of such a deductible 
shall be the sole responsibility of the CONTRACTOR, subcontractor and/or provider 
obtaining such insurance. The same holds true of any premiums paid on any 
insurance policy pursuant to this Agreement. 

 
2.21.8.5 Failure to provide proof of adequate coverage within the specified time period may 

result in this Agreement being terminated. 
 
2.21.9 Ownership and Financial Disclosure  
 

The CONTRACTOR shall disclose, to TENNCARE, the Comptroller General of the United 
States or CMS, full and complete information regarding ownership, financial transactions and 
persons convicted of criminal activity related to Medicare, Medicaid, or the federal Title XX 
programs in accordance with federal and state requirements, including Public Chapter 379 of the 
Acts of 1999. The CONTRACTOR shall screen their employees and contractors initially and on 
an ongoing monthly basis to determine whether any of them has been excluded from participation 
in Medicare, Medicaid, SCHIP, or any Federal health care programs (as defined in Section 
1128B(f) of the Social Security Act) and not employ or contract with an individual or entity that 
has been excluded. This disclosure shall be made in accordance with the requirements in Section 
2.30.15.3.2. The following information shall be disclosed: 

 
2.21.9.1 The name and address of each person with an ownership or control interest in the 

disclosing entity or in any provider or subcontractor in which the disclosing entity 
has direct or indirect ownership of five percent (5%) or more and whether any of the 
persons named pursuant to this requirement is related to another as spouse, parent, 
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child, or sibling. This disclosure shall include the name of any other disclosing entity 
in which a person with an ownership or control interest in the disclosing entity also 
has an ownership or control interest;  

 
2.21.9.2 The identity of any provider or subcontractor with whom the CONTRACTOR has 

had significant business transactions, defined as those totaling more than twenty-five 
thousand dollars ($25,000) during the twelve (12) month period ending on the date of 
the disclosure, and any significant business transactions between the 
CONTRACTOR, any wholly owned supplier, or between the CONTRACTOR and 
any provider or subcontractor, during the five (5) year period ending on the date of 
the disclosure;  

 
2.21.9.3 The identity of any person who has an ownership or control interest in the 

CONTRACTOR, or is an agent or managing employee of the CONTRACTOR and 
who has been convicted of a criminal offense related to that person’s involvement in 
any program under Medicare, Medicaid, or the federal Title XX services program 
since the inception of those programs; 

 
2.21.9.4 Disclosure from officials in legislative and executive branches of government as to 

possible conflicts of interest; 
 

2.21.9.5 If the CONTRACTOR is not a federally qualified HMO, the CONTRACTOR shall 
disclose certain transactions with parties in interest to TENNCARE. Transactions 
shall be reported according to the following guidelines: 

 
2.21.9.5.1 The CONTRACTOR shall disclose the following transactions: 

 
2.21.9.5.1.1 Any sale, exchange or lease of any property between the HMO and a party in 

interest; 
 

2.21.9.5.1.2 Any lending of money or other extension of credit between the HMO and a party 
in interest; and 

 
2.21.9.5.1.3 Any furnishing for consideration of goods, services (including management 

services) or facilities between the HMO and the party in interest. This does not 
include salaries paid to employees for services provided in the normal course of 
their employment. 

 
2.21.9.5.2 The information which shall be disclosed in the transactions includes: 

 
2.21.9.5.2.1 The name of the party in interest for each transaction; 

 
2.21.9.5.2.2 A description of each transaction and the quantity or units involved; 

 
2.21.9.5.2.3 The accrued dollar value of each transaction during the fiscal year; and 

 
2.21.9.5.2.4 Justification of the reasonableness of each transaction. 

 
2.21.9.5.3 If the Agreement is being renewed or extended, the CONTRACTOR shall disclose 

information on business transactions which occurred during the prior contract period. 
If the Agreement is an initial Agreement with TENNCARE, but the CONTRACTOR 
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has operated previously in the commercial or Medicare markets, information on 
business transactions for the entire year preceding the initial contract period shall be 
disclosed. The business transactions which shall be reported are not limited to 
transactions related to serving the Medicaid/TennCare enrollment. All of the 
CONTRACTOR’s business transactions shall be reported. 

 
2.21.9.5.4 A party in interest is: 

 
2.21.9.5.4.1 Any director, officer, partner, or employee responsible for management or 

administration of an HMO and HIO; any person who is directly or indirectly the 
beneficial owner of more than five percent (5%) of the equity of the HMO; any 
person who is the beneficial owner of a mortgage, deed of trust, note, or other 
interest secured by, and valuing more than five percent (5%) of the HMO; or, in 
the case of an HMO organized as a nonprofit corporation, an incorporator or 
member of such corporation under applicable state corporation law; 

 
2.21.9.5.4.2 Any organization in which a person described in subsection 1 is director, officer 

or partner; has directly or indirectly a beneficial interest of more than five percent 
(5%) of the equity of the HMO; or has a mortgage, deed of trust, note, or other 
interest valuing more than five percent (5%) of the assets of the HMO; 

 
2.21.9.5.4.3 Any person directly or indirectly controlling, controlled by, or under common 

control with an HMO; or 
 

2.21.9.5.4.4 Any spouse, child, or parent of an individual described in Sections 2.21.9.5.4.1, 
2.21.9.5.4.2, or 2.21.9.5.4.3  

 
2.21.9.5.5 TENNCARE and/or the Secretary of Health and Human Services may request 

information to be in the form of a consolidated financial statement. 
 

2.21.10 Internal Audit Function  
 

The CONTRACTOR shall establish and maintain an internal audit function responsible for 
providing an independent review and evaluation of the CONTRACTOR’s accuracy of financial 
recordkeeping, the reliability and integrity of information, the adequacy of internal controls, and 
compliance with applicable laws, policies, procedures, and regulations. The CONTRACTOR’s 
internal audit function shall be responsible for performing audits to ensure the economical and 
efficient use of resources by all departments to accomplish the objectives and goals for the 
operations of the department. Further, the CONTRACTOR’s internal audit department shall be 
responsible for performance of the claims payment accuracy tests as described in Section 2.22.6 
of this Agreement.  

 
2.21.11 Audit of Business Transactions  
 

2.21.11.1 The CONTRACTOR shall cause an audit of its business transactions to be performed 
by a licensed certified public accountant, including but not limited to the financial 
transactions made under this Agreement. Such audit shall be performed in 
accordance with the requirements in Section 2.30.15.4.3 of this Agreement.   
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2.21.11.2 No later than December 1 of each year, the CONTRACTOR shall submit a copy of 
the full executed agreement to audit accounts to TENNCARE. Such agreement shall 
include the following language: 

 
2.21.11.2.1 The auditor agrees to retain working papers for no less than five (5) years and that all 

audit working papers shall, upon request, be made available for review by the 
Comptroller of the Treasury, the Comptroller’s representatives, agents, and legal 
counsel, or the TennCare Division of the Tennessee Department of Commerce and 
Insurance, during normal working hours while the audit is in progress and/or 
subsequent to the completion of the report. Nothing in this Section shall be construed 
to modify or change the obligations of the CONTRACTOR contained in Section 
2.23.2 (Data and Document Management Requirements), 2.23.3 (System and Data 
Integration Requirements), or 2.23.6 (Security and Access Management 
Requirements) of this Agreement. 

 
2.21.11.2.2 Any evidence of fraud, such as defalcation, misappropriation, misfeasance, 

malfeasance, embezzlement, fraud or other illegal acts shall be reported by the 
auditor, in writing immediately upon discovery, to the Comptroller of the Treasury, 
State of Tennessee, who shall under all circumstances have the authority, at the 
discretion of the Comptroller, to directly investigate such matters. If the 
circumstances disclosed by the audit call for a more detailed investigation by the 
auditor than necessary under ordinary circumstances, the auditor shall inform the 
organization’s governing body in writing of the need for such additional investigation 
and the additional compensation required therefore. Upon approval by the 
Comptroller of the Treasury, an amendment to this contract may be made by the 
organization’s governing body and the auditor for such additional investigation.  

 
21. Section 2.22 shall be deleted in its entirety and replaced with the following: 
 
2.22 CLAIMS MANAGEMENT  
 
2.22.1 General 
 

To the extent that the CONTRACTOR compensates providers on a fee-for-service or other basis 
requiring the submission of claims as a condition of payment, the CONTRACTOR shall process, 
as described herein, the provider’s claims for covered benefits provided to members consistent 
with applicable CONTRACTOR policies and procedures and the terms of this Agreement 
including but not limited to timely filing, and compliance with all applicable state and federal 
laws, rules and regulations. 

 
2.22.2 Claims Management System Capabilities 
 

2.22.2.1 The CONTRACTOR shall maintain a claims management system that can uniquely 
identify the provider of the service, date of receipt (the date the CONTRACTOR 
receives the claim as indicated by a date-stamp), real-time-accurate history of actions 
taken on each provider claim (i.e., paid, denied, suspended, appealed, etc.), date of 
payment (the date of the check or other form of payment) and all data elements as 
required by TENNCARE for encounter data submission (see Section 2.23), and can 
track and report service use against benefit limits in accordance with a methodology 
set by TENNCARE.  
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2.22.2.2 The CONTRACTOR shall have in place, an electronic claims management (ECM) 
capability that can handle online submission of individual claims by long-term care 
providers as well as accept and process batches of claims submitted electronically 
with the exception of claims that require written documentation to justify payment 
(e.g., hysterectomy/sterilization consent forms, certification for medical necessity for 
abortion, necessary operative reports, etc.). The online claims submission capability 
for long-term care providers shall be accessible via the World Wide Web or through 
an alternate, functionally equivalent medium.  

 
2.22.2.3 The ECM capability shall function in accordance with information exchange and data 

management requirements specified in Section 2.23 of this Agreement. 
 

2.22.2.4 As part of the ECM function, the CONTRACTOR shall also provide on-line and 
phone-based capabilities to obtain claims processing status information. 

 
2.22.2.5 The CONTRACTOR shall support an automated clearinghouse (ACH) mechanism 

that allows providers to request and receive electronic funds transfer (EFT) of claims 
payments. 

 
2.22.2.6 The CONTRACTOR shall not derive financial gain from a provider’s use of 

electronic claims filing functionality and/or services offered by the CONTRACTOR 
or a third party. However, this provision shall not be construed to imply that 
providers may not be responsible for payment of applicable transaction fees/charges.  

 
2.22.3 Paper Based Claims Formats 
 

2.22.3.1 The CONTRACTOR shall comply at all times with standardized paper billing 
forms/formats (and all future updates) as follows: 
 

Claim Type Claim Form 
Professional CMS 1500 
Institutional CMS 1450/UB04 
Dental ADA 

 
2.22.3.2 The CONTRACTOR shall not revise or modify the standardized forms or format. 

 
2.22.3.3 For the forms identified in Section 2.22.3.1, the CONTRACTOR shall adhere to 

national standards and standardized instructions and definitions that are consistent 
with industry norms that are developed jointly with TENNCARE. These shall 
include, but not be limited to, HIPAA-based standards, federally required safeguard 
requirements including signature requirements described in Section 112821.1 of the 
CMS State Medicaid Manual and 42 CFR 455.18 and 455.19, as well as TDCI rules 
for Uniform Claims Process for TennCare in accordance with TCA 71-5-191. 

 
2.22.3.4 The CONTRACTOR agrees that at such time that TENNCARE in conjunction with 

appropriate work groups presents recommendations concerning claims billing and 
processing that are consistent with industry norms, the CONTRACTOR shall comply 
with said recommendations within ninety (90) calendar days from notice by 
TENNCARE.  
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2.22.4 Prompt Payment 
 

2.22.4.1 The CONTRACTOR shall comply with prompt pay claims processing requirements 
in accordance with TCA 56-32-126. 

 
2.22.4.2 The CONTRACTOR shall ensure that ninety percent (90%) of clean claims for 

payment for services delivered to a TennCare enrollee are paid within thirty (30) 
calendar days of the receipt of such claims.  

 
2.22.4.3 The CONTRACTOR shall process, and if appropriate pay, within sixty (60) calendar 

days ninety-nine point five percent (99.5%) of all claims for covered services 
delivered to a TennCare enrollee. The terms “processed and paid” are synonymous 
with terms “process and pay” of TCA 56-32-126(b)(1)(A) and (B). 

 
2.22.4.4 Notwithstanding Sections 2.22.4.1 through 2.22.4.3, the CONTRACTOR shall 

comply with the following processing requirements for nursing facility claims and for 
HCBS claims for services other than PERS, assistive technology, minor home 
modifications, and pest control submitted electronically in a HIPAA-compliant 
format:  

 
2.22.4.4.1 Ninety percent (90%) of clean claims for nursing facility services and HCBS 

excluding PERS, assistive technology, minor home modifications, and pest control 
shall be processed and paid within fourteen (14) calendar days of receipt. 

 
2.22.4.4.2 Ninety-nine point five percent (99.5%) of clean claims for nursing facility and HCBS 

other than PERS, assistive technology, minor home modifications, and pest control 
shall be processed and paid within twenty-one (21) calendar days of receipt. 

 
2.22.4.5 The CONTRACTOR shall comply with the requirements in Sections 2.22.4.2 and 

2.22.4.3 above for processing claims for PERS, assistive technology, minor home 
modifications, and pest control. 

 
2.22.4.6 The CONTRACTOR shall provide claims information and supporting claims 

documentation as specified by TENNCARE or TDCI in order for TENNCARE 
and/or TDCI to verify the CONTRACTOR’s compliance with prompt payment 
requirements. 

 
2.22.4.7 If a claim is partially or totally denied on the basis the provider did not submit any 

required information or documentation with the claim, then the remittance advice or 
other appropriate written or electronic notice shall specifically identify all such 
information and documentation. Resubmission of a claim with further information 
and/or documentation shall constitute a new claim for purposes of establishing the 
time frame for claims processing. 

 
2.22.4.8 To the extent that the provider agreement requires compensation of a provider on a 

monthly fixed fee basis or on any other basis that does not require the submission of 
a claim as a condition to payment, such payment shall be made to the provider by no 
later than (i) the time period specified in the provider agreement/contract between the 
provider and the CONTRACTOR or subcontractor, or if a time period is not 
specified in the contract (ii) the tenth (10th) day of the calendar month if the payment 
is to be made by a subcontractor, or (iii) if the CONTRACTOR is required to 
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compensate the provider directly, within five (5) calendar days after receipt of the 
capitated payment and supporting remittance advice information from TENNCARE.  

 
2.22.4.9 The CONTRACTOR shall not deny provider claims on the basis of untimely filing in 

situations regarding coordination of benefits or subrogation, in which case the 
provider is pursuing payment from a third party or if an enrollee is enrolled in the 
CONTRACTOR’s MCO with a retroactive eligibility date. In situations of third party 
benefits, the time frames for filing a claim shall begin on the date that the third party 
documented resolution of the claim. In situations of enrollment in the 
CONTRACTOR’s MCO with a retroactive eligibility date, the time frames for filing 
a claim shall begin on the date that the CONTRACTOR receives notification from 
TENNCARE of the enrollee’s eligibility/enrollment. 

 
2.22.4.10 As it relates to MCO Assignment Unknown (see Sections 2.13.10 and 2.13.11), the 

CONTRACTOR shall not deny a claim on the basis of the provider’s failure to file a 
claim within a specified time period after the date of service when the provider could 
not have reasonably known which MCO the member was in during the timely filing 
period. However, in such cases the CONTRACTOR may impose timely filing 
requirements beginning on the date of notification of the individual’s enrollment. 

 
2.22.5 Claims Dispute Management 
 

2.22.5.1 The CONTRACTOR shall have an internal claims dispute procedure that will be 
reviewed and approved in writing by TENNCARE prior to its implementation. 

 
2.22.5.2 The CONTRACTOR shall contract with independent reviewers to review disputed 

claims as provided by TCA 56-32-126. 
 
2.22.5.3 The CONTRACTOR shall systematically capture the status and resolution of all 

claim disputes, as well as all associated documentation. 
 
2.22.6 Claims Payment Accuracy – Minimum Audit Procedures  
 

2.22.6.1 On a monthly basis the CONTRACTOR shall submit claims payment accuracy 
percentage reports (see Section 2.30.16.1).   

 
2.22.6.2 The report shall be based on an audit conducted by the CONTRACTOR. The audit 

shall be conducted by an entity or staff independent of claims management. 
Requirements for the internal audit function are outlined in Section 2.21.10 of this 
Agreement. 

 
2.22.6.3 The audit shall utilize a random sample of all “processed or paid” claims upon initial 

submission in each month (the terms “processed and paid” are synonymous with 
terms “process and pay” of TCA 56-32-126(b)(1)(A) and (B)). A minimum sample of 
one hundred and sixty (160) claims randomly selected from the entire population of 
electronic and paper claims processed or paid upon initial submission for the month 
tested is required. Additionally, each monthly sample of one hundred and sixty (160) 
claims shall contain a minimum of thirty (30) claims associated with nursing facility 
services provided to CHOICES members and thirty (30) claims associated with 
HCBS provided to CHOICES members.  
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2.22.6.4 The minimum attributes to be tested for each claim selected shall include: 
 

2.22.6.4.1 Claim data correctly entered into the claims processing system; 
 

2.22.6.4.2 Claim is associated to the correct provider, or if submitted by the FEA, the correct 
consumer-directed worker; 

 
2.22.6.4.3 Service obtained the proper authorization; 

 
2.22.6.4.4 Member eligibility at processing date correctly applied; 

 
2.22.6.4.5 Allowed payment amount agrees with contracted rate; 

 
2.22.6.4.6 Duplicate payment of the same claim has not occurred; 

 
2.22.6.4.7 Denial reason applied appropriately; 

 
2.22.6.4.8 Copayment application considered and applied; 

 
2.22.6.4.9 Patient liability correctly identified and applied;  

 
2.22.6.4.10 Effect of modifier codes correctly applied; 

 
2.22.6.4.11 Other insurance, including long-term care insurance, properly considered and 

applied;  
 

2.22.6.4.12 Application of benefit limits;  
 
2.22.6.4.13 Whether the processing of the claim correctly considered whether services that 

exceeded a benefit limit for HCBS were provided as a cost effective alternative; 
 

2.22.6.4.14 Application of the cost neutrality cap for a CHOICES member in Group 2;  
 
2.22.6.4.15 Application of the expenditure cap for a CHOICES member in Group 3; and  
 
2.22.6.4.16 Proper coding including bundling/unbundling. 

 
2.22.6.5 For audit and verification purposes, the population of claims should be maintained. 

Additionally, the results of testing at a minimum should be documented to include:  
 

2.22.6.5.1 Results for each attribute tested for each claim selected; 
 

2.22.6.5.2 Amount of overpayment or underpayment for claims processed or paid in error; 
 

2.22.6.5.3 Explanation of the erroneous processing for each claim processed or paid in error; 
 

2.22.6.5.4 Determination if the error is the result of keying errors or the result of errors in the 
configuration or table maintenance of the claims processing system; and 

 
2.22.6.5.5 Claims processed or paid in error have been corrected. 
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2.22.6.6 If the CONTRACTOR subcontracts for the provision of any covered services (see 
Section 2.26), and the subcontractor is responsible for processing claims (see Section 
2.26.12), then the CONTRACTOR shall submit a claims payment accuracy 
percentage report for the claims processed by the subcontractor. The report shall be 
based on an audit conducted in compliance with the requirements of this Section 
2.22.6. 

 
2.22.7 Claims Processing Methodology Requirements 
 

2.22.7.1 The CONTRACTOR shall perform front end system edits, including but not limited 
to: 

 
2.22.7.1.1 Confirming eligibility on each enrollee as claims are submitted on the basis of the 

eligibility information provided by the State that applies to the period during which 
the charges were incurred; 

 
2.22.7.1.2 Third party liability (TPL); 

 
2.22.7.1.3 Medical necessity (e.g., appropriate age/sex for procedure); 

 
2.22.7.1.4 Prior approval: the system shall determine whether a covered service required prior 

approval and, if so, whether the CONTRACTOR granted such approval; 
 

2.22.7.1.5 Duplicate claims: the system shall in an automated manner flag a claim as being (1) 
exactly the same as a previously submitted claim or (2) a possible duplicate and 
either deny or pend the claim as needed; 

 
2.22.7.1.6 Covered service: the system shall verify that a service is a covered service and is 

eligible for payment; 
 

2.22.7.1.7 Provider validation: the system shall approve for payment only those claims received 
from providers eligible to render services for which the claim was submitted; and  

 
2.22.7.1.8 Benefit limits: the system shall ensure that benefit limit rules set by TENNCARE are 

factored into the determination of whether a claim should be adjudicated and paid 
and whether HCBS that exceed a benefit limit were approved as a cost effective 
alternative. 

 
2.22.7.2 The CONTRACTOR shall perform system edits for valid dates of service: the system 

shall assure that dates of service are valid dates, e.g., date of discharge is later than 
date of admission; admission or discharge dates are not in the future or outside of a 
member’s TennCare eligibility span. 

 
2.22.7.3 The CONTRACTOR shall ensure that the cost neutrality cap or expenditure cap 

applicable to a particular CHOICES member is not exceeded. 
 

2.22.7.4 The CONTRACTOR shall perform post-payment review on a sample of claims to 
ensure services provided were medically necessary and were provided in accordance 
with state and federal requirements. This shall include, as applicable, review of 
provider documentation.  
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2.22.7.5 The CONTRACTOR shall have a staff of qualified, medically trained and 
appropriately licensed personnel, consistent with NCQA accreditation standards, 
whose primary duties are to assist in evaluating claims for medical necessity. 

 
2.22.8 Explanation of Benefits (EOBs) and Related Functions 
 

2.22.8.1 The CONTRACTOR shall be responsible for generating and mailing EOBs to 
TennCare enrollees in accordance with guidelines described by TENNCARE.  

 
2.22.8.2 The CONTRACTOR shall omit any claims in the EOB file that are associated with 

sensitive services. The CONTRACTOR, with guidance from TENNCARE, shall 
develop “sensitive services” logic to be applied to the handling of said claims for 
EOB purposes.  

 
2.22.8.3 At a minimum, EOBs shall be designed to address requirements found in 42 CFR 

455.20 and 433.116 as well as requirements associated with a change in TennCare 
policy and shall include: claims for services with benefit limits, claims with enrollee 
cost sharing, denied claims with enrollee responsibility, and a sampling of paid 
claims (excluding ancillary and anesthesia services). 

 
2.22.8.4 On a monthly basis, the CONTRACTOR shall sample a minimum of one hundred 

(100) claims and associated EOBs. The sample shall be based on a minimum of 
twenty-five (25) claims per check run. The EOBs shall be examined for correctness 
based on how the associated claim was processed and for adherence to the 
requirements outlined in Section 2.22.8. The CONTRACTOR shall ensure that the 
examined EOBs constitute a representative sample of EOBs from all types of 
services and provider types. To the extent that the CONTRACTOR and/or 
TENNCARE considers a particular type of service or provider to warrant closer 
scrutiny, the CONTRACTOR shall over sample as needed.  

 
2.22.8.5 Based on the EOBs sent to TennCare enrollees, the CONTRACTOR shall track any 

complaints received from enrollees and resolve the complaints according to its 
established policies and procedures. The resolution may be enrollee education, 
provider education, or referral to TBI/OIG. The CONTRACTOR shall use the 
feedback received to modify or enhance the EOB sampling methodology.  

 
2.22.9 Remittance Advices and Related Functions 
 

2.22.9.1 In concert with its claims payment cycle the CONTRACTOR shall provide an 
electronic status report indicating the disposition for every adjudicated claim for each 
claim type submitted by providers seeking payment as well as capitated payments 
generated and paid by the CONTRACTOR.  

 
2.22.9.2 The status report shall contain appropriate explanatory remarks related to payment or 

denial of the claim, including but not limited to TPL data.  
 

2.22.9.3 If a claim is partially or totally denied on the basis the provider did not submit any 
required information or documentation with the claim, then the remittance advice 
shall specifically identify all such information and documentation. 
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2.22.9.4 In accordance with 42 CFR 455.18 and 455.19, the following statement shall be 
included on each remittance advice sent to providers: ‘‘I understand that payment and 
satisfaction of this claim will be from federal and state funds, and that any false 
claims, statements, documents, or concealment of a material fact, may be prosecuted 
under applicable federal and/or state laws.” 

 
2.22.10  Processing of Payment Errors 
 

The CONTRACTOR shall not employ off-system or gross adjustments when processing 
corrections to payment errors, unless it requests and receives prior written authorization from 
TENNCARE.  
 

2.22.11 Notification to Providers 
 

For purposes of network management, the CONTRACTOR shall, at a minimum, notify all 
contract providers to file claims associated with covered services directly with the 
CONTRACTOR, or its subcontractors, on behalf of TennCare enrollees.  

 
2.22.12 Payment Cycle 
 

At a minimum, the CONTRACTOR shall run one (1) provider payment cycle per week, on the 
same day each week, as determined by the CONTRACTOR and approved in writing by 
TENNCARE. 

 
2.22.13 Excluded Providers 
 

2.22.13.1 The CONTRACTOR shall not pay any claim submitted by a provider who is 
excluded from participation in Medicare, Medicaid, or SCHIP programs pursuant to 
Sections 1128 or 1156 of the Social Security Act or is otherwise not in good standing 
with TENNCARE. 

 
2.22.13.2 The CONTRACTOR shall not pay any claim submitted by a provider that is on 

payment hold under the authority of TENNCARE. 
 
22. Section 2.24 shall be deleted in its entirety and replaced with the following: 
 
2.24 ADMINISTRATIVE REQUIREMENTS 
 
2.24.1 General Responsibilities  
 

2.24.1.1 TENNCARE shall be responsible for management of this Agreement. Management 
shall be conducted in good faith with the best interest of the State and the citizens it 
serves being the prime consideration. Management of TennCare shall be conducted 
in a manner consistent with simplicity of administration and the best interests of 
enrollees, as required by 42 USC 1396a(a)(19). 

 
2.24.1.2 The CONTRACTOR shall be responsible for complying with the requirements of 

this Agreement and shall act in good faith in the performance of the requirements of 
this Agreement.  
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2.24.1.3 The CONTRACTOR shall develop policies and procedures that describe, in detail, 
how the CONTRACTOR will comply with the requirements of this Agreement and, 
as applicable, are specific to the Grand Region covered by this Agreement, and the 
CONTRACTOR shall administer this Agreement in accordance with those policies 
and procedures unless otherwise directed or approved in writing by TENNCARE. 

 
2.24.1.4 The CONTRACTOR shall submit policies and procedures and other deliverables 

specified by TENNCARE to TENNCARE for review and/or written approval in the 
format and within the time frames specified by TENNCARE. The CONTRACTOR 
shall make any changes requested by TENNCARE to policies and procedures or 
other deliverables and in the time frames specified by TENNCARE. 

 
2.24.1.5 As provided in Section 4.10 of this Agreement, should the CONTRACTOR have a 

question on policy determinations, benefits, or operating guidelines required for 
proper performance of the CONTRACTOR’s responsibilities, the CONTRACTOR 
shall request a determination from TENNCARE in writing. 

 
2.24.2 Behavioral Health Advisory Committee  
 

The CONTRACTOR shall establish a behavioral health advisory committee that is accountable to 
the CONTRACTOR’s governing body to provide input and advice regarding all aspects of the 
provision of behavioral health services according to the following requirements: 

 
2.24.2.1 The CONTRACTOR’s behavioral health advisory committee shall be comprised of 

at least fifty-one percent (51%) consumer and family representatives, of which the 
majority shall include families of adults with serious and/or persistent mental illness 
(SPMI) and families of children with serious emotional disturbance (SED); 

 
2.24.2.2 There shall be geographic diversity; 

 
2.24.2.3 There shall be cultural and racial diversity; 

 
2.24.2.4 There shall be representation by providers and consumers (or family members of 

consumers) of substance abuse services; 
 

2.24.2.5 At a minimum, the CONTRACTOR’s behavioral health advisory committee shall 
have input into policy development, planning for services, service evaluation, and 
member, family member and provider education; 

 
2.24.2.6 Meetings shall be held at least quarterly; 

 
2.24.2.7 Travel costs shall be paid by the CONTRACTOR; 

 
2.24.2.8 The CONTRACTOR shall report on the activities of the CONTRACTOR’s 

behavioral health advisory committee as required in Section 2.30.18.1; and 
 

2.24.2.9 The CONTRACTOR, as membership changes, shall submit current membership lists 
to the State. 
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2.24.3 CHOICES Advisory Group 
 

2.24.3.1 To promote a collaborative effort to enhance the long-term care service delivery 
system in the Grand Region covered by this Agreement while maintaining a member-
centered focus, the CONTRACTOR shall establish a CHOICES advisory group that 
is accountable to the CONTRACTOR’s governing body to provide input and advice 
regarding the CONTRACTOR’s CHOICES program and policies. 

 
2.24.3.2 The CONTRACTOR’s CHOICES advisory group shall include CHOICES members, 

member’s representatives, advocates, and providers. At least fifty-one percent (51%) 
of the group shall be CHOICES members and/or their representatives (e.g., family 
members or caregivers). The advisory group shall include representatives from 
nursing facility and HCBS providers, including community-based residential 
alternative providers. The group shall reflect the geographic, cultural and racial 
diversity of the Grand Region covered by this Agreement. 

 
2.24.3.3 At a minimum, the CONTRACTOR’s CHOICES advisory group shall have input 

into the CONTRACTOR’s planning and delivery of long-term care services, 
CHOICES QM/QI activities, program monitoring and evaluation, and member, 
family and provider education. 

 
2.24.3.4 The CONTRACTOR shall provide an orientation and ongoing training for advisory 

group members so they have sufficient information and understanding of the 
CHOICES program to fulfill their responsibilities. 

 
2.24.3.5 The CONTRACTOR’s CHOICES advisory group shall meet at least quarterly, and 

the CONTRACTOR shall keep a written record of meetings. 
 

2.24.3.6 The CONTRACTOR shall pay travel costs for advisory group members who are 
CHOICES members or their representatives. 

 
2.24.3.7 The CONTRACTOR shall report on the activities of the CONTRACTOR’s 

CHOICES advisory group as required in Section 2.30.18.2. 
 

2.24.3.8 As advisory group membership changes, the CONTRACTOR shall submit current 
membership lists to TENNCARE. 

 
2.24.4 Abuse and Neglect Plan 
 

2.24.4.1 The CONTRACTOR shall develop and implement an abuse and neglect plan that 
includes protocols for preventing, identifying, and reporting suspected abuse, neglect, 
and exploitation of CHOICES members who are adults (see TCA 71-6-101 et seq.) 
and suspected brutality, abuse, or neglect of CHOICES members who are children 
(see TCA 37-1-401 et seq. and  TCA 37-1-601 et seq.); a plan for educating and 
training providers, subcontractors, care coordinators, and other CONTRACTOR staff 
regarding the protocols; and a plan for training members, representatives, and 
caregivers regarding identification and reporting of suspected abuse and/or neglect.   

 
2.24.4.2 The CONTRACTOR’s abuse and neglect protocols shall include, but not be limited 

to the following: 
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2.24.4.2.1 Protocols for assessing risk for abuse and/or neglect, including factors that may 
indicate the potential for abuse and/or neglect; 

 
2.24.4.2.2 Protocols for reducing a member’s risk of abuse and/or neglect (e.g., frequency of 

care coordinator home visits, referrals to non-covered support services); 
 

2.24.4.2.3 Indicators for identifying suspected abuse and/or neglect; 
 
2.24.4.2.4 Requirements for reporting suspected abuse and/or neglect, including reporting 

suspected abuse and/or neglect of a child pursuant to TCA 37-1-403, reporting 
suspected abuse and/or neglect of an adult to APS pursuant to TCA 71-6-103, and 
reporting suspected abuse and/or neglect to the CONTRACTOR pursuant to Section 
2.15.8.4;  

 
2.24.4.2.5 Steps for protecting a member if abuse and/or neglect is suspected (e.g., removing a 

staff person suspected of committing the abuse and/or neglect, making referrals for 
members to support services); and 

 
2.24.4.2.6 Requirements regarding coordination and cooperation with APS/CPS investigations 

and remediations. 
 

2.24.4.3 The CONTRACTOR’s abuse and neglect plan shall also define the role and 
responsibilities of the fiscal employer agent (see definition in Section 1) in assessing 
and reducing a member’s risk of abuse and neglect, identifying and reporting abuse 
and neglect, protecting a member if abuse and/or neglect is suspected; training 
employees, contractors of the FEA (including supports brokers), and consumer-
directed workers regarding the protocols identified in Sections 2.24.4.2.1 through 
2.24.4.2.6 above; and training members and caregivers regarding identification and 
reporting of suspected abuse and/or neglect. Such role and responsibilities shall be 
defined in a manner that is consistent with requirements in this Section 2.24.4 as well 
as TENNCARE’s contract with the fiscal employer agent and the model subcontract 
between the CONTRACTOR and the FEA. 

 
2.24.5 Performance Standards 
 

The CONTRACTOR agrees TENNCARE may assess liquidated damages for failure to meet the 
performance standards specified in Attachment VII.  

 
2.24.6 Medical Records Requirements  
 

2.24.6.1 The CONTRACTOR shall maintain, and shall require contract providers and 
subcontractors to maintain, medical records (as defined in Section 1) in a manner that 
is current, detailed and organized, and which permits effective and confidential 
patient care and quality review, administrative, civil and/or criminal investigations 
and/or prosecutions.  

 
2.24.6.2 The CONTRACTOR shall have medical record keeping policies and practices which 

are consistent with 42 CFR Part 456 and current NCQA standards for medical record 
documentation. The CONTRACTOR shall distribute these policies to practice sites. 
At a minimum, the policies and procedures shall address: 
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2.24.6.2.1 Confidentiality of medical records; 
 

2.24.6.2.2 Medical record documentation standards; and 
 

2.24.6.2.3 The medical record keeping system and standards for the availability of medical 
records. At a minimum the following shall apply:  

 
2.24.6.2.3.1 As applicable, medical records shall be maintained or available at the site where 

covered services are rendered;  
 
2.24.6.2.3.2 Enrollees (for purposes of behavioral health records, enrollee includes an 

individual who is age sixteen (16) or over) and their legally appointed 
representatives shall be given access to the enrollees’ medical records, to the 
extent and in the manner provided by TCA 63-2-101, 63-2-102 and 33-3-104 et 
seq., and, subject to reasonable charges, (except as provided in Section 
2.24.6.2.3.3 below) be given copies thereof upon request; 

 
2.24.6.2.3.3 Provisions for ensuring that, in the event a patient-provider relationship with a 

TennCare primary care provider ends and the enrollee requests that medical 
records be sent to a second TennCare provider who will be the enrollee’s primary 
care provider, the first provider does not charge the enrollee or the second 
provider for providing the medical records; and 

 
2.24.6.2.3.4 Performance goals to assess the quality of medical record keeping. 

 
2.24.6.2.4 The CONTRACTOR shall maintain and require contract behavioral health providers 

to maintain medical records in conformity with TCA 33-3-101 et seq. for persons 
with serious emotional disturbance or mental illness.  

 
2.24.6.2.5 The CONTRACTOR shall maintain and require contract behavioral health providers 

to maintain medical records of persons whose confidentiality is protected by 42 CFR 
Part 2 in conformity with that rule or TCA 33-3-103, whichever is more stringent.  

 
23. Section 2.25 shall be deleted in its entirety and replaced with the following: 
 
2.25 MONITORING 
 
2.25.1 General  
 

2.25.1.1 TENNCARE, in its daily activities, shall monitor the CONTRACTOR for 
compliance with the provisions of this Agreement.  

 
2.25.1.2 TENNCARE, CMS, or their representatives shall at least annually monitor the 

operation of the CONTRACTOR for compliance with the provisions of this 
Agreement and applicable federal and state laws and regulations. Monitoring 
activities shall include, but not be limited to, inspection of the CONTRACTOR’s 
facilities, auditing and/or review of all records developed under this Agreement 
including periodic medical audits, appeals, enrollments, disenrollments, termination 
of providers, utilization and financial records, reviewing management systems and 
procedures developed under this Agreement and review of any other areas or 
materials relevant to or pertaining to this Agreement. TENNCARE will emphasize 
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case record validation because of the importance of having accurate service 
utilization data for program management, utilization review and evaluation purposes.  

 
2.25.1.3 TENNCARE shall prepare a report of its findings and recommendations and require 

the CONTRACTOR to develop corrective action plans as appropriate. 
 
2.25.2 Facility Inspection 
 

TENNCARE, CMS, or their representatives may conduct on-site inspections of all health 
facilities and service delivery sites to be utilized by the CONTRACTOR in fulfilling the 
obligations under this Agreement. Inspections may be made at anytime during the Agreement 
period and without prior notice. 

 
2.25.3 Inspection of Work Performed  
 

TENNCARE, CMS, or their representatives shall, at all reasonable times, have the right to enter 
into the CONTRACTOR’s premises, or such other places where duties of this Agreement are 
being performed, to inspect, monitor, or otherwise evaluate including periodic audits of the work 
being performed. The CONTRACTOR and all other subcontractors or providers shall supply 
reasonable access to all facilities and assistance for TENNCARE’s representatives. All 
inspections and evaluations shall be performed in such a manner as to minimize disruption of 
normal business. 

 
2.25.4 Approval Process  
 

2.25.4.1 As specified by TENNCARE, TENNCARE must approve various deliverables/items 
before they can be implemented by the CONTRACTOR.  

 
2.25.4.2 At any time that approval of TENNCARE is required in this Agreement, such 

approval shall not be considered granted unless TENNCARE issues its approval in 
writing.  

 
2.25.4.3 TENNCARE shall specify the deliverables (see Attachment VIII) to be submitted to 

TENNCARE, whether they require prior approval or not, deliverable instructions, 
submission and approval time frames, and technical assistance as required. 

 
2.25.4.4 Should TENNCARE not respond to a submission of a deliverable in the amount of 

time agreed to by TENNCARE, the CONTRACTOR shall not be penalized with 
either liquidated damages or a withhold as a result of implementing the item awaiting 
approval. However, failure by TENNCARE to assess liquidated damages or 
withholds shall not preclude TENNCARE from requiring the CONTRACTOR to 
rescind or modify the item if it is determined by TENNCARE to be in the best 
interest of the TennCare program. 

 
2.25.5 Availability of Records  
 

2.25.5.1 The CONTRACTOR shall ensure within its own organization and pursuant to any 
agreement the CONTRACTOR may have with any other providers of service, 
including, but not limited to providers, subcontractors or any person or entity 
receiving monies directly or indirectly by or through TennCare, that TENNCARE 
representatives and authorized federal, state and Office of the Comptroller of the 
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Treasury personnel, including, but not limited to TENNCARE, the Office of the 
Inspector General (OIG), the Tennessee Bureau of Investigations, Medicaid Fraud 
Control Unit (TBI MFCU), the Department of Health and Human Services, Office of 
Inspector General (DHHS OIG) and the Department of Justice (DOJ), and any other 
duly authorized state or federal agency shall have immediate and complete access to 
all records pertaining to services provided to TennCare enrollees. 

 
2.25.5.2 The CONTRACTOR and its subcontractors and any providers of service, including, 

but not limited to providers or any person or entity receiving monies directly or 
indirectly by or through TennCare shall make all records (including but not limited 
to, financial and medical records) available at the CONTRACTOR’s, provider’s, 
and/or the subcontractor’s expense for administrative, civil and/or criminal review, 
audit, or evaluation, inspection, investigation and/or prosecution by authorized 
federal, state, and Office of the Comptroller of the Treasury personnel, including 
representatives from the OIG, the TBI MFCU, DOJ and the DHHS OIG, 
TENNCARE or any duly authorized state or federal agency. Access will be either 
through on-site review of records or through the mail at the government agency’s 
discretion and during normal business hours, unless there are exigent circumstances, 
in which case access will be at any time. The CONTRACTOR shall send all records 
to be sent by mail to TENNCARE within twenty (20) business days of request unless 
otherwise specified by TENNCARE or TennCare rules and regulations. Requested 
records shall be provided at no expense to TENNCARE, authorized federal, state, 
and Office of the Comptroller of the Treasury personnel, including representatives 
from the OIG, the TBI MFCU, DOJ and the DHHS OIG, or any duly authorized state 
or federal agency. Records related to appeals shall be forwarded within the time 
frames specified in the appeal process portion of this Agreement. Such requests made 
by TENNCARE shall not be unreasonable. 

 
2.25.5.3 The CONTRACTOR and any of its subcontractors, providers or any entity or person 

directly or indirectly receiving monies originating from TennCare, shall make all 
records, including, but not limited to, financial, administrative and medical records 
available to any duly authorized government agency, including but not limited to 
TENNCARE, OIG, TBI MFCU, DHHS OIG and DOJ, upon any authorized 
government agency’s request. Any authorized government agency, including but not 
limited to OIG, TBI MFCU, DHHS OIG and DOJ, may use these records to carry out 
their authorized duties, reviews, audits, administrative, civil and/or criminal 
investigations and/or prosecutions. 

 
2.25.5.4 The CONTRACTOR, any CONTRACTOR’s management company and any 

CONTRACTOR’s claims processing subcontractor shall cooperate with the State, or 
any of the State’s contractors and agents, including, but not limited to TENNCARE, 
OIG, TBI MFCU, DOJ and the DHHS OIG, and the Office of the Comptroller of the 
Treasury, and any duly authorized governmental agency, during the course of any 
claims processing, financial or operational examinations or during any 
administrative, civil or criminal investigation, hearing or prosecution. This 
cooperation shall include, but shall not be limited to the following: 

 
2.25.5.4.1 Providing full cooperation and direct and unrestricted access to facilities, 

information, and staff, including facilities, information and staff of any management 
company or subcontractor, to the State or any of the State’s contractors and agents, 
which includes, but is not limited to TENNCARE, OIG, TBI MFCU, DOJ and the 
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DHHS OIG, and the Office of the Comptroller of the Treasury and any duly 
authorized governmental agency, including federal agencies; and 

 
2.25.5.4.2 Maintaining full cooperation and open authority for claims processing systems access 

and mailroom visits by TDCI or designated representatives or any authorized entity 
of the state or federal government, and to cooperate fully with detail claims testing 
for claims processing system compliance. 

 
2.25.5.5 The CONTRACTOR shall cooperate fully with audits the State may conduct of 

medical management to include clinical processes and outcomes, internal audits, 
provider networks, and any other aspect of the program the State deems appropriate. 
The State may select any qualified person or organization to conduct the audits. 

 
2.25.6 Audit Requirements  
 

The CONTRACTOR and its providers, subcontractors and other entities receiving monies 
originating by or through TennCare shall maintain books, records, documents, and other evidence 
pertaining to services rendered, equipment, staff, financial records, medical records, and the 
administrative costs and expenses incurred pursuant to this Agreement as well as medical 
information relating to the individual enrollees as required for the purposes of audit, or 
administrative, civil and/or criminal investigations and/or prosecution or for the purposes of 
complying with the requirements set forth in Section 2.20 of this Agreement. Records other than 
medical records may be kept in an original paper state or preserved on micromedia or electronic 
format. Medical records shall be maintained in their original form or may be converted to 
electronic format as long as the records are readable and/or legible. These records, books, 
documents, etc., shall be available for any authorized federal, state, including, but not limited to 
TENNCARE, OIG, TBI MFCU, DOJ and the DHHS OIG, and Office of the Comptroller of the 
Treasury personnel during the Agreement period and five (5) years thereafter, unless an audit, 
administrative, civil or criminal investigation or prosecution is in progress or audit findings or 
administrative, civil or criminal investigations or prosecutions are yet unresolved in which case 
records shall be kept until all tasks or proceedings are completed. During the Agreement period, 
these records shall be available at the CONTRACTOR’s chosen location in Tennessee subject to 
the written approval of TENNCARE. If the records need to be sent to TENNCARE, the 
CONTRACTOR shall bear the expense of delivery. Prior approval of the disposition of 
CONTRACTOR, subcontractor or provider records must be requested and approved by 
TENNCARE in writing. Nothing in this Section shall be construed to modify or change the 
obligations of the CONTRACTOR contained in Section 2.23.2 (Data and Document Management 
Requirements), 2.23.3 (System and Data Integration Requirements), or 2.23.6 (Security and 
Access Management Requirements) of this Agreement. 

 
2.25.7 Independent Review of the CONTRACTOR  
 

2.25.7.1 The CONTRACTOR shall cooperate fully with TENNCARE’s External Quality 
Review Organization (EQRO) which will conduct a periodic and/or an annual 
independent review of the CONTRACTOR. 

 
2.25.7.2 The CONTRACTOR shall cooperate fully with any evaluation of the TennCare 

program conducted by CMS. 
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2.25.8 Accessibility for Monitoring  
 

For purposes of monitoring under this Agreement, the CONTRACTOR shall make available to 
TENNCARE or its representative and other authorized state and federal personnel, all records, 
books, documents, and other evidence pertaining to this Agreement, as well as appropriate 
administrative and/or management personnel who administer the MCO. The monitoring shall 
occur periodically during the Agreement period and may include announced or unannounced 
visits, or both. 
 

2.25.9  CHOICES Consumer/Family Surveys  
 

2.25.9.1 The EQRO will administer an annual survey to a representative sample of CHOICES 
members to assess members’ quality of life and members’ and/or caregivers’ 
satisfaction with the CHOICES program. The CONTRACTOR shall cooperate fully 
with the EQRO in conducting the survey. The EQRO will provide a copy of its 
findings to the CONTRACTOR.   

 
2.25.9.2 As specified in Section 2.15.7, the CONTRACTOR shall administer the Health 

Outcomes Survey and submit survey data files to TENNCARE. The EQRO will test, 
clean, and score the data, develop reports, and provide relevant reports to the 
CONTRACTOR.      

 
2.25.9.3 TENNCARE or its designee will conduct a post-transition survey of a representative 

sample of CHOICES members following discharge from a nursing facility to an 
HCBS delivery setting (including the member’s home or community-based 
residential alternatives setting) to assess the quality of the care transition. The 
CONTRACTOR shall cooperate fully with TENNCARE or its designee in 
conducting these surveys. TENNCARE or its designee will provide a copy of its 
findings to the CONTRACTOR.   

 
2.25.9.4 TENNCARE or its designee will conduct a survey of a representative sample of 

CHOICES members following the CONTRACTOR’s needs assessment and care 
planning processes to assess members’ and/or caregivers’ satisfaction with these 
processes. The CONTRACTOR shall cooperate fully with TENNCARE or its 
designee in conducting the survey. TENNCARE or its designee will provide a copy 
of the survey findings to the CONTRACTOR.  

 
2.25.10 Monitoring Quality of Care for CHOICES 
 

In addition to any other monitoring activities conducted by TENNCARE, the CONTRACTOR 
shall cooperate fully with any monitoring activities conducted by TENNCARE regarding the 
CHOICES program. These activities will include but not be limited to the following: 
 
2.25.10.1 Quarterly and annual monitoring to ensure that CHOICES members receive disease 

management interventions and the adequacy and appropriateness of these 
interventions (see Sections 2.30.5.3 through 2.30.5.5).   

 
2.25.10.2 For the first six (6) months after implementation of CHOICES in the Grand Region 

covered by this Agreement, or as long as determined necessary by TENNCARE, 
monthly monitoring of the CONTRACTOR’s performance regarding transitioning 
CHOICES members. TENNCARE will review the Status of Transitioning CHOICES 
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Members report submitted by the CONTRACTOR (see Section 2.30.6.2) to 
determine the CONTRACTOR’s performance on specified measures. TENNCARE 
may validate the report and may conduct a more in-depth review and/or request 
additional information for instances where the CONTRACTOR does not adhere to 
required timeframes. TENNCARE may require a corrective action plan and/or 
impose sanctions to address non-compliance issues and to improve CONTRACTOR 
performance.   

 
2.25.10.3 Quarterly monitoring to determine the CONTRACTOR’s adherence to the 

requirements in this Agreement regarding timeframes for assessments, care planning, 
and implementation of services for members who are enrolled through the SPOE. 
TENNCARE will review the New Member Assessment and Care Planning and 
Initiation of Services reports submitted by the CONTRACTOR (see Section 2.30.6.3) 
to determine the CONTRACTOR’s performance on specified measures. In the event 
the CONTRACTOR’s performance on a measure is less than one hundred percent 
(100%), TENNCARE will evaluate the adequacy and appropriateness of the 
CONTRACTOR’s remediation and improvement activities. TENNCARE may 
validate the report and may conduct a more in-depth review and/or request additional 
information for instances where the CONTRACTOR does not adhere to required 
timeframes. TENNCARE may require a performance improvement plan, a corrective 
action plan and/or impose sanctions to address non-compliance issues and to improve 
CONTRACTOR performance. 

  
2.25.10.4 Quarterly monitoring to determine the CONTRACTOR’s adherence to the timelines 

in this Agreement regarding CHOICES intake of members who may be eligible for 
CHOICES. TENNCARE will review the CHOICES Intake, Enrollment and Service 
Initiation reports submitted by the CONTRACTOR (see Section 2.30.6.4) to 
determine the CONTRACTOR’s performance on specified measures. In the event the 
CONTRACTOR’s performance on a measure is less than one hundred percent 
(100%), TENNCARE will evaluate the adequacy and appropriateness of the 
CONTRACTOR’s remediation and improvement activities. TENNCARE may 
validate the report and may conduct a more in-depth review and/or request additional 
information for instances where the CONTRACTOR does not adhere to required 
timeframes. TENNCARE may require a performance improvement plan, a corrective 
action plan and/or impose sanctions to address non-compliance issues and to improve 
CONTRACTOR performance. 

 
2.25.10.5 Quarterly monitoring to determine the CONTRACTOR’s adherence to the 

requirements in this Agreement regarding ongoing assessment and care planning and 
service initiation timeframes. TENNCARE will review the Ongoing Assessment and 
Care Planning and Service Initiation reports submitted by the CONTRACTOR (see 
Section 2.30.6.5) to determine the CONTRACTOR’s performance on specified 
measures. In the event the CONTRACTOR’s performance on a measure is less than 
one hundred percent (100%), TENNCARE will evaluate the adequacy and 
appropriateness of the CONTRACTOR’s remediation and improvement activities. 
TENNCARE may validate the report and may conduct a more in-depth review and/or 
request additional information for instances where the CONTRACTOR does not 
adhere to required timeframes. TENNCARE may require a performance 
improvement plan, a corrective action plan and/or impose sanctions to address non-
compliance issues and to improve CONTRACTOR performance. 
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2.25.10.6 Quarterly monitoring to determine the CONTRACTOR’s adherence to the 
requirements in this Agreement regarding care coordinator contacts for CHOICES 
members following enrollment into CHOICES. TENNCARE will review the Post-
Enrollment Care Coordination Contact reports submitted by the CONTRACTOR 
(see Section 2.30.6.6) to determine the CONTRACTOR’s performance on specified 
measures. In the event the CONTRACTOR’s performance on a measure is less than 
one hundred percent (100%), TENNCARE will evaluate the adequacy and 
appropriateness of the CONTRACTOR’s remediation and improvement activities. 
TENNCARE may validate the report and may conduct a more in-depth review and/or 
request additional information for instances where the CONTRACTOR does not 
adhere to required timeframes. TENNCARE may require a performance 
improvement plan, a corrective action plan and/or impose sanctions to address non-
compliance issues and to improve CONTRACTOR performance. 

 
2.25.10.7 Quarterly monitoring to determine the CONTRACTOR’s adherence to the 

requirements in this Agreement regarding processes for identifying, assessing, and 
transitioning CHOICES who may have the ability and/or desire to transition from a 
nursing facility to the community. TENNCARE will review the Nursing Facility to 
Community Transition reports submitted by the CONTRACTOR (see Section 
2.30.6.8) to determine the CONTRACTOR’s performance on specified measures. In 
the event the CONTRACTOR’s performance on a measure is less than one hundred 
percent (100%), TENNCARE will evaluate the adequacy and appropriateness of the 
CONTRACTOR’s remediation and improvement activities. TENNCARE may 
validate the report and may conduct a more in-depth review and/or request additional 
information for instances where the CONTRACTOR does not adhere to prescribed 
requirements. TENNCARE may require a performance improvement plan, a 
corrective action plan and/or impose sanctions to address non-compliance issues and 
to improve CONTRACTOR performance. 

  
    

2.25.10.8 Monthly monitoring regarding missed and late visits. TENNCARE will review the 
HCBS Missed Visits reports submitted by the CONTRACTOR (see Section 2.30.6.9) 
to determine the CONTRACTOR’s performance on specified measures. 
TENNCARE will evaluate the adequacy and appropriateness of the 
CONTRACTOR’s remediation and improvement activities. TENNCARE may 
validate the report and may conduct a more in-depth review and/or request additional 
information. TENNCARE may require a performance improvement plan, a corrective 
action plan and/or impose sanctions to address non-compliance issues and to improve 
CONTRACTOR performance. 

 
2.25.10.9 For CHOICES members identified by TENNCARE, monthly case reviews to monitor 

the objectivity of the CONTRACTOR’s needs assessment and care planning 
processes and to ensure consistent and reliable outcomes.    

 
2.25.10.10 Quarterly monitoring of the CONTRACTOR’s provider network file (see 

Section2.30.7) to ensure that CHOICES provider network requirements are met (see 
Section 2.11.6). 

 
2.25.10.11 Annual monitoring of the CONTRACTOR’s long-term care provider network 

development plan to ensure that the CONTRACTOR is making sufficient progress 
towards meeting its network development and expansion goals (see Section 2.11.6.6). 
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TENNCARE will review the plan provided by the CONTRACTOR (see Section 
2.30.7.6) and will evaluate the adequacy of the CONTRACTOR’s long-term care 
network and the CONTRACTOR’s efforts to improve the network where 
deficiencies exist. 

 
2.25.10.12 Quarterly monitoring of critical incidents. TENNCARE will review the Critical 

Incidents reports submitted by the CONTRACTOR (see Section 2.30.11.7) to 
identify potential performance improvement activities and the adequacy of the 
CONTRACTOR’s action steps to reduce the number of critical incidents and 
improve the critical incidents reporting and management process. TENNCARE may 
conduct a more in-depth review and/or request additional information.        

 
2.25.10.13 Quarterly monitoring of the CONTRACTOR’s member complaints process to 

determine compliance with timeframes prescribed in Section 2.19.2 of this 
Agreement and appropriateness of resolutions. TENNCARE will review the Member 
Complaints reports submitted by the CONTRACTOR (see Section 2.30.13), to 
determine the CONTRACTOR’s performance on specified measures. In the event the 
CONTRACTOR’s performance on a measure is less than one hundred percent 
(100%), TENNCARE will evaluate the adequacy and appropriateness of the 
CONTRACTOR’s remediation and improvement activities. TENNCARE may 
validate the report and may conduct a more in-depth review and/or request additional 
information for instances where the CONTRACTOR does not adhere to required 
timeframes. TENNCARE may require a performance improvement plan, a corrective 
action plan and/or impose sanctions to address non-compliance issues and to improve 
CONTRACTOR performance.      

 
2.25.10.14 Review of all reports from the CONTRACTOR (see Section 2.30) and any related 

follow-up activities.   
 

2.25.11 Corrective Action Requirements  
 

2.25.11.1 If TENNCARE determines that the CONTRACTOR is not in compliance with one or 
more requirements of this Agreement, TENNCARE will issue a notice of deficiency 
identifying the deficiency(ies), follow-up recommendations/requirements (e.g., a 
request for a corrective action plan), and time frames for follow-up. 

 
2.25.11.2 Upon receipt of a notice of deficiency(ies) from TENNCARE, the CONTRACTOR 

shall comply with all recommendations/requirements made in writing by 
TENNCARE within the time frames specified by TENNCARE.  

 
2.25.11.3 The CONTRACTOR shall be responsible for ensuring corrective action when a 

subcontractor or provider is not in compliance with the Agreement.  
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24. Section 2.26 shall be deleted in its entirety and replaced with the following: 
 
2.26 SUBCONTRACTS  
 
2.26.1 Subcontract Relationships and Delegation  
 

If the CONTRACTOR delegates responsibilities to a subcontractor, the CONTRACTOR shall 
ensure that the subcontracting relationship and subcontracting document(s) comply with federal 
requirements, including, but not limited to, compliance with the applicable provisions of 42 CFR 
438.230(b) and 42 CFR 434.6 as described below: 

 
2.26.1.1 The CONTRACTOR shall evaluate the prospective subcontractor’s ability to perform 

the activities to be delegated; 
 

2.26.1.2 The CONTRACTOR shall require that the agreement be in writing and specify the 
activities and report responsibilities delegated to the subcontractor and provide for 
revoking delegation or imposing other sanctions if the subcontractor’s performance is 
inadequate; 

 
2.26.1.3 The CONTRACTOR shall monitor the subcontractor’s performance on an ongoing 

basis and subject it to formal review, on at least an annual basis, consistent with 
NCQA standards and state MCO laws and regulations; 

 
2.26.1.4 The CONTRACTOR shall identify deficiencies or areas for improvement, and the 

CONTRACTOR and the subcontractor shall take corrective action as necessary; and 
 

2.26.1.5 If the subcontract is for purposes of providing or securing the provision of covered 
services to enrollees, the CONTRACTOR shall ensure that all requirements 
described in Section 2.12 of this Agreement are included in the subcontract and/or a 
separate provider agreement executed by the appropriate parties. 

 
2.26.2 Legal Responsibility  
 

The CONTRACTOR shall be responsible for the administration and management of all aspects of 
this Agreement including all subcontracts/subcontractors. The CONTRACTOR shall ensure that 
the subcontractor shall not enter into any subsequent agreements or subcontracts for any of the 
work contemplated under the subcontractor for purposes of this Agreement without prior written 
approval of the CONTRACTOR. No subcontract, provider agreement or other delegation of 
responsibility terminates or reduces the legal responsibility of the CONTRACTOR to 
TENNCARE to ensure that all activities under this Agreement are carried out in compliance with 
the Agreement.  

 
2.26.3 Prior Approval 
 

All subcontracts, as defined in Section 1 of this Agreement, and revisions thereto shall be 
approved in advance in writing by TENNCARE. The CONTRACTOR shall revise subcontracts 
as directed by TENNCARE. Approval of subcontracts shall not be considered granted unless 
TENNCARE issues its approval in writing. Once a subcontract has been executed by all of the 
participating parties, a copy of the fully executed subcontract shall be sent to TENNCARE within 
thirty (30) calendar days of execution. This written prior approval requirement does not relieve 
the CONTRACTOR of any responsibilities to submit all proposed material modifications of the 
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CONTRACTOR’s MCO operations to TDCI for prior review and approval as required by Title 
56, Chapter 32, Part 1.  

 
2.26.4 Subcontracts for Behavioral Health Services 
 

If the CONTRACTOR subcontracts for the provision or management of behavioral health 
services, the subcontract shall be specific to the TennCare program, and the CONTRACTOR 
shall comply with the requirements in Section 2.6.1.2 regarding integration of physical health and 
behavioral health services. 
 

2.26.5 Subcontracts for Assessments and Plans of Care 
 

If the CONTRACTOR subcontracts with an entity to conduct level of care or needs assessments 
or reassessments and/or develop or authorize plans of care (see Section 2.9.6), such subcontractor 
shall not provide any direct long-term care services. 
 

2.26.6 Subcontract with Fiscal Employer Agent (FEA) 
 

As required in Section 2.9.7.3, the CONTRACTOR shall contract with TENNCARE’s designated 
FEA to provide assistance to members choosing consumer direction of HCBS. This subcontract 
shall include the provisions specified by TENNCARE in the model FEA subcontract provided to 
the CONTRACTOR. The CONTRACTOR shall not be liable for any failure, error, or omission 
by the FEA related to the FEA’s verification of worker qualifications. 

 
2.26.7 Standards  
 

The CONTRACTOR shall require and ensure that the subcontractor complies with all applicable 
requirements in this Agreement. This includes, but is not limited to, Sections 2.19, 2.21.7, 2.25.5, 
2.25.6, 2.25.8, 2.25.9, 4.3, 4.19, 4.31, and 4.32 of this Agreement. 

 
2.26.8 Quality of Care  
 

If the subcontract is for the purpose of securing the provision of covered services, the subcontract 
shall specify that the subcontractor adhere to the quality requirements the CONTRACTOR is held 
to.  

 
2.26.9 Interpretation/Translation Services and Limited English Proficiency (LEP) Provisions  
 

The CONTRACTOR shall provide instruction for all direct service subcontractors regarding the 
CONTRACTOR’s written procedure for the provision of language interpretation and translation 
services for any member who needs such services, including but not limited to, enrollees with 
Limited English Proficiency. 

 
2.26.10 Children in State Custody  
 

The CONTRACTOR shall include in its subcontracts a provision stating that subcontractors are 
not permitted to encourage or suggest, in any way, that TennCare children be placed into state 
custody in order to receive medical or behavioral health services covered by TENNCARE. 
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2.26.11 Assignability  
 

Transportation and claims processing subcontracts shall include language requiring that the 
subcontract agreement shall be assignable from the CONTRACTOR to the State, or its designee: 
i) at the State’s discretion upon written notice to the CONTRACTOR and the affected 
subcontractor; or ii) upon CONTRACTOR’s request and written approval by the State. Further, 
the subcontract agreement shall include language by which the subcontractor agrees to be bound 
by any such assignment, and that the State, or its designee, shall not be responsible for past 
obligations of the CONTRACTOR.  

 
2.26.12 Claims Processing  
 

2.26.12.1 All claims for services furnished to a TennCare enrollee filed with a CONTRACTOR 
shall be processed by either the CONTRACTOR or by one (1) subcontractor retained 
by the organization for the purpose of processing claims. However, another entity can 
process claims related to behavioral health, vision, lab, transportation, or consumer-
directed HCBS if that entity has been retained by the CONTRACTOR to arrange and 
provide for the delivery of said services. However, all claims processed by any 
subcontractor shall be maintained and submitted by the CONTRACTOR. 

 
2.26.12.2 As required in Section 2.30.19 of this Agreement, where the CONTRACTOR has 

subcontracted claims processing for TennCare claims, the CONTRACTOR shall 
provide to TENNCARE a Type II examination based on the Statement on Auditing 
Standards (SAS) No. 70, Service Organizations. 

 
2.26.13 HIPAA Requirements  
 

The CONTRACTOR shall require all its subcontractors to adhere to HIPAA requirements. 
 
2.26.14 Compensation for Utilization Management Activities  
 

Should the CONTRACTOR have a subcontract arrangement for utilization management 
activities, the CONTRACTOR shall ensure, consistent with 42 CFR 438.210(e) that 
compensation to individuals or entities that conduct utilization management activities is not 
structured so as to provide incentives for the individual or entity to deny, limit, or discontinue 
medically necessary services to any enrollee, as provided by the Balanced Budget Act of 1997 
and the provisions of 42 CFR 438.210(e). 

 
2.26.15 Notice of Subcontractor Termination  
 

2.26.15.1 When a subcontract that relates to the provision of services to enrollees or claims 
processing services is being terminated, the CONTRACTOR shall give at least thirty 
(30) calendar days prior written notice of the termination to TENNCARE and TDCI.  

 
2.26.15.2 TENNCARE reserves the right to require this notice requirement and procedures for 

other subcontracts if determined necessary upon review of the subcontract for 
approval.  
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25. Section 2.29 shall be deleted in its entirety and replaced with the following: 
 
2.29 PERSONNEL REQUIREMENTS 
 
2.29.1 Staffing Requirements 
 

2.29.1.1 The CONTRACTOR shall have sufficient staffing capable of fulfilling the 
requirements of this Agreement.  

 
2.29.1.2 The CONTRACTOR shall submit to TENNCARE the names, resumes and contact 

information of the key staff identified below. In the event of a change to any of the 
key staff identified in Section 2.29.1.3, the CONTRACTOR shall notify 
TENNCARE within ten (10) business days of the change. 

 
2.29.1.3 The minimum key staff requirements are listed below. If a full-time staff person is 

required, that means that one person shall perform that function (as opposed to 
multiple persons equaling a full-time equivalent). If a full-time staff person is not 
specified, the position does not require a full-time staff person.  

 
2.29.1.3.1 A full-time administrator/project director dedicated to the TennCare program who 

has clear authority over the general administration and day-to-day business activities 
of this Agreement; 

 
2.29.1.3.2 [Left blank intentionally];  

 
2.29.1.3.3 A full-time Medical Director dedicated to the TennCare program who is a licensed 

physician in the State of Tennessee to oversee and be responsible for all clinical 
activities, including but not limited to the proper provision of covered services to 
members, developing clinical practice standards and clinical policies and procedures; 

 
2.29.1.3.4 A full-time senior executive dedicated to the TennCare program who is a board 

certified psychiatrist in the State of Tennessee and has at least five (5) years 
combined experience in mental health and substance abuse services. This person 
shall oversee and be responsible for all behavioral health activities; 

 
2.29.1.3.5 A full-time senior executive dedicated to the TennCare CHOICES program who has 

at least five (5) years of experience administering managed long-term care programs. 
On a case-by-case basis, equivalent experience in administering long-term care 
programs and services, including HCBS, or in managed care may be substituted, 
subject to the prior approval of TENNCARE This person shall oversee and be 
responsible for all CHOICES activities;  

 
2.29.1.3.5.1 The CONTRACTOR shall ensure that this position is filled at least one hundred 

and twenty (120) days prior to the scheduled implementation of CHOICES in the 
Grand Region covered by this Agreement;  

 
2.29.1.3.5.2 If the CONTRACTOR has not filled this position one hundred and eighty (180) 

days prior to the scheduled implementation of CHOICES in the Grand Region 
covered by this Agreement, the CONTRACTOR shall designate another senior 
executive dedicated to the TennCare program to temporarily oversee CHOICES 
implementation activities, as prior approved by TENNCARE, until this position 
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is filled (which, as specified in Section 2.29.1.3.5.1 above, shall be at least one 
hundred and twenty (120) days prior to the scheduled implementation of 
CHOICES). Should another senior executive be temporarily designated to 
oversee CHOICES implementation activities, upon filling the full-time position 
as specified in Section 2.29.1.3.5.1 above, the CONTRACTOR shall ensure the 
effective transition of all CHOICES implementation activities, including a 
minimum transition period of ninety (90) days; 

 
2.29.1.3.6 A full-time chief financial officer dedicated to the TennCare program responsible for 

accounting and finance operations, including all audit activities; 
 

2.29.1.3.7 A full-time staff information systems director/manager dedicated to the TennCare 
program responsible for all CONTRACTOR information systems supporting this 
Agreement who is trained and experienced in information systems, data processing 
and data reporting as required to oversee all information systems functions 
supporting this Agreement including, but not limited to, establishing and maintaining 
connectivity with TennCare information systems and providing necessary and timely 
reports to TENNCARE; 

 
2.29.1.3.8 A staff person designated as the contact available after hours for the “on-call” 

TennCare Solutions staff to contact with service issues; 
 

2.29.1.3.9 A staff person to serve as the CONTRACTOR’s Non-discrimination Compliance 
Coordinator. This person shall be responsible for compliance with Title VI of the 
Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973, Title II of 
the Americans with Disabilities Act of 1990, the Age Discrimination Act of 1975 and 
the Omnibus Budget Reconciliation Act of 1981 (P.L. 97-35) on behalf of the 
CONTRACTOR. The CONTRACTOR shall report to TENNCARE in writing, to the 
attention of the Director of Non-Discrimination Compliance/Health Care Disparities, 
within ten (10) calendar days of the commencement of any period of time that the 
CONTRACTOR does not have a designated staff person for non-discrimination 
compliance. The CONTRACTOR shall report to TENNCARE at such time that the 
function is redirected as required in Section 2.29.1.2; 

 
2.29.1.3.10 A full-time staff person dedicated to the TennCare program responsible for member 

services, who shall communicate with TENNCARE regarding member service 
activities; 

 
2.29.1.3.11 A full-time staff person dedicated to the TennCare program responsible for provider 

services and provider relations, including all network development and management 
issues. This person shall be responsible for appropriate education regarding provider 
participation in the TennCare (including CHOICES) program; communications 
between the CONTRACTOR and its contract providers; and ensuring that providers 
receive prompt resolution of problems or inquiries. This person shall also be 
responsible for communicating with TENNCARE regarding provider service and 
provider relations activities. The FEA shall be responsible for education of and 
communication with consumer-directed workers,  resolution of problems or inquiries 
from workers, and communication with TENNCARE regarding workers; 

 
2.29.1.3.12 A full-time staff person dedicated to the TennCare CHOICES program responsible 

for educating and assisting long-term care providers and the FEA regarding 
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appropriate claims submission processes and requirements, coding updates, 
electronic claims transactions and electronic funds transfer; for the development and 
maintenance of CONTRACTOR resources such as CHOICES provider manuals, 
website, fee schedules, etc.; for technical assistance regarding long-term care claims 
submission and resolution processes; and for prompt resolution of long-term care 
claims issues or inquiries as specified in Section 2.22.5. This person shall develop 
strategies to assess the effectiveness of the CONTRACTOR’S claims education and 
technical assistance activities, gather feedback regarding the extent to which 
CHOICES providers are informed about appropriate claims submission processes and 
practices, and identify trends and guide the development of strategies to improve the 
efficiency of long-term care claims submission and resolution processes, as well as 
CHOICES provider satisfaction;  

 
2.29.1.3.13 A staff person responsible for all fraud and abuse detection activities, including the 

fraud and abuse compliance plan, as set forth in Section 2.20 of this Agreement; 
 

2.29.1.3.14 A staff person responsible for all UM activities, including but not limited to 
overseeing prior authorizations. This person shall be a physician licensed in the State 
of Tennessee and shall ensure that UM staff have appropriate clinical backgrounds in 
order to make utilization management decisions;  

 
2.29.1.3.15 A staff person responsible for all quality management activities. This person shall be 

a physician or registered nurse licensed in the State of Tennessee;  
 

2.29.1.3.16 A staff person responsible for all appeal system resolution issues; 
 

2.29.1.3.17 A staff person responsible for all claims management activities; 
 

2.29.1.3.18 A staff person assigned to provide legal and technical assistance for and coordination 
with the legal system for court ordered services; 

 
2.29.1.3.19 A staff person responsible for all MCO case management and related issues, 

including but not limited to, disease management activities and coordination between 
physical and behavioral health services; 

 
2.29.1.3.20 A full-time staff person dedicated to the TennCare CHOICES program who is a 

registered nurse and has at least three (3) years experience providing care 
coordination to persons receiving long-term care services and an additional two (2) 
years work experience in managed and/or long-term care. This person shall oversee 
and be responsible for all care coordination activities. 

 
2.29.1.3.21 A sufficient number of CHOICES care coordinators that meet the qualifications in 

Section 2.9.6.11 to conduct all required activities as specified herein; 
 

2.29.1.3.22 A consumer advocate for members receiving, or in need of, behavioral health 
services. This person shall be responsible for internal representation of members’ 
interests including but not limited to: ensuring input in policy development, planning, 
decision making, and oversight as well as coordination of recovery and resilience 
activities;  
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2.29.1.3.23 A consumer advocate for CHOICES members. This person shall be responsible for 
internal representation of CHOICES members’ interests including but not limited to 
input into planning and delivery of long-term care services, CHOICES QM/QI 
activities, program monitoring and evaluation, and member, family, and provider 
education. The consumer advocate shall also assist CHOICES members in navigating 
the CONTRACTOR’s system (e.g., how to file a complaint, how to change care 
coordinators). This shall include, but not be limited to, helping members understand 
and use the CONTRACTOR’s system, e.g., being a resource for members, providing 
information, making referrals to appropriate CONTRACTOR staff, and facilitating 
resolution of any issues. The consumer advocate shall also make recommendations to 
the CONTRACTOR on any changes needed to improve the CONTRACTOR’s 
system for CHOICES members, make recommendations to TENNCARE regarding 
improvements for the CHOICES program, and participate as an ex officio member of 
the CHOICES Advisory Group required in Section 2.24.3; 

 
2.29.1.3.24 A staff person responsible for TENNderCare services; 

 
2.29.1.3.25 A staff person responsible for working with the Department of Children’s Services; 

 
2.29.1.3.26 A senior executive responsible for overseeing all subcontractor activities, if the 

subcontract is for the provision of covered benefits;  
 

2.29.1.3.27 A staff person responsible for coordinating all activities and resolving issues related 
to CONTRACTOR/DBM coordination. This person shall be responsible for 
overseeing the work of the DBM Care Coordination Committee and the DBM Claims 
Coordination Committee as described in Section 2.9.11;  

 
2.29.1.3.28 A staff person responsible for coordinating all activities and resolving issues related 

to CONTRACTOR/PBM coordination; and  
 

2.29.1.3.29 A staff person designated for interfacing and coordinating with the TDMHDD 
Planning and Policy Council. 

 
2.29.1.4 In addition to the key staff requirements described above, the CONTRACTOR shall 

have sufficient full-time clinical and support staff to conduct daily business in an 
orderly manner. This includes but is not limited to functions and services in the 
following areas: administration, accounting and finance, fraud and abuse, utilization 
management including prior authorizations, MCO case management, disease 
management, care coordination, quality management, member education and 
outreach, appeal system resolution, member services, provider services, provider 
relations, claims processing, and reporting.  

 
2.29.1.5 The CONTRACTOR shall have a sufficient number of DBM care coordinators and 

claims coordinators to conduct all required activities, including but not limited to 
collaboration with the DBM and coordination with various state agencies.  

 
2.29.1.6 The CONTRACTOR shall appoint specific staff to an internal audit function as 

specified in Section 2.21.10.  
 

2.29.1.7 At least one hundred and twenty (120) days prior to the scheduled implementation of 
CHOICES in the Grand Region covered by this Agreement, the CONTRACTOR 
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shall establish a team dedicated to the implementation of the CHOICES program. 
This team shall be responsible for directing and overseeing all aspects of the 
implementation of CHOICES. The team shall be led by the full-time senior executive 
referenced in Section 2.29.1.3.5 above and shall include, at a minimum, a staff person 
with responsibility for developing and implementing the CONTRACTOR’s care 
coordination program, a staff person responsible for long-term care provider network 
development and provider relations, a staff person responsible for CHOICES 
provider claims education and assistance, a staff person responsible for long-term 
care QM/QI, a staff person responsible for IS issues related to CHOICES, and other 
staff as necessary to ensure the successful implementation of the CHOICES program 
and the seamless transition of members currently receiving long-term care services. 
The team shall report directly to the CONTRACTOR’s senior management and shall 
interface with all of the CONTRACTOR’s departments/business units as necessary to 
ensure the CONTRACTOR’s readiness to provide services to CHOICES members in 
compliance with the requirements of this Agreement. 

 
2.29.1.8 The CONTRACTOR is not required to report to TENNCARE the names of staff not 

identified as key staff in Section 2.29.1.3. However, the CONTRACTOR shall 
provide its staffing plan to TENNCARE. 

 
2.29.1.9 The CONTRACTOR’s project director, transition staff person, Medical Director, 

psychiatrist, CHOICES senior executive, financial staff, member services staff, 
provider services staff, provider relations staff, CHOICES provider claims education 
and assistance staff, UM staff, appeals staff, MCO case management staff, care 
coordination staff, consumer advocate, and TENNderCare staff person shall be 
located in the State of Tennessee. However, TENNCARE may authorize exceptions 
to this requirement. The CONTRACTOR shall seek TENNCARE’s written prior 
approval to locate any of these staff outside of the State of Tennessee. The 
CONTRACTOR’s request to locate required in-state staff to an out-of-state location 
shall include a justification of the request and an explanation of how services will be 
coordinated. If financial staff are not located in Tennessee the CONTRACTOR shall 
have the ability to issue a check within five (5) calendar days of a payment directive 
from TENNCARE.  

 
2.29.1.10 The CONTRACTOR shall conduct training of staff in all departments to ensure 

appropriate functioning in all areas. This training shall be provided to all new staff 
members and on an ongoing basis for current staff.  

 
2.29.2 Licensure and Background Checks 
 

2.29.2.1 Except as specified in this Section 2.29.2.1 regarding the FEA, the CONTRACTOR 
is responsible for ensuring that all persons, whether they are employees, agents, 
subcontractors, providers or anyone acting for or on behalf of the CONTRACTOR, 
are legally authorized to render services under applicable state law. The FEA shall be 
responsible for ensuring that consumer-directed workers are qualified to provide 
HCBS in accordance with TENNCARE requirements. 

 
2.29.2.2 Except as specified in this Section 2.29.2.2 regarding the FEA, the CONTRACTOR 

is responsible for conducting background checks in accordance with state law and 
TennCare policy and ensuring that all employees, agents, subcontractors, providers or 
anyone acting for or on behalf of the CONTRACTOR conducts background checks 
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in accordance with state law and TennCare policy. The FEA shall be responsible for 
conducting background checks on its staff, its subcontractors, and consumer-directed 
workers. 

 
2.29.3 Board of Directors 
 

The CONTRACTOR shall provide to TENNCARE, in writing, a list of all officers and members 
of the CONTRACTOR’s Board of Directors. The CONTRACTOR shall notify TENNCARE, in 
writing, within ten (10) business days of any change thereto. 

 
2.29.4 Employment and Contracting Restrictions  
 

The CONTRACTOR shall not knowingly have a director, officer, partner, or person with 
beneficial ownership of more than five percent (5%) of the entity’s equity who has been debarred 
or suspended by any federal agency. The CONTRACTOR may not have an employment, 
consulting, or any other agreement with a person that has been debarred or suspended by any 
federal agency for the provision of items or services that are significant and material to the 
entity’s contractual obligation with the State. To the best of its knowledge and belief, the 
CONTRACTOR certifies by its signature to this Agreement that the CONTRACTOR and its 
principals: 

 
2.29.4.1 Are not presently debarred, suspended, proposed for debarment, declared ineligible, 

or voluntarily excluded from covered transactions by any federal or state department 
or contractor; 

 
2.29.4.2 Have not within a three (3) year period preceding this Agreement been convicted of, 

or had a civil judgment rendered against them from commission of fraud, or a 
criminal offense in connection with obtaining attempting to obtain, or performing a 
public (federal, state, or local) transaction or grant under a public transaction, 
violation of federal or state antitrust statutes or commission of embezzlement, theft, 
forgery, bribery, falsification, or destruction of records, making false statements, or 
receiving stolen property; 

 
2.29.4.3 Are not presently indicted for or otherwise criminally or civilly charged by a 

government entity (federal, state, or local) with commission of any of the offenses 
detailed in Section 2.29.4.2 of this Agreement; and 

 
2.29.4.4 Have not within a three (3) year period preceding this Agreement had one or more 

public transactions (federal, state, or local) terminated for cause or default. 
 
26. Section 2.30 shall be deleted in its entirety and replaced with the following: 
 
2.30 REPORTING REQUIREMENTS  
 
2.30.1 General Requirements  
 

2.30.1.1 The CONTRACTOR shall comply with all the reporting requirements established by 
TENNCARE. TENNCARE shall provide the CONTRACTOR with the appropriate 
reporting formats, instructions, submission timetables, and technical assistance as 
required. TENNCARE may, at its discretion, change the content, format or frequency 
of reports. 
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2.30.1.2 TENNCARE may, at its discretion, require the CONTRACTOR to submit additional 

reports both ad hoc and recurring. If TENNCARE requests any revisions to the 
reports already submitted, the CONTRACTOR shall make the changes and re-submit 
the reports, according to the time period and format required by TENNCARE. 

 
2.30.1.3 The CONTRACTOR shall submit all reports to TENNCARE, unless indicated 

otherwise in this Agreement, according to the schedule below: 
 

DELIVERABLES  DUE DATE 

Daily Reports  Within two (2) business days. 

Weekly Reports  Wednesday of the following week. 

Monthly Reports  20th of the following month. 

Quarterly Reports   30th of the following month. 

Semi-Annual Reports  January 31 and July 31. 

Annual Reports  Ninety (90) calendar days after the end of 
the calendar year  

On Request Reports  Within three (3) business days from the date 
of the request unless otherwise specified by 
TENNCARE. 

Ad Hoc Reports  Within ten (10) business days from the date 
of the request unless otherwise specified by 
TENNCARE. 

 
2.30.1.4 The CONTRACTOR shall submit all reports electronically and in the manner and 

format prescribed by TENNCARE. Except as otherwise specified by TENNCARE, 
all reports shall be specific to the Grand Region covered by this Agreement. 

 
2.30.1.5 Except as otherwise provided in this Agreement, the CONTRACTOR shall submit all 

reports to the Bureau of TennCare. 
 
2.30.1.6 The CONTRACTOR shall transmit to and receive from TENNCARE all transactions 

and code sets in the appropriate standard formats as specified under HIPAA and as 
directed by TENNCARE, so long as TENNCARE direction does not conflict with the 
law. 

 
2.30.1.7 As part of its QM/QI program, the CONTRACTOR shall review all reports submitted 

to TENNCARE to identify instances and/or patterns of non-compliance, determine 
and analyze the reasons for non-compliance, identify and implement actions to 
correct instances of non-compliance and to address patterns of non-compliance, and 
identify and implement quality improvement activities to improve performance and 
ensure compliance going forward. 
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2.30.2 Eligibility, Enrollment and Disenrollment Reports  
 

2.30.2.1 The CONTRACTOR shall comply with the requirements in Section 2.23.5 regarding 
eligibility and enrollment data exchange.  

 
2.30.2.2 The CONTRACTOR shall submit a Monthly Enrollment/Capitation Payment 

Reconciliation Report that serves as a record that the CONTRACTOR has reconciled 
member eligibility data with capitation payments and verified that the 
CONTRACTOR has an enrollment record for all members for whom the 
CONTRACTOR has received a capitation payment, and that all members for whom 
the CONTRACTOR received a CHOICES capitation payment are identified as 
CHOICES members in the appropriate CHOICES Group on the enrollment record.   

 
2.30.2.3 The CONTRACTOR shall submit a Quarterly Member Enrollment/Capitation 

Payment Report in the event it has members for whom a capitation payment has not 
been made or an incorrect payment has been made. This report shall be submitted on 
a quarterly basis, with a one-month lag time and is due to TENNCARE by the end of 
the second month following the reporting period. For example, for the quarter ending 
September 30, the report is due by the end of November and should include all data 
received through the end of October for the quarter ending September 30. These 
quarterly reports shall include all un-reconciled items until such time that 
TENNCARE notifies the CONTRACTOR otherwise.  

 
2.30.2.4 TENNCARE may provide the CONTRACTOR with information on members for 

whom TENNCARE has been unable to locate or verify various types of pertinent 
information. Upon receipt of this information, the CONTRACTOR shall provide 
TENNCARE any information known by the CONTRACTOR that is missing or 
inaccurate in the report provided by TENNCARE. The CONTRACTOR shall submit 
this information to TENNCARE within the time frames specified by TENNCARE. 

 
2.30.3 LEFT BLANK INTENTIONALLY  
 
2.30.4 Specialized Service Reports 
 

2.30.4.1 The CONTRACTOR shall submit a quarterly Psychiatric Hospital/RTF Readmission 
Report that provides: the percentage of members readmitted to the facility within 
seven (7) calendar days of discharge (the number of members readmitted divided by 
the total number of discharges); the percent of members readmitted within thirty (30) 
calendar days of discharge (the number of members readmitted divided by the total 
number of discharges); and an analysis of the findings with any actions or follow-up 
planned. The information shall be reported separately for members age eighteen (18) 
and over and under eighteen (18).  

 
2.30.4.2 The CONTRACTOR shall submit a quarterly Mental Health Case Management 

Report that provides information on mental health case management appointments 
and refusals (see Section 2.7.2.6). The minimum data elements required are identified 
in Attachment IX, Exhibit B. 

 
2.30.4.3 The CONTRACTOR shall submit an annual Supported Employment Report that 

reports on the percent of SPMI adults receiving supported employment services that 
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are gainfully employed in either part-time or full-time capacity for a continuous 
ninety (90) day period (defined as the number of adults receiving supported 
employment for a continuous ninety (90) day period divided by the number of SPMI 
adults receiving supported employment services during the year) and an analysis of 
the findings with any action or follow-up planned as a result of the findings.   

 
2.30.4.4 The CONTRACTOR shall submit a quarterly Behavioral Health Crisis Response 

Report that provides information on behavioral health crisis services (see Section 
2.7.2.8) including the data elements listed in Attachment IX, Exhibit C. Specified 
data elements shall be reported separately for members ages eighteen (18) years and 
over and those under eighteen (18) years and all data elements shall be reported for 
each individual crisis service provider. 

 
2.30.4.5 The CONTRACTOR shall submit a weekly Member CRG/TPG Assessment Report 

that contains information regarding the CRG assessments and TPG assessments (see 
Section 2.7.2.9) of members who have presented for mental health or substance abuse 
services or who have received CRG assessments and TPG assessments prior to 
obtaining such services. For purposes of this weekly Member CRG/TPG Assessment 
Report, the weekly report shall be due no later than 12:00 Noon, each Tuesday. The 
minimum data elements required are identified in Attachment IX, Exhibit D of this 
Agreement. 

 
2.30.4.6 On a quarterly basis the CONTRACTOR shall submit a Rejected CRG/TPG 

Assessments Report that provides, by agency, the number of rejected CRG/TPG 
assessments and the unduplicated number of and identifying information for the 
unapproved raters who completed the rejected assessments.  

 
2.30.4.7 The CONTRACTOR shall submit an annual CRG/TPG Assessments Audit Report. 

The report shall contain the results of the CONTRACTOR’s audits for the prior year 
of CRG/TPG assessments for accuracy and conformity to state policies and 
procedures.  

 
2.30.4.8 The CONTRACTOR shall annually submit to TENNCARE its methodology for 

conducting the CRG/TPG assessment audits on March 1. 
 

2.30.4.9 The CONTRACTOR shall submit a quarterly Adverse Occurrences Report that 
summarizes all adverse occurrences and their resolutions as reported to the 
CONTRACTOR by its providers. 

 
2.30.4.10 The CONTRACTOR shall submit a quarterly TENNderCare Report.  

 
2.30.4.11 The CONTRACTOR shall submit a quarterly Self-Directed Health Care Tasks 

Report. The report shall include current and cumulative information, by month, on 
various measures. Initially the performance measure will be the following: 

 
(1) Number and percent of CHOICES members self-directing health care tasks 

 
Upon expansion of self-directed health care tasks to include additional tasks, the 
performances measures shall also include but not be limited to the following: 
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(1) Of CHOICES members self-directing health care tasks, the number and 
percent by type of health care task that is self-directed 

 
(2) Of CHOICES members self-directing health care tasks, the number and 

percent who, overall and by task, use: 
(a) A community-based residential alternative provider, other than a 

companion care model 
(b) A companion care model 
(c) A non-residential provider 
(d) A consumer-directed worker 
(e) Both a non-residential provider and a consumer-directed worker 

 
The cumulative information shall include information on each of the measures by and 
across previous months on a rolling twelve (12) month basis, and the 
CONTRACTOR shall provide a graphical (as well as numeric) representation of 
current and cumulative information. 
 
The CONTRACTOR shall submit its first report following the first calendar quarter 
after CHOICES implementation, and that report shall include information for the 
period from CHOICES implementation through the first calendar quarter. 
 

2.30.5 Disease Management Reports 
 

2.30.5.1 The CONTRACTOR shall submit a quarterly Disease Management Update Report 
that includes, for each disease management program (see Section 2.8), a brief 
narrative description of the program, the total number of members in the program, the 
total number of members enrolled and disenrolled during the quarter, and a 
description of the specific provider and member interventions performed during the 
quarter. 

 
2.30.5.2 The CONTRACTOR shall submit on July 1 an annual Disease Management Report 

that includes, for each disease management programs, a narrative description of the 
eligibility criteria and the method used to identify and enroll eligible members, the 
passive participation rate as defined by NCQA (the percentage of identified eligible 
members who have received an intervention divided by the total population who 
meet the criteria for eligibility), the total number of active members having one or 
more of the diagnosis codes (ICD-9 Codes) relating to each of the disease 
management programs, a description of stratification levels for each DM program 
including member criteria and associated interventions, a discussion of barriers and 
challenges to include resources, program structure, member involvement and 
provider participation, a summary of member satisfaction with the DM program, a 
written analysis of the data presented, a description of proposed changes to program, 
and information on the programs’ activities, benchmarks and goals as described in 
Section 2.8.7. 

 
2.30.5.3 The CONTRACTOR shall submit a quarterly Disease Management for CHOICES 

Update Report.  
 

2.30.5.3.1 The first report shall be submitted after the first calendar quarter after CHOICES 
implementation in the Grand Region covered by this Agreement and shall provide a 
narrative description of the CONTRACTOR’s proposed approach to disease 
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management for CHOICES members for four of the six disease management (DM) 
conditions listed in Sections 2.8.1.1.2, 2.8.1.1.3, 2.8.1.1.5, 2.8.1.1.6, 2.8.1.1.8, and 
2.8.8). This shall include but not be limited to identifying the four DM conditions that 
will be targeted for the next six months, the proposed stratification levels including 
member criteria and the proposed associated member/caregiver and provider 
interventions for each DM condition, which shall include targeted interventions based 
on the setting in which the member resides.  

 
2.30.5.3.2 The report for the second calendar quarter after CHOICES implementation shall 

provide an update regarding the CONTRACTOR’s progress in implementing the four 
disease management programs identified by the CONTRACTOR in the first report, 
including the stratification levels including member criteria and proposed associated 
member/caregiver and provider interventions for each DM condition; number of 
members who have been identified, by stratification level and associated proposed 
member/caregiver and provider interventions; and any other disease management 
activities that have been conducted for the population.   

 
2.30.5.3.3 The report for the third calendar quarter after CHOICES implementation shall 

include, for each of the four disease management programs identified by the 
CONTRACTOR in the first report, a brief narrative description of any changes, 
opportunities or barriers regarding these DM programs; the total number of 
CHOICES members receiving DM interventions for the four selected conditions, by 
DM condition; the total number of CHOICES members starting and terminating DM 
interventions during the quarter, a description of the specific provider and member 
interventions that were new during the quarter, the number of member and provider 
activities/interventions conducted, by activity/intervention, and a written analysis of 
data provided.  

 
2.30.5.3.4 The report for the fourth calendar quarter after CHOICES implementation shall 

include the same type of information as in the report for the third quarter (see Section 
2.30.5.3.3) as well as the CONTRACTOR’s proposed approach to disease 
management for CHOICES members for the two DM conditions listed in Sections 
2.8.1.1.2, 2.8.1.1.3, 2.8.1.1.5, 2.8.1.1.6, 2.8.1.1.8, 2.8.8) for which the 
CONTRACTOR has not developed a DM program for CHOICES members. This 
shall include but not be limited to the elements listed in Section 2.30.5.3.2 for each of 
the two DM programs.  

 
2.30.5.3.5 The report for the fifth calendar quarter after CHOICES implementation shall include 

the same type of information as in the report for the third quarter (see Section 
2.30.5.3.3) for each of the six DM programs implemented by the CONTRACTOR for 
CHOICES members.  

 
2.30.5.3.6 The report for the sixth calendar quarter after CHOICES implementation shall 

include the same type of information as in the fifth calendar quarter report (see 
Section 2.30.5.3.5) as well as the CONTRACTOR’s proposed approach to disease 
management for CHOICES members for the three DM conditions listed in Sections 
2.8.1.1.4, 2.8.1.1.7, and 2.8.1.1.9.  

 
2.30.5.3.7 The report for the seventh calendar quarter after CHOICES implementation shall 

include the same type of information as in the report for the third quarter (see Section 
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2.30.5.3.3) for each of the nine DM programs implemented by the CONTRACTOR 
for CHOICES members.  

 
2.30.5.4 The CONTRACTOR shall submit on July 1 an annual Disease Management for 

CHOICES Report that includes, for each disease management program implemented 
by the CONTRACTOR (see Section 2.8.1.7), a narrative description of the eligibility 
criteria and the method used to identify and enroll eligible CHOICES members; a 
description of stratification levels including member criteria and associated member 
and provider interventions, which shall include targeted interventions based on the 
setting in which the member resides;  total number of CHOICES members identified 
as having a DM condition, total number of members receiving DM 
activities/interventions, and the passive participation rate of CHOICES members; 
number of CHOICES members by level of stratification and intervention; outcome 
measures; a discussion of barriers and challenges to include resources, program 
structure, member involvement and provider participation; evaluation of member 
satisfaction with activities/interventions; and a description of proposed changes. 

 
2.30.5.5 The CONTRACTOR shall submit annually an updated Disease Management 

Program Description to include at a minimum the disease management components 
listed in Sections 2.8.1.4 through 2.8.1.5 of this Agreement and an updated Disease 
Management Program Description for CHOICES to include at a minimum the 
disease management components listed in Section 2.8.1.6 of this Agreement.   

 
2.30.6 Service Coordination Reports 
 

2.30.6.1 MCO Case Management Reports 
 
2.30.6.1.1 The CONTRACTOR shall submit annually an updated MCO Case Management 

Program Description to TENNCARE describing the CONTRACTOR’s MCO case 
management services. The report shall include a description of the criteria and 
process the CONTRACTOR uses to identify members for MCO case management, 
the process the CONTRACTOR uses to inform members and providers of the 
availability of MCO case management, a description of the MCO case management 
services provided by the CONTRACTOR and the methods used by the 
CONTRACTOR to evaluate its MCO case management program. 

 
2.30.6.1.2 The CONTRACTOR shall submit an annual MCO Case Management Services 

Report that addresses the activities in Section 2.9.5 of this Agreement by July 1 of 
each year. 

 
2.30.6.1.3 The CONTRACTOR shall submit a quarterly MCO Case Management Update 

Report. Enrollees who are enrolled in Disease Management need not be included in 
this report unless they are also receiving case management.  

 
2.30.6.2 For the first six (6) months after implementation of CHOICES in the Grand Region 

covered by this Agreement, or as long as determined necessary by TENNCARE, the 
CONTRACTOR shall submit a monthly Status of Transitioning CHOICES  Members 
Report that provides information regarding transitioning CHOICES members (see 
Section 2.9.3). The report shall include information on the CONTRACTOR’s current 
and cumulative performance on various measures.  
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The performance measures shall include but not be limited to the following: 
 

(1) Of CHOICES Group 1 members who were enrolled in CHOICES as of the 
CHOICES implementation date, the number and percent for whom the 
CONTRACTOR has/has not conducted a face-to-face visit (see Section 
2.9.3.7) 

 
(2) Of CHOICES Group 2 members who were enrolled in CHOICES as of the 

CHOICES implementation date, the number and percent for whom the 
CONTRACTOR has/has not conducted face-to-face visit and a 
comprehensive needs assessment  and developed and authorized a new plan 
of care  

 
If, at the expiration of any one of the timeframes specified in Section 2.9.3, the 
CONTRACTOR’s performance for the measure is less than one hundred percent 
(100%), the CONTRACTOR shall provide an exceptions report for that measure. The 
report shall identify the number and percent of members for whom the 
CONTRACTOR did not meet the specified timeframe and provide detail information 
regarding each instance in which the CONTRACTOR did not meet the applicable 
timeframe. The detail information shall include but not be limited to for each 
member: the date the applicable activity should have occurred, the date that the 
applicable activity will/did occur, and why the CONTRACTOR exceeded the 
timeframe. The CONTRACTOR shall submit a follow-up exceptions report until the 
CONTRACTOR has conducted the required activities for each member. 

 
2.30.6.3 The CONTRACTOR shall submit a quarterly New Member Assessment and Care 

Planning and Initiation of Services Report that provides information regarding 
assessment, care planning, and initiation of services for CHOICES members who are 
enrolled through the SPOE. The report shall include information on the 
CONTRACTOR’s performance, by month, on various measures; an exceptions 
report (as applicable); a cumulative report; and a performance improvement plan (as 
applicable).  

 
The performance measures shall include but not be limited to the following: 

 
(1) Of CHOICES Group 1 members enrolled through the SPOE who, at the time 

of CHOICES enrollment, had been residing in a nursing facility for ninety 
(90) days or more and are due for a face-to-face visit in the month, the 
number and percent for whom the CONTRACTOR met/did not meet the 
specified timeframe for a face-to-face visit (see Section 2.9.6.2.4.2) 

 
(2) Of CHOICES Group 1 members enrolled through the SPOE who, at the time 

of CHOICES enrollment, were recently admitted to a nursing facility and are 
due for a face-to-face visit in the month, the number and percent for whom 
the CONTRACTOR met/did not meet the specified timeframe for a face-to-
face visit (see Section 2.9.6.2.4.3) 

 
(3) Of CHOICES Group 1 members enrolled through the SPOE who will be 

admitted to a nursing facility and are due for a face-to-face visit in the month, 
the number and percent for whom the CONTRACTOR met /did not meet the 
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specified timeframe for a face-to-face visit and initiation of nursing facility 
services (see Section 2.9.6.2.4.4) 

 
(4) Of CHOICES Group 2 and Group 3 members enrolled through the SPOE 

who are due for a face-to-face visit in the month, the number and percent for 
whom the CONTRACTOR met/did not meet the specified timeframe for 
conducting a face-to-face visit and initiating ongoing HCBS (as defined in 
Section 1) identified in the member’s plan of care (see Section 2.9.6.2.5) 
 

If the CONTRACTOR’s performance for the reporting period for any one of the 
timeframe measures is less than one hundred percent (100%), the CONTRACTOR 
shall provide an exceptions report for that measure. The report shall identify the 
number and percent of members for whom the CONTRACTOR did not meet the 
specified timeframe and provide detail information regarding each instance in which 
the CONTRACTOR did not meet the applicable timeframe. The detail information 
shall include but not be limited to for each member: the date the applicable activity 
should have occurred, the actual date that the applicable activity occurred (if it 
occurred within the reporting period), the date that the applicable activity will occur 
(if it did not occur within the reporting period), and why the CONTRACTOR 
exceeded the timeframe.  

 
Each quarterly report shall also include a cumulative report that includes: (1) a 
follow-up exceptions report that provides updated information on the exceptions 
reported in the previous report that identifies any members for whom the 
CONTRACTOR did not remediate on the date specified in the previous exceptions 
report; (2) for each month in the previous twelve (12) months, for each timeframe 
measure, the CONTRACTOR’s performance; and (3) over the previous months on a 
rolling twelve (12) month basis, for each timeframe measure, the minimum, 
maximum, median, and average amount of time that it took the CONTRACTOR to 
complete the applicable activity, which shall include instances where the activity was 
completed after the specified timeframe, as compared to the timeframe specified in 
this Agreement for that measure. The report shall include a graphical representation 
of current and cumulative information. 
 
If the CONTRACTOR’s failure to meet the timeframes is systemic, as determined by 
the CONTRACTOR or TENNCARE, the CONTRACTOR shall submit a 
performance improvement plan that includes an analysis of the reasons for non-
compliance, actions taken/to be taken by the CONTRACTOR to ensure compliance, 
the timeframes for these actions, who is responsible for the actions, and any related 
quality improvement activities, including timeframes. 
 

2.30.6.4 The CONTRACTOR shall submit a quarterly CHOICES Intake, Enrollment, and 
Service Initiation Report regarding the CONTRACTOR’s CHOICES intake process 
for current members who may be eligible for CHOICES. The report shall include 
information on the CONTRACTOR’s performance, by month, on various measures; 
an exceptions report (as applicable); a cumulative report; and a performance 
improvement plan (as applicable). 

  
The performance measures for the first twelve (12) months after CHOICES 
implementation shall include but not be limited to the following: 
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(1) Number of members identified as potentially eligible for CHOICES 
 
(2) Of members due for a CHOICES intake visit, the number and percent for 

whom the CONTRACTOR met/did not meet the specified timeframe for 
conducting a CHOICES intake visit (see Section 2.9.6.3) 

 
(3) Of the members identified for whom the CONTRACTOR conducted a 

telephone screening process, the number and percent who: 
(a) Met the screening criteria 
(b) Did not meet the screening criteria, by reason  
(c) Did not meet the screening criteria and submitted a written request to 

proceed with CHOICES intake 
(d) Did not meet the screening criteria, submitted a written request to 

proceed with CHOICES intake, and were enrolled in CHOICES (or 
put on the waiting list if not enrolled in Group 2 as a CEA) 

 
(4) Of the members identified, the number and percent who were enrolled in 

CHOICES or put on the waiting list, overall and by CHOICES Group  
 

(5) Of members for whom the CONTRACTOR conducted CHOICES intake and 
due for initiation of services, the number and percent for whom the 
CONTRACTOR met/did not meet the specified timeframe for initiating 
nursing facility or ongoing HCBS, as applicable (see Section 2.9.6.3.17) 

 
Starting the thirteenth month after CHOICES implementation, the performance shall 
include but not be limited to the following: 
 
(1) Number of members identified as potentially eligible for CHOICES in each 

month, the number and percent identified through: 
(a) Referrals by referral source, including each designee agency 
(b) Notice of hospital admission 
(c) Data review (not referral or hospital admission) 

 
(2) Of members identified as potentially eligible for CHOICES in each month, 

the number and percent for whom the CONTRACTOR conducted a 
telephone screening in the reporting quarter, overall and by: 
(a) Members referred 
(b) Members identified by data review (not referral or hospital admission) 

 
(3) Of members identified through referral due for a CHOICES intake visit, the 

number and percent for whom the CONTRACTOR met/did not meet the 
specified timeframe for conducting a CHOICES intake visit (see Section 
2.9.6.3.10) 
 

(4) Of members identified by data review (not referral or hospital admission) due 
for a CHOICES intake visit, the number and percent for whom the 
CONTRACTOR met/did not meet the specified timeframe for conducting a 
CHOICES intake visit (see Section 2.9.6.3.11) 
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(5) Of members for whom the CONTRACTOR conducted a telephone screening 
process, the number and percent, overall and by type of identification 
(referral, hospital admission, or data analysis), who: 
(a) Met the screening criteria 
(b) Did not meet the screening criteria, by reason  
(c) Did not meet the screening criteria and submitted a written request to 

proceed with CHOICES intake 
(d) Did not meet the screening criteria, submitted a written request to 

proceed with CHOICES intake, and were enrolled in CHOICES (or put 
on a waiting list) 

 
(6) Of the members who submitted a written request to proceed with CHOICES 

intake and due for a CHOICES intake visit, the number and percent for 
whom the CONTRACTOR met/did not meet the specified timeframe for 
conducting a CHOICES intake visit (see Section 2.9.6.3.7) 

 
(7) Of members identified by referral, the number and percent who were 

enrolled in CHOICES or put on a waiting list, overall and by CHOICES 
Group and by referral source 

 
(8) Of members identified through notice of hospital admission, the number and 

percent who were enrolled in CHOICES or put on a waiting list, overall and 
by CHOICES Group 

 
(9) Of members identified by data review (not referral or hospital admission), 

the number and percent who were enrolled in CHOICES or put on a waiting 
list, overall and by CHOICES Group 

 
(10) Of members in Group 1 for whom the CONTRACTOR conducted 

CHOICES intake and were due for initiation of services, the number and 
percent for whom, the CONTRACTOR met/did not meet the specified 
timeframe for initiating nursing facility services (see Section 2.9.6.3.17) 

 
(11) Of CHOICES members in Group 2 or 3 for whom the CONTRACTOR 

conducted CHOICES intake and were due for initiation of services, the 
number and percent for whom, overall and by service, the CONTRACTOR 
met/did not meet the specified timeframe for initiating ongoing HCBS 
identified in the member’s plan of care (see Section 2.9.6.3.17) 

 
(12) Of CHOICES members in Group 2 or 3 for whom the CONTRACTOR 

conducted CHOICES intake and were due for initiation of services, the 
number and percent for whom, overall and by service, the CONTRACTOR 
met/did not meet the specified timeframe for initiating one-time HCBS (as 
defined in Section 1) identified in the member’s plan of care (see Section 
2.9.6.3.17) 
 

If the CONTRACTOR’s performance for any one of the timeframe measures is less 
than one hundred percent (100%), the CONTRACTOR shall provide an exceptions 
report for that measure. The report shall identify the number and percent of members 
for whom the CONTRACTOR did not meet the specified timeframe and provide 
detail information regarding each instance in which the CONTRACTOR did not meet 
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the applicable timeframe. The detail information shall include but not be limited to 
for each member: the date the applicable activity should have occurred, the actual 
date that the applicable activity occurred (if it occurred within the reporting period), 
the date that the applicable activity will occur (if it did not occur within the reporting 
period), and why the CONTRACTOR exceeded the timeframe.  
 
Each quarterly report shall also include a cumulative report that includes: (1) a 
follow-up exceptions report that provides updated information on the exceptions 
reported in the previous report that identifies any members for whom the 
CONTRACTOR did not remediate on the date specified in the previous exceptions 
report; (2) for each month in the previous twelve (12) months, for each timeframe 
measure, the CONTRACTOR’s performance; (3) over the previous months on a 
rolling twelve (12) month basis, for each timeframe measure, the minimum, 
maximum, median, and average amount of time that it took the CONTRACTOR to 
complete the applicable activity, which shall include instances where the activity was 
completed after the specified timeframe, as compared to the timeframe specified in 
this Agreement for that measure; and (4) for any non-timeframe measures, the 
information by and across previous months on a rolling twelve (12) month basis. The 
report shall include a graphical representation of current and cumulative information. 

 
If the CONTRACTOR’s failure to meet the timeframes is systemic, as determined by 
the CONTRACTOR or TENNCARE, the CONTRACTOR shall submit a 
performance improvement plan that includes an analysis of the reasons for non-
compliance, actions taken/to be taken by the CONTRACTOR to ensure compliance, 
the timeframes for these actions, who is responsible for the actions, and any related 
quality improvement activities, including timeframes. 

 
2.30.6.5 The CONTRACTOR shall submit a quarterly Ongoing Assessment and Care 

Planning and Service Initiation Report that provides information regarding ongoing 
assessment and care planning and service initiation timeframes. The report shall 
include information on the CONTRACTOR’s performance, by month, on various 
measures; an exceptions report (as applicable); a cumulative report; and a 
performance improvement plan (as applicable). 

 
The performance measures for the first twelve (12) months after CHOICES 
implementation shall include but not be limited to the following: 

 
(1) Of CHOICES members due for an annual level of care assessment, the 

number and percent for whom the CONTRACTOR conducted/did not 
conduct an annual level of care assessment, overall and by CHOICES Group  

 
(2) Of CHOICES members in Group 2 due for an annual needs assessment, the 

number and percent for whom the CONTRACTOR conducted/did not 
conduct an annual needs reassessment and an annual plan of care update 

 
Starting the thirteenth month following CHOICES implementation, the performance 
shall include but not be limited to the following: 
 
(1) Of CHOICES Group 2 and 3 members due for inclusion of the additional 

elements in their plan of care, the number and percent for whom the 
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CONTRACTOR met/did not meet the specified timeframe for including 
additional elements in the member’s plan of care (see Section 2.9.6.6.2.5) 

 
(2) Of CHOICES members due for an annual level of care assessment, the 

number and percent for whom the CONTRACTOR conducted/did not 
conduct an annual level of care assessment, overall and by CHOICES Group  

 
(3) Of CHOICES Group 1 members, the number and percent with a 

supplemental plan of care 
 
(4) Of CHOICES members in Group 2 and 3 due for an annual needs 

assessment, the number and percent for whom the CONTRACTOR 
conducted/did not conduct an annual needs reassessment and an annual plan 
of care update, overall and by CHOICES Group 

 
(5) Of CHOICES members in Groups 2 and 3 whose plan of care was updated 

and due and were due for initiation of services, the number and percent for 
whom, overall and by service, the CONTRACTOR met the specified 
timeframe for initiating ongoing HCBS in the updated of plan of care (see 
Section 2.9.6.6.2.8) 

 
(6) Of CHOICES members in Groups 2 and 3 whose plan of care was updated 

and due and were due for initiation of services, the number and percent for 
whom, overall and by service, the CONTRACTOR met the specified 
timeframe for initiating one-time HCBS (as defined in Section 1) in the 
updated of plan of care (see Section 2.9.6.6.2.8) 

 
If the CONTRACTOR’s performance for the reporting period for any one of the 
timeframe measures is less than one hundred percent (100%), the CONTRACTOR 
shall provide an exceptions report for that measure. The report shall identify the 
number and percent of members for whom the CONTRACTOR did not meet the 
specified timeframe and provide detail information regarding each instance in which 
the CONTRACTOR did not meet the applicable timeframe. The detail information 
shall include but not be limited to for each member: the date the applicable activity 
should have occurred, the actual date that the applicable activity occurred (if it 
occurred within the reporting period), the date that the applicable activity will occur 
(if it did not occur within the reporting period), and why the CONTRACTOR 
exceeded the timeframe.  
 
Each quarterly report shall also include a cumulative report that includes: (1) a 
follow-up exceptions report that provides updated information on the exceptions 
reported in the previous report that identifies any members for whom the 
CONTRACTOR did not remediate on the date specified in the previous exceptions 
report; (2) for each month in the previous twelve (12) months, for each timeframe 
measure, the CONTRACTOR’s performance; (3) over the previous months on a 
rolling twelve (12) month basis, for each timeframe measure, the minimum, 
maximum, median, and average amount of time that it took the CONTRACTOR to 
complete the applicable activity, which shall include instances where the activity was 
completed after the specified timeframe, as compared to the timeframe specified in 
this Agreement for that measure; and (4) for any non-timeframe measures, the 
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information by and across previous months on a rolling twelve (12) month basis. The 
report shall include a graphical representation of current and cumulative information. 
 
The CONTRACTOR shall submit its first report following the second calendar 
quarter after CHOICES implementation, and that report shall include information for 
the period from CHOICES implementation through the second calendar quarter after 
CHOICES implementation. 
 
If the CONTRACTOR’s failure to meet the timeframes is systemic, as determined by 
the CONTRACTOR or TENNCARE, the CONTRACTOR shall submit a 
performance improvement plan that includes an analysis of the reasons for non-
compliance, actions taken/to be taken by the CONTRACTOR to ensure compliance, 
the timeframes for these actions, who is responsible for the actions, and any related 
quality improvement activities, including timeframes. 
 

2.30.6.6 The CONTRACTOR shall submit a quarterly Post-Enrollment Care Coordinator 
Contact Report that provides information on care coordinator contacts with 
CHOICES members occurring after the member’s enrollment in CHOICES. The 
report shall include information on the CONTRACTOR’s performance, by month, on 
various measures; an exceptions report (as applicable); a cumulative report; and a 
performance improvement plan (as applicable). 

 
The performance measures for the first twelve (12) months after CHOICES 
implementation shall include but not be limited to the following: 
 
(1) Of members in Group 1 due for a face-to-face visit in the month, the number 

and percent for whom the care coordinator did/did not conduct a face-to-face 
visit 

 
(2) Of members in Group 2 due for a face-to-face contact in the month, the 

number and percent for whom the care coordinator did/did not conduct a 
face-to-face visit 
 

Starting the thirteenth month following CHOICES implementation, in addition to the 
performance measures for the first twelve (12) months, the performance measures 
shall include but not be limited to the following: 
 
(1) Of new members in Group 2 and 3 due for contact after initiation of HCBS, 

the number and percent for whom, the CONTRACTOR met/did not meet the 
specified timeframe for contacting the member after initiation of HCBS (see 
Section 2.9.6.9.4.3.4) 

 
(2) Of members in Group 2 and 3 admitted to a nursing facility where the 

admission was not authorized by the CONTRACTOR and due for a face-to-
face visit, the number and percent for whom the CONTRACTOR met/did not 
meet the specified timeframe for contacting the member after notice of 
admission (see Section 2.9.6.9.4.3.2) 

 
(3) Of members in Group 2, the number and percent the care coordinator did/did 

not contact, overall and by type of contact (phone or face-to-face) 
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(4) Of members in Group 3 due for a contact in the month, the number and 
percent the care coordinator did/did not contact, overall and by type of 
contact 

 
(5) Of members in Group 3 due for a face-to-face contact in the month, the 

number and percent the care coordinator did/did not conduct a face-to-face 
visit 

 
(6) For members in Groups 2 and 3 due for a contact after initiation of HCBS in 

an updated plan of care, the number and percent for whom, the 
CONTRACTOR met/did not meet the specified timeframe for contacting the 
member after initiating HCBS in the updated plan of care (see Section 
2.9.6.4.3.5) 

 
If the CONTRACTOR’s performance for any one of these measures is less than one 
hundred percent (100%), the CONTRACTOR shall provide an exceptions report for 
that measure. The report shall identify the number and percent of members for whom 
the CONTRACTOR did not meet the specified timeframe and provide detail 
information regarding each instance in which the CONTRACTOR did not meet the 
applicable timeframe. The detail information shall include but not be limited to for 
each member: the date the applicable activity should have occurred, the actual date 
that the applicable activity occurred (if it occurred within the reporting period), the 
date that the applicable activity will occur (if it did not occur within the reporting 
period), and why the CONTRACTOR exceeded the timeframe.  
 
Each quarterly report shall also include a cumulative report that includes: (1) a 
follow-up exceptions report that provides updated information on the exceptions 
reported in the previous report that identifies any members for whom the 
CONTRACTOR did not remediate on the date specified in the previous exceptions 
report; (2) for each month in the previous twelve (12) months, for each timeframe 
measure, the CONTRACTOR’s performance; (3) over the previous months on a 
rolling twelve (12) month basis, for each timeframe measure, the minimum, 
maximum, median, and average amount of time that it took the CONTRACTOR to 
complete the applicable activity, which shall include instances where the activity was 
completed after the specified timeframe, as compared to the timeframe specified in 
this Agreement for that measure; and (4) for any non-timeframe measures, the 
information by and across previous months on a rolling twelve (12) month basis. The 
report shall include a graphical representation of current and cumulative information. 
 
If the CONTRACTOR’s failure to meet the timeframes is systemic, as determined by 
the CONTRACTOR or TENNCARE, the CONTRACTOR shall submit a 
performance improvement plan that includes an analysis of the reasons for non-
compliance, actions taken/to be taken by the CONTRACTOR to ensure compliance, 
the timeframes for these actions, who is responsible for the actions, and any related 
quality improvement activities, including timeframes. 

 
2.30.6.7 The CONTRACTOR shall submit a semi-annual Nursing Facility Diversion Report 

regarding CHOICES members who have been diverted from a nursing facility to the 
community. The report shall describe the CONTRACTOR’s nursing facility 
diversion activities by each of the groups identified in Section 2.9.6.7, the 
CONTRACTOR’s success in identifying and diverting members and maintaining 
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members in the community and lessons learned, including factors affecting the 
CONTRACTOR’s ability to divert members, identified issues, strategies to address 
identified issues, and opportunities for systemic improvements in the 
CONTRACTOR’s nursing facility diversion process. 

 
2.30.6.8 The CONTRACTOR shall submit a quarterly Nursing Facility to Community 

Transition Report regarding CHOICES members who have been identified as 
potentially eligible for transition from a nursing facility setting to the community. 
The report shall include information, by month, on various performance measures; as 
applicable, an exceptions report, a follow-up exceptions report, and a performance 
improvement plan; and a cumulative report. 

 
The performance measures for the first twelve (12) months after CHOICES 
implementation shall include but not be limited to the following: 
 
(1) Number of CHOICES members in Group 1 identified as potential candidates 

for transition 
 
(2) Number of Group 1 members identified as candidates for transition 

 
(3) Number of transition assessments conducted  

 
(4) Number of members identified as candidates for transition who were 

transitioned/not transitioned to the community within ninety (90) days  
 

(5) Of members who transitioned to the community, the number and percent of 
members who transitioned to: 
(a) A community-based residential alternative facility (by type) 
(b) A residential setting where the member will be living independently 
(c) A residential setting other than (a) or (b) (i.e., where the member will be 

living with a relative or other caregiver) 
 

(6) Of CHOICES members who transitioned to live independently in the 
community or whose on-site visit during transition planning indicated an 
elevated risk and were due for the applicable contact, the number and percent 
for whom: 
(a) The CONTRACTOR met/did not meet the timeframe for contact within 

twenty-four (24) hours after transition 
(b) The CONTRACTOR met/did not meet the timeframe for contact within 

the first month of transition 
(c) The CONTRACTOR met/did not meet the timeframe for contact in the 

second month of transition 
(d) The CONTRACTOR met/did not meet the timeframe for contact in the 

third month of transition 
 
(7) Of CHOICES members who transitioned to a community-based residential 

alternative setting or to live with a relative or other caregiver and were due 
for the applicable contact, the number and percent for whom: 
(a) The CONTRACTOR met/did not meet the timeframe for contact within 

twenty-four (24) hours after transition 
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(b) The CONTRACTOR met/did not meet the timeframe for contact within 
the first seven days of transition 

(c) The CONTRACTOR met/did not meet the timeframe for contact within 
the first month of transition 

(d) The CONTRACTOR met/did not meet the timeframe for contact in the 
second month of transition 

(e) The CONTRACTOR met/did not meet the timeframe for contact in the 
third month of transition 

 
(8) Number of members transitioned to the community who were re-admitted to 

a nursing facility in ninety (90) days or less 
 

(9) Number of members transitioned to the community who were re-admitted to 
a nursing facility in greater than ninety (90) days 

 
Starting the thirteenth month following CHOICES implementation, in addition to 
performance measures (5) through (7) identified above for the first twelve months, 
the performance measures shall include but not be limited to the following: 
 
(1) Number of CHOICES members in Group 1 identified as potential candidates 

for transition in the month, overall and the: 
(a) Number and percent of potential candidates who were referred to the 

CONTRACTOR  
(b) Number and percent of potential candidates who were identified from the 

MDS  
(c) Number and percent of potential candidates whom the CONTRACTOR 

identified through the care coordination process  
(d) Number and percent of potential candidates whom the CONTRACTOR 

identified other than through referral, MDS, or the care coordination 
process (and an explanation of how these members were identified) 

 
(2) Of members identified by the CONTRACTOR as potential candidates for 

transition, overall and by source of identification: 
(a) Of those who had an initial visit, the number and percent who indicated 

that they wanted/did not want to pursue transition  
(b) Of those for whom the CONTRACTOR conducted a transition 

assessment, the number and percent whom the CONTRACTOR 
determined were/were not candidates for transition, overall and by reason 

(c) Number and percent who (i) were transitioned to the community or (ii) 
are still in the transitioning process 

 
(3) Of CHOICES members transitioned from a nursing facility who were 

subsequently re-admitted to a nursing facility, the number and percent, 
overall and by Group, who remained in the community before nursing 
facility admission for: 
(a) <30 days 
(b) 30-89 days 
(c) 90-179 days 
(d) 180 or more days 

 
(4) The fourth quarter report shall include: 
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(a) Of members transitioned from a nursing facility, the number and percent 
who received a transition allowance 

(b) The minimum, maximum, median, and average transition allowance 
amount per member 

(c) The minimum, maximum, median, and average transition allowance 
amount per transition item 

(d) The frequency with which a transition allowance is authorized per item 
 
If the CONTRACTOR’s performance for any one of the timeframe measures is less 
than one hundred percent (100%), the CONTRACTOR shall provide an exceptions 
report for that measure. The report shall identify the number and percent of members 
for whom the CONTRACTOR did not meet the specified timeframe and provide 
detail information regarding each instance in which the CONTRACTOR did not meet 
the applicable timeframe. The detail information shall include but not be limited to 
for each member: the date the applicable activity should have occurred, the actual 
date that the applicable activity occurred (if it occurred within the reporting period), 
the date that the applicable activity will occur (if it did not occur within the reporting 
period), and why the CONTRACTOR exceeded the timeframe.  
 
Each quarterly report shall also include a cumulative report that includes: (1) a 
follow-up exceptions report that provides updated information on the exceptions 
reported in the previous report that identifies any members for whom the 
CONTRACTOR did not remediate on the date specified in the previous exceptions 
report; (2) for each month in the previous twelve (12) months, for each timeframe 
measure, the CONTRACTOR’s performance; (3) over the previous months on a 
rolling twelve (12) month basis, for each timeframe measure, the minimum, 
maximum, median, and average amount of time that it took the CONTRACTOR to 
complete the applicable activity, which shall include instances where the activity was 
completed after the specified timeframe, as compared to the timeframe specified in 
this Agreement for that measure; and (4) for any non-timeframe measures, the 
information by and across previous months on a rolling twelve (12) month basis. The 
report shall include a graphical representation of current and cumulative information. 
 
The CONTRACTOR shall submit its first report following the second calendar 
quarter after CHOICES implementation, and that report shall include information for 
the period from CHOICES implementation through the second calendar quarter after 
CHOICES implementation. 
 
Each year, with the fourth quarter report, the CONTRACTOR shall submit a 
narrative that describes the CONTRACTOR’s nursing facility transition activities 
and the CONTRACTOR’s success in identifying and transitioning members and 
maintaining members in the community and lessons learned, including factors 
affecting the CONTRACTOR’s ability to transition members, identified issues, 
strategies to address identified issues, and opportunities for systemic improvements 
in the CONTRACTOR’s nursing facility transition process. 

 
If the CONTRACTOR’s failure to meet the timeframes is systemic, as determined by 
the CONTRACTOR or TENNCARE, the CONTRACTOR shall submit a 
performance improvement plan that includes an analysis of the reasons for non-
compliance, actions taken/to be taken by the CONTRACTOR to ensure compliance, 



Page 283 of 374 

the timeframes for these actions, who is responsible for the actions, and any related 
quality improvement activities, including timeframes. 

 
2.30.6.9 The CONTRACTOR shall submit a monthly HCBS Missed Visits Report for 

CHOICES members regarding the following HCBS services: personal care, attendant 
care, homemaker services, and home-delivered meals. The report shall include 
current and cumulative information on various performance measures, a summary 
report, and, as applicable, a performance improvement plan. 

 
The performance measures shall include but not be limited to the following: 

 
(1) The number and percent of members in Groups 2 and 3, by Group, who had: 

(a) A late visit  (for any reason) 
(b) A missed visit by type of reason (member initiated, provider initiated, or 

severe inclement weather) 
 
(2) The number and percent of visits, overall, by service, and by type of provider 

(agency or worker), that were: 
(a) Late, by type of reason 
(b) Missed, by type of reason 

 
(3) The minimum, maximum, median, and average number and percent of visits 

by member that were late for a provider initiated reason, overall and by: 
(a) Service type 
(b) Type of provider (agency or worker) 
 

(4) The minimum, maximum, median, and average number and percent of visits  
by member that were missed for a provider initiated reason, overall and by: 
(a) Service type 
(b) Type of provider (agency or worker) 

 
(5) Of members in Groups 2 and 3 (by Group), the number and percent who had: 

(a) One missed visit that was provider initiated 
(b) Two missed visits that were provider initiated 
(c) Etc. 
 

(6) Of all agency HCBS providers, the number and percent with: 
(a) 5% of visits missed (provider initiated) 
(b) 10% of visits missed (provider initiated) 
(c) Etc. 

 
(7) Of consumer-directed workers, the number and percent with: 

(a) 5% of visits missed (provider initiated) 
(b) 10% of visits missed (provider initiated) 
(c) Etc. 

 
(8) Number and percent of missed visits that were remediated before the next 

scheduled visit, overall and by service 
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The CONTRACTOR shall provide information on each of these measures by and 
across previous months on a twelve (12) month rolling basis and shall include a 
graphical representation of current and cumulative information. 
 
The summary report shall analyze the reasons for late and missed visits and identify 
strategies to reduce late and minimize missed visits that are not member initiated 
going forward, including provider interventions.  
 
If the CONTRACTOR’s number of late and/or missed visits indicates a systemic 
failure, as determined by the CONTRACTOR or TENNCARE, the CONTRACTOR 
shall submit a performance improvement plan that includes an analysis of the reasons 
for missed visits, actions taken/to be taken by the CONTRACTOR to ensure 
compliance, the timeframes for these actions, who is responsible for the actions, and 
any related quality improvement activities, including timeframes. 

 
2.30.6.10 The CONTRACTOR shall submit a semi-annual Care Coordinator Staffing Report. 

The report shall include current information, by month, as well as cumulative 
information on key performance measures and, as applicable, a performance 
improvement plan.  

 
The performance measures shall include but not be limited to the following: 

 
(1) Care coordinator turnover rate (number of care coordinators separating 

during the time period divided by the number of care coordinators) 
 
(2) Minimum, maximum, median, and average months of employment (or 

contract service) for care coordinators 
 

(3) The care coordinator to CHOICES member ratio overall, for Group 1, and 
for members receiving HCBS (Groups 2 and 3) 

 
2.30.6.11 The CONTRACTOR shall submit an annual Care Coordination Quality Assurance 

Plan that describes the monitoring activities that will be conducted by the 
CONTRACTOR specific to care coordination (including those specified in Section 
2.9.6.12) and shall submit a quarterly Care Coordination Quality Assurance Plan 
Report that summarizes the CONTRACTOR’s monitoring activities and identifies 
findings, remediation activities, opportunities for systemic improvement, proposed 
QI activities, and the timeframe for remediation and QI activities. The 
CONTRACTOR shall submit its first quarterly report at the end of the second 
calendar quarter after CHOICES implementation, and that report shall include 
information for the period from CHOICES implementation through the second 
calendar quarter. 

 
2.30.6.12 The CONTRACTOR shall submit a quarterly Consumer Direction of HCBS Report. 

The report shall include current information, by month, as well as cumulative 
information on various measures. 

 
The performance measures for the first twelve (12) months after CHOICES 
implementation shall include but not be limited to the following: 
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(1) Number and percent of CHOICES members using consumer direction of 
HCBS overall and by eligible service 

 
(2) Number and percent of CHOICES members using consumer direction who 

have a representative to direct services on their behalf 
 
(3) Number and percent of CHOICES members who withdrew from consumer 

direction for all HCBS, overall and by reason  
 

(4) Minimum, maximum, median, and average timeframe from the date of 
member’s written confirmation of his/her decision to participate in consumer 
direction of HCBS and the date consumer-directed HCBS were initiated 

 
Starting the thirteenth month after CHOICES implementation, the performance 
measures shall include but not be limited to the performance measures from the first 
twelve (12) month as well as the following performance measure: 
 
(1) Minimum, maximum, median, and average timeframe from the date of 

member’s written confirmation of his/her decision to participate in consumer 
direction of HCBS and the date of the CONTRACTOR’s referral to the FEA 

 
The CONTRACTOR shall provide information on each of these measures by and 
across previous months on a rolling twelve (12) month basis. The report shall include 
a graphical representation of current and cumulative information. 
 
The CONTRACTOR shall submit its first report following the second calendar 
quarter after CHOICES implementation, and that report shall include information for 
the period from CHOICES implementation through the second calendar quarter. 
 

2.30.6.13 As necessary, the CONTRACTOR shall submit a listing of members identified as 
potential pharmacy lock-in candidates (see Section 2.9.10.3.2).  

 
2.30.6.14 The CONTRACTOR shall submit a quarterly Pharmacy Services Report that 

includes a list of the providers and information on the interventions the 
CONTRACTOR has taken with the providers who appear to be operating outside 
industry or peer norms as defined by TENNCARE, have been identified as non-
compliant as it relates to adherence to the PDL and/or generic prescribing patterns 
and/or are failing to follow required prior authorization processes and procedures the 
steps the CONTRACTOR has taken to personally contact each one as well as the 
outcome of these personal contacts.  

 
2.30.6.15 The CONTRACTOR shall submit a Pharmacy Services Report, On Request when 

TENNCARE requires assistance in identifying and working with providers for any 
reason. These reports shall provide information on the activities the CONTRACTOR 
undertook to comply with TENNCARE’s request for assistance, outcomes (if 
applicable) and shall be submitted in the format and within the time frame prescribed 
by TENNCARE.  
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2.30.7 Provider Network Reports  
 

2.30.7.1 The CONTRACTOR shall submit a monthly Provider Enrollment File that includes 
information on all providers of TennCare health services, including physical, 
behavioral health, and long-term care providers (see Section 2.11). This includes but is 
not limited to, PCPs, physician specialists, hospitals, home health agencies, CMHAs, 
nursing facilities, HCBS providers, and emergency and non-emergency transportation 
providers. For HCBS providers, the Provider Enrollment File shall identify the type(s) 
of HCBS the provider is contracted to provide and the specific counties in which the 
provider is contracted to deliver HCBS, by service type. The report shall include 
contract providers as well as all non-contract providers with whom the 
CONTRACTOR has a relationship. The report shall be sorted by provider type. The 
CONTRACTOR shall submit this report during readiness review, by the 5th of each 
month, and upon TENNCARE request. Each monthly Provider Enrollment File shall 
include information on all providers of covered services and shall provide a complete 
replacement for any previous Provider Enrollment File submission. Any changes in a 
provider’s contract status from the previous submission shall be indicated in the file 
generated in the month the change became effective and shall be submitted in the next 
monthly file. 

 
2.30.7.2 The CONTRACTOR shall submit an annual Provider Compliance with Access 

Requirements Report that summarizes the CONTRACTOR’s monitoring activities, 
findings, and opportunities for improvement regarding provider compliance with 
applicable access standards. (See Section 2.11.1.10.) 

 
2.30.7.3 The CONTRACTOR shall submit a quarterly PCP Assignment Report that provides 

the following information for non-dual members: Provider Name, Provider Medicaid 
I.D. Number, NPI Number, Number of Enrollees assigned by Enrollee Age Category. 
The enrollee age categories shall be consistent with the following: Age Under 1, Age 
1 – 13, Age 14 – 20, Age 21- 44, Age 45 – 64, Age 65 +. This report shall be 
submitted using the format provided in Attachment IX, Exhibit F. (See Section 
2.11.2.) 

 
2.30.7.4 The CONTRACTOR shall submit an annual Report of Essential Hospital Services by 

September 1 of each year. The CONTRACTOR shall use the format in Attachment 
IX, Exhibit G. 

 
2.30.7.5 The CONTRACTOR shall submit a quarterly Behavioral Health Initial Appointment 

Timeliness Report that shall include the average time between the intake assessment 
appointment and the member’s next scheduled appointment or admission. The report 
shall provide this information by type of service and shall include an analysis of the 
findings and any actions or follow-up planned as a result of the findings. 

 
2.30.7.6 The CONTRACTOR shall submit an annual Long-Term Care Provider Network 

Development Plan that includes all of the elements specified in Section 2.11.6.6 of 
this Agreement. 

 
2.30.7.7 The CONTRACTOR shall submit a quarterly Long-Term Care Provider Capacity 

Performance Report that provides information on the CONTRACTOR’s 
performance with respect to the performance standards and benchmarks established 
by TENNCARE pursuant to Section 2.11.6.5. 
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2.30.7.8 The CONTRACTOR shall submit an annual Qualified Workforce Strategies Report 

that includes, at a minimum, a brief description of each of the CONTRACTOR’s 
strategies and associated activities, including partnerships in implementing each 
strategy/activity; timeframes for implementing each strategy/activity; and the status 
of each strategy/activity (see Section 2.11.6.7). 

 
2.30.7.9 The CONTRACTOR shall submit an annual FQHC Report by January 1 of each year. 

The CONTRACTOR shall use the form provided in Attachment IX, Exhibit H.  
 

2.30.7.10 The CONTRACTOR shall submit a monthly Institutions for Mental Diseases (IMD) 
Out-of-State Report on the use of IMDs utilized outside of the State of Tennessee. 
The report shall be submitted by the 5th of each month for the previous month. 

 
2.30.8 Provider Agreement Report 
 

The CONTRACTOR shall submit a monthly Single Case Agreements Report using the format 
provided in Attachment IX, Exhibit I. (See Section 2.12.4.) 
 

2.30.9 Provider Payment Reports 
 

2.30.9.1 The CONTRACTOR shall submit a quarterly Related Provider Payment Report that 
lists all related providers and subcontractors to whom the CONTRACTOR has made 
payments during the previous quarter and the payment amounts. (See Section 2.13.18.) 

 
2.30.9.2 The CONTRACTOR shall submit Check Run Summaries on at least a monthly basis. 

The summaries should be submitted for the relevant adjudication cycle(s) during the 
reporting period. 

  
2.30.9.3 The CONTRACTOR shall submit a Claims Data Extract that shall be due at least on 

a monthly basis along with the Check Run Summaries and shall be submitted for the 
relevant adjudication cycle(s) during the reporting period.  

 
2.30.9.4 The CONTRACTOR shall provide a Reconciliation Report for the total paid amounts 

between the funds released for payment to providers and the FEA (for consumer-
directed workers), the supporting claims data extract, and the encounter data 
submissions for the relevant adjudication cycle. The reconciliation should be 
submitted within fourteen (14) days of the claims data extract 

 
2.30.10 Utilization Management Reports  
 

2.30.10.1 The CONTRACTOR shall annually submit, by July 30th of each year, a UM program 
description and an associated work plan and evaluation. These documents must be 
prior approved by the CONTRACTOR’s oversight committee prior to submission to 
TENNCARE. The annual evaluation shall include an analysis of findings and actions 
taken. 

 
2.30.10.2 The CONTRACTOR shall submit quarterly Cost and Utilization Reports. These 

reports shall be in an Excel spreadsheet format and submitted with a ninety (90) day 
lag and shall be due to TENNCARE one hundred five (105) calendar days following 
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the quarter for which the CONTRACTOR is reporting. These reports shall be 
submitted on both a cumulative year basis and on a rolling twelve (12) month basis. 

 
2.30.10.3 The CONTRACTOR shall provide quarterly Cost and Utilization Summaries. These 

summaries shall report on services paid during the previous quarter. The summaries 
shall include all data elements listed in Attachment IX, Exhibit K.  

 
2.30.10.4 The CONTRACTOR shall identify and report the number of members who incurred 

non-nursing facility claims in excess of twenty-five thousand dollars ($25,000) on a 
rolling quarterly basis (high-cost claimants). The CONTRACTOR shall report the 
member’s age, sex, primary diagnosis, and amount paid by claim type for each 
member. The name, and other identifying information of the member shall be blinded 
in order to maintain confidentiality. 

 
2.30.10.5 The CONTRACTOR shall submit a monthly CHOICES Utilization Report that 

identifies each CHOICES member who has not received any long-term care services 
within thirty (30), sixty (60), or ninety (90) days; identifies the reason why the 
member has not received long-term care services; and states whether/when long-term 
care services will resume. 

 
2.30.10.6 The CONTRACTOR shall submit quarterly Prior Authorization Reports that include  

information, by service and separately for adults and children, on the number of 
requests received, number processed, number approved, number denied, and denial 
reason.  

 
2.30.10.7 The CONTRACTOR shall submit a copy of the Referral Provider Listing (see 

Section 2.14.3.5), a data file of the provider information used to create the listing, and 
documentation from the CONTRACTOR’s mail room or outside vendor indicating 
the quantity of the referral provider listings mailed to providers, the date mailed, and 
to whom. The CONTRACTOR shall submit this information at the same time it is 
sent to the providers as required in Section 2.14.3.5.  

 
2.30.10.8 The CONTRACTOR shall submit a semi-annual Emergency Department Threshold 

Report to TENNCARE no later than February 28th and August 31st each year 
identifying interventions initiated for members who exceeded the defined threshold 
for ED usage. 

 
2.30.11 Quality Management/Quality Improvement Reports  
.  

2.30.11.1 The CONTRACTOR shall annually submit, by July 30, an approved (by the 
CONTRACTOR’s QM/QI Committee) QM/QI Program Description, Associated 
Work Plan, and Annual Evaluation.  

 
2.30.11.2 The CONTRACTOR shall submit an annual Report on Performance Improvement 

Projects that includes the information specified in Section 2.15.3. The report shall be 
submitted annually on July 30.  

 
2.30.11.3 The CONTRACTOR shall submit its NCQA Accreditation Report (the final bound 

copy from NCQA) immediately upon receipt, but not to exceed ten (10) calendar 
days from notification by NCQA. 
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2.30.11.4 The CONTRACTOR shall submit its annual reevaluation of accreditation status 
based on HEDIS scores immediately upon receipt, but not to exceed ten (10) calendar 
days from notification by NCQA. 

 
2.30.11.5 The CONTRACTOR shall submit an annual Report of Audited CAHPS Results and 

Audited HEDIS Results by June 15 of each year (see Sections 2.15.6 and 2.15.7). 
This shall include the results for the CAHPS survey for CHOICES members, which 
shall include the Medicare CAHPS questions specified by TENNCARE (see Section 
2.15.6). 

 
2.30.11.6 The CONTRACTOR shall submit survey data files for the Health Outcomes Survey 

(HOS) (see Section 2.15.7). 
 

2.30.11.7 The CONTRACTOR shall submit a quarterly Critical Incidents Report (see Section 
2.15.8) that provides current information, by month, as well as cumulative information 
regarding specified measures and a summary report.   

 
The performance measures shall include but not be limited to the following:  

 
(1) The number of critical incidents, overall and by: 

(a) Type 
(b) CHOICES Group 
(c) Setting  
(d) Type of provider (agency or worker) 
(e) Provider 
 

(2) Of all critical incidents, the percent that were reported to the CONTRACTOR 
within the specified timeframes 

 
(3) The number of investigations conducted by a provider agency, overall and by 

type of incident 
 

(4) The number of investigation reports reviewed by the CONTRACTOR, overall 
and by type of incident  

 
(5) The number of incidents reported to APS/CPS 
 
(6) The number of investigations conducted by APS/CPS (to the extent this 

information is available) 
 

(7) The number of investigations conducted by the FEA 
 

(8) The number of investigations conducted by an entity other than the provider, 
FEA, or APS/CPS, and the name of that entity 

 
The CONTRACTOR shall provide information on each of these measures by and 
across previous quarters on a rolling twelve (12) month basis. The report shall 
include a graphical representation of current and cumulative information. 
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The summary report shall include identification of any trends and any action steps to 
reduce the number of critical incidents and improve the critical incident reporting and 
management process. 

 
2.30.12 Customer Service Reports/Provider Service Reports 
 

2.30.12.1 Member Services/Provider Services/ED Phone Line Reports 
 
2.30.12.1.1 The CONTRACTOR shall submit a quarterly Member Services and Provider 

Services Phone Line Report. The data in the report shall be recorded by month and 
shall include the detailed rate calculations. The CONTRACTOR shall submit the 
report in the format specified in Attachment IX, Exhibit M.   

 
2.30.12.1.2 The CONTRACTOR shall submit a quarterly 24/7 Nurse Triage Line Report that 

lists the total calls received by the 24/7 nurse triage line, including the number of 
calls from CHOICES members, including the ultimate disposition of the call (e.g. 
education only, no referral for care; referred to primary care provider for care, 
referred to emergency department for care, transfers to a care coordinator (for 
CHOICES members). If the CONTRACTOR uses the 24/7 nurse line to fulfill the 
requirements set forth in Section 2.18.4.7 of this Agreement, such calls shall be 
separately delineated in the report in accordance with the requirements described in 
Section 2.30.12.1.3 of this Agreement.   

 
2.30.12.1.3 The CONTRACTOR shall submit a quarterly ED Assistance Tracking Report that 

provides the total number of calls received pertaining to patients in EDs needing 
assistance in accessing care in an alternative setting. Such report shall include the 
date and time of the call, identifying information for the member, the name and 
location of the hospital, the ultimate response to the call (e.g. appointment made with 
PCP) and the elapsed time from ED visit until appointment in alternative setting. If 
the CONTRACTOR uses the nurse triage line to provide appointment assistance to 
non-emergency ED patients, the aforementioned information may be provided in 
conjunction with the report discussed at Section 2.30.12.1.2.  

 
2.30.12.2 The CONTRACTOR shall report separately any member services or utilization 

management phone lines operated by subcontractors. 
 

2.30.12.3 The CONTRACTOR shall submit a quarterly Translation/Interpretation Services 
Report. The report shall list each request and include the name and member 
identification number for each member to whom translation/interpretation service 
was provided, the date of the request, the date provided, and the identification of the 
translator/interpreter. 

 
2.30.12.4 The CONTRACTOR shall submit an annual Provider Satisfaction Survey Report that 

summarizes the provider survey methods and findings and provides analysis of 
opportunities for improvement (see Section 2.18.7.4). 

 
2.30.12.5 The CONTRACTOR shall submit a quarterly Provider Complaints Report that 

provides information on the number and type of provider complaints received, either in 
writing or by phone, by type of provider, and the disposition/resolution of those 
complaints. The data shall be reported by month.  
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2.30.13 Member Complaints 
 

The CONTRACTOR shall submit a quarterly Member Complaints Report (see Section 2.19.2) that 
includes current information, by month, as well as cumulative information regarding specified 
measures, an exceptions report (as needed), a cumulative report, a summary report, and a 
performance improvement plan (as applicable). 
 
The performance measures for the first twelve (12) months after CHOICES implementation shall 
include but not be limited to the following:  
 

(1) The number of complaints received in the month, overall, by type, and by CHOICES 
Group (if the member is a CHOICES member) 

 
(2) The number and percent of complaints received in the month, overall and by 

CHOICES Group (if applicable), that were/were not resolved within five (5) business 
days via a call with the member (see Section 2.19.2) 

 
(3) Of complaints that were not resolved within five (5) business days via a call with the 

member and for which resolution is due, the number and percent of complaints for 
which the CONTRACTOR met/did not meet the specified timeframe for resolution and 
notice of resolution (see Section 2.19.2.5) 

 
(4) Of complaints that were not resolved within five (5) business days via a call with the 

member, the minimum, maximum, median, and average amount of time that the 
CONTRACTOR took to resolve complaints and notify members of resolution 
 

Starting the thirteenth month after CHOICES implementation, the performance measures shall 
include but not be limited to the performance measures from the first twelve (12) month as well 
as the following performance measure: 

 
(1) Of complaints that were not resolved within five (5) business days via a call with the 

member and for which acknowledgement is due, the number and percent for which the 
CONTRACTOR met/did not meet the specified timeframe for sending a notice of 
acknowledgement  (see Section 2.19.2.5) 

 
If the CONTRACTOR’s performance for any one of the timeframe measures is less than one 
hundred percent (100%), the CONTRACTOR shall provide an exceptions report for that measure. 
The report shall identify the number and percent of members for whom the CONTRACTOR did 
not meet the specified timeframe and provide detail information regarding each instance in which 
the CONTRACTOR did not meet the applicable timeframe. The detail information shall include 
but not be limited to for each member: the date the applicable activity should have occurred, the 
actual date that the applicable activity occurred (if it occurred within the reporting period), the 
date that the applicable activity will occur (if it did not occur within the reporting period), and 
why the CONTRACTOR exceeded the timeframe.  
 
Each quarterly report shall also include a cumulative report that includes: (1) a follow-up 
exceptions report that provides updated information on the exceptions reported in the previous 
report that identifies any members for whom the CONTRACTOR did not remediate on the date 
specified in the previous exceptions report; (2) for each month in the previous twelve (12) 
months, for each timeframe measure, the CONTRACTOR’s performance; (3) over the previous 
months, on a rolling twelve (12) month basis, for each timeframe measure, the minimum, 
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maximum, median, and average amount of time that it took the CONTRACTOR to complete the 
applicable activity, which shall include instances where the activity was completed after the 
specified timeframe, as compared to the timeframe specified in this Agreement for that measure; 
and (4) for any non-timeframe measures, the information by and across previous months on a 
rolling twelve (12) month basis. The report shall include a graphical representation of current and 
cumulative information. 
 
The summary report shall also include identification of any trends regarding complaints (e.g., the 
type or number of complaints) and any action steps to address these trends, including quality 
improvement activities.  
 
The CONTRACTOR shall submit its first report following the second calendar quarter after 
CHOICES implementation, and that report shall include information for the period from 
CHOICES implementation through the second calendar quarter after CHOICES implementation. 
 
If the CONTRACTOR’s failure to meet the timeframes is systemic, as determined by the 
CONTRACTOR or TENNCARE, the CONTRACTOR shall submit a performance improvement 
plan that includes an analysis of the reasons for non-compliance, actions taken/to be taken by the 
CONTRACTOR to ensure compliance, the timeframes for these actions, who is responsible for 
the actions, and any related quality improvement activities, including timeframes. 
 

2.30.14 Fraud and Abuse Reports  
 

2.30.14.1 The CONTRACTOR shall submit an annual Fraud and Abuse Activities Report. This 
report shall summarize the results of its fraud and abuse compliance plan (see Section 
2.20) and other fraud and abuse prevention, detection, reporting, and investigation 
measures, and should cover results for the fiscal year ending June 30. The report shall 
be submitted by September 30 of each year in the format reviewed and approved by 
TENNCARE (as part of the CONTRACTOR’s compliance plan).  

 
2.30.14.2 The CONTRACTOR shall submit an annual fraud and abuse compliance plan (see 

Section 2.20.3 of this Agreement). 
 

2.30.14.3 On an annual basis the CONTRACTOR shall submit its policies for employees, 
contractors, and agents that comply with Section 1902(a)(68) of the Social Security 
Act. These policies shall be submitted by July 1 of each year. 

 
2.30.15 Financial Management Reports  
 

2.30.15.1 Third Party Liability (TPL) Resources Reports  
 

2.30.15.1.1 The CONTRACTOR shall submit a monthly, quarterly and annual Recovery and 
Cost Avoidance Report that includes any recoveries for third party resources as well 
funds for which the CONTRACTOR does not pay a claim due to TPL coverage or 
Medicare coverage. This CONTRACTOR shall calculate cost savings in categories 
described by TENNCARE. 

 
2.30.15.1.2 The CONTRACTOR shall submit an Other Insurance Report that provides 

information on any members who have other insurance, including long-term care 
insurance. This report shall be submitted in a format and frequency described by 
TENNCARE.  
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2.30.15.2 Patient Liability Reports 
 

The CONTRACTOR shall submit a quarterly CHOICES Patient Liability Report that 
provides, for any members for whom the CONTRACTOR is aware that the full 
patient liability amount was not collected by a nursing facility provider, the efforts 
taken by the CONTRACTOR/nursing facility to collect any unpaid amounts, 
identified issues, and strategies to address issues, both on an individual basis for 
those members who have not paid their complete patient liability amount and 
systemically. 

 
2.30.15.3 Financial Reports to TENNCARE 

 
2.30.15.3.1 The CONTRACTOR shall submit a Medical Loss Ratio Report monthly with 

cumulative year to date calculation. The CONTRACTOR shall report all medical 
expenses and complete the supporting claims lag tables. This report shall be 
accompanied by a letter from an actuary, who may be an employee of the 
CONTRACTOR, indicating that the reports, including the estimate for incurred but 
not reported expenses, has been reviewed for accuracy. The CONTRACTOR shall 
also file this report with its NAIC filings due in March and September of each year 
using an accrual basis that includes incurred but not reported amounts by calendar 
service period that have been certified by an actuary. This report shall reconcile to 
NAIC filings including the supplemental TennCare income statement. The 
CONTRACTOR shall also reconcile the amount paid reported on the supporting 
claims lag tables to the amount paid for the corresponding period as reported on the 
CONTRACTOR’s encounter file submission as specified in Sections 2.30.16.3 and 
2.23.4. 
 

2.30.15.3.2 The CONTRACTOR shall submit an annual Ownership and Financial Disclosure 
Report to TENNCARE. This report shall include full and complete information 
regarding ownership, financial transactions and persons as described in Section 
2.21.9 and shall be submitted March 1 of each calendar year and at other times as 
required by TENNCARE.  

 
2.30.15.3.3 The CONTRACTOR shall submit its annual audit plan on March 1 of each year (see 

Section 2.30.48). 
 

2.30.15.4 TDCI Financial Reports 
 
2.30.15.4.1 By no later than December 31 of each year, the CONTRACTOR shall submit to 

TDCI an annual Financial Plan and Projection of Operating Results Report. This 
submission shall include the CONTRACTOR’s budget projecting revenues earned 
and expenses incurred on a calendar year basis through the term of this Agreement. 
This budget shall be prepared in accordance with the form prescribed by TDCI and 
shall include narratives explaining the assumptions and calculations utilized in the 
projections of operating results.  

 
2.30.15.4.2 By no later than July 31 of each year, the CONTRACTOR shall submit to TDCI a 

mid-year Comparison of Actual Revenues and Expenses to Budgeted Amounts 
Report. If necessary, the CONTRACTOR shall revise the calendar year budget based 
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on its actual results of operations. Any revisions to the budget shall include narratives 
explaining the assumptions and calculations utilized in making the revisions.  

 
2.30.15.4.3 The CONTRACTOR shall submit to TDCI an Annual Financial Report required to 

be filed by all licensed health maintenance organizations pursuant to TCA 56-32-208. 
This report shall be on the form prescribed by the National Association of Insurance 
Commissioners (NAIC) for health maintenance organizations and shall be submitted 
to TDCI on or before March 1 of each calendar year. It shall contain an income 
statement detailing the CONTRACTOR’s fourth quarter and year-to-date revenues 
earned and expenses incurred as a result of the CONTRACTOR’s participation in the 
TennCare program. The CONTRACTOR in preparing this annual report shall 
comply with any and all rules and regulations of TDCI related to the preparation and 
filing of this report. This Annual Report shall also be accompanied by the Medical 
Loss Ratio report, where applicable, completed on a calendar year basis. The 
CONTRACTOR shall submit a reconciliation of the Medical Loss Ratio report to the 
annual NAIC filing using an accrual basis that includes an actuarial certification of 
the claims payable (reported and unreported).  

 
2.30.15.4.4 The CONTRACTOR shall file with TDCI, a Quarterly Financial Report. These 

reports shall be on the form prescribed by the National Association of Insurance 
Commissioners for health maintenance organizations and shall be submitted to TDCI 
on or before May 15 (covering first quarter of current year), August 15 (covering 
second quarter of current year) and November 15 (covering third quarter of current 
year). Each quarterly report shall also contain an income statement detailing the 
CONTRACTOR’s quarterly and year-to-date revenues earned and expenses incurred 
as a result of the CONTRACTOR’s participation in the TennCare program. The 
second quarterly report (submitted on September 1) shall include the Medical Loss 
Ratio report completed on an accrual basis that includes an actuarial certification of 
the claims payable (reported and unreported) and, if any, other actuarial liabilities 
reported. The actuarial certification shall be prepared in accordance with National 
Association of Insurance Commissioners guidelines. The CONTRACTOR shall also 
submit a reconciliation of the Medical Loss Ratio report to the second quarterly 
NAIC report.  

 
2.30.15.4.5 The CONTRACTOR shall submit to TDCI annual Audited Financial Statements. 

Such audit shall be performed in accordance with NAIC Annual Statement 
Instructions regarding the annual audited financial statements. There are three (3) 
exceptions to the NAIC statement instructions:  

 
2.30.15.4.5.1 The CONTRACTOR shall submit the audited financial statements covering the 

previous calendar year by May 1 of each calendar year. 
 
2.30.15.4.5.2 Any requests for extension of the May 1 submission date must be granted by the 

Office of the Comptroller of the Treasury pursuant to the “Contract to Audit 
Accounts.” 

 
2.30.15.4.5.3 The report shall include an income statement addressing the TENNCARE 

operations of the CONTRACTOR. 
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2.30.16 Claims Management Reports 
 

2.30.16.1 The CONTRACTOR shall submit a monthly Claims Payment Accuracy Report. The 
report shall include the results of the internal audit of the random sample of all 
“processed or paid” claims (described in Section 2.22.6) and shall report on the 
number and percent of claims that are paid accurately. As provided in Section 
2.22.6.6, if the CONTRACTOR subcontracts for the provision of any covered 
services, and the subcontractor is responsible for processing claims, then the 
CONTRACTOR shall submit a claims payment accuracy percentage report for the 
claims processed by the subcontractor. The report for each subcontractor shall 
include the results of the internal audit conducted in compliance with Section 2.22.6 
and shall report on the number and percent of claims that are paid accurately.  

  
2.30.16.2 The CONTRACTOR shall submit a quarterly Explanation of Benefits (EOB) Report. 

This report shall summarize the number of EOBs sent by category, member 
complaints, and complaint resolution (including referral to TBI/OIG). (See Section 
2.22.8.) 

 
2.30.16.3 The CONTRACTOR shall submit a weekly Claims Activity Report. This report shall 

identify the number of claims received, number of claims denied (by reason), number 
of claims paid, and total amount paid by the categories of service specified by 
TENNCARE.  

 
2.30.16.4 The CONTRACTOR shall submit a quarterly HCBS Annual Benefit Limits Report 

that provides information on CHOICES members in Group 2 or 3 who are 
approaching or have met an annual benefit limit for HCBS. The report shall provide 
current and cumulative information regarding specified measures, including but not 
limited to the following: 

 
(1) The number and percent of members in Group 2 who are within specified 

percentages of an annual benefit limit, by service 
 
(2) The number and percent of members in Group 2 who have met an annual 

benefit limit, by specified timeframes, overall and by service 
 
In addition, upon implementation of Group 3, the performance measures shall include 
but not be limited to the following: 

 
(1) The number and percent of members in Group 3 who are within specified 

percentages of an annual benefit limit, by service 
 
(2) The number and percent of members in Group 3 who have met an annual 

benefit limit, overall and by service 
 
The report shall also include assurance to TENNCARE that the CONTRACTOR (a) 
has notified each member who is approaching an annual HCBS benefit limit that 
he/she is approaching the limit and (b) has sent a notice to each member (pursuant to 
TennCare rules and regulations) who has requested services in excess of a specified 
annual benefit limit and for whom the CONTRACTOR will not provide services in 
excess of the limit as a CEA.  
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The CONTRACTOR shall submit its first report following the third calendar quarter 
after CHOICES implementation, and that report shall include information from the 
date of CHOICES implementation through the third calendar quarter. 

 
2.30.16.5 The CONTRACTOR shall submit a quarterly Cost Neutrality Report that provides 

information, by month, on members in CHOICES Group 2 who are approaching or 
have met the cost neutrality cap for CHOICES members in Group 2. The report shall 
provide current information, by month, as well as cumulative information regarding 
specified measures. 

 
The performance measures for the first twelve (12) months after CHOICES 
implementation shall include but not be limited to the following 

 
(1) The number and percent of members in Group 2 who are within specified 

percentages of the member’s cost neutrality cap, on a monthly and/or annual 
basis  

 
(2) The number and percent of members in Group 2 who are projected to exceed 

their cost neutrality cap, on a monthly and/or annual basis, by specified 
timeframes 

 
Starting the thirteenth month after CHOICES implementation, the performance 
measures shall include but not be limited to the performance measures from the first 
twelve (12) month as well as the following performance measure: 

 
(1) Of the members in Group 2 who were projected to exceed their cost neutrality 

cap, the number and percent whose plan of care was revised to remain within 
the cap 

 
(2) The number of members in Group 2 for whom the CONTRACTOR has 

determined that the member’s needs can no longer be safely and effectively 
met within the cost neutrality cap and should be enrolled in Group 1 

 
(3) Of the members in Group 2 for whom the CONTRACTOR determined that the 

member’s needs can no longer be safely and effectively met within the cost 
neutrality cap and should be enrolled in Group 1, the number and percent who 
enrolled in Group 1 

 
(4) Of the members in Group 2 for whom the CONTRACTOR determined that the 

member’s needs can no longer be safely and effectively met within the cost 
neutrality cap and should be enrolled in Group 1, the number and percent who 
declined to enroll in Group 1 

 
The report shall include assurance to TENNCARE that the CONTRACTOR has 
notified each member who is projected to meet his/her cost neutrality cap that he/she 
is projected to meet his/her cost neutrality cap and informed the member of his/her 
options. 
 

2.30.16.6 Upon implementation of CHOICES Group 3, the CONTRACTOR shall submit a 
quarterly Expenditure Cap Report that provides information on members in 
CHOICES Group 3 who are approaching or have met the expenditure cap (see 
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Section 2.6.1.5.5). The report shall provide current and cumulative information 
regarding specified measures, including but not limited to the following: 

 
(1) The number and percent of members in Group 3 who are within specified 

percentages of the expenditure cap  
 

(2) The number and percent of members in Group 3 who have met the expenditure 
cap 

 
The cumulative information shall include information on each of these measures by 
and across previous quarters on a rolling twelve (12) month basis. The report shall 
include a graphical representation of current and cumulative information. 
 
The report shall also include assurance to TENNCARE that (a) the CONTRACTOR 
has notified each member who is projected to meet the expenditure cap that he/she is 
projected to meet the expenditure cap and informed the member of what will happen 
when he/she meets the expenditure cap; and (2) has sent a notice to each member 
(pursuant to TennCare rules and regulations) who has requested services in excess of 
the expenditure cap. 

 
2.30.16.7 The CONTRACTOR shall submit a quarterly Cost Effective Alternative Services for 

CHOICES Report that provides information on cost effective alternative services 
provided to CHOICES members (see Section 2.5.5.3). The report shall provide 
current and cumulative information regarding specified measures, including but not 
limited to the following: 

 
(1) The number and percent of members in Group 2 who were enrolled in Group 2 

as a CEA 
 
(2) The minimum, maximum, median, and average amount that members, overall 

and by Group 2 and 3, have exceeded a benefit limit as a CEA, by service 
 

(3) The number and percent of members, overall and by Group 2 and 3, who   
receive non-covered HCBS as a CEA, by non-covered HCBS 

 
(4) The number and percent of members transitioning from a nursing facility to 

the community who used a transition allowance as a CEA 
 
The cumulative information shall include information on each of these measures by 
and across previous quarters on a rolling twelve (12) month basis. The report shall 
include a graphical representation of current and cumulative information. 
 
The CONTRACTOR shall submit its first report following the second calendar 
quarter after CHOICES implementation, and that report shall include information for 
the period from CHOICES implementation through the second calendar quarter. 

 
2.30.17 Information Systems Reports 
 

2.30.17.1 The CONTRACTOR shall submit an annual Systems Refresh Plan on December 1 
for the upcoming year that meets the requirements in Section 2.23.1.6.  
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2.30.17.2 The CONTRACTOR shall submit Encounter Data Files in a standardized format as 
specified by TENNCARE (see Section 2.23.4) and transmitted electronically to 
TENNCARE on a weekly basis.  

 
2.30.17.3 The CONTRACTOR shall provide an electronic version of a reconciliation between 

the amount paid as captured on the CONTRACTOR’s encounter file submissions and 
the amount paid as reported by the CONTRACTOR in the ‘CMS 1450 Claims 
Triangle’ and ‘CMS 1500 Claims Triangle’ that accompanies the monthly Medical 
Loss Ratio report (see Section 2.30.15.3.1). In the event of any variances, the 
CONTRACTOR shall submit a written explanation accompanied by a ‘CMS 1450 
Claims Triangle’ by category of service and a ‘CMS 1500 Claims Triangle’ by 
category of service, as applicable, to substantiate the explanation of the variance and 
identify the categories of services to which the variance is attributable. In the event 
that TENNCARE requires further detail of the variances listed, the CONTRACTOR 
shall provide any other data as requested by TENNCARE. This information shall be 
submitted with the MLR report. 

 
2.30.17.4 The CONTRACTOR shall provide any information and/or data requested in a format 

to be specified by TENNCARE as required to support the validation, testing or 
auditing of the completeness and accuracy of encounter data submitted by the 
CONTRACTOR. 

 
2.30.17.5 The CONTRACTOR shall submit a monthly Systems Availability and Performance 

Report that provides information on availability and unavailability by major system 
as well as response times for the CONTRACTOR’s Confirmation of MCO 
Enrollment and Electronic Claims Management functions, as measured within the 
CONTRACTOR’s span of control. 

 
2.30.17.6 The CONTRACTOR shall submit a baseline Business Continuity and Disaster 

Recovery (BC-DR) plan for review and written approval as specified by 
TENNCARE. The CONTRACTOR shall communicate proposed modifications to the 
BC-DR plan at least fifteen (15) calendar days prior to their proposed incorporation. 
Such modifications shall be subject to review and written approval by TENNCARE.  

 
2.30.18 Administrative Requirements Reports 
 

2.30.18.1 The CONTRACTOR shall submit a semi-annual Report on the Activities of the 
CONTRACTOR’s Behavioral Health Advisory Committee regarding the activities of 
the behavioral health advisory committee established pursuant to Section 2.24.2. These 
reports shall be submitted to TENNCARE on March 1 and September 1 of each year.  

 
2.30.18.2 The CONTRACTOR shall submit a semi-annual Report on the Activities of the 

CONTRACTOR’s CHOICES Advisory Group regarding the activities of the CHOICES 
advisory group established pursuant to Section 2.24.3. These reports shall be submitted 
to TENNCARE on March 1 and September 1 of each year. 

 
2.30.19 Subcontract Reports 
 

2.30.19.1 If the CONTRACTOR has subcontracted claims processing for TennCare claims, the 
CONTRACTOR shall provide to TENNCARE a Type II examination based on the 
Statement on Auditing Standards (SAS) No. 70, Service Organizations for each non-
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affiliated organization processing claims that represent more than twenty percent 
(20%) of TennCare medical expenses of the CONTRACTOR. This report shall be 
performed by an independent auditor (“service auditor”) and shall be due annually on 
May 1 for the preceding year operations or portion thereof. 

 
2.30.19.2 In a Type II report, the service auditor will express an opinion on (1) whether the 

service organization’s description of its controls presents fairly, in all material 
respects, the relevant aspects of the service organization’s controls that had been 
placed in operation as of a specific date, and (2) whether the controls were suitably 
designed to achieve specified control objectives, and (3) whether the controls that 
were tested were operating with sufficient effectiveness to provide reasonable, but 
not absolute, assurance that the control objectives were achieved during the period 
specified. The audit of control activities over information and technology related 
processes related to TennCare claims processing by the subcontractor should include 
the following: 

 
2.30.19.2.1 General Controls 
 
2.30.19.2.1.1 Personnel Policies 
 
2.30.19.2.1.2 Segregation of Duties 

 
2.30.19.2.1.3 Physical Access Controls 

 
2.30.19.2.1.4 Hardware and System Software 

 
2.30.19.2.1.5 Applications System Development and Modifications 

 
2.30.19.2.1.6 Computer Operations 

 
2.30.19.2.1.7 Data Access Controls 

 
2.30.19.2.1.8 Contingency and Business Recovery Planning 

 
2.30.19.2.2 Application Controls 
 
2.30.19.2.2.1 Input 
 
2.30.19.2.2.2 Processing  

 
2.30.19.2.2.3 Output  

 
2.30.19.2.2.4 Documentation Controls 
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2.30.20 HIPAA Reports 
 

The CONTRACTOR shall submit a Privacy/Security Incident Report. This report shall be 
provided at least annually, but the CONTRACTOR shall provide the report more frequently if 
requested by TENNCARE. The report shall include, at a minimum, the date of the incident, the 
date of notification to TENNCARE’s privacy officer, the nature and scope of the incident, the 
CONTRACTOR’s response to the incident, and the mitigating measures taken by the 
CONTRACTOR to prevent similar incidents in the future. “Port scans” or other unsuccessful 
queries to the CONTRACTOR’s information system shall not be considered a privacy/security 
incident for purposes of this report. 
 

2.30.21 Non-Discrimination Compliance Reports 
 

2.30.21.1 The CONTRACTOR shall submit an annual Summary Listing of Servicing Providers 
that includes race or ethnic origin of each provider. The listing shall include, at a 
minimum, provider name, address, race or ethnic origin and shall be sorted by 
provider type (e.g., pediatrician, surgeon, etc.). The CONTRACTOR shall use the 
following race or ethnic origin categories: American Indian or Alaskan Native, Asian 
or Pacific Islander, Hispanic origin and other race/ethnic origin as indicated by 
TENNCARE.  

 
2.30.21.2 The CONTRACTOR shall submit a quarterly Supervisory Personnel Report that 

contains a summary listing totaling the number of supervisory personnel by race or 
ethnic origin and sex. This report shall provide the number of male supervisors who 
are White, Black (not of Hispanic origin), American Indian or Alaskan Native, Asian 
or Pacific Islander, Hispanic origin and other race/ethnicity as indicated by 
TENNCARE and number of female supervisors who are White, Black (not of 
Hispanic origin), American Indian or Alaskan Native, Asian or Pacific Islander, 
Hispanic origin and other race/ethnic origin females as indicated by TENNCARE.  

 
2.30.21.3 The CONTRACTOR shall submit a quarterly Alleged Discrimination Report. The 

report shall include a listing of all complaints alleging discrimination filed by 
employees, members, providers and subcontractors in which discrimination is alleged 
by the CONTRACTOR’s MCO. Such listing shall include, at a minimum, the 
identity of the party filing the complaint, the complainant’s relationship to the 
CONTRACTOR, the circumstances of the complaint, date complaint filed, the 
CONTRACTOR’s resolution, if resolved, and the name of the CONTRACTOR staff 
person responsible for adjudication of the complaint.  

 
2.30.21.4 On an annual basis the CONTRACTOR shall submit a copy of the 

CONTRACTOR’s non-discrimination policy that demonstrates non-discrimination in 
provision of services to members with Limited English Proficiency. This shall 
include a report that lists all interpreter/translator services used by the 
CONTRACTOR in providing services to members with Limited English Proficiency 
or that need communication assistance in an alternative format. The listing shall 
identify the provider by full name, address, phone number, and hours services are 
available. 

 
2.30.21.5 The CONTRACTOR shall annually submit its Non-Discrimination Compliance Plan 

and Assurance of Non-Discrimination to TENNCARE. The signature date of the 
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CONTRACTOR’s Title VI Compliance Plan shall coordinate with the signature date 
of the CONTRACTOR’s Assurance of Non-Discrimination. 

 
2.30.22 Terms and Conditions Reports 
 

2.30.22.1 Quarterly, by January 30, April 30, July 30, and October 30 each year the 
CONTRACTOR shall make written disclosure regarding conflict of interest that 
includes the elements in Section 4.19.  

 
2.30.22.2 Pursuant to Section 4.34.2, on a semi-annual basis the CONTRACTOR shall submit 

the attestation in Attachment X. 
 
27. Section 2.31 shall be deleted in its entirety. 
 
28. Section 3 shall be deleted in its entirety and replaced with the following: 
 
SECTION 3 - PAYMENTS TO THE CONTRACTOR 
 
3.1 GENERAL PROVISIONS 
 
3.1.1 TENNCARE shall make monthly payments to the CONTRACTOR for its satisfactory 

performance and provision of covered services under this Agreement. Capitation rates shall be 
paid according to the methodology as described in this Agreement.  

 
3.1.2 The CONTRACTOR agrees that capitation payments, any payments related to processing claims 

for services incurred prior to the start date of operations pursuant to Section 3.7.1.2.1, any 
incentive payments (if applicable) and any payments that offset the CONTRACTOR’s cost for 
the development and implementation of an electronic visit verification system (EVV) (see Section 
3.13) are payment in full for all services provided pursuant to this Agreement. TennCare shall not 
reimburse CONTRACTOR for any costs, liquidated damages and/or penalties incurred by the 
CONTRACTOR and which result from actions or inactions, including penalties associated with 
CONTRACTOR’s failure to timely pay any and all expenses, fees, taxes and other 
regulatory/ministerial costs associated with the requirements of operating as an HMO in this state. 
The taxes, fees, expenses, and other regulatory/ministerial costs referenced herein shall include but 
not be limited to premium taxes associated with any and all obligations required by the Tennessee 
Health Maintenance Organization Act of 1986 codified at TCA 56-32-101 et seq. or any subsequent 
amendments thereto and/or the Tennessee Prepaid Limited Health Services Act of 2000 codified at 
TCA 56-51-101 et seq. or any subsequent amendments thereto. TENNCARE shall not share with 
the CONTRACTOR any financial losses realized under this Agreement. 

 
3.2 ANNUAL ACTUARIAL STUDY  
 

In accordance with TCA 71-5-188, the State will retain a qualified actuary to conduct an annual 
actuarial study of the TennCare program. The CONTRACTOR shall provide any information 
requested and cooperate in any manner necessary as requested by TENNCARE in order to assist 
the State’s actuary with completion of the annual actuarial study. 
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3.3 CAPITATION PAYMENT RATES 
 
3.3.1 The CONTRACTOR will be paid a base capitation rate for each enrollee based on the enrollee’s 

rate category. Rate categories are based on various factors, including the enrollee’s enrollment in 
CHOICES, category of aid, age/sex combination and the Grand Region served by the 
CONTRACTOR under this Agreement. The rate categories and the specific rates associated with 
each rate category are specified in Attachment XII.  
 

3.3.2 The major aid categories are as follows: 
 

3.3.2.1 Medicaid; 
 

3.3.2.2 Uninsured/Uninsurable; 
 

3.3.2.3 Disabled - The disabled rate is only for those enrollees who are eligible for Medicaid 
as a result of a disability; and 

 
3.3.2.4 Duals/Waiver Duals - For the purpose of capitation rates, Duals/Waiver Duals are 

TennCare Medicaid or TennCare Standard enrollees who have Medicare eligibility.  
 
3.3.3 The CONTRACTOR will also be paid a priority add-on rate for behavioral health services in 

accordance with the rates specified in Attachment XII for each priority enrollee. The 
CONTRACTOR will be paid the priority add-on rate for priority enrollees, as defined in this 
Agreement, who have received behavioral health services as reported pursuant to Section 2.23.4 
of this Agreement, within the preceding twelve (12) months from the date of the calculation of 
the monthly payment, and who have had a valid CRG/TPG assessment within the preceding 
twelve (12) months from the date of the calculation of the monthly payment. 

 
3.3.4 TENNCARE will determine the appropriate rate category to which each enrollee is assigned for 

payment purposes under this Agreement.  
 
3.3.5 TENNCARE’s assignment of an enrollee to a rate category is for payment purposes under this 

Agreement, only, and is not an “adverse action” or determination of the benefits to which an 
enrollee is entitled under the TennCare program, TennCare rules and regulations, TennCare 
policies and procedures, the TennCare waiver or relevant court orders or consent decrees.  

 
3.4 CAPITATION RATE ADJUSTMENT  
 
3.4.1 The CONTRACTOR and TENNCARE agree that the capitation rates described in Section 3 of 

this Agreement may be adjusted periodically.  
 
3.4.2 The CONTRACTOR and TENNCARE further agree that adjustments to capitation rates shall 

occur only by written notice from TENNCARE to the CONTRACTOR. The notice will be given 
at least thirty (30) calendar days before the new rates come into effect. Should the 
CONTRACTOR refuse to continue this Agreement under the new rates, the CONTRACTOR 
then may activate the Termination provisions contained in Section 4.4.7 of this Agreement. 
During the six (6) month Termination Notice period the CONTRACTOR will continue to be paid 
under the new rates. In the event the CONTRACTOR indicates that it is refusing to accept the 
new rates, but does not choose to institute Termination proceedings under Section 4.4.7 of this 
Agreement then the State may at its option: 
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3.4.2.1 Declare that a public exigency exists under Section 4.2.3 of this Agreement. If the 
State makes this declaration the CONTRACTOR will continue to be paid under the 
new rates,  

 
3.4.2.2 Declare that the contract is Terminated for Convenience under the provisions of 

Section 4.4.6 of this Agreement. If the State makes this declaration the 
CONTRACTOR will continue to be paid under the new rates for the period of time 
until the Termination date. 

 
3.4.3 The base capitation rates shall be adjusted by the State for health plan risk in accordance with the 

following: 
 
3.4.3.1 Health plan risk assessment scores will be initially recalibrated after current 

TennCare enrollees are assigned to the MCOs for retroactive application to payment 
rates effective on the start date of operations. This initial recalibration will be based 
upon the distribution of enrollment on the start date of operations and health status 
information will be derived from encounter data submitted to TENNCARE by MCOs 
serving the Grand Region through the most recent twelve (12) month period deemed 
appropriate by the State’s actuary. 

 
3.4.3.2 In the initial recalibration, if the health plan risk assessment score for any MCO 

deviates from the profile for the Grand Region being served by the MCO by more 
than three percent (3%), whether a negative or positive change in scores, the original 
base capitation rates will be proportionally adjusted. 

 
3.4.3.3 Thereafter, health plan risk assessment scores will be recalibrated annually based 

upon health status information derived from encounter data submitted to 
TENNCARE by MCOs serving the Grand Region through the most recent twelve 
(12) month period deemed appropriate by the State’s actuary. If the health plan risk 
assessment score for any MCO deviates from the profile for the Grand Region being 
served by the MCO by more than three percent (3%), whether a negative or positive 
change in scores, the base capitation rates as subsequently adjusted will be 
proportionally adjusted.  

 
3.4.3.4 TENNCARE will recalibrate health plan risk assessment scores on an ongoing basis 

for the purpose of monitoring shifts in enrollment. If warranted prior to the next 
scheduled annual recalibration as demonstrated by a significant change in health plan 
risk assessment scores, defined as a change of three percent (3%) or more, whether a 
negative or positive change in scores, TENNCARE may adjust the original base 
capitation rates as subsequently adjusted for all MCOs. 

 
3.4.3.5 In addition to the annual recalibration of risk adjustment factors, those factors will be 

updated when there is a significant change in program participation. This may occur 
when an MCO enters or leaves a Grand Region. If an MCO withdraws from a Grand 
Region, that MCO’s membership may be temporarily distributed to TennCare Select 
or distributed to the remaining MCOs or to new MCOs. New risk adjustment values 
for the remaining MCOs or new MCO(s) will be calculated that consider the 
population that will be enrolled in the MCO for the remainder of the contract year 
only. In this instance, MCOs would be given the option to provide TENNCARE, in 
writing, with a six (6) months notice of termination in accordance with Section 
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4.4.7.2. This notice option is not available for rate adjustments as described in 
Sections 3.4.3.1 through 3.4.3.4. 

 
3.4.3.6 An individual’s health status will be determined using the John Hopkins ACG® 

Case-Mix System (ACG System). In the event the State elects to use a different 
system to calculate an adjustment for MCO health status risk, the State will notify the 
CONTRACTOR prior to its implementation. The ACG System does not account for 
long-term care services or service delivery setting. 

 
3.4.3.7 For CHOICES members, only the non-long-term care component of the base 

capitation rate will be adjusted for health plan risk. The long-term care component of 
the base capitation rate will not be adjusted for health plan risk. 

 
3.4.4 Beginning with capitation payment rates effective July 1, 2008, in addition to other adjustments 

specified in Section 3.4 of this Agreement, the base capitation rates as subsequently adjusted and 
the priority add-on rates shall be adjusted annually for inflation in accordance with the 
recommendation of the State’s actuary. 

 
3.4.5 If (i) changes are required pursuant to federal or state statute, federal regulations, the action of a 

federal agency, a state or federal court, or rules and regulations of a State of Tennessee agency 
other than the TennCare Bureau and (ii) the changes are likely to impact the actuarial soundness 
of the capitation rate(s) described in Section 3, as determined by TENNCARE, TENNCARE 
shall have its independent actuary review the required change and determine whether the change 
would impact the actuarial soundness of the capitation rate(s). If TENNCARE’s independent 
actuary determines that the change would impact the actuarial soundness of one or more of the 
capitation rates, the actuary shall determine the appropriate adjustment to the impacted capitation 
rate(s). 

 
3.4.6 In the event TENNCARE amends TennCare rules or regulations or initiates a policy change not 

addressed in Section 3.4.5 above that is likely to impact the capitation rate(s) described in Section 
3, as determined by TENNCARE, TENNCARE shall have its independent actuary review the 
proposed change and determine whether the change would impact the actuarial soundness of the 
capitation rate(s). If TENNCARE’s independent actuary determines that the change would impact 
the actuarial soundness of one or more of the capitation rates, the actuary shall determine the 
appropriate adjustment to the impacted capitation rate(s). 

 
3.4.7 In the event the amount of the two percent (2%) premium tax is increased during the term of this 

Agreement, the payments shall be increased by an amount equal to the increase in premium 
payable by the CONTRACTOR. 

 
3.4.8 Any rate adjustments shall be subject to the availability of state appropriations. 
 
3.5 CAPITATION PAYMENT SCHEDULE 
 

TENNCARE shall make payment by the fifth (5th) business day of each month to the 
CONTRACTOR for the CONTRACTOR’s satisfactory performance of its duties and 
responsibilities as set forth in this Agreement.   
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3.6 CAPITATION PAYMENT CALCULATION 
 
3.6.1 When eligibility has been established by the State for enrollees, the amount owed to the 

CONTRACTOR shall be calculated as described herein.  
 
3.6.2 Each month payment to the CONTRACTOR shall be equal to the number of enrollees enrolled in 

the CONTRACTOR’s MCO five (5) business days prior to the date of the capitation payment 
multiplied by the appropriate capitation rate(s) for the enrollee.  

 
3.6.3 The capitation rates stated in Attachment XII will be the amounts used to determine the amount 

of the monthly capitation payment.  
 
3.6.4 The actual amount owed the CONTRACTOR for each member shall be determined by dividing 

the appropriate monthly capitation rate(s) by the number of days in the month and then 
multiplying the quotient of this transaction by the actual number of days the member was enrolled 
in the CONTRACTOR’s MCO.  

 
 
3.6.5 The amount paid to the CONTRACTOR shall equal the total of the amount owed for all enrollees 

determined pursuant to Section 3.6.4 less the withhold amount (see Section 3.9), capitation 
payment adjustments made pursuant to Section 3.7 or 3.11, and any other adjustments, which 
may include withholds for penalties, damages, liquidated damages, or adjustments based upon a 
change of enrollee status.  

 
3.7 CAPITATION PAYMENT ADJUSTMENTS 
 
3.7.1 The State has the discretion to retroactively adjust the capitation payment for any enrollee if 

TENNCARE determines an incorrect payment was made to the CONTRACTOR; provided, 
however:   

 
3.7.1.1 For determining the capitation rate(s) only, the Grand Region being served by the 

enrollee’s MCO under this Agreement will be used to determine payment. The 
capitation payment shall not be retroactively adjusted to reflect a different Grand 
Region of residence so long as the enrollee’s MCO assignment is effective.   

 
3.7.1.2 For individuals enrolled with a retroactive effective date on the date of enrollment, 

the payment rate for retroactive periods shall be the capitation rate(s) for the 
applicable rate category and the Grand Region in which the enrollee’s assigned MCO 
is operating under this Agreement as specified in Attachment XII, except that: 

 
3.7.1.2.1 The CONTRACTOR agrees to manually process claims and reimburse providers for 

services incurred prior to the start date of operations of this Agreement; however, the 
CONTRACTOR will not be at risk for these services. The CONTRACTOR shall be 
paid two dollars ($2.00) per claim as reimbursement for processing claims for 
services incurred prior to the start date of operations. Actual expenditures for covered 
services and the allowed amount for claims processing are subject to TCA 56-32-124. 
The CONTRACTOR shall negotiate provider reimbursement subject to TENNCARE 
prior written approval and prepare checks for payment of providers for the provision 
of covered services incurred during an enrollee’s period of eligibility prior to the start 
date of operations on an as needed basis. The CONTRACTOR shall notify the State 
of the amount to be paid in a mutually acceptable form and format at least forty-eight 
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(48) hours in advance of distribution of any provider payment related to this 
requirement. TENNCARE shall remit payment to the CONTRACTOR in an amount 
equal to: the amount to be paid to providers; plus, two dollars ($2.00) per claim 
processed by the CONTRACTOR; plus, an amount sufficient to cover any payment 
due in accordance with TCA 56-32-124 within forty-eight (48) hours of receipt of 
notice. The CONTRACTOR shall then release payments to providers within twenty-
four (24) hours of the receipt of funds from the State. The CONTRACTOR is 
responsible for any payments required pursuant to TCA 56-32-124.  

 
3.7.1.2.2 TENNCARE will be responsible for the payment of claims for long-term care 

services provided to a CHOICES member during the member’s period of eligibility 
prior to the implementation of CHOICES in the Grand Region covered by this 
Agreement. 

 
3.7.1.3 If a provider seeks reimbursement for a service provided during a retroactive period 

of eligibility, the CONTRACTOR shall assess cost sharing responsibilities in 
accordance with the cost sharing schedules in effect on the date of service for which 
reimbursement is sought (see Attachment II) and collect patient liability from 
CHOICES members as applicable (see Sections 2.6.7.2 and 2.21.5). 

 
3.7.1.4 Should TENNCARE determine after the capitation payment is made that an 

enrollee’s capitation rate category had changed or the enrollee was deceased, 
TENNCARE shall retroactively adjust the payment to the CONTRACTOR to 
accurately reflect the enrollee’s capitation rate category for the period for which 
payment has been made. TENNCARE shall initially retroactively adjust the payment 
to the CONTRACTOR, not to exceed twelve (12) months. Subsequently, 
TENNCARE shall further retroactively adjust the payment to the CONTRACTOR to 
accurately reflect the enrollee’s capitation rate category for the period prior to the 
twelve (12) month adjustment initially made by TENNCARE. TENNCARE will 
make the subsequent adjustment at least semi-annually. 

 
3.7.1.4.1 TENNCARE and the CONTRACTOR agree that the twelve (12) month limitation 

described in Sections 3.7.1.4 is applicable only to retroactive capitation rate payment 
adjustments described in those paragraphs and shall in no way be construed as 
limiting the effective date of eligibility or enrollment in the CONTRACTOR’s MCO.  

 
3.7.1.5 Payment adjustments resulting in a reduction or increase of the capitation rate shall 

be accomplished through the monthly capitation reconciliation process.  
 

3.8 SERVICE DATES 
 

Except where required by this Agreement or by applicable federal or state law, the 
CONTRACTOR shall not make payment for the cost of any services provided prior to the 
effective date of eligibility in the CONTRACTOR’s MCO. The CONTRACTOR shall make 
payment for the cost of any covered services obtained on or after 12:01 a.m. on the effective date 
of eligibility in the CONTRACTOR’s MCO.  
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3.9 WITHHOLD OF THE CAPITATION RATE  
 
3.9.1 A withhold of the aggregate capitation payment shall be applied to ensure CONTRACTOR 

compliance with the requirements of this Agreement and to provide an agreed incentive for 
assuring CONTRACTOR compliance with the requirements of this Agreement. 

 
3.9.2 The amount due for the first monthly payment, and for each month thereafter, calculated pursuant 

to Section 3.6 shall be reduced by the appropriate cash flow withhold percentage amount and set 
aside for distribution to the CONTRACTOR in the next regular monthly payment, unless retained 
as provided below.  

 
3.9.2.1 Except as further provided below, the applicable capitation payment withhold amount 

will be equivalent to ten percent (10%) of the monthly capitation payment for the 
first six months following the start date of operations, and for any consecutive six (6) 
month period following the CONTRACTOR’s receipt of a notice of deficiency as 
described in Section 2.25.9; 

 
3.9.2.2 If, during any consecutive six (6) month period following the start date of operations, 

TENNCARE determines that the CONTRACTOR has no deficiencies and has not 
issued a notice of deficiency, the monthly withhold amount will be reduced to five 
percent (5%) of the monthly capitation payment.  

 
3.9.2.3 If, during any consecutive six (6) month period following a reduction of the monthly 

withhold amount to five percent (5%) of the monthly capitation payment, 
TENNCARE determines that the CONTRACTOR has no deficiencies and has not 
issued a notice of deficiency, the monthly withhold amount will be reduced to two 
and one half percent (2.5%) of the monthly capitation payment.  

 
3.9.2.4 If the CONTRACTOR is notified by TENNCARE of a minor deficiency and the 

CONTRACTOR cures the minor deficiency to the satisfaction of TENNCARE 
within a reasonable time prior to the next regularly scheduled capitation payment 
cycle, TENNCARE may disregard the minor deficiency for purposes of determining 
the withhold.  

 
3.9.2.5 If TENNCARE has determined the CONTRACTOR is not in compliance with a 

requirement of this Agreement in any given month, TENNCARE will issue a written 
notice of deficiency and TENNCARE will retain the amount withheld for the month 
prior to TENNCARE identifying the compliance deficiencies.  

 
3.9.2.6 The withhold amounts for subsequent months thereafter in which the 

CONTRACTOR has not cured the deficiencies shall be in accordance with Section 
3.9.2.1 as described above. If the CONTRACTOR has attained a two and one half 
percent (2.5%) withhold and TENNCARE subsequently determines the 
CONTRACTOR is not in compliance with a requirement of this Agreement, 
TENNCARE will provide written notice of such determination and TENNCARE will 
re-institute the retention of the withhold as described in Section 3.9.2.1 at the next 
capitation payment cycle. Monthly retention of the withhold amount will continue for 
each subsequent month so long as the identified deficiencies have not been corrected. 
These funds will not be distributed to the CONTRACTOR unless it is determined by 
TENNCARE the CONTRACTOR has come into compliance with the Agreement 
requirement(s) within six (6) months of TENNCARE identifying these deficiencies. 
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For example, if a specified deficiency(s) is corrected within four (4) months and there 
are no other identified deficiencies which the CONTRACTOR has been given written 
notice of by TENNCARE, the withhold for the four (4) consecutive months will be 
paid to the CONTRACTOR upon TENNCARE determination that the deficiency(s) 
was corrected. However, any amounts withheld by TENNCARE for six (6) 
consecutive months for the same or similar compliance deficiency(s) shall be retained 
by TENNCARE on the anniversary of the sixth consecutive month and shall not be 
paid to the CONTRACTOR. If the same or similar specified deficiency(s) continues 
beyond six (6) consecutive months, TENNCARE may declare the MCO ineligible for 
future distribution of the ten percent (10%) incentive withhold. Such ineligibility will 
continue for each month TENNCARE determines the same or similar specified 
deficiency(s) continues to exist. Once a CONTRACTOR corrects the deficiency(s), 
TENNCARE may reinstate the MCO’s eligibility for distribution of the ten percent 
(10%) compliance incentive payment of future withholds. If TENNCARE determines 
that distribution of the ten percent (10%) withhold is appropriate, distribution of the 
ten percent (10%) shall be made at the time of the next scheduled monthly check 
write which includes all other payments due the CONTRACTOR. 

 
3.9.3 No interest shall be due to the CONTRACTOR on any sums withheld or retained under this 

Section. The provisions of this Section may be invoked alone or in conjunction with any other 
remedy or adjustment otherwise allowed under this Agreement. 

 
3.9.4 If TENNCARE has not identified CONTRACTOR deficiencies, TENNCARE will pay to the 

CONTRACTOR the withhold of the CONTRACTOR’s payments withheld in the month 
subsequent to the withhold.  

 
3.10 PAY-FOR-PERFORMANCE QUALITY INCENTIVE PAYMENTS 
 
3.10.1 General 
 

3.10.1.1 TENNCARE will make incentive payments to the CONTRACTOR in accordance 
with this Section 3.10.   

 
3.10.1.2 Pursuant to 42 CFR 438.6, the total of all payments made to the CONTRACTOR for 

a year shall not exceed one hundred and five percent (105%) of capitation payments 
made to the CONTRACTOR. 

 
3.10.1.3 In the first year that the incentives specified in Sections 3.10.2 and 3.10.3 below are 

available, the TennCare regional average HEDIS score (as calculated by 
TENNCARE using audited MCO HEDIS results) for each of the measures specified 
in Sections 3.10.2 and 3.10.3 for the last full calendar year prior to the year that the 
CONTRACTOR began operating under this Agreement will serve as the baseline. If 
complete TennCare HEDIS data for these measures is not available for the region for 
the year prior to the year that the CONTRACTOR began operating under this 
Agreement, then the last year for which complete data is available will serve as the 
baseline.  

 
3.10.1.4 If NCQA makes changes in any of the measures specified in Section 3.10.2 or 3.10.3 

below, such that valid comparison to prior years will not be possible, TENNCARE, 
at its sole discretion, may elect to either eliminate the measure from pay-for-
performance incentive eligibility or replace it with another measure. 



Page 309 of 374 

 
3.10.2 Physical Health HEDIS Measures 
 

3.10.2.1 Beginning on July 1, 2010, on July 1 of each year, the CONTRACTOR will 
be eligible for a $.03 PMPM payment, applied to member months from the 
preceding calendar year, for each of the audited HEDIS measures specified in 
Section 3.10.2.2 below (calculated from the preceding calendar year’s data) 
for which significant improvement has been demonstrated.  The 
CONTRACTOR’s HEDIS result for the reporting period prior to the current 
reporting period will serve as the baseline. Significant improvement is defined 
using NCQA’s minimum effect size change methodology (see Section 3.10.5 
below). 

 
3.10.2.2 Incentive payments will be available for the following audited HEDIS measures: 

 
3.10.2.2.1 HbA1C Testing – Diabetes measure;  

 
3.10.2.2.2 HbA1C Control – Diabetes measure;  

 
3.10.2.2.3 LDL-C Screening Performed – Diabetes measure;  

 
3.10.2.2.4 Adolescent Well-Care Visits;  

 
3.10.2.2.5 Breast Cancer Screening; and 

 
3.10.2.2.6 Controlling High Blood Pressure. 

 
3.10.2.3 For HbA1C control, the reverse of the HEDIS measure (i.e. 100 minus the percentage 

of individuals with poorly controlled HbA1C) will serve as the measure for purposes 
of this section. 

 
3.10.3 Behavioral Health HEDIS Measures  

 
3.10.3.1 Beginning on July 1, 2010, on July 1 of each year, the CONTRACTOR will 

be eligible for a $.03 PMPM payment, applied to member months from the 
preceding calendar year, for each of the following audited HEDIS measures 
(calculated from the preceding calendar year’s data) for which significant 
improvement has been demonstrated. The CONTRACTOR’s HEDIS result 
for the reporting period prior to the current reporting period will serve as the 
baseline. To be eligible for incentive payment for a measure, the 
CONTRACTOR must demonstrate significant improvement for both rates 
comprising the measure. Significant improvement is defined using NCQA’s 
minimum effect size change methodology (see Section 3.10.5 below). 

 
3.10.3.1.1 Antidepressant Medication Management; and 

 
3.10.3.1.2 Follow-up Care for Children Prescribed ADHD Medication. 
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3.10.4 Community Tenure/Hospital Readmission for Mental Illness 
 

3.10.4.1 Beginning on July 1, 2010, on July 1 of each year, the CONTRACTOR will be 
eligible for a $.03 PMPM payment, applied to member months from the preceding 
calendar year, if significant improvement has been demonstrated in the rate at which 
members hospitalized for mental illness remain in the community (i.e. are not 
readmitted to an inpatient hospital setting for treatment of mental illness) within 
thirty (30) days of discharge. Significant improvement is defined using NCQA’s 
minimum effect size change methodology (see Section 3.10.5 below). The baseline 
rate will be the percentage of the CONTRACTOR’s enrollees that were discharged 
following hospitalization for mental illness during the reporting period prior to the 
current reporting period and that were not readmitted within thirty (30) days 
following discharge, as calculated by TennCare. The baseline rate will be compared 
to the percentage of the CONTRACTOR’s members that were discharged following 
hospitalization for mental illness during the preceding calendar year of operation, and 
that were not readmitted within thirty (30 days) following discharge. The latter 
calculation will use methodology identical to that used in the baseline calculation 
performed by TENNCARE.   

 
3.10.5 NCQA Minimum Effect Size Change Methodology 
 

The NCQA minimum effect size change methodology is as follows: 
 

Baseline Rate Minimum Effect Size 
0-59 At least a 6 percentage point change 
60-74 At least a 5 percentage point change 
75-84 At least a 4 percentage point change 
85-92 At least a 3 percentage point change 
93-96 At least a 2 percentage point change 
97-99 At least a 1 percentage point change 

 
3.11 EFFECT OF DISENROLLMENT ON CAPITATION PAYMENTS  
 
3.11.1 Payment of capitation payments shall cease effective the date of the member’s disenrollment 

from the CONTRACTOR’s MCO, and the CONTRACTOR shall have no further responsibility 
for the care of the enrollee. Except for situations involving enrollment obtained by fraudulent 
applications or death, disenrollment from TennCare shall not be made retroactively.  

 
3.11.2 Fraudulent Enrollment 
 

3.11.2.1 In the case of fraudulent, misrepresented or deceptive applications submitted by the 
enrollee, the CONTRACTOR, at its discretion, may refund to TENNCARE all 
capitation payments made on behalf of persons who obtained enrollment in TennCare 
through such means and the CONTRACTOR may pursue full restitution for all 
payments made on behalf of the individual while the person was inappropriately 
enrolled in the CONTRACTOR’s MCO. 

 
3.11.2.2 In the event of enrollment obtained by fraud, misrepresentation or deception by the 

CONTRACTOR’s staff, officers, employees, providers, volunteers, subcontractors, 
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or anyone acting for or on behalf of the CONTRACTOR, TENNCARE may 
retroactively recover capitation amounts plus interest, as allowed by TCA 47-14-103, 
and any other monies paid to the CONTRACTOR for the enrollment of that 
individual. The refund of capitation payments plus interest will not preclude the State 
from exercising its right to criminal prosecution, civil penalties, trebled damages 
and/or other remedial measures.  

 
3.12 HMO PAYMENT TAX  
 

The CONTRACTOR shall be responsible for payment of applicable taxes pursuant to TCA 56-
32-124. In the event the amount due pursuant to TCA 56-32-124 is increased during the term of 
this Agreement, the payments to the CONTRACTOR shall be increased by an amount equal to 
the increase in the amount due by the CONTRACTOR. 
 

3.13 PAYMENTS TO THE CONTRACTOR FOR ELECTRONIC VISIT VERIFICATION 
SYSTEM 

 
TENNCARE will pay the CONTRACTOR $605,600 to offset the CONTRACTOR’s costs 
related to implementing an electronic visit verification (EVV) system. In accordance with the 
applicable appropriations language, these funds shall be used to implement the EVV, and they 
shall not be used for any other purpose. Upon TENNCARE’s request the CONTRACTOR shall 
submit documentation that demonstrates that funds were used to offset the CONTRACTOR’s 
costs related to implementing the EVV. 
 

3.14 PAYMENT TERMS AND CONDITIONS  
 
3.14.1 Maximum Liability 
 

3.14.1.1 In no event shall the maximum liability of the State under this Agreement during the 
original term of the Agreement exceed two billion, three hundred twenty one million, 
nine hundred ninety five thousand, six hundred forty seven dollars 
($2,321,995,647.00).  

 
3.14.1.2 If the Agreement maximum would be exceeded as a result of an increase in 

enrollment, a change in mix of enrollment among rate cells or any rate adjustment 
pursuant to Section 3.4 above, the State shall adjust the Agreement maximum 
liability to accommodate the aforementioned circumstances. This adjustment shall be 
based on consultation with the State’s independent actuary.  

 
3.14.1.3 This Agreement does not obligate the State to pay a fixed minimum amount and does 

not create in the CONTRACTOR any rights, interests or claims of entitlement in any 
funds.  

 
3.14.1.4 The CONTRACTOR is not entitled to be paid the maximum liability for any period 

under the Agreement or any extensions of the Agreement. The maximum liability 
represents available funds for payment to the CONTRACTOR and does not 
guarantee payment of these funds to the CONTRACTOR under this Agreement. 
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3.14.2 Compensation Firm 
 

The capitation rates and the Maximum Liability of the State under this Agreement are firm for the 
duration of the Agreement and are not subject to escalation for any reason unless amended, or 
changed by the Notice specified in Section 3.4.2 of this Agreement.  

 
3.14.3 Capitation Payment Amounts After the First Year  
 

The base capitation rates (see Section 3) for the period from the start date of operations to June 
30, 2008 for all non-CHOICES rate categories will be established through a competitive bid 
process, and the priority add-on rate and the base capitation rate for CHOICES members will be 
established by the State. The base capitation rates (for CHOICES and non-CHOICES members) 
and the priority add-on rate for subsequent years will be set by Notice as provided under Section 
3.4.2 of this Agreement. 

 
3.14.4 Payment Methodology 
 

The CONTRACTOR shall be compensated in accordance with Section 3 above as authorized by 
the State in a total amount not to exceed the Agreement Maximum Liability established in 
Section 3.13.1 above. The CONTRACTOR’s compensation shall be contingent upon the 
satisfactory completion of requirements under this Agreement.  

 
3.14.5 Return of Funds and Deductions 
 

3.14.5.1 The CONTRACTOR shall refund to TENNCARE any overpayments due or funds 
disallowed pursuant to this Agreement within thirty (30) calendar days of the date of 
written notification from TENNCARE, unless otherwise authorized by TENNCARE 
in writing.  

 
3.14.5.2 The State reserves the right to deduct from amounts which are or shall become due 

and payable to the CONTRACTOR under this or any Agreement or contract between 
the CONTRACTOR and the State of Tennessee any amounts which are or shall 
become due and payable to the State of Tennessee by the CONTRACTOR.  

 
3.14.6 Automatic Deposits  
 

The CONTRACTOR shall complete and sign an “Authorization Agreement for Automatic 
Deposit (ACH Credits)” form. This form shall be provided to the CONTRACTOR by the State. 
Once this form has been completed and submitted to the State by the CONTRACTOR all 
payments to the CONTRACTOR, under this or any other Agreement/contract the 
CONTRACTOR has with the State of Tennessee shall be made by Automated Clearing House 
(ACH). The CONTRACTOR shall not be paid under this Agreement until the CONTRACTOR 
has completed this form and submitted it to the State. 
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29. Sections 4.2 through 4.5 shall be deleted in their entirety and replaced with the 
following: 
 

4.2 AGREEMENT TERM  
 
4.2.1 Term of the Agreement  
 

This Agreement, including any amendments and any changes made by notice to adjust the 
capitation rates, shall be effective commencing on August 15, 2006 and ending on June 30, 2010.  

 
4.2.2 Term Extension  
 

The State reserves the right to extend this Agreement for an additional period or periods of time 
representing increments of no more than one (1) year and a total term of no more than five (5) 
years, provided that the State notifies the CONTRACTOR in writing of its intention to do so at 
least six (6) months prior to the Agreement expiration date. An extension of the term of this 
Agreement will be effected through an amendment to the Agreement.  

 
4.2.3 Exigency Extension  
 

4.2.3.1 At the option of the State, the CONTRACTOR agrees to continue services under this 
Agreement when TENNCARE determines that there is a public exigency that 
requires the services to continue. Continuation of services pursuant to this Section 
shall be in three (3) month increments and the total of all public exigency extensions 
shall not exceed twelve (12) months. Thirty (30) calendar days written notice shall be 
given by TENNCARE before this option is exercised. 

 
4.2.3.2 A written notice of exigency extension shall constitute an amendment to the 

Agreement, may include a revision of the maximum liability and other adjustments 
permitted under Section 3, and shall be approved by the F&A Commissioner and the 
Office of the Comptroller of the Treasury. 

 
4.2.3.3 During any periods of public exigency, TENNCARE shall continue to make 

payments to the CONTRACTOR as specified in Section 3 of this Agreement.  
 

4.3 APPLICABLE LAWS AND REGULATIONS  
 

The CONTRACTOR agrees to comply with all applicable federal and state laws, rules and 
regulations, policies (including TennCare Standard Operating Procedures (so long as said 
TennCare Standard Operating Procedure does not constitute a material change to the obligations 
of the CONTRACTOR pursuant to this Agreement)), consent decrees, and court orders, including 
Constitutional provisions regarding due process and equal protection of the law, including but not 
limited to: 

 
4.3.1 42 CFR Chapter IV, Subchapter C (with the exception of those parts waived under the TennCare 

Section 1115(a) waiver). 
 
4.3.2 45 CFR Part 74, General Grants Administration Requirements. 
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4.3.3 Titles 4, 47, 56, and 71, Tennessee Code Annotated, including, but not limited to, the TennCare 
Drug Formulary Accountability Act, Public Chapter 276 and The Standardized Pharmacy Benefit 
Identification Card Act. 

 
4.3.4 All applicable standards, orders, or regulations issued pursuant to the Clean Air Act of 1970 (42 

USC 7401, et seq.). 
 
4.3.5 Title VI of the Civil Rights Act of 1964 (42 USC 2000d) and regulations issued pursuant thereto, 

45 CFR Part 80. 
 
4.3.6 Title VII of the Civil Rights Act of 1964 (42 USC 2000e) in regard to employees or applicants for 

employment. 
 
4.3.7 Section 504 of the Rehabilitation Act of 1973, 29 USC 794, which prohibits discrimination on the 

basis of handicap in programs and activities receiving or benefiting from federal financial 
assistance, and regulations issued pursuant thereto, 45 CFR Part 84. 

 
4.3.8 The Age Discrimination Act of 1975, 42 USC 6101 et seq., which prohibits discrimination on the 

basis of age in programs or activities receiving or benefiting from federal financial assistance. 
 
4.3.9 The Omnibus Budget Reconciliation Act of 1981, P.L. 97-35, which prohibits discrimination on 

the basis of sex and religion in programs and activities receiving or benefiting from federal 
financial assistance. 

 
4.3.10 Americans with Disabilities Act, 42 USC 12101 et seq., and regulations issued pursuant thereto, 

28 CFR Parts 35, 36. 
 
4.3.11 Sections 1128 and 1156 of the Social Security Act relating to exclusion of providers for 

fraudulent or abusive activities involving the Medicare, SCHIP and/or Medicaid program. 
 
4.3.12 Tennessee Consumer Protection Act, TCA 47-18-101 et seq. 
 
4.3.13 The TennCare Section 1115 waiver and all Special Terms and Conditions which relate to the 

waiver. 
 
4.3.14 Executive Orders, including Executive Order 1 effective January 26, 1995 and Executive Order 3 

effective February 3, 2003. 
 
4.3.15 The Clinical Laboratory Improvement Amendments (CLIA) of 1988. 
 
4.3.16 Requests for approval of material modification as provided at TCA 56-32-201 et seq. 
 
4.3.17 Investigatory Powers of TDCI pursuant to TCA 56-32-232. 
 
4.3.18 42 USC 1396 et seq. (with the exception of those parts waived under the TennCare Section 

1115(a) waiver). 
 
4.3.19 The Health Insurance Portability and Accountability Act of 1996 (HIPAA), Section 1171(5)(E) of 

the Social Security Act as enacted by HIPAA. 
 
4.3.20 Title IX of the Education Amendments of 1972 regarding education programs and activities. 
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4.3.21 Title 42 CFR 422.208 and 210, Physician Incentive Plans. 
 
4.3.22 Equal Employment Opportunity (EEO) Provisions. 
 
4.3.23 Copeland Anti-Kickback Act. 
 
4.3.24 Davis-Bacon Act. 
 
4.3.25 Contract Work Hours and Safety Standards. 
 
4.3.26 Rights to Inventions Made Under a Contract or Agreement. 
 
4.3.27 Byrd Anti-Lobbying Amendment. 
 
4.3.28 Subcontracts in excess of one hundred thousand dollars ($100,000) shall require compliance with 

all applicable standards, orders or requirements issued under Section 306 of the Clean Air Act (42 
USC 1857 (h)), Section 508 of the Clean Water Act (33 USC 1368), Executive Order 11738, and 
Environmental Protection Agency regulations (40 CFR Part 15). 

 
4.3.29 Mandatory standards and policies relating to energy efficiency which are contained in the state 

energy conservation plan issued in compliance with the Energy Policy and Conservation Act (P. 
L. 94-165.) 

 
4.3.30 TennCare Reform Legislation signed May 11, 2004. 
 
4.3.31 Federal Pro-Children Act of 1994 and the Tennessee Children’s Act for Clean Indoor Air of 

1995.  
 
4.3.32 Confidentiality of Alcohol and Drug Abuse Patient Records, 42 CFR Part 2.  
 
4.3.33 Title 33 (Mental Health Law) of the Tennessee Code Annotated. 
 
4.3.34 Rules of the Tennessee Department of Mental Health and Developmental Disabilities, Rule 0940 

et seq.  
 
4.3.35 Section 1902(a)(68) of the Social Security Act regarding employee education about false claims 

recovery. 
 
4.3.36 TennCare rules and regulations. 
 
4.3.37 TCA 3-6-101 et seq., 3-6-201 et seq., 3-6-301 et seq., and 8-50-505. 
 
4.3.38 TCA 71-6-101 et seq. 
 
4.3.39 TCA 37-1-401 et seq. and 37-1-601 et seq. 
 
4.3.40 TCA 68-11-1001 et seq. 
 
4.3.41 TCA 71-5-1401 et seq. 
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4.4 TERMINATION  
 

In the event of termination, it is agreed that neither party shall be relieved from any financial 
obligations each may owe to the other as a result of liabilities incurred during the course of this 
Agreement. For terminations pursuant to Sections 4.4.1, 4.4.2, 4.4.3, 4.4.4, or 4.4.6, TENNCARE 
will assume responsibility for informing all affected enrollees of the reasons for their termination 
from the CONTRACTOR’s MCO. 

 
4.4.1 Termination Under Mutual Agreement 
 

Under mutual agreement, TENNCARE and the CONTRACTOR may terminate this Agreement 
for any reason if it is in the best interest of TENNCARE and the CONTRACTOR. Both parties 
will sign a notice of termination which shall include, inter alia, the date of termination, conditions 
of termination, and extent to which performance of work under this Agreement is terminated. 

 
4.4.2 Termination by TENNCARE for Cause 
 

4.4.2.1 The CONTRACTOR shall be deemed to have breached this Agreement if any of the 
following occurs: 

 
4.4.2.1.1 The CONTRACTOR fails to perform in accordance with any term or provision of the 

Agreement; 
 

4.4.2.1.2 The CONTRACTOR only renders partial performance of any term or provision of 
the Agreement; or 

 
4.4.2.1.3 The CONTRACTOR engages in any act prohibited or restricted by the Agreement. 

 
4.4.2.2 For purposes of Section 4.4.2, items 4.4.2.1.1 through 4.4.2.1.3 shall hereinafter be 

referred to as “Breach.” 
 
4.4.2.3 In the event of a Breach by the CONTRACTOR, TENNCARE shall have available 

any one or more of the following remedies in addition to or in lieu of any other 
remedies set out in this Agreement or available in law or equity: 

 
4.4.2.3.1 Recover actual damages, including incidental and consequential damages, and any 

other remedy available at law or equity; 
 

4.4.2.3.2 Require that the CONTRACTOR prepare a plan to immediately correct cited 
deficiencies, unless some longer time is allowed by TENNCARE, and implement this 
correction plan; 

 
4.4.2.3.3 Recover any and/or all liquidated damages provided in Section 4.20.2; and 

 
4.4.2.3.4 Declare a default and terminate this Agreement. 

 
4.4.2.4 In the event of a conflict between any other Agreement provisions and Section 

4.4.2.3, Section 4.4.2.3 shall control. 
 
4.4.2.5 In the event of Breach by the CONTRACTOR, TENNCARE may provide the 

CONTRACTOR written notice of the Breach and twenty (20) calendar days to cure 



Page 317 of 374 

the Breach described in the notice. In the event that the CONTRACTOR fails to cure 
the Breach within the time period provided, then TENNCARE shall have available 
any and all remedies described herein and available at law.  

 
4.4.2.6 In the event the CONTRACTOR disagrees with the determination of noncompliance 

or designated corrective action described in the notice, the CONTRACTOR shall 
nevertheless implement said corrective action, without prejudice to any rights the 
CONTRACTOR may have to later dispute the finding of noncompliance or 
designated corrective action. 

 
4.4.3 Termination for Unavailability of Funds 
 

In the event that federal and/or state funds to finance this Agreement become unavailable, 
TENNCARE may terminate the Agreement immediately in writing to the CONTRACTOR 
without penalty. The CONTRACTOR shall be entitled to receive and shall be limited to, just and 
equitable compensation for any satisfactory authorized work performed as of the termination 
date. Availability of funds shall be determined solely by TENNCARE. 

 
4.4.4 Termination Due to Change in Ownership 
 

4.4.4.1 In the event that an entity that contracts with TENNCARE to provide the covered 
services of this Agreement in the same Grand Region(s) as the CONTRACTOR has 
or acquires an indirect ownership interest or an ownership or control interest (as 
defined in 42 CFR Part 455, Subpart B) in the CONTRACTOR, TENNCARE may 
terminate this Agreement immediately in writing to the CONTRACTOR without 
penalty. The CONTRACTOR will be entitled to reimbursement under the Agreement 
provisions regarding mutual termination in Section 4.4.1. 

 
4.4.4.2 In the event that the CONTRACTOR has or acquires an indirect ownership interest 

or an ownership or control interest (as defined in 42 CFR Part 455, Subpart B) of an 
entity that contracts with TENNCARE to provide the covered services of this 
Agreement in the same Grand Region(s) as the CONTRACTOR, TENNCARE may 
terminate this Agreement immediately in writing to the CONTRACTOR without 
penalty. The CONTRACTOR will be entitled to reimbursement under the Agreement 
provisions regarding mutual termination in Section 4.4.1. 

 
4.4.4.3 If an entity that contracts with TENNCARE to provide the covered services of this 

Agreement in the same Grand Region(s) as the CONTRACTOR proposes to acquire 
an indirect ownership interest or an ownership or control interest (as defined in 42 
CFR Part 455, Subpart B) in the CONTRACTOR, or the CONTRACTOR proposes 
to acquire an indirect ownership interest or an ownership or control interest (as 
defined in 42 CFR Part 455, Subpart B) in an entity that contracts with TENNCARE 
to provide covered services of this Agreement in the same Grand Region(s) as the 
CONTRACTOR, the CONTRACTOR shall notify TENNCARE and shall provide 
TENNCARE with regular updates regarding the proposed acquisition. 

 
4.4.5 Termination for CONTRACTOR Financial Inviability, Insolvency or Bankruptcy 
 

4.4.5.1 If TENNCARE reasonably determines that the CONTRACTOR’s financial condition 
is not sufficient to allow the CONTRACTOR to provide the services as described 
herein in the manner required by TENNCARE, TENNCARE may terminate this 



Page 318 of 374 

Agreement in whole or in part, immediately or in stages. Said termination shall not 
be deemed a Breach by either party. The CONTRACTOR’s financial condition shall 
be presumed not sufficient to allow the CONTRACTOR to provide the services 
described herein in the manner required by TENNCARE if the CONTRACTOR can 
not demonstrate to TENNCARE’s satisfaction that the CONTRACTOR has risk 
reserves and a net worth to meet the applicable net worth requirement specified in 
Section 2.21.5 of this Agreement.  

 
4.4.5.2 CONTRACTOR insolvency or the filing of a petition in bankruptcy by or against the 

CONTRACTOR shall constitute grounds for termination for cause. In the event of 
the filing of a petition in bankruptcy by or against a principal subcontractor or 
provider or the insolvency of said subcontractor or provider, the CONTRACTOR 
shall immediately advise TENNCARE.  

 
4.4.6 Termination by TENNCARE for Convenience 
 

TENNCARE may terminate this Agreement for convenience and without cause upon thirty (30) 
calendar days written notice. Said termination shall not be a Breach of the Agreement by 
TENNCARE, and TENNCARE shall not be responsible to the CONTRACTOR or any other 
party for any costs, expenses, or damages occasioned by said termination, i.e., without penalty. 

 
4.4.7 Termination by CONTRACTOR 
 

4.4.7.1 Beginning in calendar year 2008, the CONTRACTOR shall have the option to 
provide TENNCARE with a six (6) months notice of termination on or by July 1 of 
each calendar year after receipt of notice of the capitation payment rates to become 
effective in July. Said notice shall terminate the Agreement on the following 
December 31st.  

 
4.4.7.2 The CONTRACTOR shall have the option to provide TENNCARE with a six (6) 

months notice of termination when risk adjustment factors are updated in accordance 
with Section 3.4.3.5 due to a significant change in program participation. In this 
instance, the CONTRACTOR shall provide TENNCARE with written notice of 
termination within fourteen (14) calendar days of notice of the updated risk 
adjustment factors and capitation payment rates. Said notice shall terminate the 
Agreement six (6) months after the date of notice of risk adjustment factors and 
capitation payment rates plus fourteen (14) calendar days.   

 
4.4.8 Termination Procedures 
 

4.4.8.1 The party initiating the termination shall render written notice of termination to the 
other party by certified mail, return receipt requested, or in person with proof of 
delivery. The notice of termination shall specify the provision of this Agreement 
giving the right to terminate, the circumstances giving rise to termination, and the 
date on which such termination shall become effective. 

 
4.4.8.2 Upon receipt of notice of termination, and subject to the provisions of this Section, 

on the date and to the extent specified in the notice of termination, the 
CONTRACTOR shall: 

 
4.4.8.2.1 Stop work under the Agreement, but not before the termination date; 
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4.4.8.2.2 At the point of termination, assign to TENNCARE in the manner and extent directed 

by TENNCARE all the rights, title and interest of the CONTRACTOR for the 
performance of the subcontracts to be determined at need in which case TENNCARE 
shall have the right, in its discretion, to settle or pay any of the claims arising out of 
the termination of such agreements and subcontracts; 

 
4.4.8.2.3 Complete the performance of such part of the Agreement that shall have not been 

terminated under the notice of termination; 
 

4.4.8.2.4 Take such action as may be necessary, or as a contracting officer may direct, for the 
protection of property related to this Agreement which is in possession of the 
CONTRACTOR and in which TENNCARE has or may acquire an interest; 

 
4.4.8.2.5 In the event the Agreement is terminated by TENNCARE, continue to serve or 

arrange for provision of services to the enrollees in the CONTRACTOR’s MCO for 
up to forty-five (45) calendar days from the Agreement termination date or until the 
members can be transferred to another MCO, whichever is longer. During this 
transition period, TENNCARE shall continue to make payment as specified in 
Section 3;  

 
4.4.8.2.6 Promptly make available to TENNCARE, or another MCO acting on behalf of 

TENNCARE, any and all records, whether medical, behavioral, related to long-term 
care services or financial, related to the CONTRACTOR’s activities undertaken 
pursuant to this Agreement. Such records shall be in a usable form and shall be 
provided at no expense to TENNCARE;  

 
4.4.8.2.7 Promptly supply all information necessary to TENNCARE or another MCO acting 

on behalf of TENNCARE for reimbursement of any outstanding claims at the time of 
termination; 

 
4.4.8.2.8 Submit a termination plan to TENNCARE for review, which is subject to 

TENNCARE written approval. This plan shall, at a minimum, contain the provisions 
in Sections 4.4.8.2.9 through 4.4.8.2.14 below. The CONTRACTOR shall agree to 
make revisions to the plan as necessary in order to obtain approval by TENNCARE. 
Failure to submit a termination plan and obtain written approval of the termination 
plan by TENNCARE shall result in the withhold of ten percent (10%) of the 
CONTRACTOR’s monthly capitation payment;  

 
4.4.8.2.9 Agree to maintain claims processing functions as necessary for a minimum of nine 

(9) months (or longer if it is likely there are additional claims outstanding) in order to 
complete adjudication of all claims;  

 
4.4.8.2.10 Agree to comply with all duties and/or obligations incurred prior to the actual 

termination date of the Agreement, including but not limited to, the appeal process as 
described in Section 2.19;  

 
4.4.8.2.11 File all reports concerning the CONTRACTOR’s operations during the term of the 

Agreement in the manner described in this Agreement;  
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4.4.8.2.12 Take whatever other actions are necessary in order to ensure the efficient and orderly 
transition of members from coverage under this Agreement to coverage under any 
new arrangement developed by TENNCARE; 

 
4.4.8.2.13 In order to ensure that the CONTRACTOR fulfills its continuing obligations both 

before and after termination, maintain the financial requirements (as described in this 
Agreement as of the CONTRACTOR’s date of termination notice), fidelity bonds 
and insurance set forth in this Agreement until the State provides the 
CONTRACTOR written notice that all continuing obligations of this Agreement 
have been fulfilled; and 

 
4.4.8.2.14 Upon expiration or termination of this Agreement, submit reports to TENNCARE 

every thirty (30) calendar days detailing the CONTRACTOR’s progress in 
completing its continuing obligations under this Agreement. The CONTRACTOR, 
upon completion of these continuing obligations, shall submit a final report to 
TENNCARE describing how the CONTRACTOR has completed its continuing 
obligations. TENNCARE shall within twenty (20) calendar days of receipt of this 
report advise in writing whether TENNCARE agrees that the CONTRACTOR has 
fulfilled its continuing obligations. If TENNCARE finds that the final report does not 
evidence that the CONTRACTOR has fulfilled its continuing obligations, then 
TENNCARE shall require the CONTRACTOR to submit a revised final report. 
TENNCARE shall in writing notify the CONTRACTOR once the CONTRACTOR 
has submitted a revised final report evidencing to the satisfaction of TENNCARE 
that the CONTRACTOR has fulfilled its continuing obligations. 

 
30. Section 4.7.2 shall be deleted in its entirety. 
 
31. Section 4.12 shall be amended by replacing “must’ with “shall” to read as follows: 
 

4.12 CONTRACTOR APPEAL RIGHTS  
 

The CONTRACTOR shall have the right to contest TENNCARE decisions pursuant to 
the provisions of TCA 9-8-301 et seq. for the resolution of disputes under this 
Agreement. Written notice describing the substance and basis of the contested action 
shall be submitted to TENNCARE within thirty (30) calendar days of the action taken by 
TENNCARE. The CONTRACTOR shall comply with all requirements contained within 
this Agreement pending the final resolution of the contested action. 

 
32. Section 4.15 shall be amended by correcting a CFR reference and replacing “must” 

with “shall to read as follows: 
 

4.15 DATA THAT MUST BE CERTIFIED  
 

4.15.1 In accordance with 42 CFR 438.604 and 438.606, when State payments to the 
CONTRACTOR are based on data submitted by the CONTRACTOR, the 
CONTRACTOR shall certify the data. The data that shall be certified include, but are not 
limited to, enrollment information, encounter data, and other information required by the 
State and contained in contracts, proposals and related documents including the medical 
loss ratio (MLR) report. The data shall be certified by one of the following: the 
CONTRACTOR’s Chief Executive Officer, the CONTRACTOR’s Chief Financial 
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Officer, or an individual who has delegated authority to sign for, and who reports directly 
to the CONTRACTOR’s Chief Executive Officer or Chief Financial Officer. The 
certification shall attest, based on best knowledge, information, and belief, as follows:  

 
4.15.1.1 To the accuracy, completeness and truthfulness of the data; and 

 
4.15.1.2 To the accuracy, completeness and truthfulness of the documents specified 

by the State.  
 

4.15.2 The CONTRACTOR shall submit the certification concurrently with the certified data. 
 
33. Sections 4.20 shall be deleted in its entirety and replaced with the following: 
 
4.20 FAILURE TO MEET AGREEMENT REQUIREMENTS  
 

It is acknowledged by TENNCARE and the CONTRACTOR that in the event of 
CONTRACTOR’s failure to meet the requirements provided in this Agreement and all documents 
incorporated herein, TENNCARE will be harmed. The actual damages which TENNCARE will 
sustain in the event of and by reason of such failure are uncertain, are extremely difficult and 
impractical to ascertain and determine. The parties therefore acknowledge that the 
CONTRACTOR shall be subject to damages and/or sanctions as described below. It is further 
agreed that the CONTRACTOR shall pay TENNCARE liquidated damages as directed by 
TENNCARE; provided however, that if it is finally determined that the CONTRACTOR would 
have been able to meet the Agreement requirements listed below but for TENNCARE’s failure to 
perform as provided in this Agreement, the CONTRACTOR shall not be liable for damages 
resulting directly therefrom. 

 
4.20.1 Intermediate Sanctions 
 

4.20.1.1 TENNCARE may impose any or all of the sanctions as described in this Section 
upon TENNCARE’s reasonable determination that the CONTRACTOR failed to 
comply with any corrective action plan (CAP) as described under Section 2.25.9 or 
Section 2.23.13 of this Agreement, or is otherwise deficient in the performance of its 
obligations under the Agreement, which shall include, but may not be limited to the 
following: 

 
4.20.1.1.1 Fails substantially to provide medically necessary covered services; 

 
4.20.1.1.2 Imposes on members cost sharing responsibilities that are in excess of the cost 

sharing permitted by TENNCARE; 
 

4.20.1.1.3 Acts to discriminate among enrollees on the basis of their health status or need for 
health care services; 

 
4.20.1.1.4 Misrepresents or falsifies information that it furnishes to CMS or to the State; 

 
4.20.1.1.5 Misrepresents or falsifies information that it furnishes to a member, potential 

member, or provider; 
 

4.20.1.1.6 Fails to comply with the requirements for physician incentive plans, as required by 
42 CFR 438.6(h) and set forth (for Medicare) in 42 CFR 422.208 and 422.210; 
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4.20.1.1.7 Has distributed directly, or indirectly through any agent or independent contractor, 

marketing or member materials that have not been approved by the State or that 
contain false or materially misleading information; and 

 
4.20.1.1.8 Has violated any of the other applicable requirements of Sections 1903(m) or 1932 of 

the Social Security Act and any implementing regulations. 
 

4.20.1.2 TENNCARE shall only impose those sanctions it determines to be appropriate for the 
deficiencies identified. However, TENNCARE may impose intermediate sanctions 
on the CONTRACTOR simultaneously with the development and implementation of 
a corrective action plan if the deficiencies are severe and/or numerous. Intermediate 
sanctions may include: 

 
4.20.1.2.1 Liquidated damages as described in Section 4.20.2; 

 
4.20.1.2.2 Suspension of enrollment in the CONTRACTOR’s MCO; 

 
4.20.1.2.3 Disenrollment of members;  

 
4.20.1.2.4 Limitation of the CONTRACTOR’s service area; 

 
4.20.1.2.5 Civil monetary penalties as described in 42 CFR 438.704; 

 
4.20.1.2.6 Appointment of temporary management for an MCO as provided in 42 CFR 438.706; 

 
4.20.1.2.7 Suspension of all new enrollment, including default enrollment, after the effective 

date of the sanction; 
 

4.20.1.2.8 Suspension of payment for recipients enrolled after the effective date of the sanction 
and until CMS or the State is satisfied that the reason for imposition of the sanction 
no longer exists and is not likely to recur; or 

 
4.20.1.2.9 Additional sanctions allowed under federal law or state statute or regulation that 

address areas of noncompliance. 
 
4.20.2 Liquidated Damages  
 

4.20.2.1 Reports and Deliverables  
 
4.20.2.1.1 For each day that a report or deliverable is late, incorrect, or deficient, the 

CONTRACTOR shall be liable to TENNCARE for liquidated damages in the amount 
of one hundred dollars ($100) per day per report or deliverable unless specified 
otherwise in this Section. Liquidated damages for late reports/deliverables shall begin 
on the first day the report/deliverable is late.  

 
4.20.2.1.2 Liquidated damages for incorrect reports or deficient deliverables shall begin on the 

first day after the report/deliverable was due.  
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4.20.2.1.3 For the purposes of determining liquidated damages in accordance with this Section, 
reports or deliverables are due as specified elsewhere in this Agreement or by 
TENNCARE.  

 
4.20.2.2 Program Issues 
 
4.20.2.2.1 Liquidated damages for failure to perform specific responsibilities or responsibilities 

as described in this Agreement are shown in the chart below. Damages are grouped 
into three categories: Level A, Level B, and Level C program issues. 

 
4.20.2.2.2 Failure to perform specific responsibilities or requirements categorized as Level A 

are those which pose a significant threat to patient care or to the continued viability 
of the TENNCARE program.  

 
4.20.2.2.3 Failure to perform specific responsibilities or requirements categorized as Level B 

are those with pose threats to the integrity of the TENNCARE program, but which do 
not necessarily imperil patient care.  

 
4.20.2.2.4 Failure to perform specific responsibilities or requirements categorized as Level C 

are those which represent threats to the smooth and efficient operation of the 
TENNCARE program but which do not imperil patient care or the integrity of the 
TENNCARE program.  

 
4.20.2.2.5 TENNCARE may also assess liquidated damages for failure to meet performance 

standards as provided in Section 2.24.3, Attachment VII, and Attachment XI of this 
Agreement. 

 
4.20.2.2.6 TENNCARE reserves the right to assess a general liquidated damage of five hundred 

dollars ($500) per occurrence with any notice of deficiency. 
 

4.20.2.2.7 Liquidated Damages Chart 
 

LEVEL PROGRAM ISSUES  DAMAGE 

A.1 Failure to comply with claims 
processing as described in 
Section 2.22 of this Agreement 

 $10,000 per month, for each month that 
TENNCARE determines that the 
CONTRACTOR is not in compliance 
with the requirements of Section 2.22 of 
this Agreement 

A.2 Failure to comply with licensure 
and background check 
requirements in Section 2.29.2  
and Attachment XI of this 
Agreement 

 $5,000 per calendar day that 
staff/provider/ 
/driver/agent/subcontractor is not 
licensed or qualified as required by 
applicable state or local law plus the 
amount paid to the 
staff/provider/driver/agent/subcontractor 
during that period 

A.3 Failure to respond to a request by 
DCS or TENNCARE to provide 
service(s) to a child at risk of 
entering DCS custody  

 The actual amount paid by DCS and/or 
TENNCARE for necessary services or 
$1000, whichever is greater 
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LEVEL PROGRAM ISSUES  DAMAGE 

A.4 Failure to comply with 
obligations and time frames in the 
delivery of TENNderCare 
screens and related services 

 The actual amount paid by DCS and/or 
TENNCARE for necessary services or 
$1000, whichever is greater  

A.5 Denial of a request for services to 
a child at risk of entering DCS 
custody when the services have 
been reviewed and authorized by 
the TENNCARE Chief Medical 
Officer  

 The actual amount paid by DCS and/or 
TENNCARE for necessary services or 
$1000, whichever is greater 

A.6(a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A.6(b) 
 
 

Failure to provide a service or 
make payments for a service 
within five (5) calendar days of a 
directive from TENNCARE 
(pursuant to an appeal) to do so, 
or upon approval of the service 
or payment by the 
CONTRACTOR during the 
appeal process, or within a 
longer period of time which has 
been approved by TENNCARE 
upon the CONTRACTOR’s 
demonstration of good cause 
 
Failure to provide proof of 
compliance to TENNCARE 
within five (5) calendar days of a 
directive from TENNCARE or 
within a longer period of time 
which has been approved by 
TENNCARE upon the 
CONTRACTOR’s 
demonstration of good cause 

 $500 per day beginning on the next 
calendar day after default by the 
CONTRACTOR in addition to the cost 
of the services not provided 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
$500 per day beginning on the next 
calendar day after default by the 
CONTRACTOR 

A.7 Failure to comply with this 
Agreement and federal rules/law 
regarding 
Sterilizations/Abortions/ 
Hysterectomies as outlined in 
Section 2.7.8 of this Agreement 

 $500 per occurrence or the actual 
amount of the federal penalty created by 
the CONTRACTOR’s failure to 
comply, whichever is greater 

A.8 Failure to provide coverage for 
prenatal care without a delay in 
care and in accordance with 
Section 2.7.5 of this Agreement 

 $500 per day, per occurrence, for each 
calendar day that care is not provided in 
accordance with the terms of this 
Agreement 
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LEVEL PROGRAM ISSUES  DAMAGE 

A.9  Failure to provide continuation 
or restoration of services where 
enrollee was receiving the 
service as required by 
TENNCARE rules or 
regulations, applicable state or 
federal law, and all court orders 
and consent decrees governing 
appeal procedures as they 
become effective 

 An amount sufficient to at least offset 
any savings the CONTRACTOR 
achieved by withholding the services 
and promptly reimbursing the enrollee 
for any costs incurred for obtaining the 
services at the enrollee’s expense 
 
$500 per day for each calendar day 
beyond the 2nd business day after an On 
Request Report regarding a member’s 
request for continuation of benefits is 
sent by TENNCARE 

A.10.(a) 
 
 
 
 
 
 
 
 
 
 
 
A.10.(b) 

Failure to comply with the notice 
requirements of this Agreement, 
TennCare rules and regulations 
or any subsequent amendments 
thereto, and all court orders and 
consent decrees governing 
appeal procedures, as they 
become effective 
 
Failure to submit a timely 
corrected notice of adverse 
action to TENNCARE for 
review and approval prior to 
issuance to the member 

 $500 per occurrence in addition to $500 
per calendar day for each calendar day 
required notices are late or deficient or 
for each calendar day beyond the 
required time frame that the appeal is 
unanswered in each and every aspect 
and/or each day the appeal is not 
handled according to the provisions set 
forth by this Agreement or required by 
TENNCARE 
 
 
 
 
$1,000 per occurrence if the notice 
remains defective plus a per calendar 
day assessment in increasing increments 
of $500 ($500 for the first day, $1,000 
for the second day, $1,500 for the third 
day, etc.) for each day the notice is late 
and/or remains defective 

A.11 Failure to forward an expedited 
appeal to TENNCARE in 
twenty-four (24) hours or a 
standard appeal in five (5) days 

 $500 per calendar day 

A.12 Failure to provide complete 
documentation, including 
medical records,  and comply 
with the timelines for responding 
to a medical appeal as set forth 
in TennCare rules and 
regulations and all court orders 
and consent decrees governing 
appeals procedures as they 
become effective 

 $500 per calendar day for each calendar 
day beyond the required time frame that 
the appeal is unanswered in each and 
every aspect and/or each day the appeal 
is not handled according to the 
provisions set forth by this Agreement 
or required by TENNCARE 
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LEVEL PROGRAM ISSUES  DAMAGE 

A.13 Per the Revised Grier Consent 
Decree, “Systemic problems or 
violations of the law” (e.g., a 
failure in 20% or more of 
appealed cases over a 60-day 
period) regarding any aspect of 
medical appeals processing 
pursuant to TennCare rules and 
regulations and all court orders 
and consent decrees governing 
appeal procedures, as they 
become effective 

 First occurrence: $500 per instance of 
such “systemic problems or violations 
of the law”, even if damages regarding 
one or more particular instances have 
been assessed (in the case of “systemic 
problems or violations of the law” 
relating to  notice content requirements, 
$500 per notice even if a corrected 
notice was issued upon request by 
TENNCARE) 
 
Damages per instance shall increase in 
$500 increments for each subsequent 
“systemic problem or violation of the 
law” ($500 per instance the first time a 
“systemic problem or violation of the 
law” relating to a particular requirement 
is identified; $1,000 per instance for the 
2nd time a “systemic problem or 
violation of the law” relating to the 
same requirement is identified; etc.)  

A.14 Failure to (1) provide an 
approved service timely, i.e., in 
accordance with timelines 
specified in this Agreement, or 
when not specified therein, with 
reasonable promptness; or (2) 
issue appropriate notice of delay 
with documentation upon 
request of ongoing diligent 
efforts to provide such approved 
service 

 The cost of services not provided plus 
$500 per day, per occurrence, for each 
day (1) that approved care is not 
provided timely; or (2) notice of delay is 
not provided and/or the 
CONTRACTOR fails to provide upon 
request sufficient documentation of 
ongoing diligent efforts to provide such 
approved service 
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LEVEL PROGRAM ISSUES  DAMAGE 

A.15 Failure to comply with the 
timeframes for developing and 
approving a plan of care for 
transitioning CHOICES members 
in Group 2, initiating nursing 
facility services for transitioning 
CHOICES members in Group 1, 
or initiating long-term care 
services for CHOICES members 
(see Sections 2.9.2, 2.9.3, and 
2.9.6) 

 $5,000 per month that the 
CONTRACTOR’s performance is 85-
89% by service setting (nursing facility 
or HCBS) 
$10,000 per month that the 
CONTRACTOR’s performance is 80-
84% by service setting (nursing facility 
or HCBS) 
$15,000 per month that the 
CONTRACTOR’s performance is 75-
79% by service setting (nursing facility 
or HCBS) 
$20,000 per month that the 
CONTRACTOR’s performance is 70-
74% by service setting (nursing facility 
or HCBS) 
$25,000 per month that the 
CONTRACTOR’s performance is 69% 
or less by service setting (nursing facility 
or HCBS) 
 

A.16 Failure to meet the performance 
standards established by 
TENNCARE regarding missed 
visits for personal care, attendant 
care, homemaker, or home-
delivered meals for CHOICES 
members (referred to herein as 
“specified HCBS”) 

 $5,000 per month that 11-15% of visits 
are missed for a reason attributable to the 
provider (provider initiated), by specified 
HCBS 
$10,000 per month that 16-20% of visits 
are missed for a reason attributable to the 
provider (provider initiated), by specified 
HCBS  
$15,000 per month that 21-25% of visits 
are missed for a reason attributable to the 
provider (provider initiated), by specified 
HCBS 
$20,000 per month that 26-30% of visits 
are missed for a reason attributable to the 
provider (provider initiated), by specified 
HCBS 
$25,000 per month that 31% or more of 
visits are missed for a reason attributable 
to the provider (provider initiated), by 
specified HCBS 
 
 

B.1 Failure to provide referral 
provider listings to PCPs as 
required by Section 2.14.3.5 of 
this Agreement  

 $500 per calendar day 
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LEVEL PROGRAM ISSUES  DAMAGE 

B.2 Failure to complete or comply 
with corrective action plans as 
required by TENNCARE 

 $500 per calendar day for each day the 
corrective action is not completed or 
complied with as required 

B.3 Failure to submit Audited 
HEDIS and CAHPS results 
annually by June 15 as described 
in Sections 2.15.6 and 2.15.7 

 $250 per day for every calendar day 
reports are late 

B.4 Failure to submit NCQA 
Accreditation Report as 
described in Section 2.15.6 

 $500 per day for every calendar day 
beyond the 10th calendar day 
Accreditation Status is not reported 

B.5 Failure to comply with Conflict 
of Interest, Lobbying, and/or 
Gratuities requirements 
described in Section 4.19, 4.23, 
4.24, or 2.12.9.4.8 

 110% of the total amount of 
compensation paid by the 
CONTRACTOR to inappropriate 
individuals  

B.6 Failure to disclose Lobbying 
Activities and/or quarterly 
conflict of interest disclosure as 
required by Section 4.24, 4.19, 
or 2.12.9.4.8 

 $1000 per day that disclosure is late 

B.7 
 
 

Failure to obtain approval of 
member materials as required by 
Section 2.17 of this Agreement 

 $500 per day for each calendar day that 
TENNCARE determines the 
CONTRACTOR has provided member 
material that has not been approved by 
TENNCARE 

B.8 
 

Failure to comply with time 
frames for providing Member 
Handbooks, I.D. cards, Provider 
Directories,  Quarterly Member 
Newsletters, and CHOICES 
member education materials as 
required in Section 2.17 

 $5000 for each occurrence 

B.9 If the CONTRACTOR knew or 
should have known that a 
member has not received long-
term care services for thirty (30) 
days or more, failure to report on 
that member in accordance with 
Section 2.30.10.5 (see also 
Section 2.6.1.5.7) 

 For each member, an amount equal to 
the CHOICES capitation rate prorated 
for the period of time in which the 
member did not receive long-term care 
services 

B.10 Failure to achieve and/or 
maintain financial requirements 
in accordance with TCA 

 $500 per calendar day for each day that 
financial requirements have not been 
met 

B.11 Failure to submit the 
CONTRACTOR’s annual NAIC 
filing as described in Section 
2.30.15.3 

 $500 per calendar day 



Page 329 of 374 

LEVEL PROGRAM ISSUES  DAMAGE 

B.12 Failure to submit the 
CONTRACTOR’s quarterly 
NAIC filing as described in 
Section 2.30.15.3 

 $500 per calendar day 

B.13 Failure to submit audited 
financial statements as described 
in Section 2.30.15.3 

 $500 per calendar day 

B.14 Failure to comply with fraud and 
abuse provisions as described in 
Section 2.20 of this Agreement 

 $500 per calendar day for each day that 
the CONTRACTOR does not comply 
with fraud and abuse provisions 

B.15 Failure to require and ensure 
compliance with Ownership and 
Disclosure requirements as 
required in Section 2.12.9.60 of 
this Agreement  

 $5000 per provider 
disclosure/attestation for each 
disclosure/attestation that is not 
received or is received and signed by a 
provider that does not request or 
contain complete and satisfactory 
disclosure of the requirements outlined 
in 42 CFR 455, Subpart B 

B.16 Failure to maintain a complaint 
and appeal system as required in 
Section 2.19 of this Agreement 

 $500 per calendar day 

B.17 Failure to comply with the 
timeframe for resolving 
complaints (see Section 2.19.2) 

 $1,000 per month that the 
CONTRACTOR’s performance is 85-
89%  
$2,000 per month that the 
CONTRACTOR’s performance is 80-
84% 
$3,000 per month that the 
CONTRACTOR’s performance is 75-
79%  
$4,000 per month that the 
CONTRACTOR’s performance is 70-
74%  
$5,000 per month that the 
CONTRACTOR’s performance is 69% 
or less  

B.18 Failure to maintain required 
insurance as required in Section 
2.21.8 of this Agreement  

 $500 per calendar day 

B.19 Failure to provide a written 
discharge plan or provision of a 
defective discharge plan for 
discharge from a psychiatric 
inpatient facility or mental health 
residential treatment facility as 
required in Section 2.9.6.3.2 of 
this Agreement 

 $1,000 per occurrence per case 
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LEVEL PROGRAM ISSUES  DAMAGE 

B.20 Imposing arbitrary utilization 
guidelines or other quantitative 
coverage limits as prohibited in 
Section 2.6.3 and 2.14.1 of this 
Agreement 

 $500 per occurrence 

B.21 Failure to provide CRG/TPG 
assessments within the time 
frames specified in Section 
2.7.2.9 of this Agreement 

 $500 per month per Enrollee 

B.22 Failure to provide CRG/TPG 
assessments by TDMHDD-
certified raters or in accordance 
with TDMHDD policies and 
procedures as required in Section 
2.7.2.9 of this Agreement 

 $500 per occurrence per case 

B.23 Failure to meet any timeframe 
regarding care coordination for 
CHOICES members (see 
Sections 2.9.2, 2.9.3, and 2.9.6) 
other than the timeframes 
referenced in A.15 or A.16 

 $1,000 per month for each timeframe 
that the CONTRACTOR’s performance 
is 85-89%  
$2,000 per month for each timeframe 
that the CONTRACTOR’s performance 
is 80-84% 
$3,000 per month for each timeframe 
that the CONTRACTOR’s performance 
is 75-79%  
$4,000 per month for each timeframe 
that the CONTRACTOR’s performance 
is 70-74%  
$5,000 per month for each timeframe 
that the CONTRACTOR’s performance 
is 69% or less  
 

B.24 Failure to completely process a 
credentialing application within 
thirty (30) calendar days of 
receipt of a completed 
application, including all 
necessary documentation and 
attachments,  and signed 
provider agreement/contract as 
required in Section 2.11.8 of this 
Agreement 
 

 $5000 per application that has not been 
approved and loaded into the 
CONTRACTOR's system or denied 
within thirty (30) calendar days of 
receipt of a completed credentialing 
application and a signed provider 
agreement/contract if applicable 
 
And/Or 
 
$1000 per application per day for each 
day beyond thirty (30) calendar days 
that a completed credentialing 
application has not been processed as 
described in Section 2.11.8 of this 
Agreement 
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LEVEL PROGRAM ISSUES  DAMAGE 

B.25 Failure to maintain provider 
agreements in accordance with 
Section 2.12 and Attachment XI 
of this Agreement 

 $5000 per provider agreement found to 
be non-compliant with the requirements 
outlined in this Agreement 

B.26 Failure to comply with the 
requirements regarding an 
agreement to audit accounts 
(Section 2.21.10) 

 $1,500 for each day after December 1 of 
each year that the fully executed 
agreement for audit accounts is not 
submitted or for each day after 
December 1 of each year that the fully 
executed agreement does not include the 
required language  

C.1 Failure to comply in any way 
with staffing requirements as 
described in Section 2.29.1 of 
this Agreement 

 $250 per calendar day for each day that 
staffing requirements are not met 

C.2 Failure to report provider notice 
of termination of participation in 
the CONTRACTOR’s MCO 

 $250 per day 

C.3 Failure to comply in any way 
with encounter data submission 
requirements as described in 
Section 2.23 of this Agreement 
(excluding the failure to address 
or resolve problems with 
individual encounter records in a 
timely manner as required by 
TENNCARE) 

 $25,000 per occurrence 

C.4 Failure to address or resolve 
problems with individual 
encounter records in a timely 
manner as required by 
TENNCARE 

 An amount equal to the paid amount of 
the individual encounter record(s) that 
was rejected or, in the case of capitated 
encounters, the fee-for-service 
equivalent thereof as determined by 
TENNCARE 

C.5 Failure to reimburse the first 
MCO within thirty (30) calendar 
days of receipt of a properly 
documented request for a 
misaligned newborn in 
accordance with Section 2.4.9.5 

 $1000.00 per day for each day beyond 
thirty (30) calendar days of receipt of a 
properly documented request in addition 
to a one time assessment of $5,000 per 
occurrence 

C.6 Failure to comply with the 
requirements regarding 
documentation for CHOICES 
members (see Section 2.9.6) 

 $500 per plan of care for members in 
Group 2 or 3 that does not include all of 
the required elements 
$500 per member file that does not 
include all of the required elements 
$500 per face-to-face visit where the 
care coordinator fails to document the 
specified observations 
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C.7 
 

Failure to submit a Provider 
Enrollment File that meets 
TENNCARE’s specifications 
(see Section 2.30.7.1) 

 $250 per day after the due date that the 
Provider Enrollment File fails to meet 
TENNCARE’s specifications 

 
4.20.2.3 Payment of Liquidated Damages  

 
4.20.2.3.1 It is further agreed by TENNCARE and the CONTRACTOR that any liquidated 

damages assessed by TENNCARE shall be due and payable to TENNCARE within 
thirty (30) calendar days after CONTRACTOR receipt of the notice of damages. If 
payment is not made by the due date, said liquidated damages may be withheld from 
future payments by TENNCARE without further notice, as provided in Section 
3.14.5 of this Agreement. It is agreed by TENNCARE and the CONTRACTOR that 
the collection of liquidated damages by TENNCARE shall be made without regard to 
any appeal rights the CONTRACTOR may have pursuant to this Agreement; 
however, in the event an appeal by the CONTRACTOR results in a decision in favor 
of the CONTRACTOR, any such funds withheld by TENNCARE will be 
immediately returned to the CONTRACTOR. Any cure periods referenced in this 
Agreement shall not apply to the liquidated damages described in this Section. With 
respect to Level B and Level C program issues (failure to perform responsibilities or 
requirements), the due dates mentioned above may be delayed if the CONTRACTOR 
can show good cause as to why a delay should be granted. TENNCARE has sole 
discretion in determining whether good cause exists for delaying the due dates.  

 
4.20.2.3.2 Liquidated damages as described in Section 4.20.2 shall not be passed to a provider 

and/or subcontractor unless the damage was caused due to an action or inaction of the 
provider and/or subcontractor. Nothing described herein shall prohibit a provider 
and/or a subcontractor from seeking judgment before an appropriate court in 
situations where it is unclear that the provider and/or the subcontractor caused the 
damage by an action or inaction.  

 
4.20.2.3.3 All liquidated damages imposed pursuant to this Agreement, whether paid or due, 

shall be paid by the CONTRACTOR out of administrative costs and profits. 
 

4.20.2.4 Application of Liquidated Damages for CHOICES 
 

In applying liquidated damages related to care coordination timeframes (see A.15 and 
B.23), HCBS missed visits (see A.16), and the CHOICES Utilization Report (see 
B.9) TENNCARE may take into consideration whether, as determined by 
TENNCARE, the CONTRACTOR promptly remedied a deficiency and/or a 
deficiency was due to circumstances beyond the CONTRACTOR’s control. Such 
consideration shall be based on information provided by the CONTRACTOR in the 
applicable report (see Section 2.30) and/or additional information submitted by the 
CONTRACTOR as requested by TENNCARE. 
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4.20.2.5 Waiver of Liquidated Damages 
 

TENNCARE may waive the application of liquidated damages and/or withholds 
upon the CONTRACTOR if the CONTRACTOR is placed in rehabilitation or under 
administrative supervision if TENNCARE determines that such waiver is in the best 
interests of the TennCare program and its enrollees. 

 
4.20.3 Claims Processing Failure  
 

If it is determined that there is a claims processing deficiency related to the CONTRACTOR’s 
ability/inability to reimburse providers in a reasonably timely and accurate fashion as required by 
Section 2.22, TENNCARE shall provide a notice of deficiency and request corrective action. The 
CONTRACTOR may also be subject to the application of liquidated damages and/or intermediate 
sanctions specified in Sections 4.20.1 and 4.20.2 and the retention of withholds as specified in 
Section 3.9. If the CONTRACTOR is unable to successfully implement corrective action and 
demonstrate adherence with timely claims processing requirements within the time approved by 
TENNCARE, the State may terminate this Agreement in accordance with Section 4.4 of this 
Agreement. 

 
4.20.4 Failure to Manage Medical Costs 
 

If TENNCARE determines the CONTRACTOR is unable to successfully manage costs for 
covered services, TENNCARE may terminate this Agreement with ninety (90) calendar days 
advance notice in accordance with Section 4.4 of this Agreement. 

 
4.20.5 Sanctions by CMS 
 

Payments provided for under this Agreement will be denied for new enrollees when, and for so 
long as, payment for those enrollees is denied by CMS in accordance with the requirements in 42 
CFR 438.730. 

 
4.20.6 Temporary Management 
 

TENNCARE may impose temporary management if it finds that the CONTRACTOR has 
repeatedly failed to meet substantive requirements in Section 1903(m) or Section 1932 of the 
Social Security Act. 
 

 
34. Section 4.24.1 shall be amended by deleting the parenthetical and shall read as 

follows: 
 

4.24.1 The CONTRACTOR certifies by signing this Agreement, to the best of its knowledge 
and belief, that federal funds have not been used for lobbying in accordance with 45 CFR 
Part 93 and 31 USC 1352.  
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35. Section 4.30 shall be deleted in its entirety and replaced with the following: 
 

4.30 VOLUNTARY BUYOUT PROGRAM  
 
4.30.1 The CONTRACTOR acknowledges and understands that, for a period of two years 

beginning August 16, 2008, restrictions are imposed on former state employees who 
received a State of Tennessee Voluntary Buyout Program (VBP) severance payment with 
regard to contracts with state agencies that participated in the VBP. 

 
4.30.2 The State will not contract with either a former state employee who received a VBP 

severance payment or an entity in which a former state employee who received a VBP 
severance payment or the spouse of such an individual holds a controlling financial 
interest. 

 
4.30.3 The State may contract with an entity with which a former state employee who received a 

VBP severance payment is an employee or an independent contractor. Notwithstanding 
the foregoing, the CONTRACTOR understands and agrees that there may be unique 
business circumstances under which a return to work by a former state employee who 
received a VBP severance payment as an employee or an independent contractor of a 
State contractor would not be appropriate, and in such cases the State may refuse 
CONTRACTOR personnel. Inasmuch, it shall be the responsibility of the State to review 
CONTRACTOR personnel to identify any such issues.   

 
4.30.4 With reference to either Section 4.30.2 or 4.30.3 above, the CONTRACTOR may submit 

a written request for a waiver of the VBP restrictions regarding a former state employee 
and a contract with a state agency that participated in the VBP. Any such request must be 
submitted to the State in the form of the VBP Contracting Restriction Waiver Request 
format available from the State and the Internet at:  
www.state.tn.us/finance/rds/ocr/waiver.html. The determination on such a request shall 
be at the sole discretion of the head of the state agency that is a Party to this Agreement, 
the Commissioner of Finance and Administration, and the Commissioner of Human 
Resources. 

 
36. Section 4.34 shall be amended to replace “Contractor” with “CONTRACTOR” and 

“contract” with “Agreement” and shall read as follows: 
 

4.34 PROHIBITION OF ILLEGAL IMMIGRANTS 
 

4.34.1 The requirements of Public Acts of 2006, Chapter Number 878, of the state of Tennessee, 
addressing the use of illegal immigrants in the performance of any contract to supply 
goods or services to the state of Tennessee, shall be a material provision of this Contract, 
a breach of which shall be grounds for monetary and other penalties, up to and including 
termination of this Contract. 

 
4.34.2 The CONTRACTOR hereby attests, certifies, warrants, and assures that the 

CONTRACTOR shall not knowingly utilize the services of an illegal immigrant in the 
performance of this Contract and shall not knowingly utilize the services of any 
subcontractor who will utilize the services of an illegal immigrant in the performance of 
this Agreement. The CONTRACTOR shall reaffirm this attestation, in writing, by 
submitting to the State a completed and signed copy of the document as Attachment X, 
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hereto, semi-annually during the period of this Agreement. Such attestations shall be 
maintained by the contractor and made available to state officials upon request. 

 
4.34.3 Prior to the use of any subcontractor in the performance of this Agreement, and semi-

annually thereafter, during the period of this Agreement, the CONTRACTOR shall obtain 
and retain a current, written attestation that the subcontractor shall not knowingly utilize the 
services of an illegal immigrant to perform work relative to this Agreement and shall not 
knowingly utilize the services of any subcontractor who will utilize the services of an 
illegal immigrant to perform work relative to this Agreement. Attestations obtained from 
such subcontractors shall be maintained by the CONTRACTOR and made available to state 
officials upon request. 

 
4.34.4 The CONTRACTOR shall maintain records for all personnel used in the performance of 

this Agreement. Said records shall be subject to review and random inspection at any 
reasonable time upon reasonable notice by the State. 

 
4.34.5 The CONTRACTOR understands and agrees that failure to comply with this section will 

be subject to the sanctions of Public Chapter 878 of 2006 for acts or omissions occurring 
after its effective date. This law requires the Commissioner of Finance and Administration 
to prohibit a contractor from contracting with, or submitting an offer, proposal, or bid to 
contract with the State of Tennessee to supply goods or services for a period of one year 
after a contractor is discovered to have knowingly used the services of illegal immigrants 
during the performance of this Agreement.  

 
4.34.6 For purposes of this Agreement, "illegal immigrant" shall be defined as any person who is 

not either a United States citizen, a Lawful Permanent Resident, or a person whose physical 
presence in the United States is authorized or allowed by the federal Department of 
Homeland Security and who, under federal immigration laws and/or regulations, is 
authorized to be employed in the U.S. or is otherwise authorized to provide services under 
the Agreement. 

 
37. Section 4 shall be amended by adding a new Section 4.37 and renumbering the 

existing Sections accordingly, including any references thereto. 
 

4.37 FEDERAL ECONOMIC STIMULUS FUNDING 
 

This Agreement requires the CONTRACTOR to provide products and/or services that are 
funded in whole or in part under the American Recovery and Reinvestment Act of 2009, 
Public Law 111-5 (Recovery Act). The CONTRACTOR is responsible for ensuring that 
all applicable requirements of the Recovery Act are met and that the CONTRACTOR 
provides information to the State as required by, but not limited to, the following: 

 
4.37.1 The Recovery Act, including but not limited to the following sections of that Act: 
 

4.37.1.1 Section 1606 – Wage Rate Requirements. 
 

4.37.1.2 Section 1512 – Reporting and Registration Requirements. 
 

4.37.1.3 Sections 902, 1514, and 1515 – General Accounting Office/Inspector 
General Access. 
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4.37.1.4 Section 1553 – Whistleblower Protections. 
 

4.37.1.5 Section 1605 – Buy American Requirements for Construction 
Material. 

 
4.37.2 Executive Office of the President, Office of Management and Budget (OMB) 

Guidelines as posted at http://www.whitehouse.gov/omb/recovery_default/, as 
well as OMB Circulars, including but not limited to A-102 and A-133 as posted 
at http://www.whitehouse.gov/omb/financial_offm_circulars/. 

 
4.37.3 Federal Grant Award Documents. 

 
4.37.4 Office of Tennessee Recovery Act Management Directives. 
 

38. Attachment I shall be deleted in its entirety and replaced with the following: 
 

ATTACHMENT I 
BEHAVIORAL HEALTH SPECIALIZED SERVICE DESCRIPTIONS 

 
The CONTRACTOR shall provide medically necessary mental health case management and psychiatric 
rehabilitation services according to the requirements herein.  
 
SERVICE  Mental Health Case Management 
 
DEFINITION  
 
Mental health case management is a supportive service provided to enhance treatment effectiveness and 
outcomes with the goal of maximizing resilience and recovery options and natural supports for the 
individual. Mental health case management is consumer-centered, consumer focused and strength-based, 
with services provided in a timely, appropriate, effective, efficient and coordinated fashion. It consists of 
activities performed by a team or a single mental health case manager to support clinical services. Mental 
health case managers assist in ensuring the individual/family access to services.  
 
Mental health case management requires that the mental health case manager and the individual and/or 
family have a strong productive relationship which includes viewing the individual/family as a 
responsible partner in identifying and obtaining the necessary services and resources. Services rendered to 
children and youth shall be consumer-centered and family-focused with case managers working with 
multiple systems (e.g. education, child welfare, juvenile justice). Mental health case management is 
provided in community settings, which are accessible and comfortable to the individual/family. The 
service should be rendered in a culturally competent manner and be outcome driven. Mental health case 
management shall be available 24 hours a day, 7 days a week. The service is not time limited and 
provides the individual/family the opportunity to improve their quality of life. 
 
The CONTRACTOR shall ensure mental health case management is rendered in accordance with all of 
the service components and guidelines herein. 
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SERVICE DELIVERY 
 
The CONTRACTOR shall: 
 

• Determine caseload size based on an average number of individuals per case manager, with the 
expectation being that case managers will have mixed caseloads of clients and flexibility between 
Levels 1 and 2 (Levels 1 and 2 are defined below); and 

• Ensure that caseload sizes and minimum contacts are met as follows: 
 

Case Management 
Type 

Maximum Caseload Size Minimum Face-to-Face 
Contacts 

Level 1 (Non-
Team Approach)* 

25 individuals:1 case manager One (1) contact per week 

Level 1 (Team 
Approaches): 

  

Adult CTT 20 individuals:1 team  
20 individuals:1 case manager 

One (1) contact per week 

Children & Youth 
(C&Y) CTT 

15 individuals:1 team 
15 individuals:1 case manager 

One (1) contact per week 

CCFT 15 individuals:1 team 
15 individuals:1 case manager 
 

One (1) contact per week 

ACT 100 individuals:1 team 
15 individuals:1 case manager 

One (1) contact per week 

PACT 100 individuals:1 team 
15 individuals:1 case manager 

One (1) contact per week 

Level 2* 35 individuals:1 case manager Two (2) contacts per month 

*For case managers having a combination of Level 1 & Level 2 (non-team) individuals, the maximum caseload size 
shall be no more than 30 individuals:1 case manager. 
 
The CONTRACTOR shall ensure that the following requirements are met: 
 

1) All mental health case managers shall have, at a minimum, a bachelor’s degree;  
2) Supervisors shall maintain no greater than a 1:30 supervisory ratio with mental health case 

managers; 
3) Mental health case managers who are assigned to both a parent(s) and child in the same family, should 

have skills and experience needed for both ages; mental health case managers who are assigned to 
individuals with co-occurring disorders (mental illness and substance abuse disorders) should have the 
skills and experience to meet the needs of these individuals; 

4) Eighty percent (80%) of all mental health case management services should take place outside the 
case manager’s office; 

5) The children and youth (C&Y) (under age eighteen (18)) mental health case management model 
shall provide a transition from C&Y services into adult services, including adult mental health 
case management services. The decision to serve an 18-year old youth via the C&Y case 
management system versus the adult system shall be a clinical one made by a provider. Transition 
from children’s services, including mental health case management, shall be incorporated into the 
child’s treatment plan; and 

6) All mental health case management services shall be documented in a treatment plan. Mental 
health case management activities are correlated to expected outcomes and outcome achievement 
and shall be monitored, with progress being noted periodically in a written record. 
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Level 1  
 
Level 1 mental health case management is the most intense level of service. It provides frequent and 
comprehensive support to individuals with a focus on recovery and resilience. The CONTRACTOR shall 
ensure the provision of level 1 mental health case management to the most severely disabled adults and 
emotionally disturbed children and youth, including individuals who are at high risk of future 
hospitalization or placement out of the home and require both community support and treatment 
interventions. Level 1 mental health case management can be rendered through a team approach or by 
individual mental health case managers. Team approaches may include such models as ACT, CTT, CCFT 
and PACT, as described below:  
 
Assertive Community Treatment (ACT) 
 
ACT is a way of delivering comprehensive and effective services to adults diagnosed with severe mental 
illness and who have needs that have not been well met by traditional approaches to delivering services. 
The principles of ACT include:  
 

1) Services targeted to a specific group of individuals with severe mental illness;  
2) Treatment, support and rehabilitation services provided directly by the ACT team;  
3) Sharing of responsibility between team members and individuals served by the team;  
4) Small staff (all team staff including case managers) to individual ratios (approx. 1 to 10);  
5) Comprehensive and flexible range of treatment and services;  
6) Interventions occurring in community settings rather than in hospitals or clinic settings;  
7) No arbitrary time limit on receiving services;  
8) Individualized treatment, support and rehabilitation services; 
9) Twenty-four (24) hour a day availability of services; and  
10)  Engagement of individuals in treatment and monitoring. 

 
Continuous Treatment Team (CTT) 
 
CTT is a coordinated team of staff (to include physicians, nurses, case managers, and other therapists as 
needed) who provide a range of intensive, integrated mental health case management, treatment, and 
rehabilitation services to adults and children and youth. The intent is to provide intensive treatment to 
families of children and youth with acute psychiatric problems in an effort to prevent removal from the 
home to a more restrictive level of care. An array of services are delivered in the home or in natural 
settings in the community, and are provided through a strong partnership with the family and other 
community support systems. The program provides services including crisis intervention and 
stabilization, counseling, skills building, therapeutic intervention, advocacy, educational services, 
medication management as indicated, school based counseling and consultation with teachers, and other 
specialized services deemed necessary and appropriate. 
 
Comprehensive Child and Family Treatment (CCFT)  
 
CCFT services are high intensity, time-limited services designed for children and youth to provide 
stabilization and deter the “imminent” risk of State custody for the individual. There is usually family 
instability and high-risk behaviors exhibited by the child/adolescent. CCFT services are concentrated on 
child, family, and parental/guardian behaviors and interaction. CCFT services are more treatment oriented 
and situation specific with a focus on short-term stabilization goals. The primary goal of CCFT is to reach 
an appropriate point of stabilization so the individual can be transitioned to a less intense outpatient 
service. 
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Program of Assertive and Community Treatment (PACT)  
 
PACT is a service delivery model for providing comprehensive community-based treatment to adults with 
severe and persistent mental illness. It involves the use of a multi-disciplinary team of mental health staff 
organized as an accountable, mobile mental health agency or group of providers who function as a team 
interchangeably to provide the treatment, rehabilitation and support services persons with severe and/or 
persistent mental illnesses need to live successfully in the community.  
 
Level 2  
 
Level 2 mental health case management is a less intensive level of service than Level 1 and is focused on 
resilience and recovery. The CONTRACTOR shall ensure that level 2 mental health case management is 
provided to individuals whose symptoms are at least partially stabilized or reduced in order to allow 
treatment and rehabilitation efforts.  
 
 
SERVICE COMPONENTS 
 
The CONTRACTOR shall ensure that mental health case management incorporates the following service 
components:  
 
Crisis Facilitation 
 
Crisis facilitation is provided in situations requiring immediate attention/resolution for a specific 
individual or other person(s) in relation to a specific individual. It is the process of accessing and 
coordinating services for an individual in a crisis situation to ensure the necessary services are rendered 
during and following the crisis episode. Most crisis facilitation activities would involve face-to-face 
contact with the individual.  
 
Assessment of Daily Functioning  
 
Assessment of daily functioning involves the on-going monitoring of how an individual is coping with 
life on a day to day basis for the purposes of determining necessary services to maintain community 
placement and improve level of functioning. Most assessments of daily functioning are achieved by face-
to-face contact with the individual in his or her natural environment. 
 
Assessment/Referral/Coordination  
 
Assessment/referral/coordination involves assessing the needs of the individual for the purposes of 
referral and coordination of services that will improve functioning and/or maintain stability in the 
individual’s natural environment.  
 
Mental Health Liaison  
 
Mental health liaison services are offered to persons who are not yet assigned to mental health case 
management. It is a short-term service for the purposes of service referral and continuing care until other 
mental health services are initiated. 
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SERVICE                                                                                                         Psychiatric Rehabilitation 
 
DEFINITION 
 
Psychiatric rehabilitation is an array of consumer-centered recovery services designed to support the 
individual in the attainment or maintenance of his or her optimal level of functioning. These services are 
designed to capitalize on personal strengths, develop coping skills and strategies to deal with deficits and 
develop a supportive environment in which to function as independent as possible on the individual’s 
recovery journey.  
 
Services included under psychiatric rehabilitation are as follows.  
 
 
SERVICE COMPONENTS 
 
Psychosocial Rehabilitation  
 
Psychosocial rehabilitation services utilize a comprehensive approach (mind, body, and spirit) to work 
with the whole person for the purposes of improving an individuals’ functioning, promoting management 
of illness(s), and facilitating recovery. The goal of psychosocial rehabilitation is to support individuals as 
active and productive members of their communities. Individuals, in partnership with staff, form goals for 
skills development in the areas of vocational, educational, and interpersonal growth (e.g. household 
management, development of social support networks) that serve to maximize opportunities for 
successful community integration. Individuals proceed toward goal attainment at their own pace and may 
continue in the program at varying levels intensity for an indefinite period of time.  
 
Supported Employment 
 
Supported employment consists of a range of services to assist individuals to choose, prepare for, obtain, 
and maintain gainful employment that is based on individuals’ preferences, strengths, and experiences. 
This service also includes a variety of support services to the individual, including side-by-side support 
on the job. These services may be integrated into a psychosocial rehabilitation center. 
 
Peer Support  
 
Peer support services allow individuals to direct their own recovery and advocacy process and are 
provided by persons who are or have been consumers of the behavioral health system and their family 
members and are Certified Peer Support Specialists. These services include providing assistance with 
more effectively utilizing the service delivery system (e.g. assistance in developing plans of care, 
accessing services and supports, partnering with professionals) or understanding and coping with the 
stressors of the person’s illness through support groups, coaching, role modeling, and mentoring. 
Activities which promote socialization, recovery, self-advocacy, development of natural supports, and 
maintenance of community living skills are rendered so individuals can educate and support each other in 
the acquisition of skills needed to manage their illnesses and access resources within their communities. 
Services are often provided during the evening and weekend hours. 
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Illness Management & Recovery  
 
Illness management and recovery services refers to a series of weekly sessions with trained mental health 
practitioners for the purpose of assisting individuals in developing personal strategies for coping with 
mental illness and promoting recovery.  
 
Supported Housing  
 
Supported housing services refers to services rendered at facilities that are staffed twenty-four (24) hours 
per day, seven (7) days a week with associated mental health staff supports for individuals who require 
treatment services and supports in a highly structured setting. These mental health services are for persons 
with serious and/or persistent mental illnesses (SPMI) and are intended to prepare individuals for more 
independent living in the community while providing an environment that allows individuals to live in 
community settings. Given this goal, every effort should be made to place individuals in facilities near 
their families and other support systems and original areas of residence. Supported housing services are 
mental health services and do not include the payment of room and board. 
 
39. Attachment II shall be deleted in its entirety and replaced with the following: 

ATTACHMENT II 
COST SHARING SCHEDULE 

 
 

Non-Pharmacy Copayment Schedule Prior to January 1, 2010 
(unless otherwise directed by TENNCARE) 

 
Poverty 

Level Copayment Amounts 

0% - 99% $0.00 
100% - 199% $25.00, Hospital Emergency Room (waived if admitted) 

$5.00, Primary Care Provider and Community Mental Health 
Agency Services Other Than Preventive Care 
$15.00, Physician Specialists (including Psychiatrists) 
$100.00, Inpatient Hospital Admission 

200% and above $50.00, Hospital Emergency Room (waived if admitted) 
$10.00, Primary Care Provider and Community Mental Health 
Agency Services Other Than Preventive Care 
$25.00, Physician Specialists (including Psychiatrists) 
$200.00, Inpatient Hospital Admission 

 
Non-Pharmacy Copayment Schedule Effective January 1, 2010 

(unless otherwise directed by TENNCARE) 
 

Poverty 
Level Copayment Amounts 

0% - 99% $0.00 
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100% - 199% $10.00, Hospital Emergency Room (waived if admitted) 
$5.00, Primary Care Provider and Community Mental Health 
Agency Services Other Than Preventive Care 
$5.00, Physician Specialists (including Psychiatrists) 
$5.00, Inpatient Hospital Admission (waived if readmitted 
within 48 hours for the same episode) 

200% and above $50.00, Hospital Emergency Room (waived if admitted) 
$15.00, Primary Care Provider and Community Mental Health 
Agency Services Other Than Preventive Care 
$20.00, Physician Specialists (including Psychiatrists) 
$100.00, Inpatient Hospital Admission (waived if readmitted 
within 48 hours for the same episode) 

 
The CONTRACTOR is specifically prohibited from waiving or discouraging TENNCARE 
enrollees from paying the amounts described in this attachment. 
 
40. Attachment III shall be deleted in its entirety and replaced with the following: 
 

ATTACHMENT III 
GENERAL ACCESS STANDARDS 

 
In general, contractors shall provide available, accessible, and adequate numbers of 
institutional facilities, service locations, service sites, professional, allied, and paramedical 
personnel for the provision of covered services, including all emergency services, on a 24-
hour-a-day, 7-day-a-week basis. At a minimum, this shall include: 
 

• Primary Care Physician or Extender: 
  

(a)  Distance/Time Rural: 30 miles or 30 minutes 
 
(b) Distance/Time Urban: 20 miles or 30 minutes 
 
(c) Patient Load: 2,500 or less for physician; one-half this for a physician 
extender. 
 
(d) Appointment/Waiting Times: Usual and customary practice (see definition 

below), not to exceed 3 weeks from date of a patient’s request for regular 
appointments and 48 hours for urgent care. Waiting times shall not exceed 45 
minutes. 

 
(e) Documentation/Tracking requirements: 
 

+ Documentation - Plans must have a system in place to document 
appointment scheduling times.  

 
+ Tracking - Plans must have a system in place to document the exchange 

of member information if a provider, other than the primary care 
provider (i.e., school-based clinic or health department clinic), provides 
health care. 
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• Specialty Care and Emergency Care: Referral appointments to specialists (e.g., 
specialty physician services, hospice care, home health care, substance abuse 
treatment, rehabilitation services, etc.) shall not exceed 30 days for routine care or 48 
hours for urgent care. All emergency care is immediate, at the nearest facility 
available, regardless of contract. Waiting times shall not exceed 45 minutes. 
 

• Hospitals 
 

(a) Transport time will be the usual and customary, not to exceed 30 minutes, 
except in rural areas where access time may be greater. If greater, the 
standard needs to be the community standard for accessing care, and 
exceptions must be justified and documented to the State on the basis of 
community standards. 

 
• Long-Term Care Services: 

 
Transport time for adult day care will be the usual and customary, not to exceed 30 
miles. 
 

• General Optometry Services: 
 

(a) Transport time will be the usual and customary, not to exceed 30 minutes, 
except in rural areas where community standards and documentation shall 
apply. 

 
(b) Appointment/Waiting Times: Usual and customary not to exceed 3 weeks for 

regular appointments and 48 hours for urgent care. Waiting times shall not 
exceed 45 minutes. 

 
• Lab and X-Ray Services: 

 
(a) Transport time will be the usual and customary, not to exceed 30 minutes, 

except in rural areas where community access standards and documentation 
will apply. 

 
(b) Appointment/Waiting Times: Usual and customary not to exceed 3 weeks for 

regular appointments and 48 hours for urgent care. Waiting times shall not 
exceed 45 minutes. 

 
• All other services not specified here shall meet the usual and customary standards for 

the community. 
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41. Attachment V shall be deleted in its entirety and replaced with the following: 
 
 

ATTACHMENT V 
ACCESS & AVAILABILITY FOR BEHAVIORAL HEALTH SERVICES 

 
The CONTRACTOR shall adhere to the following behavioral health network requirements to 
ensure access and availability to behavioral health services for all members (adults and 
children). For the purpose of assessing behavioral health provider network adequacy, 
TENNCARE will evaluate the CONTRACTOR’s provider network relative to the 
requirements described below. Providers serving adults will be evaluated separately from 
those serving children. 
 
Access to Behavioral Health Services 
 
The CONTRACTOR shall ensure access to behavioral health providers for the provision of 
covered services. At a minimum, this means that: 
 

The CONTRACTOR shall have provider agreements with providers of the services listed 
in the table below and meet the geographic and time for admission/appointment 
requirements. 

 

Service Type 
Geographic Access 

Requirement 

Maximum Time 
for Admission/ 
Appointment 

Psychiatric Inpatient 
Hospital Services 

Travel distance does not exceed 
60 miles for at least 75% of  
members and does not exceed 90 
miles for at least 90% of 
members 

4 hours 
(emergency 
involuntary)/24 
hours 
(involuntary)/24 
hours (voluntary) 

24 Hour Psychiatric 
Residential Treatment 

Travel distance does not exceed 
75 miles for at least 75% of  
ADULT members and does not 
exceed 150 miles for  at least 
90% of ADULT members 
----------------------------------------
------- 
Travel distance does not exceed 
60 miles for at least 75% of  
CHILD members and does not 
exceed 90 miles for  at least 90% 
of CHILD members 

Within 30 
calendar days 

Outpatient Non-MD 
Services 

Travel distance does not exceed 
30 miles for ALL  members 

Within 10 
business days; if 
urgent, within 48 
hours 
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*24 Hour Residential Treatment Substance Abuse Services may be provided by 
facilities licensed by the Tennessee Department of Health as Halfway House 
Treatment Facilities (DOH Rule Chapter 1200-8-17), Residential Detoxification 
Treatment Facilities (DOH Rule Chapter 1200-8-22) or Residential Rehabilitation 

Intensive Outpatient (may 
include Day Treatment 
(adult), Intensive Day 
Treatment (Children & 
Adolescent) or Partial 
Hospitalization 

Travel distance does not exceed 
60 miles for at least 75% of  
members and does not exceed 90 
miles for  at least 90% of 
members 

Within 10 
business days; if 
urgent, within 48 
hours 

Inpatient Facility Services 
(Substance Abuse) 

Travel distance does not exceed 
60 miles for at least 75% of  
members and does not exceed 90 
miles for  at least 90% of 
members 
 

Within 2 calendar 
days; for 
detoxification - 
within 4 hours in 
an emergency and 
24 hours for non-
emergency 

24 Hour Residential 
Treatment Services 
(Substance Abuse)* 

Travel distance does not exceed 
75 miles for at least 75% of  
members and does not exceed 
120 miles for  at least 90% of 
members 

Within 10 
business days   

Outpatient Treatment 
Services (Substance Abuse) 

Travel distance does not exceed 
30 miles for ALL  members 

Within 10 
business days; for 
detoxification – 
within 24 hours 

Mental Health Case 
Management 

Not subject to geographic access 
standards 

Within 7 calendar 
days 

Psychosocial 
Rehabilitation (may 
include Supported 
Employment, Illness 
Management & Recovery, 
or Peer Support (TDMHDD 
Rule Chapter 1940-5-29) 

Not subject to geographic access 
standards 

Within 10 
business days 

Supported Housing Travel distance does not exceed 
60 miles for at least 75% of  
ADULT members and does not 
exceed 90 miles for at least 90% 
of ADULT members 

Within 30 
calendar days 

Crisis Services (Mobile) Not subject to geographic access 
standards 

Face-to-face 
contact within 1 
hour for 
emergency 
situations and 4 
hours for urgent 
situations 

Crisis Stabilization  Not subject to geographic access 
standards 

Within 4 hours of 
referral 



Page 346 of 374 

Treatment Facilities (DOH Rule Chapter 1200-8-23). (Effective 1/1/2008, the 
Tennessee Department of Mental Health and Developmental Disabilities will license 
these facilities.) 

 
When the above standards are not met, an acceptable Corrective Action Plan will be 
requested which details the CONTRACTOR’s intended course of action to resolve any 
deficiency (ies) identified. The Bureau of TennCare will evaluate Corrective Action Plans 
and, at its sole discretion, determine network adequacy considering any alternate measures 
and documentation of unique market conditions. 
 
At a minimum, providers for the following service types shall be reported on the Provider 
Enrollment File: 
 

Service Type 
Service Code(s) for use in 

position 330-331 of the 
Provider Enrollment File 

Psychiatric Inpatient Hospital Services Adult - 11, 79, 85 
Child – A1 or H9 

24 Hour Psychiatric Residential Treatment Adult - 13, 81, 82 
Child – A9, H1, or H2 
 

Outpatient MD Services (Psychiatry) Adult – 19 
Child – B5 

Outpatient Non-MD Services Adult – 20 
Child – B6 

Intensive Outpatient/ Partial Hospitalization Adult – 21, 23, 62 
Child - B7, C2, C3 

Inpatient Facility Services 
(Substance Abuse) 

Adult – 15, 17 
Child – A3, A5 

24 Hour Residential Treatment Services 
(Substance Abuse) 

Adult - 56 
Child - F6 

Outpatient Treatment Services 
(Substance Abuse) 

Adult – 27 or 28 
Child – D3 or D4 

Mental Health Case Management Adult - 31, 66, or 83 
Child – C7, D7, G2, G6, or K1 

Psychiatric Rehabilitation Services:  

Psychosocial Rehabilitation 42 
Supported Employment 44 
Peer Support 88 

Illness Management & Recovery 91 
Supported Housing 32 and 33 
Crisis Services (Mobile) Adult - 37, 38, 39 

Child - D8, D9, E1 
Crisis Respite Adult – 40 

Child – E2 
Crisis Stabilization Adult – 41 
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42. Attachment VII shall be deleted in its entirety and replaced with the following: 
 
 

ATTACHMENT VII 
PERFORMANCE STANDARDS  

 
 PERFORMANCE 

MEASURE 
DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 

FREQUENCY 
LIQUIDATED DAMAGE

1 
 
 
 

Timely Claims 
Processing 

Report from TDCI  90% of clean electronic claims for nursing 
facility services and HCBS excluding 
PERS, assistive technology, minor home 
modifications, and pest control are 
processed and paid within fourteen (14) 
calendar days of receipt 
 
99.5% of clean electronic claims for 
nursing facility and HCBS other than 
PERS, assistive technology, minor home 
modifications, and pest control shall be 
processed and paid within twenty-one (21) 
calendar days of receipt 
 
90% of all other claims (for which no 
further written information or substantiation 
is required in order to make payment) are 
paid within thirty (30) calendar days of the 
receipt of claim.  
 
99.5% of all other claims are processed 
within sixty (60) calendar days. 

Percentage of clean electronic 
claims paid within 14 calendar 
days of receipt of claim, for 
each month  
 
 
 
Percentage of clean electronic 
claims processed within 21 
calendar days of receipt of 
claim, determined for month  
 
 
 
Percentage of claims paid 
within 30 calendar days of 
receipt of claim, for each 
month  
 
 
Percentage of claims processed 
within 60 calendar days of 
receipt of claim, for each 
month 

Monthly $10,000 for each month 
determined not to be in 
compliance  

2 Claims Payment 
Accuracy 

Self-reported results 
based on an internal 
audit conducted on a 
statistically valid 
random sample will be 
validated by TDCI 

97% of claims paid accurately upon initial 
submission 

Percentage of total claims paid 
accurately for each month and 
by provider type (NF, HCBS, 
and other) 

Monthly $5,000 for each full 
percentage point accuracy is 
below 97% for each month 
for each provider type (NF, 
HCBS, and other) 
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 PERFORMANCE 
MEASURE 

DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 
FREQUENCY 

LIQUIDATED DAMAGE

3 Telephone Response 
Time/Call Answer 
Timeliness -Member 
Services Line 

Member Services and 
Provider Services 
Phone Line Report 

85% of all  
calls to each line are answered by a live 
voice within thirty (30) seconds or the 
prevailing benchmark established by 
NCQA  

The number of calls answered 
by a live voice within 30 
seconds, divided by the 
number of calls received by the 
phone line (during hours of 
operation) during the 
measurement period 

Quarterly $25,000 for each full 
percentage point below 85%  
per month  

4 Telephone Response 
Time/Call Answer 
Timeliness –Provider 
Services  Line 

Member Services and 
Provider Services 
Phone Line Report 

85% of all  
calls to each line are answered by a live 
voice within thirty (30) seconds or the 
prevailing benchmark established by 
NCQA  

The number of calls answered 
by a live voice within 30 
seconds, divided by the 
number of calls received by the 
phone line (during hours of 
operation) during the 
measurement period     

Quarterly $25,000 for each full 
percentage point below 85% 
per month  

5 Telephone Call 
Abandonment Rate 
(unanswered calls) – 
Member Services 
Line 

Member Services and 
Provider Services 
Phone Line Report 

Less than 5% of telephone calls are 
abandoned  

The number of calls abandoned 
by the caller or the system 
before being answered by a 
live voice divided by the 
number of calls received by the 
phone line  (during open hours 
of operation) during the 
measurement period  

Quarterly $25,000 for each full 
percentage point above 5% 
per month  

6 Telephone Call 
Abandonment Rate 
(unanswered calls) – 
Provider Services 
Line 

Member Services and 
Provider Services 
Phone Line Report 

Less than 5% of telephone calls are 
abandoned  

The number of calls abandoned 
by the caller or the system 
before being answered by a 
live voice divided by the 
number of calls received by the 
phone line  (during open hours 
of operation) during the 
measurement period  

Quarterly $25,000 for each full 
percentage point above 5% 
per month  

7(a) Left blank 
intentionally 

     

7(b) Left blank 
intentionally 
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 PERFORMANCE 
MEASURE 

DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 
FREQUENCY 

LIQUIDATED DAMAGE

8 Provider Network 
Documentation 
 
 

Provider Enrollment 
File and provider 
agreement signature 
pages 

100% of providers on the Provider 
Enrollment File have a signed provider 
agreement with the CONTRACTOR 

 Upon TENNCARE 
request 

$1,000 for each provider for 
which the CONTRACTOR 
cannot provide a signature 
page from the provider 
agreement between the 
provider and the 
CONTRACTOR 
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 PERFORMANCE 
MEASURE 

DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 
FREQUENCY 

LIQUIDATED DAMAGE

9 Specialist Provider 
Network 

Provider Enrollment 
File 

1.  Physician Specialists:   Executed 
specialty physician contracts in all areas 
required by this Agreement for the 
following specialists:  allergy; cardiology; 
dermatology; endocrinology; 
gastroenterology; general surgery; 
nephrology; neurology; neurosurgery; 
otolaryngology; ophthalmology; 
orthopedics; oncology/hematology; 
psychiatry (adults); psychiatry 
(child/adolescent); and urology 
 
2.  Essential Hospital Services:   Executed 
contract with at least one (1) tertiary care 
center for each essential hospital service  

 
3. Center of Excellence for People with 
AIDS: Executed contract with at least two 
(2) Center of Excellence for AIDS within 
the CONTRACTOR’s approved Grand 
Region(s) 
 
4. Center of Excellence for Behavioral 
Health: 
Executed contract with all COEs for 
Behavioral Health within the 
CONTRACTOR’s approved Grand 
Region(s) 

Executed contract is a signed 
provider agreement with a 
provider to participate in the 
CONTRACTOR’s network as 
a contract provider 

Monthly $25,000 if ANY of the listed 
standards are not met, either 
individually or in 
combination on a monthly 
basis 
 
The liquidated damage may 
be waived for Physician 
Specialists if the 
CONTRACTOR provides 
sufficient documentation to 
demonstrate that the 
deficiency is attributable to a 
lack of physicians practicing 
in the area. The liquidated 
damage may be lowered to 
$5,000 in the event the 
CONTRACTOR provides a 
corrective action plan that is 
accepted by TENNCARE 
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 PERFORMANCE 
MEASURE 

DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 
FREQUENCY 

LIQUIDATED DAMAGE

10 HCBS Provider 
Network 

Provider Enrollment 
File 

At least two (2) providers for each HCBS, 
other than community-based residential 
alternatives, to cover each county in the 
Grand Region 

Executed contract is a signed 
provider agreement with a 
provider to participate in the 
CONTRACTOR’s network as 
a contract provider 

Quarterly Beginning after the first 
calendar quarter following 
implementation of 
CHOICES in the Grand 
Region covered by this 
Agreement, 
$25,000 if ANY of the listed 
standards are not met, either 
individually or in 
combination on a quarterly 
basis 
 
The liquidated damage may 
be waived if the 
CONTRACTOR provides 
sufficient documentation to 
demonstrate that the 
deficiency is attributable to a 
lack of HCBS provider 
serving the county and the 
CONTRACTOR has used 
good faith efforts to develop 
HCBS providers to serve the 
county.  
 
The liquidated damage may 
be lowered to $5,000 in the 
event the CONTRACTOR 
provides a corrective action 
plan that is accepted by 
TENNCARE 
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 PERFORMANCE 
MEASURE 

DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 
FREQUENCY 

LIQUIDATED DAMAGE

11 Provider 
Participation 
Accuracy 

Provider Enrollment 
File 

At least 90% of listed providers confirm 
participation in the CONTRACTOR’s 
network 

A statistically valid sample of  
participating providers on the 
most recent monthly provider 
enrollment file confirm that 
they are  participating in the 
CONTRACTOR’s network 

Quarterly $25,000 per quarter if less 
than 90% of providers 
confirm participation. The 
liquidated damage may be 
lowered to $5,000 in the 
event that the 
CONTRACTOR provides a 
corrective action plan that is 
accepted by TENNCARE, or 
may be waived by 
TENNCARE if the 
CONTRACTOR submits 
sufficient documentation to 
demonstrate 90% of 
providers in the sample are 
participating 

12 Provider Information 
Accuracy 
 
 

Provider Enrollment 
File 

Data for no more than 10% of listed 
providers is incorrect for each data element

Data for no more than 10% of 
a statistically valid sample of  
participating providers on the 
most recent monthly provider 
enrollment is incorrect for each 
element as determined by 
TENNCARE  

Quarterly $5,000 per quarter if data for 
more than 10% but fewer 
than 31% of providers is 
incorrect for each data 
element 
 
$25,000 per quarter if data 
for more than 30% of 
providers is incorrect for 
each data element 
 
The $25,000 liquidated 
damage may be lowered to 
$5,000 in the event that the 
CONTRACTOR provides a 
corrective action plan that is 
accepted by TENNCARE, or 
may be waived by 
TENNCARE if the 
CONTRACTOR submits 
sufficient documentation 
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 PERFORMANCE 
MEASURE 

DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 
FREQUENCY 

LIQUIDATED DAMAGE

13 Distance from 
provider to member 

Provider Enrollment 
File 

In accordance with this Agreement, 
including Attachments III through V  

Time and travel distance as 
measured by GeoAccess 

Monthly $25,000 if ANY of the listed 
standards are not met, either 
individually or in 
combination, on a monthly 
basis.  
 
The liquidated damage may 
be lowered to $5,000 in the 
event that the 
CONTRACTOR provides a 
corrective action plan that is 
accepted by TENNCARE. 
 
For the first six months after 
CHOICES implementation, 
TENNCARE will waive the 
liquidated damage related to 
distance to adult day care if 
the CONTRACTOR 
demonstrates that it is 
providing NEMT to adult 
day care in accordance with 
Section 2.11.1.8.  Thereafter, 
TENNCARE may waive the 
liquidated damage regarding 
distance to adult day care if 
the CONTRACTOR 
provides sufficient 
documentation to 
demonstrate that the 
deficiency is attributable to a 
lack of adult day care 
providers and the 
CONTRACTOR has used 
good faith efforts to develop 
adult day care providers. 
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 PERFORMANCE 
MEASURE 

DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 
FREQUENCY 

LIQUIDATED DAMAGE

14 Initial appointment 
timeliness for 
behavioral health 
services 

Behavioral Health 
Initial Appointment 
Timeliness Report  

85% of all initial appointments for 
behavioral health services for outpatient 
mental health services (MD and Non-MD) 
and outpatient substance abuse services 
shall meet the access and availability 
standards indicated in Attachment V 

Average time between the 
intake assessment appointment 
and the member’s next 
appointment scheduled or 
admission by type of service 

Quarterly $2,000 for each service type 
for which less than 85% of 
all initial appointments for 
the specified provider types 
meet the access and 
availability standards 
indicated in Attachment V 

15 Percentage of 
SPMI/SED members 
who receive a 
behavioral health 
service (excluding a 
CRG/TPG 
assessment) 

Claims and encounter 
data 

The percentage of SPMI/SED members 
who receive a behavioral health service 
(excluding a CRG/TPG assessment) will 
not be less than 76% 

The number of SPMI/SED 
members receiving a 
behavioral health service 
(excluding a CRG/TPG 
assessment) during the fiscal 
year divided by the MCO’s 
number of SPMI/SED 
members during the fiscal year 
is not less than the benchmark 

Annually $25,000 for each year 
determined to not be in 
compliance 

16 Non-IMD Inpatient 
Use 

Behavioral  Health 
Crisis Service Response 
Reports and utilization 
data 

10% decrease of total inpatient days at 
freestanding psychiatric hospitals subject to 
IMD exclusion compared to the base year’s 
utilization 

Total inpatient psychiatric 
hospital days at IMD exclusion 
facilities for members reduced 
by 10% after base line year 

Annually $10,000 for each year 
determined to not be in 
compliance 

17 TENNderCare 
Screening 

MCO encounter data TENNderCare screening ratio, 80% The EPSDT screening ratio, 
calculated by TENNCARE 
utilizing MCO encounter data 
submissions in accordance 
with specifications for the 
CMS-416 report 

Quarterly $5,000 for each full 
percentage point 
TENNderCare screening 
ratio is below 80% for the 
most recent rolling twelve 
month period 

18 Increase in utilization 
of supported 
employment 

Supported Employment 
Reports 

15% of all adults (21 – 64 years of age) 
designated as SPMI actively receiving 
supported employment services will be 
gainfully employed in either part time or 
full time capacity for a continuous 90 day 
period within one (1) year of receiving 
supported employment services 

Total number of SPMI adults 
receiving supported 
employment services as 
defined in Attachment I 
employed for a continuous 90-
day period within one (1) year 
of receiving supported 
employment services divided 
by the total number of SPMI 
adults  

Annually $25,000 for each year 
determined to not be in 
compliance 

19 Generic Prescription 
Drug Utilization 

Encounter data Sixty percent (60%) Number of generic 
prescriptions divided by the 
total number of prescriptions 

Quarterly $5,000 for each full 
percentage point Generic 
Prescription Utilization 
ratio is below 60% 
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 PERFORMANCE 
MEASURE 

DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 
FREQUENCY 

LIQUIDATED DAMAGE

20 Length of time 
between psychiatric 
hospital/RTF 
discharge and first 
subsequent mental 
health case 
management service 

Mental Health Case 
Management Report 

90% of discharged members receive a 
mental health case management service as 
medically necessary within seven (7) 
calendar days of discharge, excluding 
situations involving member reschedules, 
no shows, and refusals 

(1) Number of members 
discharged by length of time 
between discharge and first 
subsequent mental health case 
management service as 
medically necessary reported 
by CMHA and type of service 
received; determined for each 
month 
 
(2) Average length of time 
between hospital discharge and 
first subsequent medically 
necessary MHCM visit 
reported by CMHA and type of 
service received excluding 
member reschedules, no 
shows, and refusals; 
determined for each month 

Quarterly $3,000 for each quarter 
determined to not be in 
compliance 

21 Seven (7) day 
readmission rate  

Psychiatric 
Hospital/RTF 
Readmission Report  

Not more than 10% of members discharged 
from an inpatient or residential facility are 
readmitted within seven (7) calendar days 
of discharge 

Number of members 
discharged from an inpatient or 
residential facility divided by 
the number of members 
readmitted within seven (7) 
calendar days of discharge; 
determined for each month in 
the quarter 

Quarterly $1,500 for each quarter 
determined to not be in 
compliance 

22 Thirty (30) day 
readmission rate 

Psychiatric 
Hospital/RTF 
Readmission Report  

Not more than 15% of members discharged 
from an inpatient or residential facility are 
readmitted within thirty (30) calendar days 
of discharge 

Number of members 
discharged from an inpatient or 
residential facility divided by 
the number of members 
readmitted within thirty (30) 
calendar days of discharge; 
determined for each month in 
the quarter 

Quarterly $1,500 for each quarter 
determined to not be in 
compliance 

23 Members are 
satisfied with the 
services they receive 
from behavioral 
health providers 

Annual consumer 
satisfaction survey 
administered by 
TDMHDD 

85% of respondents rate their experience to 
be fair or better 

Distribution of members by 
satisfaction score 

Annually $10,000 for each response 
below 85% 
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43. Attachment VIII shall be deleted in its entirety and replaced with the following: 
 
 
 

ATTACHMENT VIII 
DELIVERABLE REQUIREMENTS 

 
GENERAL 
 
This is a preliminary list of deliverables. The CONTRACTOR and TENNCARE shall agree to the 
appropriate deliverables, deliverable format/submission requirements, submission and approval time 
frames, and technical assistance as required. Deliverables shall be submitted to the TennCare Bureau 
unless otherwise specified. 
 
TENNCARE will require that some or all deliverables be reviewed and/or approved by TENNCARE 
during the readiness review and/or during operations. As specified by TENNCARE, material 
modifications to certain deliverables must be reviewed and/or approved by TENNCARE. 
 
DELIVERABLE ITEMS 
 
1. Evidence of TDCI license for CONTRACTOR and subcontractors (as applicable) to ensure 

compliance with Section 2.1.1 
 
2. Notification that a member may satisfy any of the conditions for termination from the TennCare 

program in accordance with Section 2.5.4 
 
3. Request for prior approval/notice of use of cost effective alternative services in accordance with 

Section 2.6.5 
 
4. Request for prior approval of incentives in accordance with Section 2.6.6 
 
5. Policies and procedures for patient liability that ensure compliance with Section 2.6.7.2 
 
6. Policies and procedures for self-direction of health care tasks in accordance with Section 2.7.3 
 
7. Description of health education and outreach programs and activities to ensure compliance with 

Section 2.7.4 
 
8. TENNderCare policies and procedures that ensure compliance with the requirements of Section 

2.7.6 
 
9. Policies and procedures for advance directives that ensure compliance with Section 2.7.7 
 
10. Disease management program policies and procedures that ensure compliance with Section 2.8 
 
11. Service coordination policies and procedures that  ensure compliance with Section 2.9.1 
 
12. Policies and procedures for transition of new members that ensure compliance with the 

requirements of Section 2.9.2 
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13. Policies and procedures for transition of member receiving long-term care services at the time of 
CHOICES implementation that ensure compliance with Section 2.9.3 

 
14. Transition of care polices and procedures that ensure compliance with Section 2.9.4 
 
15. MCO case management policies and procedures that ensure compliance with Section 2.9.5 
 
16. Care coordination policies and procedures that ensure compliance with Section 2.9.6 
 
17. Policies and procedures for consumer direction of HCBS that ensure compliance with Section 2.9.7 
 
18. Policies and procedures for coordination of physical health, behavioral health, and long-term care 

services that ensure compliance with Section 2.9.8 
 
19. If CONTRACTOR subcontracts for the provision of behavioral health services, agreement with the 

subcontractor in accordance with Section 2.9.8.2 to ensure compliance with Section 2.9.8 
 
20. Policies and procedures for coordination among behavioral health providers that ensure compliance 

with Section 2.9.9 
 
21. Policies and procedures for coordination of pharmacy services that ensure compliance with Section 

2.9.10 
 
22. Policies and procedures for coordination of dental services that ensure compliance with Section 

2.9.11 
 
23. Identification of members serving on the claims coordination committee in accordance with Section 

2.9.11.5.3 
 
24. Policies and procedures for coordination with Medicare that ensure compliance with Section 2.9.12 
 
25. Policies and procedures for inter-agency coordination that ensure compliance with Section 2.9.14 
 
26. Polices and procedures regarding non-covered services that ensure compliance with Section 2.10 
 
27. Policies and procedures to develop and maintain a provider network that ensure compliance with 

Section 2.11.1, including policies and procedures for selection and/or retention of providers 
 
28. Policies and procedures for PCP selection and assignment that ensure compliance with Section 

2.11.2, including policies and procedures regarding change of PCP and use of specialist as PCP 
 
29. Plan to identify, develop, or enhance existing inpatient and residential treatment capacity for adults 

and adolescents with co-occurring mental health and substance abuse disorders to ensure 
compliance with Section 2.11.5.2 

 
30. Credentialing manual and policies and procedures that ensure compliance with Section 2.11.8 
 
31. Policies and procedures that ensure compliance with notice requirements in Section 2.11.9 
 
32. Notice of provider and subcontractor termination and additional documentation as required by 

Section 2.11.9.2 
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33. Provider agreement template(s) and revisions to TDCI as required in Section 2.12 
 
34. Indemnity language in provider agreements if different than standard indemnity language (see 

Section 2.12.9.49)  
 
35. Intent to use a physician incentive plan (PIP) to TennCare Bureau and TDCI (see Section 2.13.8) 
 
36. Any provider agreement templates or subcontracts that involve a PIP for review as a material 

modification (to TDCI) as required by (see Section 2.13.8) 
 
37. Pricing policies for emergency services provided by non-contract providers that ensure compliance 

with Section 2.13.9.1 
 
38. Policies and procedures for PCP profiling to ensure compliance with Section 2.14.9 
 
39. Information on PCP profiling as requested by TENNCARE (see Section 2.14.9) 
 
40. QM/QI policies and procedures to ensure compliance with Section 2.15  
 
41. Copy of signed contract with NCQA approved vendor to perform CAHPS as required by Section 

2.15.5 
 
42. Copy of signed contract with NCQA approved vendor to perform HEDIS audit as required by 

Section 2.15.5 
 
43. Evidence that NCQA accreditation application submitted and fee paid (Section 2.15.5.1) 
 
44. HEDIS BAT as required by Section 2.15.6 
 
45. Copy of signed NCQA survey contract as required by Section 2.15.5.1 
 
46. Notice of date for ISS submission and NCQA on-site review as required by Section 2.15.5.1 
 
47. Notice of final payment to NCQA as required by Section 2.15.5.1 
 
48. Notice of submission of ISS to NCQA as required by Section 2.15.5.1 
 
49. Copy of completed NCQA survey and final report as required by Section 2.15.5.1 
 
50. Notice of any revision to NCQA accreditation status  
 
51. Policies and procedures regarding critical incident management and reporting to ensure compliance 

with Section 2.15.8 
 
52. Member materials as described in Section 2.17, including but not limited to, member handbook, 

quarterly member newsletters, identification card, and provider directory along with any required 
supporting materials 

 
53. Member services phone line policies and procedures that ensure compliance with Section 2.18.1 
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54. Policies and procedures regarding interpreter and translation services that ensure compliance with 
Section 2.18.2 

 
55. Provider service and phone line policies and procedures that ensure compliance with Section 2.18.4 
 
56. Description of 24/7 ED Assistance Line (see Section 2.18.4.7) 
 
57. Provider handbook that is in compliance with requirements in Section 2.18.5 
 
58. Provider education and training plan and materials that ensure compliance with Section 2.18.6 
 
59. Provider relations policies and procedures in compliance with Section 2.18.7 
 
60. Protocols regarding one-on-one assistance to long-term care providers that ensure compliance with 

Section 2.18.7.2 
 
61. Policies and procedures to monitor and ensure provider compliance with the Agreement (see 

Section 2.18.7.3)  
 
62. Policies and procedures for a provider complaint system that ensure compliance with Section 2.18.8 
 
63. FEA education and training plan and materials that ensure compliance with Section 2.18.9 
 
64. Policies and procedures regarding member involvement with behavioral health services that ensure 

compliance with Section 2.18.10 
 
65. Appeal and complaint policies and procedures that ensure compliance with Section 2.19  
 
66. Fraud and abuse policies and procedures that ensure compliance with Section 2.20 
 
67. Report all confirmed or suspected fraud and abuse to the appropriate agency as required in Section 

2.20.2 
 
68. Fraud and abuse compliance plan (see Section 2.20.3) 
 
69. TPL policies and procedures that ensure compliance with Section 2.21.4 
 
70. Accounting policies and procedures that ensure compliance with Section 2.21.7 
 
71. Proof of insurance coverage (see Section 2.21.8) 
 
72. Executed agreement for audit accounts that contains the required language (see Section 2.21.11) 
 
73. Claims management policies and procedures that ensure compliance with Section 2.22 
 
74. Internal claims dispute procedure (see Section 2.22.5) 
 
75. EOB policies and procedures to ensure compliance with Section 2.22.8 
 
76. Systems policies and procedures, manuals, etc. to ensure compliance with Section 2.23 (see Section 

2.23.10) 
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77. Proposed approach for remote access in accordance with Section 2.23.6.10 
 
78. Information security plan as required by Section 2.23.6.11 
 
79. Notification of Systems problems in accordance with Section 2.23.7 
 
80. Systems Help Desk services in accordance with Section 2.23.8 
 
81. Notification of changes to Systems in accordance with Section 2.23.9 
 
82. Notification of changes to membership of behavioral health advisory committee and current 

membership lists in accordance with Section 2.24.2 
 
83. Notification of changes to membership of CHOICES Advisory Group and current membership lists 

in accordance with Section 2.24.3 
 
84. An abuse and neglect plan in accordance with Section 2.24.4 
 
85. Medical record keeping policies and procedures that ensure compliance with Section 2.24.6 
 
86. Subcontracts (see Section 2.26) 
 
87. HIPAA policies and procedures that ensure compliance with Section 2.27 
 
88. Accounting of disclosures in accordance with Section 2.27.2.10 
 
89. Notification of use or disclosure in accordance with Section 2.27.2.13.3.3 
 
90. Notification of any unauthorized acquisition of enrollee PHI in accordance with Section 2.27.2.13.3 
 
91. Third (3rd) party certification of HIPAA transaction compliance in accordance with Section 

2.27.2.27 
 
92. Notification of any security incident in accordance with Section 2.27.3 
 
93. Non-discrimination policies and procedures as required by Section 2.28 
 
94. Names, resumes, and contact information of key staff as required by Section 2.29.1.2 
 
95. Changes to key staff as required by Section 2.29.1.2 
 
96. Staffing plan as required by Section 2.29.1.8 
 
97. Changes to location of staff from in-state to out-of-state as required by Section 2.29.1.9 
 
98. Background check policies and procedures that ensure compliance with Section 2.29.2.1 
 
99. List of officers and members of Board of Directors (see Section 2.29.3) 
 
100. Changes to officers and members of Board of Directors (see Section 2.29.3) 
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101. Eligibility and Enrollment Data (see Section 2.30.2.1) 
 
102. Monthly Enrollment/Capitation Payment Reconciliation Report (see Section 2.30.2.2) 
 
103. Quarterly Member Enrollment/Capitation Payment Report (see Section 2.30.2.3) 
 
104. Information on members (see Section 2.30.2.4) 
 
105. Psychiatric Hospital/RTF Readmission Report (see Section 2.30.4.1) 
 
106. Mental Health Case Management Report (see Section 2.30.4.2) 
 
107. Supported Employment Report (see Section 2.30.4.3) 
 
108. Behavioral Health Crisis Response Report (see Section 2.30.4.4) 
 
109. Member CRG/TPG Assessment Report (see Section 2.30.4.5) 
 
110. Rejected CRG/TPG Assessment Report (see Section 2.30.4.6) 
 
111. CRG/TPG Assessments Audit Report (see Section 2.30.4.7) 
 
112. Methodology for conducting CRG/TPG assessment audits (see Section 2.30.4.8) 
 
113. Adverse Occurrences Report (see Section 2.30.4.9) 
 
114. TENNderCare Report (see Section 2.30.4.10) 
 
115. Self-Directed Health Care Tasks Report (see Section 2.30.4.11) 
 
116. Disease Management Update Report (see Section 2.30.5.1) 
 
117. Disease Management Report (see Section 2.30.5.2) 
 
118. Disease Management for CHOICES Update Report (see Section 2.30.5.3) 
 
119. Disease Management for CHOICES Report (see Section 2.30.5.4) 
120. Disease Management Program Description (see Section 2.30.5.5) 
 
121. MCO Case Management Program Description (see Section 2.30.6.1.1) 
 
122. MCO Case Management Services Report (see Section 2.30.6.1.2) 
 
123. MCO Case Management Update Report (see Section 2.30.6.1.3) 
 
124. Status of Transitioning CHOICES Member Report (see Section 2.30.6.2) 
 
125. New Member Assessment and Care Planning and Initiation of Services Report (see Section 

2.30.6.3) 
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126. CHOICES Intake, Enrollment, and Service Initiation Report (see Section 2.30.6.4) 
 
127. Ongoing Assessment and Care Planning and Service Initiation Report (see Section 2.30.6.5) 
 
128. Post-Enrollment Care Coordination Contact Report (see Section 2.30.6.6) 
 
129. Nursing Facility Diversion  Report (see Section 2.30.6.7) 
 
130. Nursing Facility to Community Transition Report (see Section 2.30.6.8) 
 
131. Nursing Facility Utilization Report (see Section 2.30.6.9) 
 
132. Missed Visits Report (see Section 2.30.6.10) 
 
133. Care Coordination Staffing Report (see Section 2.30.6.11) 
 
134. Care Coordination Quality Assurance Plan and Care Coordination Quality Assurance Plan Report 

(see Section 2.30.6.12) 
 
135. Consumer Direction of HCBS Report (see Section 2.30.6.13) 
 
136. Members identified as potential pharmacy lock-in candidates (see Section 2.30.6.14) 
 
137. Pharmacy Services Report (see Section 2.30.6.15) 
 
138. Pharmacy Services Report, On Request (see Section 2.30.6.16) 
 
139. Provider Enrollment File (see Section 2.30.7.1) 
 
140. Provider Compliance with Access Requirements Report (see Section 2.30.7.2) 
 
141. PCP Assignment Report (see Section 2.30.7.3) 
 
142. Report of Essential Hospital Services (see Section 2.30.7.4) 
 
143. Behavioral Health Initial Appointment Timeliness Report (see Section 2.30.7.5) 
 
144. Long-Term Care Provider Network Development Plan (see Section 2.30.7.6) 
 
145. Long-Term Care Provider Capacity Performance Report (see Section 2.30.7.7) 
 
146. Qualified Workforce Strategies Report (see Section 2.30.7.8) 
 
147. FQHC Reports (see Section 2.30.7.9) 
 
148. Institutions for Mental Diseases (IMD) Out-of-State Report (see Section 2.30.7.10) 
 
149. Single Case Agreements Report (see Section 2.30.8)  
 
150. Related Provider Payment Report (see Section 2.30.9) 
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151. UM program description, work plan, and evaluation (see Section 2.30.10.1) 
 
152. Cost and Utilization Reports (see Section 2.30.10.2) 
 
153. Cost and Utilization Summaries (see Section 2.30.10.3) 
 
154. Identification of high-cost claimants (see Section 2.30.10.4) 
 
155. CHOICES Utilization Report (see Section 2.30.10.5) 
 
156. Prior Authorization Reports (see Section 2.30.10.6) 
 
157. Referral Provider Listing and supporting materials (see Section 2.30.10.7) 
 
158. ED Threshold Report (see Section 2.30.10.8) 
 
159. QM/QI Program Description, Associated Work Plan and Annual Evaluation (see Section 

2.30.11.1) 
 
160. Report on Performance Improvement Projects (see Section 2.30.11.2) 
 
161. NCQA Accreditation Report (see Section 2.30.11.3) 
 
162. NCQA revaluation of accreditation status based on HEDIS scores (see Section 2.30.11.4) 
 
163. Reports of Audited CAHPS Results and Audited HEDIS Results (see Section 2.30.11.5) 
 
164. Health Outcomes Survey data files (see Section 2.30.11.6) 
 
165. Critical Incidents Report (see Section 2.30.11.7) 
 
166. Member Services and Provider Services Phone Line Report (see Section 2.30.12.1.1) 
 
167. 24/7 Nurse Triage Line Report  (see Section 2.30.12.1.2) 
 
168. ED Assistance Tracking Report (see Section 2.30.12.1.3) 
 
169. Translation/Interpretation Services Report (see Section 2.30.12.3) 
 
170. Provider Satisfaction Survey Report (see Section 2.30.12.4) 
 
171. Provider Complaints Report (see Section 2.30.12.5) 
 
172. Member Complaints Report (see Section 2.30.13) 
 
173. Fraud and Abuse Activities Report (see Section 2.30.14.1) 
 
174. Policies in compliance with Section 1902(a)(68) of the Social Security Act (see Section 

2.30.14.3) 
 
175. Recovery and Cost Avoidance Report (see Section 2.30.15.1.1) 
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176. Other Insurance Report (see Section 2.30.15.1.2) 
 
177. Patient Liability Report (see Section 2.30.15.2) 
 
178. Medical Loss Ratio (MLR) Report (see Section 2.30.15.3.1) 
 
179. Ownership and Financial Disclosure Report (see Section 2.30.15.3.2) 
 
180. Annual audit plan (see Section 2.30.15.3.3) 
 
181. Financial Plan and Projection of Operating Results Report (to TDCI) (see Section 2.30.15.4.1) 
 
182. Comparison of Actual Revenues and Expenses to Budgeted Amounts Report (to TDCI) (see 

Section 2.30.15.4.2) 
 
183. Annual Financial Report (to TDCI) (see Section 2.30.15.4.3) 
 
184. Quarterly Financial Report (to TDCI) (see Section 2.30.15.4.4) 
 
185. Audited Financial Statements (to TDCI) (see Section 2.30.15.4.5)  
 
186. Claims Payment Accuracy Report (see Section 2.30.16.1) 
 
187. EOB Report (see Section 2.30.16.2) 
 
188. Claims Activity Report (see Section 2.30.16.3) 
 
189. HCBS Annual Benefit limits Report (see Section 2.30.16.4) 
 
190. Cost Neutrality Report (see Section 2.30.16.5) 
 
191. Expenditure Cap Report (see Section 2.30.16.6) 
 
192. Cost Effective Alternative Services for CHOICES Report (see Section 2.30.16.7) 
 
193. Systems Refresh Plan (see Section 2.30.17.1) 
 
194. Encounter Data Files (see Section 2.30.17.2) 
 
195. Electronic version of claims paid reconciliation (see Section 2.30.17.3) 
 
196. Information and/or data to support encounter data submission (see Section 2.30.17.4) 
 
197. Systems Availability and Performance Report (see Section 2.30.17.5) 
 
198. Business Continuity and Disaster Recovery Plan (see Section 2.30.17.6) 
 
199. Reports on the Activities of the CONTRACTOR’s Behavioral Health Advisory Committee (see 

Section 2.30.18.1) 
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200. Report on the Activities of the CONTRACTOR’s CHOICES Advisory Group (see Section 
2.30.18.2) 

 
201. Subcontracted claims processing report (see Section 2.30.19.1) 
 
202. Security Incident Report (see Section 2.30.20) 
 
203. Summary Listings of Servicing Providers (see Section 2.30.21.1) 
 
204. Supervisory Personnel Report (see Section 2.30.21.2) 
 
205. Alleged Discrimination Report (see Section 2.30.21.3) 
 
206. Non-discrimination policy (see Section 2.30.21.4) 
 
207. Non-Discrimination Compliance Plan and Assurance of Non-Discrimination (see Section 

2.30.21.5) 
 
208. Provider reimbursement rates for services incurred prior to the start date of operations in 

accordance with Section 3.7.1.2.1 
 
209. Disclosure of conflict of interest (see Section 2.30.22.1) 
 
210. Attestation Re: Personnel Used in Contract Performance (see Section 2.30.22.2) 
 
211. Return of funds in accordance with Section 3.14.5 
 
212. Termination plan in accordance with Section 4.4.8.2.8 
 
213. Policies and procedures for delivering NEMT services, including an operating procedures 

manual, as provided in Section A.1 of Attachment XI 
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44. Delete Attachment IX, Exhibit A, Quarterly Enrollment/Capitation Payment 
Reconciliation Reports, and replace with “Intentionally Left Blank.”  

 
45. Attachment IX, Exhibit G shall be deleted in its entirety and replaced with the 

following: 
 

ATTACHMENT IX, EXHIBIT G 
REPORT OF ESSENTIAL HOSPITAL SERVICES 

 
Instructions for Completing Report of Essential Hospital Services 

 
The chart for the Report of Essential Hospital Services required in Section 2.30.7.4 is to be prepared 
based on the CONTRACTOR’s provider network for essential hospital services in each Grand Region in 
which the CONTRACTOR has (or expects to have) TennCare members.  

 
• Fill out one report for each Grand Region. In the top portion of the grid, indicate the MCO name, 

the Grand Region, the total number of MCO members in the Grand Region and the date that such 
total enrollment was established.  

• Provide information on each contract and non-contract facility that serves (or will serve) 
members in the identified Grand Region. The MCO should use a separate row to report 
information on each such facility.  

 
1. In the first column, “Name of Facility” indicate the complete name of the facility.  

 
2. In the second column, “TennCare ID” indicate the TennCare ID assigned to the facility. 
 
3. In the third column, “NPI” indicate the National Provider Identifier issued to the facility. 
 
4. In the fourth column, “City/Town” indicate the city or town in which the designated facility is 

located.  
 
5. In the fifth column, “County” indicate the name of the county in which this facility is located.  
 
6. In the sixth through the twelfth columns indicate the status of the CONTRACTOR’s relationship with 

the specific facility for each of these covered hospital services, e.g. Neonatal, Perinatal, Pediatric, 
Trauma, Burn, Center of Excellence for AIDS, and Centers of Excellence for Behavioral Health. For 
example: 

• If the CONTRACTOR has an executed provider agreement with the facility for neonatal services, 
insert an “E” in the column labeled “Neonatal”.  

• If the CONTRACTOR does not have an executed provider agreement with this facility for 
“Neonatal”, but has another type of arrangement with this facility, the CONTRACTOR should 
indicate the code that best describes its relationship (L=letter of intent; R=on referral basis; N=in 
contract negotiations; O=other arrangement). For any facility in which the CONTRACTOR does 
not have an executed provider agreement and is using as a non-contract provider, the 
CONTRACTOR should submit a brief description (one paragraph) of its relationship with the 
facility including an estimated timeline for executing a provider agreement, if any. 

• If the CONTRACTOR does not have any relationship for neonatal services with the facility on 
this row, the CONTRACTOR should leave the cell labeled “neonatal” blank. 
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ATTACHMENT IX, EXHIBIT G  
ESSENTIAL HOSPITAL SERVICES REPORT 

 
 

             
MCO Name:_____________________ Grand Region: _____________________ 
             
Number of TennCare Members:_______________ as of (date): _________________ 
             
             
Name of 
Facility 

TennCare  
ID 

NPI City/ 
Town 

County Neonatal Perinatal Pediatric Trauma Burn AIDS 
Center of 
Excellence 

Center of 
Excellence 

for 
Behavioral 

Health 

Comments 

             
             
             
             
             
             
 
E = Executed Provider Agreement 
L = Letter of Intent 
R = On Referral Basis 
N = In Contract Negotiations 
O = Other Arrangement 

If no relationship for a particular service leave cell blank 
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46. Delete Attachment IX, Exhibit J, Cost and Utilization Reports, and replace with 
“Intentionally Left Blank.”  

 
47. Delete Attachment IX, Exhibit K, Cost and Utilization Summaries, and replace with 

the following: 
 

ATTACHMENT IX, EXHIBIT K 
COST AND UTILIZATION SUMMARIES 

 
The quarterly Cost and Utilization Summaries required in Section 2.30.10.3 shall include information for 
each of the following populations:  

 
• Medicaid 
• Uninsured 
• Medically Eligible Child 
• Non-CHOICES Disabled 
• Non-CHOICES Duals 
• CHOICES Duals 
• CHOICES Non-Duals 

 
Summaries for the following shall be provided: 
 

1) Data elements for Top 25 Providers (broken down by facilities, practitioners, ancillary providers, 
transportation providers) by Amount Paid  

 
• Rank 
• Provider type 
• Provider Name 
• Street Address (Physical Location) 
• City 
• State 
• Zip Code 
• Amount Paid to Each Provider 
• Amount Paid as a Percentage of Total Provider Payments 
 

2) Data elements for Top 25 Inpatient Diagnoses by Number of Admissions  
 

• Rank 
• DRG Code (Diagnosis Code) 
• Description 
• Amount Paid 
• Admits 
• Admits as a Percentage of Total Admits 

 
3) Data elements for Top 25 Inpatient Diagnoses by Amount Paid  

 
• Rank 
• DRG Code (Diagnosis Code) 
• Description 
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• Admits 
• Amount Paid 
• Amount Paid as a Percentage of Total Inpatient Dollars 

 
4) Data elements for Top 25 Outpatient Diagnoses by Number of Visits  

 
• Rank 
• Diagnosis code 
• Description 
• Amount Paid 
• Visits 
• Visits as a percentage of Total Outpatient Visits 

 
5) Data elements for Top 25 Outpatient Diagnoses by Amount Paid  

 
• Rank 
• Diagnosis Code 
• Description 
• Visits 
• Amount Paid 
• Amount Paid as a Percentage of Total Outpatient Payments 

 
6) Data elements for Top 10 Inpatient Surgical/Maternity Procedures (DRGs) by Number of 

Admissions  
 

• Rank 
• DRG Code 
• Description 
• Amount Paid 
• Number of Admissions 
• Admissions as a Percentage of Total Admissions 

 
7) Data elements for Top 10 Inpatient Surgical/Maternity Procedures (DRGs) by Amount Paid  

 
• Rank 
• DRG Code 
• Description 
• Number of Procedures 
• Amount Paid 
• Amount Paid as a Percentage of Total Inpatient Surgical/Maternity Payments 

 
8) Data elements for Top 10 Outpatient Surgical/Maternity Procedures by Number of Procedures  

 
• Rank 
• Procedure Code 
• Description 
• Amount Paid 
• Number of Procedures 
• Procedures as a Percentage of Total Surgical/Maternity Procedures 



 
 

Page 370 of 374 

 
9) Data elements for Top 10 Outpatient Surgical/Maternity Procedures by Amount Paid  

 
• Rank 
• Procedure Code 
• Description 
• Number of Procedures 
• Amount Paid 
• Amount Paid as a Percentage of Total Outpatient Surgical/Maternity Payments 

 
 

48. Delete Attachment IX, Exhibit L, Prior Authorization Reports, and replace with 
“Intentionally Left Blank.”  

 
49. Attachment IX, Exhibit M, shall be deleted and replaced with the following: 
 

ATTACHMENT IX, EXHIBIT M 
MEMBER SERVICES AND PROVIDER SERVICES PHONE LINE REPORT 

 
Instructions for Completing the Member Services and Provider Services Phone Line Report 

 
The following definitions shall be used:  
 

Abandoned Call: A call in the phone line queue that is terminated by the caller before reaching a live 
voice.  
 
Average Time to Answer: The average time that callers waited in the phone line queue (when the 
call was placed during the hours the phone line is open for services) before speaking to a MCO 
representative. This shall be reported in minutes: seconds (e.g. one minute and twenty-five seconds 
should be reported as 1:25). 
 
Call Abandonment Rate: The number of calls (where the member/provider called directly into the 
phone line or selected a member/provider services option and was put in the call queue) that are 
abandoned by the caller or the system before being answered by a live voice, divided by the number 
of calls received by the phone line (during hours when the line is staffed with personnel—hours open 
for services) during the measurement period.  
  
Call Answer Timeliness: The number of calls (where the member called directly into the phone line 
or selected a member/provider services option and was put in the call queue) that are answered by a 
live voice within thirty (30) seconds, divided by the number of calls received by the phone line 
(during hours when the line is staffed with personnel—hours open for services) during the 
measurement period. 
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ATTACHMENT IX, EXHIBIT M  

MEMBER SERVICES AND PROVIDER SERVICES PHONE 
LINE REPORT  

    
MCO Name:________________________________________    

Report Submission Date:______________________________    

Reporting Quarter:__________________________________    

   

[Month 1] [Month 2] [Month 3] 

      

Total Number of Calls Received       

% of Calls Abandoned       

Average Time to Answer       

Member  
Services  
Line 

% of Calls Answered within 30 Seconds       

Total Number of Calls Received       

% of Calls Abandoned       

Average Time to Answer       

Nurse  
Triage  
Line 

% of Calls Answered within 30 Seconds       

Total Number of Calls Received       

% of Calls Abandoned       

Average Time to Answer       

Provider 
Services  
Line 

% of Calls Answered within 30 Seconds       
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50. Delete Attachment IX, Exhibit N, Medical Loss Ratio Report, and replace with 
“Intentionally Left Blank” 

 
51. Attachment X shall be deleted in its entirety and replaced with the following: 

 
 
 

ATTACHMENT X

ATTESTATION RE PERSONNEL USED IN CONTRACT PERFORMANCE  

SUBJECT CONTRACT NUMBER:  

CONTRACTOR LEGAL ENTITY NAME:  

FEDERAL EMPLOYER IDENTIFICATION 
NUMBER:  
(or Social Security Number) 

 

The Contractor, identified above, does hereby attest, certify, warrant, and assure that the 
Contractor shall not knowingly utilize the services of an illegal immigrant in the performance of 
this Contract and shall not knowingly utilize the services of any subcontractor who will utilize the 
services of an illegal immigrant in the performance of this Contract. 

 

CONTRACTOR SIGNATURE 

NOTICE:  This attestation MUST be signed by an individual empowered to contractually bind the Contractor.  If said individual 
is not the chief executive or president, this document shall attach evidence showing the individual’s authority to contractually 
bind the Contractor. 

 

PRINTED NAME AND TITLE OF SIGNATORY  

 

DATE OF ATTESTATION  
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52. In Attachment XI, NEMT Requirements, Section A.12.5 is deleted in its entirety and 
replaced with the following: 

 
A.12.5 The CONTRACTOR shall provide Division of Mental Retardation Services (DMRS) 

residential and day service waiver providers the opportunity to become a NEMT provider 
if the provider is qualified to provide the service and agrees to the terms of the 
CONTRACTOR’s NEMT provider agreement, which shall be no more restrictive than 
for other NEMT providers. These providers shall only provide covered NEMT services to 
members receiving HCBS MR waiver services from the provider. The CONTRACTOR 
shall reimburse these providers for covered NEMT to TennCare covered services (see 
definition in Exhibit A) and shall not reimburse these providers for NEMT to services 
provided though a HCBS MR waiver. The CONTRACTOR shall reimburse these 
providers in accordance with rates paid to other NEMT providers for the provision of 
NEMT services. 

53. In Attachment XI, NEMT Requirements, Item 13 in Exhibit A is deleted in its 
entirety and replaced with the following: 

 
13. TennCare Covered Services: The health care services available to TennCare enrollees, as 

defined in TennCare rules and regulations. This includes, but is not limited to, physical 
health, behavioral health, pharmacy, dental services, and institutional services. TennCare 
covered services includes TENNderCare services. For purposes of NEMT, TennCare covered 
services does not include alternatives to institutional services (HCBS or 1915(c) waiver 
services). 

 
54. Effective July 1, 2009, Exhibit C of Attachment XII shall be amended by deleting the words 

“through June 30, 2009” at the top of the chart. Further, effective upon the CHOICES 
Implementation Date, Exhibit C, Attachment XII shall be amended by adding the 
following capitation rate cells: “CHOICES Duals - $4,529.19 PMPM” and 
“CHOICES Non-Duals - $5,942.45 PMPM”. 
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CONTRACTOR RISK AGREEMENT 

 
BETWEEN 

 
THE STATE OF TENNESSEE, d.b.a. TENNCARE 

 
AND 

 
AMERIGROUP TENNESSEE, INC.  

 
 
 
This Agreement is entered into by and between THE STATE OF TENNESSEE, hereinafter referred to as 
“TENNCARE” or “State” and AMERIGROUP, Tennessee, Inc., hereinafter referred to as “the 
CONTRACTOR”.  
 
 WHEREAS, the purpose of this Agreement is to assure the provision of quality physical health 
and behavioral health services while controlling the costs of such services; 
 
 WHEREAS, consistent with waivers granted by the Centers for Medicare & Medicaid Services, 
U.S. Department of Health and Human Services, the State of Tennessee has been granted the authority to 
pay a monthly prepaid capitated payment amount to Health Maintenance Organizations (HMOs), referred 
to as Managed Care Organizations or MCOs, for rendering or arranging necessary physical health and 
behavioral health services to persons who are enrolled in Tennessee’s TennCare program; 
 
 WHEREAS, the Tennessee Department of Finance and Administration is the state agency 
responsible for administration of the TennCare program and is authorized to contract with MCOs for the 
purpose of providing the services specified herein for the benefit of persons who are eligible for and are 
enrolled in the TennCare program, State Onlys and Judicials; and 
 
 WHEREAS, the CONTRACTOR is a Managed Care Organization as described in the 42 CFR 
Part 438, is licensed to operate as an HMO in the State of Tennessee, has met additional qualifications 
established by the State, is capable of providing or arranging for the provision of covered services to 
persons who are enrolled in the TennCare program and covered behavioral health services to State Onlys 
and Judicials for whom it has received prepayment, is engaged in said business, and is willing to do so 
upon and subject to the terms and conditions hereof; 
 
 NOW, THEREFORE, in consideration of the mutual promises contained herein the parties have 
agreed and do hereby enter into this Agreement according to the provisions set forth herein: 
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SECTION 1 - DEFINITIONS, ACRONYMS, AND ABBREVIATIONS 
 
The terms used in this Agreement shall be given the meaning used in TennCare rules and regulations. 
However, the following terms when used in this Agreement, shall be construed and/or interpreted as 
follows, unless the context expressly requires a different construction and/or interpretation. In the event of 
a conflict in language between these Definitions, Attachments, and other Sections of this Agreement, the 
specific language in Sections 2 through 4 of this Agreement shall govern. 
 
Administrative Cost – All costs to the CONTRACTOR related to the administration of this Agreement 
that are non-medical in nature including, but not limited to:  

 
1. Meeting general requirements in Section 2.2; 
 
2. Enrollment and disenrollment in accordance with Section 2.4 and 2.5; 

 
3. Additional services and use of incentives in Section 2.6.6; 

 
4. Health education and outreach in Section 2.7.3; 

 
5. Meeting requirements for coordination of services specified in Section 2.9; 

 
6. Establishing and maintaining a provider network in accordance with the requirements specified in 

Section 2.11, Attachments III, IV and V; 
 

7. Utilization Management as specified in Section 2.14; 
 

8. Quality Management and Quality Improvement activities as specified in Section 2.15;  
 

9. Production and distribution of Member Materials as specified in Section 2.17;  
 

10. Customer service requirements in Section 2.18; 
 
11. Appeals processing and resolution in accordance with Section 2.19; 

 
12. Determination of recoveries from third party liability resources in accordance with Section 2.21.4;  

 
13. Claims Processing in accordance with Section 2.22; 

 
14. Maintenance and operation of Information Systems in accordance with Section 2.23; 

 
15. Personnel requirements in Section 2.29; 

 
16. Production and submission of required reports as specified in Section 2.30;  

 
17. Administration of this Agreement in accordance with policies and procedures;  

 
18. All other Administration and Management responsibilities as specified in Attachments II through 

IX and Sections 2.20, 2.21, 2.24, 2.25, 2.26, 2.27, and 2.28; 
 

19. Premium tax; and 
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20. Costs of subcontractors engaged solely to perform a non-medical administrative function for the 
CONTRACTOR specifically related to securing or fulfilling the CONTRACTOR’s obligations to 
TENNCARE under the terms of this Agreement (e.g., claims processing) are considered to be an 
“administrative cost”. 
 

Adverse Action – Any action taken by the CONTRACTOR to deny, reduce, terminate, delay or suspend a 
covered service as well as any other acts or omissions of the CONTRACTOR which impair the quality, 
timeliness or availability of such benefits.  
  
Appeal Procedure – The process to resolve an enrollee’s right to contest verbally or in writing, any 
adverse action taken by the CONTRACTOR to deny, reduce, terminate, delay, or suspend a covered 
service as well as any other acts or omissions of the CONTRACTOR which impair the quality, timeliness 
or availability of such benefits. The appeal procedure shall be governed by TennCare rules and 
regulations and any and all applicable court orders and consent decrees.  
 
Base Capitation Rate – The amount established by TENNCARE pursuant to the methodology described 
in Section 3 of this Agreement as compensation for the provision of all covered services except for 
behavioral services for Priority enrollees and for State Onlys and Judicials. 
 
Behavioral Health Assessment – Procedures used to diagnose mental health or substance abuse conditions 
and determine treatment plans.  
 
Behavioral Health Services – Mental health and substance abuse services.  
 
Benefits – The package of health care services, including behavioral health services, that define the 
covered services available to TennCare enrollees enrolled in the CONTRACTOR’s MCO pursuant to this 
Agreement.  
 
Bureau of TennCare – The division of the Tennessee Department of Finance and Administration (the 
single state Medicaid agency) that administers the TennCare program. For the purposes of this 
Agreement, Bureau of TennCare shall mean the State of Tennessee and its representatives. 
 
Business Day – Monday through Friday, except for State of Tennessee holidays. 
 
CAHPS (Consumer Assessment of Healthcare Providers and Systems) – A comprehensive and evolving 
family of surveys that ask consumers and patients to evaluate various aspects of health care. 
 
Capitation Payment – The fee that is paid by TENNCARE to the CONTRACTOR for each member 
covered by this Agreement, whether or not the member utilizes services during the payment period. The 
CONTRACTOR is at financial risk as specified in Section 3 of this Agreement for the payment of 
services incurred in excess of the amount of the capitation payment. “Capitation Payment” includes Base 
Capitation Rate payments, Priority Add-on rate payments, and State Only and Judicials rate payments, 
unless otherwise specified. 
 
Capitation Rate – The amount established by TENNCARE pursuant to the methodology described in 
Section 3 of this Agreement, including the base capitation rate, priority add-on rate, and State Only and 
Judicials rate. 
 
Centers of Excellence (COE) for AIDS – Integrated networks designated by the State as able to provide a 
standardized and coordinated delivery system encompassing a range of services needed by TennCare 
enrollees with HIV or AIDS.  
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Centers of Excellence (COE) for Behavioral Health – COEs that provide a limited range of direct services 
to children in and at risk for state custody (i.e., not just DCS children/youth). These services are to 
augment the existing service system. Therefore, COEs for Behavioral Health typically only provide 
services where there is sufficient complexity in the case to warrant the COE for Behavioral Health 
resources and/or all other means to provide the service in the TennCare network have been exhausted.  
 
CFR – Code of Federal Regulations. 
 
Clean Claim – A claim received by the CONTRACTOR for adjudication that requires no further 
information, adjustment, or alteration by the provider of the services in order to be processed and paid by 
the CONTRACTOR. 
 
Clinical Practice Guidelines – Systematically developed tools or standardized specifications for care to 
assist practitioners and patient decisions about appropriate care for specific clinical circumstances. Such 
guidelines are typically developed through a formal process and are based on authoritative sources that 
include clinical literature and expert consensus.  
 
Clinically Related Group 1: Severely and/or Persistently Mentally Ill (SPMI) – Persons in this group 
are 18 years or older with a valid DSM-IV-TR (and subsequent revisions) diagnosis excluding 
substance use disorders, developmental disorders or V-codes. They are recently severely impaired 
and the duration of their severe impairment totals six months or longer of the past year.  

 
Clinically Related Group 2: Persons with Severe Mental  Illness (SMI) – Persons in this group are 18 
years or older with a valid DSM-IV-TR (and subsequent revisions) diagnosis excluding substance use 
disorders, developmental disorders or V-codes. Persons in this group are recently severely impaired 
and the duration of their severe impairment totals less than six months of the past year.  

 
Clinically Related Group 3: Persons who are Formerly Severely Impaired – Persons in this group are 
18 years or older with a valid DSM-IV-TR (and subsequent revisions) diagnosis excluding substance 
use disorders, developmental disorders or V-codes. Persons in this group are not recently severely 
impaired but have been severely impaired in the past and need services to prevent relapse.  

 
Clinically Related Group 4: Persons with Mild or Moderate Mental Disorders – Persons in this group 
are 18 years or older with a valid DSM-IV-TR (and subsequent revisions) diagnosis excluding 
substance use disorders, developmental disorders or V-codes. Persons in this group are not recently 
severely impaired and are either not formerly severely impaired or are formerly severely impaired but 
do not need services to prevent relapse.  

 
Clinically Related Group 5: Persons who are not in clinically related groups 1-4 as a result of their 
diagnosis – Persons in this group are 18 years or older diagnosed with DSM-IV-TR (and subsequent 
revisions) substance use disorders, developmental disorders or V-codes only.  
 
CMS – Centers for Medicare & Medicaid Services. 
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Community Service Area (CSA) – One or more counties in a defined geographical area in which the 
CONTRACTOR is authorized to enroll and serve TennCare enrollees in exchange for a monthly 
capitation fee. 
 
The following counties shall constitute the identified Community Service Areas in Tennessee:  
 

Northwest CSA - Lake, Obion, Weakley, Henry, Dyer, Crockett, Gibson, Carroll and 
Benton Counties 

 
Southwest CSA - Lauderdale, Haywood, Madison, Henderson, Decatur, Tipton, Fayette, 

Hardeman, Hardin, Chester and McNairy Counties 
 
Shelby CSA - Shelby County 
 
Mid-Cumberland CSA - Stewart, Montgomery, Robertson, Sumner, Trousdale, Houston, 

Dickson, Cheatham, Wilson, Humphreys, Williamson and Rutherford 
Counties 

 
Davidson CSA - Davidson County 
 
South Central CSA - Perry, Hickman, Maury, Marshall, Bedford, Coffee, Wayne, Lewis, 

Lawrence, Giles, Lincoln and Moore Counties 
 
Upper Cumberland CSA - Macon, Clay, Pickett, Smith, Jackson, Overton, Fentress, Dekalb, 

Putnam, Cumberland, White, Cannon, Warren and Van Buren 
Counties 

  
Southeast CSA - Franklin, Grundy, Sequatchie, Bledsoe, Rhea, Meigs, McMinn, Polk, 

Bradley and Marion Counties 
 
Hamilton CSA - Hamilton County 
 
East Tennessee CSA - Scott, Campbell, Claiborne, Morgan, Anderson, Union, Grainger, 

Hamblen, Jefferson, Cocke, Sevier, Blount, Monroe, Loudon and 
Roane Counties 

 
Knox CSA - Knox County 
 
First Tennessee CSA - Hancock, Hawkins, Sullivan, Greene, Washington, Unicoi, Carter and 

Johnson Counties 
   
Complaint – A written or verbal statement from an enrollee that contests an action taken by the 
CONTRACTOR or service provider other than an adverse action. The CONTRACTOR shall not treat 
anything as a complaint that falls within the definition of adverse action. 
 
Contract Provider – A provider that is employed by or has signed a provider agreement with the 
CONTRACTOR to provide covered services. 
 
Covered Services – See Benefits. 
 
Consumer – An individual who uses a mental health or substance abuse service.  
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CRA – Contractor Risk Agreement; also referred to as “Agreement.” 
 
CRG (Clinically Related Group) – Defining and classifying consumers 18 years or older into 
clinically related groups involves diagnosis, the severity of functional impairment, the duration of 
severe functional impairment, and the need for services to prevent relapse. Based on these criteria, 
there are five clinically related groups: 
 

Group 1 - Persons with Severe and Persistent Mental Illness (SPMI)  
 
Group 2 - Persons with Severe Mental Illness (SMI) 
 
Group 3 - Persons who were Formerly Severely Impaired and need services to prevent relapse 
 
Group 4 - Persons with Mild or Moderate Mental Disorder 
 
Group 5 - Persons who are not in Clinically Related Groups 1 – 4 as a result of their diagnosis being 

substance use disorder, developmental disorder, or V-codes  
 
Days – Calendar days unless otherwise specified. 
 
Dental Benefits Manager (DBM) – An entity responsible for the provision and administration of dental 
services, as defined by TENNCARE. 
 
DHHS – United States Department of Health and Human Services. 
 
Disenrollment – The removal of an enrollee from participation in the CONTRACTOR’s MCO and 
deletion from the enrollment file furnished by TENNCARE to the CONTRACTOR. 
 
Eligible – Any person certified by TENNCARE as eligible to receive services and benefits under the 
TennCare program. 
 
Emergency Medical Condition – A physical or behavioral 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 the following (1) 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; (2) serious impairment to bodily 
functions; (3) serious dysfunction of any bodily organ or part.  
 
Emergency Services – Covered inpatient and outpatient services that are as follows: (1) furnished by a 
provider that is qualified to furnish these services; and (2) needed to evaluate or stabilize an emergency 
medical condition. 
 
Enrollee – A person who has been determined eligible for TennCare and who has been enrolled in the 
TennCare program (see Member, also). 
  
Enrollment – The process by which a TennCare enrollee becomes a member of the CONTRACTOR’s 
MCO. 
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EPSDT – The Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) service is Medicaid’s 
comprehensive and preventive child health program for individuals under the age of 21. EPSDT was 
defined by law as part of the Omnibus Budget Reconciliation Act of 1989 (OBRA ‘89) legislation and 
includes periodic screening, vision, dental, and hearing services. In addition, Section 1905(r)(5) of the 
Social Security Act (the Act) requires that any medically necessary health care service listed at Section 
1905(a) of the Act be provided to an EPSDT recipient even if the service is not available under the State’s 
Medicaid plan to the rest of the Medicaid population. The federal regulations for EPSDT are in 42 CFR 
Part 441, Subpart B. 
 
Essential Hospital Services – Tertiary care hospital services to which it is essential for the 
CONTRACTOR to provide access. Essential hospital services include, but are not limited to, neonatal, 
perinatal, pediatric, trauma and burn services. 
 
Evidence-Based Practice – A clinical intervention that has demonstrated positive outcomes in several 
research studies to assist consumers in achieving their desired goals of health and wellness; specifically, 
the evidence-based practices recognized by the Substance Abuse and Mental Health Services 
Administration’s (SAMHSA) Center for Mental Health Services (CMHS).  
 
Facility – Any premises (a) owned, leased, used or operated directly or indirectly by or for the 
CONTRACTOR or its affiliates for purposes related to this Agreement; or (b) maintained by a 
subcontractor or provider to provide services on behalf of the CONTRACTOR. 
 
Fee-for-Service – A method of making payment for health services based on a fee schedule that specifies 
payment for defined services. 
  
FQHC – Federally Qualified Health Center. 
 
Grand Region – A defined geographical region that includes specified Community Service Areas in 
which the CONTRACTOR is authorized to enroll and serve TennCare enrollees in exchange for a 
monthly capitation fee. The CONTRACTOR shall serve an entire Grand Region. The following 
Community Service Areas constitute the Grand Regions in Tennessee:  
 

East Grand Region Middle Grand Region West Grand Region 
First Tennessee CSA Upper Cumberland CSA Northwest CSA 
East Tennessee CSA Mid Cumberland CSA Southwest CSA 
Knox CSA Davidson CSA Shelby CSA 
Southeast Tennessee CSA South Central CSA  
Hamilton CSA   

 
Health Maintenance Organization (HMO) – An entity certified by TDCI under applicable provisions of 
TCA Title 56, Chapter 32.  
 
Health Plan Employer Data and Information Set (HEDIS) – The most widely used set of standardized 
performance measures used in the managed care industry, designed to allow reliable comparison of the 
performance of managed health care plans. HEDIS is sponsored, supported, and maintained by the 
National Committee for Quality Assurance.  
 
HIPAA – Health Insurance Portability and Accountability Act. 
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Hospice – Services as described in TennCare rules and regulations and 42 CFR Part 418, which are 
provided to terminally ill individuals who elect to receive hospice services provided by a certified hospice 
agency. 
 
Information System(s) (Systems) – A combination of computing hardware and software that is used in: 
(a) the capture, storage, manipulation, movement, control, display, interchange and/or transmission of 
information, i.e., structured data (which may include digitized audio and video) and documents; and/or (b) 
the processing of such information for the purposes of enabling and/or facilitating a business process or 
related transaction. 
 
Institutionalized Medicaid – Individuals who are receiving (as described in TennCare rules and 
regulations) long-term care institutional services in a nursing facility or an Intermediate Care Facility for 
the Mentally Retarded (ICF/MR) or waiver covered services provided through a Home and Community 
Based Services (HCBS) waiver as an alternative for these institutional services. 
 
Judicial – An individual who requires judicial services as specified in Section 2.7.2.10 of this Agreement 
but (1) does not meet eligibility requirements for enrollment in the TennCare program or has a TennCare 
application pending; and (2) has not been determined to be a State Only participant by TDMHDD. A 
Judicial is not a TennCare enrollee nor a member of the CONTRACTOR’s MCO and is only entitled to 
coverage of those behavioral health evaluation and treatment services required by state law or by the court 
order under which the individual was referred. Eligibility criteria for judicial coverage must be met as 
determined by TDMHDD. 
 
Law – Statutes, codes, rules, regulations, and/or court rulings. 
 
Legally Appointed Representative – Any person appointed by a court of competent jurisdiction or 
authorized by legal process (e.g., power of attorney for health care treatment, declaration for mental 
health treatment) to determine the legal and/or health care interests of an individual and/or his/her estate.  
 
Long-Term Care – The services of one of the following: a nursing facility (NF); an Intermediate Care 
Facility for the Mentally Retarded (ICF/MR), or a Home and Community Based Services (HCBS) waiver 
program. (Services provided under a HCBS waiver program are considered to be alternatives to long-term 
care.) 
 
Managed Care Organization (MCO) – An HMO that participates in the TennCare program.  
 
Mandatory Outpatient Treatment (MOT) – Process whereby a person who was hospitalized for 
psychiatric reasons and who requires outpatient treatment can be required by a court to participate in that 
behavioral health outpatient treatment to prevent deterioration in his/her mental condition.  
 
Marketing – Any communication, from the CONTRACTOR to a TennCare enrollee who is not enrolled 
in the CONTRACTOR’s MCO, that can reasonably be interpreted as intended to influence the person to 
enroll in the CONTRACTOR’s MCO, or either to not enroll in, or to disenroll from, another MCO’s 
TennCare product. 
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Medical Expenses – Shall be determined as follows:  
 

1. Medical Expenses include the amount paid to providers for the provision of covered physical 
health and behavioral health services to members pursuant to the following listed Sections of the 
Agreement:  
 

a. Section 2.6.1, CONTRACTOR Covered Benefits; 
 
b. Section 2.6.4, Second Opinions; 
 
c. Section 2.6.5, Use of Cost Effective Alternative Services; 

 
d. Section 2.7, Specialized Services except TENNderCare member and provider outreach 

and education, health education and outreach and advance directives;  
 

e. Capitated payment to licensed providers; 
 

f. Medical services directed by TENNCARE or an Administrative Law Judge; and 
 

g. Net impact of reinsurance coverage purchased by the CONTRACTOR. 
 

2. Medical Expenses do not include: 
 

a. 2.6.2 TennCare Benefits Provided by TENNCARE; 
 
b. 2.6.7 Cost sharing for services; 
 
c. 2.10 Services Not Covered; 

 
d. Services eligible for reimbursement by Medicare; or 

 
e. The activities described in or required to be conducted in Attachments II through IX, 

which are administrative costs. 
 

3. Medical expenses will be net of any TPL recoveries or subrogation activities.  
 
4. This definition does not apply to NAIC filings. 
 

Medical Loss Ratio (MLR) – The percentage of capitation payment received from TENNCARE that is 
used to pay medical expenses. 

 
Medical Records – All medical and behavioral health histories; records, reports and summaries; 
diagnoses; prognoses; records of treatment and medication ordered and given; X-ray and radiology 
interpretations; physical therapy charts and notes; lab reports; other individualized medical and behavioral 
health documentation in written or electronic format; and analyses of such information. 
 
Member – A TennCare enrollee who enrolls in the CONTRACTOR’s MCO under the provisions of this 
Agreement (see Enrollee, also). 
 
Member Month – A month of coverage for a TennCare enrollee enrolled in the CONTRACTOR’s MCO. 
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Mental Health Services – The diagnosis, evaluation, treatment, residential care, rehabilitation, counseling 
or supervision of persons who have a mental illness.  
 
NAIC – National Association of Insurance Commissioners. 
 
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.  
 
Non-Contract Provider – Any provider that is not directly or indirectly employed by or does not have a 
provider agreement with the CONTRACTOR or any of its subcontractors pursuant to the Agreement 
between the CONTRACTOR and TENNCARE. 
 
Office of Inspector General (OIG) – The State of Tennessee agency that investigates and may prosecute 
civil and criminal fraud and abuse of the TennCare program or any other violations of state law related to 
the operation of the TennCare program administratively, civilly or criminally. 
 
Pharmacy Benefits Manager (PBM) – An entity responsible for the provision and administration of 
pharmacy services. 
 
Post-stabilization Care 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, under the 
circumstances described in 42 CFR 438.114(e), to improve or resolve the member’s condition.  

 
Prepaid Limited Health Service Organization (PLHSO) – An entity certified by TDCI under applicable 
provisions of TCA Title 56, Chapter 51. 
 
Presumptive Eligibility – An established period of time (45 days) during which certain pregnant women 
are eligible for TennCare Medicaid. During this period of time the presumptively eligible enrollee must 
complete an application for Medicaid in order to stay on the program.  
 
Primary Care Physician – A physician responsible for providing preventive and primary health care to 
patients; for initiating referrals for specialist care; and for maintaining the continuity of patient care. A 
primary care physician is generally a physician who has limited his practice of medicine to general 
practice or who is an Internist, Pediatrician, Obstetrician/Gynecologist, or Family Practitioner. However, 
as provided in Section 2.11.2.4 of this Agreement, in certain circumstances other physicians may be 
primary care physicians if they are willing and able to carry out all PCP responsibilities in accordance 
with this Agreement. 
 
Primary Care Provider (PCP) – A primary care physician or other licensed health practitioner practicing 
in accordance with state law who is responsible for providing preventive and primary health care to 
patients; for initiating referrals for specialist care; and for maintaining the continuity of patient care. A 
PCP may practice in various settings such as local health departments, FQHCs or community mental 
health agencies (CMHAs) provided that the PCP is willing and able to carry out all PCP responsibilities 
in accordance with this Agreement.  
 
Prior Authorization – The act of authorizing specific services or activities before they are rendered or 
occur. 
 
Priority Add-on Rate – The amount established by TENNCARE pursuant to the methodology described 
in Section 3 of this Agreement as compensation for the provision of behavioral health services for Priority 
enrollees. 
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Priority Enrollee – A TennCare enrollee who has been assessed within the past twelve (12) months as 
belonging in Clinically Related Groups (CRGs) 1, 2, or 3 if he/she is 18 years old or older, or Target 
Population Group (TPG) 2 if he/she is under the age of 18 years. This assessment as a Priority enrollee 
expires twelve (12) months after the assessment as been completed. In order for an individual to remain a 
Priority enrollee after the twelve (12) month period ends, he/she must be reassessed as continuing to meet 
the criteria to belong in CRGs 1, 2, or 3 or TPG 2 categories. The reassessment, like the initial 
assessment, expires after twelve (12) months unless another assessment is done. Also referred to as 
Priority member once the enrollee is enrolled in the CONTRACTOR’s MCO.  
 
Privacy Rule – Standards for the Privacy of Individually Identifiable Health Information at 45 CFR Part 
160 and Part 164. 
 
Protected Health Information (PHI) – Identifiable health information as defined in 45 CFR Part 160 and 
Part 164. 
 
Provider – An institution, facility, physician, or other health care practitioner that is licensed or otherwise 
authorized to provide any of the covered services in the state in which they are furnished.  
 
Provider Agreement – An agreement, using the provider agreement template approved by TDCI, between 
the CONTRACTOR and a provider or between the CONTRACTOR’s subcontractor and a provider that 
describes the conditions under which the provider agrees to furnish covered services to the 
CONTRACTOR’s members. 
  
Quality Improvement (QI) – The effort to assess and improve the performance of a program or 
organization. Quality improvement includes quality assessment and implementation of corrective actions 
to address any deficiencies identified.  
 
Quality Management (QM) – The ongoing process of assuring that the delivery of covered services is 
appropriate, timely, accessible, available, and medically necessary and in keeping with established 
guidelines and standards and reflective of the current state of medical and behavioral health knowledge. 
 
Recovery – A consumer driven process in which consumers are able to work, learn and participate fully in 
their communities. Recovery is the ability to live a fulfilling and productive life despite a disability.  
 
Resilience – A dynamic developmental process for children and adolescents that encompasses positive 
adaptation and is manifested by traits of self-efficacy, high self-esteem, maintenance of hope and 
optimism within the context of significant adversity.  
 
Routine Care – Non-urgent and non-emergency medical or behavioral health care such as screenings, 
immunizations, or health assessments. 
 
Security Incident – The attempted or successful unauthorized access, use, disclosure, modification or 
destruction of information or interference with the system operations in an information system. 
 
Security Rule – The Final Rule adopting Security Standards for the Protection of Electronic Health 
Information at 45 CFR Parts 160 and 164. 
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Seriously Emotionally Disturbed (SED) – Seriously Emotionally Disturbed shall mean persons who have 
been identified by the Tennessee Department of Mental Health and Developmental Disabilities or its 
designee as meeting the criteria provided below: 
 

1. Person under the age of 18; and 
 
2. Currently, or at any time during the past year, has had a diagnosable mental, behavioral, or 

emotional disorder of sufficient duration to meet diagnostic criteria specified within DSM-IV-TR 
(and subsequent revisions) of the American Psychiatric Association with the exception of DSM-
IV-TR (and subsequent revisions) V- codes, substance use, and developmental disorders, unless 
these disorders co-occur with another diagnosable mental, behavioral, or emotional disturbance 
other than above exclusions. All of these disorders have episodic, recurrent, or persistent features; 
however, they vary in terms of severity and disabling effects; and 

 
3. The diagnosable mental, behavioral, or emotional disorder identified above has resulted in 

functional impairment which substantially interferes with or limits the child’s role or functioning 
in family, school, and community activities. Functional impairment is defined as difficulties that 
substantially interfere with or limit a child or adolescent in achieving or maintaining 
developmentally appropriate social, behavioral, cognitive, communicative, or adaptive skills and 
is evidenced by a Global Assessment of Functioning (GAF) score of 50 or less in accordance with 
the DSM-IV-TR (and subsequent revisions). Children and adolescents who would have met 
functional impairment criteria during the referenced year without the benefit of treatment or other 
support services are included in this definition.  

 
Severely and/or Persistently Mentally Ill (SPMI) – Severely and/or Persistently Mentally Ill shall mean 
individuals who have been identified by the Tennessee Department of Mental Health and Developmental 
Disabilities or its designee as meeting the following criteria. These persons will be identified as belonging 
in one of the Clinically Related Groups that follow the criteria: 
 

1. Age 18 and over; and 
 
2. Currently, or at any time during the past year, has had a diagnosable mental, behavioral, or 

emotional disorder of sufficient duration to meet the diagnostic criteria specified within DSM-IV-
TR (and subsequent revisions) of the American Psychiatric Association, with the exception of 
DSM-IV-TR (and subsequent revisions) V-codes, substance use disorders, and developmental 
disorders, unless these disorders co-occur with another diagnosable serious mental illness other 
than above exclusions. All of these disorders have episodic, recurrent, or persistent features, 
however, they vary in terms of severity and disabling effects; and 

 
3. The diagnosable mental, behavioral, or emotional disorder identified above has resulted in 

functional impairment which substantially interferes with or limits major life activities. 
Functional impairment is defined as difficulties that substantially interfere with or limit role 
functioning in major life activities including basic living skills (e.g., eating, bathing, dressing); 
instrumental living skills (maintaining a household, managing money, getting around in the 
community, taking prescribed medication); and functioning in social, family, and 
vocational/educational contexts. This definition includes adults who would have met functional 
impairment criteria during the referenced year without the benefit of treatment or other support 
services.  

 
Shall – Indicates a mandatory requirement or a condition to be met. 
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Span of Control – Information systems and telecommunications capabilities that the CONTRACTOR 
itself operates or for which it is otherwise legally responsible according to this Agreement. The 
CONTRACTOR’s span of control also includes Systems and telecommunications capabilities outsourced 
by the CONTRACTOR. 
 
Specialty Services – Includes Essential Hospital Services and specialty physician services. 
 
SSI – Supplemental Security Income. 
 
Start Date of Operations – The date, as determined by TENNCARE, when the CONTRACTOR will 
begin providing services to members. 
 
State – The State of Tennessee, including, but not limited to, any entity or agency of the state, such as the 
Tennessee Department of Finance and Administration, the Office of Inspector General, the Bureau of 
TennCare, the Medicaid Fraud Control Unit, the Tennessee Department of Mental Health and 
Developmental Disabilities, the Tennessee Department of Children’s Services, the Tennessee Department 
of Health, the Tennessee Department of Commerce and Insurance, and the Office of the Attorney 
General. State shall also include State representatives. 
 
State Onlys – Uninsured individuals who (1) are not eligible for the TennCare program or have a 
TennCare application pending; and (2) are determined by TDMHDD, or its designee, to be severely 
and/or persistently mentally ill (SPMI) or seriously emotionally disturbed (SED) and in need of 
behavioral health services on an inpatient or outpatient basis. Individuals must meet eligibility criteria 
specified by TDMHDD. 
 
State Representative – Any entity authorized by statute or otherwise to act on behalf of the State of 
Tennessee in administering and/or enforcing the terms of this Agreement. Such entity(s) may include, but 
are not limited to, contractors and federal agencies. 
 
Subcontract – An agreement entered into by the CONTRACTOR with any other organization or person 
who agrees to perform any administrative function or service for the CONTRACTOR specifically related 
to securing or fulfilling the CONTRACTOR’s obligations to TENNCARE under the terms of this 
Agreement (e.g., claims processing, disease management) when the intent of such an agreement is to 
delegate the responsibility for any major service or group of services required by this Agreement. This 
shall also include any and all agreements between any and all subcontractors for the purposes related to 
securing or fulfilling the CONTRACTOR’s obligations to TENNCARE under the terms of this 
Agreement. Agreements to provide covered services as described in Section 2.6 of this Agreement shall 
be considered provider agreements and governed by Section 2.12 of this Agreement.  
 
Subcontractor – Any organization or person who provides any function or service for the 
CONTRACTOR specifically related to securing or fulfilling the CONTRACTOR’s obligations to 
TENNCARE under the terms of this Agreement. Subcontractor does not include provider unless the 
provider is responsible for services other than those that could be covered in a provider agreement. 
 
Substance Abuse Services – The assessment, diagnosis, treatment, detoxification, residential care, 
rehabilitation, education, training, counseling, referral or supervision of individuals who are abusing or 
have abused substances.  
 
System Unavailability – As measured within the CONTRACTOR’s information systems span of control, 
when a system user does not get the complete, correct full-screen response to an input command within 
three (3) minutes after depressing the “Enter” or other function key. 
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Target Population Group (TPG) – An assessment mechanism for children and adolescents under the age 
of 18 to determine an individual’s level of functioning and severity of impairment due to a mental illness. 
Based on these criteria, there are three target population groups.  
 

1. Target Population Group 2: Seriously Emotionally Disturbed (SED) 
Children and adolescents under 18 years of age with a valid DSM-IV-TR (and subsequent 
revisions) diagnosis excluding substance use disorders, developmental disorders or V-codes. 
These children are currently severely impaired as evidenced by 50 or less Global Assessment of 
Functioning (GAF). 

 
2. Target Population Group 3: At Risk of a (SED) 

Children and adolescents under 18 years of age without a valid DSM-IV-TR (and subsequent 
revisions) diagnosis excluding substance use disorders, developmental disorders or V-codes. 
These children may or may not be currently seriously impaired as evidenced by Global 
Assessment of Functioning (GAF). These children have psychosocial issues that can potentially 
place them at risk of a SED. 

 
3. Target Population Group 4: Persons who do not meet criteria TPG Group 2 or 3 

Children and adolescents under 18 years of age without a valid DSM-IV-TR (and subsequent 
revisions) diagnosis and are not currently seriously impaired as evidenced by Global Assessment 
of Functioning (GAF). These children have no psychosocial issues that can potentially place them 
at risk of a SED.  

 
TCA – Tennessee Code Annotated. 
 
TENNCARE – TENNCARE shall have the same meaning as “State.” 
 
TennCare or TennCare Program – The program administered by the single state agency, as designated by 
the state and CMS, pursuant to Title XIX of the Social Security Act and the Section 1115 research and 
demonstration waiver granted to the State of Tennessee and any successor programs.  
 
TennCare Medicaid Enrollee – An enrollee who qualifies and has been determined eligible for benefits in 
the TennCare program through Medicaid eligibility criteria as described in TennCare rules and 
regulations.  
 
TennCare Select – TennCare Select is a statewide MCO whose risk is backed by the State of Tennessee. 
TennCare Select was created to serve as a backup if other MCOs failed or there was inadequate MCO 
capacity and to be the MCO for certain populations, including children in state custody and children 
eligible for SSI. Children eligible for SSI may opt out of TennCare Select and enroll in another MCO.  
 
TennCare Standard Enrollee – An enrollee who qualifies and has been determined eligible for benefits in 
the TennCare program through eligibility criteria designated as “TennCare Standard” as described in the 
approved TennCare waiver and the TennCare rules and regulations.  
 
TENNderCare – Tennessee’s EPSDT program; see EPSDT. 
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Tennessee Bureau of Investigation, Medicaid Fraud Control Unit (TBI MFCU) – The Tennessee Bureau 
of Investigation’s Medicaid Fraud Control Unit has the authority to investigate and prosecute (or refer for 
prosecution) violations of all applicable state and federal laws pertaining to fraud in the administration of 
the Medicaid program, the provision of medical assistance, the activities of providers of medical 
assistance in the state Medicaid program (TennCare), allegations of abuse or neglect of patients in health 
care facilities receiving payments under the state Medicaid program, misappropriation of patients’ private 
funds in such facilities, and allegations of fraud and abuse in board and care facilities.  
 
Tennessee Department of Children’s Services (DCS) – The state agency responsible for child protective 
services, foster care, adoption, programs for delinquent youth, probation, aftercare, treatment and 
rehabilitation programs for identified youth, and licensing for all child-welfare agencies, except for child 
(day) care agencies and child support. 
 
Tennessee Department of Commerce and Insurance (TDCI) – The state agency having the statutory 
authority to regulate, among other entities, insurance companies and health maintenance organizations.  
 
Tennessee Department of Finance and Administration (F&A) – The state agency that oversees all state 
spending and acts as the chief corporate office of the state. It is the single state Medicaid agency. The 
Bureau of TennCare is a division of the Tennessee Department of Finance and Administration. 
 
Tennessee Department of Health (DOH) – The state agency having the statutory authority to provide for 
health care needs in Tennessee.  
 
Tennessee Department of Human Services (DHS) – The state agency having the statutory authority to 
provide human services to meet the needs of Tennesseans and enable them to achieve self-sufficiency. 
DHS is responsible for TennCare eligibility determinations (other than presumptive eligibility and SSI).  
 
Tennessee Department of Mental Health and Developmental Disabilities (TDMHDD) – The state agency 
having the statutory authority to provide care for persons with mental illness and persons with 
developmental disabilities. For the purposes of this Agreement, TDMHDD shall mean the State of 
Tennessee and its representatives. 
 
Third Party Liability (TPL) – Any amount due for all or part of the cost of medical or behavioral health 
care from a third party. 
 
Third Party Resource – Any entity or funding source other than the enrollee or his/her responsible party, 
which is or may be liable to pay for all or part of the cost of health care of the enrollee. 
 
USC – United States Code 

 
Vital MCO Documents – Consent forms and notices pertaining to the reduction, denial, delay, suspension 
or termination of services. All vital documents must be available in Spanish. 
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SECTION 2 – PROGRAM REQUIREMENTS 
 
2.1 REQUIREMENTS PRIOR TO OPERATIONS 
 
2.1.1 Licensure 
 

2.1.1.1 Prior to the start date of operations (as defined in Section 1 of this Agreement) and 
prior to accepting TennCare enrollees, the CONTRACTOR shall obtain a standard 
certificate of authority (COA) from TDCI to operate as an HMO in Tennessee in the 
service area covered by this Agreement (see Section 2.4.2). 

 
2.1.1.2 Prior to the start date of operations and prior to accepting TennCare enrollees, the 

CONTRACTOR shall ensure that any subcontractor(s) accepting risk under this 
Agreement shall be licensed, as necessary, by TDCI. In particular, if the 
CONTRACTOR subcontracts for the provision of behavioral health services, and that 
subcontractor accepts risk, TDCI may require that the subcontractor be licensed as a 
Prepaid Limited Health Service Organization (PLHSO).  

 
2.1.1.3 Prior to the start date of operations, the CONTRACTOR shall ensure that its staff, all 

subcontractors and providers, and their staff are appropriately licensed. 
 

2.1.1.4 The CONTRACTOR shall ensure that the CONTRACTOR and its staff, all 
subcontractors and staff, and all providers and staff retain at all times during the 
period of this Agreement a valid license, as appropriate, and comply with all 
applicable licensure requirements. 

 
2.1.2 Readiness Review  
 

2.1.2.1 Prior to the start date of operations, as determined by TENNCARE, the 
CONTRACTOR shall demonstrate to TENNCARE’s satisfaction that it is able to 
meet the requirements of this Agreement. 

 
2.1.2.2 The CONTRACTOR shall cooperate in a “readiness review” conducted by 

TENNCARE to review the CONTRACTOR’s readiness to begin operations. This 
review may include, but is not limited to, desk and on-site review of documents 
provided by the CONTRACTOR, a walk-through of the CONTRACTOR’s 
operations, system demonstrations (including systems connectivity testing), and 
interviews with CONTRACTOR’s staff. The scope of the review may include any 
and all requirements of this Agreement as determined by TENNCARE.  

 
2.1.2.3 Based on the results of the review activities, TENNCARE will issue a letter of 

findings and, if needed, will request a corrective action plan from the 
CONTRACTOR. TennCare enrollees may not be enrolled with the CONTRACTOR 
until TENNCARE has determined that the CONTRACTOR is able to meet the 
requirements of this Agreement.  

 
2.1.2.4 If the CONTRACTOR is unable to demonstrate its ability to meet the requirements 

of this Agreement, as determined by TENNCARE, within the time frames specified 
by TENNCARE, TENNCARE may terminate this Agreement in accordance with 
Section 4.4 of this Agreement and shall have no liability for payment to the 
CONTRACTOR. 



 

17 of 327 

 
2.2 GENERAL REQUIREMENTS 
 
2.2.1 The CONTRACTOR shall comply with all the provisions of this Agreement and any 

amendments thereto and shall act in good faith in the performance of these provisions. The 
CONTRACTOR shall respect the legal rights (including rights conferred by the Agreement) of 
every enrollee, regardless of the enrollee’s family status as head of household, dependent, or 
otherwise. Nothing in this Agreement may be construed to limit the rights or remedies of 
enrollees under state or federal law. The CONTRACTOR acknowledges that failure to comply 
with provisions of this Agreement may result in the assessment of liquidated damages and/or 
termination of the Agreement in whole or in part, and/or imposition of other sanctions as set forth 
in this Agreement. 

 
2.2.2 The CONTRACTOR shall be responsible for the administration and management of all aspects of 

this Agreement including all subcontractors, providers, employees, agents, and anyone acting for 
or on behalf of the CONTRACTOR.  

 
2.3 ELIGIBILITY  
 
2.3.1 Overview 
 

TennCare is Tennessee’s Medicaid program operating under the authority of a research and 
demonstration project approved by the federal government pursuant to Section 1115 of the Social 
Security Act. Eligibility for TennCare is determined by the State in accordance with federal 
requirements and state law and policy. 

 
2.3.2 Eligibility Categories  
 

TennCare currently consists of traditional Medicaid coverage groups (TennCare Medicaid) and 
an expanded population of children (TennCare Standard). 

 
2.3.2.1 TennCare Medicaid 

 
As provided in state rules and regulations, TennCare Medicaid covers all Medicaid 
mandatory eligibility groups as well as various optional categorically needy and 
medically needy groups, including children, pregnant women, the aged, and 
individuals with disabilities. Additional detail about eligibility criteria for covered 
groups is provided in state rules and regulations. 

 
2.3.2.2 TennCare Standard 

 
TennCare Standard includes children in the following eligibility categories: 

 
2.3.2.2.1 Uninsured children under age nineteen (19) with family incomes up to two-hundred 

percent (200%) of the federal poverty level (FPL) who were eligible for TennCare as 
of April 29, 2005; 

 
2.3.2.2.2 Uninsured children under age nineteen (19) who meet the “medically eligible” 

criteria (has a health condition that makes the child uninsurable) and who were 
eligible for TennCare as of April 29, 2005; and 
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2.3.2.2.3 Children under age nineteen (19) who are no longer eligible for TennCare Medicaid 
and who are either uninsured or medically eligible.  

 
2.3.3 TennCare Applications  
 

The CONTRACTOR shall not cause applications for TennCare to be submitted. 
 
2.3.4 Eligibility Determination and Determination of Cost Sharing 
 

The State shall have sole responsibility for determining the eligibility of an individual for 
TennCare. The State shall have sole responsibility for determining the applicability of TennCare 
cost sharing amounts and for the collection of applicable premiums.  

 
2.3.5 Eligibility for Enrollment in an MCO 
 

Except for TennCare enrollees enrolled in the Program of All-Inclusive Care for the Elderly 
(PACE) and enrollees who are only receiving assistance with Medicare cost sharing, all TennCare 
enrollees will be enrolled in an MCO, including TennCare Select (see definition in Section 1 of 
this Agreement).  

 
2.4 ENROLLMENT 
 
2.4.1 General 
 

TENNCARE is solely responsible for enrollment of TennCare enrollees in an MCO.  
 
2.4.2 Authorized Service Area  
 

2.4.2.1 Grand Region 
 

Enrollees will be enrolled in MCOs by Grand Region(s) of the state. The Community 
Service Areas (CSAs) in each Grand Region and the specific counties in each CSA 
are listed in Section 1 of this Agreement. 

 
2.4.2.2 CONTRACTOR’s Authorized Service Area 

 
The CONTRACTOR is authorized under this Agreement to serve enrollees who 
reside in the Grand Region(s) specified below: 

 
   East Grand Region X Middle Grand Region    West Grand Region 

 
2.4.3 Maximum Enrollment 
 

2.4.3.1 The CONTRACTOR agrees to accept enrollment in the CONTRACTOR’s MCO of 
up to seventy percent (70%) of the eligible population in the applicable Grand 
Region. TENNCARE shall determine and notify the CONTRACTOR of the number 
of eligibles in the applicable Grand Region and the CONTRACTOR’s maximum 
enrollment limit, which shall be approximately seventy percent (70%) of the eligible 
population in the applicable Grand Region.  
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2.4.3.2 TENNCARE shall establish an enrollment threshold for the CONTRACTOR that 
will equal approximately ninety percent (90%) of the maximum enrollment limit 
established in Section 2.4.3.1 above. This enrollment threshold may be adjusted by 
TENNCARE at its discretion. 

 
2.4.3.3 Once the CONTRACTOR’s enrollment threshold is met, TENNCARE may 

discontinue default assignment of enrollees to the CONTRACTOR’s MCO. 
Enrollees who select the CONTRACTOR or whose family members are enrolled in 
the CONTRACTOR’s MCO shall continue to be enrolled in the CONTRACTOR’s 
MCO until the maximum enrollment limit established in Section 2.4.3.1 above is 
met.  

 
2.4.3.4 Both TENNCARE and the CONTRACTOR recognize that management of the 

CONTRACTOR’s maximum enrollment limit and enrollment threshold within exact 
limits may not be possible. In the event enrollment in the CONTRACTOR’s MCO 
exceeds the maximum enrollment limit, TENNCARE may reduce enrollment in the 
CONTRACTOR’s MCO based on a plan established by TENNCARE that provides 
appropriate notice to the CONTRACTOR, allows appropriate choice of MCOs for 
enrollees, and meets the objectives of the TennCare program. 

 
2.4.3.5 The establishment of a maximum enrollment limit and/or of an enrollment threshold 

does not obligate the State to enroll a certain number of TennCare enrollees in the 
CONTRACTOR’s MCO and does not create in the CONTRACTOR any rights, 
interests or claims of entitlement to enrollment. The CONTRACTOR’s actual 
enrollment level will be determined through the MCO selection and assignment 
process described in Section 2.4.4 below. 

 
2.4.3.6 The CONTRACTOR shall demonstrate to the satisfaction of TENNCARE it has the 

capacity to serve the number of enrollees in the maximum enrollment limit prior to 
the assignment of any enrollees. 

 
2.4.4 MCO Selection and Assignment 
 

2.4.4.1 General 
 

TENNCARE shall enroll individuals determined eligible for TennCare and eligible 
for enrollment in an MCO that is available in the Grand Region in which the enrollee 
resides. Enrollment in an MCO may be the result of an enrollee’s selection of a 
particular MCO or assignment by TENNCARE. Enrollment in the CONTRACTOR’s 
MCO is subject to the CONTRACTOR’s maximum enrollment limit and threshold 
(see Section 2.4.3) and capacity to accept additional members. 

 
2.4.4.2 Current TennCare Enrollees 

 
TennCare enrollees who are known to be eligible for enrollment with the 
CONTRACTOR as of the start date of operations (defined in Section 1 of this 
Agreement) and residing in the Grand Region served by the CONTRACTOR shall be 
assigned by TENNCARE to the MCOs serving the Grand Region in accordance with 
the process described in Section 2.4.4.6 below. Except as otherwise provided in 
Section 2.4.4, this includes individuals currently enrolled in another MCO, including 
TennCare Select. 
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2.4.4.3 New TennCare Enrollees 

 
2.4.4.3.1 Except as otherwise provided in this Agreement, all non-SSI applicants shall be 

required at the time of their application to select an MCO other than TennCare Select 
from those MCOs available in the Grand Region where the applicant resides. If the 
applicant does not select an MCO, the person will be assigned to an MCO by the 
State in accordance with Section 2.4.4.6.  

 
2.4.4.3.2 Adults eligible for TennCare as a result of being eligible for SSI benefits will be 

assigned to an MCO (other than TennCare Select) by the State. 
 

2.4.4.3.3 Children eligible for TennCare as a result of being eligible for SSI will be assigned to 
TennCare Select (defined in Section 1 of this Agreement) but may opt-out of 
TennCare Select and choose another MCO.  

 
2.4.4.3.4 TennCare may allow enrollment of new TennCare enrollees in TennCare Select if 

there is insufficient capacity in other MCOs. 
 

2.4.4.4 Children in State Custody 
 

TennCare enrollees who are children in the custody of the Department of Children’s 
Services (DCS) will be enrolled in TennCare Select. When these enrollees exit state 
custody, they remain enrolled in TennCare Select for a specified period of time and 
then are disenrolled from TennCare Select. After disenrollment from TennCare 
Select, if the enrollee has a family member in an MCO (other than TennCare Select) 
he/she will be enrolled in that MCO. Otherwise, the enrollee will be given the 
opportunity to select another MCO. If the enrollee does not select another MCO, 
he/she will be assigned to an MCO (other than TennCare Select) using the default 
logic in the auto assignment process (see Section 2.4.4.6 below). 

 
2.4.4.5 Enrollment in MCO Other than the MCO Selected 

 
In certain circumstances, if an enrollee requests enrollment in a particular MCO, the 
enrollee may be assigned by the State to an MCO other than the one that he/she 
requested. Examples of circumstances when an enrollee would not be enrolled in the 
requested MCO include, but are not limited to, such factors as the enrollee does not 
reside in the Grand Region covered by the requested MCO, the enrollee has other 
family members already enrolled in a different MCO, the MCO is closed to new 
TennCare enrollment, or the enrollee is a member of a population that is to be 
enrolled in a specified MCO as defined by TENNCARE (e.g., children in the custody 
of the Department of Children’s Services are enrolled in TennCare Select).  

 
2.4.4.6 Auto Assignment 

 
2.4.4.6.1 TENNCARE will auto assign an enrollee to an MCO, in specified circumstances, 

including but not limited to, the enrollee does not request enrollment in a specified 
MCO, cannot be enrolled in the requested MCO, or is an adult eligible as a result of 
receiving SSI benefits.  
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2.4.4.6.2 The current auto assignment process does not apply to children eligible for TennCare 
as a result of being eligible for SSI or children in the state’s custody. 

 
2.4.4.6.3 There are four different levels to the current auto assignment process: 

 
2.4.4.6.3.1 If the enrollee was previously enrolled with an MCO and lost TennCare 

eligibility for a period of two (2) months or less, the enrollee will be re-enrolled 
with that MCO.  

 
2.4.4.6.3.2 If the enrollee has family members in an MCO (other than TennCare Select), the 

enrollee will be enrolled in that MCO.  
 

2.4.4.6.3.3 If the enrollee is a newborn, the enrollee will be assigned to his/her mother’s 
MCO. 

 
2.4.4.6.3.4 If none of the above applies, the enrollee will be assigned using default logic that 

randomly assigns enrollees to MCOs (other than TennCare Select).  
 

2.4.4.6.4 TENNCARE may modify the auto assignment algorithm to change or add criteria 
including but not limited to quality measures.  

 
2.4.4.7 Non-Discrimination 

 
2.4.4.7.1 The CONTRACTOR shall accept enrollees in the order in which applications are 

approved and enrollees are assigned to the CONTRACTOR (whether by selection or 
assignment). 

 
2.4.4.7.2 The CONTRACTOR shall accept an enrollee in the health condition the enrollee is in 

at the time of enrollment and shall not discriminate against individuals on the basis of 
health status or need for health care services. 

 
2.4.4.8 Family Unit  

 
If an individual is determined eligible for TennCare and has another family member 
already enrolled in an MCO, that individual shall be enrolled in the same MCO. This 
does not apply when the individual or family member is assigned to TennCare Select. 
If the newly enrolled family member opts to change MCOs during the 45-day change 
period (see Section 2.4.7.2.1), all family members in the case will be transferred to 
the new MCO. 

 
2.4.5 Effective Date of Enrollment 
 

2.4.5.1 Initial Enrollment of Current TennCare Enrollees 
 

The effective date of initial enrollment in an MCO for TennCare enrollees who are 
enrolled in accordance with Section 2.4.4.2 shall be the date provided on the 
enrollment file from TENNCARE. In general, the effective date of enrollment for 
these enrollees will be the start date of operations.  
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2.4.5.2 Ongoing Enrollment 
 

In general, a member’s effective date of enrollment in the CONTRACTOR’s MCO 
will be the member’s effective date of eligibility for TennCare. For SSI enrollees the 
effective date of eligibility/enrollment is determined by the Social Security 
Administration in approving SSI coverage for the individual. The effective date of 
eligibility for other TennCare enrollees is the date of application or the date of the 
qualifying event (e.g., the date the spend down obligation is met for medically needy 
enrollees). The effective date on the enrollment file provided by TENNCARE to the 
CONTRACTOR shall govern regardless of the other provisions of this Section 
2.4.5.2. 
 

2.4.5.3 In the event the effective date of eligibility provided by TENNCARE to the 
CONTRACTOR for either the initial enrollment of current TennCare enrollees or 
ongoing enrollment precedes the start date of operations, the CONTRACTOR shall 
treat the enrollee as a member of the CONTRACTOR’s MCO effective on the start 
date of operations. Although the enrollee is not a member of the CONTRACTOR’s 
MCO prior to the start date of operations, the CONTRACTOR shall be responsible 
for the payment of claims incurred by the enrollee during the period of eligibility 
prior to the start date of operations as specified in Section 3.7.1.2.1.  

 
2.4.5.4 Enrollment Prior to Notification 

 
2.4.5.4.1 Because individuals can be retroactively eligible for TennCare, and the effective date 

of initial enrollment in an MCO is the effective date of eligibility or start date of 
operations, whichever is sooner, the effective date of enrollment may occur prior to 
the CONTRACTOR being notified of the person’s enrollment. Therefore, enrollment 
of individuals in the CONTRACTOR’s MCO may occur without prior notice to the 
CONTRACTOR or enrollee.  
 

2.4.5.4.2 The CONTRACTOR shall not be liable for the cost of any covered services prior to 
the effective date of enrollment/eligibility but shall be responsible for the costs of 
covered services obtained on or after 12:01 a.m. on the effective date of 
enrollment/eligibility. 

 
2.4.5.4.3 TENNCARE shall make payments to the CONTRACTOR from the effective date of 

an enrollee’s date of enrollment/eligibility. If the effective date of 
enrollment/eligibility precedes the start date of operations, payment shall be made in 
accordance with Section 3.7.1.2.1. 

 
2.4.5.4.4 Except for applicable TennCare cost sharing, the CONTRACTOR shall ensure that 

members are held harmless for the cost of covered services provided as of the 
effective date of enrollment with the CONTRACTOR. 

 
2.4.6 Eligibility and Enrollment Data 
 

2.4.6.1 The CONTRACTOR shall receive, process, and update enrollment files from 
TENNCARE. Enrollment data shall be updated or uploaded to the CONTRACTOR’s 
eligibility/enrollment database(s) within twenty-four (24) hours of receipt from 
TENNCARE. 
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2.4.6.2 The CONTRACTOR shall provide an electronic eligibility file to TENNCARE as 
specified and in conformance to data exchange format and method standards outlined 
in Section 2.23.5. 

 
2.4.7 Enrollment Period 
 

2.4.7.1 General 
 

2.4.7.1.1 The CONTRACTOR shall be responsible for the provision and costs of all covered 
services provided to enrollees during their period of enrollment with the 
CONTRACTOR.  

 
2.4.7.1.2 Enrollment shall begin at 12:01 a.m. on the effective date of enrollment in the 

CONTRACTOR’s MCO and shall end at 12:00 midnight on the date that the enrollee 
is disenrolled from the CONTRACTOR’s MCO (see Section 2.5).  

 
2.4.7.1.3 Once enrolled in the CONTRACTOR’s MCO, the member shall remain enrolled in 

the CONTRACTOR’s MCO until or unless the enrollee is disenrolled pursuant to 
Section 2.5 of this Agreement.  

 
2.4.7.2 Changing MCOs 

 
2.4.7.2.1 45-Day Change Period  

 
After becoming eligible for TennCare and enrolling in the CONTRACTOR’s MCO 
(whether the result of selection by the enrollee or assignment by TENNCARE), 
enrollees shall have one (1) opportunity, anytime during the forty-five (45) day 
period immediately following the date of enrollment with the CONTRACTOR’s 
MCO or the date TENNCARE sends the member notice of enrollment in an MCO, 
whichever is later, to request to change MCOs. Children eligible for TennCare as a 
result or being eligible for SSI may request to enroll in another MCO or re-enroll 
with TennCare Select.  

 
2.4.7.2.2 Annual Choice Period 

 
2.4.7.2.2.1 TENNCARE shall provide an opportunity for members to change MCOs 

(excluding TennCare Select) every twelve (12) months. Children eligible for 
TennCare as a result of being eligible for SSI may request to enroll in another 
MCO or re-enroll with TennCare Select. 

 
2.4.7.2.2.2 Members who do not select another MCO will be deemed to have chosen to 

remain with their current MCO.  
 

2.4.7.2.2.3 Enrollees who select a new MCO shall have one (1) opportunity anytime during 
the forty-five (45) day period immediately following the specified enrollment 
effective date in the newly selected MCO to request to change MCOs.  

 
2.4.7.2.3 Appeal Based on Hardship Criteria 

 
As provided in TennCare rules and regulations, members may appeal to 
TENNCARE to change MCOs based on hardship criteria. 
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2.4.7.2.4 Additional Reasons for Disenrollment 

 
As provided in Section 2.5.2, a member may be disenrolled from the 
CONTRACTOR’s MCO for the reasons specified therein. 

 
2.4.7.3 Member Moving out of Grand Region  

 
The CONTRACTOR shall be responsible for the provision and cost of all covered 
services for any member moving outside the CONTRACTOR’s Grand Region until 
the member is disenrolled by TENNCARE. TENNCARE shall continue to make 
payments to the CONTRACTOR on behalf of the enrollee until such time as the 
enrollee is enrolled in another MCO or otherwise disenrolled by TENNCARE (e.g., 
enrollee is terminated from the TennCare program). TENNCARE shall notify the 
CONTRACTOR promptly upon enrollment of the enrollee in another MCO.  

 
2.4.8 Transfers from Other MCOs  
 

2.4.8.1 The CONTRACTOR shall accept enrollees (enrolled or pending enrollment) from 
any MCO in the CONTRACTOR’s service area as authorized by TENNCARE. The 
transfer of membership may occur at any time during the year. No enrollee from 
another MCO shall be transferred retroactively to the CONTRACTOR except as 
specified in Section 2.4.9. Except as provided in Section 2.4.9, the CONTRACTOR 
shall not be responsible for payment of any covered services incurred by enrollees 
transferred to the CONTRACTOR prior to the effective date of transfer to the 
CONTRACTOR.  

 
2.4.8.2 Transfers from other MCOs shall be in consideration of the maximum enrollment 

levels established in Section 2.4.3. 
 

2.4.8.3 To the extent possible and practical, TENNCARE shall provide advance notice to all 
MCOs serving a Grand Region of the impending failure of one of the MCOs serving 
the Grand Region; however, failure by TENNCARE to provide advance notice shall 
not limit in any manner the responsibility of each MCO to accept enrollees from 
failed MCOs. 

 
2.4.9 Enrollment of Newborns  
 

2.4.9.1 TennCare-eligible newborns and their mothers, to the extent that the mother is 
eligible for TennCare, should be enrolled in the same MCO with the exception of 
newborns that are SSI eligible at birth. Newborns that are SSI eligible at birth shall 
be assigned to TennCare Select but may opt out and enroll in another MCO.  

 
2.4.9.2 A newborn may be inadvertently enrolled in an MCO different than its mother. When 

such cases are identified by the CONTRACTOR, the CONTRACTOR shall 
immediately report to TENNCARE, in accordance with written procedures provided 
by TENNCARE, that a newborn has been incorrectly enrolled in an MCO different 
than its mother.  
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2.4.9.3 Upon receipt of notice from the CONTRACTOR or discovery by TENNCARE that a 
newborn has been incorrectly enrolled in an MCO different than its mother, 
TENNCARE shall immediately: 

 
2.4.9.3.1 Disenroll the newborn from the incorrect MCO;  

 
2.4.9.3.2 Enroll the newborn in the same MCO as its mother with the same effective date as 

when the newborn was enrolled in the incorrect MCO;  
 

2.4.9.3.3 Recoup any payments made to the incorrect MCO for the newborn; and  
 

2.4.9.3.4 Make payments only to the correct MCO for the period of coverage. 
 

2.4.9.4 The MCO in which the newborn is correctly enrolled shall be responsible for the 
coverage and payment of covered services provided to the newborn for the full period 
of eligibility. Except as provided below, the MCO in which the newborn was 
incorrectly enrolled shall have no liability for the coverage or payment of any 
services during the period of incorrect MCO assignment. TENNCARE shall only be 
liable for the capitation payment to the correct MCO. 

 
2.4.9.5 There are circumstances in which a newborn’s mother may not be eligible for 

participation in the TennCare program. The CONTRACTOR shall be required to 
process claims received for services provided to newborns within the time frames 
specified in Section 2.22.4 of this Agreement. A CONTRACTOR shall not utilize 
any blanket policy which results in the automatic denial of claims for services 
provided to a TennCare-eligible newborn, during any period of enrollment in the 
CONTRACTOR’s MCO, because the newborn’s mother is not a member of the 
CONTRACTOR’s MCO. However, it is recognized that in complying with the 
claims processing time frames specified in 2.22.4 of this Agreement, a 
CONTRACTOR may make payment for services provided to a TennCare-eligible 
newborn enrolled in the CONTRACTOR’s MCO at the time of payment but the 
newborn’s eligibility may subsequently be moved to another MCO. In such event, the 
MCO in which the newborn is first enrolled (first MCO) may submit supporting 
documentation to the MCO in which the newborn is moved (second MCO) and the 
second MCO shall reimburse the first MCO within thirty (30) calendar days of 
receipt of such properly documented request for reimbursement, for the amount 
expended on behalf of the newborn prior to the newborn’s eligibility having been 
moved to the second MCO. Such reimbursement shall be the actual amount expended 
by the first MCO. The second MCO agrees that should the second MCO fail to 
reimburse the first MCO the actual amount expended on behalf of the newborn 
within thirty (30) calendar days of receipt of a properly documented request for 
payment, TENNCARE is authorized to deduct the amount owed from any funds due 
the second MCO and to reimburse the first MCO. Should it become necessary for 
TENNCARE to intervene in such cases, both the second MCO and the first MCO 
agree that TENNCARE shall be held harmless by both MCOs for actions taken by 
TENNCARE to resolve the dispute. 
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2.4.10 Information Requirements Upon Enrollment 
 

As described in Section 2.17 of this Agreement, the CONTRACTOR shall provide the following 
information to new members: a member handbook, a provider directory and an identification 
card.  

 
2.5 DISENROLLMENT FROM AN MCO 
 
2.5.1 General 
 

A member may be disenrolled from the CONTRACTOR’s MCO only when authorized by 
TENNCARE.  

 
2.5.2 Acceptable Reasons for Disenrollment from an MCO 
 

A member may request disenrollment or be disenrolled from the CONTRACTOR’s MCO if:  
 

2.5.2.1 The member selects another MCO during the forty-five (45) day change period after 
enrollment with the CONTRACTOR’s MCO and is enrolled in another MCO; 

 
2.5.2.2 The member selects another MCO during the annual choice period and is enrolled in 

another MCO; 
 

2.5.2.3 An appeal by the member to change MCOs based on hardship criteria (pursuant to 
TennCare rules and regulations) is decided by TENNCARE in favor of the member, 
and the member is enrolled in another MCO; 

 
2.5.2.4 The member is assigned incorrectly to the CONTRACTOR’s MCO by TENNCARE 

and enrolled in another MCO; 
 

2.5.2.5 The member moves outside the MCO’s service area and is enrolled in another MCO; 
 

2.5.2.6 During the appeal process, if TENNCARE determines it is in the best interest of the 
enrollee and TENNCARE (see Section 2.19.2.9); 

 
2.5.2.7 The member loses eligibility for TennCare; 

 
2.5.2.8 TENNCARE grants members the right to terminate enrollment pursuant to Section 

4.20.1, and the member is enrolled in another MCO;  
 

2.5.2.9 The CONTRACTOR no longer participates in TennCare; or 
 

2.5.2.10 This Agreement expires or is terminated. 
 
2.5.3 Unacceptable Reasons for Disenrollment from an MCO 
 

The CONTRACTOR shall not request disenrollment of an enrollee for any reason. TENNCARE 
shall not disenroll members for any of the following reasons: 

 
2.5.3.1 Adverse changes in the enrollee’s health; 
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2.5.3.2 Pre-existing medical or behavioral health conditions; 
 

2.5.3.3 High cost medical or behavioral health bills;  
 

2.5.3.4 Failure or refusal to pay applicable TennCare cost sharing responsibilities, except 
when this results in loss of eligibility for TennCare; 

 
2.5.3.5 Enrollee’s utilization of medical or behavioral health services; 

 
2.5.3.6 Enrollee’s diminished mental capacity; or 

 
2.5.3.7 Enrollee’s uncooperative or disruptive behavior resulting from his or her special 

needs (except when his or her continued enrollment in the MCO seriously impairs the 
entity’s ability to furnish services to either this particular enrollee or other enrollees). 

 
2.5.4 Informing TENNCARE of Potential Ineligibility   
 

Although the CONTRACTOR may not request disenrollment of a member, the CONTRACTOR 
shall inform TENNCARE promptly when the CONTRACTOR knows or has reason to believe 
that an enrollee may satisfy any of the conditions for termination from the TennCare program as 
described in TennCare rules and regulations.  

 
2.5.5 Effective Date of Disenrollment  
 

2.5.5.1 Member Requested Disenrollment 
 

All TENNCARE approved disenrollment requests from enrollees shall be effective 
on or before the first calendar day of the second month following the month of an 
enrollee’s request to disenroll from an MCO. The effective date shall be indicated on 
the termination record sent by TENNCARE. 

 
2.5.5.2 Other Disenrollments 

 
The effective date of disenrollments other than at the request of the member shall be 
determined by TENNCARE and indicated on the termination record. 

 
2.6 BENEFITS/SERVICE REQUIREMENTS AND LIMITS  
 
2.6.1 CONTRACTOR Covered Benefits 
 

2.6.1.1 The CONTRACTOR shall cover the physical health and behavioral health 
services/benefits outlined below. Additional requirements for behavioral health 
services are included in Section 2.7.2 and Attachment I. 
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2.6.1.2 CONTRACTOR Physical Health Benefits Chart 
 

SERVICE  BENEFIT LIMIT  
Inpatient 
Hospital 
Services 

 Medicaid Eligible, Age 21 and older: As medically 
necessary. Inpatient rehabilitation hospital facility 
services are not covered for adults unless determined by 
the CONTRACTOR to be a cost effective alternative 
(see Section 2.6.5). 
 
Medicaid/Standard Eligible, Under age 21: As 
medically necessary, including rehabilitation hospital 
facility. 

Outpatient 
Hospital 
Services 

 As medically necessary. 

Physician 
Inpatient 
Services 

 As medically necessary.  

Physician 
Outpatient 
Services/Community 
Health Clinic 
Services/Other Clinic 
Services 

 As medically necessary.  

TENNderCare 
Services  

 Medicaid Eligibles, Age 21 and older: Not covered. 
 
Medicaid/Standard Eligibles, Under age 21: Covered 
as medically necessary, except that the screenings do not 
have to be medically necessary. Children may also 
receive screenings in-between regular checkups if a 
parent or caregiver believes there is a problem. 
 
Screening, interperiodic screening, diagnostic and 
follow-up treatment services as medically necessary in 
accordance with federal and state requirements. See 
Section 2.7.5. 

Preventive Care 
Services 

 As described in Section 2.7.4. 

Lab and X-ray 
Services 

 As medically necessary.  

Hospice 
Care 

 As medically necessary. Must be provided by a 
Medicare-certified hospice. 
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SERVICE  BENEFIT LIMIT  
Dental Services  Dental Services shall be provided by the Dental 

Benefits Manager.  
 
However, the provision of transportation to and from said 
services as well as the facility, medical and anesthesia 
services related to the dental service that are not provided 
by a dentist or in a dentist’s office shall be covered 
services provided by the CONTRACTOR when the 
dental service is covered by the DBM. This requirement 
only applies to Medicaid/Standard Eligibles Under age 
21. 

Vision 
Services 

 Medicaid Eligible, Age 21 and older: Medical eye care, 
meaning evaluation and management of abnormal 
conditions, diseases, and disorders of the eye (not 
including evaluation and treatment of refractive state), 
will be covered as medically necessary. Routine periodic 
assessment, evaluation, or screening of normal eyes and 
examinations for the purpose of prescribing fitting or 
changing eyeglass and/or contact lenses are not covered. 
One pair of cataract glasses or lenses is covered for 
adults following cataract surgery. 
 
Medicaid/Standard Eligible, Under age 21: 
Preventive, diagnostic, and treatments services (including 
eyeglasses) are covered as medically necessary in 
accordance with TENNderCare requirements. 

Home Health 
Care 

 As medically necessary in accordance with Newberry. 

Pharmacy 
Services 

 Pharmacy services shall be provided by the Pharmacy 
Benefits Manager (PBM), unless otherwise described 
below.  
 
The CONTRACTOR shall be responsible for 
reimbursement of injectable drugs obtained in an 
office/clinic setting and to providers providing both 
home infusion services and the drugs and biologics. The 
CONTRACTOR shall require that all home infusion 
claims contain NDC coding and unit information to be 
paid. 
 
Services reimbursed by the CONTRACTOR shall not be 
included in any pharmacy benefit limits established by 
TENNCARE for pharmacy services (see Section 
2.6.2.2). 

Durable Medical 
Equipment 

 As medically necessary. 
 
Specified DME services shall be covered/non-covered in 
accordance with TennCare rules and regulations. 
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SERVICE  BENEFIT LIMIT  
Medical 
Supplies 

 As medically necessary. 
 
Specified medical supplies shall be covered/non-covered 
in accordance with TennCare rules and regulations. 

Emergency Air And 
Ground Ambulance 
Transportation 

 As medically necessary. 

Non-emergency 
Transportation 
(including Non-
Emergency 
Ambulance 
Transportation) 

 As necessary to get a member to and from covered 
services, dental services (provided by the DBM), and 
pharmacy services (provided through the PBM) for 
enrollees not having access to transportation. 
 
If the CONTRACTOR is unable to meet the access 
standards included in this Agreement (see Section 2.11) 
for a member, transportation must be provided regardless 
of whether or not the member has access to 
transportation. If the member is a child, transportation 
must be provided in accordance with TENNderCare 
requirements (see Section 2.7.5.4.6). As with any denial, 
all notices and actions must be in accordance with the 
requirements of this Agreement (see Section 2.14.2.2 and 
Section 2.19). 
 
The CONTRACTOR may require advance notice of the 
need for transportation in order to timely arrange 
transportation. 
 
The CONTRACTOR shall contract with the 
transportation vendor selected by the State and shall pay 
the vendor the rate determined by TENNCARE at such 
time that TENNCARE enters into an agreement with a 
transportation vendor. 

Renal Dialysis 
Services 

 As medically necessary. 

Private Duty 
Nursing 

 As medically necessary and when prescribed by an 
attending physician for treatment and services rendered 
by a registered nurse (R.N.) or a licensed practical nurse 
(L.P.N.), who is not an immediate relative. 

Speech 
Therapy 

 Medicaid Eligible, Age 21 and older: Covered as 
medically necessary by a Licensed Speech Therapist to 
restore speech (as long as there is continued medical 
progress) after a loss or impairment. The loss or 
impairment must not be caused by a mental, 
psychoneurotic or personality disorder. 
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary in accordance with TENNderCare 
requirements. 
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SERVICE  BENEFIT LIMIT  
Occupational 
Therapy 

 Medicaid/Standard Eligible, Age 21 and older: 
Covered as medically necessary when provided by a 
Licensed Occupational Therapist to restore, improve, or 
stabilize impaired functions.  
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary in accordance with TENNderCare 
requirements. 

Physical 
Therapy 

 Medicaid Eligible, Age 21 and older: Covered as 
medically necessary when provided by a Licensed 
Physical Therapist to restore, improve, or stabilize 
impaired functions.  
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary in accordance with TENNderCare 
requirements. 

Organ and Tissue 
Transplant 
And Donor Organ 
Procurement 

 Medicaid Eligible, Age 21 and older: All medically 
necessary and non-investigational/experimental organ 
and tissue transplants, as covered by Medicare, are 
covered. These include, but may not be limited to: 
Bone marrow/Stem cell; 
Cornea; 
Heart; 
Heart/Lung; 
Kidney; 
Kidney/Pancreas; 
Liver; 
Lung; 
Pancreas; and 
Small bowel/Multi-visceral. 
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary in accordance with TENNderCare 
requirements. Experimental or investigational transplants 
are not covered. 

Reconstructive Breast 
Surgery 

 Covered in accordance with TCA 56-7-2507, which 
requires coverage of all stages of reconstructive breast 
surgery on a diseased breast as a result of a mastectomy, 
as well as surgical procedures on the non-diseased breast 
to establish symmetry between the two breasts in the 
manner chosen by the physician. The surgical procedure 
performed on a non-diseased breast to establish 
symmetry with the diseased breast will only be covered if 
the surgical procedure performed on a non-diseased 
breast occurs within five (5) years of the date the 
reconstructive breast surgery was performed on a 
diseased breast. 
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SERVICE  BENEFIT LIMIT  
Chiropractic 
Services 

 Medicaid Eligible, Age 21 and older: Not covered 
unless determined by the CONTRACTOR to be a cost 
effective alternative (see Section 2.6.5). 
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary in accordance with TENNderCare 
requirements. 

 
2.6.1.3 Soft Limits/Service Thresholds for Certain Physical Health Services 
 
2.6.1.3.1 TENNCARE has established thresholds that apply to certain covered physical health 

services for non-institutionalized Medicaid adults. The CONTRACTOR shall track, 
in a manner prescribed by TENNCARE, and report on accumulated benefit 
information for each service that has a threshold. Depending on the service, once a 
member reaches a threshold, the CONTRACTOR shall enroll the member in MCO 
case management or a disease management program or shall determine whether the 
person should be enrolled in MCO case management or a disease management 
program. 

 
2.6.1.3.2 The service thresholds and the CONTRACTOR’s responsibility once a non-

institutionalized adult has met the threshold are as follows:  
 

Service 
Threshold for Non-

Institutionalized Medicaid 
Eligibles, Age 21 and Older 

CONTRACTOR 
Responsibility Once 

Member Has Reached 
Threshold 

Inpatient Hospital 
Services 

20 days per SFY Enroll member in MCO case 
management or disease 
management program, 
whichever is more appropriate 

Outpatient Hospital 
Services 

8 visits per SFY Determine whether member 
should be enrolled in MCO case 
management or a disease 
management program and enroll 
member if appropriate 

Physician Outpatient 
Services/Community 
Health Clinic 
Services/Other Clinic 
Services 

12 visits per SFY  Determine whether member 
should be enrolled in MCO case 
management or a disease 
management program and enroll 
member if appropriate 

Lab and X-ray Services 10 visits per SFY 
 
 

Determine whether member 
should be enrolled in MCO case 
management or a disease 
management program and enroll 
member if appropriate 
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2.6.1.3.3 As provided in Section 2.30.3, the CONTRACTOR shall report on the number of 
members who reach each threshold, were assessed, and/or were enrolled in MCO 
case management or a disease management program, and the reasons for failure to 
enroll in MCO case management or disease management. 

 
2.6.1.4 CONTRACTOR Behavioral Health Benefits Chart 
 

SERVICE  BENEFIT LIMIT 
Psychiatric Inpatient 
Hospital 
Services (including 
physician services) 

 As medically necessary. 

24-hour Psychiatric 
Residential Treatment 

 Medicaid Eligible, Age 21 and older: As medically 
necessary. 
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary.  

Outpatient Mental 
Health Services 
(including physician 
services) 

 As medically necessary. 

Inpatient, Residential 
& Outpatient 
Substance Abuse 
Benefits1 

 Medicaid Eligible, Age 21 and older: Limited to ten (10) 
days detox, $30,000 in medically necessary lifetime 
benefits.  
 
Medicaid/Standard Eligible, Under age 21: Covered as 
medically necessary. 

Mental Health Case 
Management 

 As medically necessary. 

Psychiatric-
Rehabilitation 
Services 

 As medically necessary. 

Behavioral Health 
Crisis Services 

 As necessary. 

Lab and X-ray 
Services 

 As medically necessary. 

Non-emergency 
Transportation 
(including Non-
Emergency 
Ambulance 
Transportation) 

 Same as for physical health (see Section 2.6.1.2 above). 

1When medically appropriate, services in a licensed substance abuse residential treatment facility may be substituted 
for inpatient substance abuse services. Methadone clinic services are not covered for adults. 
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2.6.2 TennCare Benefits Provided by TENNCARE  
 

TennCare shall be responsible for the payment of the following benefits:  
 

2.6.2.1 Dental Services 
 

Except as provided in Section 2.6.1.2 of this Agreement, dental services shall not be 
provided by the CONTRACTOR but shall be provided by a dental benefits manager 
(DBM) under contract with TENNCARE. Coverage of dental services is described in 
TennCare rules and regulations.  

 
2.6.2.2 Pharmacy Services 

 
Except as provided in Section 2.6.1.2 of this Agreement, pharmacy services shall not 
be provided by the CONTRACTOR but shall be provided by a pharmacy benefits 
manager (PBM) under contract with TENNCARE. Coverage of pharmacy services is 
described in TennCare rules and regulations. TENNCARE does not cover pharmacy 
services for enrollees who are dually eligible for TennCare and Medicare.  

 
2.6.2.3 Institutional Services and Alternatives to Institutional Services 
 

For qualified enrollees in accordance with TennCare policies and/or TennCare rules 
and regulations, TENNCARE covers the costs of long-term care institutional services 
in a nursing facility or an Intermediate Care Facility for the Mentally Retarded 
(ICF/MR) or alternatives to institutional services provided through the Home and 
Community Based Services (HCBS) waivers.  

 
2.6.3 Medical Necessity Determination  
 

2.6.3.1 The CONTRACTOR may establish procedures for the determination of medical 
necessity. The determination of medical necessity shall be made on a case by case 
basis and in accordance with the definition of medical necessity defined in TCA 71-
5-144 and TennCare rules and regulations. However, this requirement shall not limit 
the CONTRACTOR’s ability to use medically appropriate cost effective alternatives 
in accordance with Section 2.6.5.  

 
2.6.3.2 The CONTRACTOR shall not employ, and shall not permit others acting on their 

behalf to employ, utilization control guidelines or other quantitative coverage limits, 
whether explicit or de facto, unless supported by an individualized determination of 
medical necessity based upon the needs of each TennCare enrollee and his/her 
medical history. The CONTRACTOR shall have the ability to place tentative limits 
on a service; however, such tentative limits placed by the CONTRACTOR shall be 
exceeded (up to the applicable hard limit on detoxification provided in Section 
2.6.1.4 above) when medically necessary based on a member’s individual 
characteristics.  

 
2.6.3.3 The CONTRACTOR shall not arbitrarily deny or reduce the amount, duration, or 

scope of a required service solely because of the diagnosis, type of illness, or 
condition.  
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2.6.3.4 The CONTRACTOR may deny services that are non-covered except as otherwise 
required by TENNderCare or unless otherwise directed to provide by TENNCARE 
and/or an administrative law judge.  

 
2.6.3.5 All medically necessary services shall be covered for enrollees under twenty-one (21) 

years of age in accordance with TENNderCare requirements (see Section 2.7.5). 
 
2.6.4 Second Opinions  
 

The CONTRACTOR shall provide for a second opinion in any situation where there is a question 
concerning a diagnosis or the options for surgery or other treatment of a health condition when 
requested by a member, parent and/or legally appointed representative. The second opinion must 
be provided by a contracted qualified health care professional or the CONTRACTOR shall 
arrange for a member to obtain one from a non-contract provider. The second opinion shall be 
provided at no cost to the member.  

 
2.6.5 Use of Cost Effective Alternative Services 
 

The CONTRACTOR shall be allowed to use cost effective alternative services, whether listed as 
covered or non-covered or omitted in Section 2.6.1 of this Agreement, when the use of such 
alternative services is medically appropriate and is cost effective. This may include, for example, 
use of nursing facilities as step down alternatives to acute care hospitalization or hotel 
accommodations for persons on outpatient radiation therapy to avoid the rigors of daily 
transportation. The CONTRACTOR shall comply with TennCare policies and procedures. As 
provided in the applicable TennCare policies and procedures, services not listed in the TennCare 
policies and procedures must be prior approved in writing by TENNCARE and CMS. 

 
2.6.6 Additional Services and Use of Incentives 
 

The CONTRACTOR shall not advertise, offer or provide any services that are not required by 
this Agreement other than those permitted pursuant to Section 2.6.1 of this Agreement. However, 
the CONTRACTOR may provide incentives that have been specifically prior approved in writing 
by TENNCARE. For example, TENNCARE may approve the use of incentives given to enrollees 
to encourage participation in disease management programs.  

 
2.6.7 Cost Sharing for Services 
 

2.6.7.1 General 
 

The CONTRACTOR and all providers and subcontractors shall not require any cost 
sharing responsibilities for covered services except to the extent that cost sharing 
responsibilities are required for those services by TENNCARE in accordance with 
TennCare rules and regulations, including but not limited to, holding enrollees liable 
for debt due to insolvency of the CONTRACTOR or non-payment by the State to the 
CONTRACTOR. Further, the CONTRACTOR and all providers and subcontractors 
may not charge enrollees for missed appointments. 

 
2.6.7.2 Preventive Services 

 
TennCare cost sharing responsibilities shall apply to covered services other than the 
preventive services described in TennCare rules and regulations.  
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2.6.7.3 Cost Sharing Schedule 

 
The current TennCare cost sharing schedule is included in this Agreement as 
Attachment II. The CONTRACTOR shall not waive or use any alternative cost 
sharing schedules, unless required by TENNCARE.  

 
2.6.7.4 Provider Requirements 

 
2.6.7.4.1 Providers or collection agencies acting on the provider’s behalf may not bill enrollees 

for amounts other than applicable TennCare cost sharing responsibilities for covered 
services, including but not limited to, services that the State or the CONTRACTOR 
has not paid for, except as permitted by TennCare rules and regulations and as 
described below. Providers may seek payment from an enrollee only in the following 
situations. 

 
2.6.7.4.1.1 If the services are not covered services and, prior to providing the services, the 

provider informed the enrollee that the services were not covered. The provider 
must inform the enrollee of the non-covered service and have the enrollee 
acknowledge the information. If the enrollee still requests the service, the 
provider shall obtain such acknowledgment in writing prior to rendering the 
service. Regardless of any understanding worked out between the provider and 
the enrollee about private payment, once the provider bills an MCO for the 
service that has been provided, the prior arrangement with the enrollee becomes 
null and void without regard to any prior arrangement worked out with the 
enrollee. 

 
2.6.7.4.1.2 If the enrollee’s TennCare eligibility is pending at the time services are provided 

and if the provider informs the person they will not accept TennCare assignment 
whether or not eligibility is established retroactively. Regardless of any 
understanding worked out between the provider and the enrollee about private 
payment, once the provider bills an MCO for the service the prior arrangement 
with the enrollee becomes null and void without regard to any prior arrangement 
worked out with the enrollee. 

 
2.6.7.4.1.3 If the enrollee’s TennCare eligibility is pending at the time services are provided, 

however, all monies collected, except applicable TennCare cost sharing amounts 
must be refunded when a claim is submitted to an MCO because the provider 
agreed to accept TennCare assignment once retroactive TennCare eligibility was 
established. (The monies collected shall be refunded as soon as a claim is 
submitted and shall not be held conditionally upon payment of the claim). 

 
2.6.7.4.1.4 If the services are not covered because they are in excess of an enrollee’s hard 

benefit limit, and the provider complies with applicable TennCare rules and 
regulations. 

 
2.6.7.4.2 The CONTRACTOR shall require, as a condition of payment, that the provider 

accept the amount paid by the CONTRACTOR or appropriate denial made by the 
CONTRACTOR (or, if applicable, payment by the CONTRACTOR that is 
supplementary to the enrollee’s third party payer) plus any applicable amount of 
TennCare cost sharing responsibilities due from the enrollee as payment in full for 
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the service. Except in the circumstances described above, if the CONTRACTOR is 
aware that a provider, or a collection agency acting on the provider’s behalf, bills an 
enrollee for amounts other than the applicable amount of TennCare cost sharing 
responsibilities due from the enrollee, the CONTRACTOR shall notify the provider 
and demand that the provider and/or collection agency cease such action against the 
enrollee immediately. If a provider continues to bill an enrollee after notification by 
the CONTRACTOR, the CONTRACTOR shall refer the provider to the Tennessee 
Bureau of Investigation.  

 
2.7 SPECIALIZED SERVICES 
 
2.7.1 Emergency Services  
 

2.7.1.1 Emergency services (as defined in Section 1 of this Agreement) shall be available 
twenty-four (24) hours a day, seven (7) days a week.  

 
2.7.1.2 The CONTRACTOR shall review and approve or disapprove claims for emergency 

services based on the definition of emergency medical condition specified in Section 
1 of this Agreement. The CONTRACTOR shall base coverage decisions for 
emergency services on the severity of the symptoms at the time of presentation and 
shall cover emergency services where the presenting symptoms are of sufficient 
severity to constitute an emergency medical condition in the judgment of a prudent 
layperson. The CONTRACTOR shall not impose restrictions on coverage of 
emergency services more restrictive than those permitted by the prudent layperson 
standard. 

 
2.7.1.3 The CONTRACTOR shall provide coverage for inpatient and outpatient emergency 

services, furnished by a qualified provider, regardless of whether the member obtains 
the services from a contract provider, that are needed to evaluate or stabilize an 
emergency medical condition that is found to exist using the prudent layperson 
standard. These services shall be provided without prior authorization in accordance 
with 42 CFR 438.114. The CONTRACTOR shall pay for any emergency screening 
examination services conducted to determine whether an emergency medical 
condition exists and for all emergency services that are medically necessary until the 
member is stabilized.  

 
2.7.1.4 If an emergency screening examination leads to a clinical determination by the 

examining provider that an actual emergency medical condition exists, the 
CONTRACTOR shall pay for both the services involved in the screening 
examination and the services required to stabilize the member. The CONTRACTOR 
shall be required to pay for all emergency services which are medically necessary 
until the clinical emergency is stabilized. This includes all medical and behavioral 
health services that may be necessary to assure, within reasonable medical 
probability, that no material deterioration of the member’s condition is likely to result 
from, or occur during, discharge of the member or transfer of the member to another 
facility. If there is a disagreement between the hospital and the CONTRACTOR 
concerning whether the member is stable enough for discharge or transfer, or whether 
the medical benefits of an un-stabilized transfer outweigh the risks, the judgment of 
the attending provider(s) actually caring for the member at the treating facility 
prevails and is binding on the CONTRACTOR. The CONTRACTOR, however, may 
establish arrangements with a hospital whereby the CONTRACTOR may send one of 
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its own providers with appropriate emergency room privileges to assume the 
attending provider’s responsibilities to stabilize, treat, and transfer the member, 
provided that such arrangement does not delay the provision of emergency services. 

 
2.7.1.5 The CONTRACTOR shall not retroactively deny a claim for an emergency screening 

examination because the condition, which appeared to be an emergency medical 
condition under the prudent layperson standard, turned out to be non-emergency in 
nature. If an emergency screening examination leads to a clinical determination by 
the examining provider that an actual emergency medical condition does not exist, 
then the determining factor for payment liability shall be whether the member had 
acute symptoms of sufficient severity at the time of presentation. In such cases, the 
CONTRACTOR shall review the presenting symptoms of the member and shall pay 
for all services involved in the screening examination where the presenting symptoms 
(including severe pain) were of sufficient severity to have warranted emergency 
attention under the prudent layperson standard regardless of final diagnosis. 

 
2.7.1.6 When the member’s PCP or the CONTRACTOR instructs the member to seek 

emergency services, the CONTRACTOR shall be responsible for payment for the 
medical screening examination and for other medically necessary emergency 
services, without regard to whether the member’s condition meets the prudent 
layperson standard. 

 
2.7.1.7 Once the member’s condition is stabilized, the CONTRACTOR may require prior 

authorization for hospital admission or follow-up care. 
 

2.7.2 Behavioral Health Services 
 

2.7.2.1 General Provisions 
 
2.7.2.1.1 The CONTRACTOR shall provide all behavioral health services as described in this 

Section, Section 2.6.1 and Attachment I. 
 
2.7.2.1.2 The CONTRACTOR shall provide behavioral health services in accordance with best 

practice guidelines, rules and regulations, and policies and procedures set forth by the 
State. 

 
2.7.2.1.3 The CONTRACTOR shall ensure that all members receiving behavioral health 

services from providers whose primary focus is to render behavioral health services 
have individualized treatment plans. Providers included in this requirement are:  

 
2.7.2.1.3.1 Community mental health agencies; 
 
2.7.2.1.3.2 Case management agencies; 

 
2.7.2.1.3.3 Psychiatric rehabilitation agencies; 

 
2.7.2.1.3.4 Psychiatric and substance abuse residential treatment facilities; and 

 
2.7.2.1.3.5 Psychiatric and substance abuse inpatient facilities.  
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2.7.2.1.4 Individualized treatment plans shall be completed within thirty (30) calendar days of 
the start date of service and updated every six (6) months, or more frequently as 
clinically appropriate. The treatment plans shall be developed, negotiated and agreed 
upon by the members and/or their support systems in face-to-face encounters and 
shall be used to identify the treatment needs necessary to meet the members’ stated 
goals. The duration and intensity of treatment shall promote the recovery and 
resilience of members and shall be documented in the treatment plans. 

 
2.7.2.2 Psychiatric Inpatient Hospital Services 
 
2.7.2.2.1 The CONTRACTOR shall ensure that all psychiatric inpatient hospitals serving 

children, youth, and adults separate members by age and render developmental age 
appropriate services.  

 
2.7.2.2.2 The CONTRACTOR shall require that all psychiatric inpatient facilities are JCAHO 

accredited and accept voluntary and involuntary admissions. 
 

2.7.2.3 24-Hour Psychiatric Residential Treatment 
 
2.7.2.3.1 The CONTRACTOR shall ensure that 24-hour psychiatric residential treatment 

facilities (RTFs) serving children, youth, and adults separate members by age and 
render developmental age appropriate services. 

 
2.7.2.3.2 The CONTRACTOR shall ensure RTFs have the capacity to render short term crisis 

stabilization and long-term treatment and rehabilitation. 
 

2.7.2.3.3 The CONTRACTOR shall ensure all RTFs meet local housing codes. 
 

2.7.2.3.4 The CONTRACTOR shall ensure all RTFs are accredited by a State-recognized 
accreditation organization as required by 42 CFR 441.151. 

 
2.7.2.4 Outpatient Mental Health Services 
 
2.7.2.4.1 The CONTRACTOR shall ensure that outpatient mental health providers (including 

providers of intensive outpatient and providers of partial hospitalization services) 
serving children, youth and adults separate members by age and render 
developmental age appropriate services.  

 
2.7.2.4.2 The CONTRACTOR shall ensure outpatient mental health providers are capable of 

rendering services both on and off site, as appropriate, depending on the services 
being rendered. On site services include, but are not limited to intensive outpatient 
services, partial hospitalization and many types of therapy. Off site services include 
but are not limited to intensive in home service for children and youth and home and 
community treatment for adults. 

 
2.7.2.5 Inpatient, Residential & Outpatient Substance Abuse Services 
 
2.7.2.5.1 The CONTRACTOR shall provide substance abuse treatment through inpatient, 

residential and outpatient services. 
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2.7.2.5.2 Detoxification services may be rendered as part of inpatient, residential or outpatient 
services, as clinically appropriate. The CONTRACTOR shall ensure all member 
detoxifications are supervised by Tennessee licensed physicians with a minimum 
daily re-evaluations by a physician or a registered nurse. 

 
2.7.2.6 Mental Health Case Management  

 
2.7.2.6.1 The CONTRACTOR shall provide mental health case management services only 

through providers licensed by the State to provide mental health outpatient services. 
 

2.7.2.6.2 The CONTRACTOR shall provide mental health case management services 
according to mental health case management standards set by the State and outlined 
in Attachment I. Mental health case management services will consist of two (2) 
levels of service as specified in Attachment I. 

 
2.7.2.6.3 The CONTRACTOR shall require its providers to collect and submit individual 

encounter records for each mental health case management visit, regardless of the 
method of payment by the CONTRACTOR. The CONTRACTOR shall identify and 
separately report “level 1” and “level 2” mental health case management encounters 
outlined in Attachment I. 

 
2.7.2.6.4 The CONTRACTOR shall require mental health case managers to involve the 

member, the member’s family or parent(s), or legally appointed representative, PCP 
and other agency representatives, if appropriate and authorized by the member as 
required, in mental health case management activities. 

.  
2.7.2.6.5 The CONTRACTOR shall ensure the continuing provision of mental health case 

management services to members under the conditions and time frames indicated 
below: 

 
2.7.2.6.5.1 Members receiving mental health case management services at the start date of 

operations shall be maintained in mental health case management until such time 
as the member no longer qualifies on the basis of medical necessity or refuses 
treatment; 

 
2.7.2.6.5.2 Members discharged from psychiatric inpatient hospitals and psychiatric 

residential treatment facilities shall be evaluated for mental health case 
management services and provided with appropriate behavioral health follow-up 
services; and 

 
2.7.2.6.5.3 The CONTRACTOR shall review the cases of members referred by PCPs or 

otherwise identified to the CONTRACTOR as potentially in need of mental 
health case management services and shall contact and offer such services to all 
members who meet medical necessity criteria. 

 
2.7.2.7 Psychiatric Rehabilitation Services 
 

The CONTRACTOR shall provide psychiatric rehabilitation services in accordance 
with the requirements in Attachment I. As described in Attachment I, the covered 
array of services available under psychiatric rehabilitation are psychosocial 
rehabilitation, supported employment, peer support, illness management and 
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recovery, and supported housing. An individual may receive one or more of these 
services and may receive different services from different providers. 
 

2.7.2.8 Behavioral Health Crisis Services 
 
2.7.2.8.1 Entry into the Behavioral Health Crisis Services System 

 
2.7.2.8.1.1 The State shall maintain a statewide toll-free telephone number for entry into the 

behavioral health crisis system. This line shall be for any individual in the 
general population for the purposes of providing immediate phone intervention 
by trained crisis specialists and dispatch of mobile crisis teams.  

 
2.7.2.8.1.2 The CONTRACTOR shall ensure that the crisis telephone line is linked to an 

appropriate crisis service team staffed by qualified crisis service providers in 
order to provide crisis intervention services to members.  

 
2.7.2.8.1.3 As required in Section 2.11.5.3, the CONTRACTOR shall contract with specified 

crisis service teams for both adults and children as directed by the State.  
 

2.7.2.8.1.4 The CONTRACTOR shall require the crisis service teams to provide telephone 
and walk-in triage screening services, telephone and face-to-face crisis 
intervention/assessment services, and follow-up telephone or face-to-face 
assessments to ensure the safety of the member until the member’s treatment 
begins and/or the crisis is alleviated and/or stabilized.  

 
2.7.2.8.1.5 Prior to admission to a psychiatric inpatient hospital on an involuntary basis, the 

CONTRACTOR shall ensure that the member has been evaluated by a crisis 
team. In addition, the CONTRACTOR shall ensure that Tennessee’s statutory 
requirement for a face-to-face evaluation by a mandatory pre-screening agent 
(MPA), is conducted to assess eligibility for emergency involuntary admission to 
an RMHI and determine whether all available less drastic alternatives services 
and supports are unsuitable.  

 
2.7.2.8.2 Behavioral Health Crisis Respite and Crisis Stabilization Services 
 
2.7.2.8.2.1 The CONTRACTOR shall ensure access to behavioral health crisis respite and 

crisis stabilization services. 
 

2.7.2.8.2.2 Behavioral health crisis respite services provide immediate shelter to members 
with emotional/behavioral problems who are in need of emergency respite. The 
CONTRACTOR shall ensure that behavioral health crisis respite services are 
provided in a CONTRACTOR approved community location.  

 
2.7.2.8.2.3 The CONTRACTOR shall ensure behavioral health crisis stabilization services 

are rendered at sites licensed by the State. These services are more intensive than 
regular behavioral health crisis services in that they require more secure 
environments, highly trained staff, and typically have longer stays.  

 
2.7.2.8.3 The CONTRACTOR shall monitor behavioral health crisis services and report 

information to TENNCARE on a quarterly basis as described in Section 2.30.4.4. 
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2.7.2.9 Clinically Related Group (CRG) and Target Population Group (TPG) Assessments  
 

2.7.2.9.1 The CONTRACTOR shall provide CRG/TPG assessments in response to requests 
from members or legally appointed representatives or, in the case of minors, the 
members’ parents or legally appointed representatives, behavioral health providers, 
PCPs, or the State. 

 
2.7.2.9.2 The CONTRACTOR shall complete CRG/TPG assessments within fourteen (14) 

calendar days of the requests. The CONTRACTOR shall not require prior 
authorization in order for a member to receive a CRG/TPG assessment. 

 
2.7.2.9.3 The CONTRACTOR shall ensure that its contract providers are trained and that there 

is sufficient capacity to perform CRG/TPG assessments. The CONTRACTOR shall 
require providers to use the CRG/TPG assessment form(s) as appropriate, prescribed 
by and in accordance with the policies of the state. The CRG/TPG assessments shall 
be subject to review and approval by the State.  

 
2.7.2.9.4 The CONTRACTOR shall identify persons in need of CRG/TPG assessments. The 

CONTRACTOR shall use the CRG/TPG assessments to identify persons who are 
SPMI or SED for reporting and tracking purposes, in accordance with the definitions 
contained in Section 1. 

 
2.7.2.9.5 The CONTRACTOR shall ensure that providers who perform CRG/TPG assessments 

have been trained and authorized by the State to perform CRG/TPG assessments. 
Certified trainers will be responsible for providing rater training within their 
agencies.  

 
2.7.2.9.6 The CONTRACTOR shall reject all CRG/TPG assessments completed by 

unapproved raters. The CONTRACTOR shall report on rejected assessments as 
required in Section 2.30.4.6. 

 
2.7.2.9.7 The CONTRACTOR shall conduct audits of CRG/TPG assessments for accuracy and 

conformity to state policies and procedures. The CONTRACTOR shall audit all 
providers conducting these assessments on at least an annual basis. The methodology 
for these audits and the results of these audits shall be reported as required in 
Sections 2.30.4.7 and 2.30.4.8.  

 
2.7.2.10 Judicial Services  

 
2.7.2.10.1 The CONTRACTOR shall provide covered court ordered behavioral health services 

to its members pursuant to court order(s). The CONTRACTOR shall furnish these 
services in the same manner as services furnished to other members. 

 
2.7.2.10.2 The CONTRACTOR shall provide for behavioral health services to its members in 

accordance with state law. Specific laws employed include the following: 
 

2.7.2.10.2.1 Psychiatric treatment for persons found by the court to require judicial 
psychiatric hospitalization (TCA 33-6 part 4 and part 5). The CONTRACTOR 
may apply medical necessity criteria to the situation after seventy-two (72) hours 
of emergency services, unless there is a court order prohibiting release; 
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2.7.2.10.2.2 Judicial review of discharge for persons hospitalized by a circuit, criminal or 
juvenile court (TCA 33-6-708); 

 
2.7.2.10.2.3 Access to and provision of mandatory outpatient psychiatric treatment and 

services to persons who are discharged from psychiatric hospitals after being 
hospitalized (TCA 33-6, Part 6); 

 
2.7.2.10.2.4 Inpatient psychiatric examination for up to forty-eight (48) hours for persons 

whom the court has ordered to be detained for examination but who have been 
unwilling to be evaluated for hospital admission (TCA 33-3-607); 

 
2.7.2.10.2.5 Voluntary psychiatric hospitalization for persons when determined to be 

medically necessary, subject to the availability of suitable accommodations (TCA 
33-6, Part 2); and 

 
2.7.2.10.2.6 Voluntary psychiatric hospitalization for persons with a severe impairment when 

determined to be medically necessary but who do not meet the criteria for 
emergency involuntary hospitalization, subject to the availability of suitable 
accommodations (TCA 33-6, Part 3). 

 
2.7.2.11 Mandatory Outpatient Treatment  
 
2.7.2.11.1 The CONTRACTOR shall provide mandatory outpatient treatment for individuals 

found not guilty by reason of insanity following a sixty (60) to ninety (90) calendar 
day inpatient evaluation. Treatment can be terminated only by the court pursuant to 
TCA 33-7-303(b). 

 
2.7.2.11.2 The State will assume responsibility for all forensic services other than the 

mandatory outpatient treatment service identified in Section 2.7.2.11.1 (TCA 33-7-
301(a), 33-7-301(b), 33-7-303(a) and 33-7-303(c)). 

 
2.7.3 Health Education and Outreach  
 

2.7.3.1 The CONTRACTOR shall develop programs and participate in activities to enhance 
the general health and well-being of members. Health education and outreach 
programs and activities may include the following: 

 
2.7.3.1.1 General physical and behavioral health education classes;  

 
2.7.3.1.2 Mental illness awareness programs and education campaigns with special emphasis 

on events such as National Mental Health Month and National Depression Screening 
Day; 

 
2.7.3.1.3 Smoking cessation programs with targeted outreach for adolescents and pregnant 

women; 
 

2.7.3.1.4 Nutrition counseling; 
 

2.7.3.1.5 Early intervention and risk reduction strategies to avoid complications of disability 
and chronic illness; 
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2.7.3.1.6 Prevention and treatment of alcohol and substance abuse; 
 

2.7.3.1.7 Self care training, including self-examination; 
 

2.7.3.1.8 Need for clear understanding of how to take medications and the importance of 
coordinating all medications; 

 
2.7.3.1.9 Understanding the difference between emergent, urgent and routine health 

conditions; 
 

2.7.3.1.10 Telephone calls, mailings and home visits to current members for the sole purpose of 
educating current members about services offered by or available through the 
CONTRACTOR’s MCO; and  

 
2.7.3.1.11 General activities that benefit the entire community (e.g., health fairs and school 

activity sponsorships).  
 

2.7.3.2 The CONTRACTOR shall report on these activities as required in Section 2.30.4.9. 
 
2.7.4 Preventive Services  
 

2.7.4.1 The CONTRACTOR shall provide preventive services which includes, but is not 
limited to, initial and periodic evaluations, family planning services, prenatal care, 
laboratory services and immunizations in accordance with TennCare rules and 
regulations. These services shall be exempt from TennCare cost sharing 
responsibilities described in Section 2.6.7 of this Agreement (see TennCare rules and 
regulations for service codes).  

 
2.7.4.2 Prenatal Care  

 
2.7.4.2.1 The CONTRACTOR is required to provide or arrange for the provision of medically 

necessary prenatal care to members beginning on the date of their enrollment in the 
CONTRACTOR’s MCO. This requirement includes pregnant women who are 
presumptively eligible for TennCare, enrollees who become pregnant, as well as 
enrollees who are pregnant on the effective date of enrollment in the CONTRACTOR’s 
MCO. The requirement to provide or arrange for the provision of medically 
necessary prenatal care shall include assistance in making a timely appointment for a 
woman who is presumptively eligible and shall be provided as soon as the 
CONTRACTOR becomes aware of the enrollment. For a woman in her second or 
third trimester, the appointment shall occur as required in Section 2.11.4.2. In the 
event a member enrolling in the CONTRACTOR’s MCO is receiving medically 
necessary prenatal care services the day before enrollment, the CONTRACTOR shall 
comply with the requirements in Sections 2.9.2.2 and 2.9.2.3 regarding prior 
authorization of prenatal care. 

 
2.7.4.2.2 Failure of the CONTRACTOR to respond to a member’s request for prenatal care by 

failing to identify a prenatal care provider to honor a request from a member, 
including a presumptively eligible member, (or from an PCP or patient advocate 
acting on behalf of a member) for a prenatal care appointment shall be considered a 
material breach of this Agreement. 
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2.7.4.2.3 The CONTRACTOR shall notify all contract providers that any unreasonable delay in 
providing care to a pregnant member seeking prenatal care will be considered a 
material breach of the provider’s agreement with the CONTRACTOR. Unreasonable 
delay in care for pregnant members shall mean failure of the prenatal care provider to 
meet the accessibility requirements required in Section 2.11.4 of this Agreement. 

 
2.7.5 TENNderCare 
 

2.7.5.1 General Provisions  
 

2.7.5.1.1 The CONTRACTOR shall provide TENNderCare services to members under age 
twenty-one (21) in accordance with TennCare and federal requirements including 
TennCare rules and regulations, TennCare policies and procedures, 42 USC 
1396a(a)(43), 1396d(a) and (r), 42 CFR Part 441, Subpart B, the Omnibus Budget 
Reconciliation Act of 1989, and the State Medicaid Manual. TENNderCare services 
means early and periodic screening, diagnosis and treatment of members under age 
twenty-one (21) to ascertain children’s individual (or individualized/or on an 
individual basis) physical and mental defects, and providing treatment to correct or 
ameliorate, or prevent from worsening defects and physical and mental illnesses and 
conditions discovered by the screening services, regardless of whether the required 
service is a covered benefit as described in Section 2.6.1.  

 
2.7.5.1.2 The CONTRACTOR shall use the name “TENNderCare” in describing or naming 

the State’s EPSDT program or services. This requirement is applicable for all 
policies, procedures and other material, regardless of the format or media. No other 
names or labels shall be used.  

 
2.7.5.1.3 The CONTRACTOR shall have written policies and procedures for the 

TENNderCare program that include coordinating services with child-serving 
agencies and providers, providing all medically necessary TENNderCare services to 
all eligible members under the age of twenty-one (21) regardless of whether the 
service is included in the Medicaid State Plan, and conducting outreach and 
education. The CONTRACTOR shall ensure the availability and accessibility of 
required health care resources and shall help members and their parents or legally 
appointed representatives use these resources effectively.  

 
2.7.5.1.4 The CONTRACTOR shall be responsible for and comply with all provisions related 

to screening, vision, dental, and hearing services (including making arrangements for 
necessary follow-up if all components of a screen cannot be completed in a single 
visit). 

 
2.7.5.1.5 The CONTRACTOR shall: 

 
2.7.5.1.5.1 Require that providers provide TENNderCare services;  
 
2.7.5.1.5.2 Require that providers make appropriate referrals and document said referrals in 

the member’s medical record; 
 
2.7.5.1.5.3 Educate contract providers about proper coding and encourage them to submit 

the appropriate diagnosis codes identified by TENNCARE in conjunction with 
evaluation and management procedure codes for TENNderCare services; 
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2.7.5.1.5.4 Educate contract providers about how to submit claims with appropriate codes 

and modifiers as described in standardized billing requirements (e.g., CPT, 
HCPCS, etc.) and require that they adjust billing methodology according to 
described components of said procedure codes/modifiers; and 

 
2.7.5.1.5.5 Monitor provider compliance with required TENNderCare activities including 

compliance with proper coding. 
 

2.7.5.1.6 The CONTRACTOR shall require that its contract providers notify the 
CONTRACTOR in the event a screening reveals the need for other health care 
services and the provider is unable to make an appropriate referral for those services. 
Upon notification of the inability to make an appropriate referral, the 
CONTRACTOR shall secure an appropriate referral and contact the member to offer 
scheduling assistance and transportation for members lacking access to 
transportation. In the event the failed referral is for dental services, the 
CONTRACTOR shall coordinate with the DBM to arrange for services.  

 
2.7.5.1.7 The CONTRACTOR shall not require prior authorization for periodic and 

interperiodic screens conducted by PCPs. The CONTRACTOR shall provide all 
medically necessary covered services regardless of whether the need for such 
services was identified by a provider who had received prior authorization from the 
CONTRACTOR or from a contract provider. 

 
2.7.5.1.8 The CONTRACTOR shall have a tracking system to monitor each TENNderCare 

eligible member’s receipt of the required screening, diagnosis, and treatment services 
as well as all referrals made as a result of a TENNderCare screen. The tracking 
system shall have the ability to generate immediate reports on each member’s 
TENNderCare status, reflecting all encounters reported more than sixty (60) days 
prior to the date of the report.  

 
2.7.5.1.9 In the event that a member under sixteen (16) years of age is seeking behavioral 

health TENNderCare services and the member’s parent(s), or legally appointed 
representative is unable to accompany the member to the examination, the 
CONTRACTOR shall require that its providers either contact the member’s 
parent(s), or legally appointed representative to discuss the findings and inform the 
family of any other necessary health care, diagnostic services, treatment or other 
measures recommended for the member or notify the MCO to contact the parent(s), 
or legally appointed representative with the results. 

 
2.7.5.2 Member Education and Outreach  

 
2.7.5.2.1 The CONTRACTOR shall be responsible for outreach activities and for informing 

members who are under the age of twenty-one (21), or their parent or legally 
appointed representative, of the availability of TENNderCare services. All 
TENNderCare member materials shall be submitted to TENNCARE for approval 
prior to distribution in accordance with Section 2.17.1 and shall be made available in 
accordance with the requirements specified in Section 2.17.2.  

 



 

47 of 327 

2.7.5.2.2 The CONTRACTOR shall have a minimum of six (6) “outreach contacts” per 
member per calendar year in which it provides information about TENNderCare to 
members. The minimum “outreach contacts” include: one (1) member handbook as 
described in Section 2.17.4, four (4) quarterly member newsletters as described in 
Section 2.17.5, and one (1) reminder notice issued before a screening is due. The 
reminder notice shall include an offer of transportation and scheduling assistance. 

 
2.7.5.2.3 The CONTRACTOR shall have a mechanism for systematically notifying families 

when TENNderCare screens are due.  
 

2.7.5.2.4 As part of its TENNderCare policies and procedures, the CONTRACTOR shall have 
a process for following up with members who do not get their screenings timely. This 
process for follow up must include provisions for documenting all outreach attempts 
and maintaining records of efforts made to reach out to members who have missed 
screening appointments or who have failed to receive regular check-ups. The 
CONTRACTOR shall make at least one (1) effort per quarter in excess of the six (6) 
“outreach contacts” to get the member in for a screening. The efforts, whether written 
or oral, shall be different each quarter. The CONTRACTOR is prohibited from 
simply sending the same letter four (4) times. 

 
2.7.5.2.5 The CONTRACTOR shall have a process for determining if a member who is 

eligible for TENNderCare has used no services within a year and shall make two (2) 
reasonable attempts to re-notify such members about TENNderCare. One (1) of these 
attempts can be a referral to DOH. (These two (2) attempts are in addition to the one 
(1) attempt per quarter mentioned in Section 2.7.5.2.4 above.) 

 
2.7.5.2.6 The CONTRACTOR shall require that providers have a process for documenting 

services declined by a parent or legally appointed representative or mature competent 
child, specifying the particular service was declined. This process must meet all 
requirements outlined in Section 5320.2.A of the State Medicaid Manual. 

 
2.7.5.2.7 The CONTRACTOR shall make and document a minimum of two (2) reasonable 

attempts to find a member when mail is returned as undeliverable. At least one (1) of 
these attempts must be oral. 

 
2.7.5.2.8 The CONTRACTOR shall make available to members and families accurate lists of 

names and phone numbers of contract providers who are currently accepting 
TennCare members as described in Section 2.17.7 of this Agreement. 

 
2.7.5.2.9 The CONTRACTOR shall target specific informing activities to pregnant women 

and families with newborns. Provided that the CONTRACTOR is aware of the 
pregnancy, the CONTRACTOR shall inform all pregnant women prior to the 
estimated delivery date about the availability of TENNderCare services for their 
children. The CONTRACTOR shall offer TENNderCare services for the child when 
it is born. 
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2.7.5.3 Screening 
 

2.7.5.3.1 The CONTRACTOR shall provide periodic comprehensive child health assessments 
meaning, “regularly scheduled examinations and evaluations of the general physical 
and mental health, growth, development, and nutritional status of infants, children, 
and youth.” 

 
2.7.5.3.2 At a minimum, these screens shall include periodic and interperiodic screens and be 

provided at intervals which meet reasonable standards of medical, behavioral and 
dental practice, as determined by the State after consultation with recognized medical 
and dental organizations involved in child health care. The State has determined that 
“reasonable standards of medical and dental practice” are those standards set forth in 
the American Academy of Pediatrics Recommendations for Preventive Pediatric 
Health Care for medical practice and American Academy of Pediatric Dentistry 
(AAPD) guidelines for dental practice. Tools used for screening shall be consistent 
with the screening guidelines recommended by the State which are available on the 
TennCare web site. These include, but are not limited to recommended screening 
guidelines for developmental/behavioral surveillance and screening, hearing 
screenings, and vision screenings. 

 
2.7.5.3.3 The screens shall include, but not be limited to: 

 
2.7.5.3.3.1 Comprehensive health and developmental history (including assessment of 

physical and mental health development and dietary practices); 
 

2.7.5.3.3.2 Comprehensive unclothed physical examination, including measurements (the 
child’s growth shall be compared against that considered normal for the child’s 
age and gender); 

 
2.7.5.3.3.3 Appropriate immunizations scheduled according to the most current Advisory 

Committee on Immunization Practices (ACIP) schedule according to age and 
health history; 

 
2.7.5.3.3.4 Appropriate vision and hearing testing provided at intervals which meet 

reasonable standards of medical practice and at other intervals as medically 
necessary to determine the existence of suspected illness or condition; 

 
2.7.5.3.3.5 Appropriate laboratory tests (including lead toxicity screening appropriate for 

age and risk factors). All children are considered at risk and must be screened for 
lead poisoning. All children must receive a screening blood lead test at twelve 
(12) and twenty-four (24) months of age. Children between the ages of thirty-six 
(36) months and seventy-two (72) months of age must receive a screening blood 
lead test if they have not been previously screened for lead poisoning. A blood 
lead test must be used when screening Medicaid-eligible children. A blood lead 
test equal to or greater than ten (10) ug/dL obtained by capillary specimen (finger 
stick) must be confirmed by using a venous blood sample; and 

 



 

49 of 327 

2.7.5.3.3.6 Health education which includes anticipatory guidance based on the findings of 
all screening. Health education should include counseling to both members and 
members’ parents or to the legally appointed representative to assist in 
understanding what to expect in terms of the child’s development and to provide 
information about the benefits of healthy lifestyles and practices as well as 
accident and disease prevention. 

 
2.7.5.3.4 The CONTRACTOR shall encourage providers to refer children to dentists for 

periodic dental screens beginning no later than three (3) years of age and earlier as 
needed (as early as six (6) to twelve (12) months in accordance with the American 
Academy of Pediatric Dentistry (AAPD) guidelines) and as otherwise appropriate.  

 
2.7.5.3.5 The CONTRACTOR shall establish a procedure for PCPs or other providers 

completing TENNderCare screenings to refer TENNderCare eligible members 
requiring behavioral health services to appropriate providers. 

 
2.7.5.4 Services 

 
2.7.5.4.1 Should screenings indicate a need, the CONTRACTOR must provide all necessary 

health care, diagnostic services, treatment, and other measures described in 42 USC 
1396d(a) (Section 1905(a) of the Social Security Act) to correct or ameliorate or 
prevent from worsening defects and physical and mental illnesses and conditions 
discovered by the screening services, whether or not such services are covered under 
the Medicaid State plan (see Section 2.7.5.4.8). This includes, but is not limited to, 
the services detailed below.   

 
2.7.5.4.2 The CONTRACTOR shall provide treatment for defects in vision and hearing, 

including eyeglasses and hearing aids. 
 

2.7.5.4.3 The CONTRACTOR shall coordinate with the DBM to ensure that TENNderCare 
eligible members receive dental care services furnished by direct referral to a dentist, 
at as early an age as necessary, and at intervals which meet reasonable standards of 
dental practice as determined by the State and at other intervals as medically 
necessary to determine the existence of a suspected illness or condition. 

 
2.7.5.4.4 The CONTRACTOR shall not require prior authorization or written PCP referral in 

order for a member to obtain a mental health or substance abuse assessment, whether 
the assessment is requested as follow-up to a TENNderCare screening or an 
interperiodic screening. This requirement shall not preclude the CONTRACTOR 
from requiring notification for a referral for an assessment. Furthermore, the 
CONTRACTOR shall establish a procedure for PCPs, or other providers, completing 
TENNderCare screenings, to refer members under the age of twenty-one (21) for a 
mental health or substance abuse assessment. 

 
2.7.5.4.5 For services not covered by Section 1905(a) of the Social Security Act, but found to 

be needed as a result of conditions disclosed during screening and diagnosis, the 
CONTRACTOR shall provide referral assistance as required by 42 CFR 441.61, 
including referral to providers and State health agencies. 
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2.7.5.4.6 Transportation Services  
 

2.7.5.4.6.1 The CONTRACTOR shall provide transportation assistance for a child. This 
includes related travel expenses, cost of meals, and lodging in route to and from 
care, and the cost of an attendant to accompany a child if necessary.  

 
2.7.5.4.6.2 The CONTRACTOR shall not impose blanket restrictions when determining 

coverage for transportation services. Each determination shall be based on 
individualized circumstances for each case by the CONTRACTOR and/or the 
transportation vendor. Each request for transportation services is to be reviewed 
individually and documented by the CONTRACTOR and/or the transportation 
vendor. 

 
2.7.5.4.6.3 The requirement to provide the cost of meals shall not be interpreted to mean that 

a member and/or an attendant can request meals while in transport to and from 
care. Rather, this provision is intended for use when a member has to be 
transported to a major health facility for services and care cannot be completed in 
one day thereby requiring an overnight stay. 

 
2.7.5.4.6.4 The CONTRACTOR shall offer transportation and scheduling assistance to all 

members under age twenty-one (21) who do not have access to transportation in 
order to access covered services. This may be accomplished through various 
means of communication to members, including but not limited to, member 
handbooks, TENNderCare outreach notifications, etc. 

 
2.7.5.4.6.5 Circumstances that may permit the CONTRACTOR and/or its transportation 

vendor to refuse the transportation request would be when the member or 
attendant according to a reasonable person’s standards is noticeably indisposed 
(disorderly conduct, intoxicated, armed (firearms), is in possession of illegal 
drugs, knives and/or other weapons) or is in any other condition that may affect 
the safety of the driver or persons being transported. 

 
2.7.5.4.7 Services for Elevated Blood Lead Levels 

 
2.7.5.4.7.1 The CONTRACTOR shall provide follow up for elevated blood lead levels in 

accordance with the State Medicaid Manual, Part 5. The Manual currently says 
that children with blood lead levels equal to or greater than ten (10) ug/dL should 
be followed according to CDC guidelines. These guidelines include follow up 
blood tests and investigations to determine the source of lead, when indicated. 

 
2.7.5.4.7.2 The CONTRACTOR shall provide for any follow up service within the scope of 

the federal Medicaid statute, including diagnostic or treatment services 
determined to be medically necessary when elevated blood lead levels are 
identified in children. Such services would include both MCO case management 
services and a one (1) time investigation to determine the source of lead. 

 
2.7.5.4.7.3 The CONTRACTOR is responsible for the primary environmental lead 

investigation—commonly called a “lead inspection”—for children when elevated 
blood levels suggest a need for such an investigation. 
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2.7.5.4.7.4 If the lead inspection does not reveal the presence of lead paint in the home, there 
may be a need for other testing, such as risk assessments involving water and soil 
sampling or inspections of sites other than the primary residence if the child 
spends a substantial amount of time in another location. The CONTRACTOR is 
not responsible for either the risk assessments or the lead inspection at the 
secondary site. However, the CONTRACTOR shall contact the DOH when these 
services are indicated as this agency is responsible for these services. 

 
2.7.5.4.7.5 CONTRACTOR reimbursement for the primary environmental investigations is 

limited to the items specified in Part 5 of the State Medicaid Manual. These items 
include the health professional’s time and activities during the on-site 
investigation of the child’s primary residence. They do not include testing of 
environmental substances such as water, paint, or soil. 

 
2.7.5.4.8 Services Chart  

 
Pursuant to federal and state requirements, TennCare enrollees under the age of 21 
are eligible for all services listed in Section 1905(a) of the Social Security Act. These 
services, and the entity responsible for providing them to TennCare enrollees under 
the age of 21, are listed below. Notwithstanding any other provision of this 
Agreement, the CONTRACTOR shall provide all services for which “MCO” is 
identified as the responsible entity to members under the age of 21. All services, 
other than TENNderCare screens and interperiodic screens, must be medically 
necessary in order to be covered by the CONTRACTOR.  The CONTRACTOR shall 
provide all medically necessary TENNderCare covered services regardless of 
whether or not the need for such services was identified by a provider whose services 
had received prior authorization from the CONTRACTOR or by a contract provider. 

 
Services Listed in Social 

Security Act Section 
1905(a) 

 Responsible Entity in 
Tennessee Comments 

(1)    Inpatient hospital 
services (other than 
services in an 
institution for mental 
diseases) 

 MCO  

(2)(A) Outpatient hospital 
services 

 MCO  

(2)(B) Rural health clinic 
services (RHCs) 

 MCO MCOs are not required to 
contract with RHCs if the 
services are available 
through other contract 
providers. 

(2)(C) Federally-qualified 
health center services 
(FQHCs) 

 MCO MCOs are not required to 
contract with FQHCs if 
they can demonstrate 
adequate provider 
capacity without them. 

(3)   Other laboratory and 
X-ray services 

 MCO  
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Services Listed in Social 
Security Act Section 

1905(a) 

 Responsible Entity in 
Tennessee Comments 

(4)(A) Nursing facility 
services for 
individuals age 21 and 
older 

  Not applicable for 
TENNderCare 

(4)(B) EPSDT services  MCO for physical health and 
behavioral health services; 
DBM for dental services 
except as described in Section 
2.6.1.2;  
PBM for pharmacy services 
as described except as in 
Section 2.6.1.2 

 

(4)(C) Family planning 
services and supplies 

 MCO; 
PBM for pharmacy services 
except as described in Section 
2.6.1.2 

 

(5)(A) Physicians’ services 
furnished by a 
physician, whether 
furnished in the office, 
the patient’s home, a 
hospital, or a nursing 
facility 

 MCO   

(5)(B) Medical and surgical 
services furnished by a 
dentist 

 DBM except as described in 
Section 2.6.1.2 

 

(6)    Medical care, or any 
other type of remedial 
care recognized under 
state law, furnished by 
licensed practitioners 
within the scope of 
their practice as 
defined by state law 

 MCO  See Item (13) 

(7)    Home health care 
services 

 MCO   

(8)    Private duty nursing 
services 

 MCO   

(9)    Clinic services   MCO   
(10)  Dental services  DBM except as described in 

Section 2.6.1.2 
 

(11)  Physical therapy and 
related services 

 MCO  
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Services Listed in Social 
Security Act Section 

1905(a) 

 Responsible Entity in 
Tennessee Comments 

(12)  Prescribed drugs, 
dentures, and 
prosthetic devices, and 
eyeglasses 

 MCO; 
PBM for pharmacy services 
except as described in Section 
2.6.1.2; 
DBM for dentures 

 

(13)  Other diagnostic, 
screening, preventive, 
and rehabilitative 
services, including any 
medical or remedial 
services recommended 
by a physician or other 
licensed practitioner of 
the healing arts within 
the scope of their 
practice under state 
law, for the maximum 
reduction of physical 
or mental disability 
and restoration of an 
individual to the best 
possible functional 
level 

 MCO for physical health and 
behavioral health services; 
DBM for dental services 
except as described in Section 
2.6.1.2; 
PBM for pharmacy services 
except as described in Section 
2.6.1.2 

The following are 
considered practitioners 
of the healing arts in 
Tennessee law:1 
• Alcohol and drug 

abuse counselor 
• Athletic trainer 
• Audiologist 
• Certified 

acupuncturist 
• Certified master 

social worker 
• Certified nurse 

practitioner 
• Certified 

professional 
counselor 

• Certified 
psychological 
assistant 

• Chiropractic 
physician 

• Chiropractic therapy 
assistant 

• Clinical pastoral 
therapist 

• Dentist 
• Dental assistant 
• Dental hygienist 
• Dietitian/nutritionist 
• Dispensing optician 
• Electrologist 
• Emergency medical 

personnel 
• First responder 
• Hearing instrument 

specialist  
• Laboratory 

personnel 

                                                      
1 This list was provided by the Tennessee Department of Health. 
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Services Listed in Social 
Security Act Section 

1905(a) 

 Responsible Entity in 
Tennessee Comments 

• Licensed clinical 
perfusionist 

• Licensed clinical 
social worker 

• Licensed practical 
nurse 

• Licensed 
professional 
counselor 

• Marital and family 
therapist, certified 

• Marital and family 
therapist, licensed 

• Massage therapist 
• Medical doctor 
• Medical doctor 

(special training) 
• Midwives and nurse 

midwives 
• Nurse aide 
• Occupational 

therapist 
• Occupational 

therapy assistant 
• Optometrist 
• Osteopathic 

physician 
• Pharmacist 
• Physical therapist 
• Physical therapist 

assistant 
• Physician assistant 
• Podiatrist 
• Psychological 

examiner 
• Psychologist 
• Registered nurse 
• Registered certified 

reflexologist 
• Respiratory care 

assistant 
• Respiratory care 

technician 
• Respiratory care 

therapist 
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Services Listed in Social 
Security Act Section 

1905(a) 

 Responsible Entity in 
Tennessee Comments 

• Senior psychological 
examiner 

• Speech pathologist 
• Speech pathology 

aide 
• X-ray op in 

chiropractic 
physician’s office 

• X-ray op in MD 
office 

• X-ray op in 
osteopathic office 

• X-ray op in 
podiatrist’s office 

(14)  Inpatient hospital 
services and nursing 
facility services for 
individuals 65 years of 
age or over in an 
institution for mental 
diseases 

  Not applicable for 
TENNderCare 

(15)  Services in an 
intermediate care 
facility for the 
mentally retarded 

 TENNCARE  

(16)  Inpatient psychiatric 
services for 
individuals under age 
21 

 MCO  

(17)  Services furnished by 
a nurse-midwife 

 MCO The MCOs are not 
required to contract with 
nurse-midwives if the 
services are available 
through other contract 
providers. 

(18)  Hospice care  MCO  
(19)  Case management 

services 
 MCO   

(20)  Respiratory care 
services 

 MCO  

(21)  Services furnished by 
a certified pediatric 
nurse practitioner or 
certified family nurse 
practitioner 

 MCO The MCOs are not 
required to contract with 
PNPs or CFNPs if the 
services are available 
through other contract 
providers. 
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Services Listed in Social 
Security Act Section 

1905(a) 

 Responsible Entity in 
Tennessee Comments 

(22)  Home and community 
care for functionally 
disabled elderly 
individuals 

  Not applicable for 
TENNderCare 

(23)  Community supported 
living arrangements 
services 

  Not applicable for 
TENNderCare 

(24)  Personal care services  MCO   
(25)  Primary care case 

management services 
  Not applicable 

(26)  Services furnished 
under a PACE 
program 

  Not applicable for 
TENNderCare 

(27)  Any other medical 
care, and any other 
type of remedial care 
recognized under state 
law. 

 MCO for physical and 
behavioral health services; 
DBM for dental services 
except as described in Section 
2.6.1.2; 
PBM for pharmacy services 
except  as described in 
Section 2.6.1.2 

See Item (13) 

 
2.7.5.4.8.1 Note 1: “Targeted case management services,” which are listed under Section 

1915(g)(1), are not TENNderCare services except to the extent that the 
definition in Section 1915(g)(2) is used with Item (19) above.  

 
2.7.5.4.8.2 Note 2: “Psychiatric residential treatment facility” is not listed in Social Security 

Act Section 1905(a). It is, however, defined in 42 CFR 483.352 as “a facility 
other than a hospital, that provides psychiatric services, as described in subpart D 
of part 441 of this chapter, to individuals under age twenty-one (21), in an 
inpatient setting.”  

 
2.7.5.4.8.3 Note 3: “Rehabilitative” services are differentiated from “habilitative” services 

in federal law. “Rehabilitative” services, which are TENNderCare services, are 
defined in 42 CFR 440.130(d) as services designed “for maximum reduction of 
physical or mental disability and restoration of a recipient to his best possible 
functional level.” “Habilitative” services, which are not TENNderCare 
services, are defined in Section 1915(c)(5) as services designed “to assist 
individuals in acquiring, retaining, and improving the self-help, socialization, and 
adaptive skills necessary to reside successfully in home and community based 
settings.” 

 
2.7.5.4.8.4 Note 4: Certain services are covered under a Home and Community Based 

waiver but are not TENNderCare services because they are not listed in the 
Social Security Act Section 1905(a). These services include habilitation, 
prevocational, supported employment services, homemaker services and respite 
services. (See Section 1915(c)(4).) 
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2.7.5.4.8.5 Note 5: Certain services are not coverable even under a Home and Community 

Based waiver and are not TENNderCare services. These services include room 
and board, and special education and related services which are otherwise 
available through a Local Education Agency. (See Section 1915(c)(5).) 

 
2.7.5.5 Children with Special Health Care Needs 
 

Children with special health care needs are those children who are in the custody of 
DCS. As provided in Section 2.4.4.4, TennCare enrollees who are in the custody of 
DCS will be enrolled in TennCare Select. 

 
2.7.6 Advance Directives  
 

2.7.6.1 The CONTRACTOR shall maintain written policies and procedures for advance 
directives that comply with all federal and state requirements concerning advance 
directives, including but not limited to 42 CFR 422.128, 438.6 and 489 Subpart I; 
TCA 32-11-101 et seq., 34-6-201 et seq., and 68-11-201 through 68-11-224; and any 
requirements as stipulated by the member. Any written information provided by the 
CONTRACTOR must reflect changes in state law by the effective date specified in 
the law, if not specified then within thirty (30) calendar days after the effective date 
of the change. 

 
2.7.6.2 The CONTRACTOR shall provide its policies and procedures to all members 

eighteen (18) years of age and older and shall educate members about their ability to 
direct their care using this mechanism and shall specifically designate which staff 
members and/or contract providers are responsible for providing this education. 

 
2.7.6.3 The CONTRACTOR shall educate its staff about its policies and procedures on 

advance directives, situations in which advance directives may be of benefit to 
members, and their responsibility to educate members about this tool and assist them 
to make use of it. 

 
2.7.6.4 The CONTRACTOR, for behavioral health services, shall provide its policies and 

procedures to all members sixteen (16) years of age and older and shall educate 
members about their ability to direct their care using advance directives including the 
use of Declarations for Mental Health Treatment under TCA Title 33, Chapter 6, Part 
10. The CONTRACTOR shall specifically designate staff members and/or providers 
responsible for providing this education. 

 
2.7.7 Sterilizations, Hysterectomies and Abortions  
 

2.7.7.1 The CONTRACTOR shall cover sterilizations, hysterectomies and abortions 
pursuant to applicable federal and state law. The CONTRACTOR shall ensure that 
when coverage requires the completion of a specific form, the form is properly 
completed as described in the instructions with the original form maintained in the 
member’s medical records and a copy submitted to the CONTRACTOR for retention 
in the event of audit. 
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2.7.7.2 Sterilizations 
 

Sterilization shall mean any medical procedure, treatment or operation done for the 
purpose of rendering an individual permanently incapable of reproducing. The 
CONTRACTOR shall cover sterilizations only if the following requirements are met: 

 
2.7.7.2.1 The member has given informed consent not less than thirty (30) full calendar days 

(or not less than seventy-two (72) hours in the case of premature delivery or 
emergency abdominal surgery) but not more than one-hundred eighty (180) calendar 
days before the date of the sterilization; 

 
2.7.7.2.2 The member is at least twenty-one (21) years old at the time consent is obtained; 

 
2.7.7.2.3 The member is mentally competent; 

 
2.7.7.2.4 The member is not institutionalized; i.e., not involuntarily confined or detained under 

a civil or criminal status in a correctional or rehabilitative facility or confined in a 
mental hospital or other facility for the care and treatment of mental illness, whether 
voluntarily or involuntarily committed; and 

 
2.7.7.2.5 The member has voluntarily given informed consent on the approved 

“STERILIZATION CONSENT FORM” which is available on TENNCARE’s web 
site. The form shall be available in English and Spanish, and the CONTRACTOR 
shall provide assistance in completing the form when an alternative form of 
communication is necessary. 

 
2.7.7.3 Hysterectomies 

 
2.7.7.3.1 The CONTRACTOR shall cover hysterectomies only if the following requirements 

are met:  
 

2.7.7.3.1.1 The hysterectomy is medically necessary; 
 

2.7.7.3.1.2 The member or her authorized representative, if any, has been informed orally 
and in writing that the hysterectomy will render the member permanently 
incapable of reproducing; and 

 
2.7.7.3.1.3 The member or her authorized representative, if any, has signed and dated a 

“STATEMENT OF RECEIPT OF INFORMATION CONCERNING 
HYSTERECTOMY” form which is available on TENNCARE’s web site, prior 
to the hysterectomy. Informed consent must be obtained regardless of diagnosis 
or age in accordance with federal requirements. The form shall be available in 
English and Spanish, and assistance must be provided in completing the form 
when an alternative form of communication is necessary. 

 
2.7.7.3.2 The CONTRACTOR shall not cover hysterectomies under the following 

circumstances: 
 

2.7.7.3.2.1 If it is performed solely for the purpose of rendering an individual permanently 
incapable of reproducing; 
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2.7.7.3.2.2 If there is more than one purpose for performing the hysterectomy, but the 
primary purpose is to render the individual permanently incapable of 
reproducing; or 

 
2.7.7.3.2.3 It is performed for the purpose of cancer prophylaxis. 

 
2.7.7.4 Abortions 

 
2.7.7.4.1 The CONTRACTOR shall cover abortions and services associated with the abortion 

procedure only if the pregnancy is the result of an act of rape or incest; or in the case 
where a woman suffers from a physical disorder, physical injury, or physical illness, 
including a life-endangering physical condition caused by or arising from the 
pregnancy itself, that would, as certified by a physician, place the woman in danger 
of death unless an abortion is performed.  

 
2.7.7.4.2 The CONTRACTOR shall ensure that a “CERTIFICATION OF MEDICAL 

NECESSITY FOR ABORTION” form, which is available on TENNCARE’s web 
site, is completed. 

 
2.8 DISEASE MANAGEMENT  
 
2.8.1 General 
 

2.8.1.1 The CONTRACTOR shall establish and operate a disease management (DM) 
program for each of the following conditions:  

 
2.8.1.1.1 Maternity care management, in particular high-risk obstetrics; 

 
2.8.1.1.2 Diabetes; 

 
2.8.1.1.3 Congestive heart failure; 

 
2.8.1.1.4 Asthma; 

 
2.8.1.1.5 Coronary artery disease; 

 
2.8.1.1.6 Chronic-obstructive pulmonary disease; 

 
2.8.1.1.7 Bipolar disorder;  

 
2.8.1.1.8 Major depression; and 

 
2.8.1.1.9 Schizophrenia. 
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2.8.1.2 Each DM program must utilize evidence-based clinical practice guidelines (hereafter 
referred to as the guidelines) that have been formally adopted by the 
CONTRACTOR’s Quality Management/Quality Improvement (QM/QI) committee 
or other clinical committee and patient empowerment strategies to support the 
provider-patient relationship and the plan of care. For the conditions listed in 2.8.1.1 
through 2.8.1.6, the guidelines shall include a requirement to conduct a mental health 
and substance abuse screening. The DM programs for bipolar disorder, major 
depression, and schizophrenia shall include the use of the evidence-based practice for 
co-occurring disorders. 

 
2.8.1.3 The DM programs must emphasize the prevention of exacerbation and complications 

of the conditions as evidenced by decreases in emergency room utilization and 
inpatient hospitalization and/or improvements in condition-specific health status 
indicators. 

 
2.8.1.4 The CONTRACTOR shall develop and maintain DM program policies and 

procedures. These policies and procedures must include, for each of the conditions 
listed above, the following:  

 
2.8.1.4.1 The definition of the target population;  

 
2.8.1.4.2 Member identification strategies; 

 
2.8.1.4.3 The guidelines; 

 
2.8.1.4.4 Written description of the stratification levels for each of the conditions, including 

member criteria and associated interventions; 
 

2.8.1.4.5 Program content; 
 

2.8.1.4.6 Methods for informing and educating members; 
 

2.8.1.4.7 Methods for informing and educating providers; and  
 

2.8.1.4.8 Program evaluation. 
 

2.8.1.5 As part of its DM program policies and procedures, the CONTRACTOR shall also 
address how the DM programs will coordinate with MCO case management 
activities, in particular for members who would benefit from both.  

 
2.8.2 Member Identification Strategies  
 

2.8.2.1 The CONTRACTOR shall have a systematic method of identifying and enrolling 
eligible members in each DM program. This shall include but not be limited to: 

 
2.8.2.1.1 Members who have reached the service threshold for inpatient hospital services (see 

Section 2.6.1.3); and 
 
2.8.2.1.2 Members who have reached the service threshold for non-inpatient hospital services 

(see Section 2.6.1.3) and could potentially benefit from enrollment in a disease 
management program.  
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2.8.2.1.3 Members who have reached the service threshold for inpatient hospital services shall 

be enrolled in either a disease management program or MCO case management, 
whichever the CONTRACTOR determines is more appropriate.  

 
2.8.2.2 The CONTRACTOR shall operate its disease management programs using an “opt 

out” methodology, meaning that disease management services will be provided to 
eligible members unless they specifically ask to be excluded.  

 
2.8.3 Stratification 
 

As part of the DM programs, the CONTRACTOR shall classify eligible members into 
stratification levels according to condition severity or other clinical or member-provided 
information. The DM programs shall tailor the program content, education activities, and 
benchmarks and goals for each risk level.  

 
2.8.4 Program Content  
 

Each DM program shall include the development of treatment plans that serve as the outline for 
all of the activities and interventions in the program. At a minimum the activities and 
interventions associated with the treatment plan must address condition monitoring, patient 
adherence to the treatment plan, consideration of other co-morbidities, and condition-related 
lifestyle issues.  

 
2.8.5 Informing and Educating Members 
 

The DM programs shall educate members and/or their caregivers regarding their particular 
condition(s) and needs. This information shall be provided upon enrollment in the DM program. 
The DM programs shall educate members to increase their understanding of their condition(s), 
the factors that impact their health status (e.g., diet and nutrition, lifestyle, exercise, medication 
compliance), and to empower members to be more effective in self-care and management of their 
health so they: 

 
2.8.5.1 Are proactive and effective partners in their care; 

 
2.8.5.2 Understand the appropriate use of resources needed for their care; 

 
2.8.5.3 Identify precipitating factors and appropriate responses before they require more 

acute intervention; and 
 

2.8.5.4 Are compliant and cooperative with the recommended treatment plan. 
 
2.8.6 Informing and Educating Providers 
 

As part of the DM programs, the CONTRACTOR shall educate providers regarding the 
guidelines and shall distribute the guidelines to providers who are likely to treat enrollees with the 
DM conditions. This includes, but is not limited to, PCPs and specialists involved in treating that 
particular condition. The CONTRACTOR shall also provide each PCP with a list of their patients 
enrolled in each DM program upon the member’s initial enrollment and at least annually 
thereafter. The CONTRACTOR shall provide specific information to the provider concerning 
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how the program(s) works. The DM’s provider education shall be designed to increase the 
providers’ adherence to the guidelines in order to improve the members’ conditions.  

 
2.8.7 Program Evaluation  
 

2.8.7.1 The CONTRACTOR shall establish measurable benchmarks and goals for each DM 
program and shall evaluate the programs using these benchmarks and goals. These 
benchmarks and goals shall be specific to each condition but should include: 

 
2.8.7.1.1 Performance measured against at least two important clinical aspects of the 

guidelines associated with each DM program; 
 

2.8.7.1.2 The rate of emergency department utilization and inpatient hospitalization; 
 

2.8.7.1.3 Neonatal Intensive Care Unit (NICU) days for births associated with members 
enrolled in the maternity care management program; 

 
2.8.7.1.4 Appropriate HEDIS measures; 

 
2.8.7.1.5 The active participation rates (as defined by NCQA) and the number of individuals 

participating in each level of each of the DM programs;  
 

2.8.7.1.6 Cost savings;  
 

2.8.7.1.7 Member adherence to treatment plans; and 
 

2.8.7.1.8 Provider adherence to the guidelines. 
 

2.8.7.2 The CONTRACTOR shall report on DM activities as required in Section 2.30.5. 
 
2.8.8 Obesity Disease Management  
 

In addition to the aforementioned DM program requirements, the CONTRACTOR shall have a 
DM program for obesity that is provided as a cost effective alternative service (see Section 2.6.5). 
This DM program shall, at a minimum, fulfill all requirements related to the TennCare 
Partnership with Weight Watchers program. This means that, at a minimum, the CONTRACTOR 
shall have provider agreements with the appropriate Weight Watchers regional center(s); educate 
its contract providers about the program to ensure they make appropriate referrals for members; 
and process claims according to the requirements in Section 2.22. The CONTRACTOR is 
encouraged to undertake additional obesity disease management activities as cost effective 
alternative services pursuant to Section 2.6.5. 

 
2.9 SERVICE COORDINATION 
 
2.9.1 General  
 

2.9.1.1 The CONTRACTOR shall be responsible for the management, coordination, and 
continuity of care for all its TennCare members and shall develop and maintain 
policies and procedures to address this responsibility. 
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2.9.1.2 The CONTRACTOR shall: 
 

2.9.1.2.1 Coordinate care between PCPs and specialists; 
 

2.9.1.2.2 Perform reasonable preventive health case management services, have mechanisms 
to assess the quality and appropriateness of services furnished, and provide 
appropriate referral and scheduling assistance; 

 
2.9.1.2.3 Document authorized referrals in its utilization management system; 

 
2.9.1.2.4 Monitor members with ongoing medical or behavioral health conditions; 

 
2.9.1.2.5 Identify members using emergency department services inappropriately to assist in 

scheduling follow-up care with PCPs and/or appropriate specialists to improve 
continuity of care and establish a medical home; 

 
2.9.1.2.6 Maintain and operate a formalized hospital and/or institutional discharge planning 

program;  
 

2.9.1.2.7 Coordinate hospital and/or institutional discharge planning that includes post-
discharge care, as appropriate; 

 
2.9.1.2.8 Maintain an internal tracking system that identifies the current preventive services 

screening status and pending preventive services screening due dates for each 
member; and 

 
2.9.1.2.9 Authorize services provided by non-contract providers, as required in this Agreement 

(see, e.g., Section 2.13). 
 
2.9.2 Transition of New Members  
 

2.9.2.1 In the event an enrollee entering the CONTRACTOR’s MCO is receiving medically 
necessary covered services in addition to or other than prenatal services (see below 
for enrollees receiving only prenatal services) the day before enrollment, the 
CONTRACTOR shall be responsible for the costs of continuation of such medically 
necessary services, without any form of prior approval and without regard to whether 
such services are being provided by contract or non-contract providers. The 
CONTRACTOR must provide continuation of such services for up to ninety (90) 
calendar days or until the member may be reasonably transferred without disruption, 
whichever is less. The CONTRACTOR may require prior authorization for 
continuation of the services beyond thirty (30) calendar days however the 
CONTRACTOR is prohibited from denying authorization solely on the basis that the 
provider is a non-contract provider.  
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2.9.2.2 In the event an enrollee entering the CONTRACTOR’s MCO is in her first trimester 
of pregnancy and is receiving medically necessary covered prenatal care services the 
day before enrollment, the CONTRACTOR shall be responsible for the costs of 
continuation of such medically necessary prenatal care services, including prenatal 
care, delivery, and post-natal care, without any form of prior approval and without 
regard to whether such services are being provided by a contract or non-contract 
provider until such time as the CONTRACTOR can reasonably transfer the member 
to a contract provider without impeding service delivery that might be harmful to the 
member’s health.  

 
2.9.2.3 In the event an enrollee entering the CONTRACTOR’s MCO is in her second or 

third trimester of pregnancy and is receiving medically necessary covered prenatal 
care services the day before enrollment, the CONTRACTOR shall be responsible for 
providing continued access to the prenatal care provider (whether contract or non-
contract provider) through the postpartum period.  

 
2.9.2.4 The CONTRACTOR shall ensure that the member is held harmless by the provider 

for the costs of medically necessary covered services except for applicable TennCare 
cost sharing amounts described in Section 2.6.7 and in Attachment II of this 
Agreement. 

 
2.9.2.5 The CONTRACTOR shall develop and maintain policies and procedures regarding 

the transition of new members. 
 
2.9.3 Transition of Care  
 

2.9.3.1 The CONTRACTOR shall actively assist members with chronic or acute medical or 
behavioral health conditions in transitioning to another provider when their current 
provider has terminated participation with the CONTRACTOR. The 
CONTRACTOR must provide continuation of such services for up to ninety (90) 
calendar days or until the member may be reasonably transferred without disruption 
of care, whichever is less. The CONTRACTOR shall allow continued access to the 
provider through the postpartum period for members in their second or third trimester 
of pregnancy. 

 
2.9.3.2 The CONTRACTOR shall actively assist members in transitioning to another provider 

when there are changes in providers. The CONTRACTOR shall have transition 
policies that, at a minimum, include the following: 

 
2.9.3.2.1 A schedule which ensures transfer does not create a lapse in service; 
 
2.9.3.2.2 A mechanism for timely information exchange (including transfer of the member 

record); 
 

2.9.3.2.3 A mechanism for assuring confidentiality; 
 

2.9.3.2.4 A mechanism for allowing a member to request and be granted a change of provider; 
 

2.9.3.2.5 An appropriate schedule as approved by the State for transitioning members from one 
(1) provider to another when there is medical necessity for ongoing care.  
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2.9.3.2.6 Specific transition language on the following special populations: 
 

2.9.3.2.6.1 Children who are SED; 
 
2.9.3.2.6.2 Adults who are SPMI; 
 
2.9.3.2.6.3 Persons who have addictive disorders; 
 
2.9.3.2.6.4 Persons who have co-occurring disorders of both mental health and alcohol 

and/or drug abuse disorders; and 
 
2.9.3.2.6.5 Persons with behavioral health conditions who also have a developmental 

disorder (dually diagnosed). These members shall be allowed to remain with their 
providers of the services listed below for the minimum time frames set out below 
as long as the services continue to be medically necessary. The CONTRACTOR 
may shorten these transition time frames only when the provider of services is no 
longer available to serve the member or when a change in providers is agreed to in 
writing by the member. 

 
2.9.3.2.6.5.1 Mental health case management: three (3) months; 
 
2.9.3.2.6.5.2 Psychiatrist: three (3) months; 

 
2.9.3.2.6.5.3 Outpatient behavioral health therapy: three (3) months; 

 
2.9.3.2.6.5.4 Psychosocial rehabilitation and supported employment: three (3) months; and  

 
2.9.3.2.6.5.5 Psychiatric inpatient or residential treatment and supportive housing: six (6) 

months. 
 
2.9.4 MCO Case Management  
 

2.9.4.1 The CONTRACTOR shall maintain an MCO case management program that 
includes the following components: 

 
2.9.4.1.1 A systematic approach to identify eligible members;  

 
2.9.4.1.2 Assessment of member needs; 

 
2.9.4.1.3 Development of an individualized plan of care; 

 
2.9.4.1.4 Implementation of the plan of care, including coordination of care that actively links 

the member to providers and support services; and 
 

2.9.4.1.5 Monitoring of outcomes. 
 

2.9.4.2 The CONTRACTOR shall provide MCO case management to members who are at 
high risk or have unique, chronic, or complex needs. This shall include but not be 
limited to: 
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2.9.4.2.1 Members who have reached the service threshold for inpatient hospital services (see 
Section 2.6.1.3); 

 
2.9.4.2.2 Members who have reached the service threshold for non-inpatient hospital services 

and could potentially benefit from enrollment in MCO case management; and 
 

2.9.4.2.3 Members with co-occurring mental illness and substance abuse, and/or co-morbid 
physical health and behavioral health conditions.  

 
2.9.4.3 Members who have reached the service threshold for inpatient hospital services shall 

be enrolled in either MCO case management or a disease management program. 
 
2.9.4.4 Eligible members must be offered MCO case management services. However, 

member participation shall be voluntary. 
 

2.9.4.5 The CONTRACTOR shall develop a process to inform members and providers about 
the availability of MCO case management and to inform the member’s PCP when a 
member has been assigned to the MCO case management program.  

 
2.9.4.6 The CONTRACTOR shall use utilization data, including pharmacy data provided by 

TENNCARE or its PBM (see Section 2.9.7), to identify members for MCO case 
management services as appropriate. In particular, the CONTRACTOR shall track 
utilization data to determine when a member has reached a service threshold (see 
Section 2.6.1.3). 

 
2.9.5 Coordination and Collaboration Between Physical Health and Behavioral Health  
  

2.9.5.1 General 
 

As provided in Section 2.6.1 of this Agreement, the CONTRACTOR shall be 
responsible for providing a full continuum of physical health and behavioral health 
services. The CONTRACTOR shall ensure communication and coordination between 
PCPs and medical specialists. The CONTRACTOR shall also be responsible for 
ensuring continuity and coordination between covered physical and behavioral health 
services and ensuring collaboration between physical health and behavioral health 
providers. The CONTRACTOR shall develop policies and procedures that address 
key elements in meeting this requirement. These elements include, but are not limited 
to, screening for behavioral health needs (including the screening tool), referral to 
physical and behavioral health providers, exchange of information, confidentiality, 
assessment, treatment plan development, collaboration, MCO case management and 
disease management, provider training, and monitoring implementation and 
outcomes.  

 
2.9.5.2 Subcontracting for Behavioral Health Services 

 
If the CONTRACTOR subcontracts for the provision of behavioral health services, 
the CONTRACTOR shall develop and implement a written agreement with the 
subcontractor regarding the coordination of services provided by the 
CONTRACTOR and those provided by the subcontractor. The agreement shall 
address the responsibilities of the CONTRACTOR and the subcontractor regarding, 
at a minimum, the items identified in Section 2.9.5.1 as well as prior authorization, 
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claims payment, claims resolution, contract disputes, and reporting. The subcontract 
shall comply with all of the requirements regarding subcontracts included in Section 
2.26 of this Agreement.  

 
2.9.5.3 Screening for Behavioral Health Needs 

 
2.9.5.3.1 The CONTRACTOR shall ensure that the need for behavioral health services is 

systematically identified by and addressed by the member’s PCP at the earliest 
possible time following initial enrollment of the member in the CONTRACTOR’s 
MCO or after the onset of a condition requiring mental health and/or substance abuse 
treatment.  

 
2.9.5.3.2 The CONTRACTOR shall encourage PCPs and other providers to use a screening 

tool prior approved by the State as well as other mechanisms to facilitate early 
identification of behavioral health needs. 

 
2.9.5.4 Referrals to Behavioral Health Providers 

 
The CONTRACTOR shall ensure through screening that members with a need for 
behavioral health services, particularly members with SED/SPMI are appropriately 
referred to behavioral health providers. The CONTRACTOR shall develop provider 
education and training materials to ensure that physical health providers know when 
and how to refer members who need specialty behavioral health services. This shall 
include education about behavioral health services, including the recovery process 
and resilience for children. The CONTRACTOR shall develop a referral process to 
be used by its providers, including what information must be exchanged and when to 
share this information.  

 
2.9.5.5 Referrals to PCPs 

 
The CONTRACTOR shall ensure that members with both physical health and 
behavioral health needs are appropriately referred to their PCPs for treatment of their 
physical health needs. The CONTRACTOR shall develop provider education and 
training materials to ensure that behavioral health providers know when and how to 
refer members who need physical health services. The CONTRACTOR shall develop 
a referral process to be used by its providers. The referral process shall include 
providing a copy of the physical health consultation and results to the behavioral 
health provider. 

 
2.9.5.6 Behavioral Health Assessment and Treatment Plan 

 
The CONTRACTOR’s policies and procedures shall identify the role of physical 
health and behavioral health providers in assessing a member’s behavioral health 
needs and developing an individualized treatment plan. For members with chronic 
physical conditions that require ongoing treatment who also have behavioral health 
needs, the CONTRACTOR shall encourage participation of both the member’s 
physical health provider (PCP or specialist) and behavioral health provider in the 
assessment and individualized treatment plan development process as well as the 
ongoing provision of services. 
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2.9.5.7 MCO Case Management and Disease Management 
 

The CONTRACTOR shall use its MCO case management and disease management 
programs (see Sections 2.9.4 and 2.8) to support the continuity and coordination of 
covered physical and behavioral health services and the collaboration between 
physical health and behavioral health providers.  

 
2.9.5.8 Monitoring  

 
The CONTRACTOR shall evaluate and monitor the effectiveness of its policies and 
procedures regarding the continuity and coordination of covered physical and 
behavioral health services and collaboration between physical and behavioral health 
providers. This shall include, but not be limited to, an assessment of the 
appropriateness of the diagnosis, treatment, and referral of behavioral health 
disorders commonly seen by PCPs; an evaluation of the appropriateness of 
psychopharmacological medication; and analysis of data regarding access to 
appropriate services. Based on these monitoring activities, the CONTRACTOR shall 
develop and implement interventions to improve continuity, coordination, and 
collaboration for physical and behavioral health services. 

 
2.9.6 Coordination and Collaboration Among Behavioral Health Providers  
 

2.9.6.1 The CONTRACTOR shall ensure communication and coordination between mental 
health providers and substance abuse providers, including: 

 
2.9.6.1.1 Assignment of a responsible party to ensure communication and coordination occur; 

 
2.9.6.1.2 Determination of the method of mental health screening to be completed by 

substance abuse service providers; 
 

2.9.6.1.3 Determination of the method of substance abuse screening to be completed by mental 
health service providers; 

 
2.9.6.1.4 Description of how treatment plans will be coordinated between behavioral health 

service providers; and 
 

2.9.6.1.5 Assessment of cross training of behavioral health providers: mental health providers 
being trained on substance abuse issues and substance abuse providers being trained 
on mental health issues.  

 
2.9.6.2 The CONTRACTOR shall ensure coordination between the children and adolescent 

service delivery system as they transition into the adult mental health service delivery 
system, through such activities as communicating treatment plans and exchange of 
information. 

 
2.9.6.3 The CONTRACTOR shall coordinate inpatient and community services, including 

the following requirements related to hospital admission and discharge: 
 

2.9.6.3.1 The outpatient provider must be involved in the admissions process when possible; if 
the outpatient provider is not involved, the outpatient provider must be notified 
promptly of the member’s hospital admission; 
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2.9.6.3.2 Psychiatric hospital and residential treatment facility discharges shall not occur 

without a discharge plan in which the member has participated (an outpatient visit 
must be scheduled before discharge, which ensures access to proper 
provider/medication follow-up; also, an appropriate placement or housing site must 
be secured prior to discharge); 

 
2.9.6.3.3 An evaluation must be performed prior to discharge to determine if mental health 

case management services are medically necessary. Once deemed medically 
necessary, the mental health case manager must be involved in discharge planning; if 
there is no mental health case manager, then the outpatient provider must be 
involved; and 

 
2.9.6.3.4 A procedure to ensure continuity of care regarding medication must be developed 

and implemented. 
 

2.9.6.4 The CONTRACTOR shall identify and develop community alternatives to inpatient 
hospitalization for those members who are receiving inpatient psychiatric facility 
services who could leave the facility if appropriate community or residential care 
alternatives were available in the community. In the event the CONTRACTOR does 
not provide appropriate community alternatives, the CONTRACTOR shall remain 
financially responsible for the continued inpatient care of these individuals. 

 
2.9.6.5 The CONTRACTOR is responsible for providing a discharge plan as outlined in 

Section 2.9.6.3.2.  
 
2.9.7 Coordination of Pharmacy Services 
 

2.9.7.1 Except as provided in Section 2.6.1.2, the CONTRACTOR is not responsible for the 
provision and payment of pharmacy benefits; TENNCARE contracts with a 
pharmacy benefits manager (PBM) to provide these services. However, the 
CONTRACTOR shall coordinate with the PBM as necessary to ensure that members 
receive appropriate pharmacy services without interruption. The CONTRACTOR 
shall monitor and manage its contract providers as it relates to prescribing patterns 
and its members as it relates to utilization of prescription drugs. The CONTRACTOR 
shall participate in regularly scheduled meetings with the PBM and TENNCARE to 
discuss operational and programmatic issues. 

 
2.9.7.2 The CONTRACTOR shall accept and maintain prescription drug data from 

TENNCARE or its PBM. 
 

2.9.7.3 The CONTRACTOR shall monitor and manage members by, at a minimum, 
conducting the activities as described below: 

 
2.9.7.3.1 Analyzing prescription drug data and/or reports provided by the PBM to identify 

high-utilizers and other members who inappropriately use pharmacy services and 
assign them to the MCO case management and/or disease management programs as 
appropriate;  

 
2.9.7.3.2 Analyzing prescription drug data and/or reports provided by the PBM to identify 

potential pharmacy lock-in candidates and referring them to TENNCARE; and 
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2.9.7.3.3 Regularly providing information to members about appropriate prescription drug 

usage. At a minimum, this information shall be included in the Member Handbook 
and in at least two (2) quarterly member newsletters within a twelve (12) month 
period. 

 
2.9.7.4 The CONTRACTOR shall monitor and manage providers’ prescription patterns by, 

at a minimum, conducting the activities described below:  
 

2.9.7.4.1 Collaborating with the PBM to educate the MCO’s contract providers regarding 
compliance with the State’s preferred drug list (PDL) and appropriate prescribing 
practices; and 

 
2.9.7.4.2 Intervening with contract providers whose prescribing practices appear to be 

operating outside industry or peer norms as defined by TENNCARE, are non-
compliant as it relates to adherence to the PDL and/or generic prescribing patterns, 
and/or who are failing to follow required prior authorization processes and 
procedures. The goal of these interventions will be to improve prescribing practices 
among the identified contract providers, as appropriate. Interventions shall be 
personal and one-on-one. 

 
2.9.7.5 At any time, upon request from TENNCARE, the CONTRACTOR shall provide 

assistance in educating, monitoring and intervening with providers. For example, 
TENNCARE may require assistance in monitoring and intervening with providers 
regarding prescribing patterns for narcotics.  

 
2.9.8 Coordination of Dental Benefits   
 

2.9.8.1 General 
 

2.9.8.1.1 The CONTRACTOR is not responsible for the provision and payment of dental 
benefits; TENNCARE contracts with a dental benefits manager (DBM) to provide 
these services.  

 
2.9.8.1.2 As provided in Section 2.6.1.2, the CONTRACTOR is responsible for transportation 

to and from dental services as well as the facility, medical and anesthesia services 
related to medically necessary and approved dental services that are not provided by 
a dentist or in a dentist’s office. 

 
2.9.8.1.3 The CONTRACTOR may require prior authorization for transportation, facility, 

anesthesia, and/or medical services related to the dental service; however, the 
CONTRACTOR may waive authorization of said services based on authorization of 
the dental services by the dental benefits manager. 

 
2.9.8.2 Services and Responsibilities 

 
The CONTRACTOR shall coordinate with the DBM for dental services. 
Coordination of dental services, at a minimum, includes establishing processes for: 
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2.9.8.2.1 Means for referral that ensures immediate access for emergency care and provision of 
urgent and routine care according to TennCare guidelines for specialty care (see 
Attachment III); 

 
2.9.8.2.2 Means for the transfer of information (to include items before and after the visit); 

 
2.9.8.2.3 Maintenance of confidentiality;  

 
2.9.8.2.4 Resolving disputes related to prior authorizations and claims and payment issues; and 

 
2.9.8.2.5 Cooperation with the DBM regarding training activities provided by the DBM. 

 
2.9.8.3 Operating Principles 

 
Coordinating the delivery of dental services to TennCare members is the primary 
responsibility of the DBM. However, the CONTRACTOR shall provide coordination 
assistance and shall be responsible for communicating the DBM provider services 
and/or claim coordinator contact information to all of its contract providers. With 
respect to specific member issues, the CONTRACTOR shall work with the DBM 
coordinator towards a resolution. Should systemic issues arise, the CONTRACTOR 
shall meet and resolve the issues with the DBM. In the event that such issues cannot 
be resolved, the MCO and the DBM shall meet with TENNCARE to reach final 
resolution of matters involved. Final resolution of system issues shall occur within 
ninety (90) calendar days from referral to TENNCARE. 

 
2.9.8.4 Resolution of Requests for Prior Authorization  

 
2.9.8.4.1 The CONTRACTOR agrees, and recognizes that the DBM has agreed through its 

contractual arrangement with the State, that any dispute concerning which party 
should respond to a request for prior authorization shall not cause a denial, delay, 
reduction, termination or suspension of any appropriate service to a TennCare 
enrollee. The CONTRACTOR shall require that its care coordinators will, in addition 
to their responsibilities for care coordination, deal with issues related to requests for 
prior authorization that require coordination between the DBM and the 
CONTRACTOR. The CONTRACTOR shall provide the DBM with a list of its care 
coordinators and telephone number(s) at which each care coordinator may be 
contacted. When the CONTRACTOR receives a request for prior authorization from 
a provider for a member and the CONTRACTOR believes the service is the 
responsibility of the DBM, the CONTRACTOR’s care coordinator shall contact the 
DBM’s care coordinator by the next business day after receiving the request for prior 
authorization. The care coordinator shall also contact the member and/or member’s 
provider. For routine requests contact to the member or member’s provider shall be 
made within fourteen (14) days or less of the provider’s request for prior 
authorization and shall comply with all applicable consent decrees and court orders 
and TennCare rules and regulations. For urgent requests, contact shall be made 
immediately after receiving the request for prior authorization.  

 
2.9.8.4.2 The CONTRACTOR shall assign staff members to serve on a coordination 

committee with DBM staff members. This committee shall be responsible for 
addressing all issues of dental care coordination. The committee will review disputes 
regarding clinical care and provide a clinical resolution to the dispute, subject to the 
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terms of this Agreement. The CONTRACTOR and the DBM will attempt in good 
faith to resolve any dispute and communicate the decision to the provider requesting 
prior authorization of a service. In the event the CONTRACTOR and the DBM 
cannot agree within ten (10) calendar days of the provider’s request for prior 
authorization, the party who first received the request from the provider will be 
responsible for prior authorization and payment to the contract provider within the 
time frames designated by TENNCARE. The CONTRACTOR and the DBM are 
responsible for enforcing hold harmless protection for the member. The 
CONTRACTOR shall ensure that any response to a request for authorization shall 
not exceed fourteen (14) calendar days and shall comply with all applicable consent 
decrees and court orders and TennCare rules and regulations.  

 
2.9.8.5 Claim Resolution Processes  

 
2.9.8.5.1 The CONTRACTOR shall designate one or more claims coordinators to deal with 

issues related to claims and payment issues that require coordination between the 
DBM and the CONTRACTOR. The CONTRACTOR agrees and recognizes that the 
DBM has agreed through its contractual arrangement with the State, to also designate 
one or more claims coordinators to deal with issues related to claims and payment 
issues that require coordination between the DBM and the CONTRACTOR. The 
CONTRACTOR shall provide the DBM and TennCare, with a list of its claims 
coordinators and telephone number(s) at which each claims coordinator may be 
contacted.  

 
2.9.8.5.2 When the CONTRACTOR receives a disputed claim for payment from a provider for 

a member and believes care is the responsibility of the DBM, the CONTRACTOR’s 
claims coordinators shall contact the DBM’s claims coordinators within four (4) 
calendar days of receiving such claim for payment. If the CONTRACTOR’s claims 
coordinator is unable to reach agreement with the DBM’s claims coordinators on 
which party is responsible for payment of the claim, the claim shall be referred to the 
Claims Coordination Committee (described below) for review.  

 
2.9.8.5.3 The CONTRACTOR shall assign claims coordinators and other representatives, as 

needed, to a joint CONTRACTOR/DBM Claims Coordination Committee. The 
number of members serving on the Claims Coordination Committee shall be 
determined within ten (10) calendar days of the execution of this Agreement by the 
mutual agreement of the DBM and MCO. The CONTRACTOR shall, at a minimum, 
assign two (2) representatives to the committee. The make-up of the committee may 
be revisited from time to time during the term of this Agreement. The Claims 
Coordination Committee shall review any disputes and negotiate responsibility 
between the CONTRACTOR and the DBM. Unless otherwise agreed, such meeting 
shall take place within ten (10) calendar days of receipt of the initial disputed claim 
or request from the provider. If resolution of the claim results in the party who 
assumed responsibility for authorization and payment having no liability, the other 
party shall reimburse and abide by the prior decisions of that party. Reimbursement 
shall be made within ten (10) calendar days of the Claims Coordination Committee’s 
decision.  

 
2.9.8.5.4 If the Claims Coordination Committee cannot reach an agreement as to the proper 

division of financial responsibility within ten (10) calendar days of the initial referral 
to the Claims Coordination Committee, said claim shall be referred to both the 
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CONTRACTOR’s and the DBM’s CEO or the CEO’s designee, for resolution 
immediately. A meeting shall be held among the CEOs or their designee(s) as soon as 
possible, but not longer than ten (10) calendar days after the meeting of the Claims 
Coordination Committee. 

 
2.9.8.5.5 If the meeting between the CEOs, or their designee(s), of the DBM and MCO does 

not successfully resolve the dispute within ten (10) calendar days, the parties shall, 
within fourteen (14) calendar days of the meeting, submit a Request for Resolution of 
the dispute to the State or the State’s designee for a decision on responsibility.  

 
2.9.8.5.6 The process before the submission of a Request for Resolution, as described above, 

shall be completed within thirty (30) calendar days of receiving the claim for 
payment. In the event the parties cannot agree within thirty (30) calendar days of 
receiving the claim for payment, the MCO and the DBM will be responsible for 
enforcing hold harmless protections for the member and the party who first received 
the request or claim from the provider will be responsible for authorization and 
payment to the provider in accordance with the requirements of the MCO’s or 
DBM’s respective Agreement/contract with the State of Tennessee. Moreover, the 
party that first received the request or claim from the provider must also make written 
request of all requisite documentation for payment and must provide written reasons 
for any denial. 

 
2.9.8.5.7 The Request for Resolution shall contain a concise description of the facts regarding 

the dispute, the applicable Agreement/contract provisions, and the position of the 
party making the request. A copy of the Request for Resolution shall also be 
delivered to the other party. The other party shall then submit a Response to the 
Request for Resolution within fifteen (15) calendar days of the date of the Request 
for Resolution. The Response shall contain the same information required of the 
Request for Resolution. Failure to timely file a Response or obtain an extension from 
the State shall be deemed a waiver of any objections to the Request for Resolution. 

 
2.9.8.5.8 The State, or its designee, shall make a decision in writing regarding who is 

responsible for the payment of services within ten (10) calendar days of the receipt of 
the required information (“Decision”). The Decision may reflect a split payment 
responsibility that designates specific proportions to be paid by the MCO and the 
DBM. The Decision shall be determined solely by the State, or its designee, based on 
specific circumstances regarding each individual case. Within five (5) business days 
of receipt of the Decision, the non-successful party shall reimburse any payments 
made by the successful party for the services. The non-successful party shall also pay 
to the State, within thirty (30) calendar days of the Decision, an administrative fee 
equal to ten percent (10%) of the value of the claims paid, not to exceed one-
thousand dollars ($1,000), for each Request for Resolution. The amount of the 
DBM’s or MCO’s payment responsibility shall be contained in the State’s Decision. 
These payments may be made with reservation of rights regarding any judicial 
resolution. If a party fails to pay the State for the party’s payment responsibility as 
described in this Section, Section 2.9.8.5.8, within thirty (30) calendar days of the 
date of the State’s Decision, the State may deduct amounts of the payment 
responsibility from any current or future amount owed the party by the State. 
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2.9.8.6 Denial, Delay, Reduction, Termination or Suspension  

 
The CONTRACTOR agrees that any claims payment dispute or request for 
authorization shall not cause a denial, delay, reduction, termination or suspension of 
any appropriate services to a TennCare member. In the event there is a claim for 
emergency services, the party receiving a request for authorization to treat any 
member shall insure that the member is treated immediately and payment for the 
claim must be approved or disapproved based on the definition of emergency 
services specified in this Agreement.  

 
2.9.8.7 Emergencies  

 
Prior authorization shall not be required for emergency services prior to stabilization.  

 
2.9.8.8 Claims Processing Requirements  

 
All claims must be processed in accordance with the requirements of the MCO’s and 
DBM’s respective Agreements/contracts with the State of Tennessee. 

 
2.9.8.9 Appeal of Decision  

 
Appeal of any Decision shall be to a court or commission of competent jurisdiction 
and shall not constitute a procedure under the Administrative Procedure Act, TCA 4-
5-201 et seq. Exhaustion of the above-described process shall be required before 
filing of any claim or lawsuit on issues covered by this Section, Section 2.9.8. 

 
2.9.8.10 Duties and Obligations  

 
The existence of any dispute under this Agreement shall in no way affect the duty of 
the CONTRACTOR and the DBM to continue to perform their respective 
obligations, including their obligations established in their respective 
Agreements/contracts with the State pending resolution of the dispute under this 
Section, Section 2.9.8.10. In accordance with TCA 56-32-226(b), a provider may 
elect to resolve the claims payment dispute through independent review. 

 
2.9.8.11 Confidentiality  

 
2.9.8.11.1 The CONTRACTOR agrees, and recognizes that the DBM has agreed through its 

contractual arrangement with the State, to cooperate with the State to develop 
confidentiality guidelines that (1) meet state, federal, and other regulatory 
requirements; (2) meet the requirements of the professions or facilities providing care 
and maintaining records; and (3) meet both DBM and MCO standards. These 
standards shall apply to both DBM’s and MCO’s providers and staff. If the 
CONTRACTOR  or DBM believes that the standards require updating, or operational 
changes are needed to enforce the standards, the CONTRACTOR shall meet with the 
DBM to resolve these issues. Such standards shall provide for the exchange of 
confidential e-mails to ensure the privacy of the members. 
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2.9.8.11.2 The DBM and MCO shall ensure all materials and information directly or indirectly 
identifying any current or former member which is provided to or obtained by or 
through the MCO’s or DBM’s performance of this Agreement, whether verbal, 
written, tape, or otherwise, shall be maintained in accordance with the standards of 
confidentiality of TCA 33-4-22, Section 4.33 of this Agreement, 42 CFR Part 2, and 
the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) and, 
unless required by applicable law, shall not be disclosed except in accordance with 
those requirements or to TENNCARE, and CMS, or their designees. Nothing stated 
herein shall prohibit the disclosure of information in summary, statistical, or other 
form that does not identify any current or former member or potential member. 

 
2.9.8.12 Access to Service 

 
The CONTRACTOR agrees and recognizes that the DBM has agreed through its 
contractual arrangement with the State, to establish methods of referral which ensure 
immediate access to emergency care and the provision of urgent and routine care in 
accordance with TennCare guidelines. 

 
2.9.9 Coordination with Medicare  
 

2.9.9.1 The CONTRACTOR is responsible for providing medically necessary covered 
services to members who are also eligible for Medicare if the service is not covered 
by Medicare. 

 
2.9.9.2 The CONTRACTOR shall ensure that services covered and provided pursuant to this 

Agreement are delivered without charge to members who are dually eligible for 
Medicare and Medicaid services. 

 
2.9.9.3 The CONTRACTOR shall coordinate with Medicare payers, Medicare Advantage 

plans, and Medicare providers as appropriate to coordinate the care and benefits of 
members who are also eligible for Medicare.  

.  
2.9.10 Institutional Services and Alternatives to Institutional Services  
 

2.9.10.1 For members enrolled in the long-term care program, the CONTRACTOR is not 
responsible for long-term care institutional services in a nursing facility or an 
Intermediate Care Facility for the Mentally Retarded (ICF/MR) or for services 
provided through Home and Community Based Services (HCBS) waivers as an 
alternative to these institutional services. These services shall be provided to 
qualified members as described in TennCare rules and regulations through contracts 
between TENNCARE and appropriate providers.  

 
2.9.10.2 The CONTRACTOR is responsible for covered services for members residing in 

long-term care institutions or enrolled in a HCBS waiver. The CONTRACTOR is 
responsible for those TennCare covered benefits that are not included in the per diem 
reimbursement for institutional services (e.g., prosthetics, some items of durable 
medical equipment, non-emergency ambulance transportation, and non-emergency 
transportation) or are not provided through the HCBS waiver. Covered benefits that 
are not provided by TENNCARE through the long-term care institution or HCBS 
waiver shall be the responsibility of the CONTRACTOR. 
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2.9.10.3 The CONTRACTOR shall coordinate the provision of covered services with 
institutional and HCBS waiver providers to minimize disruption and duplication of 
services. 

 
2.9.10.4 The CONTRACTOR shall use its best efforts to increase the use of HCBS waivers as 

an alternative to long-term care institutions. This should include educating members 
entering or recently admitted to a long-term care institution, as well as their 
providers, about available HCBS waivers and coordinating with the Commission on 
Aging and Disability and TennCare Bureau, Long Term Care Division, as needed 
and as requested by TENNCARE. 

 
2.9.11 Inter-Agency Coordination  
 

The CONTRACTOR shall coordinate with other state and local departments and agencies to 
ensure that coordinated care is provided to members. This includes, but is not limited to, 
coordination with: 

 
2.9.11.1 Tennessee Department of Mental Health and Developmental Disabilities 

(TDMHDD) and Tennessee Department of Children’s Services (DCS) for the 
purpose of interfacing with and assuring continuity of care; 

 
2.9.11.2 Tennessee Department of Health (DOH), for the purposes of establishing and 

maintaining relationships with member groups and health service providers; 
 

2.9.11.3 Tennessee Department of Human Services (DHS) and DCS Protective Services 
Section, for the purposes of reporting and cooperating in the investigation of abuse 
and neglect; 

 
2.9.11.4 The Division of Mental Retardation Services (DMRS), for the purposes of interfacing 

with and assuring continuity of care; 
 

2.9.11.5 Tennessee Department of Education (DOE) and local education agencies for the 
purposes of coordinating educational services in compliance with the requirements of 
Individuals with Disabilities Education Act (IDEA) and to ensure school-based 
services for students with special needs are provided; 

 
2.9.11.6 Commission on Aging and Disability and TennCare Bureau, Long Term Care 

Division for the purposes of coordinating care for members requiring long-term care 
services; and  

 
2.9.11.7 Local law enforcement agencies and hospital emergency rooms for the purposes of 

crisis service provider relationships, and the transportation of individuals certified for 
further assessment for emergency psychiatric hospitalization. 

 
2.10 SERVICES NOT COVERED  
 

Except as authorized pursuant to Section 2.6.5 of this Agreement, the CONTRACTOR shall not 
pay for non-covered services as described in TennCare rules and regulations.  
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2.11 PROVIDER NETWORK  
 
2.11.1 General Provisions  
 

2.11.1.1 The CONTRACTOR shall provide or ensure the provision of all covered services 
specified in Section 2.6.1 of this Agreement. Accessibility of covered services, 
including geographic access and appointments and wait times shall be in accordance 
with the Terms and Conditions for Access which is part of the TennCare waiver and 
is contained herein as Attachment III, the Specialty Network Standards in 
Attachment IV, the Access and Availability for Behavioral Health Services in 
Attachment V and the requirements herein. These minimum requirements are not 
intended to release the CONTRACTOR from the requirement to provide or arrange 
for the provision of any medically necessary covered service required by its 
members, whether specified above or not. 
 

2.11.1.2 The CONTRACTOR may provide covered services directly or may enter into written 
agreements with providers and provider subcontracting entities or organizations that 
will provide covered services to the members in exchange for payment by the 
CONTRACTOR for services rendered. 
 

2.11.1.3 Should the CONTRACTOR elect to contract with providers (as opposed to using 
staff providers) and develop a network for the provision of covered services, the 
CONTRACTOR shall: 

 
2.11.1.3.1 Not execute provider agreements with providers who have been excluded from 

participation in the Medicare, Medicaid, and/or SCHIP programs pursuant to 
Sections 1128 or 1156 of the Social Security Act or who are otherwise not in good 
standing with the TennCare program; 

 
2.11.1.3.2 Consider: the anticipated TennCare enrollment; the expected utilization of services, 

taking into consideration the characteristics of specific TennCare populations 
included in this Agreement; the number and types of providers required to furnish 
TennCare services; the number of contract providers who are not accepting new 
members; and the geographic location of providers and TennCare members, 
considering distance, travel time, the means of transportation ordinarily used by 
TennCare members, and whether the location provides physical access for members 
with disabilities; 

 
2.11.1.3.3 Have in place, written policies and procedures for the selection and retention of 

providers. These policies and procedures must not discriminate against particular 
providers that service high risk populations or specialize in conditions that require 
costly treatment; 

 
2.11.1.3.4 Not discriminate for the participation, reimbursement, or indemnification of any 

provider who is acting within the scope of his or her license or certification under 
applicable state law, solely on the basis of that license or certification. The 
CONTRACTOR’s ability to credential providers as well as maintain a separate 
network and not include any willing provider is not considered discrimination; 

 
2.11.1.3.5 Give affected providers written notice if it declines to include individual or groups of 

providers in its network; and 
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2.11.1.3.6 Maintain all provider agreements in accordance with the provisions specified in 42 

CFR 438.12, 438.214 and Section 2.12 of this Agreement. 
 

2.11.1.4 Section 2.11.1.3 shall not be construed to: 
 

2.11.1.4.1 Require the CONTRACTOR to contract with providers beyond the number necessary 
to meet the needs of its members and the access standards of this Agreement; 

 
2.11.1.4.2 Preclude the CONTRACTOR from using different reimbursement amounts for 

different specialties or for different providers in the same specialty; or 
 

2.11.1.4.3 Preclude the CONTRACTOR from establishing measures that are designed to 
maintain quality of services and control costs and are consistent with its 
responsibilities to members. 

 
2.11.1.5 The CONTRACTOR may not prohibit, or otherwise restrict, a health care 

professional acting within the lawful scope of practice, from advising or advocating 
on behalf of a member who is his or her patient for the following: 

 
2.11.1.5.1 The member’s health status, medical or behavioral health care, or treatment options, 

including any alternative treatment that may be self administered; 
 

2.11.1.5.2 Any information the member needs in order to decide among all relevant treatment 
options; 

 
2.11.1.5.3 The risks, benefits, and consequences of treatment or non-treatment; or 

 
2.11.1.5.4 The member’s right to participate in decisions regarding his or her health care, 

including the right to refuse treatment, and to express preferences about future 
treatment decisions. 

 
2.11.1.6 Prior to including a provider on the Provider Enrollment File (see Section 2.30.7.1) 

and/or paying a provider’s claim, the CONTRACTOR shall ensure that the provider 
has obtained a Medicaid provider number from TENNCARE. 

 
2.11.1.7 If a member requests a provider located outside the access standards, and the 

CONTRACTOR has an appropriate provider within the access requirements who 
accepts new members, it shall not be considered a violation of the access 
requirements for the CONTRACTOR to grant the member’s request. However, in 
such cases the CONTRACTOR shall not be responsible for providing transportation 
for the member to access care from this selected provider, and the CONTRACTOR 
shall notify the member in writing as to whether or not the CONTRACTOR will 
provide transportation for the member to seek care from the requested provider.  

 
2.11.1.8 If the CONTRACTOR is unable to meet the access standards for a member, the 

CONTRACTOR shall provide transportation regardless of whether the member has 
access to transportation. 
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2.11.1.9 If the CONTRACTOR is unable to provide medically necessary covered services to a 
particular member using contract providers, the CONTRACTOR shall adequately 
and timely cover these services for that member using non-contract providers, for as 
long as the CONTRACTOR’s provider network is unable to provide them. At such 
time that the required services become available within the CONTRACTOR’s 
network and the member can be safely transferred, the CONTRACTOR may transfer 
the member to an appropriate contract provider as specified in Section 2.9.3. 

 
2.11.1.10 The CONTRACTOR shall monitor provider compliance with applicable access 

requirements, including but not limited to appointment and wait times and take 
corrective action for failure to comply. The CONTRACTOR shall conduct surveys 
and office visits to monitor compliance with appointment waiting time standards and 
shall report findings and corrective actions to TENNCARE in accordance with 
Section 2.30.7.2. 

 
2.11.1.11 The CONTRACTOR shall use its best efforts to contract with providers to whom the 

CONTRACTOR routinely refers members. 
 
2.11.1.12 To demonstrate sufficient accessibility and availability of covered services, the 

CONTRACTOR shall comply with all reporting requirements specified in Section 
2.30.7.  

 
2.11.2 Primary Care Providers (PCPs)  
 

2.11.2.1 With the exception of members dually eligible for Medicare and TennCare, the 
CONTRACTOR shall ensure that each member has an identified PCP, as defined in 
Section 1, who is responsible for coordinating the covered services provided to the 
member. 
 

2.11.2.2 The CONTRACTOR shall ensure that there are PCPs willing and able to provide the 
level of care and range of services necessary to meet the medical and behavioral 
health needs of its members, including those with chronic conditions. There shall be a 
sufficient number of PCPs who accept new TennCare members within the 
CONTRACTOR’s service area so that the CONTRACTOR meets the Terms and 
Conditions for Access provided in Attachment III.  
 

2.11.2.3 To the extent feasible and appropriate, the CONTRACTOR shall offer each member 
(other than members who are dually eligible for Medicare and TennCare) the 
opportunity to select a PCP. 
 

2.11.2.4 The CONTRACTOR may, at its discretion, allow vulnerable populations (for 
example, persons with multiple disabilities, acute, or chronic conditions, as 
determined by the CONTRACTOR) to select their attending specialists as their PCP 
so long as the specialist is willing to perform responsibilities of a PCP as defined in 
Section 1. 
 

2.11.2.5 If a member who is not dually eligible for Medicare and TennCare fails or refuses to 
select a PCP from those offered within thirty (30) calendar days of enrollment, the 
CONTRACTOR shall assign a PCP. The CONTRACTOR may assign a PCP in less 
than thirty (30) calendar days if the CONTRACTOR provides the enrollee an 
opportunity to change PCPs upon receipt of notice of PCP assignment. 
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2.11.2.6 The CONTRACTOR shall establish policies and procedures to enable members 

reasonable opportunities to change PCPs. Such policies and procedures may not 
specify a length of time greater than twelve (12) months between PCP changes under 
normal circumstances. If the ability to change PCPs is limited, the CONTRACTOR 
must include provisions for more frequent PCP changes with good cause. The 
policies and procedures shall include a definition of good cause as well as the 
procedures to request a change.  
 

2.11.2.7 If a member requests assignment to a PCP located outside the distance/time 
requirements in Attachment III and the CONTRACTOR has PCPs available within 
the distance/time requirements who accept new members, it shall not be considered a 
violation of the access requirements for the CONTRACTOR to grant the member’s 
request. However, in such cases the CONTRACTOR shall have no responsibility for 
providing transportation for the member to access care from this selected provider, 
and the CONTRACTOR shall notify the member in writing as to whether or not the 
CONTRACTOR will provide transportation for the member to seek care from the 
requested provider. In these cases, the CONTRACTOR must allow the member to 
change assignment to a PCP within the distance/time requirements at any time if the 
member requests such a change. 

 
2.11.3 Specialty Service Providers  
 

2.11.3.1 Essential Hospital Services and Centers of Excellence  
 

2.11.3.1.1 The CONTRACTOR shall demonstrate sufficient access to essential hospital services 
which means that, at a minimum, in each Grand Region served by the 
CONTRACTOR, the CONTRACTOR shall demonstrate a contractual arrangement 
with at least one (1) tertiary care center for each of the following: 

 
2.11.3.1.1.1 Neonatal services; 

 
2.11.3.1.1.2 Perinatal services; 

 
2.11.3.1.1.3 Pediatric services; 

 
2.11.3.1.1.4 Trauma services; and  

 
2.11.3.1.1.5 Burn services. 

 
2.11.3.1.2 The CONTRACTOR shall demonstrate sufficient access to comprehensive care for 

people with HIV/AIDS which means that, at a minimum, in each Grand Region in 
which the CONTRACTOR operates, the CONTRACTOR shall demonstrate a 
contractual arrangement with at least two (2) HIV/AIDS Centers of Excellence 
located within the CONTRACTOR’s approved Grand Region(s). HIV/AIDS centers 
of Excellence are designated by the DOH.  

 
2.11.3.1.3 The CONTRACTOR shall demonstrate a contractual arrangement with all Centers of 

Excellence for Behavioral Health located within the Grand Region(s) served by the 
CONTRACTOR.  
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2.11.3.2 Physician Specialists  
 

2.11.3.2.1 The CONTRACTOR shall establish and maintain a network of physician specialists 
that is adequate and reasonable in number, in specialty type, and in geographic 
distribution to meet the medical and behavioral health needs of its members (adults 
and children) without excessive travel requirements. This means that, at a minimum: 

 
2.11.3.2.1.1 The CONTRACTOR has signed provider agreements with providers of the 

specialty types listed in Attachment IV who accept new TennCare enrollees and 
are available on at least a referral basis; and 

 
2.11.3.2.1.2 The CONTRACTOR is in compliance with the access and availability 

requirements in Attachments III, IV, and V. 
 

2.11.3.3 TENNCARE Monitoring  
 

2.11.3.3.1 TENNCARE will monitor CONTRACTOR compliance with specialty network 
standards on an ongoing basis. TENNCARE will use data from the monthly Provider 
Enrollment File required in Section 2.30.7.1, to verify compliance with the specialty 
network requirements. TENNCARE will use these files to confirm the 
CONTRACTOR has a sufficient number and distribution of physician specialists and 
in conjunction with MCO enrollment data to calculate member to provider ratios. 
TENNCARE will also periodically phone providers listed on these reports to confirm 
that the provider is a contract provider as reported by the CONTRACTOR. 
TENNCARE shall also monitor appeals data for indications that problems exist with 
access to specialty providers. 

 
2.11.3.3.2 TENNCARE will require a corrective action plan from the CONTRACTOR when: 

 
2.11.3.3.2.1 Twenty-five percent (25%) or more of non-dual members do not have access to 

one or more of the physician specialties listed in Attachment IV within sixty (60) 
miles; 

 
2.11.3.3.2.2 Any non-dual member does not have access to one or more of the physician 

specialties listed in Attachment IV within ninety (90) miles; or 
 

2.11.3.3.2.3 The member to provider ratio exceeds that listed in Attachment IV. 
 

2.11.3.3.3 TENNCARE will review all corrective action plans and determine, based on the 
actions proposed by the CONTRACTOR, appeals data, and the supply of specialty 
providers available to non-TennCare members, whether the corrective action plan 
will be accepted. Corrective action plans shall include, at a minimum, the following: 

 
2.11.3.3.3.1 The addition of contract providers to the provider network as documented on the 

provider enrollment file that resolves the specialty network deficiency; 
 
2.11.3.3.3.2 A list of providers with name, location, and expected date of provider agreement 

execution with whom the CONTRACTOR is currently negotiating a provider 
agreement and, if the provider becomes a contract provider would resolve the 
specialty network deficiency; 
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2.11.3.3.3.3 For those deficiencies that are not resolved, a detailed account of attempts to 
secure an agreement with each provider that would resolve the deficiency. This 
shall include the provider name(s), address(es), date(s) contacted, and a detailed 
explanation as to why the CONTRACTOR is unable to secure an agreement, e.g., 
lack of provider willingness to participate in the TennCare program, provider 
prefers to limit access to practice, or rate requests are inconsistent with TennCare 
actuarial assumptions; 

 
2.11.3.3.3.4 A listing of non-contract providers, including name and location, who are being 

used to provide the deficient specialty provider services and the rates the 
CONTRACTOR is currently paying these non-contract providers; 

 
2.11.3.3.3.5 Affirmation that transportation will be provided for members to obtain services 

from providers who are willing to provide services to members but do not meet 
the specialty network standards; 

 
2.11.3.3.3.6 Documentation of how these arrangements are communicated to the member; 

and 
 

2.11.3.3.3.7 Documentation of how these arrangements are communicated to the PCPs. 
 

2.11.3.4 Weight Watchers 
 

The CONTRACTOR shall include in its network the Weight Watchers regional 
center in the Grand Region(s) in which the CONTRACTOR operates. 

 
2.11.4 Special Conditions for Prenatal Care Providers  
 

2.11.4.1 The CONTRACTOR shall have a sufficient number of contract providers who accept 
members in accordance with TennCare access standards in Attachment III so that 
prenatal or other medically necessary covered services are not delayed or denied to 
pregnant women at any time, including during their presumptive eligibility period. 
Additionally, the CONTRACTOR shall make services available from non-contract 
providers, if necessary, to provide medically necessary covered services to a woman 
enrolled in the CONTRACTOR’s MCO.  
 

2.11.4.2 Regardless of whether prenatal care is provided by a PCP, physician extender or an 
obstetrician who is not the member’s PCP, the access standards for PCP services 
shall apply when determining access to prenatal care except for cases of a first 
prenatal care appointment for women who are past their first trimester of pregnancy 
on the day they are determined to be eligible for TennCare. For women who are past 
their first trimester of pregnancy on the day they are determined to be eligible, a first 
prenatal care appointment shall occur within fifteen (15) calendar days of the day 
they are determined to be eligible. Failure to do so shall be considered a material 
breach of the provider’s provider agreement with the CONTRACTOR (see Sections 
2.7.4.2. and 2.11.4). 
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2.11.5 Special Conditions for Behavioral Health Services  
 

2.11.5.1 At the direction of the State, the CONTRACTOR shall divert new admissions to 
other inpatient facilities to ensure that the Regional Mental Health Institutes do not 
operate above their licensed capacity. 
 

2.11.5.2 The CONTRACTOR shall identify, develop or enhance existing mental health and/or 
substance abuse inpatient and residential treatment capacity for adults and 
adolescents with a co-occurring mental health and substance abuse disorder. 
 

2.11.5.3 The CONTRACTOR shall contract with specified crisis service teams for both adults 
and children as directed by TENNCARE unless the State approves the use of other 
crisis service providers. 

 
2.11.6 Safety Net Providers 
 

2.11.6.1 Federally Qualified Health Centers (FQHCs)  
 

2.11.6.1.1 The CONTRACTOR is encouraged to contract with FQHCs and other safety net 
providers (e.g., rural health clinics) in the CONTRACTOR’s service area to the 
extent possible and practical. Where FQHCs are not utilized, the CONTRACTOR 
must demonstrate to DHHS, the Tennessee DHS and TENNCARE that both adequate 
capacity and an appropriate range of services for vulnerable populations exist to 
serve the expected enrollment in the CONTRACTOR’s service area without 
contracting with FQHCs.  

 
2.11.6.1.2 FQHC reporting information shall be submitted to TENNCARE as described in 

Section 2.30.7.6 of this Agreement. 
 

2.11.6.2 Community Mental Health Agencies (CMHAs) 
 
The CONTRACTOR is encouraged to contract with CMHAs and other behavioral 
health safety net providers in the CONTRACTOR’s service area to the extent 
possible and practical. Where CMHAs are not utilized, the CONTRACTOR must 
demonstrate that both adequate capacity and an appropriate range of services for all 
populations, but in particular SPMI/SED populations, exist to serve the expected 
enrollment in the CONTRACTOR’s service area without contracting with CMHAs. 
 

2.11.6.3 Local Health Departments  
 
The CONTRACTOR shall contract with each local health department in the Grand 
Region(s) served by the CONTRACTOR for the provision of TENNderCare 
screening services until such time as the CONTRACTOR achieves an adjusted 
periodic screening percentage of eighty percent (80%) or greater. Payment to local 
health departments shall be in accordance with Section 2.13.4. 

 



 

84 of 327 

2.11.7 Credentialing and Other Certification 
 

2.11.7.1 Credentialing of Contract Providers  
 

2.11.7.1.1 The CONTRACTOR shall utilize the current NCQA Standards and Guidelines for 
the Accreditation of MCOs for the credentialing and recredentialing of licensed 
independent providers and provider groups with whom it contracts or employs and 
who fall within its scope of authority and action.  
 

2.11.7.1.2 The CONTRACTOR shall completely process credentialing applications within 
thirty (30) calendar days of receipt of a completed credentialing application, 
including all necessary documentation and attachments, and a signed provider 
agreement. Completely process shall mean that the CONTRACTOR shall review, 
approve and load approved applicants to its provider files in its claims processing 
system or deny the application and assure that the provider is not used by the 
CONTRACTOR. 
 

2.11.7.2 Credentialing of Non-Contract Providers  
 

2.11.7.2.1 The CONTRACTOR shall utilize the current NCQA Standards and Guidelines for 
the Accreditation of MCOs for the credentialing and recredentialing of licensed 
independent providers with whom it does not contract but with whom it has an 
independent relationship. An independent relationship exists when the 
CONTRACTOR selects and directs its members to see a specific provider or group 
of providers. 
 

2.11.7.2.2 The CONTRACTOR shall completely process credentialing applications within 
thirty (30) calendar days of receipt of a completed credentialing application, 
including all necessary documentation and attachments, and a signed 
contract/agreement if applicable. Completely process shall mean that the 
CONTRACTOR shall review, approve and load approved applicants to its provider 
files in its claims processing system or deny the application and assure that the 
provider is not used by the CONTRACTOR. 
 

2.11.7.3 Credentialing of Behavioral Health Entities  
 

2.11.7.3.1 The CONTRACTOR shall ensure each behavioral health provider’s service delivery 
site meets all applicable requirements of law and has the necessary and current 
license/certification/accreditation/designation approval per state requirements. 

 
2.11.7.3.2 When individuals providing behavioral health treatment services are not required to 

be licensed or certified, it is the responsibility of the CONTRACTOR to ensure, 
based on applicable state licensure rules and/or programs standards, that they are 
appropriately educated, trained, qualified, and competent to perform their job 
responsibilities.  

 
2.11.7.4 Compliance with the Clinical Laboratory Improvement Amendments (CLIA) of 1988  

 
The CONTRACTOR shall require that all laboratory testing sites providing services 
under this Agreement have either a current CLIA certificate of waiver or a certificate 
of registration along with a CLIA identification number. Those laboratories with 
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certificates of waiver will provide only the types of tests permitted under the terms of 
their waiver. Laboratories with certificate of registration may perform a full range of 
laboratory tests. The CONTRACTOR shall comply with the provisions of CLIA 
1988.  
 

2.11.7.5 Weight Watchers Centers 
 
The CONTRACTOR is not required to credential the Weight Watchers centers(s) 
referenced in Section 2.11.3.4 of this Agreement. 

 
2.11.8 Network Notice Requirements  
 

2.11.8.1 Member Notification 
 

All member notices required shall be written using the appropriate notice template 
provided by TENNCARE and shall include all notice content requirements specified 
in applicable state and federal law, TennCare rules and regulations, and all court 
orders and consent decrees governing notice and appeal procedures, as they become 
effective.  

 
2.11.8.1.1 Change in PCP 
 

The CONTRACTOR shall immediately provide written notice to a member when the 
CONTRACTOR changes the member’s PCP. The notice shall be issued in advance 
of the PCP change when possible or as soon as the CONTRACTOR becomes aware 
of the circumstances necessitating a PCP change. 

 
2.11.8.1.2 PCP Termination 

 
If a PCP ceases participation in the CONTRACTOR’s MCO, the CONTRACTOR 
shall provide written notice as soon as possible, but no less than thirty (30) calendar 
days prior to the effective date of the termination and no more than fifteen (15) 
calendar days after receipt or issuance of the termination notice, to each member who 
has chosen or been assigned to that provider as their PCP. The requirement to provide 
notice thirty (30) calendar days prior to the effective date of termination shall be 
waived in instances where a provider becomes physically unable to care for members 
due to illness, a provider dies, the provider fails to provide thirty (30) calendar days 
advance notice to the CONTRACTOR, the provider moves from the service area and 
fails to notify the CONTRACTOR or a provider fails credentialing, and instead shall 
be made immediately upon the CONTRACTOR becoming aware of the 
circumstances.  

 
2.11.8.1.3 Providers Providing Ongoing Treatment Termination 

 
If a member is in a prior authorized ongoing course of treatment with any other 
contract provider who becomes unavailable to continue to provide services to such 
member and the CONTRACTOR is aware of such ongoing course of treatment, the 
CONTRACTOR shall provide written notice to each member as soon as possible but 
no less than thirty (30) calendar days prior to the effective date of the termination and 
no more than fifteen (15) calendar days after receipt or issuance of the termination 
notice. The requirement to provide notice thirty (30) calendar days prior to the 
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effective date of termination shall be waived in instances where a provider becomes 
physically unable to care for members due to illness, a provider dies, the provider 
fails to provide thirty (30) calendar days advance notice to the CONTRACTOR, the 
provider moves from the service area and fails to notify the CONTRACTOR or a 
provider fails credentialing, and instead shall be made immediately upon the 
CONTRACTOR becoming aware of the circumstances.  

 
2.11.8.1.4  Non-PCP Provider Termination 

 
If a non-PCP provider, including but not limited to a specialist or hospital, ceases 
participation in the CONTRACTOR’s MCO, the CONTRACTOR shall provide 
written notice to members who have been patients of the non-PCP provider. Notice 
shall be issued no less than thirty (30) days prior to the effective date of the 
termination of the non-PCP provider when possible or immediately upon the 
CONTRACTOR becoming aware of the termination.  

 
2.11.8.1.5 Network Deficiency 

 
Upon notification from TENNCARE that a corrective action plan designed to remedy 
a network deficiency has not been accepted, the CONTRACTOR shall immediately 
provide written notice to members living in the affected area of a provider shortage in 
the CONTRACTOR’s network.  

 
2.11.8.2 TENNCARE Notification  

 
2.11.8.2.1 Subcontractor Termination 

 
When a subcontract that relates to the provision of services to members or claims 
processing is being terminated between the CONTRACTOR and a subcontractor, the 
CONTRACTOR shall give at least thirty (30) calendar days prior written notice of 
the termination to TENNCARE and TDCI. Said notices shall include, at a minimum: 
a CONTRACTOR’s intent to change to a new subcontractor for the provision of said 
services; an effective date for termination and/or change; and any other pertinent 
information that may be needed to access services. In addition to prior written notice, 
the CONTRACTOR shall also provide a transition plan to TENNCARE within 
fifteen (15) calendar days, which shall include, at a minimum, information regarding 
how prior authorization requests will be handled during and after the transition and 
how continuity of care will be maintained for the members.  

 
2.11.8.2.2 Hospital Termination 

 
Termination of the CONTRACTOR’s provider agreement with any hospital, whether 
or not the termination is initiated by the hospital or by the CONTRACTOR, shall be 
reported by the CONTRACTOR in writing to the TENNCARE no less than thirty 
(30) calendar days prior to the effective date of the termination. 

 
2.11.8.2.3 Other Provider Terminations 

 
2.11.8.2.3.1 The CONTRACTOR shall notify TENNCARE of any provider termination and 

shall submit a copy of one of the actual member notices mailed as well as an 
electronic listing identifying each member to whom a notice was sent within five 
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(5) business days of the date the member notice was sent as required in Section 
2.11.8.1. In addition to the member notice and electronic listing, documentation 
from the CONTRACTOR's mail room or outside vendor indicating the quantity 
and date member notices were mailed shall be sent to TENNCARE as proof of 
compliance with the member notification requirements. The CONTRACTOR shall 
maintain a copy of the actual notice on-site and forward a copy of the notices 
upon request from TENNCARE. If the termination was initiated by the provider, 
the notice to TENNCARE shall include a copy of the provider’s notification to 
the CONTRACTOR.  

 
2.11.8.2.3.2 If termination of the CONTRACTOR’s provider agreement with any PCP or 

physician group or clinic, whether or not the termination is initiated by the 
provider or by the CONTRACTOR, places the CONTRACTOR out of 
compliance with Section 2.11 and Attachments III, IV and V, such termination 
shall be reported by the CONTRACTOR in writing to TENNCARE, in the 
standard format provided by TENNCARE to demonstrate compliance with 
provider network and access requirements, within five (5) business days of the 
date that the agreement has been terminated. 

 
2.12 PROVIDER AGREEMENTS  
 
2.12.1 Provider agreements, as defined in Section 1 of this Agreement, shall be administered in 

accordance with this Agreement and must contain all of the items listed in this Section 2.12.  
 
2.12.2 All template provider agreements and revisions thereto must be approved in advance by TDCI in 

accordance with statutes regarding the approval of a certificate of authority (COA) and any 
material modifications thereof. 

 
2.12.3 The CONTRACTOR shall revise provider agreements as directed by TENNCARE. 
 
2.12.4 All single case agreements shall be reported to TENNCARE in accordance with Section 2.30.8; 

however, prior approval will not be required unless TENNCARE determines, upon review of said 
reports, that it appears single case agreements are being used to circumvent the provider 
agreement review and approval process.  

 
2.12.5 No provider agreement terminates or reduces the legal responsibility of the CONTRACTOR to 

TENNCARE to ensure that all activities under this Agreement are carried out. It shall be the 
responsibility of the CONTRACTOR to provide all necessary training and information to 
providers to ensure satisfaction of all CONTRACTOR responsibilities as specified in this 
Agreement. 

 
2.12.6 The CONTRACTOR shall not execute provider agreements with providers who have been 

excluded from participation in the Medicare, Medicaid, and/or SCHIP programs pursuant to 
Sections 1128 or 1156 of the Social Security Act or who are otherwise not in good standing with 
the TennCare program.  

 
2.12.7 All provider agreements executed by the CONTRACTOR, and all provider agreements executed 

by subcontracting entities or organizations, shall, at a minimum, meet the following requirements:  
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2.12.7.1 Be in writing. All new provider agreements and existing provider agreements as they 
are renewed, must include a signature page which contains CONTRACTOR and 
provider names which are typed or legibly written, provider company with titles, and 
dated signatures of all appropriate parties; 
 

2.12.7.2 Specify the effective dates of the provider agreement; 
 

2.12.7.3 Specify that the provider agreement and its attachments contain all the terms and 
conditions agreed upon by the parties; 
 

2.12.7.4 Assure that the provider shall not enter into any subsequent agreements or 
subcontracts for any of the work contemplated under the provider agreement without 
the prior approval of the CONTRACTOR; 
 

2.12.7.5 Identify the population covered by the provider agreement; 
 

2.12.7.6 Specify that the provider may not refuse to provide covered medically necessary or 
covered preventive services to a child under the age of twenty-one (21) or a 
TennCare Medicaid patient under this Agreement for non-medical reasons. However, 
the provider shall not be required to accept or continue treatment of a patient with 
whom the provider feels he/she cannot establish and/or maintain a professional 
relationship; 
 

2.12.7.7 Specify the functions and/or services to be provided by the provider and assure that 
the functions and/or services to be provided are within the scope of his/her 
professional/technical practice; 
 

2.12.7.8 Specify the amount, duration and scope of services to be provided by the provider 
and inform the provider of TennCare non-covered services as described in Section 
2.10 of this Agreement and the TennCare rules and regulations; 
 

2.12.7.9 Provide that emergency services be rendered without the requirement of prior 
authorization of any kind; 
 

2.12.7.10 Specify that unreasonable delay in providing care to a pregnant member seeking 
prenatal care will be considered a material breach of the provider’s agreement with 
the CONTRACTOR and include definition of unreasonable delay as described in 
Section 2.7.4.2.3 of this Agreement;  
 

2.12.7.11 If the provider performs laboratory services, require the provider to meet all 
applicable requirements of the Clinical Laboratory Improvement Amendments 
(CLIA) of 1988; 
 

2.12.7.12 Require that an adequate record system be maintained and that all records be 
maintained for five (5) years from the close of the provider agreement (behavioral 
health records must be maintained at the provider level for ten (10) years after the 
termination of the provider agreement pursuant to TCA 33-3-101) or retained until all 
evaluations, audits, reviews or investigations or prosecutions are completed for 
recording enrollee services, servicing providers, charges, dates and all other 
commonly accepted information elements for services rendered to enrollees pursuant 
to the provider agreement (including but not limited to such records as are necessary 
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for the evaluation of the quality, appropriateness, and timeliness of services 
performed under the provider agreement and administrative, civil or criminal 
investigations and prosecutions);  
 

2.12.7.13 Include a statement that as a condition of participation in TennCare, enrollees shall 
give TENNCARE, the Office of the Comptroller, and any health oversight agency, 
such as OIG, MFCU, DHHS Office of Inspector General (DHHS OIG), and DOJ, 
and any other authorized state or federal agency, access to their records. Said records 
shall be made available and furnished immediately upon request by the provider for 
fiscal audit, medical audit, medical review, utilization review, and other periodic 
monitoring as well as for administrative, civil and criminal investigations or 
prosecutions upon the request of an authorized representative of the CONTRACTOR, 
TENNCARE or authorized federal, state and Comptroller personnel, including, but 
not limited to, the OIG, the MFCU, the DHHS OIG and the DOJ; 
 

2.12.7.14 Include medical records requirements found in Section 2.24.4 of this Agreement ; 
 

2.12.7.15 Contain the language described in Section 2.25.6 of this Agreement regarding Audit 
Requirements and Section 2.25.5 of this Agreement regarding Availability of 
Records; 
 

2.12.7.16 Provide that TENNCARE, DHHS OIG, Comptroller, OIG, MFCU, and DOJ, as well 
as any authorized state or federal agency or entity shall have the right to evaluate 
through inspection, evaluation, review or request, whether announced or 
unannounced, or other means any records pertinent to this Agreement including, but 
not limited to medical records, billing records, financial records, and/or any records 
related to services rendered, quality, appropriateness and timeliness of services 
and/or any records relevant to an administrative, civil and/or criminal investigation 
and/or prosecution and such evaluation, inspection, review or request, and when 
performed or requested, shall be performed with the immediate cooperation of the 
provider. Upon request, the provider shall assist in such reviews including the 
provision of complete copies of medical records. Include a statement that HIPAA 
does not bar disclosure of protected health information (PHI) to health oversight 
agencies, including, but not limited to, OIG, MFCU, DHHS OIG and DOJ. Provide 
that any authorized state or federal agency or entity, including, but not limited to 
TENNCARE, OIG, MFCU, DHHS OIG, DOJ, Office of the Comptroller, may use 
these records and information for administrative, civil or criminal investigations and 
prosecutions; 
 

2.12.7.17 Provide for monitoring, whether announced or unannounced, of services rendered to 
members; 
 

2.12.7.18 Provide for the participation and cooperation in any internal and external QM/QI, 
utilization review, peer review and/or appeal procedures established by the 
CONTRACTOR and/or TENNCARE; 
 

2.12.7.19 Specify CONTRACTOR’s responsibilities under this Agreement and its agreement 
with the provider, including but not limited to, provision of a copy of the member 
handbook and provider handbook whether via web site or otherwise and requirement 
that the CONTRACTOR notice a provider of denied authorizations; 
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2.12.7.20 Specify that the CONTRACTOR shall monitor the quality of services delivered 
under the provider agreement and initiate corrective action where necessary to 
improve quality of care, in accordance with that level of medical or behavioral health 
care which is recognized as acceptable professional practice in the respective 
community in which the provider practices and/or the standards established by 
TENNCARE; 
 

2.12.7.21 Require that the provider comply with corrective action plans initiated by the 
CONTRACTOR; 
 

2.12.7.22 Provide for the timely submission of all reports and clinical information required by 
the CONTRACTOR; 
 

2.12.7.23 Provide the name and address of the official payee to whom payment shall be made; 
 

2.12.7.24 Make full disclosure of the method and amount of compensation or other 
consideration to be received from the CONTRACTOR; 
 

2.12.7.25 Provide for prompt submission of information needed to make payment. Specify that 
a provider shall have one hundred twenty (120) calendar days from the date of 
rendering a health care service to file a claim with the CONTRACTOR except in 
situations regarding coordination of benefits or subrogation in which case the 
provider is pursuing payment from a third party or if an enrollee is enrolled in the 
MCO with a retroactive eligibility date. In situations of third party benefits, the 
maximum time frames for filing a claim shall begin on the date that the third party 
documented resolution of the claim. In situations of enrollment in the 
CONTRACTOR’s MCO with a retroactive eligibility date, the time frames for filing 
a claim shall begin on the date that the CONTRACTOR receives notification from 
TENNCARE of the enrollee’s eligibility/enrollment;  
 

2.12.7.26 Provide for payment to the provider upon receipt of a clean claim properly submitted 
by the provider within the required time frames as specified in TCA 56-32-226 and 
Section 2.22.4 of this Agreement; 
 

2.12.7.27 Specify the provider shall accept payment or appropriate denial made by the 
CONTRACTOR (or, if applicable, payment by the CONTRACTOR that is 
supplementary to the enrollee’s third party payer) plus the amount of any applicable 
TennCare cost sharing responsibilities, as payment in full for covered services 
provided and shall not solicit or accept any surety or guarantee of payment from the 
enrollee in excess of the amount of applicable TennCare cost sharing responsibilities. 
Enrollee shall include the patient, parent(s), guardian, spouse or any other legally 
responsible person of the enrollee being served;  
 

2.12.7.28 Specify that in the event that TENNCARE deems the CONTRACTOR unable to 
timely process and reimburse claims and requires the CONTRACTOR to submit 
provider claims for reimbursement to an alternate claims processor to ensure timely 
reimbursement, the provider shall agree to accept reimbursement at the 
CONTRACTOR’s contracted reimbursement rate or the rate established by 
TENNCARE, whichever is greater;  
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2.12.7.29 Specify the provider’s responsibilities and prohibited activities regarding cost sharing 
as provided in Section 2.6.7 of this Agreement; 
 

2.12.7.30 Specify the provider’s responsibilities regarding third party liability (TPL); 
 

2.12.7.31 For those agreements where the provider is compensated via a capitation 
arrangement, language which requires:  

 
2.12.7.31.1 That if a provider becomes aware for any reason that he or she is not entitled to a 

capitation payment for a particular enrollee (a patient dies, for example), the provider 
shall immediately notify both the CONTRACTOR and TENNCARE by certified 
mail, return receipt requested; and 

 
2.12.7.31.2 The provider shall submit utilization or encounter data as specified by the 

CONTRACTOR so as to ensure the CONTRACTOR’s ability to submit encounter 
data to TENNCARE that meets the same standards of completeness and accuracy as 
required for proper adjudication of fee-for-service claims; 
 

2.12.7.32 Require the provider to comply with fraud and abuse requirements described in 
Section 2.20 of this Agreement; 
 

2.12.7.33 Require the provider to secure all necessary liability and malpractice insurance 
coverage as is necessary to adequately protect the CONTRACTOR’s members and 
the CONTRACTOR under the provider agreement. The provider shall maintain such 
insurance coverage at all times during the provider agreement and upon execution of 
the provider agreement furnish the CONTRACTOR with written verification of the 
existence of such coverage; 
 

2.12.7.34 Specify both the CONTRACTOR and the provider agree to recognize and abide by 
all state and federal laws, regulations and guidelines applicable to the 
CONTRACTOR and the provider. Provide that the agreement incorporates by 
reference all applicable federal law and state laws, TennCare rules and regulations, 
consent decrees or court orders, and revisions of such laws, regulations, consent 
decrees or court orders shall automatically be incorporated into the provider 
agreement, as they become effective; 
 

2.12.7.35 Specify procedures and criteria for any alterations, variations, modifications, waivers, 
extension of the provider agreement termination date, or early termination of the 
agreement and specify the terms of such change. If provision does not require 
amendments be valid only when reduced to writing, duly signed and attached to the 
original of the provider agreement, then the terms must include provisions allowing 
at least thirty (30) calendar days to give notice of rejection and requiring that receipt 
of notification of amendments be documented (e.g., certified mail, facsimile, hand-
delivered receipt, etc); 
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2.12.7.36 Specify that both parties recognize that in the event of termination of this Agreement 
between the CONTRACTOR and TENNCARE for any of the reasons described in 
Section 4.4 of this Agreement, the provider shall immediately make available, to 
TENNCARE, or its designated representative, in a usable form, any or all records, 
whether medical or financial, related to the provider’s activities undertaken pursuant 
to the CONTRACTOR/provider agreement. The provision of such records shall be at 
no expense to TENNCARE; 
 

2.12.7.37 Specify that the TennCare Provider Independent Review of Disputed Claims process 
shall be available to providers to resolve claims denied in whole or in part by the 
CONTRACTOR as provided at TCA 56-32-226(b); 
 

2.12.7.38 Include a conflict of interest clause as stated in Section 4.19 of this Agreement, 
Gratuities clause as stated in Section 4.23 of this Agreement, and Lobbying clause as 
stated in Section 4.24 of this Agreement between the CONTRACTOR and 
TENNCARE; 
 

2.12.7.39 Specify that at all times during the term of the agreement, the provider shall 
indemnify and hold TENNCARE harmless from all claims, losses, or suits relating to 
activities undertaken pursuant to the Agreement between TENNCARE and the 
CONTRACTOR. This indemnification may be accomplished by incorporating 
Section 4.31 of the TENNCARE/CONTRACTOR Agreement in its entirety in the 
provider agreement or by use of other language developed by the CONTRACTOR 
and approved by TENNCARE; 
 

2.12.7.40 Require safeguarding of information about enrollees according to applicable state and 
federal laws and regulations and as described in Sections 2.27 and 4.33 of this 
Agreement; 
 

2.12.7.41 Specify provider actions to improve patient safety and quality; 
 

2.12.7.42 Provide general and targeted education to providers regarding emergency appeals, 
including when an emergency appeal is appropriate, and procedures for providing 
written certification thereof, and specify that the provider will comply with the appeal 
process, including but not limited to the following: 

 
2.12.7.42.1 Assist an enrollee by providing appeal forms and contact information including the 

appropriate address, telephone number and/or fax number for submitting appeals for 
state level review; and 

 
2.12.7.42.2 Require in advance, that providers seek prior authorization, when they feel they 

cannot order a drug on the TennCare PDL as well as taking the initiative to seek prior 
authorization or change or cancel the prescription when contacted by an enrollee or 
pharmacy regarding denial of a pharmacy service due to system edits (e.g., 
therapeutic duplication, etc.). 

 
2.12.7.43 Require the provider to coordinate with the TennCare PBM regarding authorization 

and payment for pharmacy services; 
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2.12.7.44 Specify any liquidated damages, sanctions or reductions in payment that the 
CONTRACTOR may assess on the provider for specific failures to comply with 
contractual and/or credentialing requirements. This shall include, but may not be 
limited to a provider’s failure or refusal to respond to the CONTRACTOR’s request 
for information, the request to provide medical records, credentialing information, 
etc.; at the CONTRACTOR’s discretion or a directive by TENNCARE, the 
CONTRACTOR shall impose financial consequences against the provider as 
appropriate;  
 

2.12.7.45 Require that the provider display notices of the enrollee’s right to appeal adverse 
action affecting services in public areas of their facility(s) in accordance with 
TennCare rules and regulations, subsequent amendments, or any and all consent 
decrees and court orders. The CONTRACTOR shall ensure that providers have a 
correct and adequate supply of public notices; 
 

2.12.7.46 Include language which informs providers of the package of benefits that 
TENNderCare offers and which requires providers to make treatment decisions based 
upon children’s individual medical and behavioral health needs. TENNderCare 
requirements are contained in Section 2.7.5 of this Agreement. All provider 
agreements must contain language that references the TENNderCare requirements in 
this Agreement between TENNCARE and the CONTRACTOR, and the provider 
agreement shall either physically incorporate these sections of the Agreement or 
include language to require that these sections be furnished to the provider upon 
request;  
 

2.12.7.47 Include a provision which states that providers are not permitted to encourage or 
suggest, in any way, that TennCare children be placed into state custody in order to 
receive medical or behavioral services covered by TENNCARE;  

 
2.12.7.48 Require that providers offer hours of operation that are no less than the hours of 

operation offered to commercial enrollees; 
 

2.12.7.49 Specify that the provider have written procedures for the provision of language 
interpretation and translation services for any enrollee who needs such services, 
including but not limited to, enrollees with Limited English Proficiency; 
 

2.12.7.50 Require the provider to comply and submit to the CONTRACTOR disclosure of 
information in accordance with the requirements specified in 42 CFR Part 455, 
Subpart B; and 
 

2.12.7.51 Require that if any requirement in the provider agreement is determined by 
TENNCARE to conflict with the Agreement between TENNCARE and the 
CONTRACTOR, such requirement shall be null and void and all other provisions 
shall remain in full force and effect. 

 
2.12.8 No other terms or conditions agreed to by the CONTRACTOR and the provider shall negate or 

supersede the requirements listed in 2.12.7 above. 
 
2.12.9 The provider agreement with a local health department (see Section 2.11.6.3) must meet the 

minimum requirements specified above and must also specify for the purpose of TENNderCare 
screening services: (1) that the local health department agrees to submit encounter data timely to 
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the CONTRACTOR; (2) that the CONTRACTOR agrees to timely process claims for services in 
accordance with Section 2.22.4; (3) that the local health department may terminate the agreement 
for cause with thirty (30) days advance notice; and (4) that the CONTRACTOR agrees prior 
authorization shall not be required for the provision of TENNderCare screening services. 

 
2.12.10 The provider agreement for CRG/TPG assessments shall meet the minimum requirements 

specified above and shall also specify that all CRG/TRG assessments detailed in Section 2.7.2.9 
are completed by State-certified raters and that the assessments are completed within the 
specified time frames. The rater certification process shall include completing the CRG/TPG 
assessments training and passing the State rater competency examination, scored only by State-
certified trainers.  

 
2.13 PROVIDER AND SUBCONTRACTOR PAYMENTS 
 
2.13.1 General 
 

2.13.1.1 The CONTRACTOR must agree to reasonable reimbursement standards to providers 
for covered services, to be determined in conjunction with actuarially sound rate 
setting. All reimbursement paid by the CONTRACTOR to providers and amounts 
paid by the CONTRACTOR to any other entity is subject to audit by the State. 
 

2.13.1.2 The CONTRACTOR shall require, as a condition of payment, that the provider 
(contract or non-contract provider) accept the amount paid by the CONTRACTOR or 
appropriate denial made by the CONTRACTOR (or, if applicable, payment by the 
CONTRACTOR that is supplementary to the enrollee’s third party payer) plus any 
applicable amount of TennCare cost sharing responsibilities due from the enrollee as 
payment in full for the service. 
 

2.13.1.3 If the CONTRACTOR is required to reimburse a non-contract provider pursuant to 
this Agreement, and the CONTRACTOR’s payment to a non-contract provider is less 
than it would have been for a contract provider, and the provider contests the 
payment amount, the CONTRACTOR shall notify the non-contract provider that the 
provider may initiate the independent review procedures in accordance with TCA 56-
32-226, including but not limited to reconsideration by the CONTRACTOR. 

 
2.13.1.4 The CONTRACTOR shall ensure that the member is held harmless by the provider 

for the costs of medically necessary covered services except for applicable TennCare 
cost sharing amounts described in Section 2.6.7 and in Attachment II of this 
Agreement. 

 
2.13.1.5 The CONTRACTOR shall ensure that payments are not issued to providers that have 

not obtained a Tennessee Medicaid provider number or for which disclosure 
requirements have not been obtained by the CONTRACTOR in accordance with 42 
CFR 455.100 through 106 and Section 2.12.7.50 of this Agreement. 

 
2.13.2 Hospice  
 

If a Medicaid hospice patient resides in a nursing facility (NF), the CONTRACTOR must pay an 
amount equal to at least ninety-five percent (95%) of the prevailing Medicaid NF rate to the 
hospice provider. 
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2.13.3 Behavioral Health Crisis Service Teams  
 

2.13.3.1 The CONTRACTOR shall reimburse crisis mobile teams for their intervention 
services on a monthly basis at a rate to be determined and set by the State. The rate 
shall be factored into the CONTRACTOR’s capitation payments. 

 
2.13.3.2 The CONTRACTOR shall assume financial liability for crisis respite and crisis 

stabilization services.  
 
2.13.4 Local Health Departments 
 

2.13.4.1 The CONTRACTOR shall reimburse contracted local health departments (see 
Sections 2.11.6.3 and 2.12.9) for TENNderCare screenings to members under age 
twenty-one (21) at no less than the following rates, unless specified otherwise by 
TENNCARE. Although the codes include preventive visits for individuals twenty-
one (21) and older, this Section only requires the CONTRACTOR to pay local health 
departments for the specified visits for members under age twenty-one (21). 
 

Preventive Visits 85% of 2001 Medicare 
99381 New pt. Up to 1 yr. $80.33 
99382 New pt. 1- 4 yrs. $88.06 
99383 New pt. 5 - 11yrs. $86.60 
99384 New pt. 12 - 17yrs. $95.39 
99385 New pt. 18 - 39 yrs. $93.93 
99391 Estab. pt. Up to 1 yr. $63.04 
99392 Estab. pt. 1 - 4 yrs. $71.55 
99393 Estab. pt. 5 - 11yrs. $70.96 
99394 Estab. pt. 12 - 17yrs. $79.57 
99395 Estab. pt. 18 - 39 yrs. $78.99 

 
2.13.4.2 TENNCARE may conduct an audit of the CONTRACTOR’s reimbursement 

methodology and related processes on an annual basis to verify compliance with this 
requirement. In addition, the Local Health Department may initiate the independent 
review procedure at any time it believes the CONTRACTOR’s payment is less than 
the required minimum reimbursement rate.  

 
2.13.5 Physician Incentive Plan (PIP)  
 

2.13.5.1 The CONTRACTOR shall notify and make TENNCARE and TDCI aware of any 
operations or plans to operate a physician incentive plan (PIP). Prior to 
implementation of any such plans, the CONTRACTOR shall submit to TDCI any 
provider agreement templates or subcontracts that involve a PIP for review as a 
material modification.  
 

2.13.5.2 The CONTRACTOR shall not implement a PIP in the absence of TDCI TennCare 
Division review and approval.  
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2.13.5.3 If the CONTRACTOR operates a PIP, the CONTRACTOR shall ensure that no 
specific payment be made directly or indirectly under a PIP to a physician or 
physician group as an inducement to reduce or limit medically necessary services 
furnished to an individual.  
 

2.13.5.4 If the CONTRACTOR operates a PIP, upon TENNCARE’s request, the 
CONTRACTOR must report descriptive information about its incentive plan in 
sufficient detail to enable TENNCARE to adequately monitor the CONTRACTOR. 
The information that may be requested shall include, but not be limited to, the 
following: 

 
2.13.5.4.1 Whether services not furnished by the physician or physician group are covered by 

the incentive plan; 
 

2.13.5.4.2 The type or types of incentive arrangements, such as, withholds, bonus, capitation; 
 

2.13.5.4.3 The percent of any withhold or bonus the plan uses; 
 

2.13.5.4.4 Assurance that the physicians or physician group has adequate stop-loss protection, 
and the amount and type of stop-loss protection; 

 
2.13.5.4.5 The patient panel size and, if the plan uses pooling, the pooling method; and 

 
2.13.5.4.6 If the CONTRACTOR is required to conduct enrollee surveys, a summary of the 

survey results. 
 
2.13.6 Emergency Services Obtained from Non-Contract Providers  
 

2.13.6.1 Payments to non-contract providers for emergency services may, at the 
CONTRACTOR’s option, be limited to the treatment of emergency medical 
conditions, including post-stabilization care services, as described in Section 1. 
Payment amounts shall be consistent with the pricing policies developed by the 
CONTRACTOR and in accordance with TENNCARE requirements, including 
TennCare rules and regulations for emergency services provided by non-contract 
providers.  
 

2.13.6.2 Payment by the CONTRACTOR for properly documented claims for emergency 
services rendered by a non-contract provider shall be made within thirty (30) 
calendar days of receipt of a clean claim by the CONTRACTOR.  
 

2.13.6.3 The CONTRACTOR must review and approve or disapprove claims for emergency 
services based on the definition of emergency services specified in Section 1 of this 
Agreement. If the CONTRACTOR determines that a claim requesting payment of 
emergency services does not meet the definition as specified in Section 1 and 
subsequently denies the claim, the CONTRACTOR shall notify the provider of the 
denial. This notification shall include information to the provider regarding the 
CONTRACTOR’s process and time frames for reconsideration. In the event a 
provider disagrees with the CONTRACTOR’s decision to disapprove a claim for 
emergency services, the provider may pursue the independent review process for 
disputed claims as provided by TCA 56-32-226, including but not limited to 
reconsideration by the CONTRACTOR. 
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2.13.7 Medically Necessary Services Obtained from Non-Contract Provider when MCO 

Assignment is Unknown  
 

2.13.7.1 The CONTRACTOR shall pay for medically necessary covered services provided to 
an enrollee by a non-contract provider when TENNCARE has enrolled the enrollee 
in the CONTRACTOR’s MCO, but the enrollee could not have known which MCO 
they were enrolled in at the time of the service. Examples of when this may occur 
include, but are not limited to, (i) when an enrollee receives services during a 
retroactive eligibility period (see Section 2.4.5) and the enrollee did not select an 
MCO and is assigned to an MCO by TENNCARE, or (ii) the enrollee was assigned 
to an MCO other than the one that he/she requested (see Section 2.4.4.5). In these 
cases, the effective date of enrollment may occur prior to the CONTRACTOR or the 
enrollee being notified of the enrollee becoming a member of the CONTRACTOR’s 
MCO.  
 

2.13.7.2 When this situation arises, the CONTRACTOR shall not deny payment for medically 
necessary covered services provided during this period of eligibility for lack of prior 
authorization or lack of referral; likewise, the CONTRACTOR shall not deny a claim 
on the basis of the provider’s failure to file a claim within a specified time period 
after the date of service when the provider could not have reasonably known which 
MCO the enrollee was in during the timely filing period. However, in such cases the 
CONTRACTOR may impose timely filing requirements beginning on the date of 
notification of the individual’s enrollment.  

 
2.13.8 Medically Necessary Services Obtained from Contract Provider without Prior 

Authorization when MCO Assignment is Unknown  
 

2.13.8.1 The CONTRACTOR shall pay for medically necessary covered services provided to 
an enrollee by a contract provider without prior authorization or referral when 
TENNCARE has enrolled the enrollee in the CONTRACTOR’s MCO, but the 
enrollee could not have known which MCO they were enrolled in at the time of the 
service.  
 

2.13.8.2 When this situation arises, the CONTRACTOR shall not deny payment for medically 
necessary covered services for lack of prior authorization or lack of referral; likewise, 
a CONTRACTOR shall not deny a claim on the basis of the provider’s failure to file 
a claim within a specified time period after the date of service when the provider 
could not have reasonably known which MCO the enrollee was in during the timely 
filing period. However, in such cases the CONTRACTOR may impose timely filing 
requirements beginning on the date of notification of the individual’s enrollment.  

 
2.13.9 Medically Necessary Services Obtained from Non-Contract Provider Referred by Contract 

Provider  
 

The CONTRACTOR shall pay for any medically necessary covered services provided to a 
member by a non-contract provider at the request of a contract provider. The CONTRACTOR’s 
payment shall not be less than eighty percent (80%) of the rate that would have been paid by the 
CONTRACTOR if the member had received the services from a contract provider.  
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2.13.10 Medically Necessary Services Obtained from Non-Contract Provider Not Authorized by the 
CONTRACTOR 

 
2.13.10.1 With the exception of circumstances described in Section 2.13.9, when an enrollee 

has utilized medically necessary non-emergency covered services from a non-
contract provider, and the CONTRACTOR has not authorized such use in advance, 
the CONTRACTOR shall not be required to pay for the service(s) received unless 
payment is required pursuant to a directive from TENNCARE or an Administrative 
Law Judge.  
 

2.13.10.2 The CONTRACTOR shall not make payment to non-contract providers for covered 
services that are not medically necessary. 

 
2.13.11 Covered Services Ordered by Medicare Providers for Dual Eligibles  
 

2.13.11.1 When a TennCare enrollee is dually eligible for Medicare and TennCare and requires 
services that are covered under this Agreement but are not covered by Medicare, and 
the services are ordered by a Medicare provider who is a non-contract provider, the 
CONTRACTOR must pay for the ordered, medically necessary service if it is 
provided by a contract provider.  
 

2.13.11.2 Reimbursement shall be at the same rate that would have been paid had the service 
been ordered by a contract provider.  
 

2.13.11.3 The CONTRACTOR shall not pay for non-covered services, services that are not 
medically necessary, or services ordered and obtained from non-contract providers.   

 
2.13.12 Transition of New Members 
 

Pursuant to the requirements in Section 2.9.2.1 regarding transition of new members, the 
CONTRACTOR shall not deny payment for the costs of continuation of medically necessary 
covered services provided by contract or non-contract providers for lack of prior authorization or 
lack of referral during the required time period for continuation of services. However, if, pursuant 
to Section 2.9.2.1, the CONTRACTOR requires prior authorization for continuation of services 
beyond thirty (30) calendar days, the CONTRACTOR may deny payment for care rendered 
beyond the initial thirty (30) days for lack of prior authorization but may not do so solely on the 
basis that the provider is a non-contract provider. 

 
2.13.13 Transition of Care  
 

In accordance with the requirements in Section 2.9.3.1 of this Agreement, if a provider has 
terminated participation with the CONTRACTOR, the CONTRACTOR shall pay the non-
contract provider for the continuation of treatment through the applicable period provided in 
Section 2.9.3.1. 

 
2.13.14 Limits on Payments to Providers and Subcontractors Related to the CONTRACTOR  
 

2.13.14.1 The CONTRACTOR shall not pay more for similar services rendered by any 
provider or subcontractor that has an indirect ownership interest or an ownership or 
control interest in the CONTRACTOR or the CONTRACTOR’s affiliates or the 
CONTRACTOR’s management company than the CONTRACTOR pays to 
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providers and subcontractors that do not have an indirect ownership interest or an 
ownership or control interest in the CONTRACTOR, the CONTRACTOR’s affiliates 
or the CONTRACTOR’s management company for similar services. The standards 
and criteria for determining whether a provider or a subcontractor has an indirect 
ownership interest, an ownership interest or a control interest are set out at 42 CFR 
Part 455, Subpart B. 
 

2.13.14.2 Any payments made by the CONTRACTOR that exceed the limitations set forth in 
this section shall be considered non-allowable payments for covered services and 
shall be excluded from medical expenses reported in the MLR report required in 
Section 2.30.14.2.1. 
 

2.13.14.3 As provided in Section 2.30.9 of this Agreement, the CONTRACTOR shall submit 
information on payments to related providers and subcontractors. 

 
2.13.15 1099 Preparation  
 

In accordance with federal requirements, the CONTRACTOR shall prepare and submit Internal 
Revenue Service (IRS) Form 1099s for all providers who are not employees of the 
CONTRACTOR to whom payment is made 

 
2.14 UTILIZATION MANAGEMENT (UM) 
 
2.14.1 General  
 

2.14.1.1 The CONTRACTOR shall develop and maintain a utilization management (UM) 
program. As part of this program the CONTRACTOR shall have policies and 
procedures with defined structures and processes. The UM program shall assign 
responsibility to appropriate individuals including a designated senior physician and 
shall involve a designated behavioral health care practitioner in the implementation 
of behavioral health aspects of the program. The UM program shall be supported by 
an associated work plan and shall be evaluated annually and updated as necessary.  

 
2.14.1.2 The CONTRACTOR shall notify all network providers of and enforce compliance 

with all provisions relating to UM procedures.  
 

2.14.1.3 The UM program shall have criteria that: 
 

2.14.1.3.1 Are objective and based on medical and/or behavioral health evidence; 
 

2.14.1.3.2 Are applied based on individual needs; 
 

2.14.1.3.3 Are applied based on an assessment of the local delivery system; 
 

2.14.1.3.4 Involve appropriate practitioners in developing, adopting and reviewing them; and 
 

2.14.1.3.5 Are annually reviewed and up-dated as appropriate. 
 

2.14.1.4 The CONTRACTOR shall use appropriately licensed professionals to supervise all 
medical necessity decisions and specify the type of personnel responsible for each 
level of UM, including prior authorization and decision making. The 
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CONTRACTOR shall have written procedures documenting access to Board 
Certified Consultants to assist in making medical necessity determinations. Any 
decision to deny a service authorization request or to authorize a service in an 
amount, duration, or scope that is less than requested shall be made by a physical 
health or behavioral health care professional who has appropriate clinical expertise in 
treating the member’s condition or disease. 
 

2.14.1.5 Except as provided in Section 2.6.1.4, the CONTRACTOR shall not place maximum 
limits on the length of stay for members requiring hospitalization and/or surgery. The 
CONTRACTOR shall not employ, and shall not permit others acting on their behalf 
to employ utilization control guidelines or other quantitative coverage limits, whether 
explicit or de facto, unless supported by an individualized determination of medical 
necessity based upon the needs of each member and his/her medical history. The 
CONTRACTOR shall consider individual member characteristics in the 
determination of readiness for discharge. This requirement is not intended to limit the 
ability of the CONTRACTOR to use clinical guidelines or criteria in placing 
tentative limits on the length of a prior authorization or pre-admission certification. 
 

2.14.1.6 The CONTRACTOR shall have mechanisms in place to ensure that required services 
are not arbitrarily denied or reduced in amount, duration, or scope solely because of 
the diagnosis, type of illness, or condition.  
 

2.14.1.7 The CONTRACTOR shall assure, consistent with 42 CFR 438.6(h), 42 CFR 422.208 
and 422.210, that compensation to individuals or entities that conduct UM activities 
is not structured so as to provide incentives for the individual or entity to deny, limit, 
or discontinue medically necessary covered services to any member. 
 

2.14.1.8 As part of the provider survey required by Section 2.18.7.2, the CONTRACTOR 
shall assess provider/office staff satisfaction with UM processes to identify areas for 
improvement. 
 

2.14.1.9 The UM program policies and procedures, the annual evaluation (which includes an 
analysis of findings and actions taken) and the work plan shall be approved by the 
CONTRACTOR’s oversight committee. These three (3) items shall be submitted to 
TENNCARE for approval in accordance with Section 2.30.10.1. 
 

2.14.1.10 Inpatient Care 
 

The CONTRACTOR shall provide for methods of assuring the appropriateness of 
inpatient care. Such methodologies shall be based on individualized determinations 
of medical necessity in accordance with UM policies and procedures and, at a 
minimum, shall include the items specified in subparagraphs 2.14.1.10.1 through 
2.14.1.10.5 below: 

 
2.14.1.10.1 Pre-admission certification process for non-emergency admissions;  
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2.14.1.10.2 A concurrent review program to monitor and review continued inpatient 
hospitalization, length of stay, or diagnostic ancillary services regarding their 
appropriateness and medical necessity. In addition, the CONTRACTOR shall have a 
process in place to determine for emergency admissions, based upon medical criteria, 
if and when a member can be transferred to a contract facility in the network, if 
presently in a non-contract facility; 

 
2.14.1.10.3 Admission review for urgent and/or emergency admissions, on a retroactive basis 

when necessary, in order to determine if the admission is medically necessary and if 
the requested length of stay for the admission is reasonable based upon an 
individualized determination of medical necessity. Such reviews shall not result in 
delays in the provision of medically necessary urgent or emergency care; 

 
2.14.1.10.4 Restrictions against requiring pre-admission certification for admissions for the 

normal delivery of children; and 
 

2.14.1.10.5 Prospective review of same day surgery procedures. 
 

2.14.1.11 Emergency Department (ED) Utilization 
 

The CONTRACTOR shall utilize the following guidelines in identifying and 
managing care for members who are determined to have excessive and/or 
inappropriate ED utilization: 

 
2.14.1.11.1 Review ED utilization data, at a minimum, every six (6) months (in January and July) 

to identify members with utilization exceeding the threshold defined by TENNCARE 
in the preceding six (6) month period. The January review shall cover ED utilization 
during the preceding April through September; the July review shall cover ED 
utilization during the preceding October through March; 

 
2.14.1.11.2 Enroll members whose utilization exceeds the threshold of ED visits defined by 

TENNCARE in the previous six (6) month period in MCO case management if 
appropriate; 

 
2.14.1.11.3 As appropriate, make contact with members whose utilization exceeded the threshold 

of ED visits defined by TENNCARE in the previous six (6) month period and their 
primary care providers for the purpose of providing education on appropriate ED 
utilization; and  

 
2.14.1.11.4 Assess the most likely cause of high utilization and develop an MCO case 

management plan based on results of the assessment for each member.  
 

2.14.1.12 Hospitalizations and Surgeries 
 
The CONTRACTOR shall comply with any applicable federal and state laws or rules 
related to length of hospital stay. TENNCARE will closely monitor encounter data 
related to length of stay and re-admissions to identify potential problems. If 
indicated, TENNCARE may conduct special studies to assess the appropriateness of 
hospital discharges. 
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2.14.2 Prior Authorization for Covered Services  
 

2.14.2.1 General 
 

2.14.2.1.1 The CONTRACTOR shall have in place, and follow, written policies and procedures 
for processing requests for initial and continuing prior authorizations of services and 
have in effect mechanisms to ensure consistent application of review criteria for prior 
authorization decisions. The policies and procedures shall provide for consultation 
with the requesting provider when appropriate. If prior authorization of a service is 
granted by the CONTRACTOR, payment for the prior authorized service shall not be 
denied based on the lack of medical necessity, assuming that the member is eligible 
on the date of service, unless it is determined that the facts at the time of the denial of 
payment are significantly different than the circumstances which were described at 
the time that prior authorization was granted. 

 
2.14.2.1.2 Prior authorization requests shall be reviewed subject to the guidelines described in 

TennCare rules and regulations which include, but are not limited to, provisions 
regarding decisions, notices, medical contraindication, and the failure of an MCO to 
act timely upon a request. 

 
2.14.2.2 Notice of Adverse Action Requirements  

 
2.14.2.2.1 The CONTRACTOR shall clearly document and communicate the reasons for each 

denial of a prior authorization request in a manner sufficient for the provider and 
member to understand the denial and decide about requesting reconsideration of or 
appealing the decision. 

 
2.14.2.2.2 The CONTRACTOR shall comply with all member notice provisions in TennCare 

rules and regulations. 
 

2.14.2.3 Medical History Information Requirements  
 

2.14.2.3.1 The CONTRACTOR is responsible for eliciting pertinent medical history 
information from the treating health care provider(s), as needed, for purposes of 
making medical necessity determinations. The CONTRACTOR shall take action 
(e.g., sending a CONTRACTOR representative to obtain the information and/or 
discuss the issue with the provider, imposing financial penalties against the provider, 
etc.), to address the problem if a treating health care provider is uncooperative in 
supplying needed information. The CONTRACTOR shall make documentation of 
such action available to TENNCARE, upon request. Providers who do not provide 
requested medical information for purposes of making a medical necessity 
determination for a particular item or service shall not be entitled to payment for the 
provision of such item or service. 

 
2.14.2.3.2 Upon request by TENNCARE, the CONTRACTOR shall provide TENNCARE with 

individualized medical record information from the treating health care provider(s). 
The CONTRACTOR shall take whatever action necessary to fulfill this responsibility 
within the required appeal time lines as specified by TENNCARE and/or applicable 
TennCare rules and regulations, up to and including going to the provider’s office to 
obtain the medical record information. Should a provider fail or refuse to respond to 
the CONTRACTOR’s efforts to obtain medical information, and the appeal is 
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decided in favor of the member, at the CONTRACTOR’s discretion or a directive by 
TENNCARE, the CONTRACTOR shall impose financial penalties against the 
provider as appropriate. 

 
2.14.3 Referrals  
 

2.14.3.1 Except as provided in Section 2.14.4, the CONTRACTOR may require members to 
seek a referral from their PCP prior to accessing non-emergency specialty physical 
health services.  

 
2.14.3.2 If the CONTRACTOR requires members to obtain PCP referral, the CONTRACTOR 

may exempt certain services, identified by the CONTRACTOR in the member 
handbook, from PCP referral. 

 
2.14.3.3 For members determined to need a course of treatment or regular care monitoring, 

the CONTRACTOR shall have a mechanism in place to allow members to directly 
access a specialist as appropriate for the members’ condition and identified needs. 

 
2.14.3.4 The CONTRACTOR shall not require that a woman go in for an office visit with her 

PCP in order to obtain the referral for prenatal care. 
 

2.14.3.5 Referral Provider Listing 
 
2.14.3.5.1 The CONTRACTOR shall provide all PCPs with a current hard copy listing of 

referral providers, including behavioral health providers at least thirty (30) calendar 
days prior to the start date of operations. Thereafter the CONTRACTOR shall mail 
PCPs an updated version of the listing on a quarterly basis. The CONTRACTOR 
shall also maintain an updated electronic, web-accessible version of the referral 
provider listing.  

 
2.14.3.5.2 The referral provider listing shall be in the format specified by TENNCARE for the 

provider directory in Section 2.17.7.  
 

2.14.3.5.3 As required in Section 2.30.10.7, the CONTRACTOR shall submit to TENNCARE a 
copy of the referral provider listing, a data file of the provider information in a media 
and format described by TENNCARE, and documentation regarding mailing. 

 
2.14.4 Exceptions to Prior Authorization and/or Referrals  
 

2.14.4.1 Emergency and Post-Stabilization Care Services  
 
The CONTRACTOR shall provide emergency services without requiring prior 
authorization or PCP referral, as described in Section 2.7.1, regardless of whether 
these services are provided by a contract or non-contract provider. The 
CONTRACTOR shall provide post-stabilization care services (as defined in Section 
1) in accordance with 42 CFR 422.113. 
 

2.14.4.2 TENNderCare 
 

The CONTRACTOR shall not require prior authorization or PCP referral for the 
provision of TENNderCare screening services. 
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2.14.4.3 Access to Women’s Health Specialists  

 
The CONTRACTOR shall allow female members direct access (without requiring a 
referral) to a women’s health specialist who is a contract provider for covered 
services necessary to provide women’s routine and preventive health care services. 
This is in addition to the member’s designated source of primary care if that source is 
not a women’s health specialist. 
 

2.14.4.4 Behavioral Health Services 
 
The CONTRACTOR shall not require a PCP referral for members to access a 
behavioral health provider. 
 

2.14.4.5 Transition of New Members 
 
Pursuant to the requirements in Section 2.9.2.1 regarding transition of new members, 
the CONTRACTOR shall provide for the continuation of medically necessary 
covered services regardless of prior authorization or referral requirements. However, 
as provided in Section 2.9.2.1, in certain circumstances the CONTRACTOR may 
require prior authorization for continuation of services beyond the initial thirty (30) 
days. 
 

2.14.5 PCP Profiling  
 

The CONTRACTOR shall profile its PCPs. Further, the CONTRACTOR shall investigate the 
circumstances surrounding PCPs who appear to be operating outside peer norms and will 
intervene, as appropriate, when utilization or quality of care issues are identified. As part of these 
profiling activities, the CONTRACTOR shall analyze utilization data, including but not limited 
to, information provided to the CONTRACTOR by TENNCARE, and report back information as 
requested by TENNCARE. PCP profiling shall include, but not be limited to the following areas: 

 
2.14.5.1 Utilization of Non-Contract Providers 

 
The CONTRACTOR shall maintain a procedure to identify and evaluate member 
utilization of services provided by non-contract providers by PCP panel.  
 

2.14.5.2 Specialist Referrals  
 
The CONTRACTOR shall maintain a procedure to identify and evaluate member 
specialty provider utilization by PCP panel. 
 

2.14.5.3 Emergency Room Utilization 
 
The CONTRACTOR shall maintain a procedure to identify and evaluate member 
emergency room utilization by PCP panel. As provided in Section 2.9.4, members 
who establish a pattern of accessing emergency room services shall be referred to 
MCO case management as appropriate for follow-up. 
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2.14.5.4 Inpatient Admissions 
 
The CONTRACTOR shall maintain a procedure to identify and evaluate member 
utilization of inpatient services by PCP panel. 
 

2.14.5.5 Pharmacy Utilization 
 
At a minimum, the CONTRACTOR shall profile PCP prescribing patterns for 
generic versus brand name and the number of narcotic prescriptions written. In 
addition, the CONTRACTOR shall comply with the requirements in Section 2.9.7 of 
this Agreement. 
 

2.14.5.6 Advanced Imaging Procedures 
 
The CONTRACTOR shall profile the utilization of advanced imaging procedures by 
PCP panel. Advanced imaging procedures include: PET Scans; CAT Scans and 
MRIs. 
 

2.14.5.7 PCP Visits 
 

The CONTRACTOR shall profile the average number of visits per member assigned 
to each PCP. 

 
2.15 QUALITY MANAGEMENT/QUALITY IMPROVEMENT  
 
2.15.1 Quality Management/Quality Improvement (QM/QI) Program 
 

2.15.1.1 The CONTRACTOR shall have a written Quality Management/Quality Improvement 
(QM/QI) program that clearly defines its quality improvement structures and 
processes and assigns responsibility to appropriate individuals. This QM/QI program 
shall use as a guideline the current NCQA Standards and Guidelines for the 
Accreditation of MCOs and shall include the CONTRACTOR’s plan for improving 
patient safety. This means at a minimum that the QM/QI program shall:  

 
2.15.1.1.1 Specifically address behavioral health care; 

 
2.15.1.1.2 Be accountable to the CONTRACTOR’s board of directors and executive 

management team; 
 

2.15.1.1.3 Have substantial involvement of a designated physician and designated behavioral 
health practitioner; 

 
2.15.1.1.4 Have a QM/QI committee that oversees the QM/QI functions; 

 
2.15.1.1.5 Have an annual work plan; 

 
2.15.1.1.6 Have resources – staffing, data sources and analytical resources – devoted to it; and 

 
2.15.1.1.7 Be evaluated annually and updated as appropriate. 
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2.15.1.2 The CONTRACTOR shall make all information about its QM/QI program available 
to providers and members. 

 
2.15.1.3 As part of the QM/QI program, the CONTRACTOR shall collect information on 

providers’ actions to improve patient safety and make performance data available to 
providers and members. 

 
2.15.1.4 Any changes to the QM/QI program structure shall require prior written approval 

from TENNCARE. The QM/QI program description, associated work plan, and 
annual evaluation of the QM/QI Program shall be submitted to TENNCARE as 
required in Section 2.30.11.1, Reporting Requirements. 

 
2.15.2 QM/QI Committee 

 
2.15.2.1 The CONTRACTOR shall have a QM/QI committee which shall include staff and 

contract providers. Medical and behavioral health staff and contract providers shall 
be represented on the QM/QI committee. This committee shall recommend policy 
decisions, analyze and evaluate the results of QM/QI activities, ensure that providers 
are involved in the QM/QI program, institute needed action, and ensure that 
appropriate follow-up occurs. This committee shall also review and approve the 
QM/QI program description and associated work plan prior to submission to 
TENNCARE as required in Section 2.30.11.1, Reporting Requirements.  

 
2.15.2.2 The QM/QI committee shall keep written minutes of all meetings. A copy of the 

signed and dated written minutes for each meeting shall be available on-file after the 
completion of the following committee meeting in which the minutes are approved 
and shall be available for review upon request and during the annual on-site EQRO 
review and/or NCQA accreditation review. 

 
2.15.2.3 The CONTRACTOR shall provide the Chief Medical Officer of TENNCARE with 

ten (10) calendar days advance notice of all regularly scheduled meetings of the 
QM/QI committee. To the extent allowed by law, the Chief Medical Officer of 
TENNCARE, or his/her designee, may attend the QM/QI committee meetings at 
his/her option. 

 
2.15.3 Performance Improvement Projects (PIPs)  
 

2.15.3.1 The CONTRACTOR shall perform three (3) clinical PIPs, one (1) in the area of 
diabetes management, one (1) in the area of maternity management and one (1) in the 
area of behavioral health. The behavioral health PIP shall be relevant to one of the 
behavioral health disease management programs for bipolar disorder, major 
depression, or schizophrenia. 
 

2.15.3.2 The CONTRACTOR shall ensure that CMS protocols for PIPs are followed and that 
the following are documented for each activity: 

 
2.15.3.2.1 Rationale for selection as a quality improvement activity; 

 
2.15.3.2.2 Specific population targeted, include sampling methodology if relevant; 

 
2.15.3.2.3 Metrics to determine meaningful improvement and baseline measurement; 
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2.15.3.2.4 Specific interventions (enrollee and provider); 

 
2.15.3.2.5 Relevant clinical practice guidelines; and 

 
2.15.3.2.6 Date of re-measurement. 

 
2.15.3.3 The CONTRACTOR shall report on PIPs as required in Section 2.30.11.3, Reporting 

Requirements. 
 
2.15.4 Performance Indicators  
 

2.15.4.1 The CONTRACTOR’s QM/QI program shall identify benchmarks and set achievable 
performance goals for the three (3) PIPs required in Section 2.15.3. The three (3) 
clinical performance indicators that must show meaningful improvement are diabetes 
management, maternity management and behavioral health. The CONTRACTOR 
shall identify a relevant HEDIS measure where there is an opportunity to show 
improvement. The source of the benchmark should be identified, e.g., NCQA’s 
Quality Compass. The CONTRACTOR must demonstrate improvement against the 
baseline measure as indicated:  

 
Baseline Rate Minimum Effect Size 
0-59 At least a 6 percentage point increase  
60-74 At least a 5 percentage point increase  
75-84 At least a 4 percentage point increase 
85-92 At least a 3 percentage point increase 
93-96 At least a 2 percentage point increase 
97-99 At least a 1 percentage point increase 

 
2.15.4.2 The CONTRACTOR shall report performance indicator results as required in Section 

2.30.11.1, Reporting Requirements. 
 

2.15.4.3 The CONTRACTOR’s failure to demonstrate meaningful improvement toward 
benchmark levels of performance shall result in the CONTRACTOR being required 
to implement a corrective action plan as described in Section 2.25.9. 
 

2.15.5 Clinical Practice Guidelines 
 

2.15.5.1 The CONTRACTOR shall select at least four (4) evidence-based clinical practice 
guidelines from recognized sources that are relevant to the enrollee population. Two 
(2) of these guidelines must be related to behavioral health conditions, one (1) of 
which may be a behavioral health component of a medical guideline; however, it 
must address a separate condition or an aspect of a behavioral health condition 
distinctively different from the behavioral health guideline. One (1) of the behavioral 
health guidelines should address the treatment of depression. At least two (2) of the 
CONTRACTOR’s adopted clinical practice guidelines shall be the clinical basis for 
the DM programs described in Section 2.8. The CONTRACTOR shall measure 
performance against at least two (2) important aspects of each of the four (4) clinical 
practice guidelines annually. The guidelines must be reviewed and revised at least 
every two (2) years or whenever the guidelines change.  
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2.15.5.2 The CONTRACTOR shall distribute the guidelines to all appropriate providers upon 

signing of the provider agreement and when the guidelines are revised.  
 

2.15.6 NCQA Accreditation 
 

2.15.6.1 The CONTRACTOR shall obtain NCQA accreditation by November 30, 2009 and 
shall maintain it thereafter. Any accreditation status granted by NCQA under the 
New Health Plan (NHP) program or the MCO Introductory Survey option will not be 
acknowledged by TENNCARE. Accreditation obtained under the NCQA Full 
Accreditation Survey or Multiple Product Survey options will be acknowledged by 
TENNCARE if the TennCare product is specifically included in the NCQA survey. 
TENNCARE will accept the use of the NCQA Corporate Survey process, to the 
extent deemed allowable by NCQA, in the accreditation of the CONTRACTOR. In 
order to ensure that the CONTRACTOR is making forward progress, TENNCARE 
shall require that the following information and/or benchmarks be met:  

 

EVENT REQUIRED 
DEADLINE 

CALENDAR YEAR 2007 
NCQA Accreditation Survey Application Submitted 
and Pre Survey Fee paid 

December 15, 2007 

CALENDAR YEAR 2008 
Submit copy of signed NCQA Survey contract to 
TENNCARE 

January 15, 2008 

Purchase NCQA ISS Tool for 2009 MCO Accreditation 
Survey 

August 15, 2008 

Copy of signed contract with NCQA approved vendor 
to perform 2009 CAHPS surveys (Adult, Child and 
Children with Chronic Conditions to TENNCARE) 

November 15, 2008 

Copy of signed contract with NCQA approved vendor 
to perform 2009 HEDIS Audit to TENNCARE (The 
CONTRACTOR must perform the complete Medicaid 
HEDIS Data Set with the exception of dental related 
measures)  

November 15, 2008 

CALENDAR YEAR 2009 
Notify TENNCARE of date for ISS Submission and 
NCQA On-site review 

January 15, 2009 

HEDIS Baseline Assessment Tool completed and 
submitted to Contracted HEDIS Auditor, TENNCARE, 
and the EQRO 

February 15, 2009 

Audited Medicaid HEDIS and CAHPS results 
submitted to NCQA and TENNCARE  

June 15, 2009 

Finalize preparations for NCQA Survey (Final payment 
must be submitted to NCQA sixty (60) calendar days 
prior to submission of ISS) 

Notify TennCare of final 
payment within five (5) 
business days of 
submission to NCQA. 
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EVENT REQUIRED 
DEADLINE 

Submission of ISS to NCQA Notify TennCare within 
five (5) business days of 
submission to NCQA.  

NCQA Survey Completed and copy of NCQA Final 
Report to TENNCARE: 

• Excellent, Commendable, or Accredited 
• Provisional – Corrective Action required to 

achieve status of Excellent, Commendable, or 
Accredited; resurvey within twelve (12) 
months.  

• Accreditation Denied – Results in termination 
of this Agreement. 

November 30, 2009 

 
2.15.6.2 If the CONTRACTOR consistently fails to meet the timelines as described above, the 

CONTRACTOR shall be considered to be in breach of the terms of this Agreement 
and may be subject to termination in accordance with Section 4.4 of this Agreement.  
 

2.15.6.3 Failure to obtain NCQA accreditation by November 30, 2009 and maintain 
accreditation thereafter shall be considered a breach of this Agreement and shall 
result in termination of this Agreement in accordance with the terms set forth in 
Section 4.4 of this Agreement. Achievement of provisional accreditation status shall 
require a corrective action plan within thirty (30) calendar days of receipt of Final 
Report from NCQA and may result in termination of this Agreement in accordance 
with Section 4.4 of this Agreement. 

 
2.15.7 HEDIS and CAHPS 
 

2.15.7.1 Annually, beginning with HEDIS 2009, the CONTRACTOR shall complete all 
HEDIS measures designated by NCQA as relevant to Medicaid. The only 
exclusion from the complete Medicaid HEDIS data set shall be dental measures. 
The CONTRACTOR shall contract with an NCQA certified HEDIS auditor to 
validate the processes of the CONTRACTOR in accordance with NCQA 
requirements. Audited HEDIS results shall be submitted to TENNCARE, NCQA 
and TENNCARE’s EQRO annually by June 15 of each calendar year beginning 
in 2009. 

 
2.15.7.2 Annually, beginning in 2009, the CONTRACTOR shall conduct a CAHPS 

survey. The CONTRACTOR shall enter into an agreement with a vendor that is 
certified by NCQA to perform CAHPS surveys. The CONTRACTOR’s vendor 
shall perform the CAHPS adult survey, CAHPS child survey and the CAHPS 
children with chronic conditions survey. Survey results shall be reported to 
TENNCARE separately for each required CAHPS survey listed above. Survey 
results shall be submitted to TENNCARE, NCQA and TENNCARE’s EQRO 
annually by June 15 of each calendar year beginning in 2009.  
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2.16 MARKETING  
 

The CONTRACTOR shall not conduct any marketing activities, as defined in Section 1 of this 
Agreement. This prohibition includes, but is not limited to the following information and 
activities:  

 
2.16.1 Materials and/or activities that mislead, confuse or defraud or that are unfair or deceptive 

practices or that otherwise violate federal or state consumer protection laws or regulations. This 
includes materials which mislead or falsely describe covered or available services, membership or 
availability of network providers, and qualifications and skills of network providers.  

 
2.16.2 Overly aggressive solicitation, such as repeated telephoning or continued recruitment after an 

offer for enrollment is declined, or similar techniques; 
 

2.16.2.1 Offers of gifts or material or financial gain as incentives to enroll; 
 
2.16.2.2 Compensation arrangements with marketing personnel that utilize any type of 

payment structure in which compensation is tied to the number of persons enrolled; 
 
2.16.2.3 Direct solicitation of prospective enrollees; 
 
2.16.2.4 Directly or indirectly, engage in door-to-door, telephone, or other cold-call marketing 

activities; 
 
2.16.2.5 Assertions or statements (whether oral or written) that the enrollee must enroll with 

the CONTRACTOR in order to obtain benefits or in order not to lose benefits; 
 
2.16.2.6 Assertions or statements (whether written or oral) that the CONTRACTOR is 

endorsed by CMS, the federal or state government or similar entity; 
 
2.16.2.7 Use of independent marketing agents in connection with marketing activities. 

Independent marketing agents shall not mean staff necessary to develop or produce 
marketing materials or advertising or other similar functions; and 

 
2.16.2.8 Seeking to influence enrollment in conjunction with the sale or offering of any 

private insurance. 
 
2.17 MEMBER MATERIALS 
 
2.17.1 Prior Approval Process for All Member Materials 

 
2.17.1.1 The CONTRACTOR shall submit to TENNCARE for review and prior approval all 

materials that will be distributed to members (referred to as member materials). This 
includes but is not limited to member handbooks, provider directories, member 
newsletters, identification cards, fact sheets, notices, brochures, form letters, mass 
mailings, member education and outreach activities as described in this Section, 
Section 2.17 and Section 2.7.3, system generated letters and any other additional, but 
not required, materials and information provided to members designed to promote 
health and/or educate members.  
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2.17.1.2 All member materials shall be submitted to TENNCARE on paper and electronic file 
media, in the format prescribed by TENNCARE. The materials shall be accompanied 
by a plan that describes the CONTRACTOR’s intent and procedure for the use of the 
materials. Materials developed by a recognized entity having no association with the 
CONTRACTOR that are related to management of specific types of diseases (e.g., 
heart, diabetes, asthma, etc.) or general health improvement must be submitted for 
approval; however, unless otherwise requested by TENNCARE, an electronic file for 
these materials is not required. The electronic files must be submitted in a format 
acceptable to TENNCARE. Electronic files submitted in any other format than those 
approved by TENNCARE will not be processed. 
 

2.17.1.3 TENNCARE shall review the submitted member materials and either approve or 
deny them within fifteen (15) calendar days from the date of submission. In the event 
TENNCARE does not approve the materials TENNCARE may provide written 
comments, and the CONTRACTOR shall resubmit the materials. 
 

2.17.1.4 Once member materials have been approved by TENNCARE, the CONTRACTOR 
shall submit to TENNCARE an electronic version of the final printed product and 
five (5) original prints of the final product, unless otherwise specified by 
TENNCARE, within thirty (30) calendar days from the print date. Photo copies may 
not be submitted as a final product. Upon request, the CONTRACTOR shall provide 
additional original prints of the final product to TENNCARE. 
 

2.17.1.5 Prior to modifying any approved member material, the CONTRACTOR shall submit 
for approval by TENNCARE a detailed description of the proposed modification. 
Proposed modifications shall be submitted in accordance with the requirements 
herein. 
 

2.17.1.6 TENNCARE reserves the right to notify the CONTRACTOR to discontinue or 
modify member materials after approval. 

 
2.17.2 Written Material Guidelines 
 

The CONTRACTOR shall comply with the following requirements as it relates to written 
member materials: 
 
2.17.2.1 All member materials shall be worded at a sixth (6th) grade reading level, unless 

TENNCARE approves otherwise; 
 
2.17.2.2 All written materials shall be clearly legible with a minimum font size of 12pt. with 

the exception of member I.D. cards, and unless otherwise approved by TENNCARE; 
 
2.17.2.3 All written materials shall be printed with the assurance of non-discrimination as 

provided in Section 4.32.1; 
 
2.17.2.4 The following shall not be used on any written materials, including but not limited to 

member materials, without the written approval of TENNCARE: 
 
2.17.2.4.1 The Seal of the State of Tennessee; 
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2.17.2.4.2 The TennCare name unless the initials “SM” denoting a service mark, is 
superscripted to the right of the name (TennCaresm); 

 
2.17.2.4.3 The word “free” unless the service is at no cost to all members. If members have cost 

sharing responsibilities, the service is not free. Any conditions of payments must be 
clearly and conspicuously disclosed in close proximity to the “free” good or service 
offer; and 

 
2.17.2.4.4 The use of phrases to encourage enrollment such as “keep your doctor” implying that 

enrollees can keep all of their physicians. Enrollees in TennCare should not be led to 
think that they can continue to go to their current physician, unless that particular 
physician is a contract provider with the CONTRACTOR’s MCO; 

 
2.17.2.5 All vital CONTRACTOR documents must be translated and available in Spanish. 

Within ninety (90) calendar days of notification from TENNCARE, all vital 
CONTRACTOR documents must be translated and available to each Limited English 
Proficiency group identified by TENNCARE that constitutes five percent (5%) of the 
TennCare population or one-thousand (1,000) enrollees, whichever is less; 

 
2.17.2.6 All written member materials shall notify enrollees that oral interpretation is 

available for any language at no expense to them and how to access those services;  
 

2.17.2.7 All written member materials shall be made available in alternative formats for 
persons with special needs at no expense to the member; and 

 
2.17.2.8 The CONTRACTOR shall provide written notice to members of any changes in 

policies or procedures described in written materials previously sent to members. The 
CONTRACTOR shall provide written notice at least thirty (30) days before the 
effective date of the change. 

 
2.17.3 Distribution of Member Materials  
 

2.17.3.1 The CONTRACTOR shall distribute member materials as required by this 
Agreement. Required materials, described below, include member handbooks, 
provider directories, quarterly member newsletters, and identification cards.  
 

2.17.3.2 The CONTRACTOR may distribute additional materials and information, other than 
those required by this Section, Section 2.17, to members in order to promote health 
and/or educate enrollees.  

 
2.17.4 Member Handbooks  
 

2.17.4.1 The CONTRACTOR shall develop a member handbook based on a template 
provided by TENNCARE, and update it periodically (at least annually). Upon notice 
to TENNCARE of material changes to the member handbook, the CONTRACTOR 
shall make appropriate revisions and immediately distribute the revised handbook to 
members and providers.  
 

2.17.4.2 The CONTRACTOR shall distribute member handbooks to members within thirty 
(30) calendar days of receipt of notice of enrollment in the CONTRACTOR’s MCO 
or prior to enrollees’ enrollment effective date as described in Section 2.4.5 and at 
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least annually thereafter. In the event of material revisions to the member handbook, 
the CONTRACTOR shall distribute the new and revised handbook to all members 
immediately. 
 

2.17.4.3 In situations where there is more than one member in a TennCare case, it shall be 
acceptable for the CONTRACTOR to mail one (1) member handbook to each 
address listed for the member’s TennCare case number when there is more than one 
(1) new enrollee assigned to the same case number at the time of enrollment and 
when subsequent new or updated member handbooks are mailed to members. Should 
a single individual be enrolled and be added into an existing case, a member 
handbook (new or updated) must be mailed to that individual regardless of whether 
or not a member handbook has been previously mailed to members in the existing 
case.  
 

2.17.4.4 The CONTRACTOR shall distribute a member handbook to all contract providers 
upon initial credentialing, annually thereafter as handbooks are updated, and 
whenever there are material revisions. For purposes of providing member handbooks 
to providers, it shall be acceptable to provide handbooks in electronic format, 
including but not limited to CD or access via a web link.  
 

2.17.4.5 Each member handbook shall, at a minimum, be in accordance with the following 
guidelines: 
 

2.17.4.5.1 Must be in accordance with all applicable requirements as described in Section 2.17.2 
of this Agreement; 

 
2.17.4.5.2 Shall include a table of contents; 

 
2.17.4.5.3 Shall include an explanation on how members will be notified of member specific 

information such as effective date of enrollment; 
 

2.17.4.5.4 Shall include a description of services provided including benefit limits and 
thresholds, including how reaching service thresholds may trigger enrollment in 
MCO case management or disease management, exclusions, and use of non-contract 
providers; 

 
2.17.4.5.5 Shall include descriptions of both the Medicaid Benefits and the Standard Benefits; 

 
2.17.4.5.6 Shall include a description of TennCare cost sharing responsibilities including an 

explanation that providers and/or the CONTRACTOR may utilize whatever legal 
actions are available to collect these amounts. Further, the information shall indicate 
that the member may not be billed for covered services except for the amounts of the 
specified TennCare cost sharing responsibilities and of their right to appeal in the 
event that they are billed for amounts other than their TennCare cost sharing 
responsibilities; 

 
2.17.4.5.7 Shall include information about preventive services for adults and children, including 

TENNderCare, a listing of covered preventive services, and notice that preventive 
services are at no cost and without cost sharing responsibilities;  
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2.17.4.5.8 Shall include procedures for obtaining required services, including procedures for 
obtaining referrals to specialists as well as procedures for obtaining referrals to non-
contract providers. The handbook shall advise members that if they need a service 
that is not available from a contract provider, they will be referred to a non-contract 
provider and any copayment requirements would be the same as if this provider were 
a contract provider; 

 
2.17.4.5.9 Shall include an explanation of emergency services and procedures on how to obtain 

emergency services both in and out of the CONTRACTOR’s service area, including 
but not limited to: an explanation of post-stabilization services, the use of 911, 
locations of emergency settings and locations for post-stabilization services; 

 
2.17.4.5.10 Shall include information on how to access the primary care provider on a twenty-

four (24) hour basis as well as the twenty-four (24) hour nurse line. The handbook 
may encourage members to contact the PCP or twenty-four (24) hour nurse line when 
they have questions as to whether they should go to the emergency room; 

 
2.17.4.5.11 Shall include notice of the right to file a complaint as is provided for by Title VI of 

the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973, Title II 
of the Americans with Disabilities Act of 1990, the Age Discrimination Act of 1975, 
the Omnibus Budget Reconciliation Act of 1981 (P.L. 97-35) and a complaint form 
on which to do so; 

 
2.17.4.5.12 Shall include appeal procedures as described in Section 2.19 of this Agreement; 

 
2.17.4.5.13 Shall include notice that in addition to the member’s right to file an appeal directly to 

TENNCARE for actions taken by the CONTRACTOR, the member shall have the 
right to request reassessment of eligibility related decisions directly to TENNCARE; 

 
2.17.4.5.14 Shall include written policies on member rights and responsibilities, pursuant to 42 

CFR 438.100 and NCQA’s Standards and Guidelines for the Accreditation of MCOs;  
 

2.17.4.5.15 Shall include written information concerning advance directives as described in 42 
CFR 489 Subpart I and in accordance with 42 CFR 422.128; 

 
2.17.4.5.16 Shall include notice that enrollment in the CONTRACTOR’s MCO invalidates any 

prior authorization for services granted by another MCO but not utilized by the 
member prior to the member’s enrollment into the CONTRACTOR’s MCO and 
notice of continuation of care when entering the CONTRACTOR’s MCO as 
described in Section 2.9.2 of this Agreement;  

 
2.17.4.5.17 Shall include notice to the member that it is the member’s responsibility to notify the 

CONTRACTOR and the TENNCARE agency each and every time the member 
moves to a new address; 

 
2.17.4.5.18 Shall include notice that a new member may request to change MCOs at anytime 

during the forty-five (45) calendar day period immediately following their initial 
enrollment in an MCO, subject to the capacity of the selected MCO to accept 
additional members and any restrictions limiting enrollment levels established by 
TENNCARE. This notice shall include instructions on how to contact TENNCARE 
to request a change; 
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2.17.4.5.19 Shall include notice that the member may change MCOs at the next choice period as 

described in Section 2.4.7.2.2 of this Agreement and shall have a forty-five (45) 
calendar day period immediately following the enrollment, as requested during said 
choice period, in a new MCO to request to change MCOs, subject to the capacity of 
the selected MCO to accept additional enrollees and any restrictions limiting 
enrollment levels established by TENNCARE. This notice shall include instructions 
on how to contact TENNCARE to request a change; 

 
2.17.4.5.20 Shall include notice that the member has the right to appeal to TENNCARE to 

request to change MCOs based on hardship and how to do so;  
 

2.17.4.5.21 Shall include notice of the enrollee’s right to terminate participation in the TennCare 
program at any time with instructions to contact TENNCARE for termination forms 
and additional information on termination;  

 
2.17.4.5.22 Shall include TENNCARE and MCO member services toll-free telephone numbers, 

including the TENNCARE hotline, the CONTRACTOR’s member services 
information line, and the CONTRACTOR’s 24/7 nurse triage/advice line with a 
statement that the member may contact the CONTRACTOR or TENNCARE 
regarding questions about the TennCare program as well as the service/information 
that may be obtained from each line;  

 
2.17.4.5.23 Shall include information on how to obtain information in alternative formats or how 

to access interpretation services as well as a statement that interpretation and 
translation services are free;  

 
2.17.4.5.24 Shall include information educating members of their rights and necessary steps to 

amend their data in accordance with HIPAA regulations and state law;  
 

2.17.4.5.25 Shall include directions on how to request and obtain information regarding the 
“structure and operation of the MCO” and “physician incentive plans” (see Section 
2.13.5); 

 
2.17.4.5.26 Shall include information that the member has the right to receive information on 

available treatment options and alternatives, presented in a manner appropriate to the 
member’s condition and ability to understand;  

 
2.17.4.5.27 Shall include information that the member has the right to be free from any form of 

restraint or seclusion used as a means of coercion, discipline, convenience, or 
retaliation;  

 
2.17.4.5.28 Shall include information on appropriate prescription drug usage (see Section 2.9.7); 

and  
 

2.17.4.5.29 Shall include any additional information required in accordance with NCQA’s 
Standards and Guidelines for the Accreditation of MCOs. 
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2.17.5 Quarterly Member Newsletter 
 

2.17.5.1 The CONTRACTOR shall, at a minimum, distribute on a quarterly basis a newsletter 
to all members which is intended to educate the enrollee to the managed care system, 
proper utilization of services, etc., and encourage utilization of preventive care 
services.  

 
2.17.5.2 The CONTRACTOR shall include the following information in each newsletter: 

 
2.17.5.2.1 Specific articles or other specific information as described when requested by 

TENNCARE. Such requests by TENNCARE shall be limited to two hundred (200) 
words and shall be reasonable including sufficient notification of information to be 
included;  
 

2.17.5.2.2 The procedure on how to obtain information in alternative formats or how to access 
interpretation services as well as a statement that interpretation and translation 
services are free;  
 

2.17.5.2.3 A notice to members of the right to file a complaint, as is provided for by Title VI of 
the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973, Title II 
of the Americans with Disabilities Act of 1990, the Age Discrimination Act of 1975, 
the Omnibus Budget Reconciliation Act of 1981 (P.L. 97-35), and a CONTRACTOR 
phone number for doing so. The notice shall be in English and Spanish;  
 

2.17.5.2.4 TENNderCare information, including but not limited to, encouragement to obtain 
screenings and other preventive care services;  
 

2.17.5.2.5 Information about appropriate prescription drug usage;  
 

2.17.5.2.6 TENNCARE and MCO member services toll-free telephone numbers, including the 
TENNCARE hotline, the CONTRACTOR’s member services information line, and 
the CONTRACTOR’s 24/7 nurse triage/advice line as well as the service/information 
that may be obtained from each line; and 
 

2.17.5.2.7 The following statement: “To report fraud or abuse to the Office of Inspector General 
(OIG) you can call toll-free 1-800-433-3982 or go online to www.state.tn.us/tenncare 
and click on ‘Report Fraud’. To report provider fraud or patient abuse to the 
Medicaid Fraud Control Unit (MFCU), call toll-free 1-800-433-5454.” 
 

2.17.5.3 The quarterly member newsletter shall be disseminated within thirty (30) calendar 
days of the start of each calendar year quarter. In order to satisfy the requirement to 
distribute the quarterly newsletter to all members, it shall be acceptable to mail one 
(1) quarterly newsletter to each address associated with the member’s TennCare case 
number. In addition to the prior authorization requirement regarding dissemination of 
materials to members, the CONTRACTOR shall also submit to TENNCARE, five 
(5) final printed originals, unless otherwise specified by TENNCARE, of the 
newsletter and the date that the information was mailed to members along with an 
invoice or other type of documentation to indicate the date and volume of the 
quarterly member newsletter mailing. 
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2.17.6 Identification Card 
 

Each member shall be provided an identification card, which identifies the member as a 
participant in the TennCare program within thirty (30) calendar days of notification of enrollment 
into the CONTRACTOR’s MCO or prior to the member’s enrollment effective date. The 
identification card shall be durable (e.g., plastic or other durable paper stock but not regular paper 
stock), must comply with all state and federal requirements and, at a minimum, shall include:  

 
2.17.6.1 The CONTRACTOR’s name and issuer identifier, with the company logo; 

 
2.17.6.2 Phone numbers for information and/or authorizations, including for behavioral health 

services; 
 

2.17.6.3 Descriptions of procedures to be followed for emergency or special services; 
 

2.17.6.4 The member’s identification number; 
 

2.17.6.5 The member’s name (First, Last and Middle Initial); 
 

2.17.6.6 The member’s date of birth; 
 

2.17.6.7 The member’s enrollment effective date; 
 

2.17.6.8 Copayment information;  
 

2.17.6.9 The Health Insurance Portability and Accountability Act (HIPAA) adopted identifier; 
and 
 

2.17.6.10 The words “Medicaid” or “Standard” based on eligibility. 
 

2.17.7 Provider Directory 
 

2.17.7.1 The CONTRACTOR shall distribute provider directories to new members within 
thirty (30) calendar days of receipt of notification of enrollment in the 
CONTRACTOR’s MCO or prior to the member’s enrollment effective date. The 
CONTRACTOR shall also be responsible for redistribution of updated provider 
information on a regular basis and shall redistribute a complete and updated provider 
directory at least on an annual basis. In situations where there is more than one 
enrollee in a TennCare case, it shall be acceptable for the CONTRACTOR to mail 
one (1) provider directory to each address listed for the enrollee’s TennCare case 
number when there is more than one (1) new enrollee assigned to the same case 
number at the time of enrollment and when subsequent updated provider directories 
are mailed to enrollees. Should a single individual be enrolled and be added into an 
existing case, a provider directory must be mailed to that individual regardless of 
whether or not a provider directory has been previously mailed to enrollees in the 
existing case.  
 

2.17.7.2 Provider directories, and any revisions thereto, shall be submitted to TENNCARE for 
approval prior to distribution to enrollees in accordance with Section 2.17.1 of this 
Agreement. The text of the directory shall be in the format prescribed by 
TENNCARE. In addition, the provider information used to populate the provider 
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directory shall be submitted as a TXT file or such format as otherwise approved by 
TENNCARE and be produced using the same extract process as the actual provider 
directory.  
 

2.17.7.3 Provider directories shall include the following: names, locations, telephone 
numbers, office hours, non-English languages spoken by current network PCPs and 
specialists, hospital listings including locations of emergency settings and post-
stabilization services, identification of providers accepting new patients and whether 
or not a provider performs TENNderCare screens. 

 
2.17.8 Additional Information Available Upon Request 
 

The CONTRACTOR shall provide all other information to members as required by CMS, 
including but not limited to the following information to any enrollee who requests it:  

 
2.17.8.1 Information regarding the structure and operation of the CONTRACTOR’s MCO; 

and 
 

2.17.8.2 Information regarding physician incentive plans, including but not limited to: 
 

2.17.8.2.1 Whether the CONTRACTOR uses a physician incentive plan that affects the use of 
referral services; 
 

2.17.8.2.2 The type of incentive arrangement; 
 

2.17.8.2.3 Whether stop-loss protection is provided; and 
 

2.17.8.2.4 If the CONTRACTOR was required to conduct a survey, a summary of the survey 
results. 

 
2.18 CUSTOMER SERVICE 
 
2.18.1 Member Services Toll-Free Phone Line  

 
2.18.1.1 The CONTRACTOR shall operate a toll-free telephone line (member services 

information line) to respond to member questions, comments, and inquiries from the 
member, the member’s family, or the member’s provider. 

 
2.18.1.2 The CONTRACTOR shall develop member services information line policies and 

procedures that address staffing, training, hours of operation, access and response 
standards, monitoring of calls via recording or other means, and compliance with 
standards.  

 
2.18.1.3 The member services information line shall handle calls from non-English speaking 

callers as well as calls from members who are hearing impaired.  
 
2.18.1.4 The CONTRACTOR shall ensure that the member services information line is 

staffed adequately to respond to members’ questions, at a minimum, from 8 a.m. to 5 
p.m. Central Time Monday through Friday, except State of Tennessee holidays.  
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2.18.1.5 The member services information line shall be staffed twenty-four (24) hours a day, 
seven (7) days a week with qualified nurses to triage urgent care and emergency calls 
from members. The CONTRACTOR may meet this requirement by having a separate 
nurse triage/nurse advice line that otherwise meets all of the requirements of this 
Section, Section 2.18.1. 

 
2.18.1.6 The member services information line shall be adequately staffed with staff trained to 

accurately respond to member questions regarding the TennCare program and the 
CONTRACTOR’s MCO, including but not limited to, covered services, 
TENNderCare, and the CONTRACTOR’s provider network.  

 
2.18.1.7 The CONTRACTOR shall measure and monitor the accuracy of responses and phone 

etiquette and take corrective action as necessary to ensure the accuracy of responses 
and appropriate phone etiquette by staff. 

 
2.18.1.8 The CONTRACTOR shall have an automated system available during non-business 

hours, including weekends and holidays. This automated system must provide callers 
with operating instructions on what to do in case of an emergency and shall include, 
at a minimum, a voice mailbox for callers to leave messages. The CONTRACTOR 
shall ensure that the voice mailbox has adequate capacity to receive all messages. 
The CONTRACTOR shall return messages on the next business day.  

 
2.18.1.9 Performance Standards for Member Services Line/Queue 
 
2.18.1.9.1 The CONTRACTOR shall adequately staff the member services information line to 

ensure that the line, including the nurse triage/nurse advice line or queue, meets the 
following performance standards: less than five percent (5%) call abandonment rate; 
eighty-five percent (85%) of calls are answered by a live voice within thirty (30) 
seconds (or the prevailing benchmark established by NCQA); and average wait time 
for assistance does not exceed ten (10) minutes.  

 
2.18.1.9.2 The CONTRACTOR shall submit the reports required in Section 2.30.12.1 of this 

Agreement. 
 
2.18.2 Interpreter and Translation Services  
 

2.18.2.1 The CONTRACTOR shall develop written polices and procedures for the provision 
of language interpreter and translation services to any member who needs such 
services, including but not limited to, members with Limited English Proficiency and 
members who are hearing impaired. 

 
2.18.2.2 The CONTRACTOR shall provide interpreter and translation services free of charge 

to members.  
 

2.18.2.3 Interpreter services should be available in the form of in-person interpreters, sign 
language or access to telephonic assistance, such as the ATT universal line.  
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2.18.3 Cultural Competency 
 

As required by 42 CFR 438.206, the CONTRACTOR shall participate in the State’s efforts to 
promote the delivery of services in a culturally competent manner to all enrollees, including those 
with Limited English Proficiency and diverse cultural and ethnic backgrounds. 

 
2.18.4 Provider Services and Utilization Management Toll-Free Telephone Line  

 
2.18.4.1 The CONTRACTOR shall operate a toll-free telephone line (provider service line) to 

respond to provider questions, comments, and inquiries. 
 
2.18.4.2 The CONTRACTOR shall develop provider service line policies and procedures that 

address staffing, training, hours of operation, access and response standards, 
monitoring of calls via recording or other means, and compliance with standards.  

 
2.18.4.3 The CONTRACTOR shall ensure that the provider service line is staffed adequately 

to respond to providers’ questions at a minimum from 8 a.m. to 5 p.m. Central Time, 
Monday through Friday, except State of Tennessee holidays.  

 
2.18.4.4 The provider service line shall also be adequately staffed to provide appropriate and 

timely responses regarding prior authorization requests as described in Section 2.14.2 
of this Agreement. The CONTRACTOR may meet this requirement by having a 
separate utilization management line. 

 
2.18.4.5 The provider service line shall be adequately staffed with staff trained to accurately 

respond to questions regarding the TennCare program and the CONTRACTOR’s 
MCO, including but not limited to, covered services, TENNderCare, prior 
authorization and referral requirements, and the CONTRACTOR’s provider network.  

 
2.18.4.6 The CONTRACTOR shall measure and monitor the accuracy of responses and phone 

etiquette and take corrective action as necessary to ensure the accuracy of responses 
and appropriate phone etiquette by staff. 

 
2.18.4.7 The CONTRACTOR shall have an automated system available during non-business 

hours. This automated system shall include, at a minimum, a voice mailbox for 
callers to leave messages. The CONTRACTOR shall ensure that the voice mailbox 
has adequate capacity to receive all messages. The CONTRACTOR shall return 
messages on the next business day.  

 
2.18.4.8 Performance Standards for UM Line/Queue 

 
2.18.4.8.1 The CONTRACTOR shall adequately staff the provider service line to ensure that 

the utilization management line/queue meets the following performance standards: 
less than five percent (5%) call abandonment rate; eighty-five percent (85%) of calls 
are answered by a live voice within thirty (30) seconds (or the prevailing benchmark 
established by NCQA); and average wait time for assistance does not exceed ten (10) 
minutes. 

 
2.18.4.8.2 The CONTRACTOR shall submit the reports required in Section 2.30.12.1 of this 

Agreement. 
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2.18.5 Provider Handbook 
 

2.18.5.1 The CONTRACTOR shall issue a provider handbook to all contract providers. The 
CONTRACTOR may distribute the provider handbook electronically (e.g., via its 
website) as long as providers are notified about how to obtain the electronic copy and 
how to request a hard copy at no charge to the provider. At a minimum the provider 
handbook shall include the following information: 

 
2.18.5.1.1 Description of the TennCare program; 

 
2.18.5.1.2 Covered services; 

 
2.18.5.1.3 Emergency service responsibilities; 

 
2.18.5.1.4 TENNderCare services and standards; 

 
2.18.5.1.5 Information on members’ appeal rights; 

 
2.18.5.1.6 Policies and procedures of the provider complaint system; 

 
2.18.5.1.7 Medical necessity standards and clinical practice guidelines;  

 
2.18.5.1.8 PCP responsibilities; 

 
2.18.5.1.9 Coordination with other TennCare contractors or MCO subcontractors;  

 
2.18.5.1.10 Prior authorization, referral and other utilization management requirements and 

procedures; 
 

2.18.5.1.11 Protocol for encounter data element reporting/records; 
 

2.18.5.1.12 Medical records standard; 
 

2.18.5.1.13 Claims submission protocols and standards, including instructions and all 
information necessary for a clean claim; 

 
2.18.5.1.14 Payment policies; and  

 
2.18.5.1.15 Member rights and responsibilities. 

 
2.18.5.2 The CONTRACTOR shall disseminate bulletins as needed to incorporate any needed 

changes to the provider handbook. 
 
2.18.6 Provider Education and Training 
 

2.18.6.1 The CONTRACTOR shall develop an education and training plan and materials for 
contract providers and provide education and training to contract providers and their 
staff regarding key requirements of this Agreement.  
 

2.18.6.2 The CONTRACTOR shall conduct initial education and training to contract 
providers at least thirty (30) calendar days prior to the start date of operations.  
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2.18.6.3 The CONTRACTOR shall also conduct ongoing provider education and training as 

deemed necessary by the CONTRACTOR or TENNCARE in order to ensure 
compliance with this Agreement. 
 

2.18.6.4 The CONTRACTOR shall distribute on a quarterly basis a newsletter to contract 
providers to update providers on CONTRACTOR initiatives and communicate 
pertinent information to contract providers. 

 
2.18.7 Provider Relations  
 

2.18.7.1 The CONTRACTOR shall establish and maintain a formal provider relations 
function to timely and adequately respond to inquiries, questions and concerns from 
contract providers. The CONTRACTOR shall implement policies to monitor and 
ensure compliance of providers with the requirements of this Agreement. 
 

2.18.7.2 The CONTRACTOR shall conduct an annual survey to assess provider satisfaction, 
including satisfaction with provider enrollment, provider communication, provider 
complaints and appeals, claims processing, utilization management processes, 
including medical reviews, and audit and reimbursement. The CONTRACTOR shall 
submit an annual report on the survey to TENNCARE as required in Section 
2.30.12.4. The CONTRACTOR shall take action to address opportunities for 
improvement identified through the survey. The survey shall be structured so that 
behavioral health provider satisfaction results and physical health provider 
satisfaction results can be separately stratified.  

 
2.18.8 Provider Complaint System 
 

2.18.8.1 The CONTRACTOR shall establish and maintain a provider complaint system for 
any provider (contract or non-contract) who is not satisfied with the 
CONTRACTOR’s policies and procedures or a decision made by the contractor that 
does not impact the provision of services to members.  
 

2.18.8.2 The procedures for resolution of any disputes regarding the payment of claims shall 
comply with TCA 56-32-226(b).  

 
2.18.9 Member Involvement with Behavioral Health Services 
 

2.18.9.1 The CONTRACTOR shall develop policies and procedures with respect to member, 
parent, or legally appointed representative involvement with behavioral health. These 
policies and procedures must include, at a minimum, the following elements: 

 
2.18.9.1.1 The requirement that all behavioral health treatment plans document member 

involvement. Fulfilling this requirement means that each treatment plan has a 
member/family member signature or the signature of a legally appointed 
representative on the treatment plan and upon each subsequent treatment plan review, 
where appropriate, and a description of how this requirement will be met; 
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2.18.9.1.2 The requirement that member education materials include statements regarding the 
member’s, parent’s, or legally appointed representative’s right to involvement in 
behavioral health treatment decisions, their ability to choose and change service 
providers, and a description of how this requirement will be met; 

 
2.18.9.1.3 The requirement that provider education include materials regarding the rights of 

members, parent(s), or legally appointed representatives to be involved in behavioral 
health treatment decisions and a description of how this requirement will be met; and 

 
2.18.9.1.4 A description of the quality monitoring activities to be used to measure provider 

compliance with the requirement for member, parent, or legally appointed 
representative involvement in behavioral health treatment planning. 

 
2.18.9.2 The CONTRACTOR shall provide an education plan for all members with 

behavioral health issues; education must occur on a regular basis. At a minimum, 
educational materials must include information on medications and their side effects; 
behavioral health disorders and treatment options; self-help groups, peer support, and 
other community support services available for members and families. 

 
2.18.9.3 The CONTRACTOR shall require providers to inform children and adolescents for 

whom residential treatment is being considered and their parent(s) or legally 
appointed representative, and adults for whom voluntary inpatient treatment is being 
considered, of all their options for residential and/or inpatient placement, and 
alternatives to residential and/or inpatient treatment and the benefits, risks and 
limitations of each in order that they can provide informed consent. 

 
2.18.9.4 The CONTRACTOR shall require providers to inform all members being considered 

for prescription of psychotropic medications of the benefits, risks, and side effects of 
the medication, alternate medications, and other forms of treatment. 

 
2.19 COMPLAINTS AND APPEALS  
 
2.19.1 General 
 

2.19.1.1 Members shall have the right to file appeals regarding adverse actions taken by the 
CONTRACTOR. For purposes of this requirement, appeal shall mean a member’s 
right to contest verbally or in writing, any adverse action taken by the 
CONTRACTOR to deny, reduce, terminate, delay or suspend a covered service as 
well as any other acts or omissions of the CONTRACTOR which impair the quality, 
timeliness, or availability of such benefits. An appeal may be filed by the member or 
by a person authorized by the member to do so, including but not limited to, a 
provider with the member’s written consent. Complaint shall mean a member’s right 
to contest any other action taken by the CONTRACTOR or service provider other 
than those that meet the definition of an adverse action. The CONTRACTOR shall 
inform members of their complaint and appeal rights in the member handbook in 
compliance with the requirements in Section 2.17.4. The CONTRACTOR shall have 
internal complaint and appeal procedures for members in accordance with TennCare 
rules and regulations, the TennCare waiver, consent decrees, or court orders 
governing the appeals process.  

 



 

124 of 327 

2.19.1.2 The CONTRACTOR shall devote a portion of its regularly scheduled QM/QI 
committee meetings, as described in Section 2.15.2, to the review of member 
complaints and appeals that have been received.  

 
2.19.1.3 The CONTRACTOR shall ensure that punitive action is not taken against a provider 

who files an appeal on behalf of a member with the member’s written consent, 
supports a member’s appeal, or certifies that a member’s appeal is an emergency 
appeal and requires an expedited resolution in accordance with TennCare policies 
and procedures.  

 
2.19.2 Appeals 
 

2.19.2.1 The CONTRACTOR’s appeal process shall, at a minimum, meet the requirements 
outlined herein. 
 

2.19.2.2 The CONTRACTOR shall have a contact person who is knowledgeable of appeal 
procedures and shall direct all appeals, whether the appeal is verbal or the member 
chooses to file in writing, to TENNCARE. Should a member choose to appeal in 
writing, the member will be instructed to file via mail or fax to the designated 
TENNCARE P. O. Box or fax number for medical appeals.  
 

2.19.2.3 The CONTRACTOR shall have sufficient support staff (clerical and professional) 
available to process appeals in accordance with TennCare requirements related to the 
appeal of adverse actions affecting a TennCare member. The CONTRACTOR shall 
notify TENNCARE of the names of appointed staff members and their phone 
numbers. Staff shall be knowledgeable about applicable state and federal law, 
TennCare rules and regulations, and all court orders and consent decrees governing 
appeal procedures, as they become effective. 
 

2.19.2.4 The CONTRACTOR shall educate its staff concerning the importance of the appeals 
procedure, the rights of the member, and the time frames in which action must be 
taken by the CONTRACTOR regarding the handling and disposition of an appeal. 
 

2.19.2.5 The CONTRACTOR shall identify the appropriate individual or body within the 
CONTRACTOR’s MCO having decision-making authority as part of the appeal 
procedure.  
 

2.19.2.6 The CONTRACTOR shall have the ability to take telephone appeals and 
accommodate persons with disabilities during the appeals process. Appeal forms 
shall be available at each service site and by contacting the CONTRACTOR. 
However, members shall not be required to use a TENNCARE approved appeal form 
in order to file an appeal. 
 

2.19.2.7 Upon request, the CONTRACTOR shall provide members a TENNCARE approved 
appeal form(s). 
 

2.19.2.8 The CONTRACTOR shall provide reasonable assistance to all appellants during the 
appeal process. 
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2.19.2.9 At any point in the appeal process, TENNCARE shall have the authority to remove a 
member from the CONTRACTOR’s MCO when it is determined that such removal 
is in the best interest of the member and TENNCARE. 
 

2.19.2.10 The CONTRACTOR shall require providers to display notices of members’ right to 
appeal adverse actions affecting services in public areas of each facility in 
accordance with TennCare rules and regulations. The CONTRACTOR shall ensure 
that providers have correct and adequate supply of public notices. 
 

2.19.2.11 Neither the CONTRACTOR nor TENNCARE shall prohibit or discourage any 
individual from testifying on behalf of a member. 

 
2.19.2.12 The CONTRACTOR shall ensure compliance with all notice requirements and notice 

content requirements specified in applicable state and federal law, TennCare rules 
and regulations, and all court orders and consent decrees governing notice and appeal 
procedures, as they become effective. 
 

2.19.2.13 TENNCARE may develop additional appeal process guidelines or rules, including 
requirements as to content and timing of notices to members, which shall be followed 
by the CONTRACTOR. However, the CONTRACTOR shall not be precluded from 
challenging any judicial requirements and to the extent judicial requirements that are 
the basis of such additional guidelines or rules are stayed, reversed or otherwise 
rendered inapplicable, the CONTRACTOR shall not be required to comply with such 
guidelines or rules during any period of such inapplicability. 
 

2.19.2.14 The CONTRACTOR shall provide general and targeted education to providers 
regarding expedited appeals (described in TennCare rules and regulations), including 
when an expedited appeal is appropriate, and procedures for providing written 
certification thereof. 

 
2.19.2.15 The CONTRACTOR shall require providers to provide written certification 

regarding whether a member’s appeal is an emergency upon request by a member 
prior to filing such appeal, or upon reconsideration of such appeal by the 
CONTRACTOR when requested by TENNCARE. 
 

2.19.2.16 The CONTRACTOR shall provide notice to contract providers regarding provider 
responsibility in the appeal process, including but not limited to, the provision of 
medical records and/or documentation as described in Section 2.24.4. 
 

2.19.2.17 The CONTRACTOR shall urge providers who feel they cannot order a drug on the 
TennCare Preferred Drug List (PDL) to seek prior authorization in advance, as well 
as to take the initiative to seek prior authorization or change or cancel the 
prescription when contacted by a member or pharmacy regarding denial of a 
pharmacy service due to system edits (e.g., therapeutic duplication, etc.). 
 

2.19.2.18 Member eligibility and eligibility-related grievances and appeals, including 
termination of eligibility, effective dates of coverage, and the determination of 
premium and copayment responsibilities shall be directed to the Department of 
Human Services. 
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2.20 FRAUD AND ABUSE  
 
2.20.1 General 
 

2.20.1.1 The Tennessee Bureau of Investigation Medicaid Fraud Control Unit (TBI MFCU) is 
the state agency responsible for the investigation of provider fraud and abuse in the 
TennCare program. 
 

2.20.1.2 The Office of Inspector General (OIG) has the primary responsibility to investigate 
TennCare enrollee fraud and abuse. 
 

2.20.1.3 The CONTRACTOR shall have internal controls and policies and procedures in 
place that are designed to prevent, detect, and report known or suspected fraud and 
abuse activities. The CONTRACTOR shall have adequate staffing and resources to 
investigate unusual incidents and develop and implement corrective action plans to 
assist the CONTRACTOR in preventing and detecting potential fraud and abuse 
activities. 

 
2.20.2 Reporting and Investigating Suspected Fraud and Abuse 
 

2.20.2.1 The CONTRACTOR shall cooperate with all appropriate state and federal agencies, 
including TBI MFCU and/or OIG, in investigating fraud and abuse. In addition, the 
CONTRACTOR shall fully comply with the TCA 71-5-2601 and 71-5-2603 in 
performance of its obligations under this Agreement. The CONTRACTOR shall 
report all confirmed or suspected fraud and abuse to the appropriate agency as 
follows:  

 
2.20.2.1.1 Suspected fraud and abuse in the administration of the program shall be reported to 

TBI MFCU and/or OIG; 
 

2.20.2.1.2 All confirmed or suspected provider fraud and abuse shall immediately be reported to 
TBI MFCU; and 

 
2.20.2.1.3 All confirmed or suspected enrollee fraud and abuse shall be reported immediately to 

OIG; 
 

2.20.2.2 The CONTRACTOR shall use the Fraud Reporting Forms in Attachment VI, or such 
other form as may be deemed satisfactory by the agency to whom the report is to be 
made under the terms of this Agreement.  
 

2.20.2.3 Pursuant to TCA 71-5-2603(c) the CONTRACTOR shall be subject to a civil 
penalty, to be imposed by the OIG, for willful failure to report fraud and abuse by 
recipients, enrollees, applicants, or providers to OIG or MFCU, as appropriate. 
 

2.20.2.4 The CONTRACTOR shall promptly perform a preliminary investigation of all 
incidents of suspected and/or confirmed fraud and abuse. Unless prior approval is 
obtained from the agency to whom the incident was reported, or to another agency 
designated by the agency that received the report, after reporting fraud or suspected 
fraud and/or suspected abuse and/or confirmed abuse, the CONTRACTOR shall not 
take any of the following actions as they specifically relate to TennCare claims: 
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2.20.2.4.1 Contact the subject of the investigation about any matters related to the investigation; 
 

2.20.2.4.2 Enter into or attempt to negotiate any settlement or agreement regarding the incident; 
or  

 
2.20.2.4.3 Accept any monetary or other thing of valuable consideration offered by the subject 

of the investigation in connection with the incident. 
 

2.20.2.5 The CONTRACTOR shall promptly provide the results of its preliminary 
investigation to the agency to whom the incident was reported, or to another agency 
designated by the agency that received the report.  
 

2.20.2.6 The CONTRACTOR shall cooperate fully in any further investigation or prosecution 
by any duly authorized government agency, whether administrative, civil, or 
criminal. Such cooperation shall include providing, upon request, information, access 
to records, and access to interview CONTRACTOR employees and consultants, 
including but not limited to those with expertise in the administration of the program 
and/or in medical or pharmaceutical questions or in any matter related to an 
investigation.  
 

2.20.2.7 The State shall not transfer its law enforcement functions to the CONTRACTOR.  
 

2.20.2.8 The CONTRACTOR and providers, whether contract or non-contract, shall, upon 
request and as required by this Agreement or state and/or federal law, make available 
to the TBI MFCU/OIG any and all administrative, financial and medical records 
relating to the delivery of items or services for which TennCare monies are 
expended. In addition, the TBI MFCU/OIG shall, as required by this Agreement or 
state and/or federal law, be allowed access to the place of business and to all 
TennCare records of any contractor or provider, whether contract or non-contract, 
during normal business hours, except under special circumstances when after hour 
admission shall be allowed. Special circumstances shall be determined by the TBI 
MFCU/OIG. 
 

2.20.2.9 The CONTRACTOR shall include in any of its provider agreements a provision 
requiring, as a condition of receiving any amount of TennCare payment, that the 
provider comply with this Section, Section 2.20 of this Agreement. 
 

2.20.2.10 Except as described in Section 2.11.7.2 of this Agreement, nothing herein shall 
require the CONTRACTOR to ensure non-contract providers are compliant with 
TENNCARE contracts or state and/or federal law. 

 
2.20.3 Compliance Plan 
 

2.20.3.1 The CONTRACTOR shall have a written fraud and abuse compliance plan. A paper 
and electronic copy of the plan shall be provided to the TennCare Program Integrity 
Unit within ninety (90) calendar days of Agreement execution.  
 

2.20.3.2 The CONTRACTOR’s fraud and abuse compliance plan shall:  
 

2.20.3.2.1 Require that the reporting of suspected and/or confirmed fraud and abuse be done as 
required by this Agreement; 
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2.20.3.2.2 Ensure that all of its officers, directors, managers and employees know and 

understand the provisions of the CONTRACTOR’s fraud and abuse compliance plan; 
 

2.20.3.2.3 Contain procedures designed to prevent and detect abuse and fraud in the 
administration and delivery of services under this Agreement; and 

 
2.20.3.2.4 Include a description of the specific controls in place for prevention and detection of 

potential or suspected fraud and abuse, such as: 
 

2.20.3.2.4.1 Claims edits; 
 

2.20.3.2.4.2 Post-processing review of claims; 
 

2.20.3.2.4.3 Provider profiling and credentialing; 
 

2.20.3.2.4.4 Prior authorization; 
 

2.20.3.2.4.5 Utilization management; 
 

2.20.3.2.4.6 Relevant subcontractor and provider agreement provisions; and 
 

2.20.3.2.4.7 Written provider and member material regarding fraud and abuse referrals. 
 

2.20.3.2.5 Contain provisions for the confidential reporting of plan violations to the designated 
person; 

 
2.20.3.2.6 Contain provisions for the investigation and follow-up of any suspected or confirmed 

fraud and abuse, even if already reported, and/or compliance plan reports; 
 

2.20.3.2.7 Ensure that the identities of individuals reporting violations of the CONTRACTOR’s 
MCO are protected and that there is no retaliation against such persons; 

 
2.20.3.2.8 Contain specific and detailed internal procedures for officers, directors, managers and 

employees for detecting, reporting, and investigating fraud and abuse compliance 
plan violations; 

 
2.20.3.2.9 Require any confirmed or suspected provider fraud and abuse under state or federal 

law be reported to TBI MFCU and that enrollee fraud and abuse be reported to the 
OIG; and 

 
2.20.3.2.10 Ensure that no individual who reports MCO violations or suspected fraud and abuse 

is retaliated against. 
 

2.20.3.3 The CONTRACTOR shall comply with the applicable requirements of the Model 
Compliance Plan for Medicaid MCOs or Medicare+Choice Organizations/Medicare 
Advantage plans issued by the DHHS OIG. 
 

2.20.3.4 The CONTRACTOR shall report fraud and abuse activities as required in Section 
2.30.13, Reporting Requirements.  
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2.21 FINANCIAL MANAGEMENT  
 

The CONTRACTOR shall be responsible for sound financial management of its MCO. The 
CONTRACTOR shall adhere to the minimum guidelines outlined below.  

 
2.21.1 Capitation Payments 
 

The CONTRACTOR shall accept capitation payments, remitted by TENNCARE in accordance 
with Section 3 and incentive payments, if applicable, as payment in full for all services required 
pursuant to this Agreement.  

 
2.21.2 Savings/Loss 
 

2.21.2.1 The CONTRACTOR shall not be required to share with TENNCARE any financial 
gains realized under this Agreement.  

 
2.21.2.2 TENNCARE shall not share with the CONTRACTOR any financial losses realized 

under this Agreement.  
 
2.21.3 Interest 
 

Interest generated from the deposit of funds paid to the CONTRACTOR pursuant to this 
Agreement shall be the property of the CONTRACTOR and available for use at the 
CONTRACTOR’s discretion. 

 
2.21.4 Third Party Liability Resources  

 
2.21.4.1 The TennCare program shall be the payer of last resort for all covered services in 

accordance with federal regulations. The CONTRACTOR shall exercise full 
assignment rights as applicable and shall be responsible for making every reasonable 
effort to determine the legal liability of third parties to pay for services rendered to 
enrollees under this Agreement and cost avoid and/or recover any such liability from 
the third party.  

 
2.21.4.1.1 If the CONTRACTOR has determined that third party liability (TPL) exists for part 

or all of the services provided directly by the CONTRACTOR to an enrollee, the 
CONTRACTOR shall make reasonable efforts to recover from TPL sources the value 
of services rendered.  

 
2.21.4.1.2 If the CONTRACTOR has determined that TPL exists for part or all of the services 

provided to an enrollee by a subcontractor or a provider, and the third party will 
make payment within a reasonable time, the CONTRACTOR may pay the 
subcontractor or provider only the amount, if any, by which the subcontractor’s or 
provider’s allowable claim exceeds the amount of TPL.  

 
2.21.4.1.3 If the probable existence of TPL has been established at the time the claim is filed, 

the CONTRACTOR may reject the claim and return it to the provider for a 
determination of the amount of any TPL, unless the claim is for one of these services:  

 
2.21.4.1.3.1 TENNderCare;  
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2.21.4.1.3.2 Prenatal or preventive pediatric care; or  
 

2.21.4.1.3.3 All claims covered by absent parent maintained insurance under Part D of Title 
IV of the Social Security Act.  

 
2.21.4.1.4 The claims specified in Sections 2.21.4.1.3.1, 2.21.4.1.3.2, and 2.21.4.1.3.3 will be 

paid at the time presented for payment by the provider and the CONTRACTOR shall 
bill the responsible third party. 

 
2.21.4.2 The CONTRACTOR shall deny payment on a claim that has been denied by a third 

party payer when the reason for denial is the provider or enrollee’s failure to follow 
prescribed procedures, including but not limited to, failure to obtain prior 
authorization, timely filing, etc.  

 
2.21.4.3 The CONTRACTOR shall treat funds recovered from third parties as offsets to 

claims payments. The CONTRACTOR shall report all cost avoidance values to 
TENNCARE in accordance with federal guidelines and as described in Section 
2.21.4 of this Agreement  

 
2.21.4.4 The CONTRACTOR shall post all third party payments to claim level detail by 

enrollee.  
 

2.21.4.5 Third party resources shall include subrogation recoveries. The CONTRACTOR 
shall be required to seek subrogation amounts regardless of the amount believed to be 
available as required by federal Medicaid guidelines. The amount of any subrogation 
recoveries collected by the CONTRACTOR outside of the claims processing system 
shall be treated by the CONTRACTOR as offsets to medical expenses for the 
purposes of reporting.  

 
2.21.4.6 TennCare cost sharing responsibilities permitted pursuant to Section 2.6.7 of this 

Agreement shall not be considered TPL.  
 

2.21.4.7 The CONTRACTOR shall provide TPL data to any provider having a claim denied 
by the CONTRACTOR based upon TPL.  

 
2.21.4.8 The CONTRACTOR shall provide to TENNCARE any third party resource 

information necessary in a format and media described by TENNCARE and shall 
cooperate in any manner necessary, as requested by TENNCARE, with TENNCARE 
and/or a cost recovery vendor at such time that TENNCARE acquires said services.  

 
2.21.4.9 TENNCARE may require a TennCare contracted TPL vendor to review paid claims 

that are over ninety (90) calendar days old and pursue TPL (excluding subrogation) 
for those claims that do not indicate recovery amounts in the CONTRACTOR’s 
reported encounter data.  

 
2.21.4.10 If the CONTRACTOR operates or administers any non-Medicaid HMO, health plan 

or other lines of business, the CONTRACTOR shall assist TENNCARE with the 
identification of enrollees with access to other insurance. 

 
2.21.4.11 The CONTRACTOR shall demonstrate, upon request, to TENNCARE that 

reasonable effort has been made to seek, collect and/or report third party recoveries. 
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TENNCARE shall have the sole responsibility for determining whether or not 
reasonable efforts have been demonstrated. Said determination shall take into account 
reasonable industry standards and practices. 

 
2.21.5 Solvency Requirements  
 

2.21.5.1 Minimum Net Worth   
 

2.21.5.1.1 Until the CONTRACTOR has provided services under this Agreement for a full 
calendar year, the CONTRACTOR shall establish and maintain a minimum net worth 
equal to the greater of: 

 
2.21.5.1.1.1 One million five-hundred thousand dollars ($1,500,000); or 
 
2.21.5.1.1.2 An amount totaling four percent (4%) of the first one-hundred fifty million dollars 

($150,000,000) of the CONTRACTOR’s TennCare revenue which shall be 
calculated by: totaling the weighted average capitation rate, as determined by 
TENNCARE by multiplying the base capitation rates originally proposed by the 
CONTRACTOR and the priority add-on and State Only and Judicial capitation 
rates effective on the start date of operations specified by the State by the number 
of enrollees (for the appropriate rate cell) assigned to the CONTRACTOR thirty 
(30) calendar days prior to the start date of operations for enrollment effective on 
the start date of operations. 

 
2.21.5.1.2 In the event that actual enrollment as of sixty (60) days after the start date of 

operations increased or decreased by more than ten percent (10%) over enrollment as 
of thirty (30) calendar days prior to the start date of operations, the minimum net 
worth requirement specified in Section 2.21.5.1.1 shall be recalculated to reflect 
actual enrollment as of sixty (60) calendar days after the start date of operations. 

 
2.21.5.1.3 After the CONTRACTOR has provided services under this Agreement for a full 

calendar year, the CONTRACTOR shall establish and maintain the minimum net 
worth requirements required by TDCI, including but not limited to TCA 56-32-212. 

 
2.21.5.1.4 Any and all payments made by TENNCARE, including capitation payments, any 

payments related to processing claims for services incurred prior to the start date of 
operations pursuant to Section 3.7.1.2.1, as well as incentive payments (if applicable) 
to the CONTRACTOR shall be considered “Premium revenue” for the purpose of 
calculating the minimum net worth required by TCA 56-32-212.  

 
2.21.5.1.5 The CONTRACTOR shall demonstrate evidence of its compliance with this 

provision to TDCI in the financial reports filed with TDCI by the CONTRACTOR. 
The CONTRACTOR agrees that failure to maintain any of the financial requirements 
in accordance with this Section 2.21.5.1 through 2.21.5.5, as determined by TDCI, 
shall constitute hazardous financial conditions as defined by TCA 56-32-212.  

 
2.21.5.2 Statutory Net Worth for Enhanced Enrollment  

 
In the event of a significant enrollment expansion as defined in TCA 56-32-
203(c)(2): 
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2.21.5.2.1 The CONTRACTOR agrees that in order to maintain the minimum net worth 
requirements described in Section 2.21.5.1, the minimum net worth requirements are 
to be recalculated.  

 
2.21.5.2.2 The calculation of minimum net worth shall be based upon annual projected 

premiums including the estimated premiums for the additional enrollment versus the 
prior year actual premium revenue. Estimated premiums will be based on the 
capitation payment rates in effect at the time of the calculation and projected future 
enrollment. The formula set forth in TCA 56-32-212(a)(2) shall then be applied to the 
annualized projected premiums to determine the enhanced minimum net worth 
requirement.  

 
2.21.5.2.3 The CONTRACTOR must demonstrate to the satisfaction of TDCI that this enhanced 

minimum net worth balance has been established prior to the assignment of 
additional enrollees to the CONTRACTOR by TENNCARE.  

 
2.21.5.2.4 The CONTRACTOR shall maintain the greater of the enhanced minimum net worth 

balance or the minimum net worth balance calculated pursuant to TCA 56-32-212, 
until the CONTRACTOR has completed a full calendar year with the significantly 
expanded enrollment.  

 
2.21.5.3 Restricted Deposits  

 
The CONTRACTOR shall achieve and maintain restricted deposits in an amount 
equal to the net worth requirement specified in Section 2.21.5.1. TDCI shall calculate 
the amount of restricted deposits based on the CONTRACTOR’s TennCare premium 
revenue only unless this calculation would result in restricted deposits below the 
statutory requirements set forth in TCA 56-32-212 related to restricted deposits; in 
which case the required amount would be equal to the statutory requirement as it is 
calculated by TDCI. This contractual requirement shall in no way be construed as a 
way to circumvent, waive or modify the statutory requirement.  

 
2.21.5.4 Restricted Deposits for Enhanced Enrollment  

 
In the event of an increase in the CONTRACTOR’s statutory net worth requirement 
as a result of a significant enrollment expansion as defined in TCA 56-32-203(c)(2), 
the CONTRACTOR shall increase its restricted deposit to equal its enhanced 
minimum net worth requirement required by Section 2.21.5.2. TDCI shall calculate 
the amount of the increased restricted deposits based on the CONTRACTOR’s 
TennCare premium revenue only unless this calculation would result in restricted 
deposits below the statutory requirements set forth in TCA 56-32-212 related to 
restricted deposits; in which case the required amount would be equal to the statutory 
requirement as it is calculated by TDCI. This contractual requirement shall in no way 
be construed as a way to circumvent, waive or modify the statutory requirement. The 
CONTRACTOR must demonstrate to the satisfaction of TDCI that the 
CONTRACTOR has increased its restricted deposit in accordance with this Section 
prior to the assignment of additional enrollees to the CONTRACTOR by 
TENNCARE.  
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2.21.5.5 Liquidity Ratio Requirement  
 

In addition to the positive working capital requirement described in TCA 56-32-212, 
the CONTRACTOR shall maintain a liquidity ratio where admitted assets consisting 
of cash, cash equivalents, short-term investments and bonds exceed total liabilities as 
reported on the NAIC financial statements. 
 

2.21.5.6 If the CONTRACTOR fails to meet the applicable net worth and/or restricted deposit 
requirement, said failure shall constitute a hazardous financial condition and the 
CONTRACTOR shall be considered to be in breach of the terms of the Agreement. 

 
2.21.6 Accounting Requirements  
 

2.21.6.1 The CONTRACTOR shall establish and maintain an accounting system in 
accordance with generally accepted accounting principles. The accounting system 
shall maintain records pertaining to the tasks defined in this Agreement and any other 
costs and expenditures made under the Agreement. 

 
2.21.6.2 Specific accounting records and procedures are subject to TENNCARE and federal 

approval. Accounting procedures, policies, and records shall be completely open to 
state and federal personnel at any time during the Agreement period and for five (5) 
years thereafter unless otherwise specified elsewhere in this Agreement. 

 
2.21.7 Insurance  
 

2.21.7.1 The CONTRACTOR shall obtain adequate worker’s compensation and general 
liability insurance coverage prior to commencing any work in connection with this 
Agreement. Additionally, TENNCARE may require, at its sole discretion, the 
CONTRACTOR to obtain adequate professional malpractice liability or other forms 
of insurance. Any insurance required by TENNCARE shall be in the form and 
substance acceptable to TENNCARE. 

 
2.21.7.2 The CONTRACTOR shall require that any subcontractors or contract providers 

obtain all similar insurance required of it prior to commencing work.  
 

2.21.7.3 The CONTRACTOR shall furnish proof of adequate coverage of insurance by a 
certificate of insurance submitted to TENNCARE.  

 
2.21.7.4 TENNCARE shall be exempt from and in no way liable for any sums of money that 

may represent a deductible in any insurance policy. The payment of such a deductible 
shall be the sole responsibility of the CONTRACTOR, subcontractor and/or provider 
obtaining such insurance. The same holds true of any premiums paid on any 
insurance policy pursuant to this Agreement. 

 
2.21.7.5 Failure to provide proof of adequate coverage within the specified time period may 

result in this Agreement being terminated. 
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2.21.8 Ownership and Financial Disclosure  
 

The CONTRACTOR shall disclose, to TENNCARE, the Comptroller General or CMS, full and 
complete information regarding ownership, financial transactions and persons convicted of 
criminal activity related to Medicare, Medicaid, or the federal Title XX programs in accordance 
with federal and state requirements, including Public Chapter 379 of the Acts of 1999. This 
disclosure shall be made in accordance with the requirements in Section 2.30.14.2. The following 
information shall be disclosed: 

 
2.21.8.1 The name and address of each person with an ownership or control interest in the 

disclosing entity or in any provider or subcontractor in which the disclosing entity 
has direct or indirect ownership of five percent (5%) or more and whether any of the 
persons named pursuant to this requirement is related to another as spouse, parent, 
child, or sibling. This disclosure shall include the name of any other disclosing entity 
in which a person with an ownership or control interest in the disclosing entity also 
has an ownership or control interest;  

 
2.21.8.2 The identity of any provider or subcontractor with whom the CONTRACTOR has 

had significant business transactions, defined as those totaling more than twenty-five 
thousand dollars ($25,000) during the twelve (12) month period ending on the date of 
the disclosure, and any significant business transactions between the 
CONTRACTOR, any wholly owned supplier, or between the CONTRACTOR and 
any provider or subcontractor, during the five (5) year period ending on the date of 
the disclosure;  

 
2.21.8.3 The identity of any person who has an ownership or control interest in the 

CONTRACTOR, or is an agent or managing employee of the CONTRACTOR and 
who has been convicted of a criminal offense related to that person’s involvement in 
any program under Medicare, Medicaid, or the federal Title XX services program 
since the inception of those programs; 

 
2.21.8.4 Disclosure from officials in legislative and executive branches of government as to 

possible conflicts of interest; 
 

2.21.8.5 If the CONTRACTOR is not a federally qualified HMO, the CONTRACTOR shall 
disclose certain transactions with parties in interest to TENNCARE. Transactions 
shall be reported according to the following guidelines: 

 
2.21.8.5.1 The CONTRACTOR shall disclose the following transactions: 

 
2.21.8.5.1.1 Any sale, exchange or lease of any property between the HMO and a party in 

interest; 
 

2.21.8.5.1.2 Any lending of money or other extension of credit between the HMO and a party 
in interest; and 

 
2.21.8.5.1.3 Any furnishing for consideration of goods, services (including management 

services) or facilities between the HMO and the party in interest. This does not 
include salaries paid to employees for services provided in the normal course of 
their employment. 
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2.21.8.5.2 The information which must be disclosed in the transactions includes: 
 

2.21.8.5.2.1 The name of the party in interest for each transaction; 
 

2.21.8.5.2.2 A description of each transaction and the quantity or units involved; 
 

2.21.8.5.2.3 The accrued dollar value of each transaction during the fiscal year; and 
 

2.21.8.5.2.4 Justification of the reasonableness of each transaction. 
 

2.21.8.5.3 If the Agreement is being renewed or extended, the CONTRACTOR must disclose 
information on business transactions which occurred during the prior contract period. 
If the Agreement is an initial Agreement with TENNCARE, but the CONTRACTOR 
has operated previously in the commercial or Medicare markets, information on 
business transactions for the entire year preceding the initial contract period must be 
disclosed. The business transactions which must be reported are not limited to 
transactions related to serving the Medicaid/TennCare enrollment. All of the 
CONTRACTOR’s business transactions must be reported. 

 
2.21.8.5.4 A party in interest is: 

 
2.21.8.5.4.1 Any director, officer, partner, or employee responsible for management or 

administration of an HMO and HIO; any person who is directly or indirectly the 
beneficial owner of more than five percent (5%) of the equity of the HMO; any 
person who is the beneficial owner of a mortgage, deed of trust, note, or other 
interest secured by, and valuing more than five percent (5%) of the HMO; or, in 
the case of an HMO organized as a nonprofit corporation, an incorporator or 
member of such corporation under applicable state corporation law; 

 
2.21.8.5.4.2 Any organization in which a person described in subsection 1 is director, officer 

or partner; has directly or indirectly a beneficial interest of more than five percent 
(5%) of the equity of the HMO; or has a mortgage, deed of trust, note, or other 
interest valuing more than five percent (5%) of the assets of the HMO; 

 
2.21.8.5.4.3 Any person directly or indirectly controlling, controlled by, or under common 

control with an HMO; or 
 

2.21.8.5.4.4 Any spouse, child, or parent of an individual described in Sections 2.21.8.5.4.1, 
2.21.8.5.4.2, or 2.21.8.5.4.3  

 
2.21.8.5.5 TENNCARE and/or the Secretary of Health and Human Services may request 

information to be in the form of a consolidated financial statement. 
 

2.21.9 Internal Audit Function  
 

The CONTRACTOR shall establish and maintain an internal audit function responsible for 
providing an independent review and evaluation of the CONTRACTOR’s accuracy of financial 
recordkeeping, the reliability and integrity of information, the adequacy of internal controls, and 
compliance with applicable laws, policies, procedures, and regulations. The CONTRACTOR’s 
internal audit function shall be responsible for performing audits to ensure the economical and 
efficient use of resources by all departments to accomplish the objectives and goals for the 
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operations of the department. Further, the CONTRACTOR’s internal audit department shall be 
responsible for performance of the claims payment accuracy tests as described in Section 2.22.6 
of this Agreement.  

 
2.21.10 Audit of Business Transactions  
 

2.21.10.1 The CONTRACTOR shall cause an audit of its business transactions to be performed 
by a licensed certified public accountant, including but not limited to the financial 
transactions made under this Agreement. Such audit shall be performed in 
accordance with the requirements in Section 2.30.14.3.5 of this Agreement.   

 
2.21.10.2 The agreement for such audits shall be subject to prior approval of the Comptroller of 

the Treasury and must be submitted on the standard “Contract to Audit Accounts”. In 
the event that terms included in the standard contract to audit accounts differ from 
those contained in this Agreement, this Agreement takes precedent. 

 
2.22 CLAIMS MANAGEMENT  
 
2.22.1 General 
 

To the extent that the CONTRACTOR compensates providers on a fee-for-service or other basis 
requiring the submission of claims as a condition of payment, the CONTRACTOR shall process, 
as described herein, the provider’s claims for covered benefits provided to members consistent 
with applicable CONTRACTOR policies and procedures and the terms of this Agreement 
including but not limited to timely filing, and compliance with all applicable state and federal 
laws, rules and regulations. 

 
2.22.2 Claims Management System Capabilities 
 

2.22.2.1 The CONTRACTOR shall maintain a claims management system that can uniquely 
identify the provider of the service, date of receipt (the date the CONTRACTOR 
receives the claim as indicated by a date-stamp), real-time-accurate history of actions 
taken on each provider claim (i.e., paid, denied, suspended, appealed, etc.), date of 
payment (the date of the check or other form of payment) and all data elements as 
required by TENNCARE for encounter data submission (see Section 2.23), and can 
track service use against hard benefit limits and service thresholds in accordance with 
a methodology set by TENNCARE.  

 
2.22.2.2 The CONTRACTOR shall have in place, an electronic claims management (ECM) 

capability that accepts and processes claims submitted electronically with the 
exception of claims that require written documentation to justify payment (e.g., 
hysterectomy/sterilization consent forms, certification for medical necessity for 
abortion, necessary operative reports, etc.).  

 
2.22.2.3 The ECM capability shall function in accordance with information exchange and data 

management requirements specified in Section 2.23 of this Agreement. 
 

2.22.2.4 As part of this ECM function, the CONTRACTOR shall also provide on-line and 
phone-based capabilities to obtain claims processing status information. 
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2.22.2.5 The CONTRACTOR shall support an automated clearinghouse (ACH) mechanism 
that allows providers to request and receive electronic funds transfer (EFT) of claims 
payments. 

 
2.22.2.6 The CONTRACTOR shall not derive financial gain from a provider’s use of 

electronic claims filing functionality and/or services offered by the CONTRACTOR 
or a third party. However, this provision shall not be construed to imply that 
providers may not be responsible for payment of applicable transaction fees/charges.  

 
2.22.3 Paper Based Claims Formats 
 

2.22.3.1 The CONTRACTOR shall comply at all times with standardized paper billing 
forms/formats (and all future updates) as follows: 
 

Claim Type Claim Form 
Professional CMS 1500 
Institutional CMS 1450 
Dental ADA 

 
2.22.3.2 The CONTRACTOR shall not revise or modify the standardized forms or format. 

 
2.22.3.3 For the forms identified in Section 2.22.3.1, the CONTRACTOR shall adhere to 

national standards and standardized instructions and definitions that are consistent 
with industry norms that are developed jointly with TENNCARE. These shall 
include, but not be limited to, HIPAA-based standards, federally required safeguard 
requirements including signature requirements described in Section 112821.1 of the 
CMS State Medicaid Manual and 42 CFR 455.18 and 455.19, as well as TDCI rules 
for Uniform Claims Process for TennCare in accordance with TCA 71-5-191. 

 
2.22.3.4 The CONTRACTOR agrees that at such time that TENNCARE in conjunction with 

appropriate work groups presents recommendations concerning claims billing and 
processing that are consistent with industry norms, the CONTRACTOR shall comply 
with said recommendations within ninety (90) calendar days from notice by 
TENNCARE.  

 
2.22.4 Prompt Payment 
 

2.22.4.1 The CONTRACTOR shall comply with prompt pay claims processing requirements 
in accordance with TCA 56-32-226. 

 
2.22.4.2 The CONTRACTOR shall ensure that ninety percent (90%) of clean claims for 

payment for services delivered to a TennCare enrollee are paid within thirty (30) 
calendar days of the receipt of such claims.  

 
2.22.4.3 The CONTRACTOR shall process, and if appropriate pay, within sixty (60) calendar 

days ninety-nine point five percent (99.5%) of all provider claims for covered 
services delivered to a TennCare enrollee. The terms “processed and paid” are 
synonymous with terms “process and pay” of TCA 56-32-226(b)(1)(A) and (B). 
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2.22.4.4 If a claim is partially or totally denied on the basis the provider did not submit any 
required information or documentation with the claim, then the remittance advice or 
other appropriate written or electronic notice shall specifically identify all such 
information and documentation. Resubmission of a claim with further information 
and/or documentation shall constitute a new claim for purposes of establishing the 
time frame for claims processing. 

 
2.22.4.5 To the extent that the provider agreement requires compensation of a provider on a 

monthly fixed fee basis or on any other basis that does not require the submission of 
a claim as a condition to payment, such payment shall be made to the provider by no 
later than (i) the time period specified in the provider agreement/contract between the 
provider and the CONTRACTOR or subcontractor, or if a time period is not 
specified in the contract (ii) the tenth (10th) day of the calendar month if the payment 
is to be made by a subcontractor, or (iii) if the CONTRACTOR is required to 
compensate the provider directly, within five (5) calendar days after receipt of the 
capitated payment and supporting remittance advice information from TENNCARE.  

 
2.22.4.6 The CONTRACTOR shall not deny provider claims on the basis of untimely filing in 

situations regarding coordination of benefits or subrogation, in which case the 
provider is pursuing payment from a third party or if an enrollee is enrolled in the 
CONTRACTOR’s MCO with a retroactive eligibility date. In situations of third party 
benefits, the time frames for filing a claim shall begin on the date that the third party 
documented resolution of the claim. In situations of enrollment in the 
CONTRACTOR’s MCO with a retroactive eligibility date, the time frames for filing 
a claim shall begin on the date that the CONTRACTOR receives notification from 
TENNCARE of the enrollee’s eligibility/enrollment. 

 
2.22.4.7 As it relates to MCO Assignment Unknown (see Sections 2.13.7 and 2.13.8), the 

CONTRACTOR shall not deny a claim on the basis of the provider’s failure to file a 
claim within a specified time period after the date of service when the provider could 
not have reasonably known which MCO the member was in during the timely filing 
period. However, in such cases the CONTRACTOR may impose timely filing 
requirements beginning on the date of notification of the individual’s enrollment. 

 
2.22.5 Claims Dispute Management 
 

2.22.5.1 The CONTRACTOR shall have an internal claims dispute procedure that will be 
reviewed and approved by TENNCARE prior to its implementation. 

 
2.22.5.2 The CONTRACTOR shall contract with independent reviewers to review disputed 

claims as provided by TCA 56-32-226. 
 
2.22.5.3 The CONTRACTOR shall systematically capture the status and resolution of all 

claim disputes, as well as all associated documentation. 
 
2.22.6 Claims Payment Accuracy – Minimum Audit Procedures  
 

2.22.6.1 On a quarterly basis the CONTRACTOR shall submit a claims payment accuracy 
percentage report (see Section 2.30.15). 
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2.22.6.2 The report shall be based on an audit conducted by the CONTRACTOR. The audit 
shall be conducted by an entity or staff independent of claims management. 
Requirements for the internal audit function are outlined in Section 2.21.9 of this 
Agreement. 

 
2.22.6.3 The audit shall utilize a random sample of all “processed or paid” claims upon initial 

submission in each quarter (the terms “processed and paid” are synonymous with 
terms “process and pay” of TCA 56-32-226(b)(1)(A) and (B)). A minimum sample of 
three-hundred (300) claims randomly selected from the entire population of 
electronic and paper claims processed or paid upon initial submission for the quarter 
tested is required. The sample shall be further decomposed into minimum sub-
samples of one-hundred (100) claims randomly selected from the entire population of 
claims processed and paid upon initial submission for each month in the quarter.  

 
2.22.6.4 The minimum attributes to be tested for each claim selected shall include: 

 
2.22.6.4.1 Claim data correctly entered into the claims processing system; 

 
2.22.6.4.2 Claim is associated to the correct provider; 

 
2.22.6.4.3 Service obtained the proper authorization; 

 
2.22.6.4.4 Member eligibility at processing date correctly applied; 

 
2.22.6.4.5 Allowed payment amount agrees with contracted rate; 

 
2.22.6.4.6 Duplicate payment of the same claim has not occurred; 

 
2.22.6.4.7 Denial reason applied appropriately; 

 
2.22.6.4.8 Copayment application considered and applied; 

 
2.22.6.4.9 Effect of modifier codes correctly applied; 

 
2.22.6.4.10 Processing considered if service subject to hard benefit limits considered and applied;  

 
2.22.6.4.11 Other insurance properly considered and applied;  

 
2.22.6.4.12 Application of hard benefit limits; and 

 
2.22.6.4.13 Proper coding including bundling/unbundling. 

 
2.22.6.5 For audit and verification purposes, the population of claims should be maintained. 

Additionally, the results of testing at a minimum should be documented to include:  
 

2.22.6.5.1 Results for each attribute tested for each claim selected; 
 

2.22.6.5.2 Amount of overpayment or underpayment for claims processed or paid in error; 
 

2.22.6.5.3 Explanation of the erroneous processing for each claim processed or paid in error; 
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2.22.6.5.4 Determination if the error is the result of keying errors or the result of errors in the 
configuration or table maintenance of the claims processing system; and 

 
2.22.6.5.5 Claims processed or paid in error have been corrected. 

 
2.22.7 Claims Processing Methodology Requirements 
 

2.22.7.1 The CONTRACTOR shall perform front end system edits, including but not limited 
to: 

 
2.22.7.1.1 Confirming eligibility on each enrollee as claims are submitted on the basis of the 

eligibility information provided by the State that applies to the period during which 
the charges were incurred; 

 
2.22.7.1.2 Third party liability (TPL); 

 
2.22.7.1.3 Medical necessity (e.g., appropriate age/sex for procedure); 

 
2.22.7.1.4 Prior approval: the system shall determine whether a covered service required prior 

approval and, if so, whether the CONTRACTOR granted such approval; 
 

2.22.7.1.5 Duplicate claims: the system shall in an automated manner flag a claim as being (1) 
exactly the same as a previously submitted claim or (2) a possible duplicate and 
either deny or pend the claim as needed; 

 
2.22.7.1.6 Covered service: the system shall verify that a service is a covered service and is 

eligible for payment; 
 

2.22.7.1.7 Provider validation: the system shall approve for payment only those claims received 
from providers eligible to render services for which the claim was submitted;  

 
2.22.7.1.8 Quantity of service: the system shall evaluate claims for services provided to 

members to ensure that any applicable hard benefit limits are applied; and 
 

2.22.7.1.9 Benefit limits: the system shall ensure that hard benefit limit rules set by 
TENNCARE are factored into the determination of whether a claim should be 
adjudicated and paid. 

 
2.22.7.2 The CONTRACTOR shall perform system edits for valid dates of service: the system 

shall assure that dates of service are valid dates, e.g., not in the future or outside of a 
member’s TennCare eligibility span. 

 
2.22.7.3 The CONTRACTOR shall perform post-payment review on a sample of claims to 

ensure services provided were medically necessary. 
 

2.22.7.4 The CONTRACTOR shall have a staff of qualified, medically trained and 
appropriately licensed personnel, consistent with NCQA accreditation standards, 
whose primary duties are to assist in evaluating claims for medical necessity. 
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2.22.8 Explanation of Benefits (EOBs) and Related Functions 
 

2.22.8.1 The CONTRACTOR shall be responsible for generating and mailing EOBs to 
TennCare enrollees in accordance with guidelines described by TENNCARE.  

 
2.22.8.2 The CONTRACTOR shall omit any claims in the EOB file that are associated with 

sensitive services. The CONTRACTOR, with guidance from TENNCARE, shall 
develop “sensitive services” logic to be applied to the handling of said claims for 
EOB purposes.  

 
2.22.8.3 At a minimum, EOBs shall be designed to address requirements found in 42 CFR 

455.20 and 433.116 as well as requirements associated with a change in TennCare 
policy and shall include: claims for services with hard benefit limits, claims with 
enrollee cost sharing, denied claims with enrollee responsibility, and a sampling of 
paid claims (excluding ancillary and anesthesia services). 

 
2.22.8.4 Regarding the paid claims sample referenced in Section 2.22.6.3, the 

CONTRACTOR shall stratify said sample to ensure that all provider types (or 
specialties) are represented in the pool of generated EOBs. To the extent that the 
CONTRACTOR considers a particular specialty (or provider) to warrant closer 
scrutiny, the CONTRACTOR may over sample the group. The paid claims sample 
should be a minimum of twenty-five (25) claims per check run with a minimum of 
100 claims per month. 

 
2.22.8.5 Based on the EOBs sent to TennCare enrollees, the CONTRACTOR shall track any 

complaints received from enrollees and resolve the complaints according to its 
established policies and procedures. The resolution may be enrollee education, 
provider education, or referral to TBI/OIG. The CONTRACTOR shall use the 
feedback received to modify or enhance the EOB sampling methodology.  

 
2.22.9 Remittance Advices and Related Functions 
 

2.22.9.1 In concert with its claims payment cycle the CONTRACTOR shall provide an 
electronic status report indicating the disposition for every adjudicated claim for each 
claim type submitted by providers seeking payment as well as capitated payments 
generated and paid by the CONTRACTOR.  

 
2.22.9.2 The status report shall contain appropriate explanatory remarks related to payment or 

denial of the claim, including but not limited to TPL data.  
 

2.22.9.3 If a claim is partially or totally denied on the basis the provider did not submit any 
required information or documentation with the claim, then the remittance advice 
must specifically identify all such information and documentation. 

 
2.22.9.4 In accordance with 42 CFR 455.18 and 455.19, the following statement must be 

included on each remittance advice sent to providers: ‘‘I understand that payment and 
satisfaction of this claim will be from federal and state funds, and that any false 
claims, statements, documents, or concealment of a material fact, may be prosecuted 
under applicable federal and/or state laws.” 
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2.22.10  Processing of Payment Errors 
 

The CONTRACTOR shall not employ off-system or gross adjustments when processing 
corrections to payment errors, unless it requests and receives prior written authorization from 
TENNCARE.  
 

2.22.11 Notification to Providers 
 

For purposes of network management, the CONTRACTOR shall, at a minimum, notify all 
contract providers to file claims associated with covered services directly with the 
CONTRACTOR, or its subcontractors, on behalf of TennCare enrollees.  

 
2.22.12 Payment Cycle 
 

At a minimum, the CONTRACTOR shall run one (1) provider payment cycle per week, on the 
same day each week, as determined by the CONTRACTOR and approved by TENNCARE. 

 
2.22.13 Excluded Providers 
 

2.22.13.1 The CONTRACTOR shall not pay any claim submitted by a provider who is 
excluded from participation in Medicare, Medicaid, or SCHIP programs pursuant to 
Sections 1128 or 1156 of the Social Security Act or is otherwise not in good standing 
with TENNCARE. 

 
2.22.13.2 The CONTRACTOR shall not pay any claim submitted by a provider that is on 

payment hold under the authority of TENNCARE. 
 
2.23 INFORMATION SYSTEMS 
 
2.23.1 General Provisions  
 

2.23.1.1 Systems Functions 
 

The CONTRACTOR shall have Information management processes and Information 
Systems (hereafter referred to as Systems) that enable it to meet TENNCARE and 
federal reporting requirements and other Agreement requirements and that are in 
compliance with this Agreement and all applicable state and federal laws, rules and 
regulations including HIPAA. 

 
2.23.1.2 Systems Capacity 

 
The CONTRACTOR’s Systems shall possess capacity sufficient to handle the 
workload projected for the start date of operations and will be scaleable and flexible 
so they can be adapted as needed, within negotiated time frames, in response to 
changes in Agreement requirements, increases in enrollment estimates, etc.  

 
2.23.1.3 Electronic Messaging 

 
2.23.1.3.1 The CONTRACTOR shall provide a continuously available electronic mail 

communication link (e-mail system) with TENNCARE.  
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2.23.1.3.2 The e-mail system shall be capable of attaching and sending documents created using 
software products other than CONTRACTOR’s Systems, including TENNCARE’s 
currently installed version of Microsoft Office and any subsequent upgrades as 
adopted. 
 

2.23.1.3.3 As needed, the CONTRACTOR shall be able to communicate with TENNCARE 
using TENNCARE’s e-mail system over a secure virtual private network (VPN).  
 

2.23.1.3.4 As needed, based on the sensitivity of data contained in an electronic message, the 
CONTRACTOR shall support network-to-network encryption of said messages.  

 
2.23.1.4 Participation in Information Systems Work Groups/Committees 

 
The CONTRACTOR and TENNCARE shall establish an information systems work 
group/committee to coordinate activities and develop cohesive systems strategies 
among TENNCARE and the MCOs. The Work Group will meet on a designated 
schedule as agreed to by TENNCARE and the CONTRACTOR.  

 
2.23.1.5 Connectivity to TENNCARE/State Network and Systems 

 
The CONTRACTOR shall be responsible for establishing connectivity to 
TENNCARE’s/the state’s wide area data communications network, and the relevant 
information systems attached to this network, in accordance to all applicable 
TENNCARE and/or state policies, standards and guidelines.  

 
2.23.1.6 Systems Refresh Plan 

 
The CONTRACTOR shall provide to TENNCARE an annual Systems refresh plan 
(see Section 2.30.16). The plan shall outline how Systems within the 
CONTRACTOR’s span of control will be systematically assessed to determine the 
need to modify, upgrade and/or replace application software, operating hardware and 
software, telecommunications capabilities, information management policies and 
procedures, and/or systems management policies and procedures in response to 
changes in business requirements, technology obsolescence, staff turnover and other 
relevant factors. The systems refresh plan will also indicate how the CONTRACTOR 
will insure that the version and/or release level of all of its Systems components 
(application software, operating hardware, operating software) are always formally 
supported by the original equipment manufacturer (OEM), software development 
firm (SDF), or a third party authorized by the OEM and/or SDF to support the 
System component. 

 
2.23.2 Data and Document Management Requirements 
 

2.23.2.1 Adherence to Data and Document Management Standards  
 

2.23.2.1.1 The CONTRACTOR’s Systems shall conform to the data and document management 
standards by information type/subtype detailed in the HIPAA Implementation and 
TennCare Companion guides, inclusive of the standard transaction code sets 
specified in the guides.  
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2.23.2.1.2 The CONTRACTOR’s Systems shall conform to HIPAA standards for data and 
document management that are currently under development within one-hundred 
twenty (120) calendar days of the standard’s effective date or, if earlier, the date 
stipulated by CMS or TENNCARE. 

 
2.23.2.2 Data Model and Accessibility 

 
The CONTRACTOR’s Systems shall be SQL and/or ODBC compliant; alternatively, 
the CONTRACTOR’s Systems shall employ a relational data model in the 
architecture of its databases in addition to a relational database management system 
(RDBMS) to operate and maintain said databases.  
 

2.23.2.3 Data and Document Relationships 
 

2.23.2.3.1 When the CONTRACTOR houses indexed images of documents used by members 
and providers to transact with the CONTRACTOR the CONTRACTOR shall ensure 
that these documents maintain logical relationships to certain key data such as 
member identification and provider identification number.  

 
2.23.2.3.2 The CONTRACTOR shall ensure that records associated with a common event, 

transaction or customer service issue have a common index that will facilitate search, 
retrieval and analysis of related activities, e.g., interactions with a particular member 
about a reported problem. 

 
2.23.2.3.3 Upon TENNCARE request, the CONTRACTOR shall be able to generate a listing of 

all members and providers that were sent a particular document, the date and time 
that the document was generated, and the date and time that it was sent to particular 
members or providers or groups thereof. The CONTRACTOR shall also be able to 
generate a sample of said document. 

 
2.23.2.4 Information Retention 

 
2.23.2.4.1 The CONTRACTOR shall provide and maintain a comprehensive information 

retention plan that is in compliance with state and federal requirements. The plan 
shall comply with the applicable requirements of the Tennessee Department of 
General Services, Records Management Division. 
 

2.23.2.4.2 The CONTRACTOR shall maintain information on-line for a minimum of three (3) 
years, based on the last date of update activity, and update detailed and summary 
history data monthly for up to three (3) years to reflect adjustments. 
   

2.23.2.4.3 The CONTRACTOR shall provide forty-eight (48) hour turnaround or better on 
requests for access to information that is between three (3) years and six (6) years 
old, and seventy-two (72) hour turnaround or better on requests for access to 
information in machine readable form that is between six (6) and ten (10) years old.   
 

2.23.2.4.4 If an audit or administrative, civil or criminal investigation or prosecution is in 
progress or audit findings or administrative, civil or criminal investigations or 
prosecutions are unresolved, information shall be kept in electronic form until all 
tasks or proceedings are completed. 
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2.23.2.5 Information Ownership 
 

All information, whether data or documents, and reports that contain or make 
references to said information, involving or arising out of this Agreement is owned 
by TENNCARE. The CONTRACTOR is expressly prohibited from sharing or 
publishing TENNCARE information and reports without the prior written consent of 
TENNCARE.  

 
2.23.3 System and Data Integration Requirements 

 
2.23.3.1 Adherence to Standards for Data Exchange  

 
2.23.3.1.1 The CONTRACTOR’s Systems shall be able to transmit, receive and process data in 

HIPAA-compliant or TENNCARE-specific formats and methods, including but not 
limited to secure File Transfer Protocol (FTP) over a secure connection such as a 
VPN, that are in use at the start of Systems readiness review activities. These formats 
are detailed in the HIPAA Implementation and TennCare Companion guides. 

 
2.23.3.1.2 The CONTRACTOR’s Systems shall conform to future federal and/or TENNCARE 

specific standards for data exchange within one-hundred twenty (120) calendar days 
of the standard’s effective date or, if earlier, the date stipulated by CMS or 
TENNCARE. The CONTRACTOR shall partner with TENNCARE in the 
management of current and future data exchange formats and methods and in the 
development and implementation planning of future data exchange methods not 
specific to HIPAA or other federal effort. Furthermore, the CONTRACTOR shall 
conform to these standards as stipulated in the plan to implement such standards. 

 
2.23.3.2 HIPAA Compliance Checker 

 
All HIPAA-conforming exchanges of data between TENNCARE and the 
CONTRACTOR shall be subjected to the highest level of compliance as measured 
using an industry-standard HIPAA compliance checker application. 

 
2.23.3.3 TENNCARE/State Website/Portal Integration 

 
Where deemed that the CONTRACTOR’s Web presence will be incorporated to any 
degree to TENNCARE’s or the state’s web presence/portal, the CONTRACTOR 
shall conform to the applicable TENNCARE or state standards for website structure, 
coding and presentation.  

 
2.23.3.4 Connectivity to and Compatibility/Interoperability with TENNCARE Systems and IS 

Infrastructure  
 

2.23.3.4.1 The CONTRACTOR shall be responsible for establishing connectivity to 
TENNCARE’s/the state’s wide area data communications network, and the relevant 
information systems attached to this network, in accordance to all applicable 
TENNCARE and/or state policies, standards and guidelines. 
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2.23.3.4.2 All of the CONTRACTOR’s applications, operating software, middleware, and 
networking hardware and software shall be able to interoperate as needed with 
TENNCARE and/or state systems and shall conform to applicable standards and 
specifications set by TENNCARE and/or the state agency that owns the system.  

 
2.23.3.5 Data Exchange in Support of TENNCARE’s Program Integrity and Compliance 

Functions 
 

The CONTRACTOR’s System(s) shall be capable of generating files in the 
prescribed formats for upload into TENNCARE Systems used specifically for 
program integrity and compliance purposes. 

 
2.23.3.6 Address Standardization 

 
The CONTRACTOR’s System(s) shall possess mailing address standardization 
functionality in accordance with US Postal Service conventions. 

 
2.23.4 Encounter Data Provision Requirements (Encounter Submission and Processing) 
 

2.23.4.1 Adherence to HIPAA Standards 
 

The CONTRACTOR’s Systems are required to conform to HIPAA-standard 
transaction code sets as specified in the HIPAA Implementation and TennCare 
Companion guides.  
 

2.23.4.2 Quality of Submission 
 
2.23.4.2.1 The CONTRACTOR shall submit encounter data that meets established 

TENNCARE data quality standards. These standards are defined by TENNCARE to 
ensure receipt of complete and accurate data for program administration and will be 
closely monitored and strictly enforced. TENNCARE will revise and amend these 
standards as necessary to ensure continuous quality improvement. The 
CONTRACTOR shall make changes or corrections to any systems, processes or data 
transmission formats as needed to comply with TENNCARE data quality standards 
as originally defined or subsequently amended. The CONTRACTOR shall comply 
with industry-accepted clean claim standards for all encounter data, including 
submission of complete and accurate data for all fields required on standard billing 
forms or electronic claim formats to support proper adjudication of a claim. In the 
event that the CONTRACTOR denies provider claims for reimbursement due to lack 
of sufficient or accurate data required for proper adjudication, the CONTRACTOR 
shall submit all available claim data to TENNCARE without alteration or omission. 
Where the CONTRACTOR has entered into capitated reimbursement arrangements 
with providers, the CONTRACTOR must require submission of all utilization or 
encounter data to the same standards of completeness and accuracy as required for 
proper adjudication of fee-for-service claims (see Section 2.12.7.31); the 
CONTRACTOR shall require this submission from providers as a condition of the 
capitation payment and shall make every effort to enforce this contract provision to 
ensure timely receipt of complete and accurate data. The CONTRACTOR shall be 
required to submit all data relevant to the adjudication and payment of claims in 
sufficient detail, as defined by TENNCARE, in order to support comprehensive 
financial reporting and utilization analysis. The CONTRACTOR must submit 
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encounter data according to standards and formats as defined by TENNCARE, 
complying with standard code sets and maintaining integrity with all reference data 
sources including provider and member data. All encounter data submissions will be 
subjected to systematic data quality edits and audits on submission to verify not only 
the data content but also the accuracy of claims processing. Any batch submission 
which contains fatal errors that prevent processing or that does not satisfy defined 
threshold error rates will be rejected and returned to the CONTRACTOR for 
immediate correction. Due to the need for timely data and to maintain integrity of 
processing sequence, the CONTRACTOR shall address any issues that prevent 
processing of an encounter batch in accordance with procedures specified in Section 
2.23.13.  

 
2.23.4.2.2 TENNCARE will reject or report individual claims or encounters failing certain 

edits, as deemed appropriate and necessary by TENNCARE to ensure accurate 
processing or encounter data quality, and will return these transactions to the 
CONTRACTOR for research and resolution. TENNCARE will require expeditious 
action on the part of the CONTRACTOR to resolve errors or problems associated 
with said claims or the adjudication thereof, including any necessary changes or 
corrections to any systems, processes or data transmission formats, in accordance 
with the procedure specified in Section 2.23.13. Generally the CONTRACTOR shall, 
unless otherwise directed by TENNCARE, address ninety percent (90%) of reported 
errors within thirty (30) calendar days and address ninety-nine percent (99%) of 
reported errors within sixty (60) calendar days. Such errors will be considered 
acceptably addressed when the CONTRACTOR has either confirmed and corrected 
the reported issue or disputed the reported issue with supporting information or 
documentation that substantiates the dispute. TENNCARE may require resubmission 
of the transaction with reference to the original in order to document resolution. 
Failure to promptly research and address reported errors, including submission of and 
compliance with an acceptable corrective action plan as required, may result in 
damages and sanctions as described in Section 2.23.13.  

 
2.23.4.3 Provision of Encounter Data 

 
2.23.4.3.1 Within forty-eight (48) hours of the end of a payment cycle the CONTRACTOR 

shall generate encounter data files for that payment cycle from its claims 
management system(s) and/or other sources.  

 
2.23.4.3.2 Any encounter data from a subcontractor shall be included in the file from the 

CONTRACTOR. The CONTRACTOR shall not submit separate encounter files 
from subcontractors.  

 
2.23.4.3.3 The files shall contain settled claims and claim adjustments, including but not limited 

to adjustments necessitated by payment errors, processed during that payment cycle, 
as well as encounters processed during that payment cycle from providers with whom 
the CONTRACTOR has a capitation arrangement.  

 
2.23.4.3.4 The level of detail associated with encounters from providers with whom the 

CONTRACTOR has a capitation arrangement shall be equivalent to the level of 
detail associated with encounters for which the CONTRACTOR received and settled 
a fee-for-service claim.  
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2.23.4.3.5 The CONTRACTOR shall adhere to federal and/or TENNCARE payment rules in 
the definition and treatment of certain data elements, e.g., units of service, that are 
standard fields in the encounter data submissions and will be treated similarly by 
TENNCARE across all MCOs.  

 
2.23.4.3.6 The CONTRACTOR shall provide encounter data files electronically to 

TENNCARE in adherence to the procedure and format indicated in the HIPAA 
Implementation and TennCare Companion guides.  

 
2.23.4.3.7 The CONTRACTOR shall institute processes to insure the validity and completeness 

of the data it submits to TENNCARE. At its discretion, TENNCARE will conduct 
general data validity and completeness audits using industry-accepted statistical 
sampling methods. Data elements that will be audited include but are not limited to: 
member ID, date of service, provider ID, category and sub category (if applicable) of 
service, diagnosis codes, procedure codes and modifiers, revenue codes, adherence to 
hard benefit limits, date of claim processing, and date of claim payment. Control 
totals shall also be reviewed and verified. Additionally, the CONTRACTOR shall 
reconcile all encounter data submitted to the State to control totals and to the 
CONTRACTOR’s Medical Loss Ratio reports and supply the reconciliation to 
TENNCARE with each of the Medical Loss Ratio report submissions as specified in 
Section 2.30.14.2.1. 

 
2.23.4.3.8 Encounter records shall be submitted such that payment for discrete services which 

may have been submitted in a single claim can be ascertained in accordance with the 
CONTRACTOR’s applicable reimbursement methodology for that service. 

 
2.23.4.3.9 The CONTRACTOR shall be able to receive, maintain and utilize data extracts from 

TENNCARE and its contractors, e.g., pharmacy data from TENNCARE or its PBM.  
 
2.23.5 Eligibility and Enrollment Data Exchange Requirements 
 

2.23.5.1 The CONTRACTOR shall receive, process and update enrollment files sent daily by 
TENNCARE. 

 
2.23.5.2 The CONTRACTOR shall update its eligibility/enrollment databases within twenty-

four (24) hours of receipt of said files.  
 

2.23.5.3 The CONTRACTOR shall transmit to TENNCARE, in the formats and methods 
specified in the HIPAA Implementation and TennCare Companion guides or as 
otherwise specified by TENNCARE: member address changes, telephone number 
changes, and PCP. 

 
2.23.5.4 The CONTRACTOR shall be capable of uniquely identifying a distinct TennCare 

member across multiple populations and Systems within its span of control. 
 
2.23.5.5 The CONTRACTOR shall be able to identify potential duplicate records for a single 

member and, upon confirmation of said duplicate record by TENNCARE, and 
resolve the duplication such that the enrollment, service utilization, and customer 
interaction histories of the duplicate records are linked or merged. 
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2.23.6 System and Information Security and Access Management Requirements  
 

2.23.6.1 The CONTRACTOR’s Systems shall employ an access management function that 
restricts access to varying hierarchical levels of system functionality and information. 
The access management function shall:  

 
2.23.6.1.1 Restrict access to information on a “least privilege” basis, e.g., users permitted 

inquiry privileges only will not be permitted to modify information;  
 

2.23.6.1.2 Restrict access to specific system functions and information based on an individual 
user profile, including inquiry only capabilities; global access to all functions will be 
restricted to specified staff jointly agreed to by TENNCARE and the 
CONTRACTOR; and 

 
2.23.6.1.3 Restrict unsuccessful attempts to access system functions to three (3), with a system 

function that automatically prevents further access attempts and records these 
occurrences. 

 
2.23.6.2 The CONTRACTOR shall make System information available to duly authorized 

representatives of TENNCARE and other state and federal agencies to evaluate, 
through inspections or other means, the quality, appropriateness and timeliness of 
services performed. 

 
2.23.6.3 The CONTRACTOR’s Systems shall contain controls to maintain information 

integrity. These controls shall be in place at all appropriate points of processing. The 
controls shall be tested in periodic and spot audits following a methodology to be 
developed jointly by and mutually agreed upon by the CONTRACTOR and 
TENNCARE. 

 
2.23.6.4 Audit trails shall be incorporated into all Systems to allow information on source data 

files and documents to be traced through the processing stages to the point where the 
information is finally recorded. The audit trails shall: 

 
2.23.6.4.1 Contain a unique log-on or terminal ID, the date, and time of any 

create/modify/delete action and, if applicable, the ID of the system job that effected 
the action; 

 
2.23.6.4.2 Have the date and identification “stamp” displayed on any on-line inquiry; 

 
2.23.6.4.3 Have the ability to trace data from the final place of recording back to its source data 

file and/or document;  
 

2.23.6.4.4 Be supported by listings, transaction reports, update reports, transaction logs, or error 
logs;  

 
2.23.6.4.5 Facilitate auditing of individual records as well as batch audits; and  

 
2.23.6.4.6 Be maintained online for no less than two (2) years; additional history shall be 

retained for no less than ten (10) years and shall be retrievable within 48 hours. 
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2.23.6.5 The CONTRACTOR’s Systems shall have inherent functionality that prevents the 
alteration of finalized records.  

 
2.23.6.6 The CONTRACTOR shall provide for the physical safeguarding of its data 

processing facilities and the systems and information housed therein. The 
CONTRACTOR shall provide TENNCARE with access to data facilities upon 
request. The physical security provisions shall be in effect for the life of this 
Agreement. 

 
2.23.6.7 The CONTRACTOR shall restrict perimeter access to equipment sites, processing 

areas, and storage areas through a card key or other comparable system, as well as 
provide accountability control to record access attempts, including attempts of 
unauthorized access.  

 
2.23.6.8 The CONTRACTOR shall include physical security features designed to safeguard 

processor site(s) through required provision of fire retardant capabilities, as well as 
smoke and electrical alarms, monitored by security personnel.  

 
2.23.6.9 The CONTRACTOR shall put in place procedures, measures and technical security 

to prohibit unauthorized access to the regions of the data communications network 
inside of a CONTRACTOR’s span of control. This includes but is not limited to: no 
provider or member service applications shall be directly accessible over the Internet 
and shall be appropriately isolated to ensure appropriate access.  

 
2.23.6.10 The CONTRACTOR shall ensure that remote access users of its Systems can only 

access said Systems through two-factor user authentication and via methods such as 
Virtual Private Network (VPN), which must be prior approved by TENNCARE.  

 
2.23.6.11 The CONTRACTOR shall comply with recognized industry standards governing 

security of state and federal automated data processing systems and information 
processing. At a minimum, the CONTRACTOR shall conduct a security risk 
assessment and communicate the results in an information security plan provided 
prior to the start date of operations. The risk assessment shall also be made available 
to appropriate federal agencies. 

 
2.23.7 Systems Availability, Performance and Problem Management Requirements 

 
2.23.7.1 The CONTRACTOR shall ensure that critical member and provider Internet and/or 

telephone-based functions and information, including but not limited to Confirmation 
of MCO Enrollment (CME), ECM, and self-service customer service functions are 
available to the applicable System users twenty-four (24) hours a day, seven (7) days 
a week, except during periods of scheduled System unavailability agreed upon by 
TENNCARE and the CONTRACTOR. Unavailability caused by events outside of a 
CONTRACTOR’s span of control is outside of the scope of this requirement.  

 
2.23.7.2 The CONTRACTOR shall ensure that at a minimum all other System functions and 

information are available to the applicable system users between the hours of 7 a.m. 
and 7 p.m. Central Time Monday through Friday.  
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2.23.7.3 The CONTRACTOR shall ensure that the systems and processes within its span of 
control associated with its data exchanges with TENNCARE are available and 
operational according to specifications and the data exchange schedule.  

 
2.23.7.4 In the event of a declared major failure or disaster, the CONTRACTOR’s core 

eligibility/enrollment and claims processing systems shall be back online within 
seventy-two (72) hours of the failure’s or disaster’s occurrence.  

 
2.23.7.5 Upon discovery of any problem within its span of control that may jeopardize or is 

jeopardizing the availability and performance of critical systems functions and the 
availability of critical information as defined in this Section of the Agreement, 
including any problems impacting scheduled exchanges of data between the 
CONTRACTOR and TENNCARE, the CONTRACTOR shall notify the applicable 
TennCare staff via phone, fax and/or electronic mail within sixty (60) minutes of 
such discovery. In its notification the CONTRACTOR shall explain in detail the 
impact to critical path processes such as enrollment management and encounter 
submission processes. 

 
2.23.7.6 Where the problem results in delays in report distribution or problems in on-line 

access to critical systems functions and information during a business day, the 
CONTRACTOR shall notify the applicable TENNCARE staff within fifteen (15) 
minutes of discovery of the problem, in order for the applicable work activities to be 
rescheduled or handled based on System unavailability protocols.  

 
2.23.7.7 The CONTRACTOR shall provide to appropriate TENNCARE staff information on 

System unavailability events, as well as status updates on problem resolution. At a 
minimum these updates shall be provided on an hourly basis and made available via 
electronic mail and/or telephone.  

 
2.23.7.8 The CONTRACTOR shall resolve unscheduled System unavailability of CME and 

ECM functions, caused by the failure of systems and telecommunications 
technologies within the CONTRACTOR’s span of control, and shall implement the 
restoration of services, within sixty (60) minutes of the official declaration of System 
unavailability. Unscheduled System unavailability to all other CONTRACTOR 
System functions caused by systems and telecommunications technologies within the  
CONTRACTOR’s span of control shall be resolved, and the restoration of services 
implemented, within eight (8) hours of the official declaration of System 
unavailability.  

 
2.23.7.9 Cumulative System unavailability caused by systems and/or IS infrastructure 

technologies within the CONTRACTOR’s span of control shall not exceed twelve 
(12) hours during any continuous twenty (20) business day period.  

 
2.23.7.10 The CONTRACTOR shall not be responsible for the availability and performance of 

systems and IS infrastructure technologies outside of the CONTRACTOR’s span of 
control.  

 
2.23.7.11 Within five (5) business days of the occurrence of a problem with system availability, 

the CONTRACTOR shall provide TENNCARE with full written documentation that 
includes a corrective action plan describing how the CONTRACTOR will prevent the 
problem from occurring again. 
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2.23.7.12 Business Continuity and Disaster Recovery (BC-DR) Plan  

 
2.23.7.12.1 Regardless of the architecture of its Systems, the CONTRACTOR shall develop and 

be continually ready to invoke a BC-DR plan that is reviewed and prior approved by 
TENNCARE.  

 
2.23.7.12.2 At a minimum the CONTRACTOR’s BC-DR plan shall address the following 

scenarios: (a) the central computer installation and resident software are destroyed or 
damaged, (b) System interruption or failure resulting from network, operating 
hardware, software, or operational errors that compromises the integrity of 
transactions that are active in a live system at the time of the outage, (c) System 
interruption or failure resulting from network, operating hardware, software or 
operational errors that compromises the integrity of data maintained in a live or 
archival system, and (d) System interruption or failure resulting from network, 
operating hardware, software or operational errors that does not compromise the 
integrity of transactions or data maintained in a live or archival system but does 
prevent access to the System, i.e., causes unscheduled System unavailability. 
 

2.23.7.12.3 The CONTRACTOR’s BC-DR plan shall specify projected recovery times and data 
loss for mission-critical Systems in the event of a declared disaster. 

 
2.23.7.12.4 The CONTRACTOR shall periodically, but no less than annually, test its BC-DR 

plan through simulated disasters and lower level failures in order to demonstrate to 
TENNCARE that it can restore System functions per the standards outlined 
elsewhere in this Section, Section 2.23 of the Agreement. 

 
2.23.7.12.5 The CONTRACTOR shall submit a baseline BC-DR plan to TENNCARE and 

communicate proposed modifications as required in Section 2.30.16.  
 
2.23.8 System User and Technical Support Requirements 

 
2.23.8.1 The CONTRACTOR shall provide Systems Help Desk (SHD) services to all 

TENNCARE staff and the other agencies that may have direct access to 
CONTRACTOR systems. 

 
2.23.8.2 The CONTRACTOR’s SHD shall be available via local and toll-free telephone 

service and via e-mail from 7 a.m. to 7 p.m. Central Time Monday through Friday, 
with the exception of State of Tennessee holidays. Upon TENNCARE request, the 
CONTRACTOR shall staff the SHD on a state holiday, Saturday, or Sunday. 

 
2.23.8.3 The CONTRACTOR’s SHD staff shall answer user questions regarding 

CONTRACTOR System functions and capabilities; report recurring programmatic 
and operational problems to appropriate CONTRACTOR or TENNCARE staff for 
follow-up; redirect problems or queries that are not supported by the SHD, as 
appropriate, via a telephone transfer or other agreed upon methodology; and redirect 
problems or queries specific to data access authorization to the appropriate 
TENNCARE login account administrator. 

 



 

153 of 327 

2.23.8.4 The CONTRACTOR shall ensure individuals who place calls to the SHD between 
the hours of 7 p.m. and 7 a.m. Central Time shall be able to leave a message. The 
CONTRACTOR’s SHD shall respond to messages by noon the following business 
day.  

 
2.23.8.5 The CONTRACTOR shall ensure recurring problems not specific to System 

unavailability identified by the SHD shall be documented and reported to 
CONTRACTOR management within one (1) business day of recognition so that 
deficiencies are promptly corrected.  

 
2.23.8.6 The CONTRACTOR shall have an IS service management system that provides an 

automated method to record, track and report on all questions and/or problems 
reported to the SHD. 

 
2.23.9 System Testing and Change Management Requirements 

 
2.23.9.1 The CONTRACTOR shall notify the applicable TENNCARE staff person of the 

following changes to Systems within its span of control within at least ninety (90) 
calendar days of the projected date of the change.  

 
2.23.9.1.1 Major changes, upgrades, modifications or updates to application or operating 

software associated with the following core production Systems: claims processing, 
eligibility and enrollment processing, service authorization management, provider 
enrollment and data management, and encounter data management; and 

 
2.23.9.1.2 Conversions of core transaction management Systems.  

 
2.23.9.2 If so directed by TENNCARE, the CONTRACTOR shall discuss the proposed 

change in the Systems work group. 
 

2.23.9.3 The CONTRACTOR shall respond to TENNCARE notification of System problems 
not resulting in System unavailability according to the following time frames:  

 
2.23.9.3.1 Within five (5) calendar days of receiving notification from TENNCARE the 

CONTRACTOR shall respond in writing to notices of system problems.  
 

2.23.9.3.2 Within fifteen (15) calendar days, the correction shall be made or a requirements 
analysis and specifications document will be due.  

 
2.23.9.3.3 The CONTRACTOR shall correct the deficiency by an effective date to be 

determined by TENNCARE.  
 

2.23.9.3.4 The CONTRACTOR’s Systems shall have a system-inherent mechanism for 
recording any change to a software module or subsystem.  

 
2.23.9.3.5 The CONTRACTOR shall put in place procedures and measures for safeguarding 

against unauthorized modifications to CONTRACTOR Systems.  
 



 

154 of 327 

2.23.9.4 Valid Window for Certain System Changes 
 

Unless otherwise agreed to in advance by TENNCARE as part of the activities 
described in this Section 2.23.9, the CONTRACTOR shall not schedule System 
unavailability to perform System maintenance, repair and/or upgrade activities to 
take place during hours that can compromise or prevent critical business operations.  

 
2.23.9.5 Testing 

 
2.23.9.5.1 The CONTRACTOR shall work with TENNCARE pertaining to any testing 

initiative as required by TENNCARE.  
 

2.23.9.5.2 The CONTRACTOR shall provide sufficient system access to allow testing by 
TENNCARE of the CONTRACTOR’s systems during readiness review (see Section 
2.1.2) and as required during the term of the Agreement.  

 
2.23.10 Information Systems Documentation Requirements  
 

2.23.10.1 The CONTRACTOR shall ensure that written System process and procedure 
manuals document and describe all manual and automated system procedures for its 
information management processes and information systems.  

 
2.23.10.2 The CONTRACTOR shall develop, prepare, print, maintain, produce, and distribute 

to TENNCARE distinct System design and management manuals, user manuals and 
quick/reference guides, and any updates. 

 
2.23.10.3 The CONTRACTOR’s System user manuals shall contain information about, and 

instructions for, using applicable System functions and accessing applicable system 
data.  

 
2.23.10.4 When a System change is subject to TENNCARE prior approval, the 

CONTRACTOR shall submit revisions to the appropriate manuals for prior approval 
before implementing said System changes.  

 
2.23.10.5 All of the aforementioned manuals and reference guides shall be available in printed 

form and/or on-line. If so prescribed, the manuals will be published in accordance to 
the appropriate TENNCARE and/or TENNCARE standard.  

 
2.23.10.6 The CONTRACTOR shall update the electronic version of these manuals 

immediately; updates to the printed version of these manuals shall occur within ten 
(10) business days of the update taking effect. 

 
2.23.11 Reporting Requirements (Specific to Information Management and Systems Functions and 

Capabilities) 
 

2.23.11.1 The CONTRACTOR shall comply with all reporting requirements as described in 
Section 2.30.16 of this Agreement. 

 
2.23.11.2 The CONTRACTOR shall provide systems-based capabilities for access by 

authorized TENNCARE personnel, on a secure and read-only basis, to data that can 
be used in ad hoc reports. 
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2.23.12 Other Requirements 
 

2.23.12.1 Statewide Data Warehouse Requirements 
 

The CONTRACTOR shall participate in a statewide effort to tie all hospitals, 
physicians, and other providers’ information into a data warehouse that shall include, 
but will not be limited to, claims information, formulary information, medically 
necessary service information, cost sharing information and a listing of providers by 
specialty for each MCO. 

 
2.23.12.2 Community Health Record for TennCare Enrollees (Electronic Medical Record)  

 
2.23.12.2.1 At such time that TENNCARE requires, the CONTRACTOR shall participate and 

cooperate with TennCare to implement, within a reasonable time frame, a secure, 
Web-accessible community health record for TennCare enrollees. 

 
2.23.12.2.2 The design of the Web site for accessing the community health record and the record 

format and design shall comply with HIPAA, other federal and all state privacy and 
confidentiality regulations.  

 
2.23.12.2.3 The CONTRACTOR shall provide a Web-based access vehicle for contract providers 

to the System described in Section 2.23.12.2.1, and shall work with said providers to 
encourage adoption of this System. 

 
2.23.13 Corrective Actions, Liquidated Damages and Sanctions Related to Information Systems 
 

2.23.13.1 Within five (5) business days of receipt of notice from TENNCARE of the 
occurrence of a problem with the provision and/or intake of an encounter or 
enrollment file, the CONTRACTOR shall provide TENNCARE with full written 
documentation that includes acknowledgement of receipt of the notice, a corrective 
action plan describing how the CONTRACTOR has addressed or will address the 
immediate problem and how the CONTRACTOR shall prevent the problem from 
recurring. In the event that the CONTRACTOR fails to correct errors which prevent 
processing of encounter or enrollment data in a timely manner as required by 
TENNCARE, fails to submit a corrective action plan as requested or required, or fails 
to comply with an accepted corrective action plan, TENNCARE may assess 
liquidated damages as specified in Section 4.20.2. Continued or repeated failure to 
submit clean encounter data may result in the application of additional damages or 
sanctions, including possible forfeiture of the withhold (see Section 3.9), or be 
considered a breach of the Agreement. 

 
2.23.13.2 Individual records submitted by the CONTRACTOR may be rejected; these records, 

once errors therein have been corrected, shall be resubmitted by the CONTRACTOR 
as stipulated by TENNCARE. In the event that the CONTRACTOR is unable to 
research or address reported errors in a timely manner as required by TENNCARE, 
the CONTRACTOR shall submit to TENNCARE a corrective action plan describing 
how the CONTRACTOR will research and address the errors and how the 
CONTRACTOR shall prevent the problem from recurring within five (5) business 
days of receipt of notice from TENNCARE that individual records submitted by the 
CONTRACTOR have been rejected. In the event that the CONTRACTOR fails to 
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address or resolve problems with individual records in a timely manner as required 
by TENNCARE, which shall include failure to submit a corrective action plan as 
requested or required, or failure to comply with an accepted corrective action plan, 
TENNCARE may assess liquidated damages as specified in Section 4.20.2. 
Continued or repeated failure to address reported errors may result in additional 
damages or sanctions including possible forfeiture of the withhold (see Section 3.9) 
or be considered a breach of the Agreement. 

 
2.23.13.3 In the event that the CONTRACTOR fails to demonstrate in the tests of its BC-DR 

plan that it can restore system functions per the standards outlined in this Agreement, 
the CONTRACTOR shall submit to TENNCARE a corrective action plan that 
describes how the failure will be resolved. The corrective action plan shall be 
delivered within five (5) business days of the conclusion of the test. 

  
2.24 ADMINISTRATIVE REQUIREMENTS 
 
2.24.1 General Responsibilities  
 

2.24.1.1 TENNCARE shall be responsible for management of this Agreement. Management 
shall be conducted in good faith with the best interest of the State and the citizens it 
serves being the prime consideration. Management of TennCare shall be conducted 
in a manner consistent with simplicity of administration and the best interests of 
enrollees, as required by 42 USC 1396a(a)(19). 

 
2.24.1.2 The CONTRACTOR shall be responsible for complying with the requirements of 

this Agreement and shall act in good faith in the performance of the requirements of 
this Agreement.  

 
2.24.1.3 The CONTRACTOR shall develop policies and procedures that describe how the 

CONTRACTOR will comply with the requirements of this Agreement, and the 
CONTRACTOR shall administer this Agreement in accordance with those policies 
and procedures unless otherwise directed or approved by TENNCARE. 

 
2.24.1.4 The CONTRACTOR shall submit policies and procedures and other deliverables 

specified by TENNCARE to TENNCARE for review and/or approval in the format 
and within the time frames specified by TENNCARE. The CONTRACTOR shall 
make any changes requested by TENNCARE to policies and procedures or other 
deliverables and in the time frames specified by TENNCARE. 

 
2.24.1.5 As provided in Section 4.10 of this Agreement, should the CONTRACTOR have a 

question on policy determinations, benefits, or operating guidelines required for 
proper performance of the CONTRACTOR’s responsibilities, the CONTRACTOR 
shall request a determination from TENNCARE in writing. 

 
2.24.2 Behavioral Health Advisory Committee  
 

The CONTRACTOR shall establish a behavioral health advisory committee that is accountable to 
the CONTRACTOR’s governing body to provide input and advice regarding all aspects of the 
provision of behavioral health services according to the following requirements: 
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2.24.2.1 The CONTRACTOR’s behavioral health advisory committee must be comprised of 
at least fifty-one percent (51%) consumer and family representatives, of which the 
majority must include families of adults with serious and/or persistent mental illness 
(SPMI) and families of children with serious emotional disturbance (SED); 

 
2.24.2.2 There must be geographic diversity; 

 
2.24.2.3 There must be cultural and racial diversity; 

 
2.24.2.4 There must be representation by providers and consumers (or family members of 

consumers) of substance abuse services; 
 

2.24.2.5 At a minimum, the CONTRACTOR’s behavioral health advisory committee must 
have input into policy development, planning for services, service evaluation, and 
member, family member and provider education; 

 
2.24.2.6 Meetings must be held at least quarterly; 

 
2.24.2.7 Travel costs must be paid by the CONTRACTOR; 

 
2.24.2.8 The CONTRACTOR shall report on the activities of the CONTRACTOR’s 

behavioral health advisory committee as required in Section 2.30.17; and 
 

2.24.2.9 The CONTRACTOR, as membership changes, must submit current membership lists 
to the State. 

 
2.24.3 Performance Standards 
 

The CONTRACTOR agrees TENNCARE may assess liquidated damages for failure to meet the 
performance standards specified in Attachment VII.  

 
2.24.4 Medical Records Requirements  
 

2.24.4.1 The CONTRACTOR shall maintain, and shall require contract providers and 
subcontractors to maintain, medical records in a manner that is current, detailed and 
organized, and which permits effective and confidential patient care and quality 
review, administrative, civil and/or criminal investigations and/or prosecutions.  

 
2.24.4.2 The CONTRACTOR shall have medical record keeping policies and practices which 

are consistent with 42 CFR  Part 456 and current NCQA standards for medical record 
documentation. The CONTRACTOR shall distribute these policies to practice sites. 
At a minimum, the policies and procedures shall address: 

 
2.24.4.2.1 Confidentiality of medical records; 

 
2.24.4.2.2 Medical record documentation standards; and 

 
2.24.4.2.3 The medical record keeping system and standards for the availability of medical 

records. At a minimum the following shall apply:  
 



 

158 of 327 

2.24.4.2.3.1 Medical records shall be maintained or available at the site where covered 
services are rendered;  

 
2.24.4.2.3.2 Enrollees (for purposes of behavioral health records, enrollee includes an 

individual who is age sixteen (16) or over) and their legally appointed 
representatives shall be given access to the enrollees’ medical records, to the 
extent and in the manner provided by TCA 63-2-101, 63-2-102 and 33-3-104 et 
seq., and, subject to reasonable charges, (except as provided in Section 
2.24.4.2.3.3. below) be given copies thereof upon request; 

 
2.24.4.2.3.3 Provisions for ensuring that, in the event a patient-provider relationship with a 

TennCare primary care provider ends and the enrollee requests that medical 
records be sent to a second TennCare provider who will be the enrollee’s primary 
care provider, the first provider does not charge the enrollee or the second 
provider for providing the medical records; and 

 
2.24.4.2.3.4 Performance goals to assess the quality of medical record keeping. 

 
2.24.4.2.4 The CONTRACTOR shall maintain and require contract behavioral health providers 

to maintain medical records in conformity with TCA 33-3-101 et seq. for persons 
with serious emotional disturbance or mental illness.  

 
2.24.4.2.5 The CONTRACTOR shall maintain and require contract behavioral health providers 

to maintain medical records of persons whose confidentiality is protected by 42 CFR 
Part 2 in conformity with that rule or TCA 33-3-103, whichever is more stringent.  

 
2.25 MONITORING 
 
2.25.1 General  
 

2.25.1.1 TENNCARE, in its daily activities, shall monitor the CONTRACTOR for 
compliance with the provisions of this Agreement.  

 
2.25.1.2 TENNCARE, CMS, or their representatives shall at least annually monitor the 

operation of the CONTRACTOR for compliance with the provisions of this 
Agreement and applicable federal and state laws and regulations. Monitoring 
activities shall include, but not be limited to, inspection of the CONTRACTOR’s 
facilities, auditing and/or review of all records developed under this Agreement 
including periodic medical audits, appeals, enrollments, disenrollments, termination 
of providers, utilization and financial records, reviewing management systems and 
procedures developed under this Agreement and review of any other areas or 
materials relevant to or pertaining to this Agreement. TENNCARE will emphasize 
case record validation because of the importance of having accurate service 
utilization data for program management, utilization review and evaluation purposes.  

 
2.25.1.3 TENNCARE shall prepare a report of its findings and recommendations and require 

the CONTRACTOR to develop corrective action plans as appropriate. 
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2.25.2 Facility Inspection 
 

TENNCARE, CMS, or their representatives may conduct on-site inspections of all health 
facilities and service delivery sites to be utilized by the CONTRACTOR in fulfilling the 
obligations under this Agreement. Inspections may be made at anytime during the Agreement 
period and without prior notice. 

 
2.25.3 Inspection of Work Performed  
 

TENNCARE, CMS, or their representatives shall, at all reasonable times, have the right to enter 
into the CONTRACTOR’s premises, or such other places where duties of this Agreement are 
being performed, to inspect, monitor, or otherwise evaluate including periodic audits of the work 
being performed. The CONTRACTOR and all other subcontractors or providers must supply 
reasonable access to all facilities and assistance for TENNCARE’s representatives. All 
inspections and evaluations shall be performed in such a manner as to minimize disruption of 
normal business. 

 
2.25.4 Approval Process  
 

2.25.4.1 As specified by TENNCARE, TENNCARE must approve various deliverables/items 
before they can be implemented by the CONTRACTOR.  

 
2.25.4.2 At any time that approval of TENNCARE is required in this Agreement, such 

approval shall not be considered granted unless TENNCARE issues its approval in 
writing.  

 
2.25.4.3 The CONTRACTOR and TENNCARE shall agree to the appropriate deliverables 

(see Attachment VIII), deliverable instructions, submission and approval time 
frames, and technical assistance as required. 

 
2.25.4.4 Should TENNCARE not respond to a submission of a deliverable in the amount of 

time agreed to by TENNCARE and the CONTRACTOR, the CONTRACTOR shall 
not be penalized with either liquidated damages or a withhold as a result of 
implementing the item awaiting approval. However, failure by TENNCARE to assess 
liquidated damages or withholds shall not preclude TENNCARE from requiring the 
CONTRACTOR to rescind or modify the item if it is determined by TENNCARE to 
be in the best interest of the TennCare program. 

 
2.25.5 Availability of Records  
 

2.25.5.1 The CONTRACTOR shall ensure within its own organization and pursuant to any 
agreement the CONTRACTOR may have with any other providers of service, 
including, but not limited to providers, subcontractors or any person or entity 
receiving monies directly or indirectly by or through TennCare, that TENNCARE 
representatives and authorized federal, state and Comptroller of the Treasury 
personnel, including, but not limited to TENNCARE, the Office of the Inspector 
General (OIG), the Medicaid Fraud Control Unit (MFCU), the Department of Health 
and Human Services, Office of Inspector General (DHHS OIG) and the Department 
of Justice (DOJ), and any other duly authorized state or federal agency shall have 
immediate and complete access to all records pertaining to services provided to 
TennCare enrollees. 
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2.25.5.2 The CONTRACTOR and its subcontractors and any providers of service, including, 

but not limited to providers or any person or entity receiving monies directly or 
indirectly by or through TennCare shall make all records (including but not limited 
to, financial and medical records) available at the CONTRACTOR’s, provider’s, 
and/or the subcontractor’s expense for administrative, civil and/or criminal review, 
audit, or evaluation, inspection, investigation and/or prosecution by authorized 
federal, state, and Comptroller of Treasury personnel, including representatives from 
the OIG, the MFCU, DOJ and the DHHS OIG, TENNCARE or any duly authorized 
state or federal agency. Access will be either through on-site review of records or 
through the mail at the government agency’s discretion and during normal business 
hours, unless there are exigent circumstances, in which case access will be at any 
time. The CONTRACTOR shall send all records to be sent by mail to TENNCARE 
within twenty (20) business days of request unless otherwise specified by 
TENNCARE or TennCare rules and regulations. Requested records shall be provided 
at no expense to TENNCARE, authorized federal, state, and Comptroller of Treasury 
personnel, including representatives from the OIG, the MFCU, DOJ and the DHHS 
OIG, or any duly authorized state or federal agency. Records related to appeals shall 
be forwarded within the time frames specified in the appeal process portion of this 
Agreement. Such requests made by TENNCARE shall not be unreasonable. 

 
2.25.5.3 The CONTRACTOR and any of its subcontractors, providers or any entity or person 

directly or indirectly receiving monies originating from TennCare, shall make all 
records, including, but not limited to, financial, administrative and medical records 
available to any duly authorized government agency, including but not limited to 
TENNCARE, OIG, MFCU, DHHS OIG and DOJ, upon any authorized government 
agency’s request. Any authorized government agency, including but not limited to 
OIG, MFCU, DHHS OIG and DOJ, may use these records to carry out their 
authorized duties, reviews, audits, administrative, civil and/or criminal investigations 
and/or prosecutions. 

 
2.25.5.4 The CONTRACTOR, any CONTRACTOR’s management company and any 

CONTRACTOR’s claims processing subcontractor shall cooperate with the State, or 
any of the State’s contractors and agents, including, but not limited to TENNCARE, 
OIG, MFCU, DOJ and the DHHS OIG, and the Office of the Comptroller, and any 
duly authorized governmental agency, during the course of any claims processing, 
financial or operational examinations or during any administrative, civil or criminal 
investigation, hearing or prosecution. This cooperation shall include, but shall not be 
limited to the following: 

 
2.25.5.4.1 Providing full cooperation and direct and unrestricted access to facilities, 

information, and staff, including facilities, information and staff of any management 
company or subcontractor, to the State or any of the State’s contractors and agents, 
which includes, but is not limited to TENNCARE, OIG, MFCU, DOJ and the DHHS 
OIG, and the Office of the Comptroller and any duly authorized governmental 
agency, including federal agencies; and 

 
2.25.5.4.2 Maintaining full cooperation and open authority for claims processing systems access 

and mailroom visits by TDCI or designated representatives or any authorized entity 
of the state or federal government, and to cooperate fully with detail claims testing 
for claims processing system compliance. 
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2.25.5.5 The CONTRACTOR shall cooperate fully with audits the State may conduct of 

medical management to include clinical processes and outcomes, internal audits, 
provider networks, and any other aspect of the program the State deems appropriate. 
The State may select any qualified person or organization to conduct the audits. 

 
2.25.6 Audit Requirements  
 

The CONTRACTOR and its providers, subcontractors and other entities receiving monies 
originating by or through TennCare shall maintain books, records, documents, and other evidence 
pertaining to services rendered, equipment, staff, financial records, medical records, and the 
administrative costs and expenses incurred pursuant to this Agreement as well as medical 
information relating to the individual enrollees as required for the purposes of audit, or 
administrative, civil and/or criminal investigations and/or prosecution or for the purposes of 
complying with the requirements set forth in Section 2.20 of this Agreement. Records other than 
medical records may be kept in an original paper state or preserved on micromedia or electronic 
format. Medical records shall be maintained in their original form or may be converted to 
electronic format as long as the records are readable and/or legible. These records, books, 
documents, etc., shall be available for any authorized federal, state, including, but not limited to 
TENNCARE, OIG, MFCU, DOJ and the DHHS OIG, and Comptroller personnel during the 
Agreement period and five (5) years thereafter, unless an audit, administrative, civil or criminal 
investigation or prosecution is in progress or audit findings or administrative, civil or criminal 
investigations or prosecutions are yet unresolved in which case records shall be kept until all 
tasks or proceedings are completed. During the Agreement period, these records shall be 
available at the CONTRACTOR’s chosen location in Tennessee subject to the approval of 
TENNCARE. If the records need to be sent to TENNCARE, the CONTRACTOR shall bear the 
expense of delivery. Prior approval of the disposition of CONTRACTOR, subcontractor or 
provider records must be requested and approved by TENNCARE.  

 
2.25.7 Independent Review of the CONTRACTOR  
 

2.25.7.1 The CONTRACTOR shall cooperate fully with TENNCARE’s External Quality 
Review Organization (EQRO) which will conduct a periodic and/or an annual 
independent review of the CONTRACTOR. 

 
2.25.7.2 The CONTRACTOR shall cooperate fully with any evaluation of the TennCare 

program conducted by CMS. 
 
2.25.8 Accessibility for Monitoring  
 

For purposes of monitoring under this Agreement, the CONTRACTOR shall make available to 
TENNCARE or its representative and other authorized state and federal personnel, all records, 
books, documents, and other evidence pertaining to this Agreement, as well as appropriate 
administrative and/or management personnel who administer the MCO. The monitoring shall 
occur periodically during the Agreement period and may include announced or unannounced 
visits, or both. 
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2.25.9 Corrective Action Requirements  
 

2.25.9.1 If TENNCARE determines that the CONTRACTOR is not in compliance with one or 
more requirements of this Agreement, TENNCARE will issue a notice of deficiency 
identifying the deficiency(ies), follow-up recommendations/requirements (e.g., a 
request for a corrective action plan), and time frames for follow-up. 

 
2.25.9.2 Upon receipt of a notice of deficiency(ies) from TENNCARE, the CONTRACTOR 

shall comply with all recommendations/requirements made in writing by 
TENNCARE within the time frames specified by TENNCARE.  

 
2.25.9.3 The CONTRACTOR shall be responsible for ensuring corrective action when a 

subcontractor or provider is not in compliance with the Agreement.  
 
2.26 SUBCONTRACTS  
 
2.26.1 Subcontract Relationships and Delegation  
 

If the CONTRACTOR delegates responsibilities to a subcontractor, the CONTRACTOR shall 
ensure that the subcontracting relationship and subcontracting document(s) comply with federal 
requirements, including, but not limited to, compliance with the applicable provisions of 42 CFR 
438.230(b) and 42 CFR 434.6 as described below: 

 
2.26.1.1 The CONTRACTOR shall evaluate the prospective subcontractor’s ability to perform 

the activities to be delegated; 
 

2.26.1.2 The CONTRACTOR shall require that the agreement be in writing and specify the 
activities and report responsibilities delegated to the subcontractor and provide for 
revoking delegation or imposing other sanctions if the subcontractor’s performance is 
inadequate; 

 
2.26.1.3 The CONTRACTOR shall monitor the subcontractor’s performance on an ongoing 

basis and subject it to formal review, on at least an annual basis, consistent with 
NCQA standards and state MCO laws and regulations; 

 
2.26.1.4 The CONTRACTOR shall identify deficiencies or areas for improvement, and the 

CONTRACTOR and the subcontractor shall take corrective action as necessary; and 
 

2.26.1.5 If the subcontract is for purposes of providing or securing the provision of covered 
services to enrollees, the CONTRACTOR shall ensure that all requirements 
described in Section 2.12 of this Agreement are included in the subcontract and/or a 
separate provider agreement executed by the appropriate parties. 

 
2.26.2 Legal Responsibility  
 

The CONTRACTOR shall be responsible for the administration and management of all aspects of 
this Agreement and the MCO covered thereunder including all subcontracts/subcontractors. The 
CONTRACTOR shall ensure that the subcontractor shall not enter into any subsequent 
agreements or subcontracts for any of the work contemplated under the subcontractor for 
purposes of this Agreement without prior written approval of the CONTRACTOR. No 
subcontract, provider agreement or other delegation of responsibility terminates or reduces the 
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legal responsibility of the CONTRACTOR to TENNCARE to ensure that all activities under this 
Agreement are carried out in compliance with the Agreement.  

 
2.26.3 Prior Approval 
 

All subcontracts, as defined in Section 1 of this Agreement, and revisions thereto shall be 
approved in advance in writing by TENNCARE. The CONTRACTOR shall revise subcontracts 
as directed by TENNCARE. Approval of subcontracts shall not be considered granted unless 
TENNCARE issues its approval in writing. Once a subcontract has been executed by all of the 
participating parties, a copy of the fully executed subcontract shall be sent to TENNCARE within 
thirty (30) calendar days of execution. This written prior approval requirement does not relieve 
the CONTRACTOR of any responsibilities to submit all proposed material modifications of the 
CONTRACTOR’s MCO operations to TDCI for prior review and approval as required by Title 
56, Chapter 32, Part 2.  

 
2.26.4 Subcontracts for Behavioral Health Services 
 

If the CONTRACTOR subcontracts for the provision of behavioral health services, the 
CONTRACTOR shall comply with the requirements in Section 2.9.5.2 regarding coordination of 
physical health and behavioral health services. 

 
2.26.5 Standards  
 

The CONTRACTOR shall require and ensure that the subcontractor complies with all applicable 
requirements in this Agreement. This includes, but is not limited to, Sections 2.19, 2.21.6, 2.25.5, 
2.25.6, 2.25.8, 2.25.9, 4.3, 4.19, 4.31, and 4.32 of this Agreement. 

 
2.26.6 Quality of Care  
 

If the subcontract is for the purpose of securing the provision of covered services, the subcontract 
must specify that the subcontractor adhere to the quality requirements the CONTRACTOR is 
held to.  

 
2.26.7 Interpretation/Translation Services and Limited English Proficiency (LEP) Provisions  
 

The CONTRACTOR shall provide instruction for all direct service subcontractors regarding the 
CONTRACTOR’s written procedure for the provision of language interpretation and translation 
services for any member who needs such services, including but not limited to, enrollees with 
Limited English Proficiency. 

 
2.26.8 Children in State Custody  
 

The CONTRACTOR must include in its subcontracts a provision stating that subcontractors are 
not permitted to encourage or suggest, in any way, that TennCare children be placed into state 
custody in order to receive medical or behavioral health services covered by TENNCARE. 

 
2.26.9 Assignability  
 

Transportation and claims processing subcontracts must include language requiring that the 
subcontract agreement shall be assignable from the CONTRACTOR to the State, or its designee: 
i) at the State’s discretion upon written notice to the CONTRACTOR and the affected 
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subcontractor; or ii) upon CONTRACTOR’s request and written approval by the State. Further, 
the subcontract agreement must include language by which the subcontractor agrees to be bound 
by any such assignment, and that the State, or its designee, shall not be responsible for past 
obligations of the CONTRACTOR.  

 
2.26.10 Claims Processing  
 

2.26.10.1 All claims for services furnished to a TennCare enrollee filed with a CONTRACTOR 
must be processed by either the CONTRACTOR or by one (1) subcontractor retained 
by the organization for the purpose of processing claims. However, another entity can 
process claims related to behavioral health vision, lab or transportation if that entity 
has been retained by the CONTRACTOR to arrange and provide for the delivery of 
said services. However, all claims processed by any subcontractor shall be 
maintained and submitted by the CONTRACTOR. 

 
2.26.10.2 As required in Section 2.30.18 of this Agreement, where the CONTRACTOR has 

subcontracted claims processing for TennCare claims, the CONTRACTOR shall 
provide to TENNCARE a Type II examination based on the Statement on Auditing 
Standards (SAS) No. 70, Service Organizations. 

 
2.26.11 HIPAA Requirements  
 

The CONTRACTOR shall require all its subcontractors to adhere to HIPAA requirements. 
 
2.26.12 Compensation for Utilization Management Activities  
 

Should the CONTRACTOR have a subcontract arrangement for utilization management 
activities, the CONTRACTOR shall ensure, consistent with 42 CFR 438.210(e) that 
compensation to individuals or entities that conduct utilization management activities is not 
structured so as to provide incentives for the individual or entity to deny, limit, or discontinue 
medically necessary services to any enrollee, as provided by the Balanced Budget Act of 1997 
and the provisions of 42 CFR 438.210(e). 

 
2.26.13 Notice of Subcontractor Termination  
 

2.26.13.1 When a subcontract that relates to the provision of services to enrollees or claims 
processing services is being terminated, the CONTRACTOR shall give at least thirty 
(30) calendar days prior written notice of the termination to TENNCARE and TDCI.  

 
2.26.13.2 TENNCARE reserves the right to require this notice requirement and procedures for 

other subcontracts if determined necessary upon review of the subcontract for 
approval.  

 
2.27 COMPLIANCE WITH HEALTH INSURANCE PORTABILITY AND 

ACCOUNTABILITY ACT (HIPAA)  
 
2.27.1 As a party to this Agreement, the CONTRACTOR hereby acknowledges its designation as a 

covered entity under the HIPAA regulations and agrees to comply with all applicable HIPAA 
regulations. 

 
2.27.2 In accordance with HIPAA regulations, the CONTRACTOR shall, at a minimum: 
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2.27.2.1 Comply with requirements of the Health Insurance Portability and Accountability 

Act of 1996, including but not limited to the transactions and code set, privacy, 
security, and identifier regulations, by their designated compliance dates. Compliance 
includes meeting all required transaction formats and code sets with the specified 
data partner situations required under the regulations; 

 
2.27.2.2 Transmit/receive from/to its providers, subcontractors, clearinghouses and 

TENNCARE all transactions and code sets required by the HIPAA regulations in the 
appropriate standard formats as specified under the law and as directed by 
TENNCARE so long as TENNCARE direction does not conflict with the law; 

 
2.27.2.3 Agree that if it is not in compliance with all applicable standards defined within the 

transactions and code sets, privacy, security and all subsequent HIPAA standards, 
that it will be in breach of this Agreement and will then take all reasonable steps to 
cure the breach or end the violation as applicable. Since inability to meet the 
transactions and code sets requirements, as well as the privacy and security 
requirements can bring basic business practices between TENNCARE and the 
CONTRACTOR and between the CONTRACTOR and its providers and/or  
subcontractors to a halt, if for any reason the CONTRACTOR cannot meet the 
requirements of this Section, TENNCARE may terminate this Agreement in 
accordance with Section 4.4; 

 
2.27.2.4 Ensure that Protected Health Information (PHI) data exchanged between the 

CONTRACTOR and TENNCARE is used only for the purposes of treatment, 
payment, or health care operations and health oversight and its related functions. All 
PHI data not transmitted for these purposes or for purposes allowed under the federal 
HIPAA regulations will be de-identified to protect the individual enrollee’s PHI 
under the privacy act; 

 
2.27.2.5 Ensure that disclosures of PHI from the CONTRACTOR to TENNCARE shall be 

restricted as specified in the HIPAA regulations and will be permitted for the 
purposes of: treatment, payment, or health care operation; health oversight; obtaining 
premium bids for providing health coverage; or modifying, amending or terminating 
the group health plan. Disclosures to TENNCARE from the CONTRACTOR shall be 
as permitted and/or required under the law;  

 
2.27.2.6 Report to TENNCARE within five (5) calendar days of becoming aware of any use 

or disclosure of PHI in violation of this Agreement by the CONTRACTOR, its 
officers, directors, employees, subcontractors or agents or by a third party to which 
the CONTRACTOR disclosed PHI; 

 
2.27.2.7 Specify in its agreements with any agent or subcontractor that will have access to 

PHI that such agent or subcontractor agrees to be bound by the same restrictions, 
terms and conditions that apply to the CONTRACTOR pursuant to this Section 2.27; 

 
2.27.2.8 Make available to TENNCARE enrollees the right to amend their PHI data in 

accordance with the federal HIPAA regulations. The CONTRACTOR shall also send 
information to enrollees educating them of their rights and necessary steps in this 
regard; 
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2.27.2.9 Make an enrollee’s PHI data accessible to TENNCARE immediately upon request by 
TENNCARE;  

 
2.27.2.10 Make available to TENNCARE within ten (10) calendar days of notice by 

TENNCARE to the CONTRACTOR such information as in the CONTRACTOR’s 
possession and is required for TENNCARE to make the accounting of disclosures 
required by 45 CFR 164.528. At a minimum, the CONTRACTOR shall provide 
TENNCARE with the following information: 

 
2.27.2.10.1 The date of disclosure; 

 
2.27.2.10.2 The name of the entity or person who received the HIPAA protected information, and 

if known, the address of such entity or person; 
 

2.27.2.10.3 A brief description of the PHI disclosed, and 
 

2.27.2.10.4 A brief statement of the purpose of such disclosure which includes an explanation of 
the basis for such disclosure. 

 
2.27.2.11 In the event that the request for an accounting of disclosures is submitted directly to 

the CONTRACTOR, the CONTRACTOR shall within two (2) business days forward 
such request to TENNCARE. It shall be TENNCARE’s responsibility to prepare and 
deliver any such accounting requested. Additionally, the CONTRACTOR shall 
institute an appropriate record keeping process and procedures and policies to enable 
the CONTRACTOR to comply with the requirements of this Section; 

 
2.27.2.12 Make its internal policies and procedures, records and other documentation related to 

the use and disclosure of PHI available to the U.S. Secretary of Health and Human 
Services for the purposes of determining compliance with the HIPAA regulations 
upon request.  

 
2.27.2.13 Create and adopt policies and procedures to periodically audit adherence to all 

HIPAA regulations, and for which CONTRACTOR acknowledges and promises to 
perform, including but not limited to, the following obligations and actions: 

 
2.27.2.13.1 Use administrative, physical, and technical safeguards that reasonably and 

appropriately protect the confidentiality, integrity, and availability of the PHI the 
CONTRACTOR creates, receives, maintains, or transmits on behalf of TENNCARE. 

 
2.27.2.13.2 Agree to ensure that any agent, including a subcontractor, to whom it provides PHI 

that was created, received, maintained, or transmitted on behalf of TENNCARE 
agrees to use reasonable and appropriate safeguards to protect the PHI. 

 
2.27.2.13.3 Agree to report to TENNCARE’s privacy officer as soon as possible but within two 

(2) business days  any unauthorized use or disclosure of enrollee PHI not otherwise 
permitted or required by HIPAA. Such immediate report shall include any security 
incident of which the CONTRACTOR becomes aware that represents unauthorized 
access to unencrypted computerized data and that materially compromises the 
security, confidentiality, or integrity of enrollee PHI maintained by the 
CONTRACTOR. The CONTRACTOR shall also notify TENNCARE’s privacy 
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officer within two (2) business days of any unauthorized acquisition of enrollee PHI 
by an employee or otherwise authorized user of the CONTRACTOR’s system. 

 
2.27.2.14 If feasible, return or destroy all PHI, in whatever form or medium (including any 

electronic medium) and all copies of an any data or compilations derived from and 
allowing identification of any individual who is a subject of that PHI upon 
termination, cancellation, expiration or other conclusion of the Agreement, and in 
accordance with Sections 2.21.6 and 2.25.6 of this Agreement. The CONTRACTOR 
shall complete such return or destruction as promptly as possible, but not later than 
thirty (30) days after the effective date of the termination, cancellation, expiration or 
other conclusion of the Agreement, including but not limited to, the provisions in 
Sections 2.21.6 and 2.25.6 of this Agreement. The CONTRACTOR shall identify any 
PHI that cannot feasibly be returned or destroyed. Within such thirty (30) days after 
the effective date of the termination, cancellation, expiration or other conclusion of 
the Agreement, including but not limited to, the provisions in Sections 2.21.6 and 
2.25.6 of this Agreement the CONTRACTOR shall: (1) certify on oath in writing that 
such return or destruction has been completed; (2) identify any PHI which can not 
feasibly be returned or destroyed; and (3) certify that it will only use or disclose such 
PHI for those purposes that make its return or destruction infeasible; 

 
2.27.2.15 Implement all appropriate administrative, technical and physical safeguards to 

prevent the use or disclosure of PHI other than pursuant to the terms and conditions 
of this Agreement and, including but not limited to, confidentiality requirements in 
45 CFR Parts 160 and 164; 

 
2.27.2.16 Set up appropriate mechanisms to limit use or disclosure of PHI to the minimum 

necessary to accomplish the intended purpose of the use or disclosure;  
 

2.27.2.17 Create and implement policies and procedures to address present and future HIPAA 
regulation requirements as needed to include: use and disclosure of data; de-
identification of data; minimum necessity access; accounting of disclosures; patients 
rights to amend, access, request restrictions; and right to file a complaint; 

 
2.27.2.18 Provide an appropriate level of training to its staff and enrollees regarding HIPAA 

related policies, procedures, enrollee rights and penalties prior to the HIPAA 
implementation deadlines and at appropriate intervals thereafter; 

 
2.27.2.19 Track training of CONTRACTOR staff and maintain signed acknowledgements by 

staff of the CONTRACTOR’s HIPAA policies; 
 

2.27.2.20 Be allowed to use and receive information from TENNCARE where necessary for 
the management and administration of this Agreement and to carry out business 
operations; 

 
2.27.2.21 Be permitted to use and disclose PHI for the CONTRACTOR’s own legal 

responsibilities; 
 

2.27.2.22 Adopt the appropriate procedures and access safeguards to restrict and regulate 
access to and use by CONTRACTOR employees and other persons performing work 
for the CONTRACTOR to have only minimum necessary access to personally 
identifiable data within their organization;  
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2.27.2.23 Continue to protect personally identifiable information relating to individuals who 

are deceased; 
 

2.27.2.24 Be responsible for informing its enrollees of their privacy rights in the manner 
specified under the regulations; 

 
2.27.2.25 Make available PHI in accordance with 45 CFR 164.524;  

 
2.27.2.26 Make available PHI for amendment and incorporate any amendments to protected 

health information in accordance with 45 CFR 164.526; and 
 

2.27.2.27 Obtain a third (3rd) party certification of their HIPAA transaction compliance ninety 
(90) calendar days before the start date of operations. 

 
2.27.3 The CONTRACTOR shall track all security incidents as defined by HIPAA, and, as required by 

Section 2.30.19, the CONTRACTOR shall periodically report in summary fashion such security 
incidents (see Section 2.30.19). The CONTACTOR shall notify TENNCARE’s privacy officer 
within two (2) business days of any security incident that would constitute a “breach of the 
security of the system” as defined in TCA 47-18-2107.  
 

2.27.4 TENNCARE and the CONTRACTOR are “information holders” as defined in TCA 47-18-2107. 
In the event of a breach of the security of CONTRACTOR’s information system, as defined by 
TCA 47-18-2107, the CONTRACTOR shall indemnify and hold TENNCARE harmless for 
expenses and/or damages related to the breach. Such obligations shall include but not be limited 
to mailing notifications to affected members. Substitute notice to written notice, as defined by 
TCA 47-18-2107(e)(2)and(3), shall only be permitted with TENNCARE’s express written 
approval. 

 
2.27.5 In accordance with HIPAA regulations, TENNCARE shall, at a minimum, adhere to the 

following guidelines: 
 

2.27.5.1 Make its individually identifiable health information available to enrollees for 
amendment and access as specified and restricted under the federal HIPAA 
regulations; 

 
2.27.5.2 Establish policies and procedures for minimum necessary access to individually 

identifiable health information with its staff regarding MCO administration and 
oversight;  

 
2.27.5.3 Adopt a mechanism for resolving any issues of non-compliance as required by law; 

and  
 

2.27.5.4 Establish similar HIPAA data partner agreements with its subcontractors and other 
business associates. 

 
2.28 NON-DISCRIMINATION COMPLIANCE REQUIREMENTS 
 
2.28.1 The CONTRACTOR shall comply with Section 4.32 of this Agreement regarding non-

discrimination, proof of non-discrimination, and notices of non-discrimination. 
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2.28.2 In order to demonstrate compliance with federal and state regulations of Title VI of the Civil 
Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973, Title II of the Americans with 
Disabilities Act of 1990, the Age Discrimination Act of 1975 and the Omnibus Budget 
Reconciliation Act of 1981 (P.L. 97-35) the CONTRACTOR shall designate a staff person to be 
responsible for non-discrimination compliance as required in Section 2.29.1. This person shall 
provide instruction to all CONTRACTOR staff, providers and direct service subcontractors 
regarding non-discrimination activities.  

 
2.28.3 The CONTRACTOR shall develop written policies and procedures for non-discrimination in the 

provision of services to persons with Limited English Proficiency, including but not limited to the 
provision of language interpretation and translation services for any member who needs such 
services as required in Section 2.18.2. 

 
2.28.4 The CONTRACTOR shall, at a minimum, emphasize non-discrimination in its personnel policies 

and procedures as it relates to hiring, promoting, operational policies, contracting processes and 
participation on advisory/planning boards or committees. 

 
2.28.5 The CONTRACTOR shall ask all staff to provide their race or ethnic origin and sex. The 

CONTRACTOR is required to request this information from all CONTRACTOR staff. 
CONTRACTOR staff response is voluntary. The CONTRACTOR is prohibited from utilizing 
information obtained pursuant to such a request as a basis for decisions regarding employment or 
in determination of compensation amounts. 

 
2.28.6 The CONTRACTOR shall ask all providers for their race or ethnic origin. Provider response is 

voluntary. The CONTRACTOR is prohibited from utilizing information obtained pursuant to 
such a request as a basis for decision regarding participation in the CONTRACTOR’s provider 
network or in determination of compensation amounts.  

 
2.28.7 The CONTRACTOR shall track and investigate all complaints alleging discrimination filed by 

employees (when the complaint is related to the TennCare program), enrollees, providers and 
subcontractors in which discrimination is alleged in the CONTRACTOR’s TennCare MCO. The 
CONTRACTOR shall track, at a minimum, the following elements: identity of the party filing the 
complaint; the complainant’s relationship to the CONTRACTOR; the circumstances of the 
complaint; date complaint filed; CONTRACTOR’s resolution, if resolved; and name of 
CONTRACTOR staff person responsible for adjudication of the complaint.  

 
2.28.8 The CONTRACTOR shall report on non-discrimination activities as described in Section 2.30.19. 
 
2.29 PERSONNEL REQUIREMENTS 
 
2.29.1 Staffing Requirements 
 

2.29.1.1 The CONTRACTOR shall have sufficient staffing capable of fulfilling the 
requirements of this Agreement.  

 
2.29.1.2 The CONTRACTOR shall submit to TENNCARE the names, resumes and contact 

information of the key staff identified below. In the event of a change to any of the 
key staff identified in Section 2.29.1.3, the CONTRACTOR shall notify 
TENNCARE within ten (10) business days of the change. 
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2.29.1.3 The minimum key staff requirements are listed below. Except as provided below, 
these positions do not require a full-time staff person; more than one function could 
be conducted by the same staff person. 

 
2.29.1.3.1 A full-time administrator/project director who has clear authority over the general 

administration and day-to-day business activities of this Agreement; 
 

2.29.1.3.2 A full-time Medical Director who is a licensed physician in the State of Tennessee to 
oversee and be responsible for all clinical activities, including but not limited to the 
proper provision of covered services to members, developing clinical practice 
standards and clinical policies and procedures; 

 
2.29.1.3.3 A full-time senior executive who is a board certified psychiatrist in the State of 

Tennessee and has at least five (5) years combined experience in mental health and 
substance abuse services. This person shall oversee and be responsible for all 
behavioral health activities; 

 
2.29.1.3.4 A full-time chief financial officer responsible for accounting and finance operations, 

including all audit activities; 
 

2.29.1.3.5 A full-time staff person responsible for all CONTRACTOR information systems who 
is trained and experienced in information systems, data processing and data reporting 
as required to oversee all information systems functions including, but not limited to, 
establishing and maintaining connectivity with TennCare information systems and 
providing necessary and timely reports to TENNCARE; 

 
2.29.1.3.6 A staff person designated as the contact available after hours for the “on-call” 

TennCare Solutions staff to contact with service issues; 
 

2.29.1.3.7 A staff person to serve as the CONTRACTOR’s Non-discrimination Compliance 
Coordinator. This person will be responsible for compliance with Title VI of the 
Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973, Title II of 
the Americans with Disabilities Act of 1990, the Age Discrimination Act of 1975 and 
the Omnibus Budget Reconciliation Act of 1981 (P.L. 97-35) on behalf of the 
CONTRACTOR. The CONTRACTOR shall report to TENNCARE in writing, to the 
attention of the Director of Non-Discrimination Compliance/Health Care Disparities, 
within ten (10) calendar days of the commencement of any period of time that the 
CONTRACTOR does not have a designated staff person for non-discrimination 
compliance. The CONTRACTOR shall report to TENNCARE at such time that the 
function is redirected as required in Section 2.29.1.2; 

 
2.29.1.3.8 A full-time staff person responsible for member services, who will communicate with 

TENNCARE regarding member service activities; 
 

2.29.1.3.9 A full-time staff person responsible for provider services, including all network 
management issues. This person shall be responsible for communicating with 
TENNCARE regarding provider service activities; 

 
2.29.1.3.10 A staff person responsible for all fraud and abuse detection activities, including the 

fraud and abuse compliance plan, as set forth in Section 2.20 of this Agreement; 
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2.29.1.3.11 A staff person responsible for all UM activities, including but not limited to 
overseeing prior authorizations. This person shall be a physician licensed in the State 
of Tennessee and shall ensure that UM staff have appropriate clinical backgrounds in 
order to make utilization management decisions;  

 
2.29.1.3.12 A staff person responsible for all quality management activities. This person shall be 

a physician or registered nurse licensed in the State of Tennessee;  
 

2.29.1.3.13 A staff person responsible for all appeal system resolution issues; 
 

2.29.1.3.14 A staff person responsible for all claims management activities; 
 

2.29.1.3.15 A staff person assigned to provide legal and technical assistance for and coordination 
with the legal system for court ordered services; 

 
2.29.1.3.16 A staff person responsible for all MCO case management and care coordination 

issues, including but not limited to, disease management activities and coordination 
between physical and behavioral health services; 

 
2.29.1.3.17 A consumer advocate for members receiving, or in need of, behavioral health 

services. This person shall be responsible for internal representation of members’ 
interests including but not limited to: ensuring input in policy development, planning, 
decision making, and oversight as well as coordination of recovery and resilience 
activities;  

 
2.29.1.3.18 A staff person responsible for TENNderCare services; 

 
2.29.1.3.19 A staff person responsible for working with the Department of Children’s Services; 

 
2.29.1.3.20 A senior executive responsible for overseeing all subcontractor activities, if the 

subcontract is for the provision of covered benefits;  
 

2.29.1.3.21 A staff person responsible for coordinating all activities and resolving issues related 
to CONTRACTOR/DBM coordination. This person shall be responsible for 
overseeing the work of the Care Coordination Committee and the Claims 
Coordination Committee as described in Section 2.9.8;  

 
2.29.1.3.22 A staff person responsible for coordinating all activities and resolving issues related 

to CONTRACTOR/PBM coordination; and  
 

2.29.1.3.23 A staff person designated for interfacing and coordinating with the TDMHDD 
Planning and Policy Council. 

 
2.29.1.4 In addition to the key staff requirements described above, the CONTRACTOR shall 

have sufficient full-time clinical and support staff to conduct daily business in an 
orderly manner. This includes but is not limited to functions and services in the 
following areas: administration, accounting and finance, fraud and abuse, utilization 
management including prior authorizations, MCO case management and care 
coordination, quality management, member education and outreach, appeal system 
resolution, member services, provider services, claims processing, and reporting.  
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2.29.1.5 The CONTRACTOR shall have a sufficient number of care coordinators and claims 
coordinators to conduct all required activities, including but not limited to 
collaboration with the DBM and coordination with various state agencies.  

 
2.29.1.6 The CONTRACTOR shall appoint specific staff to an internal audit function as 

specified in Section 2.21.9.  
 

2.29.1.7 The CONTRACTOR is not required to report to TENNCARE the names of staff not 
identified as key staff in Section 2.29.1.3. However, the CONTRACTOR shall 
provide its staffing plan to TENNCARE. 

 
2.29.1.8 The CONTRACTOR’s project director, Medical Director, financial staff, member 

services staff, provider services staff, UM staff, appeals staff, MCO case 
management staff, and TENNderCare staff person shall be located in the State of 
Tennessee. However, TENNCARE may authorize exceptions to this requirement. 
The CONTRACTOR shall seek TENNCARE’s written prior approval to locate any 
of these staff outside of the State of Tennessee. The CONTRACTOR’s request to 
locate required in-state staff to an out-of-state locations shall include a justification of 
the request and an explanation of how services will be coordinated. If financial staff 
are not located in Tennessee the CONTRACTOR shall have the ability to issue a 
check within five (5) calendar days of a payment directive from TENNCARE. 

 
2.29.1.9 The CONTRACTOR shall conduct training of staff in all departments to ensure 

appropriate functioning in all areas. This training shall be provided to all new staff 
members and on an ongoing basis for current staff.  

 
2.29.2 Licensure  
 

The CONTRACTOR is responsible for ensuring that all persons, whether they are employees, 
agents, subcontractors, providers or anyone acting for or on behalf of the CONTRACTOR, are 
legally authorized to render services under applicable state law.  
 

2.29.3 Board of Directors 
 

The CONTRACTOR shall provide to TENNCARE, in writing, a list of all officers and members 
of the CONTRACTOR’s Board of Directors. The CONTRACTOR shall notify TENNCARE, in 
writing, within ten (10) business days of any change thereto. 

 
2.29.4 Employment and Contracting Restrictions  
 

The CONTRACTOR shall not knowingly have a director, officer, partner, or person with 
beneficial ownership of more than five percent (5%) of the entity’s equity who has been debarred 
or suspended by any federal agency. The CONTRACTOR may not have an employment, 
consulting, or any other agreement with a person that has been debarred or suspended by any 
federal agency for the provision of items or services that are significant and material to the 
entity’s contractual obligation with the State. To the best of its knowledge and belief, the 
CONTRACTOR certifies by its signature to this Agreement that the CONTRACTOR and its 
principals: 
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2.29.4.1 Are not presently debarred, suspended, proposed for debarment, declared ineligible, 
or voluntarily excluded from covered transactions by any federal or state department 
or contractor; 

 
2.29.4.2 Have not within a three (3) year period preceding this Agreement been convicted of, 

or had a civil judgment rendered against them from commission of fraud, or a 
criminal offense in connection with obtaining attempting to obtain, or performing a 
public (federal, state, or local) transaction or grant under a public transaction, 
violation of federal or state antitrust statutes or commission of embezzlement, theft, 
forgery, bribery, falsification, or destruction of records, making false statements, or 
receiving stolen property; 

 
2.29.4.3 Are not presently indicted for or otherwise criminally or civilly charged by a 

government entity (federal, state, or local) with commission of any of the offenses 
detailed in Section 2.29.4.2 of this Agreement; and 

 
2.29.4.4 Have not within a three (3) year period preceding this Agreement had one or more 

public transactions (federal, state, or local) terminated for cause or default. 
 
2.30 REPORTING REQUIREMENTS  
 
2.30.1 General Requirements  
 

2.30.1.1 The CONTRACTOR shall comply with all the reporting requirements established by 
TENNCARE. TENNCARE shall provide the CONTRACTOR with the appropriate 
reporting formats, instructions, submission timetables, and technical assistance as 
required. TENNCARE may, at its discretion, change the content, format or frequency 
of reports. 

 
2.30.1.2 TENNCARE may, at its discretion, require the CONTRACTOR to submit additional 

reports both ad hoc and recurring. If TENNCARE requests any revisions to the 
reports already submitted, the CONTRACTOR shall make the changes and re-submit 
the reports, according to the time period and format required by TENNCARE. 

 
2.30.1.3 The CONTRACTOR shall submit all reports to TENNCARE, unless indicated 

otherwise in this Agreement, according to the schedule below: 
 

DELIVERABLES  DUE DATE 

Daily Reports  Within two (2) business days. 
Weekly Reports  Wednesday of the following week. 
Monthly Reports  20th of the following month. 
Quarterly Reports   30th of the following month. 
Annual Reports  Ninety (90) calendar days after the end of the 

calendar year  
On Request Reports  Within three (3) business days from the date of 

the request unless otherwise specified by 
TENNCARE. 

Ad Hoc Reports  Within ten (10) business days from the date of 
the request unless otherwise specified by 
TENNCARE. 
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2.30.1.4 The CONTRACTOR shall submit all reports electronically and in the manner and 

format prescribed by TENNCARE.  
 
2.30.1.5 The CONTRACTOR shall transmit to and receive from TENNCARE all transactions 

and code sets in the appropriate standard formats as specified under HIPAA and as 
directed by TENNCARE, so long as TENNCARE direction does not conflict with the 
law. 

 
2.30.2 Eligibility, Enrollment and Disenrollment Reports  
 

2.30.2.1 The CONTRACTOR shall comply with the requirements in Section 2.23.5 regarding 
eligibility and enrollment data exchange.  

 
2.30.2.2 The CONTRACTOR shall submit a Monthly Enrollment/Capitation Payment 

Reconciliation Report that serves as a record that the CONTRACTOR has reconciled 
member eligibility data with capitation payments and verified that the 
CONTRACTOR has an enrollment record for all members for whom the 
CONTRACTOR has received a capitation payment. The CONTRACTOR shall 
report this information in the format prescribed by TENNCARE.  

 
2.30.2.3 The CONTRACTOR shall submit a Quarterly Member Enrollment/Capitation 

Payment Report in the event it has members for whom a capitation payment has not 
been made or an incorrect payment has been made. This report shall be submitted on 
a quarterly basis, with a one-month lag time and is due to TENNCARE by the end of 
the second month following the reporting period. For example, for the quarter ending 
September 30, the report is due by the end of November and should include all data 
received through the end of October for the quarter ending September 30. These 
quarterly reports shall include all un-reconciled items until such time that 
TENNCARE notifies the CONTRACTOR otherwise. The CONTRACTOR shall 
report this information in the formats provided in Attachment IX, Exhibit A.  

 
2.30.2.4 TENNCARE may provide the CONTRACTOR with information on members for 

whom TENNCARE has been unable to locate or verify various types of pertinent 
information. Upon receipt of this information, the CONTRACTOR shall provide 
TENNCARE any information known by the CONTRACTOR that is missing or 
inaccurate in the report provided by TENNCARE. The CONTRACTOR shall submit 
this information to TENNCARE within the time frames specified by TENNCARE.  

 
2.30.3 Benefits/Service Requirements and Limits Reports  
 

The CONTRACTOR shall submit a quarterly Service Threshold Report in the format prescribed 
by TENNCARE. At minimum, the report shall include: the number of members who reached 
each service threshold; confirmation that all members who reached the service threshold for 
mandatory enrollment in MCO case management or a disease management program were 
enrolled; the number of members who reached the service threshold for evaluation of 
appropriateness for enrollment in MCO case management or disease management who were 
evaluated for enrollment; the number of those members evaluated who were enrolled in MCO 
case management or disease management (by program); and the number of those members who 
were evaluated but not enrolled in MCO case management or disease management by reason. 
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2.30.4 Specialized Service Reports 
 

2.30.4.1 The CONTRACTOR shall submit a quarterly Psychiatric Hospital/RTF Readmission 
Report that provides: the percentage of members readmitted to the facility within 
seven (7) calendar days of discharge (the number of members readmitted divided by 
the total number of discharges); the percent of members readmitted within thirty (30) 
calendar days of discharge (the number of members readmitted divided by the total 
number of discharges); and an analysis of the findings with any actions or follow-up 
planned. The information shall be reported separately for members age eighteen (18) 
and over and under eighteen (18). These reports shall be submitted in a format to be 
prescribed by TENNCARE. 

 
2.30.4.2 The CONTRACTOR shall submit a quarterly Mental Health Case Management 

Report that provides information on mental health case management appointments 
and refusals (see Section 2.7.2.6). The minimum data elements required are identified 
in Attachment IX, Exhibit B. 

 
2.30.4.3 The CONTRACTOR shall submit an annual Supported Employment Report that 

reports on the percent of SPMI adults receiving supported employment services that 
are gainfully employed in either part-time or full-time capacity for a continuous 
ninety (90) day period (defined as the number of adults receiving supported 
employment for a continuous ninety (90) day period divided by the number of SPMI 
adults receiving supported employment services during the year) and an analysis of 
the findings with any action or follow-up planned as a result of the findings. These 
reports shall be submitted in a format to be prescribed by TENNCARE.  

 
2.30.4.4 The CONTRACTOR shall submit a quarterly Behavioral Health Crisis Response 

Report that provides information on behavioral health crisis services (see Section 
2.7.2.8) including the data elements listed in Attachment IX, Exhibit C. All data 
elements shall be reported separately for members ages eighteen (18) years and over 
and those under eighteen (18) years and shall be reported for each individual crisis 
service provider. This report shall be provided in a standardized format as specified 
by the State. 

 
2.30.4.5 The CONTRACTOR shall submit a monthly Member CRG/TPG Assessment Report 

that contains information regarding the CRG assessments and TPG assessments (see 
Section 2.7.2.9) of members who have presented for mental health or substance abuse 
services or who have received CRG assessments and TPG assessments prior to 
obtaining such services. The CONTRACTOR shall provide this report in the format 
prescribed by the State. The minimum data elements required are identified in 
Attachment IX, Exhibit D of this Agreement. 

 
2.30.4.6 On a quarterly basis the CONTRACTOR shall submit a Rejected CRG/TPG 

Assessments Report that provides, by agency, the number of rejected CRG/TPG 
assessments and the unduplicated number of and identifying information for the 
unapproved raters who completed the rejected assessments. This report shall be 
submitted in the format specified by TENNCARE.  
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2.30.4.7 The CONTRACTOR shall submit an annual CRG/TPG Assessments Audit Report. 
The report shall contain the results of the CONTRACTOR’s audits for the prior year 
of CRG/TPG assessments for accuracy and conformity to state policies and 
procedures and shall be submitted in the format prescribed by TENNCARE.  

 
2.30.4.8 The CONTRACTOR shall annually submit to TENNCARE its methodology for 

conducting the CRG/TPG assessment audits on March 1. 
 

2.30.4.9 The CONTRACTOR shall submit a quarterly Health Education/Outreach Report 
which provides information on the programs and activities the CONTRACTOR has 
conducted in the areas of health education and outreach during the previous quarter. 
(See Section 2.7.3). The report shall be submitted in a format specified by 
TENNCARE. 

 
2.30.4.10 The CONTRACTOR shall submit a quarterly TENNderCare Report in a format 

specified by TENNCARE.  
 

2.30.5 Disease Management Reports 
 

2.30.5.1 The CONTRACTOR shall submit a quarterly Disease Management Update Report 
that includes, for each disease management program (see Section 2.8), a brief 
narrative description of the program, the total number of members in the program, the 
total number of members enrolled and disenrolled during the quarter, and a 
description of the specific provider and member interventions performed during the 
quarter. The report shall be submitted in a format prescribed by TENNCARE. 

 
2.30.5.2 The CONTRACTOR shall submit an annual Disease Management Report that 

includes, for each disease management programs, a narrative description of the 
eligibility criteria and the method used to identify and enroll eligible members, the 
active participation rate as defined by NCQA (the percentage of identified eligible 
members who have received an intervention divided by the total population who 
meet the criteria for eligibility), the total number of active members having one or 
more of the diagnosis codes (ICD-9 Codes) relating to each of the disease 
management programs, and information on the programs’ activities, benchmarks and 
goals as described in Section 2.8.7. The report shall be submitted in a format 
prescribed by TENNCARE. 

 
2.30.6 Service Coordination Reports 
 

2.30.6.1 The CONTRACTOR shall submit a quarterly MCO Case Management Update 
Report that includes a brief narrative description of the MCO case management 
program (see Section 2.9.4); the total number of members enrolled in the MCO case 
management program; number of members enrolled and disenrolled in the program 
during the quarter; member selection criteria; the number of members who declined 
case management services; a description of services provided during the quarter and 
an evaluation of the impact of the MCO case management program during the 
quarter. The CONTRACTOR shall submit these reports in a format prescribed by 
TENNCARE.  

 
2.30.6.2 As necessary, the CONTRACTOR shall submit a listing of members identified as 

potential pharmacy lock-in candidates (see Section 2.9.7).  
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2.30.6.3 The CONTRACTOR shall submit a quarterly Pharmacy Services Report that 

includes a list of the providers and information on the interventions the 
CONTRACTOR has taken with the providers who appear to be operating outside 
industry or peer norms as defined by TENNCARE, have been identified as non-
compliant as it relates to adherence to the PDL and/or generic prescribing patterns 
and/or are failing to follow required prior authorization processes and procedures the 
steps the CONTRACTOR has taken to personally contact each one as well as the 
outcome of these personal contacts.  

 
2.30.6.4 The CONTRACTOR shall submit a Pharmacy Services Report, On Request when 

TENNCARE requires assistance in identifying and working with providers for any 
reason. These reports shall provide information on the activities the CONTRACTOR 
undertook to comply with TENNCARE’s request for assistance, outcomes (if 
applicable) and shall be submitted in the format and within the time frame prescribed 
by TENNCARE.  

 
2.30.7 Provider Network Reports  
 

2.30.7.1 The CONTRACTOR shall submit a monthly Provider Enrollment File that includes 
information on all providers of TennCare health services, including physical and 
behavioral health providers (see Section 2.11). This includes but is not limited to, 
PCPs, physician specialists, hospitals, home health agencies, CMHAs, and emergency 
and non-emergency transportation providers. The report shall include contract 
providers as well as all non-contract providers with whom the CONTRACTOR has a 
relationship. The report shall be sorted by provider type. The CONTRACTOR shall 
submit this report in the format to be prescribed by TENNCARE. The CONTRACTOR 
shall submit this report during readiness review, by the 5th of each month, and upon 
TENNCARE request. Each monthly Provider Enrollment File shall include 
information on all providers of TennCare health services and shall provide a complete 
replacement for any previous Provider Enrollment File submission. Any changes in a 
provider’s contract status from the previous submission shall be indicated in the file 
generated in the month the change became effective and shall be submitted in the next 
monthly file. 

 
2.30.7.2 The CONTRACTOR shall submit an annual Provider Compliance with Access 

Requirements Report that summarizes the CONTRACTOR’s monitoring activities, 
findings, and opportunities for improvement regarding provider compliance with 
applicable access standards. (See Section 2.11.1.10.) 

 
2.30.7.3 The CONTRACTOR shall submit a quarterly PCP Assignment Report that provides 

information on members not assigned to a primary care provider (PCP) within thirty 
(30) calendar days of enrollment or prior to the member’s beginning effective date. 
This report shall be submitted using the format provided in Attachment IX, Exhibit F. 
(See Section 2.11.2.) 

 
2.30.7.4 The CONTRACTOR shall submit an annual Report of Essential Hospital Services by 

September 1 of each year. The CONTRACTOR shall use the format in Attachment 
IX, Exhibit G. 
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2.30.7.5 The CONTRACTOR shall submit a quarterly Behavioral Health Initial Appointment 
Timeliness Report that shall include the average time between the intake assessment 
appointment and the member’s next scheduled appointment or admission. The report 
shall provide this information by type of service and shall include an analysis of the 
findings and any actions or follow-up planned as a result of the findings. The report 
shall be submitted in a format prescribed by TENNCARE. 

 
2.30.7.6 The CONTRACTOR shall submit an annual FQHC Report by January 1 of each year. 

The CONTRACTOR shall use the form provided in Attachment IX, Exhibit H.  
 

2.30.8 Provider Agreement Report 
 

The CONTRACTOR shall submit a monthly Single Case Agreements Report using the format 
provided in Attachment IX, Exhibit I. (See Section 2.12.4.) 
 

2.30.9 Provider Payment Report 
 

The CONTRACTOR shall submit a quarterly Related Provider Payment Report that lists all related 
providers and subcontractors to whom the CONTRACTOR has made payments during the previous 
quarter and the payment amounts. (See Section 2.13.14.) 

 
2.30.10 Utilization Management Reports  
 

2.30.10.1 The CONTRACTOR shall submit its UM program policies and procedures, the 
annual evaluation (which includes an analysis of findings and actions taken) and the 
work plan approved by the CONTRACTOR’s oversight committee to TENNCARE 
on April 15 of each year. 

 
2.30.10.2 The CONTRACTOR shall submit a semi-annual ED Utilization Report (see Section 

2.14.1.11) in a format to be specified by TENNCARE.  
 
2.30.10.3 The CONTRACTOR shall submit quarterly Cost and Utilization Reports. These 

reports shall be submitted using the format provided in Attachment IX, Exhibit J. 
These reports shall be in an Excel spreadsheet format and submitted within seventy-
five (75) calendar days following the quarter for which the CONTRACTOR is 
reporting. These reports shall be submitted on both a cumulative year basis and on a 
rolling twelve (12) month basis. 

 
2.30.10.4 The CONTRACTOR shall provide quarterly Cost and Utilization Summaries. These 

summaries shall report on services paid during the previous quarter. The summaries 
shall be submitted in a format specified by TENNCARE and shall include all data 
elements listed in Attachment IX, Exhibit K.  

 
2.30.10.5 The CONTRACTOR shall identify and report the number of members who incurred 

claims in excess of twenty-five thousand dollars ($25,000) on a rolling quarterly 
basis (high-cost claimants). The CONTRACTOR shall report the member’s age, sex, 
primary diagnosis, and amount paid by claim type for each member. The name of the 
member shall be blinded in order to maintain confidentiality. 
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2.30.10.6 The CONTRACTOR shall submit quarterly Prior Authorization Reports that include 
the information in Attachment IX, Exhibit L. These reports shall be submitted in the 
format specified in Attachment IX, Exhibit L.  

 
2.30.10.7 The CONTRACTOR shall submit a copy of the Referral Provider Listing (see 

Section 2.14.3.5), a data file of the provider information used to create the listing in a 
media and format prescribed by TENNCARE, and documentation from the 
CONTRACTOR’s mail room or outside vendor indicating the quantity of the referral 
provider listings mailed to providers, the date mailed, and to whom. The 
CONTRACTOR shall submit this information at the same time it is sent to the 
providers as required in Section 2.14.3.5. 

 
2.30.11 Quality Management/Quality Improvement Reports  
 

2.30.11.1 The CONTRACTOR shall annually submit an approved (by the CONTRACTOR’s 
QM/QI Committee) QM/QI Program Description, Associated Work Plan, and Annual 
Evaluation.  

 
2.30.11.2 The CONTRACTOR shall update and submit a quarterly Quality Update Report. The 

report shall include updates on the progress made toward scheduled activities in the 
QM/QI work plan and barrier analysis on the activities that have been delayed with 
explanation of the delays and the plan for completing any delayed scheduled 
activities. 

 
2.30.11.3 The CONTRACTOR shall submit an annual Report on Performance Improvement 

Projects that includes the information specified in Section 2.15.3. 
 

2.30.11.4 The CONTRACTOR shall submit an annual Report of Performance Indicator 
Results, Audited CAHPS Results and Audited HEDIS Results by June 15 of each year 
(see Sections 2.15.4, 2.15.6 and 2.15.7).  

 
2.30.11.5 The CONTRACTOR shall submit its NCQA Accreditation Report immediately upon 

receipt, but not to exceed ten (10) calendar days from notification by NCQA 
 
2.30.12 Customer Service Reports 
 

2.30.12.1 The CONTRACTOR shall submit a quarterly Member Services and UM Phone Line 
Report. The data in the report shall be recorded by month and shall include the 
detailed rate calculations. The CONTRACTOR shall submit the report in the format 
specified in Attachment IX, Exhibit M.   

 
2.30.12.2 The CONTRACTOR shall report separately any member services or utilization 

management phone lines operated by subcontractors. 
 

2.30.12.3 The CONTRACTOR shall submit a quarterly Translation/Interpretation Services 
Report. The report shall list each request and include the name and member 
identification number for each member to whom translation/interpretation service 
was provided, the date of the request, the date provided, and the identification of the 
translator/interpreter. The CONTRACTOR shall submit the report in a format to be 
prescribed by TENNCARE. 
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2.30.12.4 The CONTRACTOR shall submit an annual Provider Satisfaction Survey Report that 
summarizes the provider survey methods and findings and provides analysis of 
opportunities for improvement (see Section 2.18.7.2). 

 
2.30.12.5 The CONTRACTOR shall submit a quarterly Provider Complaints Report that 

provides information on the number and type of provider complaints received, either in 
writing or by phone. The data shall be reported by month in a format to be specified by 
TENNCARE.  

 
2.30.13 Fraud and Abuse Reports  
 

The CONTRACTOR shall submit an annual Fraud and Abuse Activities Report. This report shall 
summarize the results of its fraud and abuse compliance plan (see Section 2.20) and other fraud 
and abuse prevention, detection, reporting, and investigation measures, and should cover results 
for the fiscal year ending June 30. The report shall be submitted by September 30 of each year in 
the format reviewed and approved by TENNCARE (as part of the CONTRACTOR’s compliance 
plan).  
 

2.30.14 Financial Management Reports  
 

2.30.14.1 Third Party Liability (TPL) Resources Reports  
 

2.30.14.1.1 The CONTRACTOR shall submit a quarterly and annual Recovery and Cost 
Avoidance Report that includes any recoveries for third party resources as well funds 
for which the CONTRACTOR does not pay a claim due to TPL coverage or 
Medicare coverage. This CONTRACTOR shall calculate cost savings in categories 
described by TENNCARE and submit this report in a format specified by 
TENNCARE. 

 
2.30.14.1.2 The CONTRACTOR shall submit an Other Insurance Report that provides 

information on any members who have other insurance. This report shall be 
submitted in a format and frequency described by TENNCARE.  

 
2.30.14.2 Financial Reports to TENNCARE 

 
2.30.14.2.1 The CONTRACTOR shall submit a Medical Loss Ratio Report monthly with 

cumulative year to date calculation using the forms in Attachment IX, Exhibit N. The 
CONTRACTOR shall report all medical expenses and complete the supporting 
claims lag tables. This report shall be accompanied by a letter from an actuary, who 
may be an employee of the CONTRACTOR, indicating that the reports, including the 
estimate for incurred but not reported expenses, has been reviewed for accuracy. The 
CONTRACTOR shall also file this report with its NAIC filings due in March and 
September of each year using an accrual basis that includes incurred but not reported 
amounts by calendar service period that have been certified by an actuary. This report 
must reconcile to NAIC filings including the supplemental TennCare income 
statement. The CONTRACTOR shall also reconcile the amount paid reported on the 
supporting claims lag tables to the amount paid for the corresponding period as 
reported on the CONTRACTOR’s encounter file submission as specified in Sections 
2.30.16.3 and 2.23.4. 
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2.30.14.2.2 The CONTRACTOR shall submit an annual Ownership and Financial Disclosure 
Report to TENNCARE. This report shall include full and complete information 
regarding ownership, financial transactions and persons as described in Section 
2.21.8 and shall be submitted March 1 of each calendar year and at other times as 
required by TENNCARE.  

 
2.30.14.2.3 The CONTRACTOR shall submit its annual audit plan on March 1 of each year in a 

format to be prescribed by TENNCARE. (See Section 2.21.9.) 
 

2.30.14.3 TDCI Financial Reports 
 
2.30.14.3.1 By no later than December 31 of each year, the CONTRACTOR shall submit to 

TDCI an annual Financial Plan and Projection of Operating Results Report. This 
submission shall include the CONTRACTOR’s budget projecting revenues earned 
and expenses incurred on a calendar year basis through the term of this Agreement. 
This budget shall be prepared in accordance with the form prescribed by TDCI and 
shall include narratives explaining the assumptions and calculations utilized in the 
projections of operating results.  

 
2.30.14.3.2 By no later than July 31 of each year, the CONTRACTOR shall submit to TDCI a 

mid-year Comparison of Actual Revenues and Expenses to Budgeted Amounts 
Report. If necessary, the CONTRACTOR shall revise the calendar year budget based 
on its actual results of operations. Any revisions to the budget must include narratives 
explaining the assumptions and calculations utilized in making the revisions.  

 
2.30.14.3.3 The CONTRACTOR shall submit to TDCI an Annual Financial Report required to 

be filed by all licensed health maintenance organizations pursuant to TCA 56-32-208. 
This report shall be on the form prescribed by the National Association of Insurance 
Commissioners (NAIC) for health maintenance organizations and shall be submitted 
to TDCI on or before March 1 of each calendar year. It shall contain an income 
statement detailing the CONTRACTOR’s fourth quarter and year-to-date revenues 
earned and expenses incurred as a result of the CONTRACTOR’s participation in the 
TennCare program. The CONTRACTOR in preparing this annual report shall 
comply with any and all rules and regulations of TDCI related to the preparation and 
filing of this report. This Annual Report will also be accompanied by the Medical 
Loss Ratio report, where applicable, completed on a calendar year basis. The 
CONTRACTOR shall submit a reconciliation of the Medical Loss Ratio report to the 
annual NAIC filing using an accrual basis that includes an actuarial certification of 
the claims payable (reported and unreported).  

 
2.30.14.3.4 The CONTRACTOR shall file with TDCI, a Quarterly Financial Report. These 

reports shall be on the form prescribed by the National Association of Insurance 
Commissioners for health maintenance organizations and shall be submitted to TDCI 
on or before June 1 (covering first quarter of current year), September 1 (covering 
second quarter of current year) and December 1 (covering third quarter of current 
year). Each quarterly report shall also contain an income statement detailing the 
CONTRACTOR’s quarterly and year-to-date revenues earned and expenses incurred 
as a result of the CONTRACTOR’s participation in the TennCare program. The 
second quarterly report (submitted on September 1) shall include the Medical Loss 
Ratio report completed on an accrual basis that includes an actuarial certification of 
the claims payable (reported and unreported) and, if any, other actuarial liabilities 
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reported. The actuarial certification shall be prepared in accordance with National 
Association of Insurance Commissioners guidelines. The CONTRACTOR shall also 
submit a reconciliation of the Medical Loss Ratio report to the second quarterly 
NAIC report.  

 
2.30.14.3.5 The CONTRACTOR shall submit to TDCI annual Audited Financial Statements. 

Such audit shall be performed in accordance with NAIC Annual Statement 
Instructions regarding the annual audited financial statements. There are three (3) 
exceptions to the NAIC statement instructions:  

 
2.30.14.3.5.1 The CONTRACTOR shall submit the audited financial statements covering the 

previous calendar year by May 1 of each calendar year. 
 
2.30.14.3.5.2 Any requests for extension of the May 1 submission date must be granted by the 

Comptroller of the Treasury pursuant to the “Contract to Audit Accounts.” 
 

2.30.14.3.5.3 The report shall include an income statement addressing the TENNCARE 
operations of the CONTRACTOR. 

 
2.30.14.3.5.4 These financial reporting requirements shall supersede any other reporting 

requirements required of the CONTRACTOR by TDCI, and TDCI shall enact 
any necessary rule or regulation to conform to this provision of the Agreement. 

 
2.30.15 Claims Management Reports 
 

2.30.15.1 The CONTRACTOR shall submit a quarterly Claims Payment Accuracy Report. The 
report shall include the results of the internal audit of the random sample of all 
“processed or paid” claims (described in Section 2.22.6) and shall report on the 
number and percent of claims that are paid accurately. The numbers and percents 
shall be reported on a monthly basis. The report shall be submitted in a format 
prescribed by TENNCARE.  

 
2.30.15.2 The CONTRACTOR shall submit a quarterly Explanation of Benefits (EOB) Report. 

This report shall summarize the number of EOBs sent by category, member 
complaints, and complaint resolution (including referral to TBI/OIG). (See Section 
2.22.8.) 

 
2.30.16 Information Systems Reports 
 

2.30.16.1 The CONTRACTOR shall submit an annual Systems Refresh Plan on December 1 
for the upcoming year that meets the requirements in Section 2.23.1.6.  

 
2.30.16.2 The CONTRACTOR shall submit Encounter Data Files in a standardized format as 

specified by TENNCARE (see Section 2.23.4) and transmitted electronically to 
TENNCARE on a weekly basis.  
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2.30.16.3 The CONTRACTOR shall provide an electronic version of a reconciliation between 
the amount paid as captured on the CONTRACTOR’s encounter file submissions and 
the amount paid as reported by the CONTRACTOR in the ‘CMS 1450 Claims 
Triangle’ and ‘CMS 1500 Claims Triangle’ that accompanies the monthly Medical 
Loss Ratio report (see Section 2.30.14.2.1). In the event of any variances, the 
CONTRACTOR shall submit a written explanation accompanied by a ‘CMS 1450 
Claims Triangle’ by category of service and a ‘CMS 1500 Claims Triangle’ by 
category of service, as applicable, to substantiate the explanation of the variance and 
identify the categories of services to which the variance is attributable. In the event 
that TENNCARE requires further detail of the variances listed, the CONTRACTOR 
shall provide any other data as requested by TENNCARE. This information shall be 
submitted with the MLR report. 

 
2.30.16.4 The CONTRACTOR shall provide any information and/or data requested in a format 

to be specified by TENNCARE as required to support the validation, testing or 
auditing of the completeness and accuracy of encounter data submitted by the 
CONTRACTOR. 

 
2.30.16.5 The CONTRACTOR shall submit a monthly Systems Availability and Performance 

Report that provides information on availability and unavailability by major system 
as well as response times for the CONTRACTOR’s Confirmation of MCO 
Enrollment and Electronic Claims Management functions, as measured within the 
CONTRACTOR’s span of control. 

 
2.30.16.6 The CONTRACTOR shall submit a baseline Business Continuity and Disaster 

Recovery (BC-DR) plan for review and approval as specified by TENNCARE. The 
CONTRACTOR shall communicate proposed modifications to the BC-DR plan at 
least fifteen (15) calendar days prior to their proposed incorporation. Such 
modifications shall be subject to review and approval by TENNCARE.  

 
2.30.17 Administrative Requirements Reports 
 

The CONTRACTOR shall submit a semi-annual Report on the Activities of the CONTRACTOR’s 
Behavioral Health Advisory Committee regarding the activities of the behavioral health advisory 
committee established pursuant to Section 2.24.2. These reports shall be submitted to TENNCARE 
on March 1 and September 1 of each year according to the format specified by the State.  

 
2.30.18 Subcontract Reports 
 

2.30.18.1 If the CONTRACTOR has subcontracted claims processing for TennCare claims, the 
CONTRACTOR shall provide to TENNCARE a Type II examination based on the 
Statement on Auditing Standards (SAS) No. 70, Service Organizations for each non-
affiliated organization processing claims that represent more than twenty percent 
(20%) of TennCare medical expenses of the CONTRACTOR. This report shall be 
performed by an independent auditor (“service auditor”) and shall be due annually on 
May 1 for the preceding year operations or portion thereof. 

 
2.30.18.2 In a Type II report, the service auditor will express an opinion on (1) whether the 

service organization’s description of its controls presents fairly, in all material 
respects, the relevant aspects of the service organization’s controls that had been 
placed in operation as of a specific date, and (2) whether the controls were suitably 
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designed to achieve specified control objectives, and (3) whether the controls that 
were tested were operating with sufficient effectiveness to provide reasonable, but 
not absolute, assurance that the control objectives were achieved during the period 
specified. The audit of control activities over information and technology related 
processes related to TennCare claims processing by the subcontractor should include 
the following: 

 
2.30.18.2.1 General Controls 
 
2.30.18.2.1.1 Personnel Policies 
 
2.30.18.2.1.2 Segregation of Duties 

 
2.30.18.2.1.3 Physical Access Controls 

 
2.30.18.2.1.4 Hardware and System Software 

 
2.30.18.2.1.5 Applications System Development and Modifications 

 
2.30.18.2.1.6 Computer Operations 

 
2.30.18.2.1.7 Data Access Controls 

 
2.30.18.2.1.8 Contingency and Business Recovery Planning 

 
2.30.18.2.2 Application Controls 
 
2.30.18.2.2.1 Input 
 
2.30.18.2.2.2 Processing  

 
2.30.18.2.2.3 Output  

 
2.30.18.2.2.4 Documentation Controls 

 
2.30.19 HIPAA Reports 
 

The CONTRACTOR shall submit a Security Incident Report in a format to be prescribed by 
TENNCARE. This report shall be provided at least annually, but the CONTRACTOR shall 
provide the report more frequently if requested by TENNCARE. “Port scans” or other 
unsuccessful queries to the CONTRACTOR’s information system shall not be considered a 
security incident for purposes of this report. 
 

2.30.20 Non-Discrimination Compliance Reports 
 

2.30.20.1 The CONTRACTOR shall submit an annual Summary Listing of Servicing Providers 
that includes race or ethnic origin of each provider. The listing shall include, at a 
minimum, provider name, address, race or ethnic origin and shall be sorted by 
provider type (e.g., pediatrician, surgeon, etc.). The CONTRACTOR shall use the 
following race or ethnic origin categories: American Indian or Alaskan Native, Asian 
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or Pacific Islander, Hispanic origin and other race/ethnic origin as indicated by 
TENNCARE.  

 
2.30.20.2 The CONTRACTOR shall submit a quarterly Supervisory Personnel Report that 

contains a summary listing totaling the number of supervisory personnel by race or 
ethnic origin and sex. This report shall provide the number of male supervisors who 
are White, Black (not of Hispanic origin), American Indian or Alaskan Native, Asian 
or Pacific Islander, Hispanic origin and other race/ethnicity as indicated by 
TENNCARE and number of female supervisors who are White, Black (not of 
Hispanic origin), American Indian or Alaskan Native, Asian or Pacific Islander, 
Hispanic origin and other race/ethnic origin females as indicated by TENNCARE.  

 
2.30.20.3 The CONTRACTOR shall submit a quarterly Alleged Discrimination Report. The 

report shall include a listing of all complaints alleging discrimination filed by 
employees, members, providers and subcontractors in which discrimination is alleged 
by the CONTRACTOR’s MCO. Such listing shall include, at a minimum, the 
identity of the party filing the complaint, the complainant’s relationship to the 
CONTRACTOR, the circumstances of the complaint, date complaint filed, the 
CONTRACTOR’s resolution, if resolved, and the name of the CONTRACTOR staff 
person responsible for adjudication of the complaint.  

 
2.30.20.4 On an annual basis the CONTRACTOR shall submit a copy of the 

CONTRACTOR’s non-discrimination policy that demonstrates non-discrimination in 
provision of services to members with Limited English Proficiency. This shall 
include a listing of interpreter/translator services used by the CONTRACTOR in 
providing services to members with Limited English Proficiency. The listing shall 
provide the full name of the interpreter/translator service, address, phone number, 
and hours services are available. 

 
2.30.20.5 The CONTRACTOR shall annually submit its Non-Discrimination Compliance Plan 

and Assurance of Non-Discrimination to TENNCARE in a format to be prescribed by 
TENNCARE. The signature date of the CONTRACTOR’s Title VI Compliance Plan 
shall coordinate with the signature date of the CONTRACTOR’s Assurance of Non-
Discrimination. 

 
2.30.21 Terms and Conditions Reports 
 

Quarterly, by January 30, April 30, July 30, and October 30 each year the CONTRACTOR shall 
make written disclosure regarding conflict of interest that includes the elements in Section 4.19. 

 
2.31 STATE ONLYS AND JUDICIALS 
 
2.31.1 General  
 

2.31.1.1 As specified in this Section 2.31, the CONTRACTOR shall provide medically 
necessary covered behavioral health services (see Sections 2.6 and 2.7) to State 
Onlys and Judicials (as defined in Section 1).  

 
2.31.1.2 Judicials are only entitled to coverage of those behavioral health evaluation and 

treatment services required by state law (see Section 2.7.2.10.2) or by the court order 
under which the individual was referred.  
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2.31.1.3 State Onlys are entitled to all medically necessary covered behavioral health services. 

 
2.31.1.4 TENNCARE shall provide pharmacy services related to behavioral health diagnoses.  

 
2.31.1.5 Neither State Onlys nor Judicials are entitled to covered physical health services. 

 
2.31.1.6 The requirements of this Agreement shall apply to State Onlys and Judicials as 

specified below. When a section/requirement applies to State Onlys and/or Judicials, 
the terms “TennCare enrollee,” “enrollee,” and/or “member” referenced in the 
requirement/section shall be read to include State Onlys and Judicials. 

 
2.31.2 Applicability of Agreement 

 
2.31.2.1 Section 2.1, REQUIREMENTS PRIOR TO OPERATIONS, shall apply to State 

Onlys and Judicials.  
 

2.31.2.2 Section 2.2, GENERAL REQUIREMENTS, shall apply to State Onlys and Judicials. 
 

2.31.2.3 Section 2.3, ELIGIBILITY, is not applicable to State Onlys and Judicials. However, 
as provided in Section 2.3.4, the State shall have sole responsibility for determining 
the eligibility of a Judicial or State Only. State Onlys and Judicials are not subject to 
any cost sharing. 

 
2.31.2.4 Section 2.4, ENROLLMENT, applies to State Onlys and Judicials as follows: 

 
2.31.2.4.1 Section 2.4.1, General, applies to State Onlys and Judicials. TENNCARE is solely 

responsible for enrollment of State Onlys and Judicials in an MCO.  
 

2.31.2.4.2 Section 2.4.2, Authorized Service Area, applies to State Onlys and Judicials. State 
Onlys and Judicials will be enrolled by Grand Region, and the CONTRACTOR is 
only authorized to serve State Onlys and Judicials residing in a county included in the 
Grand Region served by the CONTRACTOR. 

 
2.31.2.4.3 Section 2.4.3, Maximum Enrollment shall apply to State Onlys and Judicials. 

 
2.31.2.4.4 Except for Section 2.4.4.7, Non-Discrimination, Section 2.4.4, MCO Selection and 

Assignment, does not apply to State Onlys and Judicials. The State will assign State 
Onlys and Judicials to MCOs on a random basis that ensures similar levels of 
enrollment for the MCOs serving a Grand Region. Section 2.4.4.7, Non-
Discrimination, shall apply to State Onlys and Judicials. 

 
2.31.2.4.5 In Section 2.4.5, Effective Date of Enrollment, Sections 2.4.5.1 through 2.4.5.3 do 

not apply to State Onlys and Judicials. However, as with TennCare enrollees, the 
effective date of enrollment in the CONTRACTOR’s MCO shall be the date 
provided on the enrollment file from TENNCARE. State Onlys and Judicials can be 
retroactively eligible to the date of application. Section 2.4.5.4, Enrollment Prior to 
Notification, applies to State Onlys and Judicials. 

 
2.31.2.4.6 Section 2.4.6, Eligibility and Enrollment Data, shall apply to State Onlys and 

Judicials. They shall be included in eligibility and enrollment data. 
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2.31.2.4.7 In Section 2.4.7, Enrollment Period, Section 2.4.7.1, General, and Section 2.4.7.3, 

Member Moving out of Grand Region, shall apply to State Onlys and Judicials. 
Section 2.4.7.2, Changing MCOs, shall not apply. State Onlys and Judicials will not 
be given the opportunity to change MCOs. 

 
2.31.2.4.8 Section 2.4.8, Transfers from Other MCOs, shall apply to State Onlys and Judicials. 

 
2.31.2.4.9 Section 2.4.9, Enrollment of Newborns, shall not apply to State Onlys and Judicials. 

 
2.31.2.4.10 Section 2.4.10, Information Requirements Upon Enrollment, shall not apply to State 

Onlys and Judicials. 
 

2.31.2.5 In Section 2.5, DISENROLLMENT FROM AN MCO, Section 2.5.1, General, shall 
apply to State Onlys and Judicials. Sections 2.5.2 through 2.5.5 shall not apply to 
State Onlys and Judicials. As with TennCare enrollees, TENNCARE shall be 
responsible for disenrolling State Onlys and Judicials, and the effective date of 
disenrollment shall be indicated on the termination record. 

 
2.31.2.6 Section 2.6, BENEFITS/SERVICE REQUIREMENTS AND LIMITATIONS, shall 

apply as follows: 
 

2.31.2.6.1 In Section 2.6.1, CONTRACTOR Covered Benefits, Section 2.6.1.2, 
CONTRACTOR Physical Health Benefits Chart, shall not apply. The 
CONTRACTOR is not responsible for providing physical health services to State 
Onlys and Judicials. Section 2.6.1.4, CONTRACTOR Behavioral Health Benefits 
Chart, shall apply. However, for Judicials the CONTRACTOR is only required to 
provide the behavioral health evaluation and treatment services required by state law 
(see Section 2.7.2.10.2) or by the court order under which the individual was 
referred.  

 
2.31.2.6.2 In Section 2.6.2, TennCare Benefits Provided by TENNCARE, only Section 2.6.2.2, 

Pharmacy Services, shall apply to State Onlys and Judicials. TENNCARE will cover 
certain pharmacy services for the treatment of behavioral health disorders for State 
Onlys and Judicials. The CONTRACTOR shall be responsible for the related 
laboratory expenses. 

 
2.31.2.6.3 In Section 2.6.3, Medical Necessity Determination, Sections 2.6.3.1 through 2.6.3.4 

shall apply to State Onlys and Judicials. Section 2.6.3.5 shall not apply to State Onlys 
and Judicials. 

 
2.31.2.6.4 Section 2.6.4, Second Opinions, shall not apply to State Onlys and Judicials. 

 
2.31.2.6.5 Section 2.6.5, Use of Cost Effective Alternative Services, shall apply to State Onlys 

and Judicials. 
 

2.31.2.6.6 Section 2.6.6, Additional Services and Use of Incentives, shall apply to State Onlys 
and Judicials. 
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2.31.2.6.7 In Section 2.6.7, Cost Sharing for Services, only Section 2.6.7.1, General, shall apply 
to State Onlys and Judicials. There is no cost sharing required for State Onlys and 
Judicials.  

 
2.31.2.7 Section 2.7, SPECIALIZED SERVICES, shall apply as follows: 

 
2.31.2.7.1 Section 2.7.1, Emergency Services, shall not apply to State Onlys and Judicials. 

However, behavioral health crisis services are covered for State Onlys and Judicials 
(see Section 2.31.7.2.8). 

  
2.31.2.7.2 Section 2.7.2, Behavioral Health Services, shall apply to State Onlys and Judicials. 

However, Sections 2.7.2.10.2.5 and 2.7.2.10.2.6, regarding voluntary hospital 
admissions, shall not apply to Judicials. 

 
2.31.2.7.3 Section 2.7.3, Health Education and Outreach, shall not apply to State Onlys and 

Judicials. 
 

2.31.2.7.4 Section 2.7.4, Preventive Services, shall not apply to State Onlys and Judicials. 
 

2.31.2.7.5 Section 2.7.5, TENNderCare, shall not apply to State Onlys and Judicials. 
 

2.31.2.7.6 Section 2.7.6, Advance Directives, shall not apply to State Onlys and Judicials. 
 

2.31.2.7.7 Section 2.7.8, Sterilizations, Hysterectomies and Abortions, shall not apply to State 
Onlys and Judicials. 

 
2.31.2.8 Section 2.8, DISEASE MANAGEMENT, shall apply to State Onlys and Judicials for 

the three behavioral health conditions (bipolar disorder, major depression, and 
schizophrenia). State Onlys and Judicials are not eligible for the physical health 
disease management programs.  

 
2.31.2.9 Section 2.9, SERVICE COORDINATION, shall apply as follows: 

 
2.31.2.9.1 Section 2.9.1, General, shall not apply to State Onlys and Judicials.  
 
2.31.2.9.2 Section 2.9.2, Transition of New Members, shall not apply to State Onlys and 

Judicials.  
 

2.31.2.9.3 Section 2.9.3, Transition of Care, shall apply to State Onlys and Judicials for covered 
behavioral health services.  

 
2.31.2.9.4 Section 2.9.4, MCO Case Management, shall apply to State Onlys and Judicials 

relative to covered behavioral health services.  
 

2.31.2.9.5 Section 2.9.5, Coordination and Collaboration Between Physical Health and 
Behavioral Health, shall not apply to State Onlys and Judicials.  

 
2.31.2.9.6 Section 2.9.6, Coordination and Collaboration Among Behavioral Health Providers, 

shall apply to State Onlys and Judicials.  
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2.31.2.9.7 Section 2.9.7, Coordination of Pharmacy Services, shall apply to State Onlys and 
Judicials for pharmacy services related to behavioral health diagnoses.  

 
2.31.2.9.8 Section 2.9.8, Coordination of Dental Benefits, shall not apply to State Onlys and 

Judicials.  
 

2.31.2.9.9 Section 2.9.9, Coordination with Medicare, shall apply to State Onlys and Judicials to 
the extent applicable for covered behavioral health services.  

 
2.31.2.9.10 Section 2.9.10, Institutional Services and Alternatives to Institutional Services, shall 

not apply to State Onlys and Judicials.  
 

2.31.2.9.11 Section 2.9.11, Inter-Agency Coordination, shall apply to State Onlys and Judicials 
for covered behavioral health services. 

 
2.31.2.10 Section 2.10, SERVICES NOT COVERED, shall apply to State Onlys and Judicials. 

 
2.31.2.11 Section 2.11, PROVIDER NETWORK, shall apply as follows: 

 
2.31.2.11.1 Section 2.11.1, General Provisions, shall apply to State Onlys and Judicials for 

covered behavioral health services. 
 
2.31.2.11.2 Section 2.11.2, Primary Care Providers (PCPs), shall not apply to State Onlys and 

Judicials. 
 

2.31.2.11.3 Section 2.11.3, Specialty Service Providers, shall apply to State Onlys and Judicials 
for Centers of Excellence for Behavioral Health and for psychiatry. 

 
2.31.2.11.4 Section 2.11.4, Special Conditions for Prenatal Care Providers, shall not apply to 

State Onlys and Judicials 
 

2.31.2.11.5 Section 2.11.5, Special Conditions for Behavioral Health Services, shall apply to 
State Onlys and Judicials. 

 
2.31.2.11.6 In Section 2.11.6, Safety Net Providers, Section 2.11.6.2, Community Mental Health 

Agencies, shall apply to State Onlys and Judicials. The other sections shall not apply 
to State Onlys and Judicials.  

 
2.31.2.11.7 Section 2.11.7, Credentialing and Other Certification, shall apply to State Onlys and 

Judicials for behavioral health providers. 
 

2.31.2.11.8 Section 2.11.8, Network Notice Requirements, shall not apply to State Onlys and 
Judicials. 

 
2.31.2.12 Except as provided below, Section 2.12, PROVIDER AGREEMENTS, shall apply to 

State Onlys and Judicials. The following sections do not apply to State Onlys and 
Judicials: 

 
2.31.2.12.1 The first sentence of Section 2.12.7.6, regarding services to children; 
 
2.31.2.12.2 Section 2.12.7.10 regarding delay in providing prenatal care; 
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2.31.2.12.3 Section 2.12.7.29, regarding cost sharing; 

 
2.31.2.12.4 Section 2.12.7.42, regarding emergency appeals; 

 
2.31.2.12.5 Section 2.12.7.46, regarding TENNderCare; 

 
2.31.2.12.6 Section 2.12.7.50, regarding disclosure of information; and 

 
2.31.2.12.7 Section 2.12.9, regarding contracts with local health departments. 

 
2.31.2.13 Section 2.13, PROVIDER AND SUBCONTRACTOR PAYMENTS, shall apply to 

State Onlys and Judicials for covered behavioral health services provided by 
behavioral health providers and subcontractors. Section 2.13.2, Hospice, Section 
2.13.4, Local Health Departments, and Section 2.13.13, Transition of New Members, 
shall not apply to State Onlys and Judicials. 

 
2.31.2.14 Section 2.14, UTILIZATION MANAGEMENT (UM), shall apply to State Onlys and 

Judicials for covered behavioral health services.  
 

2.31.2.15 Section 2.15, QUALITY MANAGEMENT, shall apply to State Onlys and Judicials 
for behavioral health services. However, State Onlys and Judicials shall not be 
included in the CONTRACTOR’s behavioral health performance improvement 
project.  

 
2.31.2.16 Section 2.16, MARKETING, shall apply to State Onlys and Judicials. The 

CONTRACTOR shall not conduct any marketing activities. 
 

2.31.2.17 Section 2.17, MEMBER MATERIALS, shall not apply to State Onlys and Judicials. 
Member materials are not to be sent to State Onlys and Judicials.  

 
2.31.2.18 Section 2.18, CUSTOMER SERVICE, shall apply to State Onlys and Judicials as it 

relates to covered behavioral health services.  
 

2.31.2.19 Section 2.19, COMPLAINTS AND APPEALS, shall not apply to State Onlys and 
Judicials. State Onlys and Judicials do not have appeal rights; however, they shall 
have the right to file complaints with the CONTRACTOR. 

 
2.31.2.20 Section 2.20, FRAUD AND ABUSE, shall apply to State Onlys and Judicials.  

 
2.31.2.21 Section 2.21, FINANCIAL MANAGEMENT, shall apply to State Onlys and 

Judicials. 
 

2.31.2.22 Section 2.22, CLAIMS MANAGEMENT, shall apply to State Onlys and Judicials 
for payment of behavioral health providers. 

 
2.31.2.23 Section 2.23, INFORMATION SYSTEMS, shall apply to State Onlys and Judicials.  

 
2.31.2.24 Section 2.24, ADMINISTRATIVE REQUIREMENTS, shall apply to State Onlys 

and Judicials for covered behavioral health services. 
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2.31.2.25 Section 2.25, MONITORING, shall apply to State Onlys and Judicials. 
 

2.31.2.26 Section 2.26, SUBCONTRACTS, shall apply to State Onlys and Judicials. 
 

2.31.2.27 Section 2.27, COMPLIANCE WITH HEALTH INSURANCE PORTABILITY AND 
ACCOUNTABILITY ACT (HIPAA), shall apply to State Onlys and Judicials. 

 
2.31.2.28 Section 2.28, NON-DISCRIMINATION COMPLIANCE REQUIREMENTS, shall 

apply to State Onlys and Judicials. 
 

2.31.2.29 Section 2.29, PERSONNEL REQUIREMENTS, shall apply to State Onlys and 
Judicials. 

 
2.31.2.30 Section 2.30 REPORTING REQUIREMENTS, shall apply to State Onlys and 

Judicials. State Onlys and Judicials shall be included in reports provided to 
TENNCARE and TDCI. 

 
2.31.2.31 Section 3, PAYMENTS TO THE CONTRACTOR, shall apply to State Onlys and 

Judicials. 
 

2.31.2.32 Section 4, TERMS AND CONDITIONS, shall apply to State Onlys and Judicials. 
However, in 4.3, Applicable Laws and Regulations, requirements specific to 
Medicaid or the TennCare program (e.g., federal Medicaid law and regulations, the 
TennCare waiver) shall not apply to State Onlys and Judicials. Also, liquidated 
damages specific to the TennCare program or physical health services shall not apply 
to State Onlys and Judicials. Other liquidated damages, including liquidated damages 
related to behavioral health services, shall apply to State Onlys and Judicials. 
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SECTION 3 - PAYMENTS TO THE CONTRACTOR 
 
3.1 GENERAL PROVISIONS 
 
3.1.1 TENNCARE shall make monthly payments to the CONTRACTOR for its satisfactory 

performance and provision of covered services under this Agreement. Capitation rates shall be 
paid according to the methodology as described in this Agreement.  

 
3.1.2 The CONTRACTOR agrees that capitation payments, any payments related to processing claims 

for services incurred prior to the start date of operations pursuant to Section 3.7.1.2.1 and any 
incentive payments (if applicable) are payment in full for all services provided pursuant to this 
Agreement. TENNCARE shall not share with the CONTRACTOR any financial losses realized 
under this Agreement. 

 
3.2 ANNUAL ACTUARIAL STUDY  
 

In accordance with TCA 9-9-101, the State shall retain a qualified actuary to conduct an annual 
actuarial study of the TennCare program. The CONTRACTOR shall provide any information 
requested and cooperate in any manner necessary as requested by TENNCARE in order to assist 
the State’s actuary with completion of the annual actuarial study. 

 
3.3 CAPITATION PAYMENT RATES 
 
3.3.1 The CONTRACTOR will be paid a base capitation rate for each enrollee based on the enrollee’s 

category of aid and age/sex combination and the Grand Region served by the CONTRACTOR 
under this Agreement in accordance with the rates specified in Attachment X.  

 
3.3.2 The major aid categories are as follows: 
 

3.3.2.1 Medicaid; 
 

3.3.2.2 Uninsured/Uninsurable; 
 

3.3.2.3 Disabled - The disabled rate is only for those enrollees who are eligible for Medicaid 
as a result of a disability; 

 
3.3.2.4 Medicaid/Medicare Duals - For the purpose of capitation rates, Medicaid/Medicare 

dual enrollees are TennCare Medicaid enrollees who have Medicare eligibility; and 
 

3.3.2.5 Waiver/Medicare Duals - For the purpose of capitation rates, Waiver/Medicare dual 
enrollees are TennCare Standard enrollees who have Medicare eligibility.  

 
3.3.3 The CONTRACTOR will also be paid a priority add-on rate for behavioral health services in 

accordance with the rates specified in Attachment X for each priority enrollee. The 
CONTRACTOR will be paid the priority add-on rate for priority enrollees, as defined in this 
Agreement, who have received behavioral health services as reported pursuant to Section 2.23.4 
of this Agreement, within the preceding twelve (12) months from the date of the calculation of 
the monthly payment, and who have had a valid CRG/TPG assessment within the preceding 
twelve (12) months from the date of the calculation of the monthly payment. 
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3.3.4 The CONTRACTOR will be paid the rates specified in Attachment X for State Onlys and 
Judicials.  The capitation rate for State Onlys and Judicials shall be for behavioral health services 
only. 

 
3.3.5 TENNCARE will determine the appropriate rate category to which each enrollee is assigned for 

payment purposes under this Agreement.  
 
3.3.6 TENNCARE’s assignment of an enrollee to a rate category is for payment purposes under this 

Agreement, only, and is not an “adverse action” or determination of the benefits to which an 
enrollee is entitled under the TennCare program, TennCare rules and regulations, TennCare 
policies and procedures, the TennCare waiver or relevant court orders or consent decrees.  

 
3.4 CAPITATION RATE ADJUSTMENT  
 
3.4.1 The CONTRACTOR and TENNCARE agree that the capitation rates described in Section 3 of 

this Agreement may be adjusted periodically.  
 
3.4.2 The CONTRACTOR and TENNCARE further agree that adjustments to capitation rates shall 

occur only by written amendment to this Agreement.  
 
3.4.3 The following shall be applicable to adjusting the base capitation rate only: 
 

3.4.3.1 The CONTRACTOR agrees to accept the base capitation rates originally proposed by 
the CONTRACTOR adjusted by the State for health plan risk in accordance with the 
following: 

 
3.4.3.2 Health plan risk assessment scores will be initially recalibrated after current 

TennCare enrollees are assigned to the MCOs for retroactive application to payment 
rates effective on the start date of operations. 

 
3.4.3.2.1 This initial recalibration will be based upon the distribution of enrollment on the start 

date of operations and health status information will be derived from encounter data 
submitted to TENNCARE by MCOs serving the Grand Region through the most 
recent twelve (12) month period deemed appropriate by the State’s actuary.  

 
3.4.3.2.2 If the health plan risk assessment score for any MCO deviates from the profile for the 

Grand Region being served by the MCO by more than three percent (3%), whether a 
negative or positive change in scores, the base capitation rates proposed by all MCOs 
will be proportionally adjusted. 

 
3.4.3.3 Thereafter, health plan risk assessment scores will be recalibrated annually based 

upon health status information derived from encounter data submitted to 
TENNCARE by MCOs serving the Grand Region through the most recent twelve 
(12) month period deemed appropriate by the State’s actuary. If the health plan risk 
assessment score for any MCO deviates from the profile for the region being served 
by the MCO by more than three percent (3%), whether a negative or positive change 
in scores, the base capitation rates originally proposed by all MCOs as subsequently 
adjusted will be proportionally adjusted.  
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3.4.3.4 TENNCARE will recalibrate health plan risk assessment scores on an ongoing basis 
for the purpose of monitoring shifts in enrollment. If warranted prior to the next 
scheduled annual recalibration as demonstrated by a significant change in health plan 
risk assessment scores, defined as a change of three percent (3%) or more, whether a 
negative or positive change in scores, TENNCARE may adjust the base capitation 
rates originally proposed by all MCOs as subsequently adjusted for all MCOs. 

 
3.4.3.5 In addition to the annual recalibration of risk adjustment factors, those factors will be 

updated when there is a significant change in program participation. This may occur 
when an MCO enters or leaves a Grand Region. If an MCO withdraws from a Grand 
Region, that MCO’s membership may be temporarily distributed to TennCare Select 
or distributed to the remaining MCOs or to new MCOs. New risk adjustment values 
for the remaining MCOs or new MCO(s) will be calculated that consider the 
population that will be enrolled in the MCO for the remainder of the contract year 
only. In this instance, MCOs would be given the option to provide TENNCARE, in 
writing, with a six (6) months notice of termination in accordance with Section 
4.4.6.2. This notice option is not available for rate adjustments as described in 
Sections 3.4.3.1 through 3.4.3.4. 

 
3.4.3.6 An individual’s health status will be determined using the John Hopkins ACG® 

Case-Mix System (ACG System). In the event the State elects to use a different 
system to calculate an adjustment for MCO health status risk, the State will notify the 
CONTRACTOR prior to its implementation. 

 
3.4.4 Beginning with capitation payment rates effective July 1, 2008, in addition to other adjustments 

specified in Section 3.4 of this Agreement, the base capitation rates originally proposed by the 
CONTRACTOR as subsequently adjusted and the priority add-on rates and State Only and 
Judicials rates originally specified by the State shall be adjusted annually for inflation in 
accordance with the recommendation of the State’s actuary. 

 
3.4.5 If (i) changes are required pursuant to federal or state statute, federal regulations, the action of a 

federal agency, a state or federal court, or rules and regulations of a State of Tennessee agency 
other than the TennCare Bureau and (ii) the changes are likely to impact the actuarial soundness 
of the capitation rate(s) described in Section 3, as determined by TENNCARE, TENNCARE 
shall have its independent actuary review the required change and determine whether the change 
would impact the actuarial soundness of the capitation rate(s). If TENNCARE’s independent 
actuary determines that the change would impact the actuarial soundness of one or more of the 
capitation rates, the actuary shall determine the appropriate adjustment to the impacted capitation 
rate(s). 

 
3.4.6 In the event TENNCARE amends TennCare rules or regulations or initiates a policy change not 

addressed in Section 3.4.5 above that is likely to impact the capitation rate(s) described in Section 
3, as determined by TENNCARE, TENNCARE shall have its independent actuary review the 
proposed change and determine whether the change would impact the actuarial soundness of the 
capitation rate(s). If TENNCARE’s independent actuary determines that the change would impact 
the actuarial soundness of one or more of the capitation rates, the actuary shall determine the 
appropriate adjustment to the impacted capitation rate(s). 
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3.4.7 In the event TENNCARE requires that the CONTRACTOR contract with the transportation 
vendor selected by the State, TENNCARE shall have its independent actuary determine whether 
the change would impact the actuarial soundness of the capitation rate(s). If TENNCARE’s 
independent actuary determines that the change would impact the actuarial soundness of one or 
more of the capitation rates, the actuary shall determine the appropriate adjustment to the 
impacted capitation rate(s). 

 
3.4.8 In the event the amount of the two percent (2%) premium tax is increased during the term of this 

Agreement, the payments shall be increased by an amount equal to the increase in premium 
payable by the CONTRACTOR. 

 
3.4.9 Any rate adjustments shall be subject to the availability of state appropriations. 
 
3.5 CAPITATION PAYMENT SCHEDULE 
 

TENNCARE shall make payment by the fifth (5th) business day of each month to the 
CONTRACTOR for the CONTRACTOR’s satisfactory performance of its duties and 
responsibilities as set forth in this Agreement.   

 
3.6 CAPITATION PAYMENT CALCULATION 
 

When eligibility has been established by the State for enrollees, the amount owed to the 
CONTRACTOR shall be calculated as described herein and the amount due the CONTRACTOR 
shall be included in the current month payment of the capitation rate.  

 
3.6.1 Each month payment to the CONTRACTOR shall be equal to the number of enrollees enrolled in 

the CONTRACTOR’s MCO five (5) business days prior to the date of the capitation payment 
multiplied by the appropriate capitation rate(s) for the enrollee.  

 
3.6.2 The capitation rates stated in Attachment X will be the amounts used to determine the amount of 

the monthly capitation payment.  
 
3.6.3 The actual amount owed the CONTRACTOR for each member shall be determined by dividing 

the appropriate monthly capitation rate(s) by the number of days in the month and then 
multiplying the quotient of this transaction by the actual number of days the member was enrolled 
in the CONTRACTOR’s MCO. 

 
3.6.4 The amount paid to the CONTRACTOR shall equal the total of the amount owed for all enrollees 

determined pursuant to Section 3.6.3 less the withhold amount (see Section 3.9), capitation 
payment adjustments made pursuant to Section 3.7 or 3.10, and any other adjustments, which 
may include withholds for penalties, damages, liquidated damages, or adjustments based upon a 
change of enrollee status.  

 
3.7 CAPITATION PAYMENT ADJUSTMENTS 
 
3.7.1 The State has the discretion to retroactively adjust the capitation payment for any enrollee if 

TENNCARE determines an incorrect payment was made to the CONTRACTOR; provided, 
however:   

 
3.7.1.1 For determining the capitation rate(s) only, the Grand Region being served by the 

enrollee’s MCO under this Agreement will be used to determine payment. The 
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capitation payment shall not be retroactively adjusted to reflect a different Grand 
Region of residence so long as the enrollee’s MCO assignment is effective.   

 
3.7.1.2 For individuals enrolled with a retroactive effective date on the date of enrollment, 

the payment rate for retroactive periods shall be the capitation rate(s) for the 
applicable rate category and the Grand Region in which the enrollee’s assigned MCO 
is operating under this Agreement as specified in Attachment X, except that: 

 
3.7.1.2.1 The CONTRACTOR agrees to manually process claims and reimburse providers for 

services incurred prior to the start date of operations of this Agreement; however, the 
CONTRACTOR will not be at risk for these services. The CONTRACTOR shall be 
paid two dollars ($2.00) per claim as reimbursement for processing claims for 
services incurred prior to the start date of operations. Actual expenditures for covered 
services and the allowed amount for claims processing are subject to TCA 56-32-224. 
The CONTRACTOR shall negotiate provider reimbursement subject to TENNCARE 
prior approval and prepare checks for payment of providers for the provision of 
covered services incurred during an enrollee’s period of eligibility prior to the start 
date of operations on an as needed basis. The CONTRACTOR shall notify the State 
of the amount to be paid in a mutually acceptable form and format at least forty-eight 
(48) hours in advance of distribution of any provider payment related to this 
requirement. TENNCARE shall remit payment to the CONTRACTOR in an amount 
equal to: the amount to be paid to providers; plus, two dollars ($2.00) per claim 
processed by the CONTRACTOR; plus, an amount sufficient to cover any payment 
due in accordance with TCA 56-32-224 within forty-eight (48) hours of receipt of 
notice. The CONTRACTOR shall then release payments to providers within twenty-
four (24) hours of the receipt of funds from the State. The CONTRACTOR is 
responsible for any payments required pursuant to TCA 56-32-224.  

 
3.7.1.3 If a provider seeks reimbursement for a service provided during a retroactive period 

of eligibility, the CONTRACTOR shall assess cost sharing responsibilities in 
accordance with the cost sharing schedules in effect on the date of service for which 
reimbursement is sought (see Attachment II). 

 
3.7.1.4 Should TENNCARE determine after the capitation payment is made that an 

enrollee’s capitation rate category had changed or the enrollee was deceased, 
TENNCARE shall retroactively adjust the payment to the CONTRACTOR to 
accurately reflect the enrollee’s capitation rate category for the period for which 
payment has been made. TENNCARE shall initially retroactively adjust the payment 
to the CONTRACTOR, not to exceed twelve (12) months. Subsequently, 
TENNCARE shall further retroactively adjust the payment to the CONTRACTOR to 
accurately reflect the enrollee’s capitation rate category for the period prior to the 
twelve (12) month adjustment initially made by TENNCARE. TENNCARE will 
make the subsequent adjustment at least semi-annually. 

 
3.7.1.4.1 TENNCARE and the CONTRACTOR agree that the twelve (12) month limitation 

described in Sections 3.7.1.4 is applicable only to retroactive capitation rate payment 
adjustments described in those paragraphs and shall in no way be construed as 
limiting the effective date of eligibility or enrollment in the CONTRACTOR’s MCO.  

 
3.7.1.5 Payment adjustments resulting in a reduction or increase of the capitation rate shall 

be accomplished through the monthly capitation reconciliation process.  
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3.8 SERVICE DATES 
 

Except where required by this Agreement or by applicable federal or state law, the 
CONTRACTOR shall not make payment for the cost of any services provided prior to the 
effective date of eligibility in the CONTRACTOR’s MCO. The CONTRACTOR shall make 
payment for the cost of any covered services obtained on or after 12:01 a.m. on the effective date 
of eligibility in the CONTRACTOR’s MCO.  

 
3.9 WITHHOLD OF THE CAPITATION RATE  
 
3.9.1 A withhold of the aggregate capitation payment shall be applied to ensure CONTRACTOR 

compliance with the requirements of this Agreement and to provide an agreed incentive for 
assuring CONTRACTOR compliance with the requirements of this Agreement. 

 
3.9.2 The amount due for the first monthly payment, and for each month thereafter, calculated pursuant 

to Section 3.6 shall be reduced by the appropriate cash flow withhold percentage amount and set 
aside for distribution to the CONTRACTOR in the next regular monthly payment, unless retained 
as provided below.  

 
3.9.2.1 Except as further provided below, the applicable capitation payment withhold amount 

will be equivalent to ten percent (10%) of the monthly capitation payment for the 
first six months following the start date of operations, and for any consecutive six (6) 
month period following the CONTRACTOR’s receipt of a notice of deficiency as 
described in Section 2.25.9; 

 
3.9.2.2 If, during any consecutive six (6) month period following the start date of operations, 

TENNCARE determines that the CONTRACTOR has no deficiencies and has not 
issued a notice of deficiency, the monthly withhold amount will be reduced to five 
percent (5%) of the monthly capitation payment.  

 
3.9.2.3 If, during any consecutive six (6) month period following a reduction of the monthly 

withhold amount to five percent (5%) of the monthly capitation payment, 
TENNCARE determines that the CONTRACTOR has no deficiencies and has not 
issued a notice of deficiency, the monthly withhold amount will be reduced to two 
and one half percent (2.5%) of the monthly capitation payment.  

 
3.9.2.4 If the CONTRACTOR is notified by TENNCARE of a minor deficiency and the 

CONTRACTOR cures the minor deficiency to the satisfaction of TENNCARE 
within a reasonable time prior to the next regularly scheduled capitation payment 
cycle, TENNCARE may disregard the minor deficiency for purposes of determining 
the withhold.  

 
3.9.2.5 If TENNCARE has determined the CONTRACTOR is not in compliance with a 

requirement of this Agreement in any given month, TENNCARE will issue a written 
notice of deficiency and TENNCARE will retain the amount withheld for the month 
prior to TENNCARE identifying the compliance deficiencies.  

 
3.9.2.6 The withhold amounts for subsequent months thereafter in which the 

CONTRACTOR has not cured the deficiencies shall be in accordance with Section 
3.9.2.1 as described above. If the CONTRACTOR has attained a two and one half 
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percent (2.5%) withhold and TENNCARE subsequently determines the 
CONTRACTOR is not in compliance with a requirement of this Agreement, 
TENNCARE will provide written notice of such determination and TENNCARE will 
re-institute the retention of the withhold as described in Section 3.9.2.1 at the next 
capitation payment cycle. Monthly retention of the withhold amount will continue for 
each subsequent month so long as the identified deficiencies have not been corrected. 
These funds will not be distributed to the CONTRACTOR unless it is determined by 
TENNCARE the CONTRACTOR has come into compliance with the Agreement 
requirement(s) within six (6) months of TENNCARE identifying these deficiencies. 
For example, if a specified deficiency(s) is corrected within four (4) months and there 
are no other identified deficiencies which the CONTRACTOR has been given written 
notice of by TENNCARE, the withhold for the four (4) consecutive months will be 
paid to the CONTRACTOR upon TENNCARE determination that the deficiency(s) 
was corrected. However, any amounts withheld by TENNCARE for six (6) 
consecutive months for the same or similar compliance deficiency(s) shall be retained 
by TENNCARE on the anniversary of the sixth consecutive month and shall not be 
paid to the CONTRACTOR. If the same or similar specified deficiency(s) continues 
beyond six (6) consecutive months, TENNCARE may declare the MCO ineligible for 
future distribution of the ten percent (10%) incentive withhold. Such ineligibility will 
continue for each month TENNCARE determines the same or similar specified 
deficiency(s) continues to exist. Once a CONTRACTOR corrects the deficiency(s), 
TENNCARE may reinstate the MCO’s eligibility for distribution of the ten percent 
(10%) compliance incentive payment of future withholds. If TENNCARE determines 
that distribution of the ten percent (10%) withhold is appropriate, distribution of the 
ten percent (10%) shall be made at the time of the next scheduled monthly check 
write which includes all other payments due the CONTRACTOR. 

 
3.9.3 No interest shall be due to the CONTRACTOR on any sums withheld or retained under this 

Section. The provisions of this Section may be invoked alone or in conjunction with any other 
remedy or adjustment otherwise allowed under this Agreement. 

 
3.9.4 If TENNCARE has not identified CONTRACTOR deficiencies, TENNCARE will pay to the 

CONTRACTOR the withhold of the CONTRACTOR’s payments withheld in the month 
subsequent to the withhold.  

 
3.10 EFFECT OF DISENROLLMENT ON CAPITATION PAYMENTS  
 

Payment of capitation payments shall cease effective the date of the member’s disenrollment 
from the CONTRACTOR’s MCO, and the CONTRACTOR shall have no further responsibility 
for the care of the enrollee. Except for situations involving enrollment obtained by fraudulent 
applications or death, disenrollment from TennCare shall not be made retroactively.  

 
3.10.1 Fraudulent Enrollment 
 

3.10.1.1 In the case of fraudulent, misrepresented or deceptive applications submitted by the 
enrollee, the CONTRACTOR, at its discretion, may refund to TENNCARE all 
capitation payments made on behalf of persons who obtained enrollment in TennCare 
through such means and the CONTRACTOR may pursue full restitution for all 
payments made on behalf of the individual while the person was inappropriately 
enrolled in the CONTRACTOR’s MCO. 
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3.10.1.2 In the event of enrollment obtained by fraud, misrepresentation or deception by the 
CONTRACTOR’s staff, officers, employees, providers, volunteers, subcontractors, 
or anyone acting for or on behalf of the CONTRACTOR, TENNCARE may 
retroactively recover capitation amounts plus interest, as allowed by TCA 47-14-103, 
and any other monies paid to the CONTRACTOR for the enrollment of that 
individual. The refund of capitation payments plus interest will not preclude the State 
from exercising its right to criminal prosecution, civil penalties, trebled damages 
and/or other remedial measures.  

 
3.11 HMO PAYMENT TAX  
 

The CONTRACTOR shall be responsible for payment of applicable taxes pursuant to TCA 56-
32-224. In the event the amount due pursuant to TCA 56-32-224 is increased during the term of 
this Agreement, the payments to the CONTRACTOR shall be increased by an amount equal to 
the increase in the amount due by the CONTRACTOR. 

 
3.12 PAYMENT TERMS AND CONDITIONS  
 
3.12.1 Maximum Liability 
 

3.12.1.1 In no event shall the maximum liability of the State under this Agreement during the 
original term of the Agreement exceed eight hundred seventy four million, three 
hundred fifty four thousand, four hundred sixty two dollars ($874,354,462.00).  

 
3.12.1.2 If the Agreement maximum would be exceeded as a result of an increase in 

enrollment, a change in mix of enrollment among rate cells or any rate adjustment 
pursuant to Section 3.4 above; or if there is a reduction in the total available funds for 
the payment of services under this Agreement, the State and the CONTRACTOR 
shall negotiate in good faith to reduce Agreement expenditures to the Agreement 
maximum level, or the State shall adjust the Agreement maximum liability to 
accommodate the aforementioned circumstances in consultation with the State’s 
independent actuary.  

 
3.12.1.3 This Agreement does not obligate the State to pay a fixed minimum amount and does 

not create in the CONTRACTOR any rights, interests or claims of entitlement in any 
funds.  

 
3.12.1.4 The CONTRACTOR is not entitled to be paid the maximum liability for any period 

under the Agreement or any extensions of the Agreement. The maximum liability 
represents available funds for payment to the CONTRACTOR and does not 
guarantee payment of these funds to the CONTRACTOR under this Agreement. 

 
3.12.2 Compensation Firm 
 

The capitation rates and the Maximum Liability of the State under this Agreement are firm for the 
duration of the Agreement and are not subject to escalation for any reason unless amended.  

 
3.12.3 Capitation Payment Amounts After the First Year  
 

The base capitation rates (see Section 3) for the period from the start date of operations to June 
30, 2008 for all rate categories will be established through a competitive bid process, and the 
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capitation rate for the ‘State Only and Judicials’ rate category and the priority add-on rate will be 
established by the State. The base capitation rates, priority add-on rate, and the ‘State Only and 
Judicials’ rate for subsequent years will be established through the amendment process (see 
Section 4.21) in accordance with Section 3. 

 
3.12.4 Payment Methodology 
 

The CONTRACTOR shall be compensated in accordance with Section 3 above as authorized by 
the State in a total amount not to exceed the Agreement Maximum Liability established in 
Section 3.12.1 above. The CONTRACTOR’s compensation shall be contingent upon the 
satisfactory completion of requirements under this Agreement.  

 
3.12.5 Return of Funds and Deductions 
 

3.12.5.1 The CONTRACTOR shall refund to TENNCARE any overpayments due or funds 
disallowed pursuant to this Agreement within thirty (30) calendar days of the date of 
written notification from TENNCARE, unless otherwise authorized by TENNCARE 
in writing.  

 
3.12.5.2 The State reserves the right to deduct from amounts which are or shall become due 

and payable to the CONTRACTOR under this or any Agreement or contract between 
the CONTRACTOR and the State of Tennessee any amounts which are or shall 
become due and payable to the State of Tennessee by the CONTRACTOR.  

 
3.12.6 Automatic Deposits  
 

The CONTRACTOR shall complete and sign an “Authorization Agreement for Automatic 
Deposit (ACH Credits)” form. This form shall be provided to the CONTRACTOR by the State. 
Once this form has been completed and submitted to the State by the CONTRACTOR all 
payments to the CONTRACTOR, under this or any other Agreement/contract the 
CONTRACTOR has with the State of Tennessee shall be made by Automated Clearing House 
(ACH). The CONTRACTOR shall not be paid under this Agreement until the CONTRACTOR 
has completed this form and submitted it to the State. 
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SECTION 4 - TERMS AND CONDITIONS 
 
4.1 NOTICE  
 

All notices required to be given under this Agreement shall be given in writing, and shall be sent 
by United States certified mail, postage prepaid, return receipt requested; in person; or by other 
means, so long as proof of delivery and receipt is given, and the cost of delivery is borne by the 
notifying party, to the appropriate party at the address given below, or at such other address (or 
addresses) as may be provided by notice given under this Section. 
 
If to TENNCARE: 
 
Deputy Commissioner 
Bureau of TennCare  
310 Great Circle Rd 
Nashville, Tennessee 37243 
 
If to the CONTRACTOR: 
 
John Singleton 
National Vice President, Government Markets 
AMERIGROUP Corporation 
4425 Corporation Lane 
Virginia Beach, Virginia 23462-3103 
 
 

4.2 AGREEMENT TERM  
 
4.2.1 Term of the Agreement  
 

This Agreement, including any amendments, shall be effective commencing on August 15, 2006 
and ending on June 30, 2010.  

 
4.2.2 Term Extension  
 

The State reserves the right to extend this Agreement for an additional period or periods of time 
representing increments of no more than one (1) year and a total term of no more than five (5) 
years, provided that the State notifies the CONTRACTOR in writing of its intention to do so at 
least six (6) months prior to the Agreement expiration date. An extension of the term of this 
Agreement will be effected through an amendment to the Agreement.  

 
4.2.3 Exigency Extension  
 

4.2.3.1 At the option of the State, the CONTRACTOR agrees to continue services under this 
Agreement when TENNCARE determines that there is a public exigency that 
requires the services to continue. Continuation of services pursuant to this Section 
shall be in three (3) month increments and the total of all public exigency extensions 
shall not exceed twelve (12) months. Thirty (30) calendar days written notice shall be 
given by TENNCARE before this option is exercised. 
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4.2.3.2 A written notice of exigency extension shall constitute an amendment to the 
Agreement, may include a revision of the maximum liability and other adjustments 
permitted under Section 3, and shall be approved by the F&A Commissioner and the 
Comptroller of the Treasury. 

 
4.2.3.3 During any periods of public exigency, TENNCARE shall continue to make 

payments to the CONTRACTOR as specified in Section 3 of this Agreement.  
 

4.3 APPLICABLE LAWS AND REGULATIONS  
 

The CONTRACTOR agrees to comply with all applicable federal and state laws, rules and 
regulations, policies (including TennCare Standard Operating Procedures (so long as said 
TennCare Standard Operating Procedure does not constitute a material change to the obligations 
of the CONTRACTOR pursuant to this Agreement)), consent decrees, and court orders, including 
Constitutional provisions regarding due process and equal protection of the law, including but not 
limited to: 

 
4.3.1 42 CFR Chapter IV, Subchapter C (with the exception of those parts waived under the TennCare 

Section 1115(a) waiver). 
 
4.3.2 45 CFR Part 74, General Grants Administration Requirements. 
 
4.3.3 Titles 4, 47, 56, and 71, Tennessee Code Annotated, including, but not limited to, the TennCare 

Drug Formulary Accountability Act, Public Chapter 276 and The Standardized Pharmacy Benefit 
Identification Card Act. 

 
4.3.4 All applicable standards, orders, or regulations issued pursuant to the Clean Air Act of 1970 (42 

USC 7401, et seq.). 
 
4.3.5 Title VI of the Civil Rights Act of 1964 (42 USC 2000d) and regulations issued pursuant thereto, 

45 CFR Part 80. 
 
4.3.6 Title VII of the Civil Rights Act of 1964 (42 USC 2000e) in regard to employees or applicants for 

employment. 
 
4.3.7 Section 504 of the Rehabilitation Act of 1973, 29 USC 794, which prohibits discrimination on the 

basis of handicap in programs and activities receiving or benefiting from federal financial 
assistance, and regulations issued pursuant thereto, 45 CFR Part 84. 

 
4.3.8 The Age Discrimination Act of 1975, 42 USC 6101 et seq., which prohibits discrimination on the 

basis of age in programs or activities receiving or benefiting from federal financial assistance. 
 
4.3.9 The Omnibus Budget Reconciliation Act of 1981, P.L. 97-35, which prohibits discrimination on 

the basis of sex and religion in programs and activities receiving or benefiting from federal 
financial assistance. 

 
4.3.10 Americans with Disabilities Act, 42 USC 12101 et seq., and regulations issued pursuant thereto, 

28 CFR Parts 35, 36. 
 
4.3.11 Sections 1128 and 1156 of the Social Security Act relating to exclusion of providers for 

fraudulent or abusive activities involving the Medicare, SCHIP and/or Medicaid program. 
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4.3.12 Tennessee Consumer Protection Act, TCA 47-18-101 et seq. 
 
4.3.13 The TennCare Section 1115 waiver and all Special Terms and Conditions which relate to the 

waiver. 
 
4.3.14 Executive Orders, including Executive Order 1 effective January 26, 1995 and Executive Order 3 

effective February 3, 2003. 
 
4.3.15 The Clinical Laboratory Improvement Amendments (CLIA) of 1988. 
 
4.3.16 Requests for approval of material modification as provided at TCA 56-32-201 et seq. 
 
4.3.17 Investigatory Powers of TDCI pursuant to TCA 56-32-232. 
 
4.3.18 42 USC 1396 et seq. (with the exception of those parts waived under the TennCare Section 

1115(a) waiver). 
 
4.3.19 The Health Insurance Portability and Accountability Act of 1996 (HIPAA), Section 1171(5)(E) of 

the Social Security Act as enacted by HIPAA. 
 
4.3.20 Title IX of the Education Amendments of 1972 regarding education programs and activities. 
 
4.3.21 Title 42 CFR 422.208 and 210, Physician Incentive Plans. 
 
4.3.22 Equal Employment Opportunity (EEO) Provisions. 
 
4.3.23 Copeland Anti-Kickback Act. 
 
4.3.24 Davis-Bacon Act. 
 
4.3.25 Contract Work Hours and Safety Standards. 
 
4.3.26 Rights to Inventions Made Under a Contract or Agreement. 
 
4.3.27 Byrd Anti-Lobbying Amendment. 
 
4.3.28 Subcontracts in excess of one-hundred thousand dollars ($100,000) shall require compliance with 

all applicable standards, orders or requirements issued under Section 306 of the Clean Air Act (42 
USC 1857 (h)), Section 508 of the Clean Water Act (33 USC 1368), Executive Order 11738, and 
Environmental Protection Agency regulations (40 CFR Part 15). 

 
4.3.29 Mandatory standards and policies relating to energy efficiency which are contained in the state 

energy conservation plan issued in compliance with the Energy Policy and Conservation Act (P. 
L. 94-165.) 

 
4.3.30 TennCare Reform Legislation signed May 11, 2004. 
 
4.3.31 Federal Pro-Children Act of 1994 and the Tennessee Children’s Act for Clean Indoor Air of 

1995.  
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4.3.32 Confidentiality of Alcohol and Drug Abuse Patient Records, 42 CFR Part 2.  
 
4.3.33 Title 33 (Mental Health Law) of the Tennessee Code Annotated. 
 
4.3.34 Rules of the Tennessee Department of Mental Health and Developmental Disabilities, Rule 0940 

et seq.  
 
4.3.35 TennCare rules and regulations. 
 
4.4 TERMINATION  
 

In the event of termination, it is agreed that neither party shall be relieved from any financial 
obligations each may owe to the other as a result of liabilities incurred during the course of this 
Agreement. For terminations pursuant to Sections 4.4.1, 4.4.2, 4.4.3, or 4.4.5, TENNCARE will 
assume responsibility for informing all affected enrollees of the reasons for their termination from 
the CONTRACTOR’s MCO. 

 
4.4.1 Termination Under Mutual Agreement 
 

Under mutual agreement, TENNCARE and the CONTRACTOR may terminate this Agreement 
for any reason if it is in the best interest of TENNCARE and the CONTRACTOR. Both parties 
will sign a notice of termination which shall include, inter alia, the date of termination, conditions 
of termination, and extent to which performance of work under this Agreement is terminated. 

 
4.4.2 Termination by TENNCARE for Cause 
 

4.4.2.1 The CONTRACTOR shall be deemed to have breached this Agreement if any of the 
following occurs: 

 
4.4.2.1.1 The CONTRACTOR fails to perform in accordance with any term or provision of the 

Agreement; 
 

4.4.2.1.2 The CONTRACTOR only renders partial performance of any term or provision of 
the Agreement; or 

 
4.4.2.1.3 The CONTRACTOR engages in any act prohibited or restricted by the Agreement. 

 
4.4.2.2 For purposes of Section 4.4.2, items 4.4.2.1.1 through 4.4.2.1.3 shall hereinafter be 

referred to as “Breach.” 
 
4.4.2.3 In the event of a Breach by the CONTRACTOR, TENNCARE shall have available 

any one or more of the following remedies in addition to or in lieu of any other 
remedies set out in this Agreement or available in law or equity: 

 
4.4.2.3.1 Recover actual damages, including incidental and consequential damages, and any 

other remedy available at law or equity; 
 

4.4.2.3.2 Require that the CONTRACTOR prepare a plan to immediately correct cited 
deficiencies, unless some longer time is allowed by TENNCARE, and implement this 
correction plan; 
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4.4.2.3.3 Recover any and/or all liquidated damages provided in Section 4.20.2; and 
 

4.4.2.3.4 Declare a default and terminate this Agreement. 
 

4.4.2.4 In the event of a conflict between any other Agreement provisions and Section 
4.4.2.3, Section 4.4.2.3 shall control. 

 
4.4.2.5 In the event of Breach by the CONTRACTOR, TENNCARE may provide the 

CONTRACTOR written notice of the Breach and twenty (20) calendar days to cure 
the Breach described in the notice. In the event that the CONTRACTOR fails to cure 
the Breach within the time period provided, then TENNCARE shall have available 
any and all remedies described herein and available at law.  

 
4.4.2.6 In the event the CONTRACTOR disagrees with the determination of noncompliance 

or designated corrective action described in the notice, the CONTRACTOR shall 
nevertheless implement said corrective action, without prejudice to any rights the 
CONTRACTOR may have to later dispute the finding of noncompliance or 
designated corrective action. 

 
4.4.3 Termination for Unavailability of Funds 
 

In the event that federal and/or state funds to finance this Agreement become unavailable, 
TENNCARE may terminate the Agreement immediately in writing to the CONTRACTOR 
without penalty. The CONTRACTOR shall be entitled to receive and shall be limited to, just and 
equitable compensation for any satisfactory authorized work performed as of the termination 
date. Availability of funds shall be determined solely by TENNCARE. 

 
4.4.4 Termination for CONTRACTOR Financial Inviability, Insolvency or Bankruptcy 
 

4.4.4.1 If TENNCARE reasonably determines that the CONTRACTOR’s financial condition 
is not sufficient to allow the CONTRACTOR to provide the services as described 
herein in the manner required by TENNCARE, TENNCARE may terminate this 
Agreement in whole or in part, immediately or in stages. Said termination shall not 
be deemed a Breach by either party. The CONTRACTOR’s financial condition shall 
be presumed not sufficient to allow the CONTRACTOR to provide the services 
described herein in the manner required by TENNCARE if the CONTRACTOR can 
not demonstrate to TENNCARE’s satisfaction that the CONTRACTOR has risk 
reserves and a net worth to meet the applicable net worth requirement specified in 
Section 2.21.5 of this Agreement.  

 
4.4.4.2 CONTRACTOR insolvency or the filing of a petition in bankruptcy by or against the 

CONTRACTOR shall constitute grounds for termination for cause. In the event of 
the filing of a petition in bankruptcy by or against a principal subcontractor or 
provider or the insolvency of said subcontractor or provider, the CONTRACTOR 
shall immediately advise TENNCARE.  
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4.4.5 Termination by TENNCARE for Convenience 
 

TENNCARE may terminate this Agreement for convenience and without cause upon thirty (30) 
calendar days written notice. Said termination shall not be a Breach of the Agreement by 
TENNCARE, and TENNCARE shall not be responsible to the CONTRACTOR or any other 
party for any costs, expenses, or damages occasioned by said termination, i.e., without penalty. 

 
4.4.6 Termination by CONTRACTOR 
 
4.4.6.1 Beginning in calendar year 2008, the CONTRACTOR shall have the option to provide 

TENNCARE with a six (6) months notice of termination on or by July 1 of each calendar 
year after receipt of notice of the capitation payment rates to become effective in July.  Said 
notice shall terminate the Agreement on the following December 31st.  

 
4.4.6.2 The CONTRACTOR shall have the option to provide TENNCARE with a six (6) months 

notice of termination when risk adjustment factors are updated in accordance with Section 
3.4.3.5 due to a significant change in program participation. In this instance, the 
CONTRACTOR shall provide TENNCARE with written notice of termination within 
fourteen (14) calendar days of notice of the updated risk adjustment factors and capitation 
payment rates. Said notice shall terminate the Agreement six (6) months after the date of 
notice of risk adjustment factors and capitation payment rates plus fourteen (14) calendar 
days.   

 
4.4.7 Termination Procedures 
 

4.4.7.1 The party initiating the termination shall render written notice of termination to the 
other party by certified mail, return receipt requested, or in person with proof of 
delivery. The notice of termination shall specify the provision of this Agreement 
giving the right to terminate, the circumstances giving rise to termination, and the 
date on which such termination shall become effective. 

 
4.4.7.2 Upon receipt of notice of termination, and subject to the provisions of this Section, 

on the date and to the extent specified in the notice of termination, the 
CONTRACTOR shall: 

 
4.4.7.2.1 Stop work under the Agreement, but not before the termination date; 
 
4.4.7.2.2 At the point of termination, assign to TENNCARE in the manner and extent directed 

by TENNCARE all the rights, title and interest of the CONTRACTOR for the 
performance of the subcontracts to be determined at need in which case TENNCARE 
shall have the right, in its discretion, to settle or pay any of the claims arising out of 
the termination of such agreements and subcontracts; 

 
4.4.7.2.3 Complete the performance of such part of the Agreement that shall have not been 

terminated under the notice of termination; 
 

4.4.7.2.4 Take such action as may be necessary, or as a contracting officer may direct, for the 
protection of property related to this Agreement which is in possession of the 
CONTRACTOR and in which TENNCARE has or may acquire an interest; 
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4.4.7.2.5 In the event the Agreement is terminated by TENNCARE, continue to serve or 
arrange for provision of services to the enrollees in the CONTRACTOR’s MCO for 
up to forty-five (45) calendar days from the Agreement termination date or until the 
members can be transferred to another MCO, whichever is longer. During this 
transition period, TENNCARE shall continue to make payment as specified in 
Section 3;  

 
4.4.7.2.6 Promptly make available to TENNCARE, or another MCO acting on behalf of 

TENNCARE, any and all records, whether medical, behavioral or financial, related to 
the CONTRACTOR’s activities undertaken pursuant to this Agreement. Such records 
shall be in a usable form and shall be provided at no expense to TENNCARE;  

 
4.4.7.2.7 Promptly supply all information necessary to TENNCARE or another MCO acting 

on behalf of TENNCARE for reimbursement of any outstanding claims at the time of 
termination; 

 
4.4.7.2.8 Submit a termination plan to TENNCARE for review, which is subject to 

TENNCARE approval. This plan must, at a minimum, contain the provisions in 
Sections 4.4.7.2.9 through 4.4.7.2.14 below. The CONTRACTOR shall agree to 
make revisions to the plan as necessary in order to obtain approval by TENNCARE. 
Failure to submit a termination plan and obtain approval of the termination plan by 
TENNCARE shall result in the withhold of ten percent (10%) of the 
CONTRACTOR’s monthly capitation payment;  

 
4.4.7.2.9 Agree to maintain claims processing functions as necessary for a minimum of nine 

(9) months (or longer if it is likely there are additional claims outstanding) in order to 
complete adjudication of all claims;  

 
4.4.7.2.10 Agree to comply with all duties and/or obligations incurred prior to the actual 

termination date of the Agreement, including but not limited to, the appeal process as 
described in Section 2.19;  

 
4.4.7.2.11 File all reports concerning the CONTRACTOR’s operations during the term of the 

Agreement in the manner described in this Agreement;  
 

4.4.7.2.12 Take whatever other actions are necessary in order to ensure the efficient and orderly 
transition of members from coverage under this Agreement to coverage under any 
new arrangement developed by TENNCARE; 

 
4.4.7.2.13 In order to ensure that the CONTRACTOR fulfills its continuing obligations both 

before and after termination, maintain the financial requirements (as described in this 
Agreement as of the CONTRACTOR’s date of termination notice), fidelity bonds 
and insurance set forth in this Agreement until the State provides the 
CONTRACTOR written notice that all continuing obligations of this Agreement 
have been fulfilled; and 
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4.4.7.2.14 Upon expiration or termination of this Agreement, submit reports to TENNCARE 
every thirty (30) calendar days detailing the CONTRACTOR’s progress in 
completing its continuing obligations under this Agreement. The CONTRACTOR, 
upon completion of these continuing obligations, shall submit a final report to 
TENNCARE describing how the CONTRACTOR has completed its continuing 
obligations. TENNCARE shall within twenty (20) calendar days of receipt of this 
report advise in writing whether TENNCARE agrees that the CONTRACTOR has 
fulfilled its continuing obligations. If TENNCARE finds that the final report does not 
evidence that the CONTRACTOR has fulfilled its continuing obligations, then 
TENNCARE shall require the CONTRACTOR to submit a revised final report. 
TENNCARE shall in writing notify the CONTRACTOR once the CONTRACTOR 
has submitted a revised final report evidencing to the satisfaction of TENNCARE 
that the CONTRACTOR has fulfilled its continuing obligations. 

 
4.5 ENTIRE AGREEMENT  
 
4.5.1 This Agreement, including any amendments or attachments, represents the entire Agreement 

between the CONTRACTOR and TENNCARE with respect to the subject matter stated herein, 
and supersedes all other contracts between the parties with regard to the provision of services 
described herein. Any communications made before the parties entered into this Agreement, 
whether verbal or in writing, shall not be considered as part of or explanatory of any part of this 
Agreement. 

 
4.5.2 In the event of a conflict of language between the Agreement and any amendments, the 

provisions of the amendments shall govern.  
 
4.5.3 All applicable state and federal laws, rules and regulations, consent decrees, court orders and 

policies and procedures (hereinafter referred to as Applicable Requirements), including those 
described in Section 4.3 of this Agreement are incorporated by reference into this Agreement. 
Any changes in those Applicable Requirements shall be automatically incorporated into this 
Agreement by reference as soon as they become effective. However, as provided in Section 3.4.5 
of this Agreement, changes that are likely to impact the actuarial soundness of the capitation 
rate(s) shall be reviewed by TENNCARE’s actuary and the appropriate adjustment to the 
impacted capitation rate(s) will be made via amendment pursuant to Section 4.21. 

 
4.5.4 Nothing contained herein shall prejudice, restrict or otherwise limit the CONTRACTOR’s right 

to initiate action challenging such Applicable Requirements in a court of competent jurisdiction, 
including seeking to stay or enjoin the applicability or incorporation of such requirements into 
this Agreement. 

 
4.6 INCORPORATION OF ADDITIONAL DOCUMENTS  
 
4.6.1 Included in this Agreement by reference are the following documents: 
 

4.6.1.1 The Agreement document and its attachments, as defined in Section 4.5 above; 
 
4.6.1.2 All clarifications and addenda made to the CONTRACTOR’s Proposal; 
 
4.6.1.3 The Request for Proposal and its associated amendments; 
 
4.6.1.4 Technical Specifications provided to the CONTRACTOR; and 
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4.6.1.5 The CONTRACTOR’s Proposal. 

 
4.6.2 In the event of a discrepancy or ambiguity regarding the CONTRACTOR’s duties, 

responsibilities, and performance under this Agreement, these documents shall govern in order of 
precedence detailed above. 

 
4.7 APPLICABILITY OF THIS AGREEMENT  
 
4.7.1 All terms, conditions, and policies stated in this Agreement apply to staff, agents, officers, 

subcontractors, providers, volunteers and anyone else acting for or on behalf of the 
CONTRACTOR.  

 
4.7.2 TennCare enrollees are the intended third party beneficiaries of contracts between the State and 

the CONTRACTOR and of any subcontracts or provider agreements entered into by the 
CONTRACTOR with subcontracting providers, and, as such, enrollees are entitled to the 
remedies accorded to third party beneficiaries under the law. This provision is not intended to 
provide a cause of action against TENNCARE or the State of Tennessee by enrollees beyond any 
that may exist under state or federal law. 

 
4.8 TECHNICAL ASSISTANCE  
 

Technical assistance shall be provided to the CONTRACTOR when deemed appropriate by 
TENNCARE. 

 
4.9 PROGRAM INFORMATION  
 

Upon request, TENNCARE shall provide the CONTRACTOR complete and current information 
with respect to pertinent statutes, regulations, rules, policies, procedures, and guidelines affecting 
the CONTRACTOR’s operation pursuant to this Agreement. 

 
4.10 QUESTIONS ON POLICY DETERMINATIONS  
 

On an ongoing basis, should the CONTRACTOR have a question on policy determinations, 
benefits or operating guidelines, the CONTRACTOR shall request a determination from 
TENNCARE in writing. The State shall have thirty (30) calendar days to make a determination 
and respond unless specified otherwise. Should TENNCARE not respond in the required amount 
of time, the CONTRACTOR shall not be penalized as a result of implementing items awaiting 
approval. However, failure to respond timely shall not preclude the State from requiring the 
CONTRACTOR to respond or modify the policy or operating guideline prospectively. The 
CONTRACTOR shall be afforded at least sixty (60) calendar days to implement the modification. 

 
4.11 INTERPRETATIONS  
 

Any dispute between the CONTRACTOR and TENNCARE concerning the clarification, 
interpretation and application of all federal and state laws, regulations, or policy or consent 
decrees or court orders governing or in any way affecting this Agreement shall be determined by 
TENNCARE. When a clarification, interpretation and application is required, the 
CONTRACTOR shall submit a written request to TENNCARE. TENNCARE will contact the 
appropriate agencies in responding to the request by submitting the written request to the agency 
within thirty (30) calendar days after receiving that request from the CONTRACTOR. Any 
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clarifications received pursuant to requests for clarification, interpretation and application shall be 
forwarded upon receipt to the CONTRACTOR. Nothing in this Section shall be construed as a 
waiver by the CONTRACTOR of any legal right it may have to contest the findings of either the 
state or federal governments or both as they relate to the clarification, interpretation and 
application of statute, regulation, or policy or consent decrees or court orders. 

 
4.12 CONTRACTOR APPEAL RIGHTS  
 

The CONTRACTOR shall have the right to contest TENNCARE decisions pursuant to the 
provisions of TCA 9-8-301 et seq. for the resolution of disputes under this Agreement. Written 
notice describing the substance and basis of the contested action must be submitted to 
TENNCARE within thirty (30) calendar days of the action taken by TENNCARE. The 
CONTRACTOR shall comply with all requirements contained within this Agreement pending the 
final resolution of the contested action. 

 
4.13 DISPUTES  
 

Any claim by the CONTRACTOR against TENNCARE arising out of the breach of this 
Agreement shall be handled in accordance with the provision of TCA 9-8-301, et seq. Provided, 
however, the CONTRACTOR agrees that the CONTRACTOR shall give notice to TENNCARE 
of its claim thirty (30) calendar days prior to filing the claim in accordance with TCA 9-8-301, et 
seq.  

 
4.14 NOTIFICATION OF LEGAL ACTION AGAINST THE CONTRACTOR  
 

The CONTRACTOR shall give TENNCARE and TDCI immediate notification in writing by 
certified mail of any administrative or legal action filed regarding any claim made against the 
CONTRACTOR by a provider or enrollee which is related to the CONTRACTOR’s 
responsibilities under this Agreement, including but not limited to notice of any arbitration 
proceedings instituted between a provider and the CONTRACTOR. The CONTRACTOR shall 
ensure that all tasks related to the provider agreement are performed in accordance with the terms 
of this Agreement. 

 
4.15 DATA THAT MUST BE CERTIFIED  
 
4.15.1 In accordance with 42 CFR 438.606 and 438.606, when State payments to the CONTRACTOR 

are based on data submitted by the CONTRACTOR, the CONTRACTOR shall certify the data. 
The data that must be certified include, but are not limited to, enrollment information, encounter 
data, and other information required by the State and contained in contracts, proposals and related 
documents including the medical loss ratio (MLR) report. The data must be certified by one of 
the following: the CONTRACTOR’s Chief Executive Officer, the CONTRACTOR’s Chief 
Financial Officer, or an individual who has delegated authority to sign for, and who reports 
directly to the CONTRACTOR’s Chief Executive Officer or Chief Financial Officer. The 
certification must attest, based on best knowledge, information, and belief, as follows:  

 
4.15.1.1 To the accuracy, completeness and truthfulness of the data; and 
 
4.15.1.2 To the accuracy, completeness and truthfulness of the documents specified by the 

State.  
 
4.15.2 The CONTRACTOR shall submit the certification concurrently with the certified data. 
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4.16 USE OF DATA  
 

TENNCARE shall have unlimited but not exclusive rights to use, disclose, or duplicate, for any 
purpose whatsoever, all information and data developed, derived, documented, or furnished by 
the CONTRACTOR resulting from this Agreement. However, TENNCARE shall not disclose 
proprietary information that is afforded confidential status by state or federal law. 

 
4.17 WAIVER  
 

No covenant, condition, duty, obligation, or undertaking contained in or made a part of this 
Agreement may be waived except by written agreement of the Agreement signatories or in the 
event the signatory for a party is no longer empowered to sign such Agreement, the signatory’s 
replacement. Forbearance, forgiveness, or indulgence in any other form or manner by either party 
in any regard whatsoever shall not constitute a waiver of the covenant, condition, duty, 
obligation, or undertaking to be kept, performed, or discharged by the party to which the same 
may apply. Until complete performance or satisfaction of all such covenants, conditions, duties, 
obligations, or undertakings, the other party shall have the right to invoke any remedy available 
under law or equity notwithstanding any such forbearance, forgiveness or indulgence. 

 
4.18 AGREEMENT VARIATION/SEVERABILITY  
 

If any provision of this Agreement (including items incorporated by reference) is declared or 
found to be illegal, unenforceable, or void, then both TENNCARE and the CONTRACTOR shall 
be relieved of all obligations arising under such provision. If the remainder of the Agreement is 
capable of performance, it shall not be affected by such declaration of finding and shall be fully 
performed. In addition, if the laws or regulations governing this Agreement should be amended or 
judicially interpreted as to render the fulfillment of the Agreement impossible or economically 
unfeasible, both TENNCARE and the CONTRACTOR will be discharged from further 
obligations created under the terms of the Agreement. 

 
4.19 CONFLICT OF INTEREST  
 
4.19.1 The CONTRACTOR warrants that no part of the total Agreement amount provided herein shall 

be paid directly, indirectly or through a parent organization, subsidiary or an affiliate organization 
to any state or federal officer or employee of the State of Tennessee or any immediate family 
member of a state or federal officer or employee of the State of Tennessee as wages, 
compensation, or gifts in exchange for acting as officer, agent, employee, subcontractor, or 
consultant to the CONTRACTOR in connection with any work contemplated or performed 
relative to this Agreement unless disclosed to the Commissioner, Tennessee Department of 
Finance and Administration.  For purposes of Section 4.19 and its subparts of this contract, 
“immediate family member” shall mean a spouse or minor child(ren) living in the household.  

 
4.19.1.1 Quarterly, by January 30, April 30, July 30, and October 30 each year, or at other 

times or intervals as designated by the Deputy Commissioner of the Bureau of 
TennCare, disclosure shall be made by the CONTRACTOR to the Deputy 
Commissioner of the Bureau of TennCare, Department of Finance and 
Administration in writing. The disclosure shall include, but not be limited to, the 
following: 
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4.19.1.1.1 A list of any state or federal officer or employee of the State of 
Tennessee as well as any immediate family member of a state or federal 
officer or employee of the State of Tennessee who receives wages or 
compensation  from the CONTRACTOR; and 

 
4.19.1.1.2 A statement of the reason or purpose for the wages or compensation. 
 
   

 The disclosures shall be made by the CONTRACTOR and reviewed by 
TENNCARE in accordance with Standard Operating Procedures and the 
disclosures shall be distributed to, amongst other persons, entities and 
organizations, the Commissioner, Tennessee Department of Finance and 
Administration, the Tennessee Ethics Commission, the TennCare Oversight 
Committee and the Fiscal Review Committee. 

 
4.19.1.2 This Agreement may be terminated by TENNCARE and/or the CONTRACTOR 

may be subject to sanctions, including liquidated damages, under this Agreement 
if it is determined that the CONTRACTOR, its agents or employees offered or 
gave gratuities of any kind to any state or federal officials or employees of the 
State of Tennessee or any immediate family member of a state or federal officer 
or employee of the State of Tennessee if the offering or giving of said gratuity is 
in contravention or violation of state or federal law. It is understood by and 
between the parties that the failure to disclose information as required under 
Section 4.19 of this Agreement may result in termination of this Agreement and 
the CONTRACTOR may be subject to sanctions, including liquidated damages 
in accordance with Section 4.20 of this Agreement. The CONTRACTOR 
certifies that no member of or delegate of Congress, the United States General 
Accounting Office, DHHS, CMS, or any other federal agency has or will benefit 
financially or materially from this Agreement. 

 
4.19.2 The CONTRACTOR shall include language in all subcontracts and provider agreements and any 

and all agreements that result from this Agreement between CONTRACTOR and TENNCARE to 
ensure that it is maintaining adequate internal controls to detect and prevent conflicts of interest 
from occurring at all levels of the organization. Said language may make applicable the 
provisions of Section 4.19 to all subcontracts, provider agreements and all agreements that result 
from the Agreement between the CONTRACTOR and TENNCARE.  

 
4.20 FAILURE TO MEET AGREEMENT REQUIREMENTS  
 

It is acknowledged by TENNCARE and the CONTRACTOR that in the event of 
CONTRACTOR’s failure to meet the requirements provided in this Agreement and all documents 
incorporated herein, TENNCARE will be harmed. The actual damages which TENNCARE will 
sustain in the event of and by reason of such failure are uncertain, are extremely difficult and 
impractical to ascertain and determine. The parties therefore acknowledge that the 
CONTRACTOR shall be subject to damages and/or sanctions as described below. It is further 
agreed that the CONTRACTOR shall pay TENNCARE liquidated damages as directed by 
TENNCARE; provided however, that if it is finally determined that the CONTRACTOR would 
have been able to meet the Agreement requirements listed below but for TENNCARE’s failure to 
perform as provided in this Agreement, the CONTRACTOR shall not be liable for damages 
resulting directly therefrom. 
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4.20.1 Intermediate Sanctions 
 

4.20.1.1 TENNCARE may impose any or all of the sanctions as described in this Section 
upon TENNCARE’s reasonable determination that the CONTRACTOR failed to 
comply with any corrective action plan (CAP) as described under Section 2.25.9 or 
Section 2.23.13 of this Agreement, or is otherwise deficient in the performance of its 
obligations under the Agreement, which shall include, but may not be limited to the 
following: 

 
4.20.1.1.1 Fails substantially to provide medically necessary covered services; 

 
4.20.1.1.2 Imposes on members cost sharing responsibilities that are in excess of the cost 

sharing permitted by TENNCARE; 
 

4.20.1.1.3 Acts to discriminate among enrollees on the basis of their health status or need for 
health care services; 

 
4.20.1.1.4 Misrepresents or falsifies information that it furnishes to CMS or to the State; 

 
4.20.1.1.5 Misrepresents or falsifies information that it furnishes to a member, potential 

member, or provider; 
 

4.20.1.1.6 Fails to comply with the requirements for physician incentive plans, as required by 
42 CFR 438.6(h) and set forth (for Medicare) in 42 CFR 422.208 and 422.210; 

 
4.20.1.1.7 Has distributed directly, or indirectly through any agent or independent contractor, 

marketing or member materials that have not been approved by the State or that 
contain false or materially misleading information; and 

 
4.20.1.1.8 Has violated any of the other applicable requirements of Sections 1903(m) or 1932 of 

the Social Security Act and any implementing regulations. 
 

4.20.1.2 TENNCARE shall only impose those sanctions it determines to be appropriate for the 
deficiencies identified. However, TENNCARE may impose intermediate sanctions 
on the CONTRACTOR simultaneously with the development and implementation of 
a corrective action plan if the deficiencies are severe and/or numerous. Intermediate 
sanctions may include: 

 
4.20.1.2.1 Liquidated damages as described in Section 4.20.2; 

 
4.20.1.2.2 Suspension of enrollment in the CONTRACTOR’s MCO; 

 
4.20.1.2.3 Disenrollment of members;  

 
4.20.1.2.4 Limitation of the CONTRACTOR’s service area; 

 
4.20.1.2.5 Civil monetary penalties as described in 42 CFR 438.704; 

 
4.20.1.2.6 Appointment of temporary management for an MCO as provided in 42 CFR 438.706; 
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4.20.1.2.7 Suspension of all new enrollment, including default enrollment, after the effective 
date of the sanction; 

 
4.20.1.2.8 Suspension of payment for recipients enrolled after the effective date of the sanction 

and until CMS or the State is satisfied that the reason for imposition of the sanction 
no longer exists and is not likely to recur; or 

 
4.20.1.2.9 Additional sanctions allowed under federal law or state statute or regulation that 

address areas of noncompliance. 
 
4.20.2 Liquidated Damages  
 

4.20.2.1 Reports and Deliverables  
 
4.20.2.1.1 For each day that a report or deliverable is late, incorrect, or deficient, the 

CONTRACTOR shall be liable to TENNCARE for liquidated damages in the amount 
of one-hundred dollars ($100) per day per report or deliverable unless specified 
otherwise in this Section. Liquidated damages for late reports/deliverables shall begin 
on the first day the report/deliverable is late.  

 
4.20.2.1.2 Liquidated damages for incorrect reports or deficient deliverables shall begin on the 

first day after the report/deliverable was due.  
 

4.20.2.1.3 For the purposes of determining liquidated damages in accordance with this Section, 
reports or deliverables are due as specified elsewhere in this Agreement or by 
TENNCARE.  

 
4.20.2.2 Program Issues 
 
4.20.2.2.1 Liquidated damages for failure to perform specific responsibilities or responsibilities 

as described in this Agreement are shown in the chart below. Damages are grouped 
into three categories: Level A, Level B, and Level C program issues. 

 
4.20.2.2.2 Failure to perform specific responsibilities or requirements categorized as Level A 

are those which pose a significant threat to patient care or to the continued viability 
of the TENNCARE program.  

 
4.20.2.2.3 Failure to perform specific responsibilities or requirements categorized as Level B 

are those with pose threats to the integrity of the TENNCARE program, but which do 
not necessarily imperil patient care.  

 
4.20.2.2.4 Failure to perform specific responsibilities or requirements categorized as Level C 

are those which represent threats to the smooth and efficient operation of the 
TENNCARE program but which do not imperil patient care or the integrity of the 
TENNCARE program.  

 
4.20.2.2.5 TENNCARE may also assess liquidated damages for failure to meet performance 

standards as provided in Section 2.24.3 and Attachment VII of this Agreement. 
 

4.20.2.2.6 TENNCARE reserves the right to assess a general liquidated damage of five-hundred 
dollars ($500) per occurrence with any notice of deficiency. 
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4.20.2.2.7 Liquidated Damages Chart 

 

LEVEL PROGRAM ISSUES  DAMAGE 

A.1 Failure to comply with claims 
processing as described in Section 
2.22 of this Agreement 

 $10,000 per month, for each month 
that TENNCARE determines that the 
CONTRACTOR is not in compliance 
with the requirements of Section 2.22 
of this Agreement 

A.2 Failure to comply with licensure 
requirements in Section 2.29.2 of 
this Agreement 

  $5,000 per calendar day that 
staff/provider/agent/subcontractor is 
not licensed as required by applicable 
state law plus the amount paid to the 
staff/provider/agent/subcontractor 
during that period 

A.3 Failure to respond to a request by 
DCS or TENNCARE to provide 
service(s) to a child at risk of 
entering DCS custody  

 The actual amount paid by DCS 
and/or TENNCARE for necessary 
services or $1000, whichever is 
greater 

A.4 Failure to comply with obligations 
and time frames in the delivery of 
TENNderCare screens and related 
services 

 The actual amount paid by DCS 
and/or TENNCARE for necessary 
services or $1000, whichever is 
greater  

A.5 Denial of a request for services to 
a child at risk of entering DCS 
custody when the services have 
been reviewed and authorized by 
the TENNCARE Chief Medical 
Officer  

 The actual amount paid by DCS 
and/or TENNCARE for necessary 
services or $1000, whichever is 
greater 
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LEVEL PROGRAM ISSUES  DAMAGE 

A.6(a) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A.6(b) 

Failure to provide a service or 
make payments for a service 
within five (5) calendar days of a 
reasonable and appropriate 
directive from TENNCARE 
(pursuant to an appeal) to do so, 
or upon approval of the service or 
payment by the CONTRACTOR 
during the appeal process, or 
within a longer period of time 
which has been approved by 
TENNCARE upon the 
CONTRACTOR’s demonstration 
of good cause 
 
Failure to provide proof of 
compliance to TENNCARE 
within five (5) calendar days of a 
reasonable and appropriate 
directive from TENNCARE or 
within a longer period of time 
which has been approved by 
TENNCARE upon the 
CONTRACTOR’s demonstration 
of good cause 

 $500 per day beginning on the next 
calendar day after default by the 
CONTRACTOR in addition to the 
cost of the services not provided 
 
 
 
 
 
 
 
 
 
 
 
$500 per day beginning on the next 
calendar day after default by the 
CONTRACTOR 

A.7 Failure to comply with this 
Agreement and federal rules/law 
regarding 
Sterilizations/Abortions/ 
Hysterectomies as outlined in 
Section 2.7.7 of this Agreement 

 $500 per occurrence or the actual 
amount of the federal penalty created 
by the CONTRACTOR’s failure to 
comply, whichever is greater 

A.8 Failure to provide coverage for 
prenatal care without a delay in 
care and in accordance with 
Section 2.7.4.2 of this Agreement 

 $500 per day, per occurrence, for 
each calendar day that care is not 
provided in accordance with the 
terms of this Agreement 

A.9  Failure to provide continuation or 
restoration of services where 
enrollee was receiving the service 
as required by TENNCARE rules 
or regulations, applicable state or 
federal law, and all court orders 
and consent decrees governing 
appeal procedures as they become 
effective 

 An amount sufficient to at least offset 
any savings the CONTRACTOR 
achieved by withholding the services 
and promptly reimbursing the 
enrollee for any costs incurred for 
obtaining the services at the 
enrollee’s expense 
 
$500 per day for each calendar day 
beyond the 2nd business day after an 
On Request Report regarding a 
member’s request for continuation of 
benefits is sent by TENNCARE 
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LEVEL PROGRAM ISSUES  DAMAGE 

A.10 Failure to comply with the notice 
requirements of this Agreement, 
TennCare rules and regulations or 
any subsequent amendments 
thereto, and all court orders and 
consent decrees governing appeal 
procedures, as they become 
effective 

 $500 per occurrence in addition to 
$500 per calendar day for each 
calendar day required notices are late 
or deficient or for each calendar day 
beyond the required time frame that 
the appeal is unanswered in each and 
every aspect and/or each day the 
appeal is not handled according to the 
provisions set forth by this 
Agreement or required by 
TENNCARE 

A.11 Failure to forward an expedited 
appeal to TENNCARE in twenty-
four (24) hours or a standard 
appeal in five (5) days 

 $500 per calendar day 

A.12 Failure to provide complete 
documentation, including medical 
records,  and comply with the 
timelines for responding to a 
medical appeal as set forth in 
TennCare rules and regulations 
and all court orders and consent 
decrees governing appeals 
procedures as they become 
effective 

 $500 per calendar day for each 
calendar day beyond the required 
time frame that the appeal is 
unanswered in each and every aspect 
and/or each day the appeal is not 
handled according to the provisions 
set forth by this Agreement or 
required by TENNCARE 

A.13 Failure to submit a timely 
corrected notice of adverse action 
to TENNCARE for review and 
approval prior to issuance to the 
member 

 $1,000 per occurrence if the notice 
remains defective plus a per calendar 
day assessment in increasing 
increments of $500 ($500 for the first 
day, $1,000 for the second day, 
$1,500 for the third day, etc.) for each 
day the notice is late and/or remains 
defective 
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LEVEL PROGRAM ISSUES  DAMAGE 

A.14 Per the Revised Grier Consent 
Decree, “Systemic problems or 
violations of the law” (e.g., a 
failure in 20% or more of 
appealed cases over a 60-day 
period) regarding any aspect of 
medical appeals processing 
pursuant to TennCare rules and 
regulations and all court orders 
and consent decrees governing 
appeal procedures, as they 
become effective 

 First occurrence: $500 per instance of 
such “systemic problems or violations 
of the law”, even if damages 
regarding one or more particular 
instances have been assessed (in the 
case of “systemic problems or 
violations of the law” relating to  
notice content requirements, $500 per 
notice even if a corrected notice was 
issued upon request by TENNCARE) 
 
Damages per instance shall increase 
in $500 increments for each 
subsequent “systemic problem or 
violation of the law” ($500 per 
instance the first time a “systemic 
problem or violation of the law” 
relating to a particular requirement is 
identified; $1,000 per instance for the 
2nd time a “systemic problem or 
violation of the law” relating to the 
same requirement is identified; etc.)  

A. 15 Failure to 1) provide an approved 
service timely, i.e., in accordance 
with timelines specified in the 
Special Terms and Conditions for 
Access in the TennCare Waiver 
(see Attachment III), or when not 
specified therein, with reasonable 
promptness; or 2) issue 
appropriate notice of delay with 
documentation upon request of 
ongoing diligent efforts to provide 
such approved service 

 The cost of services not provided plus 
$500 per day, per occurrence, for 
each day 1) that approved care is not 
provided timely; or 2) notice of delay 
is not provided and/or the 
CONTRACTOR fails to provide 
upon request sufficient 
documentation of ongoing diligent 
efforts to provide such approved 
service 
 

B.1 Failure to provide referral 
provider listings to PCPs as 
required by Section 2.14.3.5 of 
this Agreement  

 $500 per calendar day 

B.2 Failure to complete or comply 
with corrective action plans as 
required by TENNCARE 

 $500 per calendar day for each day 
the corrective action is not completed 
or complied with as required 

B.3 Failure to submit Audited HEDIS 
and CAHPS results annually by 
June 15 as described in Sections 
2.15.6 and 2.15.7 

 $250 per day for every calendar day 
reports are late 

B.4 Failure to submit NCQA 
Accreditation Report as described 
in Sections 2.15.6 

 $500 per day for every calendar day 
beyond the 10th calendar day 
Accreditation Status is not reported 
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LEVEL PROGRAM ISSUES  DAMAGE 

B.5 Failure to comply with Conflict of 
Interest, Lobbying, and/or 
Gratuities requirements described 
in Section 4.19, 4.23, or 4.24 

 110% of the total amount of 
compensation paid by the 
CONTRACTOR to inappropriate 
individuals  

B.6 Failure to disclose lobbying 
activities as required by Section 
4.24 and 2.30.21 

 $1000 per day that disclosure is late 

B.7 Failure to comply with Offer of 
Gratuities constraints described in 
Section 4.23 

 110% of the total benefit provided by 
the CONTRACTOR to inappropriate 
individuals 

B.8 
 
 

Failure to obtain approval of 
member materials as required by 
Section 2.17 of this Agreement 

 $500 per day for each calendar day 
that TENNCARE determines the 
CONTRACTOR has provided 
member material that has not been 
approved by TENNCARE 

B.9 
 

Failure to comply with time 
frames for providing Member 
Handbooks, I.D. cards, Provider 
Directories, and Quarterly 
Member Newsletters as required 
in Section 2.17 

 $5000 for each occurrence 

B.10 Failure to achieve and/or maintain 
financial requirements in 
accordance with TCA 

 $500 per calendar day for each day 
that financial requirements have not 
been met 

B.11 Failure to submit the 
CONTRACTOR’s annual NAIC 
filing as described in Section 
2.30.14.3 

 $500 per calendar day 

B.12 Failure to submit the 
CONTRACTOR’s quarterly 
NAIC filing as described in 
Section 2.30.14.3 

 $500 per calendar day 

B.13 Failure to submit audited financial 
statements as described in Section 
2.30.14.3  

 $500 per calendar day 

B.14 Failure to comply with fraud and 
abuse provisions as described in 
Section 2.20 of this Agreement 

 $500 per calendar day for each day 
that the CONTRACTOR does not 
comply with fraud and abuse 
provisions 

B.15 Failure to require and ensure 
compliance with Ownership and 
Disclosure requirements as 
required in Section 2.12.7.50 of 
this Agreement  

 $5000 per provider 
disclosure/attestation for each 
disclosure/attestation that is not 
received or is received and signed by 
a provider that does not request or 
contain complete and satisfactory 
disclosure of the requirements 
outlined in 42 CFR 455, Subpart B 
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LEVEL PROGRAM ISSUES  DAMAGE 

B.16 Failure to maintain a complaint 
and appeal system as required in 
Section 2.19 of this Agreement 

 $500 per calendar day 

B.17 Failure to maintain required 
insurance as required in Section 
2.21.7 of this Agreement  

 $500 per calendar day 

B.18 Failure to provide a written 
discharge plan or provision of a 
defective discharge plan for 
discharge from a psychiatric 
inpatient facility or mental health 
residential treatment facility as 
required in Section 2.9.6.3.2 of 
this Agreement 

 $1,000 per occurrence per case 

B.19 Imposing arbitrary utilization 
guidelines or other quantitative 
coverage limits as prohibited in 
Section 2.6.3 and 2.14.1 of this 
Agreement 

 $500 per occurrence 

B.20 Failure to provide CRG/TPG 
assessments within the time 
frames specified in Section 
2.7.2.9 of this Agreement 

 $500 per month per Enrollee 

B.21 Failure to provide CRG/TPG 
assessments by TDMHDD-
certified raters or in accordance 
with TDMHDD policies and 
procedures as required in Section 
2.7.2.9 of this Agreement 

 $500 per occurrence per case 

B.22 Failure to completely process a 
credentialing application within 
thirty (30) calendar days of 
receipt of a completed 
application, including all 
necessary documentation and 
attachments,  and signed provider 
agreement/contract as required in 
Section 2.11.7 of this Agreement 
 

 $5000 per application that has not 
been approved and loaded into the 
CONTRACTOR's system or denied 
within thirty (30) calendar days of 
receipt of a completed credentialing 
application and a signed provider 
agreement/contract if applicable 
 
And/Or 
 
$1000 per application per day for 
each day beyond thirty (30) calendar 
days that a completed credentialing 
application has not been processed as 
described in Section 2.11.7 of this 
Agreement 
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LEVEL PROGRAM ISSUES  DAMAGE 

B.23 Failure to maintain provider 
agreements in accordance with 
Section 2.12 of this Agreement 

 $5000 per provider agreement found 
to be non-compliant with the 
requirements outlined in Section 2.12 
of this Agreement 

C.1 Failure to comply in any way with 
staffing requirements as described 
in Section 2.29.1 of this 
Agreement 

 $250 per calendar day for each day 
that staffing requirements are not met 

C.2 Failure to report provider notice 
of termination of participation in 
the CONTRACTOR’s MCO 

 $250 per day 

C.3 Failure to comply in any way with 
encounter data submission 
requirements as described in 
Section 2.23 of this Agreement 
(excluding the failure to address 
or resolve problems with 
individual encounter records in a 
timely manner as required by 
TENNCARE) 

 $25,000 per occurrence 

C.4 Failure to address or resolve 
problems with individual 
encounter records in a timely 
manner as required by 
TENNCARE 

 An amount equal to the paid amount 
of the individual encounter record(s) 
that was rejected or, in the case of 
capitated encounters, the fee-for-
service equivalent thereof as 
determined by TENNCARE 

 
4.20.2.3 Payment of Liquidated Damages  

 
4.20.2.3.1 It is further agreed by TENNCARE and the CONTRACTOR that any liquidated 

damages assessed by TENNCARE shall be due and payable to TENNCARE within 
thirty (30) calendar days after CONTRACTOR receipt of the notice of damages. If 
payment is not made by the due date, said liquidated damages may be withheld from 
future payments by TENNCARE without further notice, as provided in Section 
3.12.5 of this Agreement. It is agreed by TENNCARE and the CONTRACTOR that 
the collection of liquidated damages by TENNCARE shall be made without regard to 
any appeal rights the CONTRACTOR may have pursuant to this Agreement; 
however, in the event an appeal by the CONTRACTOR results in a decision in favor 
of the CONTRACTOR, any such funds withheld by TENNCARE will be 
immediately returned to the CONTRACTOR. Any cure periods referenced in this 
Agreement shall not apply to the liquidated damages described in this Section. With 
respect to Level B and Level C program issues (failure to perform responsibilities or 
requirements), the due dates mentioned above may be delayed if the CONTRACTOR 
can show good cause as to why a delay should be granted. TENNCARE has sole 
discretion in determining whether good cause exists for delaying the due dates.  

 
4.20.2.3.2 Liquidated damages as described in Section 4.20.2 shall not be passed to a provider 

and/or subcontractor unless the damage was caused due to an action or inaction of the 
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provider and/or subcontractor. Nothing described herein shall prohibit a provider 
and/or a subcontractor from seeking judgment before an appropriate court in 
situations where it is unclear that the provider and/or the subcontractor caused the 
damage by an action or inaction.  

 
4.20.2.3.3 All liquidated damages imposed pursuant to this Agreement, whether paid or due, 

shall be paid by the CONTRACTOR out of administrative costs and profits. 
 

4.20.2.4 Waiver of Liquidated Damages 
 

TENNCARE may waive the application of liquidated damages and/or withholds 
upon the CONTRACTOR if the CONTRACTOR is placed in rehabilitation or under 
administrative supervision if TENNCARE determines that such waiver is in the best 
interests of the TennCare program and its enrollees. 

 
4.20.3 Claims Processing Failure  
 

If it is determined that there is a claims processing deficiency related to the CONTRACTOR’s 
ability/inability to reimburse providers in a reasonably timely and accurate fashion as required by 
Section 2.22, TENNCARE shall provide a notice of deficiency and request corrective action. The 
CONTRACTOR may also be subject to the application of liquidated damages and/or intermediate 
sanctions specified in Sections 4.20.1 and 4.20.2 and the retention of withholds as specified in 
Section 3.9. If the CONTRACTOR is unable to successfully implement corrective action and 
demonstrate adherence with timely claims processing requirements within the time approved by 
TENNCARE, the State may terminate this Agreement in accordance with Section 4.4 of this 
Agreement. 

 
4.20.4 Failure to Manage Medical Costs 
 

If TENNCARE determines the CONTRACTOR is unable to successfully manage costs for 
covered services, TENNCARE may terminate this Agreement with ninety (90) calendar days 
advance notice in accordance with Section 4.4 of this Agreement. 

 
4.20.5 Sanctions by CMS 
 

Payments provided for under this Agreement will be denied for new enrollees when, and for so 
long as, payment for those enrollees is denied by CMS in accordance with the requirements in 42 
CFR 438.730. 

 
4.20.6 Temporary Management 
 

TENNCARE may impose temporary management if it finds that the CONTRACTOR has 
repeatedly failed to meet substantive requirements in Section 1903(m) or Section 1932 of the 
Social Security Act. 
 

4.21 MODIFICATION AND AMENDMENT  
 

This Agreement may be modified only by a written amendment executed by all parties hereto and 
approved by the appropriate State of Tennessee officials in accordance with applicable State of 
Tennessee laws and regulations. Such amendment shall be effective on the date agreed to by 
TENNCARE and the CONTRACTOR. 
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4.22 TITLES/HEADINGS  
 

Titles of paragraphs or section headings used herein are for the purpose of facilitating use or 
reference only and shall not be construed to infer a contractual construction of language. 

 
4.23 OFFER OF GRATUITIES  
 

By signing this Agreement, the CONTRACTOR certifies that no member of or a delegate of 
Congress, nor any elected or appointed official or employee of the State of Tennessee, the United 
States General Accounting Office, United States Department of Health and Human Services, 
CMS, or any other federal agency has or will benefit financially or materially due to influence in 
obtaining this Agreement. This Agreement may be terminated by TENNCARE if it is determined 
that gratuities of any kind were offered to or received by any of the aforementioned officials or 
employees from the CONTRACTOR or the CONTRACTOR’s agent or employees. 

 
4.24 LOBBYING  
 
4.24.1 The CONTRACTOR certifies by signing this Agreement, to the best of its knowledge and belief, 

that federal funds have not been used for lobbying in accordance with 45 CFR Part 93 and 31 
USC 1352. (See also TCA 3-6-101 et seq., 3-6-201 et seq., 3-6-301 et seq., and 8-50-505.).  

 
4.24.2 The CONTRACTOR shall disclose any lobbying activities using non-federal funds in accordance 

with 45 CFR Part 93. 
 
4.25 ATTORNEY’S FEES  
 

In the event that either party deems it necessary to take legal action to enforce any provision of 
this Agreement, and TENNCARE prevails, the CONTRACTOR agrees to pay all expenses of 
such action, including attorney’s fees and cost of all state litigation as may be set by the court or 
hearing officer. Legal actions are defined to include administrative proceedings. 

 
4.26 GOVERNING LAW AND VENUE  
 
4.26.1 This Agreement shall be governed by and construed in accordance with the laws of the State of 

Tennessee. The CONTRACTOR agrees that it will be subject to the exclusive jurisdiction of the 
courts of the State of Tennessee in actions that may arise under this Agreement. 

 
4.26.2 For purposes of any legal action occurring as a result of or under this Agreement between the 

CONTRACTOR and TENNCARE, the place of proper venue shall be Davidson County, 
Tennessee. 

 
4.27 ASSIGNMENT  
 

This Agreement and the monies which may become due hereunder are not assignable by the 
CONTRACTOR except with the prior written approval of TENNCARE. 

 
4.28 INDEPENDENT CONTRACTOR  
 

It is expressly agreed that the CONTRACTOR and any subcontractors or providers, and agents, 
officers, and employees of the CONTRACTOR or any subcontractors or providers, in the 



 

224 of 327 

performance of this Agreement shall act in an independent capacity and not as agents, officers 
and employees of TENNCARE or the State of Tennessee. It is further expressly agreed that this 
Agreement shall not be construed as a partnership or joint venture between the CONTRACTOR 
or any subcontractor or provider and TENNCARE and the State of Tennessee. 

 
4.29 FORCE MAJEURE  
 

TENNCARE shall not be liable for any excess cost to the CONTRACTOR for TENNCARE’s 
failure to perform the duties required by this Agreement if such failure arises out of causes 
beyond the control and without the result of fault or negligence on the part of TENNCARE. In all 
cases, the failure to perform must be beyond the control without the fault or negligence of 
TENNCARE. The CONTRACTOR shall not be liable for performance of the duties and 
responsibilities of this Agreement when its ability to perform is prevented by causes beyond its 
control. These acts must occur without the fault or negligence of the CONTRACTOR. Such acts 
include destruction of the facilities due to hurricanes, fires, war, riots, and other similar acts. 
However, in the event of damage to its facilities, the CONTRACTOR shall be responsible for 
ensuring swift correction of the problem so as to enable it to continue its responsibility for the 
delivery of covered services. The failure of the CONTRACTOR’s fiscal intermediary to perform 
any requirements of this Agreement shall not be considered a ‘force majeure’. 
 

4.30 DATE/TIME HOLD HARMLESS 
 

As required by TCA 12-4-118, the CONTRACTOR shall hold harmless and indemnify the State 
of Tennessee; its officers and employees; and any agency or political subdivision of the State for 
any Breach caused directly or indirectly by the failure of computer software or any device 
containing a computer processor to accurately or properly recognize, calculate, display, sort or 
otherwise process dates or times. 

 
4.31 INDEMNIFICATION  
 
4.31.1 The CONTRACTOR shall indemnify and hold harmless the State as well as its officers, agents, 

and employees (hereinafter the “Indemnified Parties”) from all claims, losses or suits incurred by 
or brought against the Indemnified Parties as a result of the failure of the CONTRACTOR to 
comply with the terms of this Agreement. The State shall give the CONTRACTOR written notice 
of each such claim or suit and full right and opportunity to conduct CONTRACTOR’s own 
defense thereof, together with full information and all reasonable cooperation; but the State does 
not hereby accord to the CONTRACTOR, through its attorneys, any right(s) to represent the State 
of Tennessee in any legal matter, such right being governed by TCA 8-6-106. 

 
4.31.2 The CONTRACTOR shall indemnify and hold harmless the Indemnified Parties as well as their 

officers, agents, and employees from all claims or suits which may be brought against the 
Indemnified Parties for infringement of any laws regarding patents or copyrights which may arise 
from the CONTRACTOR’s or Indemnified Parties performance under this Agreement. In any 
such action, brought against the Indemnified Parties, the CONTRACTOR shall satisfy and 
indemnify the Indemnified Parties for the amount of any final judgment for infringement. The 
State shall give the CONTRACTOR written notice of each such claim or suit and full right and 
opportunity to conduct the CONTRACTOR’s own defense thereof, together with full information 
and all reasonable cooperation; but the State does not hereby accord to the CONTRACTOR, 
through its attorneys, any right(s) to represent the State of Tennessee in any legal matter, such 
right being governed by TCA 8-6-106. 
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4.31.3 While the State will not provide a contractual indemnification to the CONTRACTOR, such shall 
not act as a waiver or limitation of any liability for which the State may otherwise be legally 
responsible to the CONTRACTOR. The CONTRACTOR retains all of its rights to seek legal 
remedies against the State for losses the CONTRACTOR may incur in connection with the 
furnishing of services under this Agreement or for the failure of the State to meet its obligations 
under the Agreement. 

 
4.32 NON-DISCRIMINATION  
 
4.32.1 No person on the grounds of handicap, and/or disability, age, race, color, religion, sex, or national 

origin, shall be excluded from participation in, except as specified in Section 2.3.5 of this 
Agreement, or be denied benefits of, or be otherwise subjected to discrimination in the 
performance of this Agreement or in the employment practices of the CONTRACTOR.  

 
4.32.2 The CONTRACTOR shall upon request show proof of such non-discrimination. 
 
4.32.3 The CONTRACTOR shall post notices of non-discrimination in conspicuous places, available to 

all employees and applicants. 
 
4.33 CONFIDENTIALITY OF INFORMATION  
 
4.33.1 The CONTRACTOR shall comply with all state and federal law regarding information security 

and confidentiality of information. In the event of a conflict among these requirements, the 
CONTRACTOR shall comply with the most restrictive requirement. 

 
4.33.2 All material and information, regardless of form, medium or method of communication, provided 

to the CONTRACTOR by the State or acquired by the CONTRACTOR pursuant to this 
Agreement shall be regarded as confidential information in accordance with the provisions of 
state and federal law and ethical standards and shall not be disclosed, and all necessary steps shall 
be taken by the CONTRACTOR to safeguard the confidentiality of such material or information 
in conformance with state and federal law and ethical standards.  

 
4.33.3 The CONTRACTOR shall ensure that all material and information, in particular information 

relating to members or potential members, which is provided to or obtained by or through the 
CONTRACTOR’s performance under this Agreement, whether verbal, written, tape, or 
otherwise, shall be treated as confidential information to the extent confidential treatment is 
provided under state and federal laws. The CONTRACTOR shall not use any information so 
obtained in any manner except as necessary for the proper discharge of its obligations and 
securement of its rights under this Agreement and in compliance with federal and state law. 

 
4.33.4 All information as to personal facts and circumstances concerning members or potential members 

obtained by the CONTRACTOR shall be treated as privileged communications, shall be held 
confidential, and shall not be divulged without the written consent of TENNCARE or the 
member/potential member, provided that nothing stated herein shall prohibit the disclosure of 
information in summary, statistical, or other form which does not identify particular individuals. 
The use or disclosure of information concerning members/potential members shall be limited to 
purposes directly connected with the administration of this Agreement and shall be in compliance 
with federal and state law. 
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4.34 TENNESSEE CONSOLIDATED RETIREMENT SYSTEM  
 

The CONTRACTOR acknowledges and understands that, subject to statutory exceptions 
contained in TCA 8-36-801, et seq., the law governing the Tennessee Consolidated Retirement 
System (TCRS), provides that if a retired member of TCRS, or of any superseded system 
administered by TCRS, or of any local retirement fund established pursuant to TCA, Title 8, 
Chapter 35, Part 3 accepts state employment, the member’s retirement allowance is suspended 
during the period of the employment. Accordingly and notwithstanding any provision of this 
Agreement to the contrary, the CONTRACTOR agrees that if it is later determined that the true 
nature of the working relationship between the CONTRACTOR and the State under this 
Agreement is that of “employee/employer” and not that of an independent contractor, the 
CONTRACTOR may be required to repay to TCRS the amount of retirement benefits the 
CONTRACTOR received from TCRS during the period of this Agreement. 

 
4.35 ACTIONS TAKEN BY THE TENNESSEE DEPARTMENT OF COMMERCE AND 

INSURANCE  
 

The parties acknowledge that the CONTRACTOR is licensed to operate as a health maintenance 
organization in the State of Tennessee, and is subject to regulation and supervision by TDCI. The 
parties acknowledge that no action by TDCI to regulate the activities of the CONTRACTOR as a 
health maintenance organization, including, but not limited to, examination, entry of a remedial 
order pursuant to TCA 56-9-101, et seq., and regulations promulgated thereunder, supervision, or 
institution of delinquency proceedings under state law, shall constitute a breach of this Agreement 
by TENNCARE. 

 
4.36 EFFECT OF THE FEDERAL WAIVER ON THIS AGREEMENT  
 

The provisions of this Agreement are subject to the receipt of and continuation of a federal waiver 
granted to the State of Tennessee by the Centers for Medicare & Medicaid Services, U.S. 
Department of Health and Human Services. Should the waiver cease to be effective, the State 
shall have the right to immediately terminate this Agreement. Said termination shall not be a 
breach of this Agreement by TENNCARE and TENNCARE shall not be responsible to the 
CONTRACTOR or any other party for any costs, expenses, or damages occasioned by said 
termination. 

 
4.37 TENNCARE FINANCIAL RESPONSIBILITY  
 

Notwithstanding any provision which may be contained herein to the contrary, TENNCARE shall 
be responsible solely to the CONTRACTOR for the amount described herein and in no event 
shall TENNCARE be responsible, either directly or indirectly, to any subcontractor or any other 
party who may provide the services described herein. 
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ATTACHMENT I 
BEHAVIORAL HEALTH SPECIALIZED SERVICE DESCRIPTIONS 

 
The CONTRACTOR shall provide medically necessary mental health case management and psychiatric 
rehabilitation services according to the requirements herein.  
 
SERVICE  Mental Health Case Management 
 
DEFINITION  
 
Mental health case management is a supportive service provided to enhance treatment effectiveness and 
outcomes with the goal of maximizing resilience and recovery options and natural supports for the 
individual. Mental health case management is consumer-centered, consumer focused and strength-based, 
with services provided in a timely, appropriate, effective, efficient and coordinated fashion. It consists of 
activities performed by a team or a single mental health case manager to support clinical services. Mental 
health case managers assist in ensuring the individual/family access to services.  
 
Mental health case management requires that the mental health case manager and the individual and/or 
family have a strong productive relationship which includes viewing the individual/family as a 
responsible partner in identifying and obtaining the necessary services and resources. Services rendered to 
children and youth shall be consumer-centered and family-focused with case managers working with 
multiple systems (e.g. education, child welfare, juvenile justice). Mental health case management is 
provided in community settings, which are accessible and comfortable to the individual/family. The 
service should be rendered in a culturally competent manner and be outcome driven. Mental health case 
management shall be available 24 hours a day, 7 days a week. The service is not time limited and 
provides the individual/family the opportunity to improve their quality of life. 
 
The CONTRACTOR shall ensure mental health case management is rendered in accordance with all of 
the service components and guidelines herein. 
 
 
SERVICE DELIVERY 
 
The CONTRACTOR shall: 
 

• Determine caseload size based on an average number of individuals per case manager, with the 
expectation being that case managers will have mixed caseloads of clients and flexibility between 
Levels 1 and 2 (Levels 1 and 2 are defined below); and 

• Ensure that caseload sizes and minimum contacts are met as follows: 
 

Case Management 
Type 

Maximum Caseload Size Minimum Face-to-Face 
Contacts 

Level 1 (Non-
Team Approach)* 

25 individuals:1 case manager One (1) contact per week 

Level 1 (Team 
Approaches): 

  

Adult CTT 20 individuals:1 team  
20 individuals:1 case manager 

One (1) contact per week 

Children & Youth 
(C&Y) CTT 

15 individuals:1 team 
15 individuals:1 case manager 

One (1) contact per week 

CCFT 15 individuals:1 team 
15 individuals:1 case manager 

One (1) contact per week 

ACT 100 individuals:1 team One (1) contact per week 
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Case Management 
Type 

Maximum Caseload Size Minimum Face-to-Face 
Contacts 

15 individuals:1 case manager 
PACT 100 individuals:1 team 

15 individuals:1 case manager 
One (1) contact per week 

Level 2* 35 individuals:1 case manager Two (2) contacts per month 

*For case managers having a combination of Level 1 & Level 2 (non-team) individuals, the maximum caseload size 
shall be no more than 30 individuals:1 case manager. 
 
The CONTRACTOR shall ensure that the following requirements are met: 
 

1) All mental health case managers shall have, at a minimum, a bachelor’s degree;  
2) Supervisors shall maintain no greater than a 1:30 supervisory ratio with mental health case 

managers; 
3) Mental health case managers who are assigned to both a parent(s) and child in the same family, should 

have skills and experience needed for both ages; 
4) Eighty percent (80%) of all mental health case management services should take place outside the 

case manager’s office; 
5) The children and youth (C&Y) (under age eighteen (18)) mental health case management model 

shall provide a transition from C&Y services into adult services, including adult mental health 
case management services. The decision to serve an 18-year old youth via the C&Y case 
management system versus the adult system shall be a clinical one made by a provider. Transition 
from children’s services, including mental health case management, shall be incorporated into the 
child’s treatment plan; and 

6) All mental health case management services shall be documented in a treatment plan. Mental 
health case management activities are correlated to expected outcomes and outcome achievement 
and shall be monitored, with progress being noted periodically in a written record. 

 
Level 1  
 
Level 1 mental health case management is the most intense level of service. It provides frequent and 
comprehensive support to individuals with a focus on recovery and resilience. The CONTRACTOR shall 
ensure the provision of level 1 mental health case management to the most severely disabled adults and 
emotionally disturbed children and youth, including individuals who are at high risk of future 
hospitalization or placement out of the home and require both community support and treatment 
interventions. Level 1 mental health case management can be rendered through a team approach or by 
individual mental health case managers. Team approaches may include such models as ACT, CTT, CCFT 
and PACT, as described below:  
 
Assertive Community Treatment (ACT) 
 
ACT is a way of delivering comprehensive and effective services to adults diagnosed with severe mental 
illness and who have needs that have not been well met by traditional approaches to delivering services. 
The principles of ACT include:  
 

1) Services targeted to a specific group of individuals with severe mental illness;  
2) Treatment, support and rehabilitation services provided directly by the ACT team;  
3) Sharing of responsibility between team members and individuals served by the team;  
4) Small staff (all team staff including case managers) to individual ratios (approx. 1 to 10);  
5) Comprehensive and flexible range of treatment and services;  
6) Interventions occurring in community settings rather than in hospitals or clinic settings;  
7) No arbitrary time limit on receiving services;  
8) Individualized treatment, support and rehabilitation services; 



 

232 of 327 

9) Twenty-four (24) hour a day availability of services; and  
10)  Engagement of individuals in treatment and monitoring. 

 
Continuous Treatment Team (CTT) 
 
CTT is a coordinated team of staff (to include physicians, nurses, case managers, and other therapists as 
needed) who provide a range of intensive, integrated mental health case management, treatment, and 
rehabilitation services to adults and children and youth. The intent is to provide intensive treatment to 
families of children and youth with acute psychiatric problems in an effort to prevent removal from the 
home to a more restrictive level of care. An array of services are delivered in the home or in natural 
settings in the community, and are provided through a strong partnership with the family and other 
community support systems. The program provides services including crisis intervention and 
stabilization, counseling, skills building, therapeutic intervention, advocacy, educational services, 
medication management as indicated, school based counseling and consultation with teachers, and other 
specialized services deemed necessary and appropriate. 
 
Comprehensive Child and Family Treatment (CCFT)  
 
CCFT services are high intensity, time-limited services designed for children and youth to provide 
stabilization and deter the “imminent” risk of State custody for the individual. There is usually family 
instability and high-risk behaviors exhibited by the child/adolescent. CCFT services are concentrated on 
child, family, and parental/guardian behaviors and interaction. CCFT services are more treatment oriented 
and situation specific with a focus on short-term stabilization goals. The primary goal of CCFT is to reach 
an appropriate point of stabilization so the individual can be transitioned to a less intense outpatient 
service. 
 
Program of Assertive and Community Treatment (PACT)  
 
PACT is a service delivery model for providing comprehensive community-based treatment to adults with 
severe and persistent mental illness. It involves the use of a multi-disciplinary team of mental health staff 
organized as an accountable, mobile mental health agency or group of providers who function as a team 
interchangeably to provide the treatment, rehabilitation and support services persons with severe and/or 
persistent mental illnesses need to live successfully in the community.  
 
Level 2  
 
Level 2 mental health case management is a less intensive level of service than Level 1 and is focused on 
resilience and recovery. The CONTRACTOR shall ensure that level 2 mental health case management is 
provided to individuals whose symptoms are at least partially stabilized or reduced in order to allow 
treatment and rehabilitation efforts.  
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SERVICE COMPONENTS 
 
The CONTRACTOR shall ensure that mental health case management incorporates the following service 
components:  
 
Crisis Facilitation 
 
Crisis facilitation is provided in situations requiring immediate attention/resolution for a specific 
individual or other person(s) in relation to a specific individual. It is the process of accessing and 
coordinating services for an individual in a crisis situation to ensure the necessary services are rendered 
during and following the crisis episode. Most crisis facilitation activities would involve face-to-face 
contact with the individual.  
 
Assessment of Daily Functioning  
 
Assessment of daily functioning involves the on-going monitoring of how an individual is coping with 
life on a day to day basis for the purposes of determining necessary services to maintain community 
placement and improve level of functioning. Most assessments of daily functioning are achieved by face-
to-face contact with the individual in his or her natural environment. 
 
Assessment/Referral/Coordination  
 
Assessment/referral/coordination involves assessing the needs of the individual for the purposes of 
referral and coordination of services that will improve functioning and/or maintain stability in the 
individual’s natural environment.  

 
Mental Health Liaison  
 
Mental health liaison services are offered to persons who are not yet assigned to mental health case 
management. It is a short-term service for the purposes of service referral and continuing care until other 
mental health services are initiated. 
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SERVICE                                                                                                         Psychiatric Rehabilitation 
 
DEFINITION 
 
Psychiatric rehabilitation is an array of consumer-centered recovery services designed to support the 
individual in the attainment or maintenance of his or her optimal level of functioning. These services are 
designed to capitalize on personal strengths, develop coping skills and strategies to deal with deficits and 
develop a supportive environment in which to function as independent as possible on the individual’s 
recovery journey.  
 
Services included under psychiatric rehabilitation are as follows.  
 
 
SERVICE COMPONENTS 
 
Psychosocial Rehabilitation  
 
Psychosocial rehabilitation services utilize a comprehensive approach (mind, body, and spirit) to work 
with the whole person for the purposes of improving an individuals’ functioning, promoting management 
of illness(s), and facilitating recovery. The goal of psychosocial rehabilitation is to support individuals as 
active and productive members of their communities. Individuals, in partnership with staff, form goals for 
skills development in the areas of vocational, educational, and interpersonal growth (e.g. household 
management, development of social support networks) that serve to maximize opportunities for 
successful community integration. Individuals proceed toward goal attainment at their own pace and may 
continue in the program at varying levels intensity for an indefinite period of time.  
 
Supported Employment 
 
Supported employment consists of a range of services to assist individuals to choose, prepare for, obtain, 
and maintain gainful employment that is based on individuals’ preferences, strengths, and experiences. 
This service also includes a variety of support services to the individual, including side-by-side support 
on the job. These services may be integrated into a psychosocial rehabilitation center. 
 
Peer Support  
 
Peer support services allow individuals to direct their own recovery and advocacy process and are 
provided by persons who are or have been consumers of the behavioral health system and their family 
members. These services include providing assistance with more effectively utilizing the service delivery 
system (e.g. assistance in developing plans of care, accessing services and supports, partnering with 
professionals) or understanding and coping with the stressors of the person’s illness through support 
groups, coaching, role modeling, and mentoring. Activities which promote socialization, recovery, self-
advocacy, development of natural supports, and maintenance of community living skills are rendered so 
individuals can educate and support each other in the acquisition of skills needed to manage their illnesses 
and access resources within their communities. Services are often provided during the evening and 
weekend hours. 
 
Illness Management & Recovery  
 
Illness management and recovery services refers to a series of weekly sessions with trained mental health 
practitioners for the purpose of assisting individuals in developing personal strategies for coping with 
mental illness and promoting recovery.  
 



 

235 of 327 

Supported Housing  
 
Supported housing services refers to facilities staffed twenty-four (24) hours per day, seven (7) days a 
week with associated mental health staff supports for individuals who require treatment services and 
supports in a highly structured setting. These facilities are for persons with serious and/or persistent 
mental illnesses (SPMI) and are not residential treatment facilities. Supported housing is intended to 
prepare individuals for more independent living in the community while providing an environment that 
allows individuals to live in community settings with appropriate mental health supports. Given this goal, 
every effort should be made to place individuals near their families and other support systems and original 
areas of residence. Supported housing does not include the payment of room and board. 
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ATTACHMENT II 
COST SHARING SCHEDULE 

 
 

Non-Pharmacy Copayment Schedule 
(unless otherwise directed by TENNCARE) 

 
Poverty 

Level Copayment Amounts 

0% - 99% $0.00 
100% - 199% $25.00, Hospital Emergency Room (waived if admitted) 

$5.00, Primary Care Provider and Community Mental Health 
Agency Services Other Than Preventive Care 
$15.00, Physician Specialists (including Psychiatrists) 
$100.00, Inpatient Hospital Admission 

200% and above $50.00, Hospital Emergency Room (waived if admitted) 
$10.00, Primary Care Provider and Community Mental Health 
Agency Services Other Than Preventive Care 
$25.00, Physician Specialists (including Psychiatrists) 
$200.00, Inpatient Hospital Admission 

 
The CONTRACTOR is specifically prohibited from waiving or discouraging TENNCARE enrollees from 
paying the amounts described in this attachment. 
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ATTACHMENT III 
TERMS AND CONDITIONS FOR ACCESS  

 
In general, contractors shall provide available, accessible, and adequate numbers of institutional facilities, 
service locations, service sites, professional, allied, and paramedical personnel for the provision of 
covered services, including all emergency services, on a 24-hour-a-day, 7-day-a-week basis. At a 
minimum, this shall include: 
 

• Primary Care Physician or Extender: 
  

(a)  Distance/Time Rural: 30 miles or 30 minutes 
 
(b) Distance/Time Urban: 20 miles or 30 minutes 
 
(c) Patient Load: 2,500 or less for physician; one-half this for a physician extender. 
 
(d) Appointment/Waiting Times: Usual and customary practice (see definition below), not to 

exceed 3 weeks from date of a patient’s request for regular appointments and 48 hours for 
urgent care. Waiting times shall not exceed 45 minutes. 

 
(e) Documentation/Tracking requirements: 
 

+ Documentation - Plans must have a system in place to document appointment 
scheduling times. The State must utilize statistically valid sampling methods for 
monitoring compliance with appointment/waiting time standards as part of the survey 
required in special term and condition 4. 

 
+ Tracking - Plans must have a system in place to document the exchange of client 

information if a provider, other than the primary care provider (i.e., school-based 
clinic or health department clinic), provides health care. 

 
• Specialty Care and Emergency Care: Referral appointments to specialists (e.g., specialty 

physician services, hospice care, home health care, substance abuse treatment, rehabilitation 
services, etc.) shall not exceed 30 days for routine care or 48 hours for urgent care. All emergency 
care is immediate, at the nearest facility available, regardless of contract. Waiting times shall not 
exceed 45 minutes. 
 

• Hospitals 
 

(a) Transport time will be the usual and customary, not to exceed 30 minutes, except in rural 
areas where access time may be greater. If greater, the standard needs to be the 
community standard for accessing care, and exceptions must be justified and documented 
to the State on the basis of community standards. 

 
• General Dental Services: 

 
(a) Transport time will be the usual and customary, not to exceed 30 minutes, except in rural 

areas where community standards and documentation will apply. 
 
(b) Appointment/Waiting Times: Usual and customary not to exceed 3 weeks for regular 

appointments and 48 hours for urgent care. Waiting times shall not exceed 45 minutes. 
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• General Optometry Services: 
 

(a) Transport time will be the usual and customary, not to exceed 30 minutes, except in rural 
areas where community standards and documentation shall apply. 

 
(b) Appointment/Waiting Times: Usual and customary not to exceed 3 weeks for regular 

appointments and 48 hours for urgent care. Waiting times shall not exceed 45 minutes. 
 

• Pharmacy Services: 
 

(a) Transport time will be the usual and customary, not to exceed 30 minutes, except in rural 
areas where community access standards and documentation will apply. 

 
• Lab and X-Ray Services: 

 
(a) Transport time will be the usual and customary, not to exceed 30 minutes, except in rural 

areas where community access standards and documentation will apply. 
 
(b) Appointment/Waiting Times: Usual and customary not to exceed 3 weeks for regular 

appointments and 48 hours for urgent care. Waiting times shall not exceed 45 minutes. 
 

• All other services not specified here shall meet the usual and customary standards for the 
community. 

 
Definition of “Usual and Customary” - access that is equal to or greater than the currently existing 
practice in the fee-for-service system. 
 
Guidelines for State Monitoring of Plans 
 

• State will require, by contract, that Plans meet certain State-specified standards for Internal 
Quality Assurance Programs (QAPs) as required in 42 CFR 434. 
 

• State will monitor, on a periodic or continuous basis (but no less often than every 12 months), 
Plans adherence to these standards, through the following mechanisms: review of each plan’s 
written QAP, review of numerical data and/or narrative reports describing clinical and related 
information on health services and outcomes, and on-site monitoring of the implementation of the 
QAP standards. 
 

• Recipient access to care will be monitored through the following State activities: periodic 
comparison of the number and types of providers before and after the waiver, periodic surveys 
which contain questions concerning recipient access to services, measurement of waiting periods 
to obtain health care services, and measurement of referral rates to specialists. 
 

Guidelines for Plan Monitoring of Providers 
 

• Plans will require, by contract, that providers meet specified standards as required by the State 
contract. 
 

• Plans will monitor, on a periodic or continuous basis, providers’ adherence to these standards, 
and recipient access to care.      
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ATTACHMENT IV 
SPECIALTY NETWORK STANDARDS  

 
The CONTRACTOR shall adhere to the following specialty network requirements to ensure access and 
availability to specialists for all members (adults and children) who are not dually eligible for Medicare 
and TennCare (non-dual members). For the purpose of assessing specialty provider network adequacy, 
TENNCARE will evaluate the CONTRACTOR’s provider network relative to the requirements described 
below. A provider is considered a “specialist” if he/she has a provider agreement with the 
CONTRACTOR to provide specialty services to members. 
 
Access to Specialty Care 
 
The CONTRACTOR shall ensure access to specialty providers (specialists) for the provision of covered 
services. At a minimum, this means that: 
 

(1) The CONTRACTOR shall have provider agreements with providers practicing the following 
specialties: Allergy, Cardiology, Dermatology, Endocrinology, Otolaryngology, 
Gastroenterology, General Surgery, Neonatology, Nephrology, Neurology, Neurosurgery, 
Oncology/Hematology, Ophthalmology, Orthopedics, Psychiatry (adult), Psychiatry (child and 
adolescent), and Urology; and  

 
(2) The following access standards are met: 

 
o Travel distance does not exceed 60 miles for at least 75% of non-dual members and 

 
o Travel distance does not exceed 90 miles for ALL non-dual members 

 
Availability of Specialty Care 
 
The CONTRACTOR shall provide adequate numbers of specialists for the provision of covered services 
to ensure adequate provider availability for its non-dual members. To account for variances in MCO 
enrollment size, the guidelines described in this Attachment have been established for determining the 
number of specialists with whom the CONTRACTOR must have a provider agreement. These are 
aggregate guidelines and are not age specific. To determine these guidelines the number of providers 
within each Grand Region was compared to the size of the population in each Grand Region. The 
CONTRACTOR shall have a sufficient number of provider agreements with each type of specialist in 
each Grand Region served to ensure that the number of non-dual members per provider does not exceed 
the following: 
 

Maximum Number of Non-Dual Members per Provider by Specialty 
 

Specialty Number of Non-Dual Members 
Allergy & Immunology 100,000 
Cardiology 20,000 
Dermatology 40,000 
Endocrinology 25,000 
Gastroenterology 30,000 
General Surgery 15,000 
Nephrology 50,000 
Neurology 35,000 
Neurosurgery 45,000 
Oncology/Hematology 80,000 
Ophthalmology 20,000 



 

243 of 327 

Specialty Number of Non-Dual Members 
Orthopedic Surgery 15,000 
Otolaryngology 30,000 
Psychiatry (adult) 25,000 
Psychiatry (child & adolescent) 150,000 
Urology 30,000 
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ATTACHMENT V 
ACCESS & AVAILABILITY FOR BEHAVIORAL HEALTH SERVICES 

 
 

 
*Placement of an individual more than 60 miles from his/her residence must be prior approved by the member or 
his/her legally appointed representative. 
 
 

Service Type Geographic Access Requirement 
for the Service 

Maximum Time for 
Admission/Appointment 

Psychiatric Inpatient 
Hospital Services 

In accordance with Attachment III 
for Hospitals 

4 hours (emergency 
involuntary)/24 hours 
(involuntary)/24 hours (voluntary) 

24 Hour Psychiatric 
Residential Treatment 

Within 100 miles of an 
individual’s residence 

Within 30 calendar days 

Outpatient Mental 
Health Services: 

  

MD Services 
(Psychiatry) 

In accordance with Attachment IV 
for Psychiatry 

Within 14 calendar days; if urgent, 
within 3 business days 

Outpatient Non-MD 
Services 

Within 30 miles of an individual’s 
residence 

Within 14 calendar days; if urgent, 
within 3 business days 

Intensive Outpatient/ 
Partial Hospitalization 

Within 60 miles of an individual’s 
residence 

Within 14 calendar days; if urgent, 
within 3 business days 

Inpatient, Residential & 
Outpatient Substance 
Abuse Services: 

  

Inpatient Facility 
Services 

Within 60 miles of an individual’s 
residence 

Within 2 calendar days; for 
detoxification - within 4 hours in 
an emergency and 24 hours for 
non-emergency 

Residential Treatment 
Services 

Within 100 miles of an 
individual’s residence 

Within 14 calendar days   

Outpatient Treatment 
Services 

Within 30 miles of an individual’s 
residence 

Within 14 calendar days; for 
detoxification – within 24 hours 

Mental Health Case 
Management 

Not subject to access standards Within 7 calendar days 

Psychiatric 
Rehabilitation Services: 

  

Psychosocial 
Rehabilitation 

Within 60 miles of an individual’s 
residence 

Within 14 calendar days 

Supported Employment Within 60 miles of an individual’s 
residence 

Within 14 calendar days 

Peer Support Not subject to access standards Within 30 calendar days 

Illness Management & 
Recovery 

Within 60 miles of an individual’s 
residence 

Within 30 calendar days 

Supported Housing Not Applicable* Within 30 calendar days 

Behavioral Health 
Crisis Services 

  

Entry into Behavioral 
Health Crisis Services 

Not subject to access standards  Face-to-face contact within 1 hour 
for emergency situations and 4 
hours for urgent situations 

Crisis Respite Not subject to access standards Within 2 hours of referral 

Crisis Stabilization  Not subject to access standards Within 4 hours of referral 
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TENNESSEE BUREAU OF INVESTIGATION 
MEDICAID FRAUD CONTROL UNIT 

 
FRAUD ALLEGATION REFERRAL FORM 

 

 
DATE:  ___________________ 
 
TO (circle recipient):  SAC Bob Schlafly [fax (615) 744-4659]                                                          
                                      ASAC Stephen Phelps [fax (731) 668-9769] 
                                      ASAC Norman Tidwell [fax (615) 744-4659] 
 
 
FROM:   _______________________________________  ( TennCare Contractor) 
 
Contact Person: _________________________________ 
Telephone:         _________________________________ 
E-Mail:               _________________________________ 
 
 
SUBJECT NAME:  _______________________________      d/b/a______________________ 
SUBJECT ADDRESS:  ____________________________              ______________________ 
                                         ____________________________              ______________________ 
                                         ____________________________ 
                                         ____________________________ 
 
PROVIDER NUMBER(S):   ________________________ 
                                                 ________________________ 
                                                 ________________________ 
                                                  
SUMMARY OF 
COMPLAINT:_______________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
 
ADDITIONAL SUBJECT INFORMATION:    ____________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
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 Date:          

Please complete as much information as possible. 
Name of Recipient/Person you are Reporting  recipient name or name of individual suspected of fraud 

Other Names Used (If known) alias 

Social Security Number (If known)       

Date of Birth       

Children’s Name (if applicable)       SSN, if known          DOB, if known       

       SSN, if known          DOB, if known       

Spouse’s Name (if applicable)       

Street Address physical address 

Apartment #       

City, State, Zip city state zip 

Other Addresses Used        

Home Phone Number               
                                                                                   area code 
Work Phone Number (Please include)               
                                                                                  area code 
Employer’s Name       

Employer’s Address       

Employer’s Phone #               
                                                                                  area code 
What is your complaint?  (In your own words, explain the problem)describe suspected fraudulent  behavior 

Have you notified the Managed Care Contractor of this problem?         Yes      No 

Who did you notify? (Please provide name and phone number, if known)name   phone number    dept/ business 

Have you notified anyone else?   No    Yes  name   phone  dept/ business 

Requesting Drug Profile   Yes     No  Have already received drug profile   Yes     No 

If you are already working with a PID staff person, who?        

*Please  attach any records of proof that may be needed to complete the initial review. 

OIG/CID Investigator: your name 

Phone number          

 

STATE OF TENNESSEE 
OFFICE OF TENNCARE INSPECTOR GENERAL 

PO BOX 282368 
NASHVILLE, TENNESSEE  37228 

FRAUD TOLL FREE HOTLINE 1-800-433-3982     • FAX (615) 256-3852 
E-Mail Address:  www.tennessee.gov/tenncare (follow the prompts that read “Report Fraud Now”) 
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ATTACHMENT VII 
PERFORMANCE STANDARDS  

 
 PERFORMANCE 

MEASURE 
DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 

FREQUENCY 
LIQUIDATED DAMAGE

1 
 
 
 

Timely Claims 
Processing 

Report from TDCI  90% of claims (for which no further written 
information or substantiation is required in 
order to make payment) are paid within 
thirty (30) calendar days of the receipt of 
claim.  
 
99.5% of claims are processed within sixty 
(60) calendar days. 

Percentage of claims paid 
within 30 calendar days of 
receipt of claim, determined 
for each month in the quarter 
 
 
 
Percentage of claims processed 
within 60 calendar days of 
receipt of claim, determined 
for each month in the quarter 

Quarterly $10,000 for each month 
determined not to be in 
compliance  

2 Claims Payment 
Accuracy 

Self-reported results 
based on an internal 
audit conducted on a 
statistically valid 
random sample will be 
validated by TDCI 

97% of claims paid accurately upon initial 
submission 

Percentage of total claims paid 
accurately; determined for each 
month in the quarter 

Quarterly $5,000 for each full 
percentage point accuracy is 
below 97% for each quarter 

3 Telephone Response 
Time/Call Answer 
Timeliness -Member 
Services Line 

Member Services and 
UM Phone Line Report

85% of all  
calls to each line are answered by a live 
voice within thirty (30) seconds or the 
prevailing benchmark established by 
NCQA  

The number of calls answered 
by a live voice within 30 
seconds, divided by the 
number of calls received by the 
phone line (during hours of 
operation) during the 
measurement period 

Quarterly $25,000 for each full 
percentage point below 85%  
per month  

4 Telephone Response 
Time/Call Answer 
Timeliness -
Utilization 
Management Line 

Member Services and 
UM Phone Line Report

85% of all  
calls to each line are answered by a live 
voice within thirty (30) seconds or the 
prevailing benchmark established by 
NCQA  

The number of calls answered 
by a live voice within 30 
seconds, divided by the 
number of calls received by the 
phone line (during hours of 
operation) during the 
measurement period     

Quarterly $25,000 for each full 
percentage point below 85% 
per month  
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 PERFORMANCE 
MEASURE 

DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 
FREQUENCY 

LIQUIDATED DAMAGE

5 Telephone Call 
Abandonment Rate 
(unanswered calls) – 
Member Services 
Line 

Member Services and 
UM Phone Line Report

Less than 5% of telephone calls are 
abandoned  

The number of calls abandoned 
by the caller or the system 
before being answered by a 
live voice divided by the 
number of calls received by the 
phone line  (during open hours 
of operation) during the 
measurement period  

Quarterly $25,000 for each full 
percentage point above 5% 
per month  

6 Telephone Call 
Abandonment Rate 
(unanswered calls) – 
UM Line 

Member Services and 
UM Phone Line Report

Less than 5% of telephone calls are 
abandoned  

The number of calls abandoned 
by the caller or the system 
before being answered by a 
live voice divided by the 
number of calls received by the 
phone line  (during open hours 
of operation) during the 
measurement period  

Quarterly $25,000 for each full 
percentage point above 5% 
per month  
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 PERFORMANCE 
MEASURE 

DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 
FREQUENCY 

LIQUIDATED DAMAGE

7 Specialist Provider 
Network 

Provider Enrollment 
File 

1.  Physician Specialists:   Executed 
specialty physician contracts in all areas 
required by this Agreement for the 
following specialists:  allergy; cardiology; 
dermatology; endocrinology; 
gastroenterology; general surgery; 
nephrology; neurology; neurosurgery; 
otolaryngology; ophthalmology; 
orthopedics; oncology/hematology; 
psychiatry (adults); psychiatry 
(child/adolescent); and urology 
 
2.  Essential Hospital Services:   Executed 
contract with at least one (1) tertiary care 
center for each essential hospital service  

 
3. Center of Excellence for People with 
AIDS: Executed contract with at least two 
(2) Center of Excellence for AIDS within 
the CONTRACTOR’s approved Grand 
Region(s) 
 
4. Center of Excellence for Behavioral 
Health: 
Executed contract with all COEs for 
Behavioral Health within the 
CONTRACTOR’s approved Grand 
Region(s) 

Executed contract is a signed 
provider agreement with a 
provider to participate in the 
Contractor’s network as a 
contract provider 

Monthly $25,000 if ANY of the listed 
standards are not met, either 
individually or in 
combination on a monthly 
basis 
 
The liquidated damage may 
be waived for Physician 
Specialists if the 
CONTRACTOR provides 
sufficient documentation to 
demonstrate that the 
deficiency is attributable to a 
lack of physicians practicing 
in the area. The liquidated 
damage may be lowered to 
$5,000 in the event the 
CONTRACTOR provides a 
corrective action plan that is 
accepted by TENNCARE 
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 PERFORMANCE 
MEASURE 

DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 
FREQUENCY 

LIQUIDATED DAMAGE

8 Provider Listing 
Accuracy 

EQRO report  At least 90% of listed providers confirm 
participation in the CONTRACTOR’s 
network 

A statistically valid sample of 
records for participating 
providers on the most recent 
monthly provider listing used 
to contact the provider and 
confirm the provider is  
participating in the 
CONTRACTOR’s network 

Quarterly $25,000 per quarter if less 
than 90% of listed providers 
confirm participation. The 
liquidated damage may be 
lowered to $5,000 in the 
event that the 
CONTRACTOR provides a 
corrective action plan that is 
accepted by TENNCARE, or 
waived if the 
CONTRACTOR submits 
sufficient documentation to 
demonstrate 90% of 
providers are participating 

9 Distance from 
provider to member 

Provider Enrollment 
File 

In accordance with Attachments III through 
V  

Time and travel distance as 
measured by GeoAccess 

Monthly $25,000 if ANY of the listed 
standards are not met, either 
individually or in 
combination on a monthly 
basis. The liquidated damage
may be lowered to $5,000 in 
the event that the 
CONTRACTOR provides a 
corrective action plan that is 
accepted by TENNCARE 

10 Initial appointment 
timeliness for 
behavioral health 
services 

Behavioral Health 
Initial Appointment 
Timeliness Report  

85% of all initial appointments for 
behavioral health services for outpatient 
mental health services (MD and Non-MD) 
and outpatient substance abuse services 
shall meet the access and availability 
standards indicated in Attachment V 

Average time between the 
intake assessment appointment 
and the member’s next 
appointment scheduled or 
admission by type of service 

Quarterly $2,000 for each service type 
for which less than 85% of 
all initial appointments for 
the specified provider types 
meet the access and 
availability standards 
indicated in Attachment V 

11 Percentage of 
SPMI/SED members 
who receive a 
behavioral health 
service (excluding a 
CRG/TPG 
assessment) 

Claims and encounter 
data 

The percentage of SPMI/SED members 
who receive a behavioral health service 
(excluding a CRG/TPG assessment) will 
not be less than 76% 

The number of SPMI/SED 
members receiving a 
behavioral health service 
(excluding a CRG/TPG 
assessment) during the fiscal 
year divided by the MCO’s 
number of SPMI/SED 
members during the fiscal year 
is not less than the benchmark 

Annually $25,000 for each year 
determined to not be in 
compliance 
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 PERFORMANCE 
MEASURE 

DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 
FREQUENCY 

LIQUIDATED DAMAGE

12 Non-IMD Inpatient 
Use 

Behavioral  Health 
Crisis Service Response 
Reports and utilization 
data 

10% decrease of total inpatient days at 
freestanding psychiatric hospitals subject to 
IMD exclusion compared to the base year’s 
utilization 

Total inpatient psychiatric 
hospital days at IMD exclusion 
facilities for members reduced 
by 10% after base line year 

Annually $10,000 for each year 
determined to not be in 
compliance 

13 TENNderCare 
Screening 

MCO encounter data TENNderCare screening ratio, 80% The EPSDT screening ratio, 
calculated by TENNCARE 
utilizing MCO encounter data 
submissions in accordance 
with specifications for the 
CMS-416 report 

Quarterly $5,000 for each full 
percentage point 
TENNderCare screening 
ratio is below 80% for the 
most recent rolling twelve 
month period 

14 Increase in utilization 
of supported 
employment 

Supported Employment 
Reports 

15% of all adults (21 – 64 years of age) 
designated as SPMI actively receiving 
supported employment services will be 
gainfully employed in either part time or 
full time capacity for a continuous 90 day 
period 

Total number of SPMI adults 
receiving supported 
employment services as 
defined in Attachment I 
employed for a continuous 90-
day period divided by the total 
number of SPMI adults  

Annually $25,000 for each year 
determined to not be in 
compliance 

15 Generic Prescription 
Drug Utilization 

Encounter data Sixty percent (60%) Number of generic 
prescriptions divided by the 
total number of prescriptions 

Quarterly $5,000 for each full 
percentage point Generic 
Prescription Utilization 
ratio is below 60% 

16 Length of time 
between psychiatric 
hospital/RTF 
discharge and first 
subsequent mental 
health case 
management service 

Mental Health Case 
Management Report 

90% of discharged members receive a 
mental health case management service as 
medically necessary within seven (7) 
calendar days of discharge, excluding 
situations involving member reschedules, 
no shows, and refusals 

(1) Number of members 
discharged by length of time 
between discharge and first 
subsequent mental health case 
management service as 
medically necessary reported 
by CMHA and type of service 
received; determined for each 
month 
 
(2) Average length of time 
between hospital discharge and 
first subsequent medically 
necessary MHCM visit 
reported by CMHA and type of 
service received excluding 
member reschedules, no 
shows, and refusals; 
determined for each month 

Quarterly $3,000 for each quarter 
determined to not be in 
compliance 
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 PERFORMANCE 
MEASURE 

DATA SOURCE(S) BENCHMARK DEFINITION MEASUREMENT 
FREQUENCY 

LIQUIDATED DAMAGE

17 Seven (7) day 
readmission rate  

Psychiatric 
Hospital/RTF 
Readmission Report  

Not more than 10% of members discharged 
from an inpatient or residential facility are 
readmitted within seven (7) calendar days 
of discharge 

Number of members 
discharged from an inpatient or 
residential facility divided by 
the number of members 
readmitted within seven (7) 
calendar days of discharge; 
determined for each month in 
the quarter 

Quarterly $1,500 for each quarter 
determined to not be in 
compliance 

18 Thirty (30) day 
readmission rate 

Psychiatric 
Hospital/RTF 
Readmission Report  

Not more than 15% of members discharged 
from an inpatient or residential facility are 
readmitted within thirty (30) calendar days 
of discharge 

Number of members 
discharged from an inpatient or 
residential facility divided by 
the number of members 
readmitted within thirty (30) 
calendar days of discharge; 
determined for each month in 
the quarter 

Quarterly $1,500 for each quarter 
determined to not be in 
compliance 

19 Members are 
satisfied with the 
services they receive 
from behavioral 
health providers 

Annual consumer 
satisfaction survey 
administered by 
TDMHDD 

85% of respondents rate their experience to 
be fair or better 

Distribution of members by 
satisfaction score 

Annually $10,000 for each response 
below 85% 
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ATTACHMENT VIII 
DELIVERABLE REQUIREMENTS 

 
GENERAL 
 
This is a preliminary list of deliverables. The CONTRACTOR and TENNCARE shall agree to the 
appropriate deliverables, deliverable format/submission requirements, submission and approval time 
frames, and technical assistance as required. Deliverables shall be submitted to the TennCare Bureau 
unless otherwise specified. 
 
TENNCARE will require that some or all deliverables be reviewed and/or approved by TENNCARE 
during the readiness review and/or during operations. As specified by TENNCARE, material 
modifications to certain deliverables must be reviewed and/or approved by TENNCARE. 
 
DELIVERABLE ITEMS 
 
1. Evidence of TDCI license for CONTRACTOR and subcontractors (as applicable) to ensure 

compliance with Section 2.1.1 
 
2. Notification that a member may satisfy any of the conditions for termination from the TennCare 

program in accordance with Section 2.5.4 
 
3. Request for prior approval/notice of use of cost effective alternative services in accordance with 

Section 2.6.5 
 
4. Request for prior approval of incentives in accordance with Section 2.6.6 
 
5. Description of health education and outreach programs and activities to ensure compliance with 

Section 2.7.3 
 
6. TENNderCare policies and procedures that ensure compliance with the requirements of Section 

2.7.5 
 
7. Policies and procedures for advance directives that ensure compliance with Section 2.7.6 
 
8. Disease management program policies and procedures that ensure compliance with Section 2.8 
 
9. Service coordination policies and procedures that  ensure compliance with Section 2.9.1 
 
10. Policies and procedures for transition of new members that ensure compliance with the 

requirements of Section 2.9.2 
 
11. Transition of care polices and procedures that ensure compliance with Section 2.9.3 
 
12. MCO case management policies and procedures that ensure compliance with Section 2.9.4 
 
13. Policies and procedures for coordination of physical and behavioral health services that ensure 

compliance with Section 2.9.5 
 
14. If CONTRACTOR subcontracts for the provision of behavioral health services, agreement with the 

subcontractor in accordance with Section 2.9.5.2 to ensure compliance with Section 2.9.5 
 
15. Policies and procedures for coordination among behavioral health providers that ensure compliance 

with Section 2.9.6 
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16. Policies and procedures for coordination of pharmacy services that ensure compliance with Section 

2.9.7 
 
17. Policies and procedures for coordination of dental services that ensure compliance with Section 

2.9.8 
 
18. Identification of members serving on the claims coordination committee in accordance with Section 

2.9.8.5.3 
 
19. Policies and procedures for coordination with Medicare that ensure compliance with Section 2.9.9 
 
20. Policies and procedures to increase the use of HCBS waivers in compliance with Section 2.9.10 
 
21. Policies and procedures for inter-agency coordination that ensure compliance with Section 2.9.11 
 
22. Polices and procedures regarding non-covered services that ensure compliance with Section 2.10 
 
23. Policies and procedures to develop and maintain a provider network that ensure compliance with 

Section 2.11.1, including policies and procedures for selection and/or retention of providers 
 
24. Policies and procedures for PCP selection and assignment that ensure compliance with Section 

2.11.2, including policies and procedures regarding change of PCP and use of specialist as PCP 
 
25. Plan to identify, develop, or enhance existing inpatient and residential treatment capacity for adults 

and adolescents with co-occurring mental health and substance abuse disorders to ensure 
compliance with Section 2.11.5.2 

 
26. Credentialing manual and policies and procedures that ensure compliance with Section 2.11.7 
 
27. Policies and procedures that ensure compliance with notice requirements in Section 2.11.8 
 
28. Notice of provider and subcontractor termination and additional documentation as required by 

Section 2.11.8.2 
 
29. Provider agreement template(s) and revisions to TDCI as required in Section 2.12 
 
30. Indemnity language in provider agreements if different than standard indemnity language (see 

Section 2.12.7.39)  
 
31. Intent to use a physician incentive plan (PIP) to TennCare Bureau and TDCI (see Section 2.13.5) 
 
32. Any provider agreement templates or subcontracts that involve a PIP for review as a material 

modification (to TDCI) as required by (see Section 2.13.5) 
 
33. Pricing policies for emergency services provided by non-contract providers that ensure compliance 

with Section 2.13.6.1 
 
34. Policies and procedures for PCP profiling to ensure compliance with Section 2.14.5 
 
35. Information on PCP profiling as requested by TENNCARE (see Section 2.14.5) 
 
36. QM/QI policies and procedures to ensure compliance with Section 2.15  
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37. Clinical practice guidelines to ensure compliance with Section 2.15.5  
 
38. Copy of signed contract with NCQA approved vendor to perform 2009 CAHPS as required by 

Section 2.15.6 
 
39. Copy of signed contract with NCQA approved vendor to perform 2009 HEDIS audit as required by 

Section 2.15.6 
 
40. Evidence that NCQA accreditation application submitted and fee paid (Section 2.15.6.1) 
 
41. HEDIS BAT as required by Section 2.15.6 
 
42. Copy of signed NCQA survey as required by Section 2.15.6.1 
 
43. Notice of date for ISS submission and NCQA onsite review as required by Section 2.15.6.1 
 
44. Notice of final payment to NCQA as required by Section 2.15.6.1 
 
45. Notice of submission of ISS to NCQA as required by Section 2.15.6.1 
 
46. Copy of completed NCQA survey and final report as required by Section 2.15.6.1 
 
47. Notice of any revision to NCQA accreditation status  
 
48. Member materials as described in Section 2.17, including but not limited to, member handbook, 

quarterly member newsletter, identification card, and provider directory along with any required 
supporting materials 

 
49. Member services phone line policies and procedures that ensure compliance with Section 2.18.1 
 
50. Policies and procedures regarding interpreter and translation services that ensure compliance with 

Section 2.18.2 
 
51. Provider services and utilization management phone line policies and procedures that ensure 

compliance with Section 2.18.4 
 
52. Provider handbook that is in compliance with requirements in Section 2.18.5 
 
53. Provider education and training plan and materials that ensure compliance with Section 2.18.6 
 
54. Policies and procedures to monitor and ensure provider compliance with the Agreement (see 

Section 2.18.7.1)  
 
55. Policies and procedures for a provider complaint system that ensure compliance with Section 2.18.8 
 
56. Policies and procedures regarding member involvement with behavioral health services that ensure 

compliance with Section 2.18.9 
 
57. Appeal and complaint policies and procedures that ensure compliance with Section 2.19  
 
58. Fraud and abuse policies and procedures that ensure compliance with Section 2.20 
 
59. Report all confirmed or suspected fraud and abuse to the appropriate agency as required in Section 

2.20.2 
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60. Fraud and abuse compliance plan (see Section 2.20.3) 
 
61. TPL policies and procedures that ensure compliance with Section 2.21.4 
 
62. Accounting policies and procedures that ensure compliance with Section 2.21.6 
 
63. Proof of insurance coverage (see Section 2.21.7) 
 
64. Claims management policies and procedures that ensure compliance with Section 2.22 
 
65. Internal claims dispute procedure (see Section 2.22.5) 
 
66. EOB policies and procedures to ensure compliance with Section 2.22.8 
 
67. Systems policies and procedures, manuals, etc. to ensure compliance with Section 2.23 (see Section 

2.23.10) 
 
68. Proposed approach for remote access in accordance with Section 2.23.6.10 
 
69. Information security plan as required by Section 2.23.6.11 
 
70. Notification of Systems problems in accordance with Section 2.23.7 
 
71. Systems Help Desk services in accordance with Section 2.23.8 
 
72. Notification of changes to Systems in accordance with Section 2.23.9 
 
73. Notification of changes to membership of behavioral health advisory committee and current 

membership lists in accordance with Section 2.24.2 
 
74. Medical record keeping policies and procedures that ensure compliance with Section 2.24.4 
 
75. Subcontracts (see Section 2.26) 
 
76. HIPAA policies and procedures that ensure compliance with Section 2.27 
 
77. Accounting of disclosures in accordance with Section 2.27.2.10 
 
78. Notification of use or disclosure in accordance with Section 2.27.2.13.3.3 
 
79. Notification of any unauthorized acquisition of enrollee PHI in accordance with Section 2.27.2.13.3 
 
80. Third (3rd) party certification of HIPAA transaction compliance in accordance with Section 

2.27.2.27 
 
81. Notification of any security incident in accordance with Section 2.27.3 
 
82. Names, resumes, and contact information of key staff as required by Section 2.29.1.2 
 
83. Changes to key staff as required by Section 2.29.1.2 
 
84. Staffing plan as required by Section 2.29.1.7 
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85. Changes to location of staff from in-state to out-of-state as required by Section 2.29.1.8 
 
86. List of officers and members of Board of Directors (see Section 2.29.3) 
 
87. Changes to officers and members of Board of Directors (see Section 2.29.3) 
 
88. Eligibility and Enrollment Data (see Section 2.30.2.1) 
 
89. Monthly Enrollment/Capitation Payment Reconciliation Report (see Section 2.30.2.2) 
 
90. Quarterly Member Enrollment/Capitation Payment Report (see Section 2.30.2.3) 
 
91. Information on members (see Section 2.30.2.4) 
 
92. Service Threshold Report (see Section 2.30.3) 
 
93. Psychiatric Hospital/RTF Readmission Report (see Section 2.30.4.1) 
 
94. Mental Health Case Management Report (see Section 2.30.4.2) 
 
95. Supported Employment Report (see Section 2.30.4.3) 
 
96. Behavioral Health Crisis Response Report (see Section 2.30.4.4) 
 
97. Member CRG/TPG Assessment Report (see Section 2.30.4.5) 
 
98. Rejected CRG/TPG Assessment Report (see Section 2.30.4.6) 
 
99. CRG/TPG Assessments Audit Report (see Section 2.30.4.7) 
 
100. Methodology for conducting CRG/TPG assessment audits (see Section 2.30.4.8) 
 
101. Health Education/Outreach Report (see Section 2.30.4.9) 
 
102. TENNderCare Report (see Section 2.30.4.10) 
 
103. Disease Management Update Report (see Section 2.30.5.1) 
 
104. Disease Management Report (see Section 2.30.5.2) 
 
105. MCO Case Management Update Report (see Section 2.30.6.1) 
 
106. Members identified as potential pharmacy lock-in candidates (see Section 2.30.6.2) 
 
107. Pharmacy Services Report (see Section 2.30.6.3) 
 
108. Pharmacy Services Report, On Request (see Section 2.30.6.4) 
 
109. Provider Enrollment File (see Section 2.30.7.1) 
 
110. Provider Compliance with Access Requirements Report (see Section 2.30.7.2) 
 
111. PCP Assignment Report (see Section 2.30.7.3) 
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112. Report of Essential Hospital Services (see Section 2.30.7.4) 
 
113. Behavioral Health Initial Appointment Timeliness Report (see Section 2.30.7.5) 
 
114. FQHC Reports (see Section 2.30.7.6) 
 
115. Single Case Agreements Report (see Section 2.30.8)  
 
116. Related Provider Payment Report (see Section 2.30.9) 
 
117. UM P&P, annual evaluation, and work plan (see Section 2.30.10.1) 
 
118. ED Utilization Report (see Section 2.30.10.2) 
 
119. Cost and Utilization Reports (see Section 2.30.10.3) 
 
120. Cost and Utilization Summaries (see Section 2.30.10.4) 
 
121. Identification of high-cost claimants (see Section 2.30.10.5) 
 
122. Prior Authorization Reports (see Section 2.30.10.6) 
 
123. Referral Provider Listing and supporting materials (see Section 2.30.10.7) 
 
124. QM/QI Program Description, Associated Work Plan and Annual Evaluation (see Section 2.30.11.1) 
 
125. Quality Update Report (see Section 2.30.11.2) 
 
126. Report on Performance Improvement Projects (see Section 2.30.11.3) 
 
127. Reports of Performance Indicator Results, Audited CAHPS Results, and Audited HEDIS Results 

(see Section 2.30.11.4) 
 
128. NCQA Accreditation Report (see Section 2.30.11.5) 
 
129. Member Services and UM Phone Line Report (see Section 2.30.12.1) 
 
130. Translation/Interpretation Services Report (see Section 2.30.12.3) 
 
131. Provider Satisfaction Survey Report (see Section 2.30.12.4) 
 
132. Provider Complaints Report (see Section 2.30.12.5) 
 
133. Fraud and Abuse Activities Report (see Section 2.30.13) 
 
134. Recovery and Cost Avoidance Report (see Section 2.30.14.1.1) 
 
135. Other Insurance Report (see Section 2.30.14.1.2) 
 
136. Medical Loss Ratio (MLR) Report (see Section 2.30.14.2.1) 
 
137. Ownership and Financial Disclosure Report (see Section 2.30.14.2.2) 
 
138. Annual audit plan (see Section 2.30.14.2.3) 
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139. Financial Plan and Projection of Operating Results Report (to TDCI) (see Section 2.30.14.3.1) 
 
140. Comparison of Actual Revenues and Expenses to Budgeted Amounts Report (to TDCI) (see 

Section 2.30.14.3.2) 
 
141. Annual Financial Report (to TDCI) (see Section 2.30.14.3.3) 
 
142. Quarterly Financial Report (to TDCI) (see Section 2.30.14.3.4) 
 
143. Audited Financial Statements (to TDCI) (see Section 2.30.14.3.5)  
 
144. Claims Payment Accuracy Report (see Section 2.30.15.1) 
 
145. EOB Report (see Section 2.30.15.2) 
 
146. Systems Refresh Plan (see Section 2.30.16.1) 
 
147. Encounter Data Files (see Section 2.30.16.2) 
 
148. Electronic version of claims paid reconciliation (see Section 2.30.16.3) 
 
149. Information and/or data to support encounter data submission (see Section 2.30.16.4) 
 
150. Systems Availability and Performance Report (see Section 2.30.16.5) 
 
151. Business Continuity and Disaster Recovery Plan (see Section 2.30.16.6) 
 
152. Reports on the Activities of the CONTRACTOR’s Behavioral Health Advisory Committee (see 

Section 2.30.17) 
 
153. Subcontracted claims processing report (see Section 2.30.18.1) 
 
154. Security Incident Report (see Section 2.30.19) 
 
155. Summary Listings of Servicing Providers (see Section 2.30.20.1) 
 
156. Supervisory Personnel Report (see Section 2.30.20.2) 
 
157. Alleged Discrimination Report (see Section 2.30.20.3) 
 
158. Non-discrimination policy (see Section 2.30.20.4) 
 
159. Non-Discrimination Compliance Plan and Assurance of Non-Discrimination (see Section 

2.30.20.5) 
 
160. Provider reimbursement rates for services incurred prior to the start date of operations in 

accordance with Section 3.7.1.2.1 
 
161. Disclosure of conflict of interest (see Section 2.30.21) 
 
162. Return of funds in accordance with Section 3.12.5 
 
163. Termination plan in accordance with Section 4.4.7.2.8 
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REPORTING REQUIREMENTS  
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ATTACHMENT IX, EXHIBIT A  
QUARTERLY ENROLLMENT/CAPITATION PAYMENT RECONCILIATION 

REPORTS 
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ATTACHMENT IX, EXHIBIT A.1 
QUARTERLY ENROLLMENT/CAPITATION PAYMENT RECONCILIATION REPORTS 

 
<INSERT MCO NAME> 

SUMMARY REPORT 
For the Quarter Ended <INSERT DATE > 

    
    
    
  Over (Under) 
 Report Title: Members Paid 
    
 Premium Discrepancy Report 5  $  (419.61) 
    
 No Premium Report 2      (282.70) 
    
 No Eligibility Report 2        535.68  
    
 Total 9  $  (166.63) 
    
    
Note: The first row of member detail on each report provides the detail the MCO has on file, based on 

information from eligibility files received from the State. This row also includes a calculation of the 
amount of premium/capitation payment expected. The second row (State Info) details the 
premium/capitation payment actually received from the State, per the monthly premium/capitation 
payment file. 

     
     
 Report Definitions    
     

 

Calculated Age The age of the member is calculated based on the Start 
Date, per the premium/capitation payment file received 
from the State, less the member’s Date of Birth, per the 
eligibility information maintained by the MCO based 
on the eligibility files received. Neither the member’s 
age nor the Date of Birth is on the premium file. 

 

MCO Effective Date The date the MCO has the member effective. The 
source of this information is the eligibility file received 
from the State. 

 

MCO Term Date The date the MCO has the member termed. The source 
of this information is the eligibility file received from 
the State. 

 

State Start Date The starting date for which the State is paying 
premiums/capitation payments, per the premium file 
received from the State. 

 

State End Date The ending date for which the State is paying 
premiums/capitation payments, per the premium file 
received from the State. 

 

Amount Expected The expected amount of premium/capitation payment 
to be paid per reporting period, based upon eligibility 
information. 
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ATTACHMENT IX, EXHIBIT A.2 
QUARTERLY ENROLLMENT/CAPITATION PAYMENT RECONCILIATION REPORTS 

 
 

<INSERT MCO NAME> 
PREMIUM/CAPITATION PAYMENT DISCREPANCY REPORT 

For the Quarter Ended <INSERT DATE > 
            
            
          Amount  
MCO Info Member Name ID Date of Birth Calc. Age Sex County Program Code Effective Date Term Date Expected Over (Under)

State Info Member Name ID Date of Birth Calc. Age Sex County
Program 

Code Start Date End Date Received Paid 
            
            
 Smith, John 444-33-1111 08/24/66 41 M 2 87 8/1/07 8/31/07  96.40  
 Smith, John 444-33-1111   M 2 17 8/1/07 8/31/07 14.84    (81.56)
            
 Smith, Jane 444-33-2222 07/13/67 39 F 2 67 7/1/06 12/31/06 714.54  
 Smith, Jane 444-33-2222   F 2 67 7/1/07 8/15/07 357.27 (357.27)
            
 Jones, Alice 444-33-3333 06/25/57 44 F 4 87 7/1/06 12/31/06 475.41  
 Jones, Alice 444-33-3333   F 4 87 7/1/07 9/30/07 899.10 423.69 
            
 Jones, Steve 444-33-4444 09/30/72 28 M 3 97 8/1/05 12/31/05 508.09  
 Jones, Steve 444-33-4444   M 4 97 8/1/07 9/30/07 501.76 (6.28)
            
 Robertson, Pat 444-33-5555 11/11/76 22 F 1 67 4/1/05 12/31/05 682.08  
 Robertson, Pat 444-33-5555   M 1 67 7/1/07 9/30/07 283.89 (398.19)
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ATTACHMENT IX, EXHIBIT A.3 
 QUARTERLY ENROLLMENT/CAPITATION PAYMENT RECONCILIATION REPORTS 

 
 

<INSERT MCO NAME> 
NO PREMIUM/CAPITATION PAYMENT REPORT 

For the Quarter Ended <INSERT DATE > 
            
            
          Amount  

MCO Info Member Name ID Date of Birth Calc. Age Sex County
Program 

Code Start Date End Date Expected Over (Under)

State Info Member Name ID Date of Birth Calc. Age Sex County
Program 

Code Start Date End Date Received Paid 
            
            
 Doe, John 555-44-3333 09/29/39 54 M 2 17 1/1/00 12/31/06  44.52  
  -   -     -  -   -  - - 0.00    (44.52)
            
 Doe, Jane 555-44-4444 01/18/52 49 F 2 67 9/1/07 9/30/07 238.18  
  -   -     -  -   -  - - 0.00 (238.18)
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ATTACHMENT IX, EXHIBIT A.4 
QUARTERLY ENROLLMENT/CAPITATION PAYMENT RECONCILIATION REPORTS 

 
 

<INSERT MCO NAME> 
NO ELIGIBILITY REPORT 

For the Quarter Ended <INSERT DATE > 
            
            
          Amount  

MCO Info Member Name ID Date of Birth Calc. Age Sex County
Program 

Code Start Date End Date Expected Over (Under)

State Info Member Name ID Date of Birth Calc. Age Sex County
Program 

Code Start Date End Date Received Paid 
            
            
 - - - - - - - - -  0.00  
 Jones, John 777-66-5555   M 1 67 7/1/07 7/31/07 94.63   94.63 
            
 - - - - - - - - - 0.00  
 Jones, Jane 777-66-6666   F 3 97 7/1/07 7/31/07 441.05 441.05 
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ATTACHMENT IX, EXHIBIT B 

MENTAL HEALTH CASE MANAGEMENT REPORT 
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ATTACHMENT IX, EXHIBIT B 
MENTAL HEALTH CASE MANAGEMENT REPORT 

 
The Mental Health Case Management Report required in Section 2.30.4.2 shall include, at a minimum, 
the following data elements: 

 
1. MCO ID number 
2. Number and percentage of compliance for appointments scheduled within 7 calendar days of the 

date of discharge from psychiatric inpatient or residential treatment facility  
3. Number and percentage of compliance for appointments occurring within 7 calendar days of the 

date of discharge from psychiatric inpatient or residential treatment facility, excluding member no 
shows, reschedules, and refusals 

4. Number and percentage of appointment no shows 
5. Number and percentage of appointment reschedules 
6. Number and percentage of members meeting medical necessity for mental health case 

management and refusing the service 
7. Data elements #2 - #6 broken down by mental health case management agency  
8. DCS status 
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ATTACHMENT IX, EXHIBIT C 
BEHAVIORAL HEALTH CRISIS RESPONSE REPORT 
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ATTACHMENT IX, EXHIBIT C 
BEHAVIORAL HEALTH CRISIS RESPONSE REPORT 

 
The Behavioral Health Crisis Response Report required in Section 2.30.4.4  shall include, at a minimum, 
the following data elements:  

 
1. Number of calls by age category (18 and over/under 18) 
2. Total Number of calls  
3. Average response time for face to face interventions by level of acuity 
4. Number of calls by payer source (TennCare/Non-TennCare) 
5. Number of calls by level of acuity 
6. Number of consumers whose behavioral health provider was notified of crisis situation 
7. Location of face to face intervention 
8. Total number of face-to-face contacts 
9. Final disposition 
10. Number per type of barrier to diversion from inpatient admission 
11. Average time for admission to crisis respite 
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ATTACHMENT IX, EXHIBIT D 
MEMBER CRG/TPG ASSESSMENT REPORT 
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ATTACHMENT IX, EXHIBIT D 
MEMBER CRG/TPG ASSESSMENT REPORT 

 
The Member CRG/TPG Assessment Report required in Section 2.30.4.5 shall include, at a minimum, the 
following data elements:  
 
CRG assessment of members age 18 years or older  

 
1. MCO’s ID number 
2. Member’s last name 
3. Member’s first name 
4. Member’s birth date 
5. Member’s Social Security Number (SSN) 
6. Principal diagnosis 
7. Dual principal/secondary diagnosis 
8. Measure of member’s level of functioning in activities of daily living 
9. Measure of member’s level of functioning in interpersonal functioning 
10. Measure of member’s level of functioning in concentration, task performance, and pace 
11. Measure of member’s level of functioning in adaptation to change 
12. Measure of member’s severity of impairment 
13. Measure of member’s duration of mental illness 
14. Indicator of member’s former severe impairment 
15. Member’s need for services to prevent relapse 
16. Member’s Clinically Related Group (CRG) 
17. Reason for assessment 
18. Date of request for assessment 
19. Date of CRG assessment  
20. Measure of rater’s adequacy of information in order to complete assessment  
21. Member’s current Global Assessment of Functioning (GAF) scale score 
22. Member’s highest GAF scale score (past year) 
23. Member’s lowest GAF scale score (past year)  
24. Program code 
25. Rater’s TennCare provider ID number 
 

TPG assessment of members under age 18 
 
1. MCO’s ID number 
2. Member’s last name 
3. Member’s first name 
4. Member’s date of birth 
5. Member’s social security number 
6. Principal diagnosis 
7. Dual principal/secondary diagnosis 
8. Member’s current Global Assessment of Functioning (GAF) scale score 
9. Member’s highest GAF scale score (past year) 
10. Member’s lowest GAF scale score (past year) 
11. Severity of impairment 
12. Serious Emotional Disturbance (SED) status 
13. Environmental issues 
14. Family issues 
15. Trauma issues 
16. Social skills issues 
17. Abuse/neglect issues 
18. Child at risk of SED 
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19. Member’s Target Population Group (TPG) 
20. Reason for assessment 
21. Date of request for assessment 
22. Date of TPG assessment 
23. Measure of rater’s adequacy of information in order to complete assessment 
24. Program code 
25. Rater’s TennCare provider ID number 
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ATTACHMENT IX, EXHIBIT E 
PROVIDER ENROLLMENT FILE 
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ATTACHMENT IX, EXHIBIT E 
PROVIDER ENROLLMENT FILE 

 
 
 

[INTENTIONALLY LEFT BLANK] 
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ATTACHMENT IX, EXHIBIT F 
PCP ASSIGNMENT REPORT 
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ATTACHMENT IX, EXHIBIT F   
PCP ASSIGNMENT REPORT 

 
The CONTRACTOR shall use the following grid to complete the PCP Assignment Report required in 
Section 2.30.7.3. 

 
 

MCO NAME: REPORTING PERIOD: 
REPORTING PARTY: QTR 1      QTR 2      QTR 3      QTR 4 
TELEPHONE # : (Please circle) 

QTR 

Numerator: Members not 
assigned to a PCP within 30 
days of enrollment or prior to 
the member’s beginning 
effective date by Grand Region 
during the reporting period 

Denominator: Total number of 
new members in the Grand 
Region during the reporting 
period 

Rate 

1/1- 3/31      
4/1-6/30      
7/1-9/30      
10/1-12/31      
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ATTACHMENT IX, EXHIBIT G  
REPORT OF ESSENTIAL HOSPITAL SERVICES 
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ATTACHMENT IX, EXHIBIT G 
REPORT OF ESSENTIAL HOSPITAL SERVICES 

 
Instructions for Completing Report of Essential Hospital Services 

 
The chart for the Report of Essential Hospital Services required in Section 2.30.7.4 is to be prepared 
based on the CONTRACTOR’s provider network for essential hospital services in each Grand Region in 
which the CONTRACTOR has (or expects to have) TennCare members.  

 
• Fill out one report for each Grand Region. In the top portion of the grid, indicate the MCO name, 

the Grand Region, the total number of MCO members in the Grand Region and the date that such 
total enrollment was established.  
 

• Provide information on each contract and non-contract facility that serves (or will serve) 
members in the identified Grand Region. The MCO should use a separate row to report 
information on each such facility.  

 
 

1. In the first column, “Name of Facility” indicate the complete name of the facility.  
 

2. In the second column: “City/Town” indicate the city or town in which the designated facility is 
located.  
 

3. In the third column: “County”, indicate the name of the county in which this facility is located.  
 

4. In the fourth through the tenth columns indicate the status of the CONTRACTOR’s relationship with 
the specific facility for each of these covered hospital services, e.g. Neonatal, Perinatal, Pediatric, 
Trauma, Burn, Center of Excellence for AIDS, and Centers of Excellence for Behavioral Health. For 
example: 
 
• If the CONTRACTOR has an executed provider agreement with the facility for neonatal services, 

insert an “E” in the column labeled “Neonatal”.  
 

• If the CONTRACTOR does not have an executed provider agreement with this facility for 
“Neonatal”, but has another type of arrangement with this facility, the CONTRACTOR should 
indicate the code that best describes its relationship (L=letter of intent; R=on referral basis; N=in 
contract negotiations; O=other arrangement). For any facility in which the CONTRACTOR does 
not have an executed provider agreement and is using as a non-contract provider, the 
CONTRACTOR should submit a brief description (one paragraph) of its relationship with the 
facility including an estimated timeline for executing a provider agreement, if any. 
 

• If the CONTRACTOR does not have any relationship for neonatal services with the facility on 
this row, the CONTRACTOR should leave the cell labeled “neonatal” blank. 
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ATTACHMENT IX, EXHIBIT G  
ESSENTIAL HOSPITAL SERVICES REPORT 

   
MCO Name:_____________________   Grand Region: 

_____________________ 
           

Number of TennCare Members:_______________   as of (date): 
_________________ 

           
           

Name of Facility City/Town County Neonatal Perinatal Pediatric Trauma Burn AIDS 
Center of 
Excellence 

Center of 
Excellence for 

Behavioral 
Health 

Comments 

           

           

           

           

           

           

 
E = Executed Provider Agreement 
L = Letter of Intent 
R = On Referral Basis 
N = In Contract Negotiations 
O = Other Arrangement 
If no relationship for a particular service leave cell blank 
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ATTACHMENT IX, EXHIBIT H  
FQHC REPORT 
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ATTACHMENT IX, EXHIBIT H 
FQHC REPORT  

 
MCO Name: _______________ 
 
As of January 1, ______    
 
Please provide the information identified below for each FQHC with which the MCO has a 
provider agreement. 
 
1. FQHC Name:   
2. FQHC Address:   
   
   
3. Total Amount Paid for the previous 

twelve (12) month period from July 1 
through June 30: 
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ATTACHMENT IX, EXHIBIT I 
SINGLE CASE AGREEMENTS REPORT  
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ATTACHMENT IX, EXHIBIT I 
SINGLE CASE AGREEMENTS REPORT 

 
MCO Name:________________ 
Month/Year:________________ 
 
 
 
Date of 
Agreement 

Name of 
Member 

Name of 
Provider Specialty Service Reason Amount to be 

Paid 
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ATTACHMENT IX, EXHIBIT J  
COST AND UTILIZATION REPORTS  
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ATTACHMENT IX, EXHIBIT J.1 
 

[MCO NAME] 
Physical Health Cost & Utilization Report 

Incurred Period: XX/XX/XXXX – XX/XX/XXXX 
Paid Through XX/XX/XXXX 

 
 

Managed Care Metrics YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligibles/ 
Standard 

Cumulative Member Months           
Member Months           
Total Claims Health Care 
Expense 

          

Classified Health Care 
Expense 

          

 Inpatient           
 Outpatient           
Total Practitioner           
 R.A.P. – Hospital Based           
 Primary Care            
 Specialist           
Total Miscellaneous           
 Transportation           
Total Capitation           
 Vendor A           
 Vendor B           
 Vendor C           
 Vendor D           
 Vendor E           
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ATTACHMENT IX, EXHIBIT J.2 
 

[MCO NAME] 
Physical Health Inpatient Report 

Incurred Period: XX/XX/XXXX – XX/XX/XXXX 
Paid Through XX/XX/XXXX 

 
Managed Care 
Metrics 

YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligibles/ 
Standard 

Cumulative Member 
Months 

          

Member Months           
Total Inpatient           
Payment Per Admission           
Payment Per Day           
Payment PMPM           
Admission per 1,000           
Days per 1,000           
Average Length of Stay           
Medical           
Payment Per Admission           
Payment Per Day           
Payment PMPM           
Admission per 1,000           
Days per 1,000           
Average Length of Stay           
Surgical           
Payment Per Admission           
Payment Per Day           
Payment PMPM           
Admission per 1,000           
Days per 1,000           
Average Length of Stay           
Obstetrical           
Payment Per Admission           
Payment Per Day           
Payment PMPM           
Admission per 1,000           
Days per 1,000           
Average Length of Stay           
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ATTACHMENT IX, EXHIBIT J.3 
 

[MCO NAME] 
Physical Health Outpatient Report 

Incurred Period: XX/XX/XXXX – XX/XX/XXXX 
Paid Through XX/XX/XXXX 

Managed Care 
Metrics 

YTD 
% 
Change 

MCO 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligibles/ 
Standard 

Cumulative Member 
Months 

          

Member Months           
           

Total Outpatient           
Payment Per Visit           
Payment PMPM           
Visits per 1,000           
           

Surgery           
Payment Per Visit           
Payment PMPM           
Visits per 1,000           
           

ER-Emergency           
Payment Per Visit           
Payment PMPM           
Visits per 1,000           
           

ER Non-Emergency           
Payment Per Visit           
Payment PMPM           
Visits per 1,000           
           

Diagnostic           
Payment Per Visit           
Payment PMPM           
Visits per 1,000           
           

Other Services [MCO 
to id what is here] 

          

Payment Per Visit           
Payment PMPM           
Visits per 1,000           
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ATTACHMENT IX, EXHIBIT J.4 
 

[MCO NAME] 
Physical Health Practitioner Report 

Incurred Period: XX/XX/XXXX – XX/XX/XXXX 
Paid Through XX/XX/XXXX 

 

Managed Care Metrics YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligibles/ 
Standard 

Cumulative Member 
Months 

          

Member Months           
           

Payment PMPM           
Total Practitioner           
 Radiology           
 Anesthesiology           
 Pathology           
Total R.A.P.           
 Primary Care Adult           
 Primary Care Child           
Primary Care Total           
 OB-GYN           
 Cardiology           
 Dermatology           
 Endocrinology           
 Gastroenterology           
 General Surgery           
 Nephrology           
 Neurology           
 Neurosurgery           
 Oncology/Hematology           
 Ophthalmology/Optometry           
 Orthopedic Surgery           
 Otolaryngology           
 Pulmonology           
 Urology           
 Emergency Medicine           
 Other           
Total Specialist (excluding 
psychiatry) 

          

Total Primary & Specialty           
           

Visits Per 1,000           
 Total Practitioner           
 Radiology           
 Anesthesiology           
 Pathology           
Total R.A.P.           
 Primary Care Adult           
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Managed Care Metrics YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligibles/ 
Standard 

 Primary Care Child           
Primary Care Total           
 OB-GYN           
 Cardiology           
 Dermatology           
 Endocrinology           
 Gastroenterology           
 General Surgery           
 Nephrology           
 Neurology           
 Neurosurgery           
 Oncology /Hematology/           
 Ophthalmology/Optometry           
 Orthopedic Surgery           
 Otolaryngology           
 Pulmonology           
 Urology           
 Emergency Medicine           
 Other           
Total Specialist (excluding 
psychiatry) 

          

Total Primary & Specialty 
(excluding psychiatry) 
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ATTACHMENT IX, EXHIBIT J.5 
 

[MCO NAME] 
Physical Health Miscellaneous Report 

Incurred Period: XX/XX/XXXX – XX/XX/XXXX 
Paid Through XX/XX/XXXX 

 

Managed Care 
Metrics 

YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligibles/ 
Standard 

Cumulative Member 
Months 

          

Member Months           
           

Total Miscellaneous 
[MCO needs to id and 
adjust as appropriate] 

          

Payment PMPM           
           

Durable Medical 
Equipment 

          

Payment PMPM           
Cost Per Unit           
Utilization per 1,000           
           

Home Infusion Therapy           
Payment PMPM           
Cost Per Unit           
Utilization per 1,000           
           

Home Health Agency           
Payment PMPM           
Cost Per Unit           
Utilization per 1,000           
           

Orthotics/Prosthetics           
Payment PMPM           
Cost Per Unit           
Utilization per 1,000           
           

Vision Hardware           
Payment PMPM           
Cost Per Unit           
Utilization per 1,000           
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Managed Care 
Metrics 

YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligibles/ 
Standard 

Transportation - 
Emergency 

          

Payment PMPM           
Cost Per Unit           
Utilization per 1,000           
           

Transportation - NET           
Payment PMPM           
Cost Per Unit           
Utilization per 1,000           
           

Other           
Payment PMPM           
Cost Per Unit           
Utilization per 1,000           
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ATTACHMENT IX, EXHIBIT J.6 
 

[MCO NAME] 
Behavioral Health Cost & Utilization Report 

Incurred Period: XX/XX/XXXX – XX/XX/XXXX 
Paid Through XX/XX/XXXX 

Managed Care Metrics YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligibles/ 
Standard 

State 
Only & 
Judicial 

Cumulative Member Months            
Member Months            
Total Claims Behavioral 
Health Expenses 

           

            

Priority Behavioral Health 
Expenses 

           

Psychiatric Inpatient            
Psychiatric Residential            
Substance Abuse Inpatient            
Substance Abuse Inpatient  
Detox  

           

Substance Abuse Residential            
Total Mental Health 
Outpatient 

           

MD Services (Psychiatry)            
Non-MD Services            
Partial Hospital/IOP            

Total Substance Abuse 
Outpatient (including Detox) 

           

Substance Abuse 
Outpatient  

           

Substance Abuse 
Outpatient Detox 

           

Total Miscellaneous            
Lab            
Transportation            

Total Crisis Services            
Crisis Intervention             
Crisis Respite            
Crisis Stabilization            

Mental Health Case 
Management 

           

Total Psychiatric 
Rehabilitation 

           

Psychosocial            
Supported Employment            
Peer Support            
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Managed Care Metrics YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligibles/ 
Standard 

State 
Only & 
Judicial 

Illness Management & 
Recovery 

           

Supported Housing            
            

Non-Priority Behavioral 
Health Expenses 

           

Psychiatric Inpatient            
Psychiatric Residential            
Substance Abuse Inptatient            
Substance Abuse Inpatient 
Detox 

           

Substance Abuse Residential            
Total Mental Health 
Outpatient 

           

MD Services (Psychiatry)            
Non-MD Services             
Partial Hospital/IOP            

Total Substance Abuse 
Outpatient (including Detox) 

           

Substance Abuse 
Outpatient  

           

Substance Abuse 
Outpatient Detox 

           

Total Miscellaneous            
Lab            
Transportation            

Total Crisis Services            
Crisis Intervention             
Crisis Respite            
Crisis Stabilization            

Mental Health Case 
Management 

           

Total Psychiatric 
Rehabilitation 

           

Psychosocial            
Supported Employment            
Peer Support            
Illness Management & 
Recovery 

           

Supported Housing            
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ATTACHMENT IX, EXHIBIT J.7 
 

[MCO NAME] 
Behavioral Health Inpatient Report 

Incurred Period: XX/XX/XXXX – XX/XX/XXXX 
Paid Through XX/XX/XXXX 

 
Managed Care 
Metrics 

YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligible/ 
Standard 

State 
Only & 
Judicial 

Cumulative Member 
Months 

           

Member Months            
Total Psychiatric 
Inpatient 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            
Priority Psychiatric 
Inpatient 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            
Non-Priority Psychiatric 
Inpatient 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            
            

Total Psychiatric 
Residential 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
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Managed Care 
Metrics 

YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligible/ 
Standard 

State 
Only & 
Judicial 

Average Length of Stay            
Priority Psychiatric 
Residential 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            
Non-Priority Psychiatric 
Residential 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            

Total Substance Abuse 
Inpatient 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            
Priority Substance Abuse 
Inpatient 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            
Non-Priority Substance 
Abuse Inpatient 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            
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Managed Care 
Metrics 

YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligible/ 
Standard 

State 
Only & 
Judicial 

Total Substance Abuse 
Inpatient Detox 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            
Priority Substance Abuse 
Inpatient Detox 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            
Non-Priority Substance 
Abuse Inpatient Detox 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            
            

Total Substance Abuse 
/Residential 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            
Priority Substance Abuse 
Residential 

           

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            
Non-Priority Substance 
Abuse Residential 
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Managed Care 
Metrics 

YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligible/ 
Standard 

State 
Only & 
Judicial 

Payment Per Admission            
Payment Per Day            
Payment PMPM            
Admission per 1,000            
Days per 1,000            
Average Length of Stay            
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ATTACHMENT IX, EXHIBIT J.8 
 

[MCO NAME] 
Behavioral Health Outpatient Report 

Incurred Period: XX/XX/XXXX – XX/XX/XXXX 
Paid Through XX/XX/XXXX 

Managed Care 
Metrics 

YTD 
% 

Change 

MCO 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligible/ 
Standard 

State 
Only & 
Judicial 

Cumulative Member 
Months 

           

Member Months            
            

Total Mental Health  
Outpatient Services 

           

Payment Per Visit            
Payment PMPM            
Visits per 1,000            
            

Priority MD Services 
(Psychiatry) 

           

Payment Per Visit            
Payment PMPM            
Visits per 1,000            
            

Non-Priority MD 
Services (Psychiatry) 

           

Payment Per Visit            
Payment PMPM            
Visits per 1,000            
            

Priority  Non-MD 
Services 

           

Payment Per Visit            
Payment PMPM            
Visits per 1,000            
            

Non-Priority Non-MD 
Services 

           

Payment Per Visit            
Payment PMPM            
Visits per 1,000            
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Managed Care 
Metrics 

YTD 
% 

Change 

MCO 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligible/ 
Standard 

State 
Only & 
Judicial 

Priority Partial 
Hospitalizations/IOP 

           

Payment Per Visit            
Payment PMPM            
Visits per 1,000            
            

Non-Priority Partial 
Hospitalizations/IOP 

           

Payment Per Visit            
Payment PMPM            
Visits per 1,000            
            

Total Substance Abuse 
Outpatient including 
detox 

           

Payment Per Visit            
Payment PMPM            
Visits per 1,000            
            

Priority Substance 
Abuse Outpatient  

           

Payment Per Visit            
Payment PMPM            
Visits per 1,000            
            

Non-Priority Substance 
Abuse Outpatient  

           

Payment Per Visit            
Payment PMPM            
Visits per 1,000            
            

Priority Substance 
Abuse Outpatient 
Detox 

           

Payment Per Visit            
Payment PMPM            
Visits per 1,000            
            

Non-Priority Substance 
Abuse Outpatient 
Detox 

           

Payment Per Visit            
Payment PMPM            
Visits per 1,000            
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ATTACHMENT IX, EXHIBIT J.9 
 

[MCO NAME] 
Behavioral Health Miscellaneous Report 

Incurred Period: XX/XX/XXXX – XX/XX/XXXX 
Paid Through XX/XX/XXXX 

 

Managed Care 
Metrics 

YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligibles
/ 
Standar
d 

State 
Only & 
Judicial 

Cumulative Member 
Months 

           

Member Months            
            

Total Miscellaneous            
Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Priority Lab            
Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Non-Priority Lab            
Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Priority Transportation            
Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Non-Priority 
Transportation 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
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ATTACHMENT IX, EXHIBIT J.10 
 

[MCO NAME] 
Behavioral Health Specialized Community Services Report 

Incurred Period: XX/XX/XXXX – XX/XX/XXXX 
Paid Through XX/XX/XXXX 

 

Managed Care 
Metrics 

YTD % 
Changes 

[MCO] 
Total 

Medicaid 
Adult 

Medicaid 
Child 

Uninsured 
Child 

Medically 
Eligible 
Child 

Disabled 
Adult 

Disabled 
Child 

Dual 
Eligibles/ 
Medicaid 

Dual 
Eligibles/ 
Standard 

State 
Only & 
Judicial 

Cumulative Member 
Months 

           

Member Months            
            

Total Crisis Services            
Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Priority Crisis 
Intervention  

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Non-Priority Crisis 
Intervention 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Priority Crisis Respite            
Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Non-Priority Crisis 
Respite 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            



 

  306 of 327

 
Priority Crisis 
Stabilization 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Non-Priority Crisis 
Stabilization 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Total Mental Health 
Case Management 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Priority Mental Health 
Case Management 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Non-Priority Mental 
Health Case 
Management 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Total Psychiatric 
Rehabilitation 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Priority Psychosocial            
Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Non-Priority 
Psychosocial 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
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Priority Supported 
Employment 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Non Priority Supported 
Employment  

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Priority Peer Support            
Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Non-Priority Peer 
Support  

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Priority Illness 
Management & 
Recovery 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Non-Priority Illness 
Management & 
Recovery 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
            

Priority Supported 
Housing 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
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Non-Priority Supported 
Housing 

           

Payment PMPM            
Cost Per Unit            
Utilization per 1,000            
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ATTACHMENT IX, EXHIBIT K 
COST AND UTILIZATION SUMMARIES 
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ATTACHMENT IX, EXHIBIT K 
COST AND UTILIZATION SUMMARIES 

 
The quarterly Cost and Utilization Summaries required in Section 2.30.10.4 shall include information for 
each of the following populations:  

 
• Medicaid 
• Uninsured 
• Medically Eligible 
• Disabled 
• Duals 

 
Summaries for the following shall be provided: 
 

1) Data elements for Top 25 Providers (broken down by facilities, practitioners, ancillary providers, 
transportation providers) by Amount Paid  

 
• Rank 
• Provider type 
• Provider Name 
• Street Address (Physical Location) 
• City 
• State 
• Zip Code 
• Amount Paid to Each Provider 
• Amount Paid as a Percentage of Total Provider Payments 
 

2) Data elements for Top 25 Inpatient Diagnoses by Number of Admissions  
 

• Rank 
• DRG Code (Diagnosis Code) 
• Description 
• Amount Paid 
• Admits 
• Admits as a Percentage of Total Admits 

 
3) Data elements for Top 25 Inpatient Diagnoses by Amount Paid  

 
• Rank 
• DRG Code (Diagnosis Code) 
• Description 
• Admits 
• Amount Paid 
• Amount Paid as a Percentage of Total Inpatient Dollars 

 
4) Data elements for Top 25 Outpatient Diagnoses by Number of Visits  

 
• Rank 
• Diagnosis code 
• Description 
• Amount Paid 
• Visits 



 

  311 of 327

• Visits as a percentage of Total Outpatient Visits 
 

5) Data elements for Top 25 Outpatient Diagnoses by Amount Paid  
 
• Rank 
• Diagnosis Code 
• Description 
• Visits 
• Amount Paid 
• Amount Paid as a Percentage of Total Outpatient Payments 

 
6) Data elements for Top 10 Inpatient Surgical/Maternity Procedures (DRGs) by Number of 

Admissions  
 

• Rank 
• DRG Code 
• Description 
• Amount Paid 
• Number of Admissions 
• Admissions as a Percentage of Total Admissions 

 
7) Data elements for Top 10 Inpatient Surgical/Maternity Procedures (DRGs) by Amount Paid  

 
• Rank 
• DRG Code 
• Description 
• Number of Procedures 
• Amount Paid 
• Amount Paid as a Percentage of Total Inpatient Surgical/Maternity Payments 

 
8) Data elements for Top 10 Outpatient Surgical/Maternity Procedures by Number of Procedures  

 
• Rank 
• Procedure Code 
• Description 
• Amount Paid 
• Number of Procedures 
• Procedures as a Percentage of Total Surgical/Maternity Procedures 

 
9) Data elements for Top 10 Outpatient Surgical/Maternity Procedures by Amount Paid  

 
• Rank 
• Procedure Code 
• Description 
• Number of Procedures 
• Amount Paid 
• Amount Paid as a Percentage of Total Outpatient Surgical/Maternity Payments 
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ATTACHMENT IX, EXHIBIT L 
PRIOR AUTHORIZATION REPORTS 
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ATTACHMENT IX, EXHIBIT L.1 
PRIOR AUTHORIZATION REPORT 

 
 

REPORTING GRID (Children) 
 

MCO NAME: REPORTING PERIOD: 
REPORTING PARTY: QTR 1      QTR 2      QTR 3      QTR 4       
TELEPHONE # : (Please Indicate QTR) 

Service Types Total # 
Received 

Total # 
Processed

Total # 
Approved

Total # 
Denied 

Denial Reason(s) - Identify the # of 
denials for each denial reason 
indicated 
  Inpatient (medical)         
  

 Inpatient (psychiatric)     

 
 Psychiatric RTF     

 
 Home Health         
  
  Private Duty Nursing         
  
  Hospice         
  
  Hospice (Institutional)         
  
  Outpatient Surgery 

(Facility) 
        

  
  Referrals (Specialist)         
  
  Transportation         
  
  Skilled Nursing Facility         
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ATTACHMENT IX, EXHIBIT L.2 
PRIOR AUTHORIZATION REPORT 

 
 

REPORTING GRID (Adults) 
 

MCO NAME: REPORTING PERIOD: 
REPORTING PARTY: QTR 1      QTR 2      QTR 3      QTR 4       
TELEPHONE # : (Please Indicate QTR) 

Service Types Total # 
Received 

Total # 
Processed

Total # 
Approved

Total # 
Denied 

Denial Reason(s) - Identify the # of 
denials for each denial reason 
indicated 
  Inpatient (medical)         
  
 Inpatient (psychiatric)     
 
  Home Health         
  
  Private Duty Nursing         
  
  Hospice         
  
  Hospice (Institutional)         
  
  Outpatient Surgery 

(Facility) 
        

  
  Referrals (Specialist)         
  
  Transportation         
  
  Skilled Nursing Facility         
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ATTACHMENT IX, EXHIBIT M  

MEMBER SERVICES AND UTILIZATION MANAGEMENT PHONE LINE REPORT 
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ATTACHMENT IX, EXHIBIT M 
MEMBER SERVICES AND UTILIZATION MANAGEMENT PHONE LINE REPORT 

 
Instructions for Completing the Member Services and Utilization Management Phone Line Report 

 
The following definitions shall be used:  
 

Abandoned Call: A call in the phone line queue that is terminated by the caller before reaching a live 
voice.  
 
Average Time to Answer: The average time that callers waited in the phone line queue (when the 
call was placed during the hours the phone line is open for services) before speaking to a MCO 
representative. This shall be reported in minutes: seconds (e.g. one minute and twenty-five seconds 
should be reported as 1:25). 
 
Call Abandonment Rate: The number of calls (where the member/provider called directly into the 
phone line or selected a member/provider services option and was put in the call queue) that are 
abandoned by the caller or the system before being answered by a live voice, divided by the number 
of calls received by the phone line (during hours when the line is staffed with personnel—hours open 
for services) during the measurement period.  
  
Call Answer Timeliness: The number of calls (where the member called directly into the phone line 
or selected a member/provider services option and was put in the call queue) that are answered by a 
live voice within thirty (30) seconds, divided by the number of calls received by the phone line 
(during hours when the line is staffed with personnel—hours open for services) during the 
measurement period. 
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ATTACHMENT IX, EXHIBIT M  

MEMBER SERVICES AND UTILIZATION MANAGEMENT 
PHONE LINE REPORT  

    
MCO Name:________________________________________    

Report Submission Date:______________________________    

Reporting Quarter:__________________________________    

   

[Month 1] [Month 2] [Month 3] 

      

Total Number of Calls Received       

% of Calls Abandoned       

Average Time to Answer       

Member  
Services  
Line 

% of Calls Answered within 30 Seconds       

Total Number of Calls Received       

% of Calls Abandoned       

Average Time to Answer       

Nurse  
Triage  
Line 

% of Calls Answered within 30 Seconds       

Total Number of Calls Received       

% of Calls Abandoned       

Average Time to Answer       

Utilization 
Management  
Line 

% of Calls Answered within 30 Seconds       
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ATTACHMENT IX, EXHIBIT N 
MEDICAL LOSS RATIO REPORT 
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ATTACHMENT IX, EXHIBIT N 
MEDICAL LOSS RATIO REPORT 

 
Instructions for Completing the Medical Loss Ratio Report  

 
 

The CONTRACTOR shall submit the Medical Loss Ratio Report (as required in Section 2.30.14.2.1) 
monthly. The CONTRACTOR shall also file this report with its NAIC filings due in March and 
September of each year using an accrual basis that includes incurred but not reported amounts by calendar 
service period that have been certified by an actuary. This report must reconcile to NAIC filings. A letter 
shall accompany this report from an actuary indicating that the reports, including the estimate for incurred 
but not reported expenses, have been reviewed for accuracy. A printed copy and electronic version of the 
report is to be submitted to the following: 
 
 

Keith Gaither 
Deputy Chief Financial Officer 
Bureau of TennCare 
Department of Finance and Administration 
310 Great Circle Rd 
Nashville, TN 37243 

John R. Mattingly 
TennCare Examinations Director 
Department of Commerce and Insurance 
TennCare Division 
500 James Robertson Parkway, Suite 750 
Nashville, TN 37243-1169 
 

Email: keith.gaither@state.tn.us Email: john.mattingly@state.tn.us 
 
 
Instructions for completing the report: 
 

• Enter the MCO name. 
 

• Enter the reporting month. 
 

• Enter the monthly number of TennCare members. 
 

• Aggregate payments by Grand Region based on member residence. 
 

• Each month report the amount of Payments for Medical Services made as of the effective date 
of the Agreement for services incurred through the end of the report month on a cumulative 
calendar year to date basis. 

 
• Report the amount of Payments by the Claims Processing System. For Medical Services these 

payments should be reported by category of service. 
 

• Report the amount of Payments by the Claims Processing System made for CMS 1450 and 
CMS 1500 claim types in the appropriate supporting triangle lag reports. The amounts entered 
into the triangle lag reports must tie to the amounts entered in the Medical Loss Ratio Report - 
Total. If a subcontractor processes transportation and/or other services then these payments 
should be reported on the Subcontractor Payments for Medical Services line and not entered into 
the triangle lag report. In addition, the CONTRACTOR shall reconcile the amount of Payments 
by the Claims Processing System made for CMS 1450 and CMS 1500 claim types to the 
amount paid as captured on the CONTRACTOR’s encounter file submissions for the 
corresponding period. The format for the reconciliation shall be provided by TENNCARE. 
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• Report for each month the total amount of Capitation Payments. Capitation payments should 
include payments made directly to a service provider on a capitated basis. 

 
• Report for each month the total amount of Subcontractor Payments for Medical Services. 

Subcontract payments should include payments made for services that are coordinated or 
arranged by a subcontractor. A description of each service and expenditure amount. 

 
• Report for each month the total amount of Reinsurance Payments. Reinsurance payments are 

payments made to a licensed or authorized reinsurer to limit medical and hospital expenses by 
reducing maximum expenses on an individual basis, on an aggregate basis, or both.  

 
• Report for each month the total amount of Other Payments/Adjustments to Medical Costs. 

Other payments may include settlements and claims payments made outside the claims 
processing system. Other payments/adjustments made for services incurred prior to the start date 
of operations must be excluded.  

 
• Report for each month the total amount of Grant Payments, if applicable.  

 
• Report for each month the amount of the Crisis Services Team Pass Through. 
 
• Report for each month the total amount of Recoveries Not Reflected in Payments by the 

Claims System. Recoveries may include reinsurance payments, subrogation payments, and other 
settlement payments received. Details of the recoveries shall be provided in a supplemental 
schedule. 

 
• The Excel spreadsheet calculates the Total Payments for the Month. 

 
• Report the Remaining IBNR for the Month. The remaining IBNR is the estimated amount to be 

paid for services incurred through the report month but not yet reported. IBNR should not include 
estimated bonus payments, unless specifically accounted for in the provider’s contract. A brief 
explanation of the IBNR estimate should be attached. All prior periods should be updated each 
month. 

 
• The Excel spreadsheet calculates the Payments and Remaining IBNR for the Month. 

 
• The Excel spreadsheet calculates the Medical Loss Ratio as Capitation Payments per Quarter 

(from TennCare) and Remaining IBNR divided by the Capitation Payments. 
 

• Complete a separate Medical Loss Ratio report for base capitation only and the priority add-on 
payment. The ‘Medical Loss Ratio Report – Base Capitation Only’ should only reflect base 
capitation payments in revenue and payments for services excluding behavioral health services 
for Priority enrollees. The ‘Medical Loss Ratio Report – Priority Add-On Only’ should only 
reflect priority add-on payments in revenue and payments for behavioral health services for 
Priority enrollees. The ‘Medical Loss Ratio Report – Total’ should equal be equal to the Medical 
Loss Ratio Report – Base Capitation Only plus The Medical Loss Ratio Report – Priority Add-
On. 
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ATTACHMENT IX, EXHIBIT N.1 
MEDICAL LOSS RATIO REPORT 

Medical Loss Ratio Report - Total
Grand Region

MCO
Insert MCO Name

 Reporting Month For the Year
Ended

Pr. To 1/07 January February March April May June 6/30/2007 July August September October November December
Enrollment

Capitation Revenue 

     Payments for Covered Services for the Month
Medical Services

CMS 1450/UB 92 Payments by the Claims Processing System
Inpatient - Maternity
Inpatient - Newborn
Inpatient -Medical
Inpatient - Surgery 
Inpatient Other
Outpatient - Emergency Room
Outpatient - Laboratory
Outpatient - Radiology
Outpatient - Surgery
Outpatient - Other

CMS 1500 Payments by the Claims Processing System
Prof - E&M
Prof - Maternity
Prof - Surgery
Prof - DME
Prof - Lab
Prof - Radiology
Prof - Transportation
Prof - Other

Capitation Payments
Subcontractor Payments for Medical Services
Other Medical (provide description)

Behavioral Health 
Inpatient Payments by the Claims Processing System
Outpatient Payments by the Claims Processing System
Supported Housing Payments by the Claims Processing System
Intensive Outpatient Payments by the Claims Processing System
Partial Hospitalization Payments by the Claims Processing System
In Home Payments by the Claims Processing System
Transportation Payments by the Claims Processing System
Twenty-Three Hour Payments by the Claims Processing System
CMHA Capitation Payments
Other Capitation Payments
Grant Payments
Non-FFS Inpatient
Subcontractor Payments for Mental Health and Substance Abuse Services
Crisis Services Team Pass Through

Less:
Recoveries not Reflected in Claims Payments

Total Payments 
Remaining IBNR
Payments and Remaining IBNR
Medical Loss Ratio
Per Member Expense

2007
Incurred Month

2007
Incurred Month

 



 

  322 of 327

ATTACHMENT IX, EXHIBIT N.1 
MEDICAL LOSS RATIO REPORT 

 
Medical Loss Ratio Report - Base Capitation Only
Grand Region

MCO
Insert MCO Name

 Reporting Month For the Year
Ended

Pr. To 1/07 January February March April May June 6/30/2007 July August September October November December
Enrollment

Capitation Revenue (For base capitation only)

     Payments for Covered Services for the Month
Medical Services

CMS 1450/UB 92 Payments by the Claims Processing System
Inpatient - Maternity
Inpatient - Newborn
Inpatient -Medical
Inpatient - Surgery 
Inpatient Other
Outpatient - Emergency Room
Outpatient - Laboratory
Outpatient - Radiology
Outpatient - Surgery
Outpatient - Other

CMS 1500 Payments by the Claims Processing System
Prof - E&M
Prof - Maternity
Prof - Surgery
Prof - DME
Prof - Lab
Prof - Radiology
Prof - Transportation
Prof - Other

Capitation Payments
Subcontractor Payments for Medical Services
Other Medical (provide description)

Behavioral Health (Excluding payments on behalf of Priority enrollees)
Inpatient Payments by the Claims Processing System
Outpatient Payments by the Claims Processing System
Supported Housing Payments by the Claims Processing System
Intensive Outpatient Payments by the Claims Processing System
Partial Hospitalization Payments by the Claims Processing System
In Home Payments by the Claims Processing System
Transportation Payments by the Claims Processing System
Twenty-Three Hour Payments by the Claims Processing System
CMHA Capitation Payments
Other Capitation Payments
Grant Payments
Non-FFS Inpatient
Subcontractor Payments for Mental Health and Substance Abuse Services
Crisis Services Team Pass Through

Less:
Recoveries not Reflected in Claims Payments

Total Payments 
Remaining IBNR
Payments and Remaining IBNR
Medical Loss Ratio
Per Member Expense

Incurred Month Incurred Month
2007 2007
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ATTACHMENT IX, EXHIBIT N.1 
MEDICAL LOSS RATIO REPORT 

Medical Loss Ratio Report - Priority Add-On Only
Grand Region

MCO
Insert MCO Name

 Reporting Month For the Year
Ended

Pr. To 1/07 January February March April May June 6/30/2007 July August September October November December
Enrollment (For Priority Enrollees Only)

Capitation Revenue (Priority add-on payment only)

     Payments for Covered Services for the Month
Medical Services

CMS 1450/UB 92 Payments by the Claims Processing System
Inpatient - Maternity
Inpatient - Newborn
Inpatient -Medical
Inpatient - Surgery 
Inpatient Other
Outpatient - Emergency Room
Outpatient - Laboratory
Outpatient - Radiology
Outpatient - Surgery
Outpatient - Other

CMS 1500 Payments by the Claims Processing System
Prof - E&M
Prof - Maternity
Prof - Surgery
Prof - DME
Prof - Lab
Prof - Radiology
Prof - Transportation
Prof - Other

Capitation Payments
Subcontractor Payments for Medical Services
Other Medical (provide description)

Behavioral Health (On behalf of Priority enrollees only)
Inpatient Payments by the Claims Processing System
Outpatient Payments by the Claims Processing System
Supported Housing Payments by the Claims Processing System
Intensive Outpatient Payments by the Claims Processing System
Partial Hospitalization Payments by the Claims Processing System
In Home Payments by the Claims Processing System
Transportation Payments by the Claims Processing System
Twenty-Three Hour Payments by the Claims Processing System
CMHA Capitation Payments
Other Capitation Payments
Grant Payments
Non-FFS Inpatient
Subcontractor Payments for Mental Health and Substance Abuse Services
Crisis Services Team Pass Through

Less:
Recoveries not Reflected in Claims Payments

Total Payments 
Remaining IBNR
Payments and Remaining IBNR
Medical Loss Ratio
Per Member Expense

Incurred Month Incurred Month
2007 2007
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ATTACHMENT IX, EXHIBIT N.2 
CMS 1450 Payments by the Claims Processing System 

Month
Paid
by the
Claims Prior to Incurred Month of Service
System Total Jan-07 Jan-07 Feb-07 Mar-07 Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 Mar-08 Apr-08 May-08 Jun-08 Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09 Apr-09 May-09 Jun-09 Jul-09 Aug-09 Sep-09 Oct-09 Nov-09 Dec-09 Jan-10 Feb-10 Mar-10 Apr-10 May-10 Jun-10

102,641 Jan-07 123,207 20,567 102,641
1,390,011 Feb-07 1,397,549 7,538 1,277,436 112,575
1,400,529 Mar-07 1,397,046 (3,483) 374,761 973,587 52,181
1,538,049 Apr-07 1,539,089 1,040 160,992 348,987 1,014,047 14,024
2,001,139 May-07 2,001,163 24 30,850 150,351 569,387 1,189,875 60,675
2,036,767 Jun-07 2,036,767 0 35,029 61,188 273,447 582,938 1,039,330 44,834
1,871,969 Jul-07 1,875,816 3,848 53,407 13,052 36,137 76,441 573,771 1,013,842 105,318
1,357,234 Aug-07 1,357,234 0 18,788 12,958 156,125 40,600 116,648 269,898 688,651 53,567
1,413,909 Sep-07 1,422,937 9,028 6,781 3,511 14,789 (3,231) 52,546 145,158 432,451 720,115 41,790
1,498,241 Oct-07 1,498,241 0 615 279 20,931 38,358 33,995 116,021 112,256 353,581 808,119 14,086
3,556,603 Nov-07 3,556,603 0 494 (3,911) 28,804 22,781 8,345 16,781 635,370 517,427 1,023,113 1,166,241 141,157
1,813,104 Dec-07 1,813,104 0 10,587 14,419 (4,837) 14,688 26,962 7,194 35,228 86,031 99,288 415,192 1,038,164 70,187
1,670,936 Jan-08 1,670,936 0 (79) (261) (2,184) 48,019 26,745 4,471 11,584 35,362 25,194 160,313 375,211 947,733 38,828
2,420,889 Feb-08 2,421,959 1,070 1,242 10,824 17,181 6,400 70,185 4,594 2,777 3,990 60,895 136,793 170,616 647,970 1,168,790 118,634
1,878,065 Mar-08 1,878,065 0 897 3,772 (1,072) (177) (288) 3,071 8,267 41,055 225,216 31,100 38,261 148,391 465,675 899,830 14,068
3,184,573 Apr-08 3,184,573 0 (191) 1,874 2,996 (1,311) 4,102 4,709 6,284 2,662 21,512 10,270 41,129 219,338 247,123 892,758 1,549,711 181,606
2,303,770 May-08 2,303,770 0 (3,824) (119) (216) (4,929) (700) 1,261 14,105 (5,651) 4,278 10,374 13,304 129,073 125,515 235,464 514,055 1,166,110 105,671
1,516,584 Jun-08 1,516,584 0 975 185 524 (4,373) 250 941 728 (292) 1,620 13,662 23,431 12,753 35,784 101,292 258,634 1,013,387 57,084
2,222,204 Jul-08 2,222,204 0 80 80 (4) 0 (19) (152) 1,039 (3,061) 13 13,607 709 182,034 4,413 81,590 75,546 176,518 327,680 1,232,445 129,684
2,387,471 Aug-08 2,387,471 0 (13) (300) 114 (821) (606) (81) (92) (669) (595) 2,609 6,979 7,174 6,233 4,006 456,013 60,162 197,131 361,646 1,207,347 81,236
2,504,634 Sep-08 2,504,634 0 (21) 845 456 (408) 20,084 19,411 16,164 2,306 31,469 2,487 135,073 47,835 83,913 16,111 72,769 162,136 601,531 1,190,664 101,811
2,358,341 Oct-08 2,358,341 0 (1,138) (1,900) (807) (4,162) (2,655) (2,492) (4,287) 4,284 (8,065) 8,957 36,905 13,817 5,197 3,930 4,165 33,148 53,291 69,559 128,585 537,964 1,311,326 172,720
1,818,059 Nov-08 1,818,059 0 (577) (1,269) (236) 4,350 (599) 725 789 708 (2,972) 74 633 17,265 21,464 20,361 1,959 4,661 66,749 155,292 122,195 231,696 1,114,737 60,054
1,877,089 Dec-08 1,877,089 0 38 85 0 38 (134) 436 (31) 170 8,900 668 4,955 519 28,019 9,040 20,169 5,057 967 24,836 119,679 59,430 77,780 343,697 1,127,488 45,282
2,184,885 Jan-09 2,184,885 0 (395) 0 (1,200) (6,792) (482) 125 (263) (3,443) (878) 328 (696) 11,911 1,506 19,855 690 117,162 (378) 45,809 54,017 64,689 180,572 488,457 1,122,939 91,352
2,383,775 Feb-09 2,383,775 0 (48) 0 22 (78) 0 0 (520) 395 (2,197) (3,073) (1,174) (2,384) (4,217) 238 1,139 (673) 43,274 27,873 21,946 88,850 252,904 603,867 1,287,489 70,143
1,812,451 Mar-09 1,812,451 0 (5,046) 0 2,324 375 (217,849) 238 (17,810) (10,103) (10,270) 33 (756) (925) (1,193) 3,780 156,823 7,360 22,940 43,428 62,846 173,442 354,362 1,227,326 21,126
2,890,996 Apr-09 2,890,996 0 (361) (31) (393) (1,800) 364 (207) (842) (118) (395) (7,613) (11,714) 2,184 2,291 3,003 3,904 9,364 217,250 114,812 29,594 47,601 87,888 127,476 725,829 1,418,727 124,184
2,170,849 May-09 2,170,849 0 (225) (100) (188) 1,300 (114) 0 (769) 0 0 (1,888) 0 2,418 (487) 6,519 28,368 (2,981) 944 5,201 14,724 27,959 11,729 40,208 38,213 138,319 653,398 1,153,708 54,592
2,868,999 Jun-09 2,868,999 0 (12,077) (13,430) (13,799) (16,337) (15,513) (16,078) (15,819) (14,101) (15,193) (13,980) (13,575) (15,993) (17,441) (19,382) (14,573) (15,736) (10,979) (24,471) (14,168) (8,477) (2,046) 85,816 14,072 340,251 147,044 188,989 263,712 858,694 1,202,549 71,040
2,423,385 Jul-09 2,423,385 0 0 0 2,850 2,718 (19) 0 (320) 127 99,087 5,313 13,846 5,738 1,949 1,992 11,400 51,311 38,609 135,488 48,747 72,881 165,822 682,066 1,049,238 34,543
2,844,587 Aug-09 2,844,587 0 134 0 0 (550) 0 (96) 0 (2,431) (86) (2,226) 3,346 9,748 16,209 42,801 1,448 65,249 28,341 74,922 25,519 200,233 213,674 957,170 1,174,079 37,105
2,817,010 Sep-09 2,817,010 0 (151) 38 503 48 (1,255) (449) 114 2,171 0 (1,180) (2,000) 0 48 526 0 100,048 (312) 8,081 4,506 (564) 34,786 129,282 114,071 131,742 118,089 122,958 920,503 1,107,392 28,014
3,885,472 Oct-09 3,885,472 0 0 (1,280) 241 300 (76) 0 (464) 100 (6,664) 0 3,946 18,614 53 (3,578) (573) 19,655 10,211 121,540 47,763 223,212 81,374 170,770 631,561 1,090,217 1,419,198 59,350
2,935,716 Nov-09 2,935,716 0 1,726 0 2,052 76 0 5,879 635 297 0 (1,449) 51 5,243 3,679 10,143 5,472 23,058 35,065 44,339 26,824 76,022 133,331 126,576 271,858 750,036 1,367,141 47,663
2,827,098 Dec-09 2,827,098 0 0 (51) (109) (1,279) (327) 0 0 2,400 142 236 78 151 35,014 106 (430) 5,765 4,490 37,842 21,478 25,270 98,867 64,300 199,357 324,439 897,640 1,088,490 23,230
3,970,747 Jan-10 3,970,747 0 0 0 (76) (141) 71 1,425 70 286 73 (135) 3,128 443 1,573 2,734 67,047 18,082 (24,086) 44,568 96,947 75,710 180,835 115,569 474,391 1,255,210 1,588,142 68,880
3,457,830 Feb-10 3,457,830 0 0 0 3,096 19,775 0 133 336 231 560 (673) 891 361 1,576 (1,213) 59,587 18,472 42,558 12,443 99,166 75,824 113,588 218,061 305,032 954,651 1,469,531 63,844
2,845,624 Mar-10 2,845,624 0 (208) 60 (1,137) (1,470) (96) 5,060 (1,860) (1,614) (1,422) (954) (1,850) 779 (2,560) (2,491) (612) (7,243) (7,169) (1,828) (1,808) (11,639) (822) 19,199 37,363 71,607 206,603 (16,737) 240,536 846,075 1,403,929 77,933
3,021,773 Apr-10 3,021,773 0 0 0 0 223 582 660 (922) 10,216 5,279 (76) 55,850 12,518 15,055 13,195 29,569 25,975 160,409 91,803 101,688 223,653 961,190 1,212,824 102,083
3,211,499 May-10 3,211,499 0 0 0 0 0 0 1,520 0 (76) 86 4,874 943 1,910 2,492 3,793 3,025 2,928 53,524 (5,181) 92,219 97,811 201,859 189,717 173,497 310,389 638,728 1,376,870 60,572
3,626,133 Jun-10 3,626,133 0 24 114 114 48 (114) 2,400 14,019 483 94 743 511 7,308 2,944 10,352 18,052 1,879 32,272 7,250 21,335 46,904 323,002 159,220 141,824 132,648 859,142 1,655,399 188,166

Totals 98,341,273 39,630 2,051,627 1,686,569 2,164,023 2,002,271 1,986,401 1,614,327 2,054,596 1,812,277 2,092,384 1,958,759 1,880,824 2,365,775 2,230,220 2,325,206 2,841,917 2,007,759 1,914,175 1,964,705 2,595,698 2,425,060 1,986,843 2,199,189 2,132,165 2,547,234 2,292,553 2,831,018 2,784,944 2,961,062 2,555,019 2,747,978 3,214,234 3,056,610 2,947,896 3,502,741 3,020,224 3,420,965 2,940,857 2,881,175 2,062,132 2,338,094 1,715,970 188,166
FY 10 20,133,606
FY 09 32,045,225 98,341,273 Total for Dates of Service after 1/1/2007
FY 08 26,142,616  
FY 07 19,980,196  
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ATTACHMENT IX, EXHIBIT N.3 
CMS 1500 Payments by the Claims Processing System 

Month
Paid
by the
Claims Prior to Incurred Month of Service
System Total Jan-07 Jan-07 Feb-07 Mar-07 Apr-07 May-07 Jun-07 Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 Mar-08 Apr-08 May-08 Jun-08 Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Feb-09 Mar-09 Apr-09 May-09 Jun-09 Jul-09 Aug-09 Sep-09 Oct-09 Nov-09 Dec-09 Jan-10 Feb-10 Mar-10 Apr-10 May-10 Jun-10

62,077 Jan-07 63,829 1,752 62,077
1,322,171 Feb-07 1,326,517 4,346 1,154,878 167,293
1,557,207 Mar-07 1,558,613 1,406 384,464 1,078,194 94,549
1,635,356 Apr-07 1,636,068 713 129,683 423,246 1,017,855 64,572
2,208,817 May-07 2,209,919 1,102 78,433 162,815 571,542 1,237,594 158,432
1,718,864 Jun-07 1,719,584 720 19,048 58,913 105,160 457,887 934,722 143,135
1,983,763 Jul-07 1,983,763 0 10,870 26,097 54,322 158,656 456,856 1,041,330 235,631
1,793,839 Aug-07 1,793,934 95 8,619 7,131 13,378 63,229 153,365 393,808 981,587 172,723
1,863,463 Sep-07 1,863,566 103 5,227 14,683 14,926 24,488 53,415 150,544 421,099 1,011,925 167,157
1,887,286 Oct-07 1,887,286 0 14,175 6,885 9,604 20,401 15,745 47,127 153,640 367,664 1,152,086 99,960
2,364,287 Nov-07 2,364,287 0 2,257 533 3,532 4,216 9,612 33,106 116,169 204,494 553,549 1,246,567 190,252
1,876,238 Dec-07 1,876,205 (33) 2,194 1,778 4,370 4,534 8,202 8,021 24,248 38,626 109,844 402,466 1,111,665 160,289
1,718,344 Jan-08 1,718,344 0 (3,246) (3,048) 170 955 5,527 2,709 6,221 18,049 54,879 136,770 356,846 1,056,262 86,250
2,364,591 Feb-08 2,364,591 0 1,415 237 2,147 1,781 9,046 8,867 (1,852) (560) 5,936 62,376 192,005 528,762 1,352,404 202,028
2,097,183 Mar-08 2,097,183 0 1,569 11,643 8,729 14,852 10,457 23,665 37,620 29,717 31,139 39,904 62,492 109,617 425,721 1,162,715 127,342
2,480,764 Apr-08 2,480,764 0 3,596 3,994 6,044 3,518 6,630 1,711 825 (2,065) 7,303 8,077 13,790 55,519 129,746 520,453 1,400,232 321,389
2,197,467 May-08 2,197,467 0 (8,994) 192 (133) (620) (391) (123) 4,793 (2,930) 6,074 1,830 6,272 25,026 53,952 175,821 391,638 1,329,291 215,771
1,799,772 Jun-08 1,799,772 0 (75) (105) 1,585 1,111 (1,533) 656 1,072 3,357 2,001 2,178 800 21,209 5,412 50,533 141,882 310,905 1,060,804 197,979
2,319,568 Jul-08 2,319,568 0 477 710 1,054 4,676 257 (432) 151 (101) 678 186 7,941 5,431 6,437 20,193 69,713 215,668 458,086 1,314,835 213,608
2,063,218 Aug-08 2,063,591 373 5,068 4,055 41 193 83 (6) 157 (1,165) 8,390 7,071 1,388 2,727 5,391 791 40,764 41,321 109,553 416,222 1,219,605 201,567
2,046,212 Sep-08 2,046,212 0 419 606 23 1,872 628 (803) (589) (2,266) (2,144) 2,563 7,428 (417) 9,948 15,171 21,038 23,782 59,731 127,604 379,961 1,186,407 215,249
2,442,187 Oct-08 2,441,874 (314) (877) (304) (558) (711) (130) (1,951) (447) (2,062) (3,331) 4,007 2,393 3,645 3,168 4,656 24,942 10,434 18,570 75,469 174,421 444,590 1,419,631 266,633
1,994,508 Nov-08 1,994,508 0 (287) (707) (335) 23 148 878 4,414 1,847 2,303 1,980 2,301 7,418 7,152 1,633 6,700 6,343 13,193 37,504 71,898 127,708 378,756 1,155,245 168,392
1,884,204 Dec-08 1,884,204 0 38 (145) (103) (293) (138) 244 (160) 225 419 1,107 (988) 113 657 2,418 4,945 3,179 4,683 8,835 26,258 61,834 136,807 376,865 1,132,093 125,309
2,604,533 Jan-09 2,604,533 0 (805) (99) 4,701 (301) (894) (879) (430) (2,670) (1,489) 558 710 1,558 4,436 10,905 14,772 19,668 21,758 27,302 24,728 40,754 96,604 205,285 525,845 1,397,725 214,794
2,146,477 Feb-09 2,146,477 0 (79) (129) 57 (6) 68 (53) 85 501 2,236 4,316 6,713 7,705 5,137 6,236 8,494 8,439 2,448 14,141 12,406 9,950 29,851 85,338 147,128 379,990 1,220,455 195,046
2,081,571 Mar-09 2,081,571 0 877 3,342 8,266 4,519 3,416 2,505 2,401 4,171 4,015 (11,010) 2,137 7,437 5,030 916 2,044 734 (70) 2,204 2,178 5,732 14,684 20,746 85,563 161,075 388,323 1,276,512 83,826
2,555,559 Apr-09 2,555,559 0 (99) 0 (455) (464) (60) (26) 490 378 433 670 438 991 (1,377) (1,667) (334) 52 6,828 5,430 813 12,307 12,665 12,955 22,473 97,006 204,480 545,697 1,429,214 206,721
2,062,110 May-09 2,062,110 0 (158) 0 (84) 0 (146) (502) (726) (172) (268) (30) (742) (2,213) 2,866 176 260 (1,063) (750) (2,645) (688) 2,107 7,821 5,381 12,827 29,294 66,476 113,529 433,061 1,231,121 167,378
2,265,262 Jun-09 2,265,262 0 (5) (30) (243) (175) 354 (178) 544 (14) (450) (17) 417 3,215 (1,383) (1,425) (1,349) (796) (926) (1,761) 1,509 344 10,097 8,981 13,897 15,386 28,389 126,321 186,428 464,584 1,210,499 203,048
2,040,013 Jul-09 2,040,013 0 388 212 145 33 (209) (108) (29) (151) (117) (405) (103) (143) (61) (623) 173 233 (259) 2,125 946 3,535 4,265 (211) 6,158 9,730 18,521 52,508 91,084 212,451 535,744 985,162 119,020
2,220,604 Aug-09 2,220,604 0 0 85 159 0 10 (208) (5) 0 0 143 76 0 132 (130) (144) (2,649) (1,406) (730) 939 5,468 (7,066) 2,940 6,605 17,099 10,674 15,752 32,691 88,216 180,392 665,432 1,113,663 92,466
2,252,066 Sep-09 2,252,066 0 0 (280) 0 (82) 0 94 336 (240) (80) 263 983 57 0 (294) (329) (1,301) (831) 520 1,399 (104) 2,303 (494) (646) 3,972 5,517 9,014 23,646 36,092 86,981 181,740 711,971 1,104,523 87,337
2,751,305 Oct-09 2,751,305 0 146 (717) (35) 0 (66) 46 199 0 116 (74) 21 (469) 74 0 (336) (103) (51) 127 1,445 62 (563) (3,684) (1,735) 800 5,186 9,999 17,329 10,309 24,542 104,899 253,640 744,300 1,408,349 177,549
2,263,850 Nov-09 2,263,850 0 0 (16) 81 0 0 (440) 0 50 257 (1,242) (11) 122 452 (129) 1,309 342 6,003 1,900 1,275 1,240 10,814 (2,163) 3,434 18,805 27,416 19,475 52,449 84,229 169,153 519,165 1,195,331 154,549
2,210,655 Dec-09 2,210,655 0 (99) 83 (144) 0 (158) (1,781) 0 0 (13) 0 1,321 67 (16) (182) 20 (13) 0 (40) 252 99 181 1,001 3,210 (3,823) 1,131 10,157 8,555 11,847 15,072 107,269 188,976 596,826 1,180,932 89,925
3,063,438 Jan-10 3,063,438 0 0 58 (61) (232) 143 0 (94) 28 0 0 (163) (3) (15) (30,589) 215 154 885 1,038 761 690 1,116 2,313 1,989 4,711 20,673 14,496 11,209 12,151 33,395 51,131 152,388 273,508 856,940 1,497,036 157,566
2,283,695 Feb-10 2,283,695 0 0 0 (60) (5) (96) (70) 0 167 (5) (87) 0 (5) 428 (3) (9) (10) 8 343 294 (487) (50) (257) 599 916 182 2,328 2,461 11,032 8,233 15,238 8,822 34,681 88,742 146,389 531,319 1,297,189 135,469
2,582,015 Mar-10 2,582,015 0 0 0 (61) 19 (2) (119) (35) 52 237 (10) 0 (108) 0 (96) (246) (544) (1,007) (1,111) 200 1,253 (855) (542) 3,751 (6,329) (1,647) 2,979 245 (5,737) 7,996 13,896 17,671 19,967 38,365 84,683 178,220 661,540 1,418,732 150,661
2,254,135 Apr-10 2,254,135 0 (46) 0 0 0 (38) 0 0 (46) 0 (218) (40) (12) (92) 0 (202) 0 247 143 171 276 2,384 58 5,065 2,755 3,394 2,089 5,014 3,070 9,145 15,045 33,225 73,483 157,594 651,590 1,140,596 149,484
2,384,881 May-10 2,384,881 0 (15) 0 0 0 0 (10) 46 0 (106) 0 0 (74) 0 (63) 0 0 203 37 75 97 197 1,129 822 149 319 952 784 3,202 2,039 3,588 9,100 8,817 8,962 34,161 94,517 202,063 601,703 1,272,133 140,051
2,523,845 Jun-10 2,523,845 0 38 (14) 72 (68) 0 137 87 0 0 0 (10) 84 (223) 0 (226) (153) 114 (146) 68 (59) 221 387 114 17 645 (158) 234 22 304 704 4,761 9,038 10,997 20,821 37,444 97,705 140,079 558,829 1,380,995 260,987

Totals 88,237,664 10,263 1,871,172 1,967,190 1,920,237 2,066,154 1,823,171 1,853,211 1,987,323 1,837,593 2,100,499 2,011,716 1,965,069 1,993,951 2,100,883 2,170,782 2,252,177 2,254,877 1,966,365 2,225,460 2,131,999 2,109,651 2,325,175 2,137,320 2,120,928 2,257,655 2,163,757 2,347,459 2,349,224 2,307,817 2,254,482 2,238,269 2,367,480 2,302,698 2,433,870 2,403,221 2,476,676 2,424,966 2,405,850 2,505,559 2,033,038 1,980,446 1,521,046 260,987
FY 10 15,092,009
FY 09 27,454,005 88,237,664 Total for Dates of Service after 1/1/2007
FY 08 25,408,019  
FY 07 20,273,369
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ATTACHMENT X 
 

CAPITATION RATES  
EFFECTIVE APRIL 1, 2007 THROUGH JUNE 30, 2008 

 
 

Aid Category Age Group
Medicaid (TANF & Related) Age Under 1 431.76$             

Age 1 - 13 75.52$               
Age 14 - 20 Female 207.32$             
Age 14 - 20 Male 96.29$               
Age 21 - 44 Female 327.13$             
Age 21 - 44 Male 283.06$             
Age 45 - 64 547.63$             
Age 65+ 306.81$             

Uninsured/Uninsurable Age Under 1* 431.76$             
Age 1 - 13 64.99$               
Age 14 - 19 Female 105.69$             
Age 14 - 19 Male 90.59$               

Disabled Age <21 574.14$             
Age 21+ 648.55$             

Medicaid/Medicare Duals All Ages 67.82$               

Waiver/Medicare Duals All Ages 18.11$               

State Only & Judicials All Ages 451.54$             

Priority Add-On Age <21 384.28$             
Age 21+ 474.73$             

Per Member Per 
Month
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