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Thank you for your participation in the delivery of quality healthcare services to Molina Medicare
Members. We look forward to working with you.

This Provider Manual shall serve as a supplement as referenced thereto and incorporated therein, to the
Molina of Utah Inc. Services Agreement. In the event of any conflict between this Manual and the
Manual distributed with reference to Molina Medicaid Members, this Manual shall take precedence over
matters concerning the management and care of Molina Medicare Members.

The information contained within this Manual is proprietary. The information is not to be copied in whole
or in part; nor is the information to be distributed without the express written consent of Molina
Medicare.

The Provider Manual is a reference tool that contains eligibility, benefits, contact information and
policies/procedures for services that Molina Medicare specifically provides and administers on behalf of
Molina Medicare health plans.
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Dear Provider:

I would like to extend a personal welcome to Molina Medicare of Utah. Enclosed is your Molina
Medicare Provider Manual, written specifically to address the requirements of delivering healthcare
services to Molina Medicare members.

This manual is designed to provide you with assistance in all areas of your practice, from making referrals
to receiving payment for your services. In some cases, you may have developed internal procedures that
meet the standards set out in this manual. In these instances you do not need to change your procedures
as long as they adhere to the standards outlined in this manual.

From time to time, this manual will be revised as policies or regulatory requirements change. All changes
and updates will be updated and posted to the Molina Medicare website as they occur. All contracted
providers will receive an updated Provider Manual annually, which will be made available at
www.MolinaMedicare.com .

Thank you for your active participation in the delivery of quality healthcare services to Molina Medicare
members.

Sincerely,

Chad J. Westover

President


http://www.molinamedicare.com/
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Introduction

Molina Medicare Options Plus (HMO SNP) is the brand name of Molina Healthcare of Utah, Inc.’s
Molina Medicare health plans.

Molina Medicare is licensed and approved by the Centers for Medicare & Medicaid Services (CMS) to
operate in the following states: California, Florida, Illinois, Michigan, New Mexico, Ohio, Texas, Utah
Washington and Wisconsin.

A. Molina Medicare Options Plus (HMO SNP) Special Needs Plan

Options Plus (HMO SNP) is the name of Molina’s Special Needs Plan (HMO SNP), which provides
Medicare Advantage and Prescription Drug Benefits. The Options Plus plan was designed for
Members who are dual eligible: individuals who are eligible for both Medicare and full Medicaid in
order to provide quality healthcare coverage and service with little out-of-pocket costs. Options Plus
(HMO SNP) embraces Molina’s longstanding mission to serve those who are the most in need and
traditionally have faced barriers to quality health care.

Please contact the Member Services Department Monday through Sunday from 8:00 a.m. — 8:00
p.m. toll free at (800) 665-0898 with questions regarding this program.

B. Use of this Manual

From time to time, this manual will be revised as policies or regulatory requirements change. All
changes and updates will be updated and posted to the Molina Medicare website as they occur. All
contracted providers will receive an updated Provider Manual annually, which will be made available
at www.MolinaMedicare.com.

This manual contains samples of the forms needed to fulfill your obligations under your Molina
contract. If you are already using forms that accomplish the same goals, you may not need to modify
them.
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II. Background and Overview of Molina Healthcare, Inc.
(Molina)

Molina, headquartered in Long Beach, California, is a multi-state, managed care company focused on
providing healthcare services to people who receive benefits through government-sponsored programs.
Molina is a physician-led, family-founded health plan that believes each person should be treated like
family ... and that each person deserves quality care.

C. David Molina, M.D., founded the company in 1980 as a provider organization with a network of
primary care clinics in California. Included in Molina Provider networks are company-owned and
operated primary care clinics, independent providers and medical groups, hospitals and ancillary
providers.

As the need for more effective management and delivery of healthcare services to underserved
populations continued to grow, Molina became licensed as a Health Maintenance Organization (HMO) in
California. Today, Molina serves over 1.8 million members in 10 states.

In 2010, Molina Healthcare acquired Unisys' Health Information Management Division to form Molina
Medical Solutions (MMS). This business unit provides design, development, implementation, and
business process outsourcing solutions to state governments for their Medicaid Management Information
Systems.

A. Molina’s Mission, Vision and Core Values

1. Mission — to promote health and provide health services to families and individuals who
traditionally have faced barriers to quality health, have lower income and are covered by
government programs.

2. Vision — Molina is an innovative healthcare leader providing quality care and accessible services
in an efficient and caring manner.

3. Core Values:
= We strive to be an exemplary organization;
= We care about the people we serve and advocate on their behalf;
= We provide quality service and remove barriers to health services;
= We are healthcare innovators and embrace change quickly;
= We respect each other and value ethical business practices; and
= We are careful in the management of our financial resources and serve as prudent stewards of
the public funds.

B. Significant Growth of Molina

Since 2001, Molina, a publicly traded company (NYSE: MOH), has achieved significant member
growth through internal initiatives and acquisitions of other health plans. This strong financial and
operational performance is uniquely attributable to the recognition and understanding that members
have distinct social and medical needs, and are characterized by their cultural, ethnic and linguistic
diversity.



Since the company’s inception thirty years ago, the focus has been to work with government agencies
to serve low-income and special needs populations. Success has resulted from:

= Expertise in working with federal and state government agencies;
= Extensive experience in meeting the needs of members;

= Owning and operating primary care clinics;

= Cultural and linguistic expertise; and

= A focus on operational and administrative efficiency.

C. The Benefit of Experience

Beginning with primary care clinics in California, the company grew in the neighborhoods where
members live and work. This early experience impressed upon management the critical importance of
community-based patient education and greater access to the entire continuum of care, particularly at
the times when it can do the greatest good.

Molina has focused exclusively on serving low-income families and individuals who receive
healthcare benefits through government-sponsored programs and has developed strong relationships
with members, providers and government agencies within each regional market that it serves.
Molina’s ability to deliver quality care, establish and maintain provider networks, and administer
services efficiently has enabled it to compete successfully for government contracts.

D. Administrative Efficiency

Molina operates its business on a centralized platform that standardizes various functions and
practices across all of its health plans in order to increase administrative efficiency. Each state
licensed subsidiary contracts with Molina Healthcare, Inc. (MHI) for specific centralized
management, marketing, and administrative services.

E. Quality

Molina is committed to quality and has made accreditation a strategic goal for each of Molina’s
health plans. Year after year, Molina health plans have received accreditation from the National
Committee for Quality Assurance (NCQA). The NCQA accreditation process sets the industry
standard for quality in health plan operations.

F. Flexible Care Delivery Systems

Molina has constructed its systems for healthcare delivery to be readily adaptable to different markets
and changing conditions. Healthcare services are arranged through contracts with providers that
include Molina-owned clinics, independent providers, medical groups, hospitals and ancillary
providers. Our systems support multiple contracting models, such as fee-for-service, capitation, per
diem, case rates and diagnostic-related groups (DRGS).

G. Cultural and Linguistic Expertise

National census data shows that the United States’ population is becoming increasingly diverse.
Molina has a thirty-year history of developing targeted healthcare programs for a culturally diverse
membership and is well-positioned to successfully serve these growing populations by:



= Contracting with a diverse network of community-oriented providers who have the capabilities to
address the linguistic and cultural needs of members;

= Educating employees about the differing needs among Members; and

= Developing member education material in a variety of media and languages and ensure that the
literacy level is appropriate for our target audience.

H. Member Marketing and Outreach

Member marketing creates an awareness of Molina as an option for Medicare-eligible beneficiaries
including those who are full dual eligible beneficiaries. Member marketing relies heavily on
community outreach efforts primarily through community agencies serving the targeted population.
Sales agents, brochures, billboards, physician partners, public relations and other methods are also
used in accordance with the Centers for Medicare & Medicaid Services (CMS) marketing guidelines.



1.
Molina Medicare - Utah
7050 Union Park Center, Suite 200
Midvale, Utah 84047

Contact Information for Providers - Molina Medicare

24 HOUR NURSE ADVICE LINE FOR MOLINA MEDICARE MEMBERS

Services available in English and in
Spanish.

English (888) 275-8750
Telephone
Spanish (866) 648-3537
Telephone

Hearing Impaired

(TTY/TDD)

(866) 735-2929

CLAIMS AND CLAIMS APPEALS

Mailing Address:

Molina Medicare Options Plus
Claims

PO Box 22811

Long Beach, CA 90801

Physical Address for overnight
packages:
Molina Medicare
200 Oceangate, Suite 100
Long Beach, CA 90802

Telephone

(888) 665-1328

COMPLIANCE/ANTI-FRAUD HOTLINE

Confidential

Compliance Official
Molina Healthcare, Inc.
200 Oceangate, Suite 100
Long Beach, CA 90802

Telephone (866) 665-4626
Fax (877) 665-4620
Email corporatecompliance@molinahealthcare.c

om
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CREDENTIALING

Molina Medicare - Utah

Credentialing Department
7050 Union Park Center, Suite 200
Midvale, Utah 84047

Telephone

(888) 562-5442 ext. 170474

Fax

(855) 260-8743

MOLINA MEDICARE INSIDE SALES AND PROSPEC

TIVE MEMBER ADVISORS

Molina Medicare Telephone (866)403-8293
Inside Sales
Hearing Impaired | 711
(TTY/TDD)
QUALITY IMPROVEMENT
Molina Medicare - Utah Telephone (888) 562-5442 ext. 177914
Quality Improvement Department
7050 Union Park Center, Suite 200
Fax (855) 260-8743

Midvale, Utah 84047

UTILIZATION MANAGEMENT, REFERRALS & AUTHORIZATION

Molina Medicare - Utah Telephone (888) 483-0760
Utilization Management

7050 Union Park Center, Suite 200

Midvale, Utah 84047 Fax (866) 504-7262
HEARING AND DENTAL

Avesis Third Party Administrators Telephone Toll Free Phone
10324 S Dolfield Road

Owings Mill, MD 21117 (800) 327-4462
VISION

March Vision Care Telephone Toll Free Phone

6701 Center Drive W Suite 790
Los Angeles, CA 90045

(888) 493-4070




TRANSPORTATION

Logisticare Telephone Toll Free 1-866-475-5423

TTDITTY 1-866-288-3133

IVV. Eligibility and Enrollment in Molina Medicare Plans

A. Members who wish to enroll in Molina Medicare Options Plus (HMO SNP), a Medicare
Advantage Prescription Drug Special Needs Plan, must meet the following eligibility criteria:
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Further,

Be entitled to Medicare Part A and enrolled in Medicare Part B;

Not be medically determined to have ESRD prior to completing the enrollment form
(unless individual is an existing Molina Medicaid member);

Permanently reside in the Molina Medicare service area, which includes the following
counties in 2014: Box Elder, Cache, Davis, Iron, Salt Lake, Tooele, Utah, Washington,
and Weber.

Member or member’s legal representative completes an enrollment election form
completely and accurately;

Is fully informed and agrees to abide by the rules of Molina Medicare;

Is permitted to elect Molina Medicare according to the election rules that apply to the
member; and

Is entitled to Full Medicaid benefits as defined by the State of Utah.

Molina Medicare will not deny enrollment to a member who has elected the hospice
benefit if the individual meets the other criteria for enrollment; and

Molina Medicare will accept all Members that meet the above criteria and elect Molina
Medicare during appropriate enrollment periods.

. Enrollment/Disenrollment Information

All members of Molina Medicare Options Plus (HMO SNP) are full benefit dual eligible (e.g., they
receive both Medicare and Medicaid. Centers for Medicare & Medicaid Services (CMS) rules state
that these members may enroll or disenroll throughout the year.

. Prospective Members Toll-Free Telephone Numbers

Existing Members may call our Member Services Department Monday-Sunday 8:00 a.m. to 8:00 p.m.
local time. TTY/TDD users call 711.

CA-
FL -
IL—
MI —
NM —
OH -
TX -
uT -

1-800-665-0898
1-866-553-9494
1-888-665-1328
1-800-665-3072
1-866-440-0127
1-866-472-4584
1-866-440-0012
1-888-665-1328

UT — Healthy Advantage — 1-877-644-0344

WA —
WI -

1-800-665-1029
1-855-315-5663

. Effective Date of Coverage

The effective date of coverage for members will be the first day of the month following the
acceptance of a complete enrollment form signed by the member or the member’s authorized
representative. An enrollment cannot be effective prior to the date the member or their legal

11



representative signed the enrollment form or completed the enrollment election. During the applicable
enrollment periods, if Molina Medicare receives a completed enrollment form on the last day of the
month, Molina Medicare ensures that the effective date is the first day of the following month.

. Disenrollment

Staff of Molina Medicare may never, verbally, in writing, or by any other action or inaction, request
or encourage a Medicare member to disenroll except when the member has:

= Permanently moved outside Molina’s service area;

= Committed fraud,;

= Abused their membership card;

= Displayed disruptive behavior;

= Lost Medicaid eligibility (for dual eligible enrolled in Molina Medicare’s Special

Needs Plan); and/or
= Lost Medicare Part A or B.

When members permanently move out of Molina’s service area or leave Molina’s service area for
over six (6) consecutive months, they must disenroll from Molina Medicare. There are a number of
ways that the Molina Medicare Membership Accounting Department may be informed that the
member has relocated:
= Qut-of-area notification will be received from CMS on the monthly membership
report;
= The member may call to advise Molina Medicare that they have relocated; and/or
= Other means of notification may be made through the Claims Department, if out-of-
area claims are received with a residential address other than the one on file. (Molina
Medicare does not offer a visitor/traveler program to Members).

Requested Disenrollment

Molina Medicare will process disenrollment of members from the health plan only as allowed by
CMS regulations. Molina Medicare will request that a member be disenrolled under the following
circumstances:

= Member requests disenrollment; (during a valid election period);

= Member enrolls in another plan (during a valid enrollment period);

= Member provided fraudulent information on the election form; and/or

= Member has engaged in disruptive behavior, which is defined as behavior that substantially
impairs the plan’s ability to arrange for or provide services to the individual or other plan
members. An individual cannot be considered disruptive if such behavior is related to the use of
medical services or compliance (or noncompliance) with medical advice or treatment.

Other reasons for the disenrollment may be one of the following:

= Member abuses the enrollment card by allowing others to use it to fraudulently obtain services;

= Member leaves the service area and directly notifies Molina Medicare of the permanent
change of residence;

=  Member loses entitlement to Medicare Part A or Part B benefits;

=  Member loses Medicaid eligibility;

= Molina Medicare loses or terminates its contract with CMS. In the event of plan termination by
CMS, Molina Medicare will send CMS approved notices and a description of alternatives for
obtaining benefits. The notice will be sent timely, before the termination of the plan; and/or
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= Molina Medicare discontinues offering services in specific service areas where the member

resides.

In all circumstances except death, Molina Medicare will provide a written notice to the member with
an explanation of the reason for the disenrollment. All notices will be in compliance with CMS

regulations and will be approved by CMS.

In the event of death, a verification of disenrollment will be sent to the deceased member’s estate.

. Member Identification Card Example — Medical Services

Molina Medicare e
i rediodk Ao
Member #
PCP:
PCP Phone:
Medical Copays:
Office Visits:
Specialist Visits: RxBIN:
Urgent Care: RXPCN:
ER Visits: RxGrp:
RxID:
MedicareR,
Issue ID:
Issued Date:
H5628-001

Member Services: 1-800-665-3086 or TTY at 1-800-346-4128
Monday — Sunday, 8:00 AM to 8:00 PM local time.

24-Hour Nurse Advice Line: 1-888-275-8750

24-Hour Nurse Advice Line TTY: 1-866-735-2922

For Spanish Please Call: 866-648-3537.

Providers/Hospitals: For prior authorization, eligibility and
general information, please call Member Services (see above).
Submit Claims To:

Medical/Hospital:

PO BOX 22811, Long Beach, CA 90801 please call Member
Services (see above).

Pharmacy:

7050 Union Park Ave, Suite 200, Midvale, UT 84047 please call
Member Services (see above).

www.molinamedicare.com

. Member Identification Card Example — Dental Services

00
. -
1) | MESTUNS
Your Dental ID # is the same as
your Member ID #

To obtain a list of network dentists,
call 1-855-214-6779 TTY/TDD 711
or visit http://iwww.avesis.com/

A health plan with a Medicare Contract.
A Coordinated Care plan with a
Medicare Advantage contract and a
contract with the state Medicaid program.

For Dentists:
Avesis offers access to Avesis’s Network

Submit claims to:
Avesis/Claims Department
P.O. Box 7777
Phoenix, AZ 85011-7777
Or electronically via the website below.

For benefit, eligibility or claim information,
please call 1-855-214-6779 TTY/TDD 711 or
visit http.//www.avesis.com/.
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I. Verifying Eligibility

To ensure payment, Molina Medicare strongly encourages providers to verify eligibility at every visit
and especially prior to providing services that require authorization. Possession of the 1D card does
not guarantee Member eligibility or coverage. It is the responsibility of the practitioner/provider to
verify the eligibility of the cardholder.

Dual Eligibles and Cost-Share: Molina SNP Plans in CA and TX:
Molina allows only Members who are entitled to full Medicare and Medicaid benefits to enroll in
California and Texas plans. These Members have $0 copays for Medicare covered services.

Dual Eligibles and Cost Share: Molina SNP Plans in All Other States:

Molina allows Members to enroll who have all levels of Medicaid assistance. These Members may or
may not be entitled to cost-share assistance, and may or may not have Medicaid benefits. Providers
can find cost-share information on an individual Molina SNP Member through the Molina Provider
Portal at www.molinahealthcare.com. Below is a cost-share chart to reference:

Cost-Share Grid

Applies to all Molina Medicare/Healthy Advantage states except CA and TX
CA and TX are $0 cost-share plans

Type Medicare Parts A and B Cost-Share Preventive
QMB 0% 0%
QMB+ | 0% 0%
SLMB | 0% When service is covered by both Medicare and Medicaid 0%
Otherwise 20% (Medicare Part A and B deductibles apply if 20%)
SLMB+ | 0% 0%
Ql 20% (Medicare Part A and B deductibles apply) 0%
QDWI | 20% (Medicare Part A and B deductibles apply) 0%
FBDE | 0% When service is covered by both Medicare and Medicaid 0%
Otherwise 20% (Medicare Part A and B deductibles apply if 20%)
00 20% (Medicare Part A and B deductibles apply) 0%
09 20% ( Medicare Part A and B deductibles apply) 0%
99 Unknown; assess 0% at time of service, check back 2" week of 0%
following month
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V.

A.

Benefit Overview

Questions about Molina Medicare Benefits

If there are questions as to whether a service is covered or requires prior authorization, please contact
Molina Medicare Member Services Department Monday through Sunday 8:00 a.m. to 8:00 p.m.
toll free at (800) 665-0898 or 711 for persons with hearing impairments (TTY/TDD).

Links to Summaries of Benefits

The following web link provides the Summary of Benefits for the 2014 Molina Medicare Options
Plus Special Needs Plan (HMO SNP) plan in Utah:

(http://www.molinamedicare.com/medicare/ca/en-us/plans/optp/pages/benefits.aspx?E=true

Links to Evidence of Coverage

Detailed information about benefits and services can be found in the 2014 Evidence of
Coverage booklets sent to each Molina Medicare Member.

The following web link provides the Evidence of Coverage for the 2014 Molina Medicare Options
Plus Special Needs Plan (HMO SNP) plan in Utah:

http://www.molinamedicare.com/medicare/ca/en-us/plans/optp/pages/coverage.aspx?E=true

Please note for 2014: The Medicare-covered initial preventive and physical examination (IPPE) and
the annual wellness visit are covered at zero cost sharing. Our plans cover Medicare-covered
preventive services at no cost to the member.
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V1. Quality Improvement

Molina Medicare maintains a Quality Improvement (QI) Department to work with Members and
providers in administering the Molina Medicare Quality Improvement Program. You can contact the
Molina Medicare QI Department toll free at (888) 562-5442 ext. 177914. The address for mail requests
is:

Molina Medicare - Utah

Quality Improvement Department
7050 Union Park Center, Suite 200
Midvale, Utah 84047

This Provider Manual contains excerpts from the Molina Medicare Quality Improvement Program
Description (QIPD). For a complete copy, please contact your Provider Services Representative or call
the telephone number above.

Molina Medicare has established a QIPD that complies with regulatory and accreditation guidelines. The
Quality Improvement Program provides structure and outlines specific activities designed to improve the
care, service and health of members.

Molina Medicare does not delegate Quality Improvement activities to Medical Groups/Independent
Practice Association (IPAs) or delegated entities. However, Molina Medicare requires contracted
Medical Groups/IPAs and other delegated entities to comply with the following core elements and
standards of care and to:

= Have a quality improvement program in place;

»  Comply with and participate in Molina Medicare’s Quality Improvement Program including reporting
of Access and Availability and provision of medical records as part of the quality of care, quality
improvement and HEDIS® reporting activities; and

= Allow access to Molina Medicare QI personnel for site and medical record keeping and
documentation practices.

A. Patient Safety Program

Molina Medicare’s Patient Safety Program identifies appropriate safety projects and error avoidance
for Molina Medicare members in collaboration with their primary care practitioners. Molina Medicare
continues to support safe personal health practices for our members through our safety program,
pharmaceutical management and case management/disease management programs and education.
Molina monitors nationally recognized quality index ratings for facilities including adverse events
and hospital acquired conditions as part of a national strategy to improve health care quality mandated
by the Patient Protection and Affordable Care Act (ACA), Health and Human Services (HHS) is to
identify areas that have the potential for improving health care quality to reduce the incidence of
events.

The Tax Relief and Health Care Act of 2006 mandates that the Office of Inspector General report to
Congress regarding the incidence of “never events” among Medicare beneficiaries, the payment for
services in connection with such events, and the Centers for Medicare & Medicaid Services (CMS)
processes to identify events and deny payment.
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B. Quality of Care

Molina Medicare has an established and systematic process to identify, investigate, review and report
any Quality of Care, Adverse Event/Never Event, and/or service issues affecting member care.
Molina Medicare will research, resolve, track and trend issues. Confirmed Adverse Events/Never
Events are reportable when related to an error in medical care that is clearly identifiable, preventable
and/or found to have caused serious injury or death to a patient. Some examples of never events
include:

e Surgery on the wrong body part

e Surgery on the wrong patient

e Wrong surgery on a patient

Molina Medicare is not required to pay for inpatient care related to “never events”.

C. Medical Records

Molina Medicare requires that medical records are maintained in a manner that is current, detailed
and organized to ensure that care rendered to Members is consistently documented and that necessary
information is accurate and readily available in the medical record. Molina Medicare conducts a
medical record review of Primary Care Practitioners (PCPs) every three (3) years that includes the
following components:

= Medical record confidentiality and release of medical records including mental/behavioral

healthcare records;

= Medical record content and documentation standards, including preventive health care;

= Storage maintenance and disposal; and

= Process for archiving medical records and implementing improvement activities.

Providers must demonstrate compliance with Molina Medicare’s medical record documentation
guidelines. Medical records are assessed based on the following standards:

1. Content

= Patient name or ID is on all pages;

= Current biographical data is maintained in the medical record or database;

= All entries contain author identification;

= All entries are dated: Medication allergies and adverse reactions are prominently displayed.
Absence of allergies is noted in easily recognizable location;

= Chronic conditions are listed or noted in easily recognizable location;

= Past medical history for patients seen more than three (3) times is noted;

= There is appropriate notation concerning use of substances, and for patients seen three (3) or
more times, there is evidence of substance abuse query;

= The history and physical examination identifies appropriate subjective and objective
information pertinent to a patient’s presenting complaints;

= Consistent charting of treatment care plan;

= Working diagnoses are consistent with findings;

= Treatment plans are consistent with diagnoses;

= Encounter notation includes follow up care, call, or return instructions;

= Preventive health measures (e.g., immunizations, mammograms, etc.) are noted,

= Asystem is in place to document telephone contacts;

= Lab and other studies are ordered as appropriate;

= Lab and other studies are initialed by ordering provider upon review;
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= Lab results and other studies are filed in chart;

= |f patient was referred for consult, therapy, or ancillary service, a report or notation of result
is noted at subsequent visit, or filed in medical record; and

= If the provider admitted a patient to the hospital in the past twelve (12) months, the discharge
summary must be filed in the medical record.

2. Organization
= The medical record is legible to someone other than the writer;
= Each patient has an individual record;
= Chart pages are bound, clipped, or attached to the file; and
= Chart sections are easily recognized for retrieval of information.

3. Retrieval
= The medical record is available to provider at each encounter;
= The medical record is available to Molina Medicare for purposes of quality improvement;
= Medical record retention process is consistent with state and federal requirements; and
= An established and functional data recovery procedure in the event of data loss.

4. Confidentiality
= Medical Records are protected from unauthorized access;
= Access to computerized confidential information is restricted; and
= Precautions are taken to prevent inadvertent or unnecessary disclosure of protected health
information.

Additional information on medical records is available from your local Molina Medicare Quality
Improvement Department toll free at (888) 562-5442 ext. 177914. See also Chapter VII regarding
the Health Insurance Portability and Accountability Act (HIPAA).

. Access to Care

Molina Medicare is committed to timely access to care for all Members in a safe and healthy
environment. Providers are required to conform to the Access to Care appointment standards listed
below to ensure that healthcare services are provided in a timely manner.

1. Appointment Access - All providers who oversee the member’s health care are responsible for
providing the following appointments to Molina Medicare members in the timeframes noted:

Primary Care Practitioner (PCP)

Types of Care for Appointment Wait Time

Appointment (Appointment Standards)

Emergency Care Immediate

Acute/Urgent Care Within twenty-four (24) hours of the request

Preventive Care Appointment Within 7 working days of the request

Routine Primary Care Within 4 working days of the request

After Hours Care After-Hours Instruction/Standards

After hours emergency Members who call Member Services are instructed if

instruction this is an emergency, please hang up and dial 911

After-Hours Care Available by telephone twenty-four (24) hours/seven
(7) days
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Specialty Care Provider (SCP)

Types of Care for Appointment Wait Time

Appointment (Appointment Standards)

Routine Care Within 10 working days of the request
Types of Care for Appointment Wait Time

Appointment (Appointment Standards)

Non-life Threatening Within < six (6) hours of request
Emergency Care

Urgent Care Within < twenty-four (24) hours of request
Routine Care Within < ten (10) working days of request

Additional information on appointment access standards is available from your local Molina
Medicare QI Department toll free at (888) 562-5442 ext. 177914.

2. Office Wait Time - For scheduled appointments, the wait time in offices should not exceed 30
thirty minutes from appointment time until the time seen by the PCP. All PCPs are required to
monitor waiting times and to adhere to this standard.

3. After Hours - All providers must have back-up (on call) coverage after hours or during the
provider’s absence or unavailability. Molina Medicare requires providers to maintain a twenty-
four (24) hour telephone service, seven (7) days a week. This access may be through an
answering service or a recorded message after office hours. The service or recorded message
should instruct Members with an emergency to hang-up and call 911 or go immediately to the
nearest emergency room.

4. Appointment Scheduling - Each provider must implement an appointment scheduling
system. The following are the minimum standards:

a. The provider must have an adequate telephone system to handle patient volume.
Appointment intervals between patients should be based on the type of service provided and a
policy defining required intervals for services. Flexibility in scheduling is needed to allow for
urgent walk-in appointments;

b. A process for documenting missed appointments must be established. When a member does
not keep a scheduled appointment, it is to be noted in the member’s record and the provider is
to assess if a visit is still medically indicated. All efforts to notify the member must be
documented in the medical record. If a second appointment is missed, the provider is to notify
the Molina Medicare Member Services Department toll free at (800) 665-0898 or 711 for
TTY/TDD;

c. When the provider must cancel a scheduled appointment, the member is given the option of
seeing an associate or having the next available appointment time;

d. Special needs of Members must be accommodated when scheduling appointments. This
includes, but is not limited to wheelchair-bound Members and Members requiring language
translation;

e. A process for member notification of preventive care appointments must be established. This
includes, but is not limited to, immunizations and mammograms; and

f. A process must be established for member recall in the case of missed appointments for a
condition which requires treatment, abnormal diagnostic test results or the scheduling of
procedures which must be performed prior to the next visit.



In applying the standards listed above, participating providers have agreed that they will not
discriminate against any member on the basis of age, race, creed, color, religion, sex, national
origin, sexual orientation, marital status, physical, mental or sensory handicap, and place of
residence, socioeconomic status, or status as a recipient of Medicaid benefits. Additionally, a
participating provider or contracted medical group/IPA may not limit his/her practice because of
a member’s medical (physical or mental) condition or the expectation for the need of frequent or
high cost care. If a PCP chooses to close his/her panel to new Members, Molina must receive
thirty (30) days advance written notice from the provider.

5. Monitoring Access for Compliance with Standards - Molina Medicare monitors compliance
with the established access standards above. At least annually, Molina Medicare conducts an
access audit of randomly selected contracted provider offices to determine if appointment access
standards are met. One or all of the following appointment scenarios may be addressed: routine
care; acute care; preventive care; and after-hours information. Results of the audit are distributed
to the providers after its completion. A corrective action plan may be required if standards are not
met.

In addition, Molina Medicare’s Member Services Department reviews member inquiry logs and
grievances related to delays in access to care. These are reported quarterly to committees. Delays
in access that may create a potential quality issue are sent to the QI Department for review.
Additional information on access to care is available under the Resources tab available from your
local Molina Medicare Quality Improvement Department toll free at (888) 562-5442 ext.
177914.

E. Advance Directives (Patient Self-Determination Act)

Providers must inform patients of their right to make health care decisions and execute advance
directives. It is important that members are informed about advance directives. During routine
Medical Record review, Molina Medicare auditors will look for documented evidence of discussion
between the provider and the member. Molina Medicare will notify the Provider of an individual
member’s advance directives identified through care management, Care Coordination or Case
Management. Providers are instructed to document the presence of an advance directive in a
prominent location of the Medical Record. Auditors will also look for copies of the form. Advance
directives forms are state specific to meet state regulations. For copies of forms applicable to your
state, please go to the Caring Connections website at www.caringinfo.org for forms available to
download. Additionally, the Molina Medicare website offers information to both providers and
Members regarding advance directives, with a link to forms that can be downloaded and printed.

Advance directives are a written choice made by a patient for health care treatment. There are two (2)
kinds of directives — Durable Power of Attorney for Health Care and Directive to Physicians. Written
advance directives tell the PCP and other medical providers how Members choose to receive medical
care in the event that they are unable to make end-of life decisions.

Each Molina Medicare Provider must honor advance directives to the fullest extent permitted under
law. PCPs must discuss advance directives with a member and provide appropriate medical advice if
the member desires guidance or assistance. Molina Medicare’s network providers and facilities are
expected to communicate any objections they may have to a member directive prior to service
whenever possible. In no event may any provider refuse to treat or otherwise discriminate against a
member because the member has completed an advance directive. Medicare law gives Members the
right to file a complaint with Molina Medicare or the state survey and certification agency if the
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member is dissatisfied with Molina Medicare’s handling of advance directives and/or if a provider
fails to comply with advance directive instructions.

Durable Power of Attorney for Health Care: This advance directive names another person to make
medical decisions on behalf of the member when they cannot make the choices for themselves. It can
include plans about the care a member wants or does not want and includes information concerning
artificial life-support machines and organ donations. This form must be signed, dated and witnessed
by a notary public to be valid.

Directive to Physicians (Living Will): This advance directive usually states that the member wants
to die naturally without life-prolonging care and can also include information about any desired
medical care. The form would be used if the member could not speak and death would occur soon.
This directive must be signed, dated and witnessed by two (2) people who know the member well but
are not relatives, possible heirs, or healthcare providers.

When There Is No Advance Directive: The member’s family and provider will work together to
decide on the best care for the member based on information they may know about the member’s end-

of-life plans.

Quality Improvement Activities and Programs

Molina Medicare maintains an active Quality Improvement Program (QIP). The QIP provides
structure and key processes to carry out our ongoing commitment to improvement of care and service.
The goals identified are based on an evaluation of programs and services; regulatory, contractual and
accreditation requirements; and strategic planning initiatives.

1. Disease Management Programs - Molina Medicare has established disease management
programs to measure and improve health status and quality of life. The Disease Management
Programs involve a collaborative team approach comprised of health education, clinical case
management and provider education. The team works closely with contracted providers in the
identification, assessment and implementation of appropriate interventions. Currently these
programs are made available to all eligible Molina Medicare Members based on inclusion criteria,
and to all network providers.

*  Heart Healthy Living Program

(Addresses High Blood Pressure, Coronary Artery Disease and/or Congestive Heart Failure)

Healthy Living with Diabetes®™ Program

Healthy Living with Chronic Obstructive Pulmonary Disease

Breathe with Ease®™ Asthma Program

Medication Therapy Management

Smoking Cessation

a. Program Eligibility Criteria and Referral Source - Disease Management Programs are
designed for active Molina Medicare Members with a confirmed diagnosis. Members
participate in programs for the duration of their eligibility with the plan’s coverage or until
the member opts out. Each identified member will receive specific educational materials and
other resources in accordance with their assigned stratification level. Additionally, all
identified Members will receive regular educational newsletters. The program model
provides an “opt-out” option for Members who contact Molina Medicare Member
Services and request to be removed from the program.
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Multiple sources are used to identify the total eligible population. These include the

following:

= Pharmacy claims data for all classifications of medications;

= Encounter data or paid claim with a relevant CPT-4 or CMS approved diagnostic and
procedure code;

= Member Services welcome calls made by staff to new member households and incoming
member calls have the potential to identify eligible program participants. Eligible
Members are referred to the program registry;

= Provider referral;

= Medical Case Management or Utilization Management; and

=  Member self-referral due to general plan promotion of program through member
newsletter, the Molina Healthcare Nurse Advice Line or other member communication.

b. Provider Participation - Contracted providers are automatically notified whenever their
patients are enrolled in a disease management program. Provider resources and services may
include:
= Annual provider feedback letters containing a list of patients identified with the relevant
disease;

= Clinical resources such as patient assessment forms and diagnostic tools;

= Patient education resources such as booklets, magnets, CDs, DVDs, etc.;

= Provider Newsletters promoting the disease management programs, including how to
enroll patients and outcomes of the programs;

= Clinical Practice Guidelines; and

= Preventive Health Guidelines.

Additional information on disease management programs is available from your local Molina
Medicare QI Department toll free at (888) 562-5442 ext. 177914,

Clinical Practice Guidelines - Molina Medicare adopts and disseminates Clinical Practice
Guidelines (CPGs) to reduce inter-provider variation in diagnosis and treatment. CPG adherence
is measured at least annually. All guidelines are based on scientific evidence, review of medical
literature and/or appropriate established authority. Clinical Practice Guidelines are reviewed
annually and are updated as new recommendations are published.

Molina Medicare Clinical Practice Guidelines include the following:
= Coronary Artery Disease and/or Congestive Heart Failure
= Hypertension

= Diabetes
= Chronic Obstructive Pulmonary Disease
= Asthma

= Cholesterol Management
= Depression
=  Substance Abuse Treatment

The adopted Clinical Practice Guidelines are distributed to the appropriate providers, provider
groups, staff model facilities, delegates and Members by the Quality Improvement, Provider
Services, Health Education and Member Services Departments. The guidelines are disseminated
through provider newsletters, Just the Fax electronic bulletins and other media and are available
on the Molina Medicare Website. Individual providers or Members may request copies from your
local Molina Medicare QI Department toll free at (888) 562-5442 ext. 177914.
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3. Preventive Health Guidelines - Molina Medicare provides coverage of diagnostic preventive
procedures based on recommendations published by the U.S. Preventive Services Task Force
(USPSTF) and in accordance with Centers for Medicare & Medicaid Services (CMS) guidelines.
Diagnostic preventive procedures include but are not limited to:

Mammaography Screening;

Prostate cancer screening;

Cholesterol screening;

Colorectal screening; or

Influenza, pneumococcal and hepatitis vaccines.

All guidelines are updated with each release by USPSTF and are approved by the Quality
Improvement Committee. On annual basis, Preventive Health Guidelines are distributed to
providers via www.MolinaMedicare.com and the Provider Manual. Notification of the
availability of the Preventive Health Guidelines is published in the Molina Medicare Provider
Newsletter.

4. Cultural and Linguistic Services - Molina Medicare serves a diverse population of Members
with specific cultural needs and preferences. Providers are responsible to ensure that interpreter
services are made available at no cost for Members with sensory impairment and/or who are
Limited English Proficient (LEP). The following cultural and linguistic services are offered by
Molina Medicare to assist both Members and providers.

a. 24 Hour Access to Interpreter - Providers may request interpreters for Members whose

primary language is other than English by calling Molina Medicare’s Member Services
Department toll free at (800) 665-0898. If Member Services Representatives are unable to
provide the interpretation services internally, the member and provider are immediately
connected to Language Line telephonic interpreter service.

If a member is not willing to use an interpreter and requests a family member as an
interpreter after being notified of his or her right to have a qualified interpreter at no cost,
document their request in their medical record. Molina Medicare is available to assist you in
notifying Members of their right to an interpreter. All counseling and treatment done via an
interpreter should be noted in the medical record by stating that such counseling and
treatment was done via interpreter services. Providers should document who provided the
interpretation service. That information could be the name of their internal staff or someone
from a commercial vendor such as Language Line. Information should include the
interpreter’s name, operator code number and vendor.

Additional information on cultural and linguistic services is available at
www.MolinaMedicare.com from your local Provider Services Representatives and from the
Molina Medicare Member Services Department.

Members with Hearing Impairment - Molina provides a TTY connection, which may
reached by dialing 711. This connection provides access to Member Services, Quality
Improvement, Utilization Management and all other health plan functions.

The Molina Nurse Advice Line may be reached viaa TTY connection by dialing 711.

G. Measurement of Clinical and Service Quality
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Molina Medicare monitors and evaluates the quality of care and services provided to Members
through the following mechanisms:

= Healthcare Effectiveness Data and Information Set (HEDIS®);

= Consumer Assessment of Healthcare Providers and Systems (CAHPS®);

= Health Outcomes Survey (HOS);

= Provider Satisfaction Survey; and

= Effectiveness of Quality Improvement Initiatives.

Molina Medicare’s most recent results can be obtained from your local Molina Medicare QI
Department toll free at (888) 562-5442 ext. 177914.

1. Healthcare Effectiveness Data and Information Set (HEDIS®) - Molina Medicare
utilizes the NCQA®© HEDIS® as a measurement tool to provide a fair and accurate
assessment of specific aspects of managed care organization performance. HEDIS® is an
annual activity conducted in the spring. The data comes from on-site medical record
review and available administrative data. All reported measures must follow rigorous
specifications and are externally audited to assure continuity and comparability of results.
The HEDIS® measurement set currently includes a variety of health care aspects
including immunizations, women’s health screening, diabetes care, glaucoma screening,
medication use and cardiovascular disease.

HEDIS® results are used in a variety of ways. They are the measurement standard for many of
Molina Medicare’s clinical quality improvement activities and health improvement programs.
The standards are based on established clinical guidelines and protocols, providing a firm
foundation to measure the success of these programs.

Selected HEDIS® results are provided to regulatory and accreditation agencies as part of our
contracts with these agencies. The data are also used to compare to established health plan
performance benchmarks.

2. Consumer Assessment of Healthcare Providers and Systems (CAHPS®) - CAHPS®
is the tool used by Molina Medicare to summarize member satisfaction with the health
care and service they receive. CAHPS® examines specific measures, including Getting
Needed Care, Getting Care Quickly, How Well Doctors Communicate, Health Promotion
and Education, Coordination of Care and Customer Service. The CAHPS® survey is
administered annually in the spring to randomly selected Members by a NCQA certified
vendor.

CAHPS® results are used in much the same way as HEDIS® results, only the focus is on the
service aspect of care rather than clinical activities. They form the basis for several of Molina
Medicare’s quality improvement activities and are used by external agencies to help ascertain the
quality of services being delivered.

3. Medicare Health Outcomes Survey (HOS) - The HOS measures Medicare Members’
physical and mental health status over a two (2)-year period and categorizes the two (2)-
year change scores as better, same, or worse than expected. The goal of the HOS is to
gather valid, reliable, clinically meaningful data that can be used to target quality
improvement activities and resources, monitor health plan performance and reward top
performing health plans. Additionally, the HOS is used to inform beneficiaries of their
healthcare choices, advance the science of functional health outcomes measurement, and
for quality improvement interventions and strategies.
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Provider Satisfaction Survey - Recognizing that HEDIS® and CAHPS® both focus on
member experience with healthcare providers and health plans, Molina Medicare
conducts a Provider Satisfaction Survey annually. The results from this survey are very
important to Molina Medicare, as this is one of the primary methods used to identify
improvement areas pertaining to the Molina Provider Network. The survey results have
helped establish improvement activities relating to Molina Medicare’s specialty network,
inter-provider communications, and pharmacy authorizations. This survey is fielded to a
random sample of providers each year. If your office is selected to participate, please take
a few minutes to complete and return the survey.

Effectiveness of Quality Improvement Initiatives - Molina Medicare monitors the
effectiveness of clinical and service activities through metrics selected to demonstrate
clinical outcomes and service levels. The plan’s performance is compared to that of
available national benchmarks indicating “best practices.” The evaluation includes an
assessment of clinical and service improvements on an ongoing basis. Results of these
measurements guide activities for the successive periods.

Contracted Providers and Facilities must allow Molina Medicare to use its performance data
collected in accordance with the provider’s or facility’s contract. The use of performance data
may include, but is not limited to, the following: (1) development of quality improvement
activities; (2) public reporting to consumers; (3) preferred status designation in the network; (4)
and/or reduced member cost sharing.

H. Medicare Star Ratings - The Affordable Care Act

With the passage of the Affordable Care Act, the healthcare industry will be subject to greater
scrutiny wherever taxpayer dollars are involved. One method of oversight is Medicare “Star
Ratings.” Star ratings are not new, but in the current regulatory climate, value-based payment will be
receiving more focus.

Star Ratings are a system of measurements CMS uses to determine how well physicians and health
plans are providing care to Medicare members. This system is based on nationally-recognized quality
goals such as “The Triple Aim” and the Institute of Medicine’s “Six Aims,” which focus on
improving the health and care of your patients, safe and effective care, as well as making care
affordable. These aims are realized through specific measures.

Preventive Health:

Annual wellness/physical exams
Glaucoma

Mammography

Osteoporosis

Influenza and Pneumonia Immunizations

Chronic Care Management:

Diabetes management screenings

Cardiovascular and hypertension management screenings
Medication adherence for chronic conditions
Rheumatoid arthritis management
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Member Satisfaction Survey Questions:
= ““...rate your satisfaction with your personal doctor”
= “...rate your satisfaction with getting needed appointments”

= A HEDIS CPT/ CMS approved diagnostic and procedure code sheet is available at
www.MolinaMedicare.com

What Can Providers Do?

= Ensure patients are up-to-date with their annual physical exam and preventive health screenings,
including related lab orders and referrals to specialists, such as ophthalmology;

= Review the HEDIS® preventive care listing of measures for each patient to determine if anything
applicable to your patients’ age and/or condition has been missed;

= Check that staff is properly coding all services provided; and

= Be sure patients understand what they need to do.

Molina Medicare has additional resources to assist providers and their patients.
For access to tools that can assist, please go to www.MolinaMedicare.com and click on Providers.
There is a variety of resources, including:

= HEDIS® CPT/CMS approved diagnostic and procedure code sheet
= Acurrent list of HEDIS® & CAHPS® Star Ratings measures

HEDIS® and CAHPS® are registered trademarks of the National Committee for Quality Assurance
(NCQA).
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VII.

A

The Health Insurance Portability and Accountability
Act (HIPAA)

Molina Medicare’s Commitment to Patient Privacy

Protecting the privacy of Members’ personal health information is a core responsibility that Molina
Medicare takes very seriously. Molina Medicare is committed to complying with all federal and state
laws regarding the privacy and security of Members’ protected health information (PHI).

Provider Responsibilities

Molina Medicare expects that its contracted providers will respect the privacy of Molina Medicare
Members and comply with all applicable laws and regulations regarding the privacy of patient and
member PHI.

Applicable Laws

Providers must understand all state and federal healthcare privacy laws applicable to their practice
and organization. Currently, there is no comprehensive regulatory framework that protects all health
information in the United States; instead there is a patchwork of laws that providers must comply
with. In general, most healthcare providers are subject to various laws and regulations pertaining to
privacy of health information including, without limitation, the following:

1. Federal Laws and Regulations
« HIPAA; and
» Medicare and Medicaid laws.

2. State Medical Privacy Laws and Regulations - Providers should be aware that HIPAA
provides a floor for patient privacy but that state laws should be followed in the event
state law is more stringent than HIPAA. Providers should consult with their own legal
counsel to address their specific situation.

Uses and Disclosures of PHI

Member and patient PHI should be used or disclosed only as permitted or required by applicable law.
Under HIPAA, a provider may use and disclose PHI for their own treatment, payment, and healthcare
operations activities (TPO) without the consent or authorization of the patient who is the subject of
the PHI.

Uses and disclosures for TPO apply not only to the provider’s own TPO activities, but also for the
TPO of another covered entity. (See, Sections 164.506(c)(2) & (3) of the HIPAA Privacy Rule.)
Disclosure of PHI by one covered entity to another covered entity, or healthcare provider, for the
recipient’s TPO is specifically permitted under HIPAA in the following situations:
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1. A covered entity may disclose PHI to another covered entity or a healthcare provider for
the payment activities of the recipient. Please note that payment is a defined term under
the HIPAA Privacy Rule that includes, without limitation, utilization review activities,
such as preauthorization of services, concurrent review, and retrospective review of
“services.” (See the definition of Payment, Section 164.501 of the HIPAA Privacy Rule).

2. A covered entity may disclose PHI to another covered entity for the healthcare operations
activities of the covered entity that receives the PHI, if each covered entity either has or
had a relationship with the individual who is the subject of the PHI being requested, the
PHI pertains to such relationship, and the disclosure is for the following healthcare
operations activities:

= Quality improvement;

= Disease management;

= Case management and care coordination;
= Training Programs; or

= Accreditation, licensing, and credentialing

Importantly, this allows providers to share PHI with Molina Medicare for our healthcare
operations activities, such as HEDIS and quality improvement.

E. Written Authorizations

Uses and disclosures of PHI that are not permitted or required under applicable law require the valid
written authorization of the patient. Authorizations should meet the requirements of HIPAA and
applicable state law. A sample Authorization for the Use and Disclosure of Protected Health
Information is included at the end of this section.

F. Patient Rights

Patients are afforded various rights under HIPAA. Molina providers must allow patients to exercise
any of the below-listed rights that apply to the provider’s practice:

1. Notice of Privacy Practices — Providers that are covered under HIPAA and that have a
direct treatment relationship with the patient should provide patients with a notice of
privacy practices that explains the patient’s privacy rights and the process the patient
should follow to exercise those rights. The provider should obtain a written
acknowledgment that the patient received the notice of privacy practices.

2. Requests for Restrictions on Uses and Disclosures of PHI — Patients may request that a
healthcare provider restrict its uses and disclosures of PHI. The provider is not required
to agree to any such request for restrictions.

3. Requests for Confidential Communications — Patients may request that healthcare
providers communicate PHI by alternative means or at alternative locations. Providers
must accommodate reasonable requests by the patient.

4. Requests for Patient Access to PHI — Patients have a right to access their own PHI

within a provider’s designated record set. Personal representatives of patients have the
right to access the PHI of the subject patient. The designated record set of a provider

28



includes the patient’s medical record, as well as billing and other records used to make
decisions about the member’s care or payment for care.

5. Request to Amend PHI — Patients have a right to request that the provider amend
information in their designated record set.

6. Request Accounting of PHI Disclosures — Patients may request an accounting of
disclosures of PHI made by the provider during the preceding six (6) year period. The list
of disclosures does not need to include disclosures made for treatment, payment, or
healthcare operations or made prior to April 14, 2003.

G. HIPAA Security

HIPPA requires Providers to implement and maintain reasonable and appropriate safeguards to
protect the confidentiality, availability, and integrity of member PHI. Providers should recognize that
identity theft is a rapidly growing problem and that their patients trust them to keep their most
sensitive information private and confidential.

In addition, medical identity theft is an emerging threat in the healthcare industry. Medical identity
theft occurs when someone uses a person’s name and sometimes other parts of their identity - such as
health insurance information - without the person’s knowledge or consent to obtain healthcare
services or goods. Medical identity theft frequently results in erroneous entries being put into existing
medical records. Providers should be aware of this growing problem and report any suspected fraud
to Molina Medicare.

H. HIPAA Transactions and Code Sets

Molina Medicare strongly supports the use of electronic transactions to streamline healthcare
administrative activities. Molina Medicare providers are encouraged to submit claims and other
transactions using electronic formats. Certain electronic transactions are subject to HIPAA’s
Transactions and Code Sets Rule including, but not Ilimited to, the following:

= Claims and encounters;

= Member eligibility status inquiries and responses;
= Claims status inquiries and responses;

= Authorization requests and responses; and

= Remittance advices.

Molina Medicare is committed to complying with all HIPAA Transaction and Code Sets standard
requirements. Providers who wish to conduct HIPAA standard transactions with Molina Medicare
should refer to:

http://www.molinahealthcare.com/providers/common/medicaid/hipaa/Pages/home.aspx

I. National Provider Identifier

Providers must comply with the National Provider Identifier (NPI) Rule promulgated under HIPAA.
The provider must obtain an NP1 from the National Plan and Provider Enumeration System (NPPES)
for itself or for any subparts of the provider. The provider must report its NPl and any subparts to
Molina Medicare and to any other entity that requires it. Any changes in its NPI or subparts
information must be reported to NPPES within thirty (30) days and should also be reported to Molina
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Medicare within thirty (30) days of the change. Providers must use their NPI to identify it on all
electronic transactions required under HIPAA and on all claims and encounters (both electronic and
paper formats) submitted to Molina Medicare.

Additional Requirements for Delegated Providers Entities

Providers that are delegated for claims, credentialing, utilization management, call center or any
combination of these functions, are the “business associates” of Molina. Under HIPAA, Molina must
obtain contractual assurances from all business associates that they will safeguard member PHI.
Delegated Providers must agree to various contractual provisions required under HIPAA’s Privacy
and Security Rules.
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VI1II. Utilization Management

Molina Medicare maintains a Utilization Management (UM) Department to work with members
and providers in administering the Molina Medicare Utilization Management Program. You can
contact the Molina Medicare UM Department for toll free at (800) 526-8196 x 129105.

The address for mail requests is:
Molina Medicare

Molina Healthcare of Utah, Inc.
7050 Union Park Center, Suite 200
Midvale, Utah 84047

This Molina Provider Manual contains excerpts from the Molina Medicare Utilization
Management Program Description (UMPD). For a complete copy of your state’s Molina
Medicare UMPD you can access the Molina Medicare website at www.MolinaMedicare.com or
contact the telephone number above to receive a written copy. You can always find more
information about Molina Medicare UM including information about obtaining a copy of clinical
criteria used for authorizations and how to contact a UM reviewer by accessing
www.MolinaMedicare.com or calling the UM Department at the number listed above.

Molina Medicare’s Utilization Management (UM) Program is designed to provide
comprehensive healthcare management. This focus, from prevention through treatment, benefits
the entire care delivery system by effectively and efficiently managing existing resources to
ensure quality care. It also ensures that care is both medically necessary and demonstrates an
appropriate use of resources based on the severity of illness and the site of service. Molina
Medicare works in partnership with members and providers to promote a seamless delivery of
healthcare services. Molina Medicare managed care programs balance a combination of benefit
design, reimbursement structure, information analysis and feedback, consumer education, and
active intervention that manages cost and improves quality. Molina Healthcare maintains a
medical management program to ensure patient safety as well as detect and prevent fraud, waste
and abuse in its programs. The Molina Healthcare medical management program also ensures
that Molina Healthcare only reimburses for services identified as a covered benefit and
medically necessary . Elements of the Molina Healthcare medical management program include
medical necessity review, prior authorization, inpatient management and restrictions on the use
of non-network providers.

Medical Groups/IPAs and delegated entities who assume responsibility for UM must adhere to
Molina Medicare’s UM Policies. Their programs, policies and supporting documentation are

reviewed by Molina Medicare at least annually.

A. Utilization Management Goals

The goals of the UM Program at Molina Medicare are to:

= Identify medical necessity and appropriateness to ensure efficiency of the healthcare
services provided;

= Continually monitor, evaluate and optimize the use of healthcare resources;
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Monitor utilization practice patterns of participating providers, hospitals and ancillary
providers to identify over and under service utilization;

Identify and assess the need for Care Management/Disease Management through early
identification of high or low service utilization and high cost, chronic or long term

diseases;
= Promote health care in accordance with local, state and national standards;

= ldentify events and patterns of care in which outcomes may be improved through

efficiencies in UM, and to implement actions that improve performance;
= Ensure timely responses to member appeals and grievances; and

= Continually seek to improve member and provider satisfaction with health care and with

Molina Medicare utilization processes.

« Coordinate services between the members Medicare and Medicaid benefits when

applicable.

. Medical Necessity Review

In conjunction with regulatory guidance from the Centers for Medicare and Medicaid
Services (CMS) and industry standards, Molina Healthcare only reimburses services
provided to its members that are medically necessary. Molina Healthcare may conduct a
medical necessity review of all requests for authorization and claims, within the specified
time frame governed by Federal law, CMS regulations and Molina Healthcare’s policies.
This review may take place prospectively, as part of the inpatient admission
notification/concurrent review, or retrospectively, as long as the review complies with
Federal regulations and the Molina Healthcare Hospital or Provider Services Agreement.

. Clinical Information

Molina Healthcare requires copies of clinical information be submitted for documentation in

all medical necessity determination processes. Clinical information includes but is not
limited to; physician emergency department notes, inpatient history/physical exams,
discharge summaries, physician progress notes, physician office notes, physician orders,
nursing notes, results of laboratory or imaging studies, therapy evaluations and therapist
notes. Molina Healthcare does not accept clinical summaries, telephone summaries or
inpatient case manager criteria reviews as meeting the clinical information requirements

unless required by Federal regulation or the Molina Healthcare Hospital or Provider Services

Agreement.

. Prior Authorization

Molina Medicare requires authorization for selected medical procedures, pharmaceuticals,
medical equipment and services. The list of items requiring prior authorization is subject to
change and so is not published here. A copy of the most recent prior authorization
requirements can be found at the Molina Medicare’s website — www.molinamedicare.com —

provider page -- or a written copy can be obtained by contacting the UM Department at the
telephone numbers noted in the introduction to the Utilization Management chapter of this

Provider Manual.
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Requests for prior authorizations to the UM Department may be sent by telephone, fax, or
mail based on the urgency of the requested service. Contact telephone numbers, fax numbers
and addresses are noted in the introduction of this section.

Providers are encouraged to use the Molina Medicare Prior Authorization Form provided on
the above web site. If using a different form, the provider is required to supply the following
information, as applicable, for the requested service:

= Member demographic information = Clinical indications necessitating service or
(Name, DOB, ID #, etc.). referral.

= Provider information (Referring = Pertinent medical history (include treatment,
provider and referred to specialist). diagnostic tests, examination data).

= Requested service/procedure (including | = Location where the service will be
specific CPT/HCPCS Codes). performed.

= Member diagnosis (CMS approved = Requested length of stay (for inpatient
diagnostic and procedure code and requests).
description).

= [Indicate if request is for expedited or .
standard processing

Molina will process prior authorization requests both routine and expedited within the
timeframes specified by applicable federal regulations.

Upon approval, the requestor will receive an authorization number. The number may be
provided by telephone or fax. If a request is denied, the requestor and the member will
receive a letter explaining the reason for the denial and additional information regarding the
grievance and appeals process. Denials also are communicated to the provider by telephone if
at all possible or by fax with confirmation of receipt if telephonic communication fails.
Verbal and fax notification of denials are given within 72 hours for expedited requests and 14
days for standard requests The written letter is mailed at the time the denial is issued.

If, after receiving a denial determination, you wish to have a Peer to Peer conversation or to
submit additional information which may change the denial decision, proceed as follows:

e If the original turnaround time for processing the request is not passed, (14 days for
standard and 72 hrs. for expedited) Molina will allow a Peer to Peer conversation.
During this exchange additional information may be submitted for consideration.
Additional information without a Peer to Peer conversation is not allowed. Additional
information alone can be submitted when appealing a claim denial.

e Peer to Peer is available for both contract and non-contract providers

e If the decision cannot be made before the initial turnaround time expires, then the
initial decision stands.

. Affirmative Statement about Incentives

Molina Medicare requires that all medical decisions are coordinated and rendered by
qualified physicians and licensed staff unhindered by fiscal or administrative concerns and
ensures, through communications to providers, members, and staff, that Molina Medicare
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and its delegated contractors do not use incentive arrangements to reward the restriction of
medical care to members.

Furthermore, Molina Medicare affirms that all UM decision making is based only on
appropriateness of care and service and existence of coverage for its members, and not on the
cost of the service to either Molina Medicare or the delegated group. Molina Medicare does
not specifically reward providers or other individuals for issuing denials of coverage or care.
It is important to remember that:

= UM decision-making is based only on appropriateness of care and
service and existence of coverage.

= Molina Medicare does not specifically reward providers or other
individuals for issuing denials of coverage or care.

= UM decision makers do not receive incentives to encourage decisions
that result in underutilization.

. Open Communication about Treatment

Molina Medicare prohibits contracted providers from limiting provider or member
communication regarding a member’s health care. Providers may freely communicate with,
and act as an advocate for their patients. Molina Medicare requires provisions within
provider contracts that prohibit solicitation of members for alternative coverage arrangements
for the primary purpose of securing financial gain. No communication regarding treatment
options may be represented or construed to expand or revise the scope of benefits under a
health plan or insurance contract.

Molina Medicare and its contracted providers may not enter into contracts that interfere with
any ethical responsibility or legal right of providers to discuss information with a member
about the member’s health care. This includes, but is not limited to, treatment options,
alternative plans or other coverage arrangements.

. Utilization Management Functions Performed Exclusively by Molina Medicare

The following UM functions are conducted by Molina Medicare (or by an entity acting on
behalf of Molina Medicare) and are never delegated:

1. Transplant Case Management - Molina Medicare does not delegate management of
transplant cases to the medical group. Providers are required to notify Molina Medicare’s
UM Department when the need for a transplant evaluation has been identified.
Contracted providers must obtain prior authorization from Molina Medicare for
transplant evaluations and surgery. Upon notification, Molina Medicare conducts medical
necessity review. Molina Medicare selects the facility to be accessed for the evaluation
and possible transplant.

2. Clinical Trials - Molina Medicare does not delegate to providers the authority to
determine and authorize clinical trials. Providers are required to comply with protocols,
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policies, and procedures for clinical trials as set forth in Molina Medicare’s contracts. For
information on clinical trials, go to www.cms.hhs.gov or call (800) MEDICARE.

Information Only: On September 19, 2000 the Health Care Financing Administration
(HCFA) approved a National Coverage Policy that permits all Medicare Beneficiaries to
participate in qualified clinical trials. For the initial implementation, Medicare will pay
providers and hospitals directly on a fee for service basis for covered clinical trial
services for members of Molina Medicare plans and other Medicare HMO plans. The
provider and/or hospital conducting the clinical trial will submit all claims for clinical
trial services directly to Medicare, not to the Medicare plan. This means the member will
be responsible for all Medicare fee for service deductibles and copayments for any
services received as a participant in a clinical trial. I cannot confirm this is true or if it
needs updating. This is still true though should be the statement and not an add on.

3. Experimental and Investigational Reviews - Molina Medicare does not delegate to
providers the authority to determine and authorize experimental and investigational (E &
) reviews.

H. Delegated Utilization Management Functions

Medical Groups/IPAs and delegated with UM functions must be prior approved by Molina
Medicare and be in compliance with all current Molina Medicare policies. Molina Medicare
may delegate UM functions to qualifying Medical Groups/IPAs and delegated entities
depending on their ability to meet and maintain specific delegation criteria in compliance
with all current Molina Medicare policies and regulatory and certification requirements.

Utilization management activities that may be delegated include:

= Inpatient admissions;

= Discharge Planning;

= Medical Case Management;

= Disease Management;

= Transition of Care When Benefits End;

= Organizational Determinations;

= Member Notification of Provider Termination (SNF, HHC, Free Standing
Restorative Centers, PT, OT, ST);

= Emergency and Post-Stabilization Services; and/or

= Manage of Out-of-Area / Out-of-Network Admissions.

. Prospective/Pre-Service Review

Pre-service review defines the process, qualified personnel and timeframes for accepting,
evaluating and replying to prior authorization requests. Pre-service review is required for all
non-emergent inpatient admissions, outpatient surgery and identified procedures, Home
Health, some durable medical equipment (DME) and Out-of-Area/Out-of-Network
Professional Services. The pre-service review process assures the following:
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= Member eligibility;

= Member covered benefits;

= The service is not experimental or investigational in nature;

= The service meets medical necessity criteria (according to accepted, nationally-
recognized resources;

= All covered services, e.g. test, procedure, are within the provider’s scope of
practice;

= The requested provider can provide the service in a timely manner;

= The receiving specialist(s) and/or hospital is/are provided the required medical
information to evaluate a member’s condition;

= The requested covered service is directed to the most appropriate contracted
specialist, facility or vendor;

= The service is provided at the appropriate level of care in the appropriate
facility; e.g. outpatient versus inpatient or at appropriate level of inpatient care;

= Continuity and coordination of care is maintained; and

= The PCP is kept apprised of service requests and of the service provided to the
member by other providers.

J. Concurrent Review

For selected cases, Molina Medicare performs concurrent review to determine medical
necessity and appropriateness of a continued inpatient stay. The goal of concurrent
review is to identify appropriate discharge planning needs and facilitate discharge to an
appropriate setting. CMS regulations, guidance and processes as well as evidence based
criteria sets are used as guidelines in performing concurrent review activities.

The concurrent review process assures the following:

= Patients are correctly assigned to observation or inpatient status

= Services are timely and efficient;

= Comprehensive treatment plan is established:;

= Member is not being discharged prematurely;

= Member is transferred to appropriate in-network hospital or alternate levels of
care when clinically indicated;

= Effective discharge planning is implemented;

= Member appropriate for outpatient case management is identified and referred;
and

= Decisions must be guided by CMS regulations, guidance and processes as well
as evidence based criteria sets.

= Hospital readmissions are not avoidable or preventable

K. Inpatient Status Determinations

Medicare regulations and CMS require a patient to be in the hospital for two (2)
midnights before it can be considered an inpatient admission.
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Molina Healthcare follows payment guidelines for inpatients status determinations consistent
with CMS guidelines._Molina Healthcare requires that members stay in an inpatient facility
for at least two (2) midnights AND meet inpatient medical necessity criteria during their stay
in order to qualify for inpatient status. Stays less than two (2) midnights will be processed as
observation status. Rare exceptions include when the admitting physician has clearly
documented the reasons for an expectation of an inpatient stay lasting less than two (2)
midnights and the patient expires, is transferred or leaves the facility against medical advice
(AMA) before the two (2) midnight stay is completed.

. Inpatient Facility Admission

Notification of admission is required to verify eligibility, authorize care, including level of
care (LOC), and initiate concurrent review and discharge planning. For emergency
admissions, notification of the admission shall occur once the patient has been stabilized in
the emergency department. Proper notification is required by Molina Medicare on the day of
admission to ensure timely and accurate payment of hospital claims. Delegated Medical
Groups/IPAs must have a clearly defined process that requires the hospital to notify Molina
Medicare on a daily basis of all hospital admissions.

Notifications can be submitted by telephone or fax. Contact telephone numbers and fax
numbers are noted in the introduction to the Utilization Management section of this Provider
Manual.

. Discharge Planning

Discharge planning begins on admission, and is designed for early identification of medical/
psychosocial issues that will need post-hospital intervention. The goal of discharge planning
is to initiate cost-effective, quality-driven treatment interventions for post-hospital care at the
earliest point in the admission. Upon discharge the provider must provide Molina with
member demographic information, date of discharge, discharge plan and disposition.

Concurrent Review Nurses work closely with the hospital discharge planners to determine
the most appropriate discharge setting for the patient. The concurrent review nurses review
medical necessity and appropriateness for home health, infusion therapy, durable medical
equipment (DME), skilled nursing facility and rehabilitative services.

. Retrospective / Post Service Review

Retrospective Review/Post-Service Review applies when a practitioner fails to seek
authorization from Molina healthcare for services that require authorization. Failure to
obtain authorization for an elective service that requires authorization will result in an
administrative denial. Emergent services do not require authorization. Coverage of emergent
services up to stabilization of the patient will be approved for payment. If the patient is
subsequently admitted following emergent care services, authorization is required within one
business day or post stabilization stay will be denied.
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Failure to obtain authorization when required will result in denial of payment for those
services. The only possible exception for payment as a result of post-service review is if
information is received indicating the provider did not know nor reasonably could have
known that patient was a Molina member or there was a Molina Healthcare error, a medical
necessity review will be performed. Decisions, in this circumstance, will be based on
medical need, appropriateness of care guidelines defined by UM policies and criteria, CMS
Medical Coverage Guidelines, Local and National Coverage Determinations, CMS Policy
Manuals, regulation and guidance and evidence based criteria sets.

Specific federal requirements or provider contracts that prohibit administrative denials
supersede this policy.

. Readmission Policy

Hospital readmissions within thirty (30) days have been found by CMS to potentially
constitute a quality of care problem. Readmission review is an important part of Molina
Healthcare’s Quality Improvement Program to ensure that Molina Healthcare members are
receiving hospital care that is compliant with nationally recognized guidelines, Medicare
regulations, and CMS.

Molina Healthcare will review all hospital subsequent admissions that occur within thirty 30 days of
the previous discharge for all Medicare claims. If the subsequent hospital admission is determined to
be a Readmission, Molina Healthcare will deny the subsequent admission or pay for the subsequent

admission and seek money from the first Provider if they are different Providers, unless it meets one
of the exceptions noted below, violates Federal law and CMS regulations or violates the terms of the
Hospital or Provider Services Agreement between the Hospital and Molina Healthcare.

Exceptions:
1. The Readmission is determined to be due to an unrelated condition from the first
inpatient admission AND there is no evidence that premature discharge or inadequate
discharge planning in the first admission necessitated the second admission
2. The Readmission is part of a medically necessary, prior authorized or staged treatment
plan
3. There is clear medical record documentation that the patient left the hospital AMA
during the first hospitalization prior to completion of treatment and discharge planning.

Definitions:
Readmission: A subsequent admission to an acute care hospital within a specified time
frame of a prior admission for a Related Condition.
Related Condition: A condition that has a same or similar diagnosis or is a preventable
complication of a condition that required treatment in the original hospital admission.

. Coordination of Care

The coordination of care process assists Molina Medicare Members, as necessary, in
transitioning to other care when benefits end. The process includes mechanisms for
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identifying Molina Medicare Members whose benefits are ending and are in need of
continued care.

There are two (2) coordination of care processes for Molina Medicare Members. The first
occurs when a new member enrolls in Molina and needs to transition medical care to Molina
contracted providers. There are mechanisms within the enrollment process to identify those
members and reach out to them from the Member Services Department to assist in obtaining
authorizations, transferring to contracted DME vendors, receiving approval for prescription
medications, etc.

The second coordination of care process occurs when a Molina Medicare member’s benefits
will be ending and they need assistance in transitioning to other care. The process includes
mechanisms for identifying Molina Medicare Members whose benefits are ending and are in
need of continued care.

Providers must offer the opportunity to provide assistance to identified members through:
= Notification of community resources, local or state funded agencies;
= Education about alternative care; and

= How to obtain care as appropriate.

. Organization Determinations

An organization determination is any determination (e.g., an approval or denial) made by
Molina Medicare or the delegated Medical Group/IPA or other delegated entity with respect
to the following:

= Determination to authorize, provide or pay for services (favorable
determination);

= Determination to deny requests (adverse determination);

= Discontinuation of a service;

= Payment for temporarily, out-of-the-area renal dialysis services;

= Payment for emergency services, post-stabilization care or urgently needed
services; and

= Payment for any other health service furnished by a provider that the
member believes is covered under Medicare or if not covered under
Medicare, should have been furnished, arranged for or reimbursed by
Molina Medicare or the delegated Medical Group /IPA or other delegated
entity.

All medical necessity requests for authorization determinations must be based on nationally
recognized criteria that are supported by sound scientific, medical evidence. Clinical
information used in making determinations include, but are not limited to, review of medical
records, consultation with the treating providers, and review of nationally recognized criteria.
The criteria for determining medical appropriateness must be clearly documented and include
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procedures for applying criteria based on the needs of individual patients and characteristics
of the local delivery system.

Clinical criteria do not replace Medicare Coverage Determinations when making decisions
regarding appropriate medical treatment for Molina Medicare Members. As a Medicare Plan,
Molina Medicare and its delegated Medical Groups/ IPAs, or other delegated entity at a
minimum, cover all services and items required by Medicare.

Requests for authorization not meeting criteria must be reviewed by a designated provider or
presented to the appropriate committee for discussion and a determination. Only a provider
(or pharmacist, psychiatrist, doctoral level clinical psychologist or certified addiction
medicine specialist as appropriate) may determine to delay, modify or deny services to a
member for reasons of medical necessity.

Board certified licensed providers from appropriate specialty areas must be utilized to assist
in making determinations of medical necessity, as appropriate. All utilization decisions must
be made in a timely manner to accommodate the clinical urgency of the situation, in
accordance with Federal regulatory requirements and NCQA standards.

1. Standard Initial Organization Determinations (Pre-service) - Standard initial
organization determinations must be made as soon as medically indicated, within
a maximum of fourteen (14) calendar days after receipt of the request. The table
under number four (4) below describes the CMS required decision timeframes
and notification requirements followed by Molina Medicare.

2. Expedited Initial Organization Determinations - A request for expedited
determinations may be made. An organization determination is expedited if
applying the standard determination timeframes could seriously jeopardize the
life or health of the member or the member’s ability to re-gain maximum
function. Molina Medicare and any delegated Medical Group/IPA or other
delegated entity is responsible to appropriately log and respond to requests for
expedited initial organization determinations.

= Expedited Initial Determinations must be made as soon as medically necessary,
within seventy-two (72) hours (including weekends and holidays) following receipt of
the validated request; and

= Delegated Medical Groups/IPAs or other delegated entities are responsible for
submitting a monthly log of all Expedited Initial Determinations to Molina
Medicare’s Delegation Oversight Department that lists pertinent information about
the expedited determination including member demographics, data and time of
receipt and resolution of the issue, nature of the problem and other information
deemed necessary by Molina Medicare or the Medical Group/IPA or other delegated
entities. The table under number four (4) below describes the CMS required decision
timeframes and notification requirements followed by Molina Medicare.
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3. Written Notification of Denial - The member must be provided with written
notice of the determination, if the decision is to deny, in whole or in part, the
requested service or payment. If the member has an authorized representative, the
representative must be sent a copy of the denial notice. The appropriate written
notice, that has the Centers for Medicare and Medicaid Services (CMS) approval,
must be issued within established regulatory and certification timelines. The
adverse organization determination templates shall be written in a manner that is
understandable to the member and shall provide the following:

= The specific reason for the denial, including the precise criteria used to make the
decision that takes into account the member’s presenting medical condition,
disabilities and language requirements, if any;

= Information regarding the member’s right to a standard or expedited reconsideration
and the right to appoint a representative to file an appeal on the member’s behalf;

= Include a description of both the standard and expedited reconsideration process,
timeframes and conditions for obtaining an expedited reconsideration, and the other
elements of the appeals process;

= Payment denials shall include a description of the standard reconsideration process,
timeframes and other elements of the appeal process; and

= A statement disclosing the member’s right to submit additional evidence in writing or
in person.

= Failure to provide the member with timely notice of an organization determination
constitutes an adverse organization determination which may be appealed.

4. Termination of Provider Services (SNF, HH, CORF)/Issuance of Notice of
Medicare Non-Coverage (NOMNC) and Detailed Explanation of Non-
Coverage (DENC) - When a termination of authorized coverage of a member’s
admission to a skilled nursing facility (SNF) or coverage of home health agencies
(HHA) or comprehensive outpatient rehabilitation facility (CORF) services
occurs, the member must receive a written notice two (2) calendar days or two (2)
visits prior to the proposed termination of services.

Molina Medicare or the delegated Medical Group/IPA must coordinate with the SNF,
HHA or CORF provider to ensure timely delivery of the written notice, using the
approved Notice of Medicare Non-Coverage (NOMNC). Delivery of the notice is not
valid unless all elements are present and member or authorized representative signs and
dates the notice to document receipt.

= The NOMNC must include the member’s name, delivery date, date that coverage of
services ends and QIO information;

=  The NOMNC may be delivered earlier than two (2) days before coverage ends;

= If coverage is expected to be fewer than two (2) days in duration, the NOMNC must
be provided at the time of admission; and

= If home health services are provided for a period of time exceeding two (2) days, the
NOMNC must be provided on or before the second to last service date.
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Molina Medicare (or the delegated entity) remains liable for continued services until two
(2) days after the member receives valid notice. If the member does not agree that
covered services should end, the member may request a Fast Track Appeal by the Quality
Improvement Organization (QIO) by noon of the day following receipt of the NOMNC,
or by noon of the day before coverage ends.

Upon notification of the member’s request for the Fast Track Appeal, Molina Medicare
(or the delegated entity) must provide a detailed notice to the member and to the QIO no
later than the close of business, using the approved Detailed Explanation of Non-
Coverage (DENC) explaining why services are no longer necessary or covered. The
DENC must include the following:

= A specific and detailed explanation why services are either no longer reasonable and
necessary or otherwise no longer covered;

= A description of any applicable coverage rule, instruction or other policy, citations, or
information about how the member may obtain a copy of the policy from Molina
Medicare or the delegated entity;

= Any applicable policy, contract provision or rationale upon which the termination
decision was based; and

= Facts specific to the member and relevant to the coverage determination that is
sufficient to advise the member of the applicability of the coverage rule or policy to
the member’s case.

R. Continuity of Care

Molina Medicare and its contracted providers must provide continued services to members
undergoing a course of treatment by a provider that has terminated their contractual
agreement if the following conditions exist at the time of termination:

= Acute condition or serious chronic condition - Following termination, the terminated
provider will continue to provide covered services to the member up to ninety (90) days
or longer if necessary for a safe transfer to another provider as determined by Molina
Medicare or its delegated Medical Group/IPA.

= High risk of second or third trimester pregnancy - The terminated provider will
continue to provide services following termination until postpartum services related to
delivery are completed or longer if necessary for a safe transfer.

S. Emergency and Post-Stabilization Services

Molina Medicare and its contracted providers must provide emergency services and post-
emergency stabilization and maintenance services to treat any member with an Emergency
Medical Condition in compliance with federal law. An Emergency Medical Condition is
defined as a medical condition manifesting itself by acute symptoms of sufficient severity
(including severe pain) such that a prudent layperson, who possesses an average knowledge
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of health and medicine, could reasonably expect the absence of immediate medical attention
to result in:

= Placing the health of the member including the health of a pregnant woman and/or her
unborn child in serious jeopardy;

= Serious impairment to bodily functions;

= Serious dysfunction of any body part; and/or

= Serious disfigurement.

Molina Medicare covers maintenance care and post-stabilization services which are
medically necessary, non-emergency services. Molina Medicare or its delegated entity
arranges for post-stabilization services to ensure that the patient remains stabilized from the
time the treating hospital requests authorization until the time the patient is discharged or a
contracting medical provider agrees to other arrangements.

Pre-approval of emergency services is not required. Molina Medicare requires the hospital
emergency room to contact the member’s primary care practitioner upon the member’s
arrival at the emergency room. After stabilization of the member, Molina Medicare requires
pre-approval of further post-stabilization services by a participating provider or other Molina
Medicare representative. Failure to review and render a decision on the post-stabilization pre-
approval request within one (1) hour of receipt of the call shall be deemed an authorization of
the request.

Molina Medicare or its delegated entity is financially responsible for these services until
Molina Medicare or its delegated entity becomes involved with managing or directing the
member’s care

Molina Medicare and its delegated entity provides urgently needed services for members
temporarily outside of the service area but within the United States or who have moved to
another service area but are still enrolled with Molina Medicare. Urgent Services are covered
services that are medically necessary and are needed urgently, typically the same day or
within two (2) days of onset of symptoms, as judged by a prudent layperson.

. Delegation Oversight of Providers Performing UM Functions

Molina Medicare provides oversight and ongoing evaluation of those Medical Groups/IPAs
and entities delegated to perform UM functions. The Delegation Oversight staff is
responsible for systematic monitoring of each delegated Medical Group/IPA and entity to
ensure their continued ability to perform the delegated activities. At least annually, the
Delegation Oversight staff conducts an audit of each delegated entity to ensure compliance
with Molina Medicare’s delegation requirements as well as adherence to all applicable
regulatory and accreditation standards. A specifically designed UM audit tool is utilized for
this assessment and evaluation.

1. Initial Approval for Delegation - In order to receive delegation status for UM activities,
provider groups and other entities must demonstrate compliance with Molina Medicare’s
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established UM standards. Delegation of selected functions may occur only after an
initial audit of the utilization activities has been completed and there is evidence that
Molina Medicare’s delegation requirements are met. Findings are presented to Molina
Committees for approval and granting of delegation status.

A mutually agreed upon written delegation agreement describing the responsibilities of
Molina Medicare and the delegated entity will be maintained and reviewed annually. The
delegation agreement includes a written description of the specific utilization delegated
activities, monitoring of delegated functions, and corrective action or termination of
delegated entities that fail to adequately perform delegated functions.

Criteria for Delegated Utilization Management - Molina Medicare requires that
delegated entity have a written Utilization Management Program in place which includes
a detailed description of the UM program operations. The program must have
documented goals and objectives, and describe the organizational structure and staffing
for performing the program functions. The UM program must be approved by the
delegated entity’s Utilization Management Committee and/or governing board annually,
and documentation of the review and approval must be submitted to Molina Medicare.
Nationally recognized UM criteria must be included in the program to ensure consistent
decision making during the review process.

Compliance with Molina Medicare’s Utilization Management Program requires delegated
Medical Group/IPA and delegated entities to meet standards that include, but are not
limited to the following:

= Timely, complete and accurate response to Molina Medicare’s request for
information regarding Utilization Management activities;

= Compliance with Molina Medicare’s requirements for determining and authorizing
level of care for every patient every day;

= Active communication (daily or as requested based on the clinical condition of the
member) with Molina staff to ensure accurate recording of authorized level of care;

= Active collaboration and coordination with Molina Medicare’s UM staff performing
concurrent review, case management and discharge planning;

= Compliance with all Molina Medicare’s data submission and reporting requirements;

= Maintenance of accurate, timely and consistently formatted medical records as
requested; and

= Providers shall educate and train hospital staff and provide sufficient oversight to
ensure their compliance with Molina Medicare’s UM Program requirements as they
relate to prior authorization, concurrent review and discharge planning for
hospitalized members.

The delegated provider must have an established Utilization Management Committee
which meets at least quarterly to review utilization issues and determine improvement
plans where indicated. Molina Medicare representatives may attend the committee
meeting, with advance notice. Minutes of the Utilization Management Committee must
be made available to Molina Medicare upon request. Molina Medicare Delegation
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Oversight staff must be permitted reasonable access to the UM files, minutes and records
of the provider entity for the purpose of auditing UM activities.

Delegated entities are required to provide evidence that internal procedures are
operational and to take appropriate action in areas where problems are identified. These
entities are responsible for providing feedback to Molina Medicare regarding the
conclusions, recommendations, actions and follow-up where problems have been
identified.

U. Reporting of Suspected Abuse of an Adult

A vulnerable adult is a person who is or may be in need of community care services by
reason of mental or other disability, age or illness; and who is or may be unable to take care
of him or herself, or unable to protect him or herself against significant harm or exploitation.

Molina Medicare reports suspected or potential abuse, neglect or exploitation of vulnerable
adults as required by state and federal law. A vulnerable adult is defined as a person who is
not able to defend themselves, protect themselves, or get help for themselves when injured or
emotionally abused. A person may be vulnerable because of a physical condition or illness
(such as weakness in an older adult or physical disability) or a mental/behavioral or
emotional condition. Mandatory reporters include:

= Molina Medicare employees who have knowledge of or suspect the abuse,
neglect or exploitation;

« Law enforcement officer;

= Social worker; professional school personnel; individual provider; an employee
of a facility; an operator of a facility; and/or

= An employee of a social service, welfare, mental /behavioral health, adult day
health, adult day care, home health, home care, or hospice agency; county
coroner or medical examiner; Christian Science Provider or healthcare
provider.

A permissive reporter is any individual with knowledge of a potential abuse situation who is
not included in the list of mandatory reporters. A permissive reporter may report to the
Molina UM Department or a law enforcement agency when there is reasonable cause to
believe that a vulnerable adult is being or has been abandoned, abused, financially exploited
or neglected. Permissive or voluntary reporting will occur as needed.

The following are the types of abuse which are required to be reported:

= Physical abuse is intentional bodily injury. Some examples include slapping,
pinching, choking, kicking, shoving, or inappropriately using drugs or physical
restraints.

= Sexual abuse is nonconsensual sexual contact. Examples include unwanted
touching, rape, sodomy, coerced nudity, sexually explicit photographing.
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= Mental/behavioral mistreatment is deliberately causing mental or emotional
pain. Examples include intimidation, coercion, ridiculing; harassment; treating
an adult like a child; isolating an adult from family, friends, or regular activity;
use of silence to control behavior; and yelling or swearing which results in
mental distress.

= Neglect occurs when someone, either through action or inaction, deprives a
vulnerable adult of care necessary to maintain physical or mental health.

= Self-neglect occurs when a vulnerable adult fails to provide adequately for
themselves. A competent person who decides to live their life in a manner
which may threaten their safety or well-being does not come under this
definition.

= Exploitation occurs when a vulnerable adult or the resources or income of a
vulnerable adult are illegally or improperly used for another person's profit or
gain.

= Abandonment occurs when a vulnerable adult is left without the ability to
obtain necessary food, clothing, shelter or health care.

In the event that an employee of Molina Medicare or one of its contracted providers
encounters potential or suspected abuse as described above, a call must be made to:

Utah Department of Human Services — Adult Protective Services at 800-371-7897 or
online at http://.hsdaas.utah.gov.

All reports should include:

= Date abuse occurred;

= Type of abuse;

= Names of persons involved if known;

= Source of Information;

= Names and telephone numbers of other people who can provide information about the
situation; and

= Any safety concerns.

Molina Medicare’s Interdisciplinary Care Team (ICT) will work with PCPs and Medical
Groups/IPA and other delegated entities who are obligated to communicate with each other
when there is a concern that a member is being abused. Final actions are taken by the PCP/
Medical Group/IPA, other delegated entities or other clinical personnel. Under state and
federal law, a person participating in good faith in making a report or testifying about alleged
abuse, neglect, abandonment, financial exploitation or self-neglect of a vulnerable adult in a
judicial or administrative proceeding may be immune from liability resulting from the report
or testimony.

Molina Medicare will follow up with members that are reported to have been abused,
exploited or neglected to ensure appropriate measures were taken, and follow up on safety
issues. Molina Medicare will track, analyze, and report aggregate information regarding
abuse reporting to the Utilization Management Committee and the proper state agency.
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V. Primary Care Practitioners

Molina Medicare provides a panel of primary care practitioners (PCPs) to care for its
members. Providers in the specialties of Family Medicine, Internal Medicine and Obstetrics
and Gynecology are eligible to serve as PCPs. Members may choose a PCP or have one
selected for them by Molina. Molina Medicare Members are required to see a PCP who is
part of the Molina Medicare Network. Molina Medicare Members may select or change their
PCP by contacting the Molina Member Services Department.

W. Specialty Providers

Molina Medicare maintains a network of specialty providers to care for its members.
Referrals from a Molina Medicare PCP are required for a member to receive specialty
services, however, no prior authorization is required. Members are allowed to directly access
women health specialists for routine and preventive health without a referral services.

Molina Medicare will help to arrange specialty care outside the network when providers are
unavailable or the network is inadequate to meet a member’s medical needs. To obtain such
assistance contact the Molina Medicare UM Department. Referrals to specialty care outside
the network require prior authorization from Molina Medicare.

X. Case Management

The Case Management Program must promote the highest quality care in the most cost-
effective manner. The Case Management Program must focus on the delivery of quality,
cost-effective, and appropriate healthcare services for members with complex and chronic
care needs. Proactive processes must be implemented to identify, coordinate, and evaluate
appropriate high quality services which may be delivered on an ongoing basis.

To initiate the case management process, the member is screened for appropriateness for case
management program enrollment using specified criteria. Criteria are used for opening and
closing cases appropriately with notification to member and provider.

1. The role of the Case Manager includes:

= Coordination of quality and cost-effective services;

= Appropriate application of benefits;

= Promotion of early, intensive interventions in the least restrictive setting;

= Assistance with transitions between care settings;

= Provision of accurate and up-to-date information to providers regarding completed
health assessments and care plans;

= Creation of individualized care plans, updated as the member’s healthcare needs
change;

= Facilitation of Interdisciplinary Care Team meetings

= Utilization of multidisciplinary clinical, behavioral, rehabilitative and long term care
services;
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= Arrangement of appropriate resources and support services;

= Attention to member satisfaction;

= Attention to the handling of PHI and maintaining confidentiality;
= Provision of ongoing analysis and evaluation;

= Protection of member rights; and

= Protection of member responsibility and self-management.

2. Referral to Case Management may be made by any of the following entities:
=  Member or member’s designated representative;
= Member’s primary care practitioner;
= Specialists;
= Hospital Staff;
= Home Health Staff; and
= Molina Medicare staff.

Y. Molina Medicare Special Needs Plan Model of Care

1. Targeted Population - Molina Medicare operates Medicare Dual Eligible Special Needs
Plans (SNP) for members who are fully eligible for both Medicare and Medicaid. In
accordance with the Centers for Medicare and Medicaid Services (CMS) regulations,
Molina Medicare has a SNP Model of Care that outlines Molina’s efforts to meet the
needs of the dual eligible SNP population. This population has a higher burden of
multiple chronic illnesses and sub-populations of frail/disabled members than other
Medicare Managed Care Plan types. The Molina Dual Eligible Special Needs Plan Model
of Care addresses the needs of all sub-populations found in the Molina Medicare SNP.

2. Care Management Goals - Utilization of the Molina Medicare SNP extensive network
of primary providers, specialty providers and facilities, in addition to services from the
Molina Medicare SNP Interdisciplinary Care Team (ICT), will improve access of Molina
Members to essential services such as medical, mental health and social services. Molina
demonstrates its compliance with this goal using the following data and comparing
against available internal and external benchmarks and expects to see annual
improvement compared to benchmarks:

a. Molina Medicare Geo Access reports showing availability of services by geographic
area;

b. Number of Molina SNP Members utilizing the following services:
= Primary care practitioner (PCP) Services
= Specialty (including Mental/Behavioral Health) Services
= Inpatient Hospital Services
= Skilled Nursing Facility Services
= Home Health Services
= Mental/Behavioral Health Facility Services
= Durable Medical Equipment Services
= Emergency Department Services
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= Supplemental transportation benefits
c. Healthcare Effectiveness Data and Information Set (HEDIS) use of services reports;
d. Member Access Complaint Report;

e. Medicare Consumer Assessment of Healthcare Providers and Systems (CAHPS)
Survey; and

f.  Molina Medicare Provider Access Survey.

3. Members of the Molina Medicare SNP will have access to quality affordable
healthcare. Since members of the Molina Medicare SNP are full dual eligible for
Medicare and Medicaid they are not subject to out of pocket costs or cost sharing for
covered services. Molina focuses on delivering high quality care. Molina has an
extensive process for credentialing network providers, ongoing monitoring of network
providers and peer review for quality of care complaints. Molina maintains
recommended clinical practice guidelines that are evidence based and nationally
recognized. Molina regularly measures provider adherence to key provisions of its
clinical practice guidelines. Molina demonstrates its compliance with this goal using the
following data and comparing against available internal and external benchmarks and
expects to see annual improvement compared to benchmarks:

a. HEDIS report of percent providers maintaining board certification;
b. Serious reportable adverse events report;

c. Annual report on quality of care complaints and peer reviews;

d. Annual PCP medical record review;

e. Clinical Practice Guideline Measurement Report;

f. Licensure sanction report review; and

g. Medicare/Medicaid sanctions report review.

4. By having access to Molina’s network of primary care and specialty providers as well as
Molina’s programs in Care Management Programs including Case Management, Disease
Management, Care Coordination, Nurse Advice Line, Utilization Management and
Quality Improvement, SNP Members have an opportunity to realize improved health
outcomes.

Molina demonstrates its compliance with this goal using the following data and

comparing against available internal and external benchmarks and expects to see annual
improvement compared to benchmarks:
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a. Medicare Health Outcomes Survey (HOS); and
b. Chronic Care Improvement Program Reports.

5. Molina Members will have an assigned point of contact for their coordination of
care. According to member need this coordination of care contact point might be their
Molina Network PCP, Molina Care Manager or Molina Case Manager. Care will be
coordinated through a single point of contact with members for the Molina
Interdisciplinary Care Team (ICT) interacting with the single point of contact person to
coordinate care as needed.

6. Members of the Molina Medicare SNP will have improved transitions of care across
healthcare settings, providers and health services. The Molina SNP has - programs
designed to improve transitions of care. Authorization processes enable Molina staff to
become aware of transitions of care due to changes in healthcare status as they occur.
Molina care managers and case manager’s work with members, their caregivers and their
providers to assist in care transitions. In addition Molina has a program to provide
follow-up telephone calls or face to face visits to members while the member is in the
hospital and after hospital discharge to make sure that they received and are following an
adequate discharge plan. The purpose is to establish a safe discharge plan and to evaluate
if the member is following the prescribed discharge plan once they are home, that they
have scheduled a follow up physician appointment, have filled all prescriptions,
understands how to administer their medications and is receiving necessary discharge
services such as home care or physical therapy. All members experiencing transitions
receive a post discharge educational letter advising them of benefits and services offered
by Molina. Molina demonstrates its compliance with this goal using the following data
and comparing against available internal and external benchmarks and expects to see
annual improvement compared to benchmarks:

a. Transition of Care Data;

b. Re-admission within 30 Days Report;

c. Provider adherence to notification requirements; and
d. Provider adherence to provision of the discharge plan.

7. Members of the Molina Medicare SNP will have improved access to preventive
health services. The Molina SNP expands the Medicare preventive health benefit by
providing annual preventive care visits at no cost to all members. This allows PCPs to
coordinate preventive care on a regular basis. Molina uses and publicizes nationally
recognized preventive health schedules to its providers. Molina also makes outreach
calls to members to remind them of overdue preventive services and to offer assistance
with arranging appointments and providing transportation to preventive care
appointments.
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Molina demonstrates its compliance with this goal using the following data and
comparing against available internal and external benchmarks and expects to see annual
improvement compared to benchmarks: HEDIS Preventive Services Reports

Members of Molina Medicare SNP will have appropriate utilization of healthcare
services. Molina utilizes its Utilization Management team to review appropriateness of
requests for healthcare services using appropriate Medicare criteria and to assist in
members receiving appropriate healthcare services in a timely fashion from the proper
provider.

Molina demonstrates its compliance with this goal using the following data and
comparing against available internal and external benchmarks and expects to see annual
improvement compared to benchmarks: Molina Over and Under Utilization Reports.

Staff Structure and Roles - The Molina Medicare SNP has developed its staff structure
and roles to meet the needs of dual eligible Special Needs Plan Members. Molina’s
background as a provider of Medicaid Managed Care services in the states that it serves
allows the plan to have expertise in both the Medicare and Medicaid benefits that
members have access to in the Molina Medicare Dual Eligible SNP. Molina has many
years experience managing this population of patients within Medicaid to go with its
experience of managing the Medicare part of their benefit. Molina Medicare’s member
advocacy and service philosophy is designed and administered to assure members receive
value-added coordination of health care and services that ensures continuity and
efficiency and that produces optimal outcomes. Molina Medicare employed staff are
organized in a manner to meet this objective and include:

a. Care Management Team that forms a main component of the interdisciplinary care
team (ICT) comprised of the following positions and roles:

i.  Care Review Processors — Gather clinical information about transitions in care
and authorizations for services, authorize services within their scope of training
and job parameters based upon predetermined criteria, serve as a resource for
nursing staff in collecting existing clinical information to assist nursing
assessments and care team coordination.

ii.  Care Review Clinicians (LPN/RN) — Assess, authorize, coordinate and evaluate
services, including those provided by specialists and therapists, in conjunction
with the member, providers and other team members based on member’s needs,
medical necessity and predetermined criteria.

iii. Licensed Clinical Social Workers — Identify and address issues regarding
member’s behavioral health care and social needs and care plans. Assist in
coordination and transitions of care involving behavioral health and social
services. Assist member in accessing community and social service resources.

iv. Case Managers (RN) — Assess, authorize, coordinate, triage and evaluate
services in conjunction with the member, providers and other team members
based on member’s needs, medical necessity and predetermined criteria. Assist
members, caregivers and providers in member transitions between care settings,
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Vi.

Vii.

viil.

including facilitation of information retrieval from ancillary providers,
consultants, and diagnostic studies for development, implementation and
revision of the care plan. Develop, implement, monitor and evaluate care plans
in conjunction with members/caregivers, their providers and other team
members for members not requiring case management.

Complex Case Managers (RN, SW) — Identify care needs through ongoing
clinical assessments of members identified as high risk or having complex
needs. Activities include coordinating services of medical and non-medical care
along a continuum rather than episodic care focused on a member’s physical
health care, behavioral health care, chemical dependency services, long term
care, and social support needs while creating individualized care plans. Conduct
health assessments and manage member’s medical, psychosocial, physical and
spiritual needs — develop, implement, monitor and evaluate care plans in
conjunction with members/caregivers, their providers and other team members.
Focus is on members with complex medical illness.

Health Educator - develop materials for Health Management Care Levels, serve
as resource for members and Molina staff members regarding Health
Management Program information, educates members on how to manage their
condition.

Care Transitions Coach (RN/LCSW) - The Care Transitions Coach functions as
a facilitator of interdisciplinary collaboration across the transition, engaging the
member and family caregivers to participate in the formation and
implementation of an individualized care plan including interventions to
mitigate the risk of re-hospitalization. The primary role of the Care Transitions
Coach is to encourage self-management and direct communication between the
member and provider rather than to function as another health care provider.
Community Care Connectors/Health Workers - the Community Care
Connectors are community health workers trained by Molina to serve as
member navigators and promote health within their own communities by
providing education, advocacy and social support. Community Connectors also
help members navigate the community resources and decrease identified
barriers to care

Behavioral Health Team includes Molina employed clinical behavioral health
specialists to assist in behavioral health care issues. Psychologists function as a
resource for the Integrated Care Management and Care Access and Monitoring
Teams and providers regarding member’s behavioral health care needs and care
plans.

Member Services Team - serves as a member’s initial point of contact with Molina
Medicare and main source of information about utilizing the Molina Medicare SNP
benefits and is comprised of the following positions:

Member Services Representative — Initial point of contact to answer member

questions, assist with benefit information and interpretation, provide information
on rights and responsibilities, assist with PCP selection, advocate on members’
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behalf, assist members with interpretive/translation services, inform and educate
members on available services and benefits, act as liaison in directing calls to
other departments when necessary to assist members.

ii. Member Services Managers/Directors — Provide oversight for member services
programs, provide and interpret reporting on member services functions, evaluate
member services department functions, identify and address opportunities for
improvement.

Appeals and Grievances Team that assists members with information about and
processing of appeals and grievances:

i. Appeals and Grievances Coordinator — Provide member with information about
appeal and grievance processes, assist members in processing appeals and
grievances, notifies members of appeals and grievance outcomes in compliance
with CMS regulations.

ii. Appeals and Grievances Manager — Provide oversight of appeals and grievance
processes assuring that CMS regulations are followed, provide and interpret
reporting on A&G functions, evaluate A&G department functions, identify and
address opportunities for improvement.

. Quality Improvement Team that develops, monitors, evaluates and improves the
Molina Medicare SNP Quality Improvement Program. QI Team is comprised of the
following positions:

i. QI Specialist — Coordinate implementation of QI Program, gather information for
QI Program reporting and evaluations, provide analysis of QI Program
components.

ii. QI Managers/Directors — Development and oversight of QI Program and
credentialing program, provide and interpret reporting on QI Program, evaluate
QI Program, and identify and address opportunities for improvement.

iii. HEDIS Specialist — Gather and validate data for HEDIS reporting.

iv. HEDIS Manager — Oversight and coordination of data gathering and validation
for HEDIS reporting, provide and interpret HEDIS reports, provide preventive
services missing services report.

v.Credentialing Specialist — Gather data and reporting for credentialing function.

Medical Director Team has employed board-certified physicians. Medical Directors
and Healthcare Services Program Manager - Responsible for oversight of the
development, training and integrity of Molina Medicare SNP Healthcare Services and
Quality Improvement programs. Resource for Integrated Care Management and Care
Access and Monitoring Teams and providers regarding member’s health care needs
and care plans. Selects and monitors usage of nationally recognized medical necessity
criteria, preventive health guidelines and clinical practice guidelines.

Behavioral Health Team has Molina employed health specialists to assist in
behavioral health care issues:
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Psychiatrist Medical Director — Responsible for oversight of the development and
integrity of behavioral health aspects of Molina Medicare SNP Healthcare
Services and Quality Improvement programs. Resource for Integrated Care
Management and Care Access and Monitoring Teams and providers regarding
member’s behavioral health care needs and care plans. Develops and monitors
usage of behavioral health related medical necessity criteria and clinical practice
guidelines.

g. Pharmacy Team has employed pharmacy professionals that administer the Part D
benefit and assist in administration of Part B pharmacy benefits.

Pharmacy Technician —Serves as point of contact for members with questions
about medications, pharmacy processes, and pharmacy appeals and grievances.

. Pharmacist — Provide authorizations for Part D medications. Provide oversight of

pharmacy technician performance, resource for Care Management Teams, other
Molina staff and providers, provide review of post discharge medication changes,
review member medication lists and report data to assure adherence and safety,
interact with members and providers to discuss medication lists and adherence.

h. Healthcare Analytics Team

Healthcare Analysts — Assist in gathering information, developing reports,
providing analysis for health plan to meet CMS reporting requirements, evaluate
the model of care and review operations

. Director Healthcare Analytics — Develop predictive modeling programs used to

assist in identifying members at risk for future utilization, oversight of healthcare
reporting and analysis program, oversight of clinical aspects of Part C Quality
Reporting, oversight of healthcare analysts.

i. Health Management Team is a Molina care team that provides multiple services to
Molina Medicare SNP Members. This team provides population based Health
Management Programs for low risk members identified with asthma, diabetes, COPD
and cardiovascular disease. The Health Management team also provides a 24/7 Nurse
Advice Line for members, outbound post hospital discharge calls and outbound
preventive services reminder calls. The Health Management team is comprised of the
following positions:

Medicare Member Outreach Assistant — Make outbound calls related to gathering
and giving information regarding Health Management programs, make outbound
calls to review whether member received hospital discharge plan, make referrals
to Care/Case Managers when members have questions about their hospital
discharge plan, make outbound preventive service reminder calls.

. Nurse Advice Line Nurse — Receive inbound calls from members and providers

with questions about medical care and after-hours issues that need to be
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addressed, give protocol based medical advice to members, direct after-hours
transitions in care.

J. Interdisciplinary Care Team

Composition of the Interdisciplinary Care Team:

The following is a description of the composition of the ICT and how

membership on the team is determined. The Molina Medicare SNP

Interdisciplinary Care Team (ICT) is the core of Molina’s Integrated Care

Management Program. Molina chooses ICT membership based on those health

care professionals who have the most frequent contact with the members and

the most ability to implement Model of Care components in the member’s care.

The ICT is typically composed of the member’s assigned PCP and the Molina

Integrated Care Management Team (Care Access and Monitoring Clinician,

Licensed Clinical Social Worker, and Case Manager). The composition of this

team is designed to address all aspects of a member’s healthcare including

medical, behavioral and social health. Additional members of the ICT may be

added on a case by case basis depending on a member’s conditions and health

status.

Additional positions that may be included (either temporarily or permanently) to

the Molina Medicare SNP ICT caring for members include:

e Molina Medical Directors

e Molina Behavioral Health Specialists

e Molina Pharmacists

e Molina Care Transitions Coaches

e Molina Community Connectors/Health Workers

e Network Medical Specialty Providers

e Network Home Health Providers

e Network Acute Care Hospital Staff

e Network Skilled Nursing Facility Staff

e Network Long Term Acute Care Facility Staff

¢ Network Certified Outpatient Rehabilitation Staff

¢ Network Behavioral Health Facility Staff

¢ Network Renal Dialysis Center Staff

e Out of Network Providers or Facility Staff (until a member’s condition of the
state of the Molina Network allows safe transfer to network care)

Adding members to the ICT will be considered when:

e Member has been stratified to a Level 3 (Complex Case Management, Care
Management Level in the assessment process

e Member is undergoing a transition in healthcare setting

e Member sees multiple medical specialists for care on a regular and ongoing
basis

e Member has significant complex or unresolved medical diagnoses

e Member has significant complex or unresolved mental health diagnoses

e Member has significant complex or unresolved pharmacy needs
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Molina Medicare SNP Members and their caregivers participate in the Molina

ICT through many mechanisms including:

e Discussions about their health care with their PCP

¢ Discussions about their health care with medical specialists or ancillary
providers who are participating in the member’s care as directed by the
member’s PCP

e Discussions about their health care with facility staff who are participating in
the member’s care as directed by the member’s PCP

¢ During the assessment process by Molina Staff

¢ Discussions about their health care with their assigned Molina Integrated Care
Management Team members

¢ Discussions with Molina Staff in the course of Health Management programs,
preventive healthcare outreach, Care Transitions program and other post
hospital discharge outreach

e Discussion with Molina Pharmacists about complex medication issues

e Through the appeals and grievance processes

¢ By invitation during case conferences or regular ICT meetings

¢ By request of the member or caregiver to participate in regular ICT meetings.

ICT Operations and Communication:

The Molina Medicare SNP member’s assigned PCP and the Molina Integrated

Care Management Team will provide the majority of the Integrated Care

Management in the ICT. The member’s assigned PCP will be a primary source

of assessment information, care plan development and member interaction

within the ICT. The PCP will regularly (frequency depends on the member’s

medical conditions and status) assess the member’s medical conditions,

develop appropriate care plans, request consultations, evaluations and care from

other providers both within and when necessary outside the Molina Network.

The Molina Integrated Care Management Team will also provide assessments,

care plan development and individualized care goals.

The Integrated Care Management Team will be primarily involved during

assessment periods, individualized care plan follow-up, during transitions of

care settings, during routine case management follow-up, after referral from

other Molina Staff (i.e. Health Management Program staff, Pharmacists),

requests for assistance from PCPs and requests for assistance from

members/caregivers and during significant changes in the member’s health

status. Transitions in care and significant changes in health status that need

follow-up will be detected when services requiring prior authorization are

requested by the member’s PCP or other providers (signaling a transition in care

or complex medical condition or need). The PCP and Integrated Care

Management Team will decide when additional ICT members are necessary and

invite their participation on an as needed basis as previously documented.

The ICT will hold regular case conferences for members with complex

healthcare needs and/or complex transition issues. Members will be chosen for

case conferences based on need as identified by the Molina Integrated Care

Management Team, when referred by their provider or at the request of the

member/caregiver. All members of the ICT will be invited to participate in the
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10.

case conference. Members and /or their caregivers will be invited to participate

when feasible. The ICT will keep minutes of the case conferences and will

provide a case conference summary for each member case discussed. Case
conference summaries will be provided to all ICT members and the involved
member/caregiver.

viii. Communication between ICT members will be compliant with all applicable

HIPAA regulations and will occur in multiple ways including:

e Integrated Care Management Team to acquire and review member’s medical
records from providers on the ICT before, during and after transitions in care
and during significant changes in the health status of members

e Integrated Care Management Team to acquire and review member’s medical
records from provider members of the ICT during authorization process for
those medical services that require prior authorization

o Integrated Care Management Team to acquire and review member’s
medical records from provider members of the ICT during the course
of regular case management activities

o Verbal or written communication between PCP and Integrated Care
Management Team may occur during PCP participation in ICT Case
Conferences on an as needed basis.

o Written copies of assessment documents from Integrated Care
Management Team to PCP by request and on an as needed basis

o Written copies of individualized care plan from Integrated Care
Management Team to PCP (and other providers as needed)

o Case conference summaries

e Member care plans are reviewed at least annually by professional clinical
Molina staff members in conjunction with annual Comprehensive Health Risk
Assessments. Additional opportunities for review and revision of care plans
may exist when Molina Integrated Care Management Team members are
aware of member transitions in healthcare settings or significant changes in
member health care status.

e The plan of care is documented, reviewed and revised in the Clinical Care
Advance system using template driven data entry to assure accuracy and
completeness of care plans.

Provider Network - The Molina Medicare SNP maintains a network of providers and
facilities that has a special expertise in the care of Dual Eligible Special Needs Plans
Members.  The population served in Dual Eligible Special Needs Plans has a
disproportionate share of physical and mental/behavioral health disabilities. Molina’s
network is designed to provide access to medical care for the Molina Medicare SNP
population.

The Molina Medicare SNP Network has facilities with special expertise to care for its
SNP Members including:

= Acute Care Hospitals
= Long Term Acute Care Facilities
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= Skilled Nursing Facilities

= Rehabilitation Facilities (Outpatient and Inpatient)

= Mental/Behavioral Health/Substance Abuse Inpatient Facilities
= Mental/Behavioral Health/Substance Abuse Outpatient Facilities
= Outpatient Surgery Centers (Hospital-based and Freestanding)
= Laboratory Facilities (Hospital-based and Freestanding)

= Radiology Imaging Centers (Hospital-based and Freestanding)
= Renal Dialysis Centers

= Emergency Departments (Hospital-based)

= Urgent Care Centers (Hospital-based and Freestanding)

= Diabetes Education Centers (Hospital-based)

The Molina Medicare SNP has a large community based network of medical and
ancillary providers with many having special expertise to care for the unique needs of its
SNP Members including:

= Primary Care Practitioners — Internal Medicine, Family Medicine, Geriatric

= Medical Specialists (all medical specialties) including specifically Orthopedics,
Neurology, Physical Medicine and Rehabilitation, Cardiology, Gastroenterology,
Pulmonology, Nephrology, Rheumatology, Radiology and General Surgery.

= Mental/Behavioral Health Providers — Psychiatry, clinical psychology, Masters or
above level licensed clinical social work, certified substance abuse specialist.

= Ancillary Providers — Physical therapists, occupational therapists, speech/ language
pathology, chiropractic, podiatry.

= Nursing professionals — Registered nurses, nurse providers, nurse educators.

Molina determines provider and facility licensure and competence through the
credentialing process. Molina has a rigorous credentialing process for all providers and
facilities that must be passed in order to join the Molina Medicare SNP Network. The
Molina Credentialing Team gathers information and performs primary source verification
(when appropriate) of training, active licensure, board certification, appropriate facility
accreditation (JCAHO or state), malpractice coverage, malpractice history (National
Practitioner Data Bank reports), Medicare opt out status, Medicare/Medicaid sanctions,
state licensure sanctions.

After credentialing information file is complete and primary source verification obtained
the provider or facility is presented to the Molina Professional Review Committee (PRC).
The PRC consists of Molina Network physicians who are in active practice as well as
Molina Medical Directors. The PRC decides on granting network participation status to
providers who have gone through the credentialing process based on criteria including
active licensure, board certification (may be waived to assure member access when there
is geographic need or access problems), freedom from sanctions and freedom from an
excessive malpractice case history. Providers and facilities that have passed initial
credentialing must go through a re-credentialing process every three (3) years utilizing
the same criteria as the initial credentialing process. In addition the PRC performs
ongoing monitoring for licensure status, sanctions, Medicare opt out status, member
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complaint reports and peer review actions on a monthly basis (or quarterly for some
reporting).

The member’s PCP is primarily responsible for determining what medical services a
member needs. For members receiving treatment primarily through specialist physician,
the specialist may be primarily responsible for determining needed medical services. The
PCP is assisted by the Molina Care Management Team, medical specialty consultants,
ancillary providers, mental/behavioral health providers and members or their caregivers
in making these determinations. For members undergoing transitions in healthcare
settings, facility staff (hospital, SNF, home health, etc.) may also be involved in making
recommendations or assisting with access to needed services. For those services that
require prior authorization the Molina Care Management Team will assist providers and
members in determining medical necessity, available network resources (and out of
network resources where necessary). The Molina Care Management portion of the ICT
will assist in finding access when difficulties arise for certain services.

A primary way that the Molina Provider Network coordinates with the ICT is via the
Molina Medicare SNP Prior Authorization process. Molina Medicare SNP Prior
Authorization requirements have been designed to identify members who are
experiencing transitions in healthcare settings or have complex or unresolved healthcare
needs. Molina Members undergoing transitions in healthcare settings or experiencing
complex or unresolved healthcare issues usually require services that are prior authorized.
This allows members of the ICT to be made aware of the need for services and any
changes in the member’s health status. Part of the process includes obtaining medical
records and documenting in QNXT so that the ICT can track those changes. The
provider network will also communicate with the ICT when invited to attend ICT
meetings, on an as needed basis by contacting the PCP or the Molina Care Management
Team. Molina’s electronic fax system allows for the transition of information from one
provider to another during transitions. Hospital inpatient information is provided to the
PCP and/or treating provider.

The Molina Medicare SNP will assure that specialized services are delivered in a timely
and quality way by the following:

= Assuring that services requiring prior authorization are processed and that notification
is sent as soon as required by the member’s health but no later than timelines outlined
in CMS regulations.

= Directing care to credentialed network providers when appropriate.

= Monitoring access to care reports and grievance reports regarding timely or quality
care.

Reports on services delivered will be maintained by the ICT primarily in the PCP medical
record. The Molina Medicare SNP regularly audits the completeness of PCP medical
records utilizing the annual PCP Medical Record Review process. The Molina Care
Management Team will document relevant clinical notes on services and outcomes in
QNXT and Clinical Care Advance platforms as appropriate to document significant
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changes in the member’s healthcare status or healthcare setting and to update care plans.
A copy of the care plan will be provided to the PCP.

The Molina Medicare SNP ICT will be responsible for coordinating service delivery
across care settings and providers. The member’s assigned PCP will be responsible for
initiating most transitions of care settings (e.g., hospital or SNF admissions) and referrals
to specialty or ancillary providers. The Molina Care Management Team will assist
specifically with Prior Authorization, access issues and coordinating movement from one
care setting to the next when members experience a change in their health care status
(e.g., hospital discharge planning).

The Molina Medicare SNP will use nationally recognized, evidence based clinical
practice guidelines. Molina Medical Directors will select clinical practice guidelines that
are relevant to the SNP population. These clinical practice guidelines will be
communicated to providers utilizing provider newsletter and the Molina Medicare
website. Molina will annually measure provider compliance with important aspects of
the clinical practice guidelines and report results to providers.

Model of Care Training - The Molina Medicare SNP will provide initial and annual
Molina SNP Model of Care training to all employed and contracted personnel. Web
based or in person Model of Care training will be offered initially to all Molina
employees who have not completed such training and to all new employees. Verification
of employee training will be through attendance logs for in person training or certificate
of completion of web based training program.

All Molina Medicare Providers have access to SNP Model of Care training via
the Molina Medicare website. Providers may also participate in webinar or in person
training sessions on the Molina SNP Model of Care. Molina Medicare will issue a written
request to Molina Medicare providers to participate in Model of Care training. Due to the
very large community based network of providers and their participation in multiple
Medicare SNPs it is anticipated that many providers will not accept the invitation to
complete training. The Molina Medicare SNP Provider Services Department will
identify key groups that have large numbers of Molina Medicare SNP Members and will
conduct specific in person trainings with those groups. The development of model of care
training materials will be the responsibility of a designated Molina Healthcare Services
Program Director or Medical Director. Implementation and oversight of completion of
training will be the responsibility of a designated Molina Medicare Compliance staff
(employees) and a designated Molina Medicare Provider Services staff (providers).
Employees will be required to complete training or undergo disciplinary action in
accordance with Molina policies on completion of required training.

Health Risk Assessment - The Molina Medicare SNP will perform initial and annual
Comprehensive Initial Health Risk Assessment of all SNP Members. Molina uses a
general care management assessment tool that is embedded in Molina’s electronic
care/case/disease management software platform. Clinical Care Advance (a Trizetto
product). This general care management assessment tool allows assessment of cultural
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and linguistic needs, medical history, medical utilization history, medications, home
health needs and services, preventive health status, cognitive function, activities of daily
living, mental/behavioral health problem screening, history, status and needs, social
needs and concerns, barriers to care, end of life needs.

In addition to the general assessment, the SF12™ functional status and quality of life
survey is performed and for select cases, a medication adherence assessment. There is
also access to additional evidenced-based condition specific assessment tools depending
on the health risks identified by member’s responses (asthma, mental/behavioral health,
COPD, diabetes, ESRD, HIV, etc.). Molina will conduct initial assessments as soon as
possible after member’s enrollment in the plan, within ninety (90) days of enrollment.
Existing members who have not yet had an initial assessment will have an initial
assessment conducted within the calendar year. Annual re-assessments occur within 365
days of the last assessment.

Molina plans to collect data for the Comprehensive Initial Health Risk Assessment and
annual reassessments for each member utilizing a number of mechanisms including self-
reported member data collected via telephone IVR/internet responses, predictive
modeling, claims reviews, telephone outreach by trained but non-professional staff, home
visits, telephone interviews using professional clinical staff. Data collected will be
entered into the formatted electronic assessment tools contained within Molina's
electronic care/case/disease management data platform (Clinical Care Advance). The
combined set of data constitutes the Comprehensive Health Risk Assessment.

Once comprehensive health risk assessment data is gathered into the assessment tool
Molina's staff of professional RN Case Managers, LCSW and RN Care Managers will
review the information, decide if additional assessment is needed, follow stratification
protocols and guide the development of an individualized care plan for the member.
Using a flexible approach in collecting assessment information will allow Molina to
focus precious professional clinical resources in analysis of assessment information,
development of care plans and ongoing appropriate care/case management activities that
provide high quality, effective health care for members rather than routine data gathering.

Health risk assessment summaries may be sent via fax, mail or email following HIPAA
compliant practices to the PCP, relevant specialists and other ICT Members without
access to Clinical Care Advance. Providers are to maintain assessments in the member’s
file. All Molina employee members of the ICT have access to the Clinical Care Advance
system. Members will be notified either verbally or in writing that they can request
copies of their Comprehensive Health Risk Assessment results through a request to the
Member Services Department.

Molina Medicare SNP Care Management Team Members will review health risk
assessments for accuracy and make updates as they become aware of transitions in
healthcare settings or changes in healthcare status of members through mechanisms
previously described.

61



13.

14.

Individualized Care Plan - Molina Medicare SNP professional healthcare staff (care
managers, case managers, and social workers) will use information developed in the
assessment process to develop individual care plans for members based on analysis of the
data and stratification of the individual member. Molina’s care management information
system, Clinical CareAdvance, provides standardized evidenced based care plans. Care
management staff may also document member specific plans to address individual needs
not included in standardized plans. In some instances as feasible based on stratification,
health status and availability of the member/caregiver, Molina will seek opportunities to
obtain member/caregiver involvement in care plan development. This is particularly
critical when member self-management goals are judged to be an important part of the
care plan.

The plan of care elements may consist of member care preferences, need for utilization of
medical, mental/behavioral health and supplemental Medicare benefits, end of life needs,
social or community services needs and condition specific educational needs. Care plan
elements will be structured in the form of goals (long and short term) and documentation
will contain as appropriate identification of barriers, member self-management plans,
tasks (for ICT Members and member/caregivers), interventions and outcomes.

Member care plans are reviewed at least annually by professional clinical Molina staff in
conjunction with annual Comprehensive Health Risk Assessments.  Additional
opportunities for review and revision of care plans may exist when Molina Care
Management Team Members are aware of member transitions in healthcare settings or
significant changes in member health care status.

The plan of care is documented, reviewed and revised in the Clinical Care Advance
system using template driven data entry to assure accuracy and completeness of care
plans.

Individual member care plans may be sent be sent via fax, mail or email following
HIPAA compliant practices to the PCP, relevant specialists and other ICT Members
without access to Clinical Care Advance. Providers are to maintain care plans in the
member’s file. All Molina employee members of the ICT have access to the Clinical Care
Advance system. Members will be notified either verbally or in writing that they can
request copies of their Individual member care plans through a request to the Member
Services Department.

Communication - The Molina Medicare SNP will monitor and coordinate care for
members using an integrated communication system between members/caregivers, the
Molina ICT, other Molina staff, providers and CMS. Communications structure includes
the following elements:

a. Molina utilizes state of the art telephonic communications systems for telephonic
interaction between Molina staff and all other stakeholders with capabilities for call
center queues, call center reporting, computer screen sharing (available only to
Molina staff) and audio conferencing. Molina maintains member and provider
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services call centers during CMS mandated business hours and a Nurse Advice Line
(after hours) that members and providers may use for communication and inquiries.
Interactive voice response systems may be used for member assessment data
gathering as well as general healthcare reminders. Electronic fax capability and
Molina’s ePortal allow for the electronic transmission of data for authorization
purposes and transitions between settings. Faxed and electronic information is
maintained in the member’s Molina record.

b. For communication of a general nature Molina uses newsletters (provider and
member), the Molina Medicare website and blast fax communications (providers
only). Molina may also use secure web based interfaces for member assessment, staff
training, provider inquiries and provider training.

c. For communication between members of the ICT, Molina has available audio
conferencing and audio video conferencing (Molina staff only). Most regular and ad-
hoc ICT care management meetings will be held on a face to face basis with PCPs,
other providers and member/caregivers joining via audio conferencing as needed.

d. Written and fax documentation from members and providers (clinical records,
appeals, grievances) when received will be routed through secure mail room
procedures to appropriate parties for tracking and resolution.

e. Email communication may be exchanged with providers and CMS.

f. Direct person to person communication may also occur between various stakeholders
and Molina Medicare.

g. Molina Quality Improvement Committees and Sub-Committees will meet regularly
on a face to face basis with members not able to attend in person attending via audio
conferencing.

Tracking and documentation of communications occurs utilizing the following:

a. The QNXT call tracking system will be used to document all significant telephonic
conversations regarding inquiries from members/caregivers and providers. All
telephonically received grievances will be documented in the QNXT call tracking
system. QNXT call tracking allows storage of a record of inquiries and grievances,
status reporting and outcomes reporting.

b. Communication between ICT Members and/or stakeholders will be documented in
QNXT call tracking, QNXT clinical modules or Clinical Care Advance as
appropriate. This documentation allows electronic status tracking and archiving of
discussions. Written meeting summaries may be used when issues discussed are not
easily documented using the electronic means documented above.
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Written and faxed communications when received are stored in an electronic
document storage solution and archived to preserve the data. Written documents
related to appeals and grievances result in a call tracking entry made in QNXT call
tracking when they are received allowing electronic tracking of status and resolution.

Email communication with stakeholders is archived in the Molina email server.

Direct person-to-person communication will result in a QNXT call tracking entry or a
written summary depending on the situation.

Molina Committee meetings will result in official meeting minutes which will be
archived for future reference.

designated Molina Medicare SNP Quality Improvement Director will have

responsibility to oversee, monitor and evaluate the effectiveness of the Molina Medicare
SNP Communication Program.

15. Performance and Health Outcomes Measurement - The Molina Medicare SNP
collects, analyzes reports and acts on data evaluating the Molina SNP Model of
Care. To evaluate the SNP Model of Care, Molina may collect data from multiple
sources including:

Administrative (demographics, call center data)
Authorizations
CAHPS
Call Tracking
Claims
Clinical Care Advance (Care/Case/Disease Management Program
data)
Encounters
HEDIS
HOS
Medical Record Reviews
Pharmacy
Provider Access Survey
. Provider Satisfaction Survey
Risk Assessments
Utilization
SF12v2™ Survey Results
Case Management Satisfaction Survey
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Molina will use internal Quality Improvement Specialists, External Survey Vendors and
Healthcare Analysts to collect analyze and report on the above data using manual and
electronic analysis. Data analyzed and reported on will demonstrate the following:

a.
b.

Improved member access to services and benefits.
Improved health status.
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Adequate service delivery processes.

Use of evidence based clinical practice guidelines for management of chronic
conditions.

Participation by members/caregivers and ICT Members in care planning.

Utilization of supplementary benefits.

Member use of communication mechanisms.

Satisfaction with Molina’s Case Management Program.
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Molina will submit CMS required public reporting data including:
HEDIS Data

SNP Structure and Process Measures

Health Outcomes Survey

CAHPS Survey
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Molina will submit CMS required reporting data including some of the following:
Audits of health information for accuracy and appropriateness.
Member/caregiver education for frequency and appropriateness.
Clinical outcomes.

Mental/Behavioral health/psychiatric services utilization rates.
Complaints, grievances, services and benefits denials.

Disease management indicators.

Disease management referrals for timeliness and appropriateness.
Emergency room utilization rates.

Enrollment/disenrollment rates.

Evidence-based clinical guidelines or protocols utilization rates.
Fall and injury occurrences.

Facilitation of member developing advance directives/health proxy.

. Functional/ADLs status/deficits.

Home meal delivery service utilization rates.
Hospice referral and utilization rates.

Hospital admissions/readmissions.

Hospital discharge outreach and follow-up rates.
Immunization rates.

Medication compliance/utilization rates.
Medication errors/adverse drug events.
Medication therapy management effectiveness.
Mortality reviews.

. Pain and symptoms management effectiveness.

Policies and procedures for effectiveness and staff compliance.
Preventive programs utilization rates (e.g., smoking cessation).
Preventive screening rates.

aa. Primary care visit utilization rates.

bb. Satisfaction surveys for members/caregivers.

cc. Satisfaction surveys for provider network.

dd. Screening for depression and drug/alcohol abuse.

ee. Screening for elder/physical/sexual abuse.
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ff. Skilled nursing facility placement/readmission rates.

gg. Skilled nursing facility level of care members living in the community having
admissions/readmissions to skilled nursing facilities.

hh. Urinary incontinence rates.

ii. Wellness program utilization rates.

The Molina Medicare SNP will use the above data collection, analysis and reporting to
develop a comprehensive evaluation of the effectiveness of the Molina SNP Model of
Care. The evaluation will include identifying and acting on opportunities to improve the
program. A designated Molina Quality Improvement Director and/or Medical Director
will have responsibility for monitoring and evaluating the Molina Medicare SNP Model
of Care. Molina will notify stakeholders of improvements to the Model of Care by
posting the Model of Care Evaluation on its website.

16. Care Management for the Most Vulnerable Subpopulations - The Molina
Medicare SNP will identify vulnerable sub-populations including frail/disabled,
multiple chronic conditions, ESRD and those nearing end of life by the following
mechanisms:

Risk assessments;

Home visits;

Predictive modeling;

Claims data;

Pharmacy data;

Care/case/disease management activities;
Self-referrals by members/caregivers;
Referrals from Member Services; and/or
Referrals from providers.
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Specific add-on services of most use to vulnerable sub-populations include:

a. Care management;

b. Case management;

c. Disease management; and/or
d. Provider home visits.

The needs of the most vulnerable population will be met within the Molina Medicare
SNP Model of Care by early identification and higher stratification/priority in Molina
programs including Disease Management, Care Management, and Case Management.
These members will be managed more aggressively and more frequently by the ICT.
This will assure that they are receiving all necessary services and that they have adequate
care plans before, during and after transitions in health care settings or changes in
healthcare status.
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IX. Members’ Rights and Responsibilities

Molina Medicare members have certain rights to help protect them. In this chapter, Member rights
and responsibilities are outlined based on Molina Medicare of Utah Evidence of Coverage document
that members receive annually.

A. Molina Members have a right to:

Have information provided in a way that works for them (in languages other than English that
are spoken in our service area, in Braille, in large print or other alternate formats. To get
information from us in a way that works for members, please call Member Services at (800) 665-
0898. Molina Medicare plans have translation services available to answer questions from non-
English speaking Members and can also provide information in Braille, in large print, or other
alternate formats. If Members are eligible for Medicare because of disability, Molina Medicare is
required to give information about the plan’s benefits that is accessible and appropriate for them.

1. Be treated with fairness and respect at all times. Molina Medicare must obey laws
that protect members from discrimination or unfair treatment and not discriminate based
on a race, ethnicity, national origin, religion, gender, age, mental or physical disability,
health status, claims experience, medical history, genetic information, evidence of
insurability, or geographic location within the service area.

2. If members want more information or have concerns about discrimination or unfair
treatment, please call the Department of Health and Human Services’ Office for Civil
Rights 1-800-368-1019 (TTY 1-800-537-7697) or their local Office for Civil Rights. If
members have a disability and need help with access to care, please call Member
Services at (800) 665-0898. If members have a complaint, such as a problem with
wheelchair access, Member Services can help.

3. Get timely access to covered services and drugs. Members have the right to choose a
primary care provider (PCP) in the Molina Medicare network to provide and arrange for
covered services. Members may call Member Services at (800)665-0898 to learn which
doctors are accepting new patients. Members also have the right to go to a women’s
health specialist (such as a gynecologist) without a referral. Members have the right to
get appointments and covered services from the plan’s network of providers within
a reasonable amount of time. This includes the right to get timely services from
specialists. Members also have the right to get prescriptions filled or refilled at any
network pharmacies without long delays. If members think that they are not getting
medical care or Part D drugs within a reasonable amount of time, they may call (888)
665-4621

4. Have their privacy and personal health information protected. Federal and state laws
protect the privacy of medical records and personal health information. Molina Medicare
protects personal health information as required by these laws.
= A member’s “personal health information” includes the personal information given
when they enrolled in this plan as well as medical records and other medical and
health information.

= The laws that protect a member’s privacy give them rights related to getting
information and controlling how health information is used. Members are given a
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written notice, called a “Notice of Privacy Practices,” that tells about these rights and
explains the protection of the privacy of their health information.

Be given information about our plan, our network of providers and covered
services. Members have the right to get several kinds of information by calling Member
Services at (800) 665-0898.

Information about Molina Medicare, including for example, information about
Molina’s financial condition. It also includes information about the number of
appeals made by Members and the plan’s performance ratings, including how it has
been rated by plan members and how it compares to other Medicare Advantage
health plans.

Information about our network providers including our network pharmacies. For
example, members have the right to get information about the qualifications of the
providers and pharmacies in the Molina Medicare network and how providers are
paid. For more detailed information about providers or pharmacies, Members may
call Member Services at (800) 665-0898 or visit our website at
www.molinamedicare.com.

Information about coverage and rules to follow in using coverage. Members are
provided with what medical services are covered, any restrictions to their coverage,
and what rules must be followed to get covered medical services.

Information about why something is not covered and what can be done about it.

Be supported in their right to make decisions about their care and to know about all
of their treatment choices in a way they can understand. Members have the right to be
told about all of the treatment options that are recommended for their condition, no
matter what they cost or whether they are covered. It also includes being told about
programs offered to help members manage their medications and use drugs safely.

Know about the risks. Members have the right to be told about any risks involved in
their care; be told in advance if any proposed medical care or treatment is part of a
research experiment and they always have the choice to refuse any experimental
treatments.

The right to say “no.” They have the right to refuse any recommended treatment.
This includes the right to leave a hospital or other medical facility, even if their
doctor advises them not to leave. They also have the right to stop taking medication.
Of course, if they refuse treatment or stop taking medication, they accept full
responsibility for what happens to their body as a result.

Receive an explanation if they are denied coverage for care. They have the right
to receive an explanation from Molina Medicare if a provider has denied care that
they believe they should receive.

Have the right to give instructions about what is to be done if they are not able

to make medical decisions for themselves through an advance directive.
According to law, no one can deny them care or discriminate against them based on

68


http://www.molinamedicare.com/

whether or not they have signed an advance directive. If a member has signed an
advance directive, and they believe that a doctor or hospital hasn’t followed the
instructions in it, a complaint may be filed with:

Complaint Regarding a Practitioner —
Utah Department of Commerce
Division of Occupational & Professional Licensing

Phone: (801) 530-6630 or Toll Free (866) 275-3675
Fax: (801) 530-6511

Email: doplweb@utah.gov

Address: 160 E 300 S

P.O. Box 146741
Salt Lake City, UT 84114-6741

Complaint Regarding a Facility —
Utah Department of Health
Health Facility Licensing - Certification and Resident Assessment
Phone: (800) 662-4157
Address: P.O. Box 144103
Salt Lake City, UT 84114-4130

7. Make complaints and to ask us to reconsider decisions we have made. If Members
have any problems or concerns about their covered services or care, they may need to ask
Molina Medicare to make a coverage decision, make an appeal to change a coverage
decision, or make a complaint. Whatever they do — ask for a coverage decision, make an
appeal, or make a complaint — Molina Medicare is required to treat them fairly. They
have the right to get a summary of information about the appeals and complaints that
other Members have filed in the past. To get this information, please call Member
Services at (800) 665-0898.

B. Additional Information about Members’ Rights:

What can Members do if they think they are being treated unfairly or their rights are not being
respected? If members think they have been treated unfairly or their rights have not been respected
due to race, disability, religion, sex, health, ethnicity, creed (beliefs), age, or national origin, they
should call the Department of Health and Human Services’ Office for Civil Rights at 1-800-368-
1019 or TTY 1-800-537-7697, or call the local Office for Civil Rights.

If Members think they have been treated unfairly or their rights have not been respected, and their
issue is not about discrimination, they can get help dealing with the problem they are having by
calling:

1. Molina Member Services at (800) 665-0898.

2. The State Health Insurance Assistance Program, which is a government program with trained
counselors in every state. In Utah, the State Health Insurance Assistance Program is called:
Division of Aging and Adult Services
Phone: (800) 541-7735
Website: daas.utah.gov/senior~services
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3.

Medicare - Members may visit the Medicare website (http://www.medicare.gov) to read or
download the publication “Their Medicare Rights & Protections™; or, members can call 1-800-
MEDICARE (1-800-633-4227) 24 hours a day, 7 days a week. TTY users should call 1-877-
486-2048.

C. Molina Medicare Members have a responsibility to:

1.

Get familiar with their covered services and the rules they must follow to get these covered
services.

Inform Molina if they have any other health insurance coverage or prescription drug coverage.
Tell their doctor and other healthcare providers that they are enrolled in Molina Medicare, and
show how their plan membership card and their Medicaid card whenever they get their medical

care or Part D prescription drugs.

Help their doctors and other providers help they by giving them information, asking questions
and following through on their care.

Be considerate. We expect all our members to respect the rights of other patients. We also
expect them to act in a way that helps the smooth running of their doctor’s office, hospitals, and
other offices.

Pay what they owe. As a plan member, they are responsible for these payments:

= They must pay any applicable premiums for some of their medical services or drugs covered
by the plan. Some members must pay Part A and B premiums.

= They must pay their share of the cost when they get the service or drug. This will be a
copayment (a fixed amount) or coinsurance (a percentage of the total cost).

= If they get any medical services or drugs that are not covered by Molina Medicare or by other
insurance they may have, they must pay the full cost. If they disagree, they may appeal.

= If they are required to pay a late enrollment penalty, they must pay it to remain a member of
Molina Medicare.

Tell Molina if they move. If they are going to move, it is important to tell us right away.
= [f they move outside of Molina Medicare’s service area, they cannot remain a member.

= If they move within our service area, we still need to know so we can keep their membership
record up to date and know how to contact them.

Call Member Services for help if they have questions or concerns. We also welcome any
suggestions they may have for improvement. Member Services can be