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Addendum to: Provider Roles and Responsibilities
Applicable to Medicare-Medicaid Plan (MMP) Providers

Ensuring Adequate COVID-19 Safety Protocols for Federal Contractors for
Subcontracts Over the Simplified Acquisition Threshold of $250,000

(a) Definition. As used in this clause “United States or its outlying areas” means:

(1)  The fifty States;

(2)  The District of Columbia;

(83)  The commonwealths of Puerto Rico and the Northern Mariana Islands;

(4) The territories of American Samoa, Guam, and the United States Virgin
Islands; and

(5) The minor outlying islands of Baker Island, Howland Island, Jarvis Island,
Johnston Atoll, Kingman Reef, Midway Islands, Navassa Island, Palmyra
Atoll, and Wake Atoll.

(b)  Authority. This clause implements Executive Order 14042, Ensuring Adequate
COVID Safety Protocols for Federal Contractors, dated September 9, 2021
(published in the Federal Register on September 14, 2021, 86 FR 50985).

(c) Compliance. The Provider, a subcontractor, shall comply with all guidance,
including guidance conveyed through Frequently Asked Questions, as amended
during the performance of this Agreement, for contractor or subcontractor
workplace locations published by the Safer Federal Workforce Task Force (Task
Force Guidance) at https:/www.saferfederalworkforce.gov/contractors/.

(d) Subcontracts. The Provider shall include the substance of this clause, including
this paragraph (d), in subcontracts at any tier that exceed the simplified
acquisition threshold, as defined in Federal Acquisition Regulation 2.101 on the
date of subcontract award, and are for services, including construction,
performed in whole or in part within the United States or its outlying areas.”
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Molina Healthcare Provider Manual and Orientation Acknowledgement

Please sign and return to Molina Healthcare Provider Services acknowledging receipt of
the
Molina Healthcare Edition of the Provider Manual and Orientation

Molina Healthcare History and Overview
Molina Product Lines

Molina Healthcare Service Delivery Areas
Molina Benefits by Product Line

Eligibility, Claims, Appeals & Reimbursement
Children of Migrant Farm Workers (FREW)
THSteps

Medical Management (Quality Improvement, Disease Management,
Case Management & Utilization Management)
Long Term Support Services (if applicable)
Prior Authorization

Out-of-Network Referrals

Provider Complaint Process

E-Portal

Behavioral Health (if applicable)

Group Practice Name:

Provider Name:

Address:

City/ZIP:

County:

Phone:

Date:

Name (If not Provider):

Signature:
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Quick Reference Guide

Provider Services/Relations (Medicaid, CHIP &
MMP)

Claims Status, Complaint & Appeals Status
Member Eligibility, Benefit Verification

Utilization Management, Quality Improvement
Prior Autharization, Referrals

(855) 322-4080

MTHXProviderServices@MolinaHealthcare.com

Provider Online Portal Relations (Medicaid, CHIP &

MMP)

Member Eligibility, Claims Submission and Status, https://provider.molinahealthcare.com/Provider/Login
Authorization Request Submission and Status, HEDIS

Scores

Behavioral Health Services (Medicaid, CHIP & MMP)

Crisis Hotline

(800) 818-5837

Behavioral Health Services (866) 449-6849

Contracting (Medicaid, CHIP & MMP)

How to join the network Texasexpansioncontracting@molinahealthcare.com
Contract Clarifications

Fee Schedule Inquiries

Provider Complaints and Appeals (Medicaid, CHIP Phone: (866) 449-6849/ Fax: (877) 319-6852
& MMP) Molina Healthcare of Texas

Attn: Provider Complaints & Appeals

P.O. Box 165089

Irving, Texas 75016

Electronic Claims Submission Vendors (Medicaid,
CHIP & MMP)

Availity, Zirmed, Practice Insight, SSI & Change
Healthcare

Payor Identification for All: 20554

Paper & Corrected Claims (Medicaid, CHIP & MMP) | P.O. Box 22719
Long Beach, CA 90801

Pharmacy (Medicaid, CHIP & MMP) (866) 449-6849 (Voice)
Prior Authorizations, Assistance/Inquiries (888) 487-9251 (Fax)
24-hour Nurse Advice Line (Medicaid, CHIP & MMP) | (888) 275-8750 (English)
Clinical Support for Members (866) 648-3537 (Spanish)
STAR+PLUS Service Coordination (866) 409-0039

LTSS Rate Grid www.MolinaHealthcare.com

(866) 449-6849

Member Services (Medicaid & CHIP) (877) 319-6826 (CHIP Rural Service Area)

Enrollee Services (MMP) (866) 856-8699
Medicaid Managed Care Helpline (866) 556-8989
Compliance/Anti-Fraud Hotline (Medicaid, CHIP & (866) 655-4626
MMP) https://molinahealthcare.alertline.com
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Introduction

Background

Molina Healthcare of Texas (Molina) is a for-profit corporation in the State of Texas,
and a subsidiary of Molina Healthcare, Inc. Molina Healthcare, Inc. (MHI) is a publicly
traded, multi-state managed care organization that arranges for the delivery of health
care services to persons eligible for Medicaid and other programs for low-income
families and individuals. The parent company’s operations are based in Long Beach,
California. MHI was incorporated in the state of Delaware.

MHI was founded in 1980 by C. David Molina, M.D. as a provider organization serving
the Medicaid population through a network of primary care clinics in California. In 1994,
Molina Healthcare of California received its license as a health maintenance
organization and began operating as a health plan. Over the past several years, MHI
has expanded its operations into multiple states. MHI now touches the lives of
approximately 1.8 million Medicaid members in 10 different states.

Continuing the Vision

Molina has taken great care to become an exemplary organization caring for the
underserved by overcoming the financial, cultural and linguistic barriers to healthcare,
thus ensuring that medical care reaches all levels of our society. We are committed to
continuing our legacy of providing accessible, quality healthcare to the children and
families in our communities.

Vision Statement

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

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 healthcare;

We are healthcare innovators and embrace change quickly;

We respect each other and value ethical business practices;

We are careful in the management of our financial resources and serve as prudent
stewards of the public’s funds;



Objectives of Program(s)

The objectives of the STAR and STAR+PLUS programs are to:

= Promote a system of health care delivery that provides coordinated and improved
access to comprehensive health care and enhanced provider and client
satisfaction;

= Improve health outcomes by ensuring the quality of health care provided to
members and by promoting wellness and prevention;

= Achieve cost effectiveness without compromising access and quality;

= Integrate acute and long-term care services for the STAR+PLUS members;

= Coordinate Medicare services for STAR+PLUS members who have SSI-Medicare
and Medicaid; and

= Provide timely claims payment.

The objectives of the CHIP program are to:

= Raise awareness of the children’s health insurance options available in the State;
= Increase the number of insured children within the state; and
= Decrease the cost of health care by utilizing comprehensive and preventative care.

The objectives of the Molina Dual Options STAR+PLUS MMP (MMP) program are to:

e Provide quality healthcare coverage and services with little out-of-pocket costs for
individuals who are eligible for both Medicare (entitled to benefits under Medicare
Part A and enrolled under Medicare Part B and D) and full Medicaid;

e Promote a fully integrated approach in which all Medicare and Medicaid services
are provided through a single managed care organization; and

e Provide appropriate services, coordinate health care and facilitate enhanced
communication to improve quality management of services and health outcomes.

Role of Primary Care Provider (STAR, STAR+PLUS, & CHIP)

Primary Care Providers (PCP) participating in the Texas Medicaid and CHIP Programs
practice the “medical home concept.” The providers in the medical home are
knowledgeable about the individual’s and family’s specialty care and health-related social
and educational needs and are connected with necessary resources in the community
that will assist the family in meeting those needs. When referring for consultation to
specialists, network facilities and contractors, and/or health and health-related services,
the medical home maintains the primary relationship with the individual and family, keeps
abreast of the current status of the individual and family through a planned feedback
mechanism, and accepts them back into the medical home for continuing primary medical
care and preventive health services.

Role of Specialty Care Provider (STAR, STAR+PLUS, & CHIP)



The specialty care provider coordinates care with the member's PCP through the
submission of consultation letters and recommendations for inclusion in the member’s
medical record. This includes the coordination, documentation and communication of all
physical medicine and behavioral health care on behalf of members. Specialty care
providers maintain regular hours of operation that are clearly defined and communicated
to members and provide urgent specialty care appointments within 24 hours of request.

Specialist as a PCP (STAR, STAR+PLUS, & CHIP)

Specialty Providers who agree to provide the full range of required primary care services
may be designated by Molina as a PCP for Members in a Nursing Facility and or Members
with disabilities, special health care needs, Chronic or Complex disabling or life-
threatening illnesses or conditions. Upon request by a Molina Member or provider, Molina
shall consider whether to approve a specialist to serve as a Member’'s PCP. The criteria
for a specialist to serve as a PCP includes:
= whether the Member has a chronic, disabling, or life-threatening illness
= whether the requesting specialist has certified the medical need for the Member to
utilize the non-PCP specialist as a PCP;
= whether the specialist is willing to accept responsibility for the coordination of all of
the Member’s health care needs;
= whether the specialist meets Molina requirements for PCP patrticipation, including
credentialing; and
= whether the contractual obligations of the specialist are consistent with the
contractual obligations of Molina PCPs.

For further information about Molina’s policy on the process for a specialist to serve as a
Member’s PCP, please contact Member Services.

Role of Long-Term Services & Supports (LTSS) Providers for STAR+PLUS Members
and MMP Enrollees

The provider is responsible for contacting the care coordinator to extend services
beyond the initial authorization period. The provider must complete a re-authorization
form and send it to Molina Healthcare for re-authorization. The provider must verify
member eligibility on a monthly basis.

All LTSS Providers must obtain a prior authorization before providing services to an
eligible member or prior to admitting an eligible member to their facility. All Skilled
Nursing Facilities must submit a Resident Transaction Notice to the State Claims
Administrator within 72 hours of an admission or discharge of a STAR+PLUS member.

Role of Molina Service Coordinator for STAR+PLUS Members and MMP Enrollees

Service Coordination is a special program offered by Molina Healthcare to help
members manage their health, long-term, and behavioral health care needs.

Molina will furnish a Service Coordinator to all STAR+PLUS Members and MMP

Enrollees who request one. Molina will also furnish a Service Coordinator to a
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STAR+PLUS Member when Molina determines one is required through an
assessment of the Member’s health and support needs.

The Service Coordinator will work as a team with the PCP to coordinate all Covered
Services and any applicable Non-capitated Services.

Service Coordinators Role:

Review assessments and develop a plan of care utilizing input from the member,
family and providers for Level 1,2 and 3 Members

Coordinate with the member’s PCP, specialists and providers to ensure the
member’s health and safety needs are met in the least restrictive setting

Refer members to support services such as disease management and community
resources

Authorize services

Discharge Planning

Transition Plan

Role of CHIP Perinatal Provider

It is the role of CHIP PCPs and Perinatal Care Providers to coordinate services for
Members, including coordination with essential public health services such as:

Reporting requirements regarding communicable diseases and/or

diseases which are preventable by immunization;

Referring communicable disease outbreaks to the local Public Health Entity;
Referring to the local Public Health Entity for Tuberculosis investigation, evaluation,
and preventive treatment of persons whom the member has come into contact;
Referring to the local Public Health Entity for STD/HIV contact
investigation, evaluation, and preventive treatment of persons whom the

member has come into contact;

Coordinating care for suspected or confirmed cases of lead exposure;

Coordinating care for the health and well-being of the unborn baby and pregnant
mother; and

Coordinating care for CHIP members to ensure they receive the most
appropriate care in the most appropriate setting.

Role of Pharmacy (STAR, STAR+PLUS, MMP & CHIP)

Pharmacy Roles and Responsibilities:

Adhere to the Formulary Preferred Drug List (PDL);

Coordinate with the prescribing physician.
Ensure Members receive all medications for which they are eligible; and

Coordinate of benefits when a Member also receives Medicare Part D services or
other insurance benefits.



Role of Main Dental Home

Dental plan Members may choose their Main Dental Homes. Dental plans will assign
each Member to a Main Dental Home if he/she does not timely choose one. Whether
chosen or assigned, each Member who is 6 months or older must have a designated
Main Dental Home

A Main Dental Home serves as the Member’'s main dentist for all aspects of oral
health care. The Main Dental Home has an ongoing relationship with that Member,
to provide comprehensive, continuously accessible, coordinated, and family-
centered care. The Main Dental Home provider also makes referrals to dental
specialists when appropriate. Federally Qualified Health Centers and individuals who
are general dentists and pediatric dentists can serve as Main Dental Homes.

Hospital Responsibilities (STAR, STAR+PLUS, & CHIP)

Molina has contracted with area hospitals to provide services to Molina Healthcare
members. Hospitals must:
= Notify the PCP immediately, or no later than close of business the next business
day, after a Member’s appearance in an Emergency room;
= Obtain Prior authorization for inpatient and outpatient services;
= Obtain authorization for services listed in the section “What Requires Pre-
Authorization;” and
= Notify Molina of all emergency admissions upon the close of the next business day.

Network Limitations (i.e. PCPs, Specialists, OB/GYN) (STAR, STAR+PLUS, &
CHIP)

Molina prefers that a Pediatrician, General Practice, Family Practice, Family Advanced
Practice Nurse or Physician’s Assistant under the supervision of a physician act as the
PCP for children. In addition, if an internist accepts the responsibility of being the PCP for
a person under 20, the internist must have hospital admitting privileges to the pediatric
unit.

Adults may choose from among the following specialties for their PCPs: General Practice,
Family Practice, Internal Medicine, Family Advanced Practice Nurses and Physician
Assistants practicing under the supervision of a physician, Federally Qualified Health
Centers (FQHCs), Rural Health Clinics (RHC), and similar community clinics.

A family practitioner will only be allowed to serve as an OB/GYN if he/she is board
certified, is actively practicing with hospital privileges at a network hospital and has been
credentialed as both a family practitioner and an OB/GYN.



Provider Advisory Groups

Providers are welcomed to participate in Molina’s Provider Advisory Group. The
Provider Advisory Group meets quarterly and gives providers an opportunity to share
feedback and suggestions with Molina. If you are interested in joining the Advisory
Group, contact your Provider Services Representative.



Chapter 1 - Benefits and Covered Services

Texas Health Steps Services (THSteps) (STAR)

Texas Health Steps is the Early and Periodic Screening, Diagnosis and Treatment
Program (EPSDT). The program is designed to improve the health of Texas kids. For
full information on the Texas Health Steps and Comprehensive Care Program, including
private duty nursing, prescribed pediatric extended care centers, and therapies, please
see the Texas Medicaid Provider Procedures Manual at:
www.tmhp.com/Pages/Medicaid/Medicaid Publications Provider manual.aspx.

Timely Medical Checkups

= Checkups received before the periodic due date are not timely medical checkups.
= For reporting periods on and after September 1, 2010:

e Member is less than 36 months of age: A checkup is considered to have been
provided timely if the checkup occurs within 60 days beyond the periodic due
date based on an Existing Member’s birthday.

e Member is 36 months of age or older: A checkup is considered to have been
provided timely if the checkup occurs within 364 calendar days after the child’s
birthday in a non- leap year or 365 calendar days after the child’s birthday in a
leap year.

If a provider has documentation that a member has already received a checkup there will
be no need to conduct another checkup until the next checkup is due whenever
appropriate.

Children of Migrant Farm Workers

Children of Migrant Farm workers due for a Texas Health Steps medical checkup can
receive their periodic checkup on an accelerated basis prior to leaving the area. A
checkup performed under this circumstance is an accelerated service but should be billed
as a checkup.

Performing a make-up exam for a late Texas Health Steps medical checkup previously
missed under the periodicity schedule is not considered an exception to periodicity nor an
accelerated service. It is considered a late checkup.

Who Can Perform THSteps Examinations?

Only Medicaid-enrolled THSteps providers will be reimbursed for performing THSteps
examinations. All THSteps enrolled PCP’s are encouraged to perform THSteps
examinations; however, any provider enrolled as a THSteps provider may perform
THSteps medical examinations. If the PCP performing the examination is not the
Member’'s PCP, the performing provider must provide a report to the PCP of record. If
the performing PCP diagnoses a medical condition that requires additional treatment, the

patient must be referred back to the PCP of record
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How Do | Become a THSteps Provider?

If a provider wishes to become a THSteps provider, he/she can go to www.tmhp.com and
click on Provider Enrollment. This page will allow providers to complete the THSteps
Enrollment Application, as well as other applications such as the Dental Provider
Enrollment Application and the Children with Special Healthcare Needs (CSHCN)
Provider Enrollment Application. If you have any questions, please contact TMHP at
(800) 925-9126, Option 2. Completed applications should be mailed to the following
address:

Texas Medicaid & Healthcare Partnership
ATTN: Provider Enrollment
PO Box 200795
Austin, Texas 78720-0795

Documentation of Completed Texas Health Steps Components and Elements

Each of the six components and their individual elements according to the
recommendations established by the Texas Health Steps periodicity schedule for children
as described in the Texas Medicaid Provider Procedures Manual must be completed and
documented in the medical record.

Any component or element not completed must be noted in the medical record, along with
the reason it was not completed and the plan to complete the component or element. The
medical record must contain documentation on all screening tools used for TB, growth
and development, autism, and mental health screenings. The results of these screenings
and any necessary referrals must be documented in the medical record. THSteps
checkups are subject to retrospective review and recoupment if the medical record does
not include all required documentation.

THSteps checkups are made up of six primary components. Many of the primary
components include individual elements. These are outlined on the Texas Health Steps
Periodicity Schedule based on age and include:

e Comprehensive health and developmental history which includes nutrition
screening, developmental and mental health screening and TB screening

e A complete history includes family and personal medical history along with
developmental surveillance and screening, and behavioral, social and
emotional screening. The Texas Health Steps Tuberculosis Questionnaire is
required annually beginning at 12 months of age, with a skin test required if
screening indicates a risk of possible exposure.

e Comprehensive unclothed physical examination which includes
measurements; height or length, weight, fronto-occipital circumference, BMI,
blood pressure, and vision and hearing screening

o A complete exam includes the recording of measurements and
percentiles to document growth and development including fronto-
occipital circumference (0-2 years), and blood pressure (3-20
years). Vision and hearing screenings are also required
components of the physical exam. It is important to document any
referrals based on findings from the vision and hearing screenings.
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Immunizations, as established by the Advisory Committee on Immunization
Practices, according to age and health history, including influenza,
pneumococcal, and HPV.

e Immunization status must be screened at each medical checkup and
necessary vaccines such as pneumococcal, influenza and HPV must be
administered at the time of the checkup and according to the current ACIP
‘Recommended Childhood and Adolescent Immunization Schedule-United
States,” unless medically contraindicated or because of parental reasons of
conscience including religious beliefs.

e The screening provider is responsible for administration of the immunization
and are not to refer children to other immunizers, including Local Health
Departments, to receive immunizations.

e Providers are to include parental consent on the Vaccine Information
Statement, in compliance with the requirements of Chapter 161, Health and
Safety Code, relating to the Texas Immunization Registry (ImmTrac).

e Providers may enroll, as applicable, as Texas Vaccines for Children
providers. For information, please visit
https://www.dshs.texas.gov/immunize/tvfc/.

Laboratory tests, as appropriate, which include newborn screening, blood lead
level assessment appropriate for age and risk factors, and anemia

= Newborn Screening: Send all Texas Health Steps newborn screens to the
DSHS Laboratory Services Section in Austin. Providers must include detailed
identifying information for all screened newborn Members and the Member’s
mother to allow DSHS to link the screens performed at the Hospital with
screens performed at the newborn follow up Texas Health Steps medical
checkup.

= Anemia screening at 12 months.

= Dyslipidemia Screening at 9 to 12 years of age and again 18-20 years of age

= HIV screening at 16-18 years

» Risk-based screenings include:
o dyslipidemia, diabetes, and sexually transmitted infections including HIV,

syphilis and gonorrhea/chlamydia.

Health education (including anticipatory guidance), is a federally mandated
component of the medical checkup and is required in order to assist parents,
caregivers and clients in understanding what to expect in terms of growth and
development. Health education and counseling includes healthy lifestyle
practices as well as prevention of lead poisoning, accidents and disease.

Dental referral every 6 months until the parent or caregiver reports a dental
home is established.

e Clients must be referred to establish a dental home beginning at 6 months of
age or earlier if needed. Subsequent referrals must be made until the parent
or caregiver confirms that a dental home has been established. The parent
or caregiver may self-refer for dental care at any age.

Use of the THSteps Child Health Record Forms can assist with performing and
documenting checkups completely, including laboratory screening and immunization
components. Their use is optional and recommended. Each checkup form includes all
checkup components, screenings that are required at the checkup and suggested age
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appropriate anticipatory guidance topics. They are available online in the resources
section at www.txhealthsteps.com.

Information concerning the appropriate ages for lead testing, development assessment,
and dental referral can be found on the Texas Department of State Health Services
website.

THSteps medical checkups may be billed electronically or on a CMS-1500 claim form.
Providers may request information about electronic billing or the claim form by contacting
Provider Services (855) 322-4080.

Reminder: A complete checkup is a screening provided in accordance with mandated
procedures and the narrative standards outlined for each procedure in the Texas
Medicaid Provider Procedures Manual - Texas Health Steps. Incomplete medical
checkups are not reimbursed.

If a member fails to keep their Texas Health Steps (THSteps) appointment, the provider
office is to contact Maximus directly to report the missed appointment. Maximus can be
contacted via phone at 1-877-THSteps (847-8377), Monday to Friday, 8 a.m. — 6 p.m.

Reimbursement

Reimbursement is based on the Medicaid Fee schedule and includes payment for
tuberculosis (TB) skin tests and collecting the blood specimens for all required laboratory
services included on the checkup periodicity schedules. Immunizations, TB skin test and
supplies, laboratory supplies, and laboratory testing are made available free of charge to
screening providers through DSHS. A $5 reimbursement is made for each immunization
administered during the medical checkup visit. Combined antigen vaccines (for example,
DTaP and MMR) are reimbursed as one dose. The reimbursement is not made for
performing the TB skin test.

In accordance with current federal policy, the Texas Medicaid Program and clients eligible
for Medicaid cannot be charged when a client does not keep an appointment. Only
services provided are considered for reimbursement.

Adult Accompaniment to Medical Checkup

THSteps policy requires, as a condition for provider reimbursement, that a child younger
than age 15 must be accompanied by the child’s parent, guardian, or other authorized
adult during visits or checkups under the state Medicaid program.

Exception: School health clinics, Head Start programs, and child care facilities are
exempt from this policy if the clinic, program, or facility encourages parental involvement
and obtains written consent for the services. The consent from the child’s parent or
guardian must have been received within the one-year period before the date the services
are provided and must not be revoked.
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Environmental Lead Investigation (ELI) — Lead Screening and Testing

Texas Health Steps requires blood lead screening at the ages noted on the THSteps
Periodicity Schedule. The screening must be performed as part of the medical checkup.
Additionally, environmental lead risk assessments should be completed for any child
between 24 months and 6 years with no record of a previous blood lead screening test.
Providers may use the Lead Risk Questionnaire, Form Pb-110, which is provided at:
https://www.dshs.state.tx.us/THsteps/forms.shtm or an equivalent form of their choice.

Texas law requires all blood levels, elevated and non-elevated, for members who are 14
years of age or younger be reported the Texas Childhood Lead Poisoning Prevention
Program (TXCLPPP). Reports should include all information as required on the Child
Blood Lead Reporting, Form F09-11709 or the Pb-111 Point-of-Care Blood Lead Testing
Report form. These forms can be found at: https://www.dshs.texas.gov/lead/Forms.aspx.

Additional information, including follow up testing and care information and Centers for
Disease and Control and Prevention guidelines can be found at:
https://www.dshs.state.tx.us/lead/child.shtm.

Oral Evaluation and Fluoride Varnish Benefit (OEFV)

OEFV is a THSteps covered benefit. This benefit may be rendered and billed by certified
Texas Health Steps providers when performed on the same day as the Texas Health
Steps medical checkup. This benefit includes (during a visit) intermediate oral evaluation,
fluoride varnish application, Dental anticipatory guidance, and referral to a dental home.

The visit is billed in conjunction with a Texas Health Steps medical checkup utilizing CPT
code 99429 with U5 modifier. The provider must document all components of the OEFV
on the appropriate documentation. The provider should assist members with a referral to
a dentist to establish a dental home whenever appropriate and maintain record of such
referral in the member’s record.

Newborn Examination

Providers must include detailed identifying information for all screened newborn Members
and the Member’s mother to allow DSHS to link the screens performed at the Hospital
with screens performed at the newborn follow up Texas Health Steps medical checkup.

Any provider attending the birth of a baby must require testing for PKU, galactosemia,
hypothyroidism, sickle hemoglobin and congenital adrenal hyperplasia on all newborns
before discharge as required by Texas Law. All infants must be tested a second time at
one to two weeks of age.

These tests must be submitted to the DSHS Laboratories. For complete information,
collection testing materials, supplies, instructions and newborn screening forms contact:

DSHS Laboratories
1100 West 49t St. Austin, Texas 78756-3199
1-512-458-7331
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You may also go to their link at www.dshs.state.tx.us/lab

Inpatient newborn examinations billed with procedure codes 99460, 99461, or 99463 may
be counted as THSteps medical checkups when all required components are completed.

The required components of the initial THSteps checkup must meet AAP
recommendations and must include the following documentation:
= The expected required components of a medical checkup must be age-appropriate
and include the following:
o Comprehensive health and developmental history including:

Nutrition screening
Developmental screening
Mental health
Tuberculosis screening
= Comprehensive unclothed physical examination, including graphic recording
of measurements, including:

o Height/length and weight

o Body mass index (BMI) calculated beginning at 2 years of age

o Fronto-occipital circumference through the first 24 months of age
Blood pressure beginning at 3 years of age
Sensory screening
Vision screening
Hearing screening
Immunizations Status
Administration, as necessary
Laboratory testing
Anemia screening
Blood lead screening at 12 and 24 months
Age-appropriate laboratory testing
Risk-based laboratory testing
Dental referral
Health Education including anticipatory guidance

o O O O

Include and document these components if procedure codes 99460, 99461 or 99463 are
billed to Molina.

If the provider chooses to do a brief examination (not including all the above components),
the provider may bill the HCPCS code 1-99431 or 1-99432 with modifier 52, which will
not count as a THSteps checkup.

Providers billing these codes are not required to be THSteps providers, but they must be
enrolled as Medicaid providers. Molina encourages THSteps enrollment for all providers
who will be following the child for well-child care, immunizations, and offering a “medical
home” for the child. Physicians and hospital staff are encouraged to inform parents eligible
for Medicaid that the next THSteps checkup on the periodicity schedule should be
scheduled at one to two weeks of age and that regular checkups should be scheduled
during the first year.
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THSteps Benefits and Limitations

Medical checkup services are covered for members younger than age 21 years when
delivered in accordance with the periodicity schedule. The periodicity schedule specifies
the screening procedures recommended at each stage of the member’s life and identifies
the time period, based on the client's age, when medical checkup services are
reimbursable.

In acknowledgment of the practical situations that occur in the office or clinic settings, the
periodicity schedule stresses the philosophy that the components of the THSteps medical
checkup should be completed according to the individual child’s appropriate needs. If a
component cannot be completed because of a medical contraindication of child’s
condition, then a follow-up visit is necessary.

Member eligibility for a medical checkup is determined by the Member’s age on the first
day of the month. If a Member has a birthday on any day except the first day during the
month, the new eligibility period begins on the first of the following month. If a Member
turns age 21 years during a month, the Member continues to be eligible for THSteps
services through the end of that month.

If components of the THSteps checkup have been provided one month proceeding the
child’s birthday month and the medical checkup occurs in the following month, providers
should clearly refer to that previous documentation, including the date(s) of service in the
current clinical notation, and add appropriate new documentation for the checkup
currently being billed.

All components of the THSteps medical checkup are included in the reimbursement of
the visit. The visit is a comprehensive medical checkup and must include all assessments,
screenings, and laboratory tests as indicated on the periodicity schedule. Specifically,
when there is an available CPT code for a component, it will not be reimbursed separately
on the same day as a medical checkup.

Immunizations — Medicaid and CHIP

Providers who administer THSteps immunizations must comply with the Immunization
Standard Requirements set forth in Chapter 161, Health and Safety Code; the standards
in the Advisory Committee on Immunization Practices (ACIP) Immunization Schedule; the
AAP Periodicity Schedule for CHIP Members; and the Texas Health Steps Periodicity
Schedule for Medicaid Members.

The Texas Vaccines for Children (TVFC) Program provides Medicaid and CHIP children
who are younger than age 19 years with vaccines that are routinely recommended
according to the Recommended Childhood Immunization Schedule (Advisory Committee
on Immunization Practices ACIP, American Academy of Pediatrics AAP, and the
American Academy of Family Physicians AAFP). If not already enrolled, Medicaid and
CHIP providers can enroll, as applicable, as Texas Vaccines for Children Providers

Medicaid members under age 20 must be immunized during the THSteps checkup
according to the ACIP routine immunization schedule. The screening provider
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is responsible for administration of immunizations and should not refer children to local
health departments to receive the immunizations. Combined antigens are reimbursed as
one immunization.

Reminder: An administration fee is paid for each immunization given during a THSteps
checkup or as part of a follow-up claim, except for services performed in an FQHC or
RHC setting.

For children not previously immunized, DSHS requires immunizations be given unless
medically contraindicated or excluded from immunizations for reasons of conscience,
including a religious belief.

It is important for all immunizations to be properly documented in the member’s medical
record. Immunizations are a required component of the THSteps medical checkup for
Medicaid members. Immunizations administered during a checkup must be indicated on
the claim.

ImmTrac is a central repository of a child’s (younger than 18 years) immunization record.
It is a free service offered to medical providers, parents, public health authorities, schools,
and licensed child-care facilities. Texas law requires that medical providers report to
ImmTrac any vaccines administered to children younger than age 18 years whose parents
have consented in writing to participate in the registry.

Medicaid Covered Benefits for STAR and STAR+PLUS

Molina covers all medically necessary Medicaid covered services with no pre-existing
condition limitations. Some services require prior authorization. For the most updated list
of Medicaid covered benefits for STAR and STAR+PLUS, including limitations and
exclusions, please refer to refer to the Texas Medicaid Provider Procedures Manual,
which can be accessed online at: http://www.tmhp.com. For Molina prior authorization
guidelines please refer to the Prior Authorization Review Guide available at
Molinahealthcare.com.

Early Childhood Intervention (ECI)

The Texas Interagency Council on Early Childhood Intervention (ECI) was established in
1981 to develop a statewide system of comprehensive services for infants and toddlers
with developmental disabilities. ECI serves children, 35 months of age and younger, (i.e.,
before their third birthday), with disabilities or delays and supports families to help their
children reach their potential through education and developmental services.

ECI provides evaluations and assessments, at no cost to families, to determine eligibility
and need for services. Families and professionals work as a team to plan appropriate
services based on the unique needs of the child and family.

Providers are required, under Federal and State law, to:
= Screen/ identify Members 35 months of age or younger suspected of having a
developmental delay or disability, or who are at risk of delay, and children who have
suspected or confirmed hearing and/or visual impairment.
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= Refer identified members to the Texas Early Childhood Intervention program for
assessment and evaluation as soon as possible, but no longer than seven (7) days
after identifying a disability or suspected delay in development. Referrals can be
based on professional judgment or a family's concern. A medical diagnosis or a
confirmed developmental delay is not required for referrals.

= Use materials from Department of Assistive and Rehabilitative Services
(DARS) available on: http://www.dars.State.tx.us/ecis/index.shtml

= With parent’'s consent, participate in the development and implementation of the
Individual Family Service Plan (IFSP) including the provision of services and
diagnostic procedures necessary to develop and carry out the plan.

= Comply with the release of records within 45 days so that screening may be
completed.

Early identification will facilitate the development of an effective treatment plan that may
prevent or reduce a disability that may last a lifetime.

Parents/Guardians of children between the ages of 0 — 35 months with a disability or
suspected delays in development, or children who have suspected or confirmed hearing
and/or visual impairment should be referred to the ECI DARS Inquiries Line (800) 628-
5115.

Comprehensive Care Program (CCP)

Comprehensive Care Program (CCP) is Texas' name for the expanded portion of Texas
Health Steps. CCP covers services for children birth through 20 years old that are not
usually allowed or are more limited under Medicaid for the adult population. CCP is a
result of a Congressional mandate that took effect in 1990.

Federal changes made in the Omnibus Reconciliation Act of 1989 (OBRA 89) expanded
Medicaid services and Texas Health Steps in particular. Under OBRA 89, children 20
years old and younger are eligible for any medically necessary and appropriate health
care service that is covered by
Medicaid, regardless of the limitations of the state's Medicaid Program. Texas Health
Steps-CCP services include benefits which were not available to children before OBRA
89, such as:

= Treatment in freestanding psychiatric hospitals
Developmental speech therapy
Developmental occupational therapy
Augmentative Communication Devices/Systems
Private Duty Nursing

Pediatric Therapies

Prior authorizations for pediatric speech, physical and occupational therapy are required
for all requests after the initial evaluation. The code appropriate codes for these
authorizations can be found on the Prior Authorization Code Matrix on
MolinaHealthcare.com.
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Most CCP services require prior authorization. See prior authorization guidelines for
further information.

Prescribed Pediatric Extended Care Centers and Private Duty Nursing

A Member has a choice of PDN, PPECC, or a combination of both PDN and PPECC for
ongoing skilled nursing. PDN and PPECC are considered equivalent services and must
be coordinated to prevent duplication. A Member may receive both in the same day, but
not simultaneously (e.g., PDN may be provided before or after PPECC services are
provided.) The combined total hours between PDN and PPECC services are not
anticipated to increase unless there is a change in the Member’s medical condition or the
authorized hours are not commensurate with the Member’s medical needs. Per 1 Tex.
Admin, Code 8363.209 (c)(3), PPECC services are intended to be a one-on-one
replacement of PDN hours unless additional hours are medically necessary.

Drug Benefits (STAR, STAR+PLUS & CHIP)

Medically necessary outpatient drugs and biologicals; including pharmacy-dispensed and
provider administered outpatient drugs and biologicals are covered benefits for STAR,
STAR+PLUS and CHIP members.

Emergency Prescription Supply (STAR, STAR+PLUS, & CHIP)

A 72-hour emergency supply of a prescribed drug must be provided when a medication
is needed without delay and prior authorization (PA) is not available. This applies to all
drugs requiring a prior authorization (PS), either because they are non-preferred drugs
on the Preferred Drug List or because they are subject to clinical edits.

The 72-hour emergency supply should be dispensed any time a PA cannot be resolved
within 24 hours for a medication on the Vendor Drug Program formulary that is appropriate
for the member’s medical condition. If the prescribing provider cannot be reached or is
unable to request a PA, the pharmacy should submit an emergency 72-hour prescription.

A pharmacy can dispense a product that is packaged in a dosage form that is fixed and
unbreakable, e.g., an albuterol inhaler, as a 72-hour emergency supply.

To be reimbursed for a 72-hour emergency prescription supply, pharmacies should
submit the following information:
o “8”in “Prior Authorization Type Code” (Field 461-EU)
o “801”in “Prior Authorization Number Submitted (Field 462-EV)
o “3”in “Days Supply” (in the Claim segment of the billing transaction (Field 405-
D5)
o The quantity submitted in “Quantity Dispensed” (Field 442-E7) should not exceed
the quantity necessary for a three-day supply according to the directions for
administration given by the prescriber.

Call (866)449-6849 for more information about the 72-hour emergency prescription
supply policy.
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CHIP Member Prescriptions

CHIP members are eligible to receive an unlimited number of prescriptions per month and
may receive up to a 90-day supply of a drug.

Additional Benefits to STAR+PLUS Members and MMP Enrollees

STAR+PLUS members receive all the benefits of the traditional Texas Medicaid program.
The provider must bill Molina Healthcare for Inpatient Behavioral Health Services.
Additional benefits obtained through the STAR+PLUS program are:
e Unlimited medically necessary prescription drugs for STAR+PLUS Medicaid-only
members not covered by Medicare.
e Value-Added Services
e Long-Term Care Covered Services

$200,000 annual limit on impatient services does not apply for adult STAR and
STAR+PLUS Members.

Service Coordination STAR+PLUS Members and MMP Enrollees

Service Coordination is a special program offered by Molina Healthcare to help members
manage their health, long-term and behavioral health care needs.

Molina will furnish a Service Coordinator to all STAR+PLUS Members/MMP Enrollees
who request one. Members may request a Service Coordinator by calling (866) 409-0039.
Molina will also furnish a Service Coordinator to a STAR+PLUS Member when Molina
determines one is required through an assessment of the Member’s health and support
needs.

Molina will ensure that each STAR+PLUS Member/MMP Enrollee has a qualified PCP
who is responsible for overall clinical direction and, in conjunction with the Service
Coordinator, services as a central point of integration and coordination of Covered
Services, including primary, Acute Care, Long- term Services and Supports, and
Behavioral Health Services.

The Service Coordinator will work as a team with the PCP to coordinate all STAR+PLUS
Covered Services and any applicable Non-capitated Services.

Service Coordinators Role/Services:

* Review assessments and develop plan of care utilizing input from the member,
family and providers for Level 1, 2 and 3 Members

» Coordinate with the member’s PCP, specialists and other providers to ensure the
member’s health and safety needs are met in the least restrictive setting

+ Refer members to support services such as disease management and community
resources

* Authorize services

+ Discharge Planning — the service coordinator will work with the member’s PCP, the
hospital, inpatient psychiatric facility, or Nursing Facility discharge planners, the
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attending physician, the Member, and the member’'s family to assess and plan for
the member’s discharge.

« Transition Planning — review of existing care plans prepared by HHSC or another
STAR+PLUS MCO, preparation of a transition plan that ensures continuous care
during the member’s transfer from one MCO to another (reviewing and/or supplying
a current care plans and names of current providers), ensure Member receives the
necessary supportive equipment without undue delay if durable medical equipment
or supplies has been ordered prior to enroliment but have not been received by the
time of enrollment, and ensure payment to the existing provider of service under the
existing authorizations for up to six months, until the new MCO has completed the
assessment and Service Plans and issued new authorizations.

All care coordinator staff members can assist with basic inquires. If additional follow up is
needed, the assigned Service Coordinator will contact the provider or member within 24
hours. To contact Molina’s care coordinator team call (866) 409-0039.

Level 1 — Health Management

Health Management is focused on disease prevention and health promotion. It is provided
for members/enrollees whose lower acuity chronic conditions, behavior (e.g. smoking or
missing preventive services) or unmet needs (e.g. transportation assistance or home
services) put them at an increased risk for future health problems and compromise
independent living. The goal of Health Management is to achieve member/enrollee
wellness and autonomy through advocacy, communication, education, identification of
service resources and service facilitation throughout the continuum of care.

At this level, members/enrollees receive educational materials via mail about how to
improve lifestyle factors that increase the risk of disease onset or exacerbation. Topics
covered include smoking cessation, weight loss, nutrition, exercise, hypertension,
hyperlipidemia, and cancer screenings, among others. Members/Enrollees are given the
option, if they so choose, to engage in telephone-based health coaching with Health
Management staff, which includes nurses, social workers, dieticians, and health
educators.

Level 2 — Case Management

Case Management is provided for members/enrollees who have medium-risk chronic
illness requiring ongoing intervention. These services are designed to improve the
member’s/enrollee’s health status and reduce the burden of disease through education
and assistance with the coordination of care, including LTSS. The goal of Case
Management is to collaboratively assess the member’s/enrollee’s unique health needs,
create individualized care plans with prioritized goals, and facilitate services that minimize
barriers to care for optimal health outcomes.

Case Managers have direct telephonic access with members/enrollees. In addition to the
member/enrollee, Case Management teams also include pharmacists, social workers and
behavioral health professionals who are consulted regarding patient care plans. In
addition to telephonic outreach to the member/enrollee, the Care Manager may enlist the
help of a Community Health Worker or Community Connector to meet with the
member/enrollee in the community for education, access or information exchange.

Level 3 — Complex Case Management
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Complex Case Management is provided to members/enrollees who have experienced a
critical event or diagnosis that requires the extensive use of resources and who need help
navigating the health care system to facilitate the appropriate delivery of care and
services.

The goal of Complex Case Management is to help members/enrollees improve functional
capacity and regain optimum health in an efficient and cost-effective manner.
Comprehensive assessments of member/enrollee conditions include the development of
a case management plan with performance goals and identification of available benefits
and resources. Case Managers monitor, follow-up and evaluate the effectiveness of the
services provided on an ongoing basis. Complex Case Management employs both
telephonic and face-to-face interventions.

Medicaid Program Limitations and Exclusions (STAR & STAR+PLUS)

Molina Healthcare will not pay for services that are not covered by Medicaid. The
following is a list of services that are not covered, this list is not all-inclusive:

= All services or supplies not medically necessary

= Services or supplies received without following the directions in this handbook

= Experimental services and procedures, including drugs and equipment, not covered
by

* Medicaid

= QOrgan transplants that are not covered by Medicaid

= Abortions except in the case of a reported rape, incest or when medically necessary
to save the life of the mother

= Infertility services, including reversal of voluntary sterilization procedures

= Voluntary sterilization if under 21 years of age or legally incapable of consenting to
the procedure

= Cosmetic surgery that is not medically necessary

= Shots (immunizations) for travel outside the United States

= Inpatient treatment to stop using drugs and/or alcohol (in-patient detoxification
services are covered)

= Services for treatment of obesity unless determined medically necessary

= Custodial or supportive care

= Sex change surgery and related services

= Sexual or marriage counseling

= Court ordered testing

= Educational testing and diagnosis

= Acupuncture and biofeedback services

= Services to find the cause of death (autopsy)

= Comfort items in the hospital, like a television or telephone

= Paternity testing

Long Term Care providers participating in rate enhancements will receive rate
enhancement payments included in rate according to level.
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Spell of lliness Limitation STAR+PLUS Only

The spell of iliness limitation applies to clients in the STAR+PLUS Program. It does not
apply for STAR members. A spell of iliness is defined as 30 days of inpatient hospital
care, which may accrue intermittently or consecutively. After 30 days of inpatient care is
provided, reimbursement for additional inpatient care is not considered until the client has
been out of an acute care facility for 60 consecutive days.

An individual may be discharged from and readmitted to a hospital several times,
regardless of the admittance reasons, and still be considered to be in the same spell of
illness if 60 days have not elapsed between discharge and readmission. The following
are exceptions to the spell of illness limitation:
= A prior-approved solid organ transplant has an additional 30-day spell of illness,
which begins on the date of the transplant.
= No spell of illness limitation exists for THSteps-eligible clients who are 20 years of
age and younger when a medically necessary condition exists.
= The client is enrolled in the Medicaid managed care STAR program.

STAR+PLUS Covered Services

Long Term Support Services

« Personal Assistant Services (PAS): provides in-home assistance to individuals as
identified and authorized on his/her individual service plan with the performance of
activities of daily living, household chores, and nursing tasks that have been
delegated by a registered nurse (RN).

« Day Activity and Health Services (DAHS): includes nursing and personal care
services, physical  rehabilitative services, nutrition  services, transportation
services, and  other supportive services as identified and authorized on the
member’s individual service plan. These services are given by facilities licensed by
Health and Human Services (HHSC).

+ Home and Community Based Services (HCBS) for STAR+PLUS Waiver Services

« Employment Assistance (Effective September 1, 2014)

« Supported Employment (Effective September 1, 2014)

« Cognitive Rehabilitation Therapy (Effective March 6, 2014)

» Adult Foster Care

« Financial management Services

» Support Consultation

* Medical Supplies

» Dental Services

« Targeted Case management (Effective September 1, 2014)

» Mental Health Rehabilitative Services (effective September 1, 2014)

* Intellectual Developmental Disability

Medicaid for Breast Cancer and Cervical Cancer (MBCC) Program

MBCC provides Medicaid to women diagnosed with breast or cervical cancer or certain
pre-cancer conditions.
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Effective September 1, 2017, women enrolled in the MBCC program will be eligible for the
full array of Medicaid benefits and covered services, including cancer treatment, through
the STAR+PLUS Medicaid Managed Care Program.

Please refer to TMHP for a more inclusive listing of limitations and exclusions that apply to
each benefit category.

Supported Employment Services
Supported Employment (SE) services provide assistance to the member, as authorized on

Form H1700-1, Member Service Plan — SPW (Pg. 1), to help a member sustain
competitive employment or self-employment.

Competitive employment is work:
» in the competitive labor market, in which anyone may compete for employment, that
is performed on a full-time or part-time basis in an integrated setting; and
= for which a member is compensated at or above the minimum wage, but not less
than the customary wage and level of benefits paid by the employer for the same or
similar work performed by members without disabilities.!

An integrated setting is a setting typically found in the community in which applicants or
eligible members interact with people without disabilities, other than service providers, to
the same extent that people without disabilities in comparable positions interact with other
people without disabilities. An integrated setting does not include a setting in which:
= groups of people with disabilities work in an area that is not part of the general
workplace where people without disabilities work; or
* a mobile crew of people with disabilities work in the community. 2

Self-employment is work in which the member:
e Solely owns, manages, and operates a business;
e |s not an employee of another person or entity, business; and
e Actively markets a service or product to potential customers.?

Description of Supported Employment Services

e Assistance provided as an HCBS STAR+PLUS Waiver service, in order to sustain
paid employment, to a member who, because of a disability, requires intensive,
ongoing support to be self-employed, work from home, or perform in a work setting
at which members without disabilities are employed. SE includes employment
adaptations, supervision, and training related to a member's diagnosis.

e« The managed care organization (MCO) must ensure provision of SE, as needed,
for a STAR+PLUS Waiver (SPW) member to sustain competitive employment or
self-employment, if the services are not available through the local school district
for a member under age 22.

1This definition is consistent with 34 CFR 361.5(b)(11).
2 This definition is consistent with 34 CFR 361.5(b)(33).
3 This definition is consistent with the Department of Assistive and Rehabilitative Services’ (DARS) Community

Rehabilitation Program Standards for Providers (www.dars.state.tx.us/drs/providermanual/).
22



http://www.dads.state.tx.us/forms/H1700-1/
http://www.dars.state.tx.us/drs/providermanual/

Supported Employment may be provided through the SPW if documentation is maintained
in the member’s record, for a member under age 22, that the service is not available to the
member under a program funded under the Individuals with Disabilities Education Act (20
U.S.C. 81401 et seq.).

Supported Employment Activities

SE services consist of developing and implementing strategies for achieving the member’s
desired employment outcome. Services are individualized, person-directed, and may
include the following activities:

orienting and training the individual on work-related tasks;

training or consulting with employers, co-workers, or advocates to maximize natural
supports;

monitoring job performance;

communicating with managers and supervisors to gather input and plan training;
communicating with company personnel or support systems to ensure job retention;
training in work-related tasks or behaviors to ensure job retention (for example,
grooming or behavior management);

setting up compensatory strategies;

reporting earned income to Social Security Administration and the Texas Health and
Human Services Commission;

developing the individual's transportation plan;

training the individual on how to travel to and from the job;

securing transportation for or transporting an individual as necessary to assist the
person to sustain the job;

assisting the individual to utilize work incentives and continue to access needed
supports and services;

assisting the individual with career advancement; and

assisting the individual to develop assets and obtain self-sufficiency through work.

For self-employment, services may additionally include the following activities:

training or consulting in work-related tasks or behaviors such as support for
advertising, marketing, and sales;

training or consulting with paid or natural supports (accountants, employees, etc.)
who are supporting the individual either short-term or long-term in managing the
business;

problem-resolution related to company personnel or support systems necessary to
run the business effectively and efficiently; and

assistance with bookkeeping, marketing, and managing data or inventories.

Qualifications of Supported Employment Providers

A SE provider must satisfy one of these options:

Option 1:

a bachelor's degree in rehabilitation, business, marketing, or a related human
services field; and

six months of documented experience providing services to people with disabilities
in a professional or personal setting.

Option 2:
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= an associate's degree in rehabilitation, business, marketing, or a related human
services field; and

= one year of documented experience providing services to people with disabilities in
a professional or personal setting.

Option 3:
* a high school diploma or GED, and
= two years of documented experience providing services to people with disabilities
in a professional or personal setting.

The managed care organization must ensure that a provider of SE services:

(1) has not been convicted of a crime listed in Texas Health and Safety Code, §250.006;
(2) is not listed as "unemployable" in the Employee Misconduct Registry or the Nurse Aide
Registry maintained by HHSC by searching or ensuring a search of such registries is
conducted, before hire and annually thereafter;

(3) is not listed on the following websites as excluded from participation in any federal or

state health care program:
o HHS-OIG Exclusion; and

o HHS-OIG Exclusion Search;

by searching or ensuring a search of such registries is conducted, before hire and at least
monthly thereafter;

(4) is knowledgeable of acts that constitute abuse, neglect, or exploitation of a member, as
defined in 40 TAC Chapter 705, Subchapter A;

(5) is instructed on how to report suspected abuse, neglect or exploitation;
(6) reports suspected abuse, neglect, or exploitation as instructed;

(7) provides transportation that adheres to applicable state laws; and
(8) is not a spouse, legally responsible person or employment supervisor of the member
who

receives the service.

Process to Authorize Supported Employment Services

(1) For SPW members who are competitively or self-employed, the MCO service
coordinator determines if the member needs paid supports to sustain employment.
(2) If the member has received assistance with employment through DARS and requires
SE through the SPW, with permission of the member, the service coordinator, along

with the member, must:
a. If possible, attend any Division of Rehabilitative Services (DRS)/Division for
Blind Services (DBS) planning meetings related to the member's employment,
b. If possible, take an active role in providing input to the DARS IPE,
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c. If the IPE designates supported employment, the MCO and member must
consider including that service on the member's service plan prior to DARS
closing out the member’s services; and

d. Begin providing those services and supports described in (c) approved in the
member’s service plan without a gap between the provision of DARS services
and the SPW services.

Unit of Service

A unit of service is one hour. Providers of SE must submit claims in one hour
increments. The maximum number of units that can be claimed in one day is 24 hours,
although it would be highly unlikely for SE to be provided for that length of time in a single

day.

Documentation Requirements

For the period of time SE is included in the member’s service plan, the provider must
develop and update quarterly a plan for delivering SE, including documentation of the
following information:

Name of the member

Member's employment objectives (the anticipated benefit from the member
receiving SE services);

Strategies for achieving the member's employment objectives, including those
addressing the member’s employment support needs,

Names of the people, in addition to the member, whose support is or will be needed
to ensure successful employment, and the corresponding level of support those
persons are providing or have committed to providing,

Any concerns about the effect of earnings on benefits, and a plan to address those
concerns,

Progress toward the member’s employment goal,

A plan for gradually decreasing (i.e., fading) the amount of supported employment
an individual receives, and

If progress is slower than anticipated, an explanation of why the documented
strategies have not been effective, and a plan to improve the member’s
independence on the job.

Claims Requirements

Only providers credentialed by the MCO to provide SE may submit claims for SE
services.

The MCO must request an Atypical Provider ldentification (API) number for
providers of SE after the MCO has determined that all the criteria outlined in
"Qualifications of Employment Assistance Providers" have been met.

Claims are submitted using the CMS Health Insurance Claim Form 1500. For SE,
field #17 (Name of Referring Provider or Other Source) is not a required field. The
Health Care Common Procedures Coding System (HCPCS) code to be used for SE
is H2025.

Employment Assistance Services
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Employment Assistance (EA) services provide assistance to the member, as authorized
on Form H1700-1, Member Service Plan — SPW (Pg. 1), to help a member locate
competitive employment or self-employment.

Competitive employment is work:
» in the competitive labor market, in which anyone may compete for employment, that
is performed on a full-time or part-time basis in an integrated setting; and
= for which a member is compensated at or above the minimum wage, but not less
than the customary wage and level of benefits paid by the employer for the same or
similar work performed by members without disabilities. 4

An integrated setting is a setting typically found in the community in which applicants or
eligible members interact with people without disabilities, other than service providers, to
the same extent that people without disabilities in comparable positions interact with other
people without disabilities. An integrated setting does not include a setting in which:
= groups of people with disabilities work in an area that is not part of the general
workplace where people without disabilities work; or
*= a mobile crew of people with disabilities work in the community.®

Self-employment is work in which the member:
= Solely owns, manages, and operates a business;
» Is not an employee of another person or entity, business; and
* Actively markets a service or product to potential customers.®

Description of Employment Assistance Services
= EA services include, but are not limited to, the following:
o identifying a member's employment preferences, job skills, and requirements
for a work setting and work conditions;
o locating prospective employers offering employment compatible with a
member's identified preferences, skills, and requirements; and
o contacting a prospective employer on behalf of a member and negotiating the
member's employment.
= The managed care organization (MCO) must ensure provision of EA as identified
through use of Job Interest Assessment, to participants of the SPW if the services
are not available through DARS or the local school district for members under age
22.
= EA may be provided through the SPW if documentation is maintained in the
member’s record that the service is not available to the member under a program
funded under 8110 of the Rehabilitation Act of 1973 or, for members under age 22,
under a program funded under the Individuals with Disabilities Education Act (20
U.S.C. 81401 et seq.)

Employment Assistance Activities

4 This definition is consistent with 34 CFR 361.5(b)(11).

5 This definition is consistent with 34 CFR 361.5(b)(33).

6 This definition is consistent with the Department of Assistive and Rehabilitative Services’ (DARS) Community
Rehabilitation Program Standards for Providers (www.dars.state.tx.us/drs/providermanual/).
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EA services consist of developing and implementing strategies for achieving the
member’s desired employment outcome. Services are individualized, person-directed,
and may include the following activities:

exploring options related to wages and employment outcomes (including self-
employment outcomes);

exploring the member’s interests, capabilities, preferences, and ongoing support
needs;

exploring the extended services and supports required at and away from the job
site that will be necessary for employment success;

observing the member's work skills and behaviors at home and in the community
and touring current or potential work environments with the member;

assisting the member to understand the impact of work activity on their services
and financial supports;

assisting the member to utilize work incentives;

collecting personal and employer reference information;

assessing the member's learning style and needs for adaptive technology,
accommodations, and on-site supports;

assessing the member's strengths, challenges, and transferable skills from
previous job placements;

identifying the member's assets, strengths and abilities;

identifying negotiable and non-negotiable employment conditions;

identifying targeted job tasks the member can perform or potentially perform;
identifying potential business ideas or employers;

writing résumés and proposals to assist in placement;

contacting employers and developing member jobs;

performing a job analysis;

reviewing job match information;

assisting the member with job applications, pre-employment forms, practice
interviews, and pre-employment testing or physicals;

accompanying the member to interviews and company visits;

negotiating aspects of the member’s employment with prospective employers;
assisting the employer with the Work Opportunity Tax Credit and other employer
benefits;

developing the member's transportation plan;

training the member on how to travel to and from a job;

securing transportation for or transporting a member as necessary to assist the
member to obtain a job:

participating in service planning meetings; and

assisting to help a member find more suitable employment.

Qualifications of Employment Assistance Providers

An EA service provider must satisfy one of these options:

Option 1:

= a bachelor's degree in rehabilitation, business, marketing, or a related human
services field; and

= six (6) months of documented experience providing services to people with
disabilities in a professional or personal setting.

Option 2:
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= an associate's degree in rehabilitation, business, marketing, or a related human
services field; and

= one (1) year of documented experience providing services to people with disabilities
in a professional or personal setting.

Option 3:
* a high school diploma or GED, and
= two (2) years of documented experience providing services to people with
disabilities in a professional or personal setting.
The managed care organization must ensure that a provider of employment assistance
services:

(1) has not been convicted of a crime listed in Texas Health and Safety Code,
§250.006;

(2) is not listed as "unemployable" in the Employee Misconduct Registry or the Nurse
Aide Registry maintained by HHSC by searching or ensuring a search of such
registries is conducted, before hire and annually thereafter;

(3) is not listed on the following websites as excluded from participation in any federal
or state health care program:
o HHS-OIG Exclusion; and
o HHS-OIG Exclusion Search;

(4) is knowledgeable of acts that constitute abuse, neglect, or exploitation of a
member, as defined in 40 TAC Chapter 705, Subchapter A,

(5) is instructed on how to report suspected abuse, neglect or exploitation;
(6) reports suspected abuse, neglect, or exploitation as instructed;
(7) adheres to applicable state laws while providing transportation; and

(8) is not a spouse, legally responsible person or potential employer of the member
who receives the service.

Process to Authorize Employment Assistance Services

(1) The MCO completes the Job Interest Assessment for every SPW member.

(2) If the Job Interest Assessment indicates a "yes" response on any of the last three
guestions, the MCO uses the "First Steps to Employment for People with Significant
Disabilities" tool to guide the member’s support team, including the member, to
consider the interests and strengths of, and supports available to the member before
applying for DARS services.

While the tool was developed in consultation with DARS, considering these topics
should help a member be successful in employment even if he or she does not
receive DARS services.

(8) The MCO refers the SPW member to DARS within 10 business days of completing
the Job Interest Assessment.
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(4) If the vocational rehabilitation counselor (VRC) determines that DARS is not the
appropriate resource to meet the member's needs and does not take an application
for services, documentation of this decision in the member's record serves as
sufficient evidence that DARS services are not available and the member is eligible
to receive waiver-funded employment assistance.

(5) Upon request and with proper authorization for disclosure, the MCO will ensure the
DARS VRC is provided with copies of any of the member's records, including the
following items:

a. The member's most recent service plan;

b. Any current vocational assessments or person-directed plans that focus on
employment opportunities;

c. Any other available records pertaining to the member's health condition,
including but not limited to medical, psychological, and psychiatric reports;

d. For DRS applicants, items described in the DARS Guide for Applicants
(http://www.dars.state.tx.us/drs/DRSguide.shtml; for DBS, calll-800-628-
5115 or use the following link
http://www.dars.state.tx.us/dbs/offices/OfficeLocator.aspx?div=4 to obtain
the local office number);

e. A copy of the member's court-ordered guardianship documents, if any
guardian has been appointed; and

f. Contact information for the member's MCO service coordinator.

(6) A member who has applied for DARS services is eligible to receive waiver-funded
employment assistance until DARS has developed the Individualized Plan for
Employment (IPE) and the member has signed it.

(7) The member's MCO service coordinator must ensure that communication is
maintained with the DARS Vocational Rehabilitation Counselor (VRC) regarding
waiver-funded services provided between the DARS VR application and the "Start
Date" of DARS services as defined in the member's DARS VR IPE.

(8) If a member refuses to contact DARS, he or she may not receive waiver-funded
employment assistance.

(9) With permission of the member, the MCO service coordinator supporting a member
determined eligible for DARS services, along with the member, must:

a. If possible, attend any Division of Rehabilitative Services (DRS)/Division for
Blind Services (DBS) planning meetings related to the member's
employment;

If possible, take an active role in providing input to the DARS IPE;

Review the long-term services and supports listed on the DARS IPE, and, if
any of those services and supports are available through the waiver,
incorporate them in a revision to the member’s service plan prior to DARS'
closure; and

d. Begin providing those services and supports described in (c) approved in the
member’s service plan without a gap between the provision of DARS
services and the SPW services.

Unit of Service

A unit of service is one hour. Providers of EA must submit claims in one-hour
increments. The maximum number of units that can be claimed in one day is 24 hours,

although it would be highly unlikely for EA to be provided for that length of time in a single

day.
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Documentation Requirements

For the period of time employment assistance is included in the member’s service plan,
the provider must develop and update quarterly a plan for delivering EA, including
documentation of the following information:

Name of the member

Member’'s employment goal,

Strategies for achieving the member’s employment goal, including those addressing
the member’s anticipated employment support needs,

Names of the people, in addition to the member, whose support is or will be needed
to ensure successful employment placement, and the corresponding level of
support those persons are providing or have committed to providing,

Any concerns about the effect of earnings on benefits, and a plan to address those
concerns,

Progress toward the member’s employment goal, and

If progress is slower than anticipated, an explanation of why the documented
strategies have not been effective, and a plan improve the effectiveness of the
member’s employment search.

Claims Requirements

Only providers credentialed by the MCO to provide EA may submit claims for EA
services.

The MCO must request an Atypical Provider ldentification (API) number for
providers of EA after the MCO has determined that all the criteria outlined in
"Qualifications of Employment Assistance Providers" have been met.

Claims are submitted using the CMS Health insurance Claim Form 1500. For EA,
field #17 (Name of Referring Provider or Other Source) is not a required field. The
Health Care Common Procedures Coding System (HCPCS) code to be used for EA
is H2023.

Provider Requirements

Training and certification to administer Adult Needs and Strengths Assessment
(ANSA) and Child and Adolescent Needs and Strengths (CANS) assessment tools
Department of State Health Services Resiliency and Recovery Utilization
Management Guidelines (RRUMG)

Attestation from provider entity to MCO that organization has the ability to provide,
either directly or through subcontract, the Members with the full array of MHR and
TCM services as outlines in the RRUMG

HHSC established qualification and supervisory protocols

Mental Health Rehabilitative and Mental Health Targeted Case Management (TCM)
Services — Managed Care Billing

The billing codes, modifiers, and rates for mental health rehabilitative and mental health
targeted case management services can be found below. Please note that the
Department of State Health Services (DSHS) currently requires the Local Mental Health
Authorities (LMHASs) to use additional modifiers, which are not listed below. These
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additional modifiers are not required for billing and will not be required to be used in
Medicaid managed care. Only the modifiers listed below will be required in managed care.

Mental Health Rehabilitative Services

The following mental health rehabilitative services may be provided to individuals with a
severe and persistent mental illness (SPMI) or a severe emotional disturbance (SED) as
defined in the DSM-IV-TR and who require rehabilitative services as determined by either
the Adults Needs and Strengths Assessment (ANSA) or the Child and Adolescent Needs
and Strengths (CANS) Assessment:

Adult Day Program

Medication Training and Support
Crisis Intervention

Skills Training and Development
Psychosocial Rehabilitative Services

The following modifiers reflect Behavioral Health services and can only be billed by Mental
Health providers. These must be billed with the most appropriate procedure code as
indicated in the sections below:

ET Emergency treatment

HA Child/adolescent program
HQ Group setting

TD RN

Adult Day Program

Adult Day Program
for Acute Needs

45-60

GO177 $24.32 .
min

Medication Training and Support

Medication Training H0034 $13.53 15 min
and Support

Group services for .
the adult H0034 HQ $2.71 15 min
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Group services for
the child and
adolescent

(with or without other

group)

HO0034

HA

HQ

$3.38

15 min

Crisis Intervention

Adult services H2011 $36.89 15 min
Child and

Adolescent H2011 HA $36.89 15 min
services

Skills Training and Development

Individual services for
adult

H2014

$25.02

15 min

Group services for
adult

H2014

HQ

$5.00

15 min

Individual services for
the child and
adolescent (with or
without other
individual)

H2014

HA

$25.02

15 min

Group services for
the child and
adolescent

H2014

HA

HQ

$6.26

15 min

Psychosocial Rehabilitative Services

Individual services H2017 $26.93 15 min
Individual services .

rendered by an RN H2017 TD $26.93 15 min
Group services H2017 HQ $5.39 15 min




Group services .
rendered by an RN H2017 HQ TD $5.39 15 min
Individual crisis .

: H2017 ET $26.93 15 min
services

Targeted Case Management

The following mental health targeted case management services may be provided to
individuals with an SPMI or SED as defined in the DSM-IV-TR, who require the service
as determined by either the Adults Needs and Strengths Assessment (ANSA) or the Child
and Adolescent Needs and Strengths (CANS) assessment:
+ Case management for people who have SED (child, 3 through 17 years of age),
which includes routine and intensive case management services
+ Case management for people who have SPMI (adult, 18 years of age or older)

Routine 32 units (8

hours) per
mental health calendar day _
targeted case T1017 TF for clients who $19.83 15 min
management

dult) are

(a 18 years of

32 units (8
Routine case Hours) per
management calendar day _
(Ch”dgand T1017 | TR HA | Cients who | $24.07 15 min
adolescent) are

17 years of

32 units (8
Intensive case hours) per
management calendar day .
(child and T1017 | TG, HA for clients who $31.69 15 min
adolescent) are

17 years of

Intellectual Developmental Disability (IDD)

Definition: Significantly sub-average general intellectual functioning that is concurrent with
deficits in adaptive behavior that originates during the developmental period. (Formerly
referred to as mental retardation)

IDD is a disability characterized by significant limitations in both intellectual functioning
and in adaptive behavior, which covers many everyday social and practical skills. This
disability originates before the age of 18.
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Members who would be eligible for IDD services:

have an Intellectual Quotient (IQ) equal to or less than 75;

have IDD and live in an Intermediate Care Facility (ICF-IDD) or 11D facility; and
receive services through the Community Living Assistance and Support Services
(CLASS), Deaf Blind with Multiple Disabilities (DBMD), and Home and Community-
based Services (HCS).

Texas Home Living (TxHmL) waivers will be enrolled in the STAR+PLUS program
effective 9/1/14.

Acute Care Services only.

Waiver services will continue to be supplied by state.

Texas IDD member population statewide is approximately 23,000.

Members typically reside in a small community-based facility.

Behavioral Health and Substance Abuse Services for MMP Enrollees

The following benefits are available to Molina Dual Option STAR+PLUS MMP enrollees
and are a responsibility of Molina:

Mental Health Hospitalization

Mental Health Outpatient Services

Psychotropic Drugs

Mental Health Services within the scope of a primary care physician
Psychologists

Psychiatrists

Molina Healthcare of Texas will:

1.

5.

Provide acute care services. (HHSC will continue to provide the long-term care
services and supports LTSS, including any state plan services).

2. Provide access to MHT Member Services.
3.
4. Work with the HHSC service coordinators to ensure individuals receive adequate

Provide Service Coordination services.

and appropriate acute care services.

Provide, when requested, documentation whenever acute care services are
exhausted or denied so that an identical or similar service may be provided through
Long Term Services and Supports (LTSS).

Service Coordination Requirements

MHT will work in a concerted effort to ensure services are adequate and sufficient
to meet any acute care needs required by the IDD membership.
Members will be assigned a Service Coordinator based upon zip code.
Each MHT Service Coordinator working with the MHT IDD membership will
complete a formal Qualified Intellectual Disability Professional coursework.
Each member will receive scheduled contacts associated with their risk level:
o Level 1: Members receive a minimum of 2 face-to-face SC contacts, annually.
o Level 2: Members receive a minimum of 1 face-to-face and one telephonic
coordination contact annually.
o All service requests for acute care services will be reviewed and processed.

Providing Care to IDD Members

Acute care services must be provided by a contracted MHT provider. If a member
with IDD is established with an out of network provider, then the MHT Manager
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of Provider Contracts must receive the provider's name and other information to
pursue a formal contract with Molina Healthcare of Texas.

= MHT will ensure continuity of care for all new members with IDD. The member
may be redirected to a contracted provider if unable to secure a formal contract with
a non-contracted provider.

= MHT must notify the primary program Service Coordinator or Case Manager
when a member with IDD has a service adverse action or has exhausted a benefit.

= The MHT Service Coordinator will attend annual IDT for service planning. The
HHSC Service Coordinator or Case Manager will notify the MHT Service
Coordinator of any change in condition, change in a HHSC Service Coordinator or
Case Manager assignment, member change of location, or change in condition
upon awareness of such changes.

Intellectual Developmental Disability Does not include:
= Individuals residing in a state supported living center;
= Dual eligibles (receiving Medicare and Medicaid); and/or
= Children and young adults under age 21 receiving SSI or SSl-related services or
voluntary Cognitive Rehabilitation Therapy.

New Cognitive Rehabilitation Therapy Benefits for Home Community Based
Services (HCBS) STAR+PLUS Waiver members only Effective March 1, 2014

Effective for dates of services after March 1, 2014, Molina Healthcare of Texas will
authorize Cognitive Rehabilitation Therapy if one of the following Texas Medicaid-covered
assessment tests, as listed in the Texas Medicaid Provider Procedures Manual, shows
that the therapy can benefit the Member and is Medically Necessary:

= Neurobehavioral Test (CPT Code 96116); or

= Neuropsychological Test (CPT Code 96118).

What is CRT?

Cognitive Rehabilitation Therapy (CRT) is a benefit and service under the STAR+PLUS
Waiver (SPW) program. CRT is a service that assists an individual in learning or
relearning cognitive skills that have been lost or altered as a result of damage to brain
cells/chemistry in order to enable the individual to compensate for the lost cognitive
functions. CRT is provided in accordance with the developed plan of care and includes
reinforcing, strengthening, or re-establishing previously learned patterns of behavior, or
establishing new patterns of cognitive activity or compensatory mechanisms for impaired
neurological systems. This service can be associated with individuals with Traumatic
Brain Injury (TBI) or Acquired Brain Injury (ABI)

CRT is a service that is based on Medical Necessity (MN) through an assessment

conducted by a licensed Psychologist, Occupational Therapist (OT) or Speech and
Language Pathologist (SLP).

HCBS STAR+PLUS Waiver Services for qualified members:

= Adaptive aids and medical supplies: include devices, controls, or medically
necessary supplies that enable individuals with functional impairments to perform
activities of daily living or control the environment in which they live.
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Adult Foster Care (AFC): provides a 24-hour living arrangement in a Health and
Human Services (HHSC) contracted foster home for persons who, because of
physical, mental or emotional limitations, are unable to continue independent
functioning in their own homes. Services may include meal preparation,
housekeeping, minimal help with personal care, help with activities of daily living
and provision of or arrangement for transportation. The unit of service is one day.
Adult Foster Care Homes must meet the minimum standards described in the
STAR+PLUS handbook Section 7100 found at https://hhs.texas.gov/laws-
requlations/handbooks/sph/starplus-handbook Adult foster care homes serving four
or more participants must be licensed by HHSC under 40 Tex .Admin. Code Chapter
92.

Assisted living and Residential Care (AL/RC) services: a 24-hour living arrangement
in licensed personal care facilities in which personal care, home management,
escort, social and recreational activities, twenty-four hour supervision, supervision
of, assistance with, and direct administration of medications, and the provision or
arrangement of transportation is provided. Under the 1915 (c) waiver, personal care
facilities may contract to provide services in three distinct types of living
arrangements: assisted living apartments, residential care apartments, or
residential care non-apartment settings.

Emergency Response Services (ERS): are provided through an electronic
monitoring system for use by functionally impaired individuals who live along or are
isolated in the community. In an emergency, the individual can press a call button
to signal for help. The electronic monitoring system, which has a 24-hour, seven-
day-a-week monitoring capability, helps ensure that the appropriate person or
service agency responds to an alarm call from the individual.

Home delivered meals: Meal services provide hot, nutritious meals served in an
individual's home. The benefit limitation is one meal per day, and the need for a
home delivered meal must be part of the individual service plan (ISP). Home
delivered meals will be provided to individuals who are unable to prepare their own
meals and for whom there are no other persons available to do so, or where the
provision of a home delivered meal is the most cost- effective method of delivering
a nutritionally adequate meal. Modified diets, where appropriate, will be provided to
meet individual requirements. Menu plans will be reviewed and approved by a
registered dietician licensed by the Texas State Board of Examiners of Dietitians or
who has a baccalaureate degree with major studies in food and nutrition, dietetics,
or food service management. Any agency providing home delivered meals must
comply with all state and local health laws and ordinances concerning preparation,
handling and serving of food.

In-home skilled nursing care: includes, but is not limited to, the assessment and
evaluation of health problems and the direct delivery of nursing tasks, providing
treatments and health care procedures ordered by a physician and/or required by
standards of professional practice or state law, delegation of nursing tasks to
unlicensed persons according to state rules promulgated by the Texas Board of
Nurse Examiners, developing the health care plan, and teaching individuals about
proper health maintenance.

Minor home modifications: services that assess the need for, arrange for, and
provide modifications and/or improvements to an individual’s residence to enable
them to reside in the community and to ensure safety, security, and accessibility.
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= Respite care services: temporary relief to persons caring for functionally impaired
adults in community settings other than AFC homes or AL/RC facilities. Respite
services are provided on an in-home and out-of- home basis and are limited to 30
days per ISP year. Room and board is included in the waiver payment for out-of-
home settings.

= Therapy (occupational, physical, speech): includes the evaluation, examination and
treatment of physical, functional, speech and hearing disorders or limitations. The
full range of activities provided by an occupational or physical therapist, speech or
language pathologist, or a licensed occupational or physical therapy assistant under
the direction of a licensed occupational or physical therapist, within the scope of
his/her state licensure are covered LTSS services.

Transitional Assistance Services (TAS): assists individuals who are nursing facility
residents to discharge to the community and set up a household. A maximum of
$2500 is available on a one-time basis to help defray the costs associated with
setting up a household. TAS include, but are not limited to, payment of security
deposits to lease an apartment, purchase of essential furnishings (table, eating
utensils), payment of moving expenses, etc.

*A referral from your PCP is not required * STAR+PLUS waiver services — for a more
inclusive listing of limitations and exclusions, please refer to the current Texas Health and
Human Services (HHSC) Provider Manuals located a
https://hhs.texas.qov/services/health/medicaid-chip/provider-information

Breast Pump Coverage in Medicaid and CHIP

Texas Medicaid and CHIP cover breast pumps and supplies when Medically Necessary
after a baby is born. A breast pump may be obtained under an eligible mother’'s Medicaid
or CHIP client number; however, if a mother is no longer eligible for Texas Medicaid or
CHIP and there is a need for a breast pump or parts, then breast pump equipment must
be obtained under the infant’s Medicaid client number.

Coverage in prenatal | Coverage Coverage Breast pump coverage &
period at delivery | for newborn billing

STAR covers breast pumps
and supplies when Medically
Necessary for mothers or
STAR STAR STAR newborns. Breast pumps and
supplies may be billed under
the mother’'s Medicaid ID or
the newborn’s Medicaid ID.

Medicaid FFS and STAR
cover breast pumps and
supplies when Medically

CHIP Perinatal, with Medicaid fee-

. . Necessary for newborns when
income at or below Emergency | for-service the mother does not have
198% of federal Medicaid (FFS) or coverage under CHIP. Breast
poverty level (FPL)* STAR** 9 '

pumps and supplies must be
billed under the newborn’s
Medicaid ID.
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CHIP covers breast pumps
and supplies when Medically
CHIP Perinatal, with Necessary for CHIP Perinatal
. CHIP CHIP
income above 198% Perinatal Perinatal newborns. Breast pumps and
FPL supplies must be billed under
the newborn’s CHIP Perinatal
ID.
STAR Kids STAR Kids Medicaid FFS | Medicaid FFS, STAR, and

or STAR** STAR Health cover breast
STAR+PLU | Medicaid FFS | Pumps and supplies when

STAR+PLUS S or STAR™ Medically Necessary for
mothers or newborns. Breast
pumps and supplies may be

STAR Health STAR STAR Health | billed under the mother's

Health Medicaid ID or the newborn’s
Medicaid ID.

Medicaid FFS and STAR
cover breast pumps and
supplies when Medically
Necessary for the newborn
when the mother does not
have coverage. Breast pumps
and supplies must be billed
under the newborn’s Medicaid
ID.

None, with income at Emergency | Medicaid FFS
or below 198% FPL Medicaid or STAR**

*CHIP Perinatal Members with household incomes at or below 198% FPL must apply for
Emergency Medicaid coverage for labor and delivery services. HHSC mails the pregnant
woman an Emergency Medicaid application 30 days before her reported due date. When
Emergency Medicaid covers a birth, the newborn is certified for 12 months of Medicaid
coverage, beginning on the date of birth.

**These newborns will be in FFS Medicaid until they are enrolled with a STAR MCO.
Claims should be filed with TMHP using the newborn’s Medicaid ID if the mother does not
have coverage.

Members with Special Needs (STAR, STAR+PLUS, & CHIP)

Overview

Molina uses a program specifically designed to meet the needs of adults and children
identified as having special health care needs.

Molina will use Health Risk Coordinators (HRC) familiar with health assessment screening
tools and application to work with those new Members who require special needs if
identified as meeting Molina’s assessment criteria for MSHCN. HRC professionals will
coordinate their activities with the Quality Improvement/Utilization Management
Department. Members identified with a special health care need will be referred to their
PCP. Molina will assign a Case Manager to work with the PCP to establish a plan of care,
to assist the PCP with necessary referrals (if needed by the PCP), and to aid the Member
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in accessing the services, including any out-of-network referrals, standing referrals,
transportation or translation/interpretation services needed.

Non-Emergency Medical Transportation (NEMT) Services (STAR, STAR+PLUS, MMP)

What are NEMT services?

NEMT services provide transportation to covered health care services for Medicaid
Members who have no other means of transportation. Such transportation includes rides
to the doctor, dentist, hospital, pharmacy, and other places an individual receives
Medicaid services. NEMT services do NOT include ambulance trips.

What services are part of NEMT Services?

Passes or tickets for transportation such as mass transit within and between
cities or states, including by rail or bus.

Commercial airline transportation services.

Demand response transportation services, which is curb-to-curb service
transportation in private buses, vans, or sedans, including wheelchair-
accessible vehicles, if necessary.

Mileage reimbursement for an individual transportation participant (ITP) for a
verified completed trip to a covered health care service. The ITP can be the
Member, the Member’s family member, friend, or neighbor.

Members 20 years old or younger may be eligible to receive the cost of meals
associated with a long-distance trip to obtain covered health care service. The
daily rate for meals is $25 per day for the member and $25 per day for an
approved attendant.

Members 20 years old or younger may be eligible to receive the cost of
lodging associated with a long-distance trip to obtain a covered health care
service. Lodging services are limited to the overnight stay and do not include
any amenities or incidentals, such as phone calls, room service, or laundry
service.

Members 20 years old or younger may be eligible to receive funds in advance
of a trip to cover authorized NEMT services.

If you have a Member needing assistance while traveling to and from his or her
appointment with you, NEMT services will cover the costs of an attendant. You may be
asked to provide documentation of medical necessity for transportation of the attendant to
be approved. The attendant must remain at the location where covered health care
services are being provided but may remain in the waiting room during the Member’s
appointment.

Children 14 years old and younger must be accompanied by a parent, guardian, or other
authorized adult. Children 15-17 years of age must be accompanied by a parent,
guardian, or other authorized adult or have consent from a parent, guardian, or other
authorized adult on file to travel alone. Parental consent is not required if the covered
health care service is confidential in nature.
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If you have a Member you think would benefit from receiving NEMT services, please refer
him or her to Molina’s Transportation Vendor, Access2Care at (866) 462-4857 (Medicaid)/
(833) 460-4856 (MMP) for more information.

Interpreter/Translation Services (STAR, STAR+PLUS, & CHIP)

All eligible Members who are Limited English Proficient (LEP) will be entitled to receive
interpreter services. An LEP individual has a limited ability or inability to read, speak, or
write English well enough to understand and communicate effectively (whether because
of language, cognitive or physical limitations). Molina Members will be entitled to:

= Be provided with effective communications with medical providers as established by
the Americans with Disabilities Act of 1990, the Rehabilitation Act of 1973, and the
Civil Rights Act of 1964.

= Individuals with cognitive difficulties will have ready access to care managers trained
to work with cognitively impaired individuals.

* Be notified by the medical provider that interpreter services are available at no cost
to the client.

= Decide, with the medical provider, to use an interpreter and receive unbiased
interpretation.

*= Be assured of confidentiality, as follows:

o Interpreters must adhere to HHSC policies and procedures regarding
confidentiality of client records.

o Interpreters may, with client written consent, share information from the
client’s records only with appropriate medical professionals and agencies
working on the client’s behalf.

o Interpreters must ensure that this shared information is similarly safeguarded.

In addition, Members are advised in their welcome packet regarding interpretive and
translation services and how to access the TTY line for Members who are hard of hearing
or speech impaired. Molina’s language assistance offers members the opportunity to
discuss utilization management issues as well.

Molina/Provider Coordination (STAR, STAR+PLUS, MMP & CHIP)

Members and their families, or authorized representatives including the PCP, are key to
the success of a plan of care. Plans of care will be less likely to be followed and result in
less than satisfactory outcome without the involvement of the member and when
appropriate, the family. Member involvement and family support is important to the
completion of necessary treatment.

Molina’s care coordination program is designed to identify potential clinical problems,
especially those of a chronic or complex nature, engage the Member and PCP in
determining a care plan, provide ongoing case management support and care
coordination, track and report efforts, adjust staff levels as needed, and monitor the
program for outcomes.

Once a plan of care is developed, case managers authorize all needed services, including
those to specialists (in or out of network). If the specialist will be delivering care on an on-
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going basis, a standing referral will be established. At the Member’s discretion and with
the specialist’s permission, the specialist may be designated as the Member’s PCP.

CHIP/CHIP PERINATE NEWBORN

CHIP/CHIP Perinate Newborn Covered Services (this list is not all-inclusive)

Covered CHIP/CHIP Perinate Newborn services must meet the CHIP definition of
"Medically Necessary Covered Services,” which includes health care services:
(1) that Molina must arrange to provide to CHIP Members, including all services
required by the contract between Molina and HHSC and state and federal law, and
all value-added services negotiated by Molina and HHSC; and
(2) that are

a. reasonable and necessary to prevent illnesses or medical conditions, or
provide early screening, interventions, and/or treatments for conditions that
cause suffering or pain, cause physical deformity or limitations in function,
threaten to cause or worsen a handicap, cause illness or infirmity of a Member,
or endanger life;

b. provided at appropriate facilities and at the appropriate levels of care for the
treatment of a Member’s health conditions;

c. consistent with health care practice guidelines and standards that are endorsed
by professionally recognized health care organizations or governmental
agencies;

d. consistent with the diagnoses of the conditions;

€. Nno more intrusive or restrictive than necessary to provide a proper balance of
safety, effectiveness, and efficiency;

f. are not experimental or investigative; and

g. are not primarily for the convenience of the Member or provider.

As provided below, and as determined by HHSC, Molina will also provide coverage for
Medically Necessary Behavioral Health Services. There are no pre-existing condition
limits. There are no spell-of-iliness limitations for CHIP and CHIP Perinate members.
There is no lifetime maximum on benefits; however, annual, enroliment period or lifetime
limitations do apply to certain services, as specified in the following chart.

Please refer to the following websites for the most updated CHIP and CHIP Perinate
benefit information:

HHSC Uniform Managed Care Contract Terms and Conditions
http://www.hhsc.state.tx.us/medicaid/UniformManagedCareContract. pdf

HHSC — CHIP State Plan http://www.hhsc.state.tx.us/Medicaid/index.html.

CHIP/CHIP Perinate Newborn Covered Services
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Inpatient
General Acute
and Inpatient
Rehabilitation
Hospital
Services

Medically necessary services include, but are not limited to, the following:

» Hospital-provided physician or provider services

+ Semi-private room and board (or private if medically necessary as
certified by attending)

» General nursing care

* ICU and services

+ Patient meals and special diets

» Operating, recovery and other treatment rooms

* Anesthesia and administration (facility technical component)

» Surgical dressings, trays, casts, splints

+ Drugs, medications and biologicals

* Blood or blood products not provided free-of-charge to the patient and
their administration,

+ X-rays, imaging and other radiological tests (facility technical
component)

» Laboratory and pathology services (facility technical component)

» Diagnostic tests (EEGs, EKGs, etc.)

* Oxygen services and inhalation therapy

+ Radiation and chemotherapy

* Access to TDH-designated Level Il Perinatal centers or hospitals
meeting equivalent levels of care
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Inpatient
General Acute
and Inpatient
Rehabilitation
Hospital
Services
Continued

In-network or out-of-network facility for a mother and her newborn(s) for
a minimum of 48 hours following an uncomplicated vaginal delivery and
96 hours following an uncomplicated delivery by caesarian section
Hospital, physician and related medical services, such as anesthesia,
associated with dental care.
Inpatient services associated with (a) miscarriage or (b) non-viable
pregnancy (molar pregnancy, ectopic pregnancy, or a fetus that expired
in utero). Inpatient services associated with miscarriage or non-viable
pregnancy include, but are not limited to:
» Dilation and curettage (D&C) procedures;
* Appropriate provider-administered medications;
+ Ultrasounds, and
» Histological examination of tissue samples.
Surgical implants
Other artificial aids including surgical implants
Inpatient services for a mastectomy and breast reconstruction include:
» All stages of reconstruction on the affected breasts;
» External breast prosthesis for the breast(s) on which medically
necessary mastectomy procedure(s) have been performed
» Surgery and reconstruction on the other breast to produce
symmetrical appearance; and
* Treatment of physical complications from the mastectomy and
treatment of lymphedemas.
Implantable devices are covered under Inpatient and Outpatient
services and do not count toward the 12-month period limit
Pre-surgical or post-surgical orthodontic services for medically
necessary treatment of craniofacial anomalies requiring surgical
intervention and delivered as part of a proposed and clearly outlined
treatment plan to treat:
* Cleft lip and/or palate; or
* Severe traumatic skeletal and/or congenital craniofacial
deviations
Severe facial asymmetry secondary to skeletal defects, congenital
syndromal conditions and/or tumor growth or its treatment.

Skilled Nursing
Facilities
(Includes
Rehabilitation
Hospitals)

Services include, but are not limited to, the following:

Semi-private room and board

Regular nursing services

Rehabilitation services

Medical supplies and use of appliances and equipment furnished by the
facility
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Outpatient
Hospital,
Comprehensive
Outpatient
Rehabilitation
Hospital, Clinic
(Including
Health Center)
and Ambulatory
Health Care
Center

Medically necessary services include, but are not limited to, the following
services provided in a hospital clinic, a clinic or health center, or an ambulatory
health care setting:

+ X-ray, imaging, and radiological tests (technical component)

» Laboratory and pathology services (technical component)

* Machine Diagnostic tests

* Ambulatory surgical facility services

» Drugs, medications and biologicals

* Casts, splints, dressings

* Preventive health services

» Physical, occupational and speech therapy

* Renal dialysis

* Respiratory Services

* Radiation and chemotherapy

» Blood or blood products not provided free-of-charge to the patient and
the administration of these products

+ Outpatient services associated with (a) miscarriage or (b) non-viable
pregnancy (molar pregnancy, ectopic pregnancy, or a fetus that
expired in utero). Inpatient services associated with miscarriage or
non-viable pregnancy include, but are not limited to:

» Dilation and curettage (D&C) procedures;

» Appropriate provider-administered medications;
* Ultrasounds, and

+ Histological examination of tissue samples.

* Facility and related medical services, such as anesthesia, associated
with dental care, when provided in a licensed ambulatory surgical
facility.

* Surgical implants

+ Other artificial aids including surgical implants

* Outpatient services for a mastectomy and breast reconstruction
include:

» All stages of reconstruction on the affected breasts;

» External breast prosthesis for the breast(s) on which medically
necessary mastectomy procedure(s) have been performed

» Surgery and reconstruction on the other breast to produce
symmetrical appearance; and

+ Treatment of physical complications from the mastectomy and
treatment of lymphedemas

* do not count toward the 12-month period limit Implantable
devices are covered under Inpatient and Outpatient services and

* Pre-surgical or post-surgical orthodontic services for medically
necessary treatment of craniofacial anomalies requiring surgical
intervention and delivered as part of a proposed and clearly outlined
treatment plan to treat:

* Cleft lip and/or palate; or

* Severe traumatic skeletal and/or congenital craniofacial
deviations

* Severe facial asymmetry secondary to skeletal defects,
congenital syndromal conditions and/or tumor growth or its
treatment.
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Physician/
Physician
Extender
Professional
Services

Medically necessary services include, but are not limited to, the following:

American Academy of Pediatrics recommended well- child exams and
preventive health services (including but not limited to vision and
hearing screening and immunizations)
Physician office visits, inpatient and outpatient services
Laboratory, x-rays, imaging and pathology services, including technical
component and/or professional interpretation
Medications, biologicals and materials administered in physician’s
office
Allergy testing, serum and injections
Professional component (in/outpatient) of surgical services, including:
+ Surgeons and assistant surgeons for surgical procedures
including appropriate follow-up care
» Administration of anesthesia by physician (other than surgeon)
or CRNA
» Second surgical opinions
+ Same-day surgery performed in a hospital without an over-night
stay
* Invasive diagnostic procedures such as endoscopic examination
Hospital-based physician services (including physician-performed
technical and interpretative components)
Physician and professional services for a mastectomy and breast
reconstruction include:
+ All stages of reconstruction on the affected breasts;
+ External breast prosthesis for the breast(s) on which medically
necessary mastectomy procedure(s) have been performed
» Surgery and reconstruction on the other breast to produce
symmetrical appearance; and
* Treatment of physical complications from the mastectomy and
treatment of lymphedemas.
In-network and out-of-network physician services for a mother and her
newborn(s) for a minimum of 48 hours following an uncomplicated
vaginal delivery and 96 hours following an uncomplicated delivery by
caesarian section
Physician services associated with (a) miscarriage or
(b) a non-viable pregnancy (molar pregnancy, ectopic pregnancy, or a
fetus that expired in utero). Physician services associated with
miscarriage or non-viable pregnancy include, but are not limited to:
» dilation and curettage (D&C) procedures;
* appropriate provider-administered medications;
* ultrasounds, and
» histological examination of tissue samples.
Physician services medically necessary to support a dentist providing
dental services to a CHIP member such as general anesthesia or
intravenous (V) sedation.
Pre-surgical or post-surgical orthodontic services for medically
necessary treatment of craniofacial anomalies requiring surgical
intervention and delivered as part of a proposed and clearly outlined
treatment plan to treat:
e cleft lip and/or palate; or
e severe traumatic skeletal and/or congenital craniofacial
deviations
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Prenatal Care
and Pre-
Pregnancy
Family Services
and Supplies

Covered, unlimited prenatal care and medically necessary care related to
diseases, illnesses, or abnormalities related to the reproductive system, and
limitations and exclusions to these services are described under inpatient,
outpatient and physician services.

Primary and preventative health benefits do not include pre-pregnancy family
reproductive services and supplies, or prescription medications prescribed
only for the purpose of primary and preventive reproductive health care.

Birthing Center

Covers birthing services provided by a licensed birthing center. Limited to

Services facility services (e.g., labor and delivery)
Limitations: Applies only to CHIP members
Services CHIP Members: Covers prenatal services and birthing services rendered in a

Rendered by a
Certified Nurse
Midwife or
Physician in a
Licensed
Birthing Center

licensed birthing center

CHIP Perinate Newborn Members: Covers services rendered to a newborn
immediately following delivery.

Durable Medical
Equipment
(DME),
Prosthetic
Devices and
Disposable
Medical
Supplies

$20,000 12-month period limit for DME, prosthetic devices and disposable
medical supplies (diabetic supplies and equipment are not counted against
this cap).

Services include DME (equipment which can withstand repeated use, and is
primarily and customarily used to serve a medical purpose, generally is not
useful to a person in the absence of illness, injury or disability, and is
appropriate for use in the home), including devices and supplies that are
medically necessary and necessary for one or more activities of daily living,
and appropriate to assist in the treatment of a medical condition, including,
but not limited to:
* Orthotic braces and orthotics
* Prosthetic devices such as artificial eyes, limbs and braces
* Prosthetic eyeglasses and contact lenses for the management of
severe ophthalmologic disease Hearing aids
* Other artificial aids
* Implantable devices are covered under Inpatient and Outpatient
services and do not count towards the DME annual limit

Diagnosis-specific disposable medical supplies, including diagnosis specific
prescribed specialty formulas and dietary supplements.
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Home and
Community
Health Services

Medically necessary services are provided in the home and community and
include, but are not limited to:
* Home infusion
* Respiratory therapy
» Visits for private duty nursing (R.N., L.V.N.)
» Skilled nursing visits as defined for home health purposes (may
include R.N. or L.V.N.).
+ Home health aide when included as part of a plan of care during a
period that skilled visits have been approved
* Speech, physical and occupational therapies.
* Services are not intended to replace the child's caretaker or to
provide relief for the caretaker.
» Skilled nursing visits are provided on intermittent level and not
intended to provide 24-hour skilled nursing services.

Services are not intended to replace 24-hour inpatient or skilled nursing facility
services.

Inpatient Mental
Health Services

Mental health services, including for serious mental iliness, furnished in a free-

standing psychiatric hospital, psychiatric units of general acute care hospitals

and state-operated facilities, including, but not limited to:

= Neuropsychological and psychological testing When inpatient psychiatric
services are ordered by a court of competent jurisdiction under the
provisions of Chapter 573 and 574 of the Texas Health and Safety Code,
relating to court ordered commitments to psychiatric facilities, the court
order serves as binding determination of medical necessity. Any
modification or termination of services must be presented to the court with
jurisdiction over the matter for determination.

Outpatient
Mental Health
Services

Mental health services, including for serious mental illness, provided on an
outpatient basis, but no limited to:
» The visits can be furnished in a variety of community-based settings
(including school and home-based) or in a state-operated facility.
Neuropsychological and psychological testing
Medication management
Rehabilitative day treatments
Residential treatment services
Sub-acute outpatient services (partial hospitalization or rehabilitative
day treatment)
= Skills training (psycho-educational skill development)
= When outpatient psychiatric services are ordered by a court of
competent jurisdiction under the provisions of Chapters 573 and 574 of
the Texas Health and Safety Code, relating to court ordered
commitments to psychiatric facilities, the court order serves as binding
determination of medical necessity. Any modification or termination of
services must be presented to the court with jurisdiction over the matter
for determination

= A Qualified Mental Health Provider — Community Services (QMHP-CS),
is defined by the Texas Department of State Health Services (DSHS) in
Title 25 T.A.C., Part |, Chapter 412, Subchapter G, Division 1,
§8412.303(48). QMHP_CSs shall be providers working through DSHS-
contracted Local Mental Health Authority or a separate DSHS-
contracted entity. QMHP-CSs shall be supervised by a licensed mental
health professional or physician and provide services in accordance
with DSHS standards. Those services include individual and group skills
training (which can be components of interventions such as day
treatment and in-home services), patient and family education, and
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Inpatient Substance
Abuse Treatment
Services

Services include, but are not limited to:

* Inpatient and residential substance abuse treatment services
including detoxification and crisis stabilization, and 24-hour
residential rehabilitation programs

Does not require PCP referral

Outpatient
Substance Abuse
Treatment Services

Services include, but are not limited to:
= Prevention and intervention services that are provided by
physician and non-physician providers, such as screening,
assessment and referral for chemical dependency disorders.
= Intensive outpatient services
= Partial hospitalization
* Intensive outpatient services are defined as organized non-
residential services providing structured group and individual
therapy, educational services and life skills training that
consists of at least 10 hours per week for 4 to 12 weeks but
less than 24 hours per day.
Outpatient treatment is defined as consisting of at least 1 — 2 hours
per week of structured group and individual therapy, educational
services and life skills trainings Does not require PCP referral.
* Does not require PCP referral.

Rehabilitation
Services

Services include, but are not limited to, the following:
= Habilitation (the process of supplying a child with the means
to reach age appropriate developmental milestones through
therapy or treatment) and rehabilitation services include, but
are not limited to the following:
o Physical, occupational and speech therapy
o Developmental assessment

Hospice Care

Services include, but are not limited to:

Services
+ Palliative care, including medical and support services, for those
children who have six months or less to live, to keep patients
comfortable during the last weeks and months before death
« Treatment for unrelated conditions is unaffected
* Up to a maximum of 120 days with a 6-month life expectancy
+ Patients electing hospice services waive their rights to treatment
related to their terminal illnesses; however, they may cancel this
election at anytime
Services apply to the hospice diagnosis
Emergency MCO cannot require authorization as a condition for payment for
Services, including | emergency conditions or labor and delivery.
Emergency
Hospitals, Covered services include, but are not limited to, the following:
Physicians, and = Emergency services based on prudent lay-person definition
Ambulance of emergency health condition
Services » Hospital emergency department room and ancillary services

and physician services 24 hours a day, 7 days a week, both
by in-network and out-of-network providers
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Emergency Services,
including Emergency
Hospitals, Physicians,
and Ambulance
Services Continued

= Medical screening examination

= Stabilization services

= Access to TDH designated Level | and Level Il trauma
centers or hospitals meeting equivalent levels of care

= for emergency services

Emergency ground, air or water transportation

Transplants

Services include, but are not limited to, the following:
= Using up-to-date FDA guidelines, all non- experimental
human organ and tissue transplants and all forms of
non-experimental corneal, bone marrow and peripheral
stem cell transplants, including donor medical

PESVI-V-N~V-Y-9-

Vision Benefit

The health plan may reasonably limit the cost of the frames/lenses.

Services include:

* One examination of the eyes to determine the need for and
prescription for corrective lenses per 12-month period, without
authorization

* One pair of non-prosthetic eyewear per 12- month period

Chiropractic Services

Services do not require physician prescription and are limited to
spinal subluxation.

Tobacco Cessation
Program

Covered up to $100 for a 12-month period limit for a health plan
approved program. May be subject to formulary requirements

Case Management and
Care Coordination
Services

These services include outreach informing, case management, care
coordination and community referral

Drug Benefits

Services include, but are not limited, to the following:

e OQutpatient drugs and biologicals; including pharmacy-
dispensed and provider-administered outpatient drugs and
biologicals; and

Drugs and biologicals provided in an inpatient setting

In addition to covered benefits, Molina offers value added services to its Members. Please
refer to the CHIP Value Added Services Addendum on Molinahealthcare.com for more
information on value added benefits.
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CHIP Covered DME/Supplies

Ace Bandages

Exception: If provided by and billed
through the clinic or home care agency it
is covered as an incidental supply.

Alcohol, rubbing

Over-the-counter supply.

Alcohol, swabs
(diabetic)

Over-the-counter supply not covered,
unless RX provided at time of dispensing.

Alcohol, swabs

Covered only when received with IV
therapy or central line kits/supplies.

Ana Kit A self-injection kit used by patients highly
Epinephrine allergic to bee stings.
Arm Sling Dispensed as part of office visit.

Attends (Diapers)

Coverage limited to children age

4 or over only when prescribed by a
physician and used to provide care for a
covered diagnosis as outlined in a
treatment care plan.

Bandages

Basal
Thermometer

Over-the-counter supply.

Batteries — initial

For covered DME items.

Betadine See IV therapy supplies.
Books
Clinitest For monitoring of diabetes.

Colostomy Bags

See Ostomy Supplies.

Communication
Devices

Contraceptive
Jelly

Over-the-counter supply.
Contraceptives are not covered under the
plan.

Cranial Head
Mold
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Dental Devices

Coverage limited to dental devices used
for treatment of craniofacial anomalies
requiring surgical intervention.

Diabetic Supplies

Monitor calibrating solution, insulin
syringes, needles, lancets, lancet device
and glucose strips.

Diapers/Incontine
nt
Briefs/Chux

Coverage limited to children age

4 or over only when prescribed by a
physician and used to provide care for a
covered diagnosis as outlined in a
treatment care plan.

Diaphragm Contraceptives are not covered under the
X plan.
Diastix For monitoring diabetes.
Diet, Special
X
Distilled Water
X
Dressing Syringes, needles, Tegaderm, alcohol
Supplies/Central swabs, Betadine swabs or ointment,
Line tape. Many times, these items are
dispensed in a kit that includes all
necessary items for one dressing site
Dressing Eligible for coverage only if receiving
Supplies/Decubitu covered home care for wound care.
S
Dressing Eligible for coverage only if receiving
Supplies/Peripher home 1V therapy.
al IV Therapy
Dressing X
Supplies/Other
Ear Molds Custom made, post inner or middle ear
surgery.
Electrodes Eligible for coverage when used with a
covered DME.
Enema Supplies X Over-the-counter supply.

Enteral Nutrition
Supplies

Necessary supplies (e.g., bags, tubing,
connectors, catheters, etc.) are eligible
for coverage. Enteral nutrition products
are not covered except for those
prescribed for hereditary metabolic
disorders, a non-function or disease of
the structures that normally permit food
to reach the small bowel, or
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Eye Patches

Covered for patients with amblyopia.

Formula

Exception: Eligible for coverage only for
chronic hereditary metabolic disorders a
non- function or disease of the structures
that normally permit food to reach the
small bowel; or malabsorption due to
disease (expected to last longer than 60
days when prescribed by the physician
and authorized by plan.) Physician
documentation to justify prescription of
formula must include:
» |dentification of a metabolic
disorder, dysphasia that results in
a medical need for a liquid diet,
» presence of a gastrostomy,
= or disease resulting in
malabsorption that requires a
medically necessary nutritional
product
Does not include formula:

* For Members who could be sustained
on an age- appropriate diet.

* Traditionally used for infant feeding

* In pudding form (except for clients with
documented oropharyngeal motor
dysfunction who receive greater than
50 percent of their daily caloric intake
from this product)

* For the primary diagnosis of failure to
thrive, failure to gain weight, or lack of
growth or for infants less than twelve
months of age unless medical
necessity is documented and other
criteria, listed above, are met.

» Food thickeners, baby food, or
other regular grocery products
that can be blenderized and used
with an enteral system that are
not medically necessary, are not
covered, regardless of whether
these regular food products are
taken orally or parenterally.

Gloves

Exception: Central line dressings or
wound

Hydrogen

Darnvida

Over-the-counter supply.

Hygiene Items
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Incontinent Pads Coverage limited to children age

4 or over only when prescribed by a

X physician and used to provide care for a
covered diagnosis as outlined in a
treatment care plan

Insulin Pump Supplies (e.g., infusion sets, syringe
(External) X reservoir and dressing, etc.) are eligible
Supplies for coverage if the pump is a covered
Irrigation Sets, Eligible for coverage for individual with an
Urinary X indwelling urinary catheter.

IV Therapy Supplies Tubing, filter, cassettes, IV pole, alcohol
swabs, needles, syringes and any other

X related supplies necessary for home 1V
therapy.
K-Y Jelly X Over-the-counter supply.
Lancet Device X Limited to one device only.
Lancets X Eligible for individuals with diabetes.
Med Ejector X
Needles and See Diabetic Supplies
Syringes/Diabetic
Needles and See IV Therapy and Dressing
Syringes/IV and Supplies/Central Line.
Central Line
Needles and Eligible for coverage if a covered
Syringes/Other X IM or SubQ medication is being
administered at home.
Normal Saline See Saline, Normal
Novopen X
Ostomy Supplies Items eligible for coverage include: belt,

pouch, bags, wafer, face plate, insert,
barrier, filter, gasket, plug, irrigation
kit/sleeve, tape, skin prep, adhesives,
X drain sets, adhesive remover, and
pouch deodorant.

Items not eligible for coverage include:
scissors, room deodorants, cleaners,
rubber gloves, gauze, pouch covers,
Perinatal Necessary supplies (e.g., tubing, filters,
Nutrition/Supplies connectors, etc.) are eligible for
coverage when the Perinatal nutrition
has been authorized by the Health
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Saline, Normal

Eligible for coverage:

a) when used to dilute medications for
nebulizer treatments;

b) as part of covered home care for
wound care;

c) for indwelling urinary catheter

Stump Sleeve

Stump Socks

Suction Catheters

Syringes See Needles/Syringes.
Tape See Dressing Supplies, Ostomy
Supplies, IV Therapy Supplies.
Tracheostomy Cannulas, Tubes, Ties, Holders,
Supplies Cleaning Kits, etc. are eligible for
Under Pads See Diapers/Incontinent
Briefs/Chux.
Unna Boot Eligible for coverage when part of wound

care in the home setting. Incidental
charge when applied during office visit.

Urinary, External
Catheter & Supplies

Exception: Covered when used

by incontinent male where injury to the
urethra prohibits use of an indwelling
catheter ordered by the PCP and
annroved bv the plan

Urinary, Indwelling
Catheter & Supplies

Cover catheter, drainage bag with
tubing, insertion tray, irrigation set and
normal saline if needed.

Urinary,
Intermittent

Cover supplies needed for intermittent or
straight catheterization

Urine Test Kit

When determined to be medically
necessary.

Urostomy supplies

See Ostomy Supplies.

Limited Home Health Supplies for CHIP

The Vendor Drug Program (VDP) covers Limited Home Health Supplies (LHHS) through
the outpatient pharmacy benefit for Medicaid members as of November 12, 2012.
Beginning March 7, 2014, the LHHS formulary will also be applied to CHIP members.

To provide LHHS to CHIP and Medicaid members enrolled with Molina Healthcare of Texas,
pharmacies must be contracted with the VDP and with Caremark, our pharmacy benefit
manager (PBM). Enrollment as a Durable Medical Equipment (DME) provider is not
required. Providers already enrolled as a Medicaid/CHIP DME provider must submit a claim



http://txvendordrug.com/providers/contracting-info.shtml

for LHHS through the pharmacy benefit by way of the pharmacy claim system; these items
will not be processed under the medical benefit.

In addition, Molina Healthcare will have certain LHHS products designated as preferred.
Molina’s preferred diabetic test strips are the TrueTest glucose test strips. Molina
Healthcare of Texas has teamed up with the company that makes the True Result monitor,
which will be provided to the

LHHS Items

Insulin Syringes (1 cc or less) |
Insulin Needles |

Blood Glucose Test Strips (for home blood glucose
monitor)

\Blood Glucose Test Strips with Disposable Monitor
IBlood Glucose Monitor (Talking)

\Lancets

\Spring-Powered Device for Lancet

Aerosol Holding Chamber (for use with metered dose
inhaler)

\Oral Electrolyte Replacement Fluid \
\Hypertonic Saline Solution 7% \

See www.txvendordrug.com for the full list of LHHS covered products.

Please keep the following in mind when submitting a LHHS claim:

o ATitle XIX form is not required for LHHS dispensed through a pharmacy. A prescription
(faxed, written, or electronic) is required.
o Claims must be submitted in accordance with the most current NCPDP pharmacy
billing standard.

Value Added Services

In addition to covered benefits, Molina offers value added services to its Members.
Please refer to Molinahealthcare.com for the most current lists of Value Added Services

CHIP Exclusions from Covered Services (this list is not all inclusive)

= [Inpatient and outpatient infertility treatments or reproductive services other than
prenatal care, labor and delivery, and care related to disease, illnesses, or
abnormalities related to the reproductive system

= Contraceptive medications prescribed only for the purpose of primary and
preventive reproductive health care (i.e., cannot be prescribed for family
planning)

= Personal comfort items including but not limited to personal care kits provided
on inpatient admission, telephone, television, newborn infant photographs,
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meals for guests of patient, and other articles which are not required for the
specific treatment of sickness or injury

Experimental and/or investigational medical, surgical or other health care
procedures or services which are not generally employed or recognized within
the medical community

Treatment or evaluations required by third parties including, but not limited to,
those for schools, employment, flight clearance, camps, insurance or court
Mechanical organ replacement devices including, but not limited to artificial heart
Private duty nursing services when performed on an inpatient basis or in a skilled
nursing facility

Hospital services and supplies when confinement is solely for diagnostic testing
purposes, unless otherwise pre-authorized by Health Plan

Prostate and mammography screening

Elective surgery to correct vision

Gastric procedures for weight loss

Cosmetic surgery/services solely for cosmetic purposes

Dental devices solely for cosmetic purposes

Out-of-network services not authorized by the Health Plan except for emergency
care and physician services for a mother and her newborn(s) for a minimum of
48 hours following an uncomplicated vaginal delivery and 96 hours following an
uncomplicated delivery by caesarian section

Services, supplies, meal replacements or supplements provided for weight
control or the treatment of obesity, except for the services associated with the
treatment for morbid obesity as part of a treatment plan approved by the Health
Plan

Acupuncture services, naturopathy and hypnotherapy

Medications prescribed for weight loss or gain

Immunizations solely for foreign travel

Routine foot care such as hygienic care

Diagnosis and treatment of weak, strained, or flat feet and the cutting or removal
of corns, calluses and toenails (this does not apply to the removal of nail roots
or surgical treatment of conditions underlying corns, calluses or ingrown
toenails)

Replacement or repair of prosthetic devices and durable medical equipment due
to misuse, abuse or loss when confirmed by the Member or the vendor
Corrective orthopedic shoes

Convenience items

Orthotics primarily used for athletic or recreational purposes

Custodial care (care that assists a child with the activities of daily living, such as
assistance in walking, getting in and out of bed, bathing, dressing, feeding,
toileting, special diet preparation, and medication supervision that is usually self-
administered or provided by a parent. This care does not require the continuing
attention of trained medical or paramedical personnel.)

Housekeeping

Public facility services and care for conditions that federal, state, or local law
requires be provided in a public facility or care provided while in the custody of
legal authorities

Services or supplies received from a nurse, which do not require the skill and
training of a nurse

Vision training and vision therapy
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= Reimbursement for physical therapy, occupational therapy, and speech therapy
school- based services are not covered except when ordered by a
physician/PCP

= Donor non-medical expenses

= Charges incurred as a donor of an organ when the recipient is not covered under
this health plan

= Coverage while traveling outside of the United States and U.S. Territories
(including Puerto Rico, U.S. Virgin Islands, Commonwealth of Northern Mariana
Islands, Guam, and American Samoa)

Definitions

CHIP: Children’s Health Insurance Program

CHIP Perinatal Eligibility Period: The continuous eligibility period is a 12-month period
that begins when the unborn child is enrolled in the CHIP Perinatal Program and continues
after the child is born. (Month of enrollment + 11 months.)

CHIP Perinate Program: Means the State of Texas program in which HHSC contracts
with HMOs to provide, arrange for, and coordinate Covered Services for enrolled CHIP
Perinate and CHIP Perinate Newborn Members. Although the CHIP Perinatal Program is
part of the CHIP Program, for Contract administration purposes it is identified
independently in this Contract. An HMO must specifically contract with HHSC as a CHIP
Perinatal HMO in order to participate in this part of the CHIP Program.

CHIP Perinate: A CHIP Perinatal Program member identified prior to birth

CHIP Perinate Member: The Mother of the UNBORN CHIP Perinate Newborn who is
eligible to receive Medically Necessary Covered Services related to antepartum care,
labor and delivery services and two postpartum visits.

CHIP Perinate Newborn: Means a CHIP Perinate who has been born alive.
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CHIP Perinate Unborn Covered Services (this list is not all-inclusive)

Inpatient General Acute
and Inpatient Rehab
Hospital Services

For CHIP Perinates in families with income at or

Below the Medicaid eligibility threshold (Perinates who qualify for
Medicaid once born); the facility charges are not a covered benefit,
however professional services charges associated with labor and
delivery are a covered benefit.

For CHIP Perinates in families with income the Medicaid eligibility
threshold (Perinates who do not qualify for Medicaid once born),
benefits are limited to professional services charges and facility
charges associated with labor and delivery until birth, and services
related to a miscarriage or nonviable pregnancy.

Services include but are not limited to the following:
= QOperating, recovery and other treatment rooms
= Anesthesia and administration (facility technical component)

Medically necessary surgical services are limited to services that
directly relate to the delivery of the unborn child, and services
related to miscarriage or non-viable pregnancy (molar pregnancy,
ectopic pregnancy, or a fetus that expired in utero).

Inpatient services associated with (a) miscarriage or (b) a non-viable
pregnancy (molar pregnancy, ectopic pregnancy, or a fetus that
expired in utero) are a covered benefit. Inpatient services associated
with miscarriage or non-viable pregnancy include, but are not limited
to:

e Dilation and curettage (D&C) procedures

e Appropriate provider-administered medications;

e Ultrasounds, and

¢ Histological examination of tissue samples.

Skilled Nursing
Facilities (Includes
Rehab

Not a Covered Service

Outpatient Hospital,
Comprehensive
Outpatient

Rehab Hospital, Clinic
(Including Health
Center)

and Ambulatory Health
Care Center

Services include the following services provided in
a hospital clinic or emergency room, a clinic or health center,
hospital-based emergency department
or an ambulatory health care setting:
« X-ray, imaging, and radiological tests
(technical component)
» Laboratory and pathology services
(technical component)
* Machine diagnostic tests
« Drugs, medications and biological that are medically
necessary prescription and injection drugs
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Outpatient Hospital, = Laboratory and radiological services are limited to services
Comprehensive that directly relate to ante partum care and/or the delivery of
Outpatient the covered CHIP Perinate until birth

Rehab Hospital, Clinic = Ultrasound of the pregnant uterus is a covered benefit when
(Including Health medically indicated. Ultrasound may be indicated for
Center) suspected genetic defects, high-risk pregnancy, fetal growth
and Ambulatory Health retardation, or gestational age confirmation

Care Center Continued = Amniocentesis, Cordocentesis, Fetal Intrauterine

Transfusion (FIUT) and Ultrasonic Guidance for
Cordocentesis, FIUT are covered benefits with an
appropriate diagnosis

» Laboratory tests are limited to: Non-stress testing,
contraction, stress testing, hemoglobin or hematocrit
repeated once a trimester and at 32-36 weeks of pregnancy;
or complete blood count (CBC), urine analysis for protein
and glucose every visit, blood type and RH antibody screen;
repeat antibody screen for RH negative women at 28 weeks
followed by RHO immune globulin administration if indicated;
rubella antibody titer, serology for syphilis, hepatitis B
surface antigen, cervical cytology, pregnancy test, gonorrhea
test, urine culture, sickle cell test, tuberculosis (TB) test,
human immunodeficiency virus (HIV) antibody screen,
Chlamydia test, other laboratory tests not specified but
deemed medically necessary, and multiple marker screens
for neural tube defects (if the client initiates care between 16
and 20 weeks); screen for gestational diabetes at 24-28
weeks of pregnancy; other lab tests as indicated by medical
condition of client.

Ciivninal caniiane ncecnnintad vanth (A maicanvviann Ar [\ A

Physician/PE/Professio Services include, but are not limited to the
nal Services following:
= Medically necessary physician services are limited to prenatal
and postpartum care and/or the delivery of the covered
unborn child until birth
= Physician office visits, inpatient and outpatient services
= Laboratory, x-rays, imaging and pathology services including
technical component and/or professional interpretation
= Medically necessary medications, biological and materials
administered in Physician’s office
= Professional component (in/outpatient) of surgical services
including:
= Surgeons and assistant surgeons for surgical
procedures directly related to the labor with delivery of
the covered unborn child until birth
= Administration of anesthesia by Physician (other than
surgeon) or invasive diagnostic procedures directly
related to the labor with:
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Physician/PE/Professio * Invasive diagnostic procedures directly related to the
nal Services Continued labor with delivery of the unborn child
» Surgical services associated with (a) miscarriage or (b)
a non-viable pregnancy (molar pregnancy, ectopic
pregnancy, or a fetus that expired in utero.)

* Hospital-based Physician services (including Physician
performed technical and interpretive components)

* Professional component of the ultrasound of the pregnant
uterus when medically indicated for suspected genetic defects,
high-risk pregnancy, fetal growth retardation, or gestational
age confirmation

» Professional component of Amniocentesis, Cordocentesis,
Fetal Intrauterine Transfusion (FUIT) and Ultrasonic Guidance
for Amniocentesis, Cordocentesis, and FIUT.

» Professional component associated with (a) miscarriage or (b)
non-viable pregnancy (molar pregnancy, ectopic pregnancy, or
a fetus that expired in utero.) Professional associated with
miscarriage or non-viable pregnancy include, but are not
limited to:

» Dilation and curettage (D&C) procedures
* Appropriate provider-administered medications;

. Llltracniinde and
Prenatal Care and Pre- | Services are limited to an initial visit and subsequent prenatal
Pregnancy Family (antepartum) care visits that include:
Service * One (1) visit every four (4) weeks for the first 28 weeks of
and Supplies pregnancy

* One (1) visit every two to three (3) weeks from 28 to 36
weeks of pregnancy; and

* One (1) visit per week from 36 weeks to delivery

More frequent visits are allowed as Medically Necessary. Benefits
are limited to:

» Limit of 20 prenatal visits and 2 postpartum visits (maximum
within 60 days) without documentation of a complication of
pregnancy.

More frequent visits may be necessary for high risk pregnancies.
High risk prenatal visits are not limited to 20 visits per pregnancy.
Documentation supporting medical necessity must be maintained in
the physician’s files and is subject to retrospective review.

Visits after the initial visit must include:
= Interim history (problems, marital status, fetal status)
= Physical examination (weight, blood pressure, fundal height,
fetal position and size, fetal heart rate, extremities) and
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Prenatal Care and Pre-
Pregnancy Family
Service

and Supplies
Continued

= Laboratory tests (urinalysis for protein and glucose every
visit; hematocrit or hemoglobin repeated once a trimester
and at 32-36 weeks of pregnancy; multiple marker screen for
fetal abnormalities offered at 16-20 weeks of pregnancy;
repeat antibody screen for Rh negative women at 28 weeks
followed by Rho immune globulin administration if indicated,;
screen for gestational diabetes at 24-28 weeks of pregnancy;
and other lab tests as indicated by medical condition of

Birthing Center
Services

Covers birthing services provided by a licensed birthing center.
Limited to facility services related to labor with delivery.

Applies only to CHIP Perinate Members (unborn child) with income
above the Medicaid eligibility threshold (who will not qualify for
Medicaid once born).

Services Rendered by
a Certified Nurse
Midwife or Physician in
a Licensed Birthing
Center

More frequent visits are allowed as Medically Necessary. Benefits
are limited to:

+ Limit of 20 prenatal visits and two (2) postpartum visits
(maximum within 60 days) without documentation of a
complication of pregnancy. More frequent visits may be
necessary for high risk pregnancies. High risk prenatal visits
are not limited to 20 visits per pregnancy. Documentation
supporting medical necessity must be maintained in the
physician’s files and is subject to retrospective review.

Visits after the initial visit must include:

e Interim history (problems, marital status, fetal status)

¢ Physical examination (weight, blood pressure, fundal height,

fetal position and size, fetal heart rate, extremities) and

Laboratory tests (urinalysis for protein and glucose every visit;
hematocrit or hemoglobin repeated once a trimester and at 32-36
weeks of pregnancy; multiple marker screen for fetal abnormalities
offered at 16-20 weeks of pregnancy; repeat antibody screen for Rh
negative women at 28 weeks followed by Rho immune globulin
administration if indicated; screen for gestational diabetes at 24-28
weeks of pregnancy; and other lab tests as indicated by medical

annditinn ~f Alinnt)

Durable Medical
Equipment (DME),
Prosthetic Devices and
Disposable Medical
Supplies

Not a Covered Benefit, with the exception of a limited set of
disposable medical supplies, published at

http://www.txvendordrug.com/formulary/limited-hhs.shtml and only
when they are obtained from a CHIP-enrolled pharmacy provider.

Home and Community
Health Services

Not a Covered Benefit
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Inpatient Mental Health
Services

Not a Covered Benefit

Outpatient Mental
Health Services

Not a Covered Benefit

Inpatient Substance
Abuse Treatment

Not a Covered Benefit

Outpatient Substance
Abuse Treatment

Not a Covered Benefit

Rehabilitation Services

Not a Covered Benefit

Hospice Care Services

Not a Covered Benefit

ER, including
Emergency Hospitals,
Physicians

and Ambulance
Services

HMO cannot require authorization as a condition for payment for
emergency conditions related to labor with delivery.

Covered services are limited to those emergency services that are
directly related to the delivery of
the unborn child until birth
= Emergency services based on prudent layperson
definition of emergency health condition
»= Medical screening examination to determine emergency
when directly related to the delivery of the covered
unborn child
= Stabilization services related to the labor with delivery of
the covered unborn child
= Emergency ground, air and water transportation for labor
and threatened labor is a covered benefit
= Emergency ground, air and water transportation for an
emergency associated with (a) miscarriage or (b) a non-
viable pregnancy (molar pregnancy, ectopic pregnancy, or
a fetus that expired in utero) is a covered benefit.
Benefit limits: Post-delivery services or complications resulting in the
need for emergency services for the mother of the CHIP Perinate are

Transplants

Not a Covered Benefit

Vision Benefit

Not a Covered Benefit

Chiropractic Benefit

Not a Covered Benefit

Tobacco Cessation
Proaram

Not a Covered Benefit

Case Management and
Care Coordination
Services

Covered Benefit

Drug Benefits

Services include, but are not limited to, the following:

e Outpatient drugs and biologicals; including pharmacy-
dispensed and provider-administered outpatient drugs and
biologicals; and

e Drugs and biologicals provided in an inpatient setting
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CHIP Perinate Exclusions from Covered Services (this list is not all inclusive):

= For CHIP Perinates in families with incomes at or below the Medicaid eligibility
threshold (Perinates who qualify for Medicaid once born), inpatient facility charges
are not a covered benefit for the initial Perinatal Newborn admission. "Initial
Perinatal Newborn admission” means the hospitalization associated with the birth.

= Contraceptive medications prescribed only for the purpose of primary and
preventive reproductive health care (i.e. cannot be prescribed for family planning)

= Inpatient and outpatient treatments other than prenatal care, labor with delivery,
services related to (a) miscarriage and (b) non-viable pregnancy, and postpartum

care related to the covered unborn child until birth.
= Inpatient mental health services.
= Qutpatient mental health services.
= Durable medical equipment or other medically related remedial devices.

= Disposable medical supplies, with the exception of a limited set of disposable
medical supplies, published at http://www.txvenfordrug.com/formulary/limited-

hhs.shtml, when they are obtained from an authorized pharmacy provider.
= Home and community-based health care services.
= Nursing care services.
= Dental services.

» |npatient substance abuse treatment services and residential substance abuse

treatment services.
= Outpatient substance abuse treatment services.

* Physical therapy, occupational therapy, and services for individuals with speech,

hearing, and language disorders.
= Hospice care.
= Skilled nursing facility and rehabilitation hospital services.

= Emergency services other than those directly related to the labor with delivery of

the covered unborn child.
= Transplant services.
= Tobacco Cessation Programs.
= Chiropractic Services.

= Medical transportation not directly related to the labor or threatened labor,
miscarriage or non-viable pregnancy, and/or delivery of the covered unborn child.

= Personal comfort items including but not limited to personal care kits provided on
inpatient admission, telephone, television, newborn infant photographs, meals for
guests of patient, and other articles which are not required for the specific treatment

related to labor with delivery or post-partum care.

= Experimental and/or investigational medical, surgical or other health care
procedures or services which are not generally employed or recognized within the

medical community

= Treatment or evaluations required by third parties including, but not limited to, those

for schools, employment, flight clearance, camps, insurance or court

= Private duty nursing services when performed on an inpatient basis or in a skilled

nursing facility.
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= Coverage while traveling outside of the United States and U.S Territories (including
Puerto Rico, U.S. Virgin Islands, Commonwealth of Northern Mariana Islands,
Guam, and American Samoa.)

»= Mechanical organ replacement devices including, but not limited to artificial heart

= Hospital services and supplies when confinement is solely for diagnostic testing
purposes and not a part of labor with delivery

»= Prostate and mammography screening

= Elective surgery to correct vision

= Gastric procedures for weight loss

= Cosmetic surgery/services solely for cosmetic purposes

= Qut-of-network services not authorized by the Health Plan except for emergency
care related to the labor with delivery of the covered unborn child.

= Services, supplies, meal replacements or supplements provided for weight control
or the treatment of obesity

= Acupuncture services, naturopathy and hypnotherapy

* Immunizations solely for foreign travel

»= Routine foot care such as hygienic care

= Diagnosis and treatment of weak, strained, or flat feet and the cutting or removal of

= corns, calluses and toenails (this does not apply to the removal of nail roots or
surgical treatment of conditions underlying corns, calluses or ingrown toenails)

= Corrective orthopedic shoes

= Convenience items

= Over-the-counter medications

= Orthotics primarily used for athletic or recreational purposes

= Custodial care (care that assists with the activities of daily living, such as assistance
in walking, getting in and out of bed, bathing, dressing, feeding, toileting, special
diet preparation, and medication supervision that is usually self-administered or
provided by a caregiver. This care does not require the continuing attention of
trained medical or paramedical personnel.)

= Housekeeping

= Public facility services and care for conditions that federal, state, or local law
requires be provided in a public facility or care provided while in the custody of legal
authorities

= Services or supplies received from a nurse, which do not require the skill and
training of a nurse

= Vision training, vision therapy, or vision services

= Reimbursement for school-based physical therapy, occupational therapy, or
Speech therapy services are not covered

= Donor non-medical expenses

= Charges incurred as a donor of an organ

Medicare-Medicaid Plan (MMP) Benefit Design
The approach to integrating care for dually eligible individuals eliminates fragmentation in

care delivery and financing through contracts with a single managed care organization
responsible for delivering all covered Medicare and Medicaid benefits.
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Acute Covered Benefits (Medicare)

Dual eligible enrollees will receive acute care, outpatient drug benefits and related services
through Medicare. This includes:

e Inpatient and Outpatient Hospital Services (Part A)

e Physician Visits and Other Acute Services (Part B)

e Pharmacy (Part D)

STAR+PLUS Wrap Services (Medicaid)

Molina’s STAR+PLUS program will supplement MMP enrollee’s Medicare coverage by
providing services and supplies that are available under the Texas Medicaid program.
These services include:
e Community-based LTSS
e Medicaid Wrap Services
o There are three categories of Medicaid wrap-around services:
= Medicaid only services (i.e., services that do not have a corresponding
Medicare service);
= Medicare services that become a Medicaid expense due to meeting a
benefit limitation on the Medicare side; and
= Medicare services that become a Medicaid expense due to
coinsurance (cross-over claims).
e Medicare Cost Sharing

Outpatient drug and biologicals, including pharmacy-dispensed and provider-administered
outpatient drugs and biologicals not covered by Medicare will be included in Medicaid
STAR+PLUS benefits.

Non-Emergency Medical Transportation (NEMT) Services

MMP members are eligible to receive Medicad-covered NEMT Services. Please see page
[XX] for additional information.

Behavioral Health

Medicare provides inpatient and outpatient mental health services for MMP enrollees.
STAR+PLUS would provide wrap-around coverage for psychiatry and counseling, and
substance use treatment services, including outpatient assessment, detoxification and
counseling, and residential services.

Integrated Services

Service Coordination

Health Promotion and Wellness

Disease Management

Home Health Services

Coordination of Behavioral Health Services

Medicare-Medicaid Plan (MMP) Flexible Benefits

Flexible Benefits are additional services beyond the services covered by Medicare and
Medicaid that promote healthy lifestyles and improve health outcomes among enrollees.
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Members and Providers can call Member Services to request an updated and complete list
of the Molina MMP Flexible Benefits.

Medicare-Medicaid Plan (MMP) Rewards and Incentives

Molina Dual Options STAR+PLUS MMP members who reside in the community or in a
Nursing Facility who have certain health conditions and/or meet other criteria may receive
gift cards for getting various tests and health screenings. Some of these tests and
screenings include:
e Diabetic members who complete a diabetic eye exam each year;
e Diabetic members who complete an Alc blood test each year;
e Female members age 21-64 who complete a cervical cancer screening test each
year;
e Members with cardiovascular disease who complete a cholesterol blood test each
year; and
e Female members age 50 to 74 who complete a recommended mammogram each
year.

Please note that the above list may not include all the rewards and incentives available to
MMP members. The MMP Rewards and Incentives also may change from time to time.
Members and Providers can call Member Services to receive a current and complete list of
the MMP Rewards and Incentives.

To receive their gift card, a member, or their provider, must call Member Services after
completing the necessary test/screening and request the gift card. Gift cards are mailed to
members 30-60 days from validation of the service being completed. Members or their
provider must initiate the fulfillment process by calling Member Services.

Nominal Gifts (MMP)
Nominal gifts are gifts or promotional items with a monetary value. Providers may not

provide promotional items or nominal gifts to a select MCO’s current or prospective
members or condition promotional items or nominal gifts on enroliment with a MCO.
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Chapter 2 - Claims and Billing

Molina follows the billing procedures outlined in the Texas Medicaid Provider Procedures
Manual. For full information on Texas Medicaid billing practices and procedures, visit
www.tmhp.com/Pages/Medicaid/Medicaid Publications Provider manual.aspx.

Molina does not have a capitation relationship with providers. As a contracted provider, it
is important to understand how the claims process works to avoid delays in the processing
of your claims. Provider Services is available to answer any questions about the claims
process. The following items are covered in this section for your reference:

Claims and Encounter Data Guidelines

Electronic Claim Payment

Coordination of Benefits (COB)/Third Party Liability (TPL)
Requirements for a Clean Claim

Timely Filing Process

Reimbursement Guidance

Emergency Services Claims

Corrected Claims

Billing Members

Special Billing

Claims Review and Audit

Partially Payable Claims

Overpayments and Incorrect Payment Refund Requests
Claims Appeals/Reconsiderations

Fraud and Abuse

Hospital-Acquired Conditions and Present on Admission Program
Changes to Claims Guidelines

Claims Questions

Claims and Encounter Data Guidelines

Claim Submission

Participating Providers are required to submit Claims to Molina with appropriate
documentation. Providers must follow the appropriate State and CMS Provider billing
guidelines. Providers are encouraged to utilize electronic billing though a clearinghouse or
Molina’s Provider Portal whenever possible and use current HIPAA compliant ANSI X 12N
format (e.g., 837I for institutional Claims, 837P for professional Claims, and 837D for dental
Claims) and use electronic Payer ID number: 20554. For Members assigned to a delegated
medical group/IPA that processes its own Claims, please verify the Claim Submission
instructions on the Member’s Molina ID card.

Providers must bill Molina for services with the most current CMS approved diagnostic and

procedural coding available as of the date the service was provided, or for inpatient facility
Claims, the date of discharge.
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National Provider ldentifier (NPI)

A valid NPI is required on all Claim submissions. Providers must report any changes in
their NPI or subparts to Molina as soon as possible, not to exceed thirty (30) calendar days
from the change.

Paper Claims and Encounter Data Guidelines

Non-electronic claims must be submitted to Molina on a CMS 1500 or UB-04 claim form
that is legible and accurate within ninety-five (95) days of the date of service. Molina is
also able to accept the UB92. Non-electronic claims that meet the requirements of a
clean claim as defined in Title 28 of the Texas Administrative Code Chapter 21
Subchapter T will be paid or denied within thirty (30) days of receipt (18 days for
electronic Pharmacy Claims submissions/21 days for non-electronic Pharmacy Claims
submissions). Claims that do not meet the clean claim requirements will still be paid or
denied in a timely manner where possible, but Molina will not be liable for any late
payment penalties on claims that do not meet the requirements of a clean claim.

If electronic claim submission is not possible, please submit paper claims to the following
address:

Molina Healthcare
Attn: Claims
PO Box: 22719
Long Beach, CA 90801

Please keep the following in mid when submitting paper claims
e Paper claims should be submitted on original red colored CMS 1500 claims forms.
e Paper claims must be printed, using black ink.

Encounter Data

Each Provider, capitated Provider, or organization delegated for Claims processing is
required to submit Encounter data to Molina for all adjudicated Claims. The data is used for
many purposes, such as regulatory reporting, rate setting and risk adjustment, hospital rate
setting, the Quality Improvement program and HEDIS® reporting.

Encounter data must be submitted at least once per month, and within 30 days from the
date of service in order to meet State and CMS encounter submission threshold and quality
measures. Encounter data must be submitted via HIPAA compliant transactions, including
the ANSI X12N 8371 — Institutional, 837P — Professional, and 837D -- Dental. Data must be
submitted with Claims level detail for all non-institutional services provided.

Molina has a comprehensive automated and integrated Encounter data system capable of
supporting all 837 file formats and proprietary formats if needed.

Providers must correct and resubmit any encounters which are rejected (non-HIPAA
compliant) or denied by Molina. Encounters must be corrected and resubmitted within
fifteen (15) days from the rejection/denial.
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Molina has created 837P, 8371, and 837D Companion Guides with the specific submission
requirements available to Providers.

When Encounters are filed electronically, Providers should receive two (2) types of
responses:

e First, Molina will provide a 999 acknowledgement of the transmission

e Second, Molina will provide a 277CA response file for each transaction

Electronic Claims Submission

Molina strongly encourages participating Providers to submit Claims electronically,
including secondary claims. Electronic Claims submission provides significant benefits to
the Provider including:

o Helps to reduce operation costs associated with paper claims (printing, postage,
etc.)

o Increases accuracy of data and efficient information delivery
o Reduces Claim delays since errors can be corrected and resubmitted electronically
o Eliminates mailing time and Claims reach Molina faster

Electronic Claims Submission Guidelines

Electronic claims must be submitted to Molina using the appropriate Professional and
Institutional Encounter guides as shown below, and within 95 days of the date of service.

837 Professional Combined Implementation Guide

837 Institutional Combined implementation Guide

837 Professional Companion Guide

837 Institutional Companion Guide; or

National Council for Prescription Drug Programs (NCPDP) Companion Guide

arwnE

Electronic claims that meet the clean claim requirements as defined in the 28 Tex. Admin.
Chapter 21 Subchapters C and T will be paid or denied within thirty (30) days of receipt
(excluding Nursing Facilities).

Molina shall pay Network Providers interest at a rate of 1.5% per month (18% per annum)
on all clean claims that are not paid within 30 days. Claims that do not meet the
requirements of a clean claim will still be paid or denied in a timely manner where possible,
but Molina will not be liable for any late-payment penalties on claims that do not meet the
requirements of a clean claim.

Molina shall pay or deny Network Pharmacies submitting electronic claims that meet the
clean claim requirements as defined in Title 28 Texas Administrative Code Chapter 21
Subchapter T within eighteen (18) days of receipt.

Molina offers the following electronic Claims submission options:
e Submit Claims directly to Molina via the Provider Portal
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e Submit Claims to Molina via your regular EDI clearinghouse using Payer ID 20554

Provider Portal:

Molina’s Provider Portal offers a number of claims processing functionalities and benefits:
e Available to all Providers at no cost

Available twenty-four (24) hours per day, seven (7) days per week

Ability to add attachments to claims (Provider Portal and clearinghouse submissions)

Ability to submit claims online

Ability to submit corrected claims

Easily and quickly void claims

Check claims status

Receive timely notification of a change in status for a particular claim

Batch Claims Processing

Clearinghouse:

Molina uses Change Healthcare as its gateway clearinghouse. Change Healthcare has
relationships with hundreds of other clearinghouses. Typically, Providers can continue to
submit Claims to their usual clearinghouse.

Molina accepts EDI transactions through our gateway clearinghouse for Claims via the
837P for Professional and 837l for institutional. It is important to track your electronic
transmissions using your acknowledgement reports. The reports assure Claims are
received for processing in a timely manner.

When your Claims are filed via a Clearinghouse:

e You should receive a 999 acknowledgement from your clearinghouse

e You should also receive 277CA response file with initial status of the claims from
your clearinghouse

e You should contact your local clearinghouse representative if you experience any
problems with your transmission

EDI Claims Submission Issues

Providers who are experiencing EDI Submission issues should work with their
clearinghouse to resolve this issue. If the Provider’s clearinghouse is unable to resolve,
the Provider may call the Molina EDI Customer Service line at (866) 409-2935 or email us
at EDI.Claims@molinahealthcare.com for additional support.

Note: Molina will notify Network Providers in writing of any changes in the list of claims
processing or adjudication entities at least thirty (30) days prior to the effective date of
change. If Molina is unable to provide at least thirty (30) days notice, the Molina will give
Network Providers a 30-day extension on their claims filing deadline to ensure claims are
routed to correct processing centers.
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Electronic Claim Payment

Participating Providers are required to enroll for Electronic Funds Transfer (EFT) and
Electronic Remittance Advice (ERA). Providers who enroll in EFT payments will
automatically receive ERAs as well. EFT/ERA services allow Providers to reduce
paperwork, provides searchable ERAs, and Providers receive payment and ERA access
faster than the paper check and RA processes. There is no cost to the Provider for EFT
enrollment, and Providers are not required to be in-network to enroll.

Molina uses a vendor to facilitate the HIPAA compliant EFT payment and ERA delivery.
Additional information about EFT/ERA is available at molinahealthcare.com or by
contacting our Provider Services Department.

Coordination of Benefits (COB) and Third-Party Liability (TPL) - Medicaid

CcoB

Medicaid is the payer of last resort. Private and governmental carriers must be billed prior
to billing Molina or medical groups/IPAs. Provider shall make reasonable inquiry of
Members to learn whether Member has health insurance, benefits or Covered Services
other than from Molina or is entitled to payment by a third party under any other insurance
or plan of any type, and Provider shall immediately notify Molina of said entitlement. In the
event that coordination of benefits occurs, Provider shall be compensated based on the
state regulatory COB methodology. Primary carrier payment information is required with
the Claim submission. Providers can submit Claims with attachments, including
explanation of benefits (EOBs) and other required documents, by utilizing Molina’s
Provider Portal. Providers can also submit this information through EDI and Paper
submissions.

TPL

Molina Healthcare is the payer of last resort and will make every effort to determine the
appropriate Third-Party payer for services rendered. Molina Healthcare may deny Claims
when Third Party has been established and will process Claims for Covered Services when
probable Third-Party Liability (TPL) has not been established or third-party benefits are not
available to pay a Claim. Molina Healthcare will attempt to recover any third-party
resources available to Members and shall maintain records pertaining to TPL collections
on behalf of Members for audit and review.

Coordination of Benefits (COB) and Third-Party Liability (TPL) — MMP

For members enrolled in a Molina plan, Molina and/or contracted Medical Groups/IPAs
are financially responsible for the care provided to these Members. Molina will pay for
claims for covered services; however, if COB/TPL is determined Molina may request
recovery post payment, if appropriate. Molina will attempt to recover any overpayments
paid as the primary payer when another insurance is primary.

Medicaid Coverage for Molina Medicare Members — MMP Only

There are certain benefits that will not be covered by Molina Medicare program, but may
be covered by fee-for-service Medicaid. In this case, the Provider should bill Medicaid
with a copy of the Molina Medicare remittance advice and the associated state agency

will process the claim accordingly.
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After exhausting all other primary coverage benefits, Provider may submit claims to Molina
Medicare. A copy of the remittance advice from the primary payer must accompany the
claim or the claim will be denied. If the primary insurance paid more than Molina’s
contracted allowable rate, the claim is considered paid in full and zero dollars will be
applied to the claim.

Requirements for a Clean Claim - Physicians and Non-Institutional Providers

A clean claim relating to physicians or non-institutional providers is comprised of
the following (Included are the appropriate CMS references to specific fields):

Subscriber’s/patient’s plan ID number (CMS 1500, field 1a);

Patient’'s name (CMS 1500, field 2);

Patient’s date of birth and gender (CMS 1500, field 3);

Subscriber's name (CMS 1500, field 4) is required, if shown on the patient’s ID

card,

Patient’ address (street or P.O. Box, city, state, zip) (CMS 1500, field 5) is required;

6. Patient’s relationship to subscriber (CMS 1500, field 6);

7. Subscriber's address (street or P.O. Box, city, state, zip) (CMS 1500, field 7)
required but physician or provider may enter “same” if the subscriber’s address is
the same as the patient’s address required by requirement “E;”

8. Subscriber’s policy number (CMS 1500, field 11);

9. HMO or insurance company name (CMS 1500, field 11c);

10. Disclosure of any other health benefit plans (11d);

11. Patients or authorized person’s signature or notation that the signature is on file
with the physician or provider (CMS 1500, field 12);

12.Subscriber’s or authorized person’s signature or notation that the signature is on
file with the physician or provider (CMS 1500 field 13);

13. Date of injury (CMS 1500, field 14) is required, if due to an accident;

14.Name of referring physician or other source (CMS 1500, field 17) is required for

primary care physicians, specially physicians and hospitals; however, if there is no
referral, the physician or provider shall enter “Self-referral” or “None;”

15.1.D. Number of referring physician (CMS 1500 field 17a) is required for primary
care physicians, specialty physicians and hospitals; however, if there is no referral,
the physician or provider shall enter “Self-referral” or “None;”

16.Narrative description of procedure (CMS 1500, field 19) is required when a
physician or provider uses an unlisted or not classified procedure code or an NDC
code for drugs;

17.For diagnosis codes or nature of illness or injury (CMS 1500, field 21), up to four
diagnosis codes may be entered, but at least one is required (Primary diagnosis
must be entered first);

Hw NP
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18. Verification number (CMS 1500, field 23), is required if services have been verified.
If no verification has been provided, a prior authorization number (CMS 1500, field
23), is required when prior authorization is required and granted,;

19.Date(s) of service (CMS 1500, field 24A);

20.Place of service codes (CMS 1500, field 24B);

21.Procedure/modifier code (CMS 1500, field 24 D);

22.Diagnosis code by specific service (CMS 1500, field 24E) is required with the first
code linked to the applicable diagnosis code for that service in field 21;

23.Charge for each listed service (CMS 1500, field 24F);
24.Number of days or units (CMS 1500, field 24G);

25.NPI of Rendering physician or provider in box 24j and Billing Provider NPI in box
33a (CMS 1500);

26.Federal tax ID in box 25 (CMS 1500);

27.Whether assignment was accepted (CMS 1500, field 27), is required if assignment
under Medicare has been accepted;

28.Total charge (CMS 1500, field 28);

29. Amount paid, (CMS 1500, field 29), is required if an amount has been paid to the
physician or provider submitting the claim by the patient or subscriber, or on behalf
of the patient or subscriber;

30. Signature of physician or provider or notation that the signature is on file with the
HMO or preferred provider carrier (CMS 1500, field 31);

31. Name and address of facility where services rendered (if other than home or
office) (CMS 1500, field 32,); and

32.Physician’s or provider’s billing name, address and telephone number are required,
and the provider number (CMS 1500, field 33, 12-90 version) is required if the HMO
or preferred provider carrier required provider numbers and gave notice of that
requirement to physicians and providers prior to June 17, 2003. For CMS 1500
08-05 version, physician’s or provider’s billing NPI number should be in field 33a.

Per the NUCC (National Uniform Claim Committee) the rendering provider NPI should
be submitted in box 24J and the billing provider NPI in box 33A on the paper claim. Below
is information regarding the appropriate fields for the rendering and billing provider NPIs.
Please work with your billing representative to ensure that NPIs are correctly populated
on electronic and paper claims. This will allow Molina to submit accurate claims data to
the state agency per state requirements.

Inaccurate, incomplete, or untimely submissions and re-submissions may result in denial
of the claim.

Required NPI Fields

Referring Provider Box 17b Requested*

Rendering Provider Box 24j Required
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Facility Box 32a Requested*
Billing Provider Box 33a Required
LTSS Provider Only Box 33b Required

Requirements for a Clean Claim - Institutional Providers
Claims must be submitted on UB-04 form.

Required data elements for institutional providers are listed as follows:

1. Provider’s name, address and telephone number (UB-04, field 1);

2. Pay to Provider's name, address and telephone number (UB-04, field 2) Optional,
use if pay to address is different from address in field 1;

3. Patient control number (UB-04, field 3);

4. Type of bill code (UB-04, field 4) is required and shall include a “7” in the third
position if the claim is a corrected claim;

5. Provider’s federal tax ID number (UB-04, field 5);

6. Statement period (beginning and ending date of claim period) (UB-04, field 6);

7. Covered days (UB-04, field 7), is required if Medicare is a primary or secondary
payor;

8. Patient’s name (UB-04, field 8);

9. Patient’s address (UB-04, field 9);

10.Patient’s date of birth (UB-04, field 10);

11.Patient’s gender (UB-04, field 11);

12.Date of admission (UB-04, field 12) is required for admissions, observation stays,
and emergency room care;

13. Admission hour (UB-04, field 13) is required for admissions, observation stays, and
emergency room care;

14.Type of admission (e.g., emergency, urgent, elective, newborn) (UB-04, field 14);
15. Source of admission code (UB-04, field 15);

16.Discharge hour (UB-04, field 16), required for admissions, outpatient surgeries or
observation stays;

17.Patient-status-at-discharge code (UB-04, field 17) is required for admissions,
observation stays, and emergency room care;

18.Condition codes (UB-04, fields 18-28), required if appropriate

19.Occurrence codes and all dates (UB-04, fields 31-34), required if appropriate;

20.0Occurrence span codes, from and through dates (UB-04, fields 35-36) required if
appropriate;

21.Value code and amounts (UB-04, field 39-41) required for inpatient admissions. If

no value codes are applicable to the inpatient admission, the provider may enter
value code 01;

22.Revenue code (UB-04, field 42);

23.Revenue description (UB-04, field 43);
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24.HCPCS/Rates (UB-04, field 44) required if Medicare is a primary or secondary
payor;

25. Service date (UB-04, field 45) required if the claim is for outpatient services;

26.Units of service (UB-04, field 46);

27.Total charge (UB-04, field 47) not applicable for electronic billing;

28.Non-Covered charge (UB-04, field 48) required if information is available and
applicable;

29.Payor identification (UB-04, field 50);
30.Health Plan identifier number (UB-04, field 51) required;
31.Release of information indicator (UB-04, field 52) required,;

32.Prior payments-payor and patient (UB-04, field 54) required if payments have been
made to the physician or provider by the patient or another payor or subscriber, on
behalf of the patient or subscriber;

33.Billing provider name and identifiers, including NPI (UB-04, field 56) required on all
claims;

34.0Other Provider ID (UB-04, field 57) Required, Texas providers should include their
TPI in this field,;

35.Insured’s name (UB-04, field 58) is required if shown on the patient’s ID card;

36. Patient’s relationship to insured (UB-04, field 59);

37.Insured’s unique ID number (UB-04, field 60), required, shown on patient’s ID card;
38.Insurance Group Name (UB-04, field 61) required if shown on patient’s ID card;
39.Insurance group number (UB-04, field 62), required if shown on patient’s ID card;

40.Treatment authorization codes (UB-04, field 63) required if services have been
authorized;

41.Diagnosis and procedure code qualifier (UB-04, field 66);
42.Principle diagnosis code (UB-04, field 67) Required on all claims;

43.Diagnoses codes other than principal diagnosis code (UB-04, field 67A-Q), are
required if there are diagnoses codes other than principal diagnosis;
44. Admitting diagnosis code (UB-04, field 69);
45.Patient’s reason for visit (UB-04, field 70), required for unscheduled outpatient
visits;
46. Principal procedure code (UB-04, field 74) required if the patient has undergone
an inpatient or outpatient surgical procedure;
47.0ther procedure codes (UB-04, fields 74A-E) are required as an extension of “46”
if additional surgical procedures were performed;
48. Attending physician name and identifiers, including NPI (UB-04, field 76) Required
on all claims;
49.0Operating Physician’s name and identifier, including NPI (UB-04, field 77)
Required only when surgical procedure on claim; and
50.0ther providers’ name and identifiers, including NPl (UB-04, fields 78-79)
Requested if information is available.
Inaccurate, incomplete, or untimely submissions and re-submissions may result in denial
of the claim.
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UB-04

Molina began accepting the new UB-04 on March 1, 2007. We are accepting institutional
claims filed by facilities such as hospitals, skilled nursing facilities, hospices, and others,
using either the UB-92 or UB-04. The new UB-04 claim form may be obtained from the
National Uniform Billing Committee web site at www.nubc.org.

Information regarding the revised form may also be found on the CMS
website:
http://www.cms.hhs.gov/MLNMattersArticles/downloads/MM5072.pdf.

Molina Required/Requested NPI Fields

Billing Provider Box 56 Required

Attending Provider Box 76 Requested*
Operating Provider Box 77 Requested*
Other Provider Boxes 78 & 79 Requested*

Timely Claim Filing

Provider shall promptly submit to Molina Claims for Covered Services rendered to
Members. All Claims shall be submitted in a form acceptable to and approved by Molina
and shall include all medical records pertaining to the Claim if requested by Molina or
otherwise required by Molina’s policies and procedures. Claims must be submitted by
Provider to Molina within 95 calendar days after the discharge for inpatient services or the
Date of Service for outpatient services. If Molina is not the primary payer under
coordination of benefits or third-party liability, Provider must submit Claims to Molina within
95 calendar days after final determination by the primary payer. Except as otherwise
provided by Law or provided by Government Program requirements, any Claims that are
not submitted to Molina within these timelines shall not be eligible for payment and Provider
hereby waives any right to payment.

Timely Claim Processing (Medicaid)

Claims processing will be completed for contracted Providers in accordance with the
timeliness provisions set forth in the Provider’s contract. Unless the Provider and Molina
or contracted medical group/IPA have agreed in writing to an alternate schedule, Molina
will process the claim for service within thirty (30) days after receipt of clean electronic
claims and forty-five (45) days after receipt of non-electronic clean claims.

The receipt date of a Claim is the date Molina receives notice of the Claim.
Timely Claim Processing (MMP)
A complete claim is a claim that has no defect, impropriety, lack of any required

substantiating documentation as outlined in “Required Elements” above, or particular
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circumstance requiring special treatment that prevents timely payment from being made
on the claim.

Claims processing will be completed for contracted Providers in accordance with the
timeliness provisions set forth in the Provider’s contract. Unless the Provider and Molina
or contracted medical group/IPA have agreed in writing to an alternate schedule, Molina
will process the claim for service as follows:

e Ninety-five percent (95%) of the monthly volume of non-contracted “clean” claims
are to be adjudicated within thirty (30) calendar days of receipt.

e Ninety-five percent (95%) of the monthly volume of contracted claims are to be
adjudicated within sixty (60) calendar days of receipt.

¢ Ninety-five percent (95%) of the monthly volume of non-clean non-contracted claims
shall be paid or denied within sixty (60) calendar days of receipt.

The receipt date of a Claim is the date Molina receives notice of the Claim.
Reimbursement Guidance and Payment Guidelines

Providers are responsible for submission of accurate claims. Molina requires coding of
both diagnoses and procedures for all claims. The required coding schemes are the
International Classification of Diseases, 10th Revision, Clinical Modification ICD-10-CM for
diagnoses. For procedures, the Healthcare Common Procedure Coding System Level 1
(CPT codes), Level 2 and 3 (HCPCS codes) are required for professional and outpatient
claims. Inpatient hospital claims require ICD-10-PCS (International Classification of
Diseases, 10" Revision, Procedure Coding System). Furthermore, Molina requires that
all claims be coded in accordance with the HIPAA transaction code set guidelines and
follow the guidelines within each code set.

Molina utilizes a claims adjudication system that encompasses edits and audits that follow

State and Federal requirements as well as administers payment rules based on generally

accepted principles of correct coding. These payment rules include, but are not limited to,

the following:

e Manuals and Relative Value Unit (RVU) files published by the Centers for Medicare
and Medicaid Services (CMS), including:

o National Correct Coding Initiative (NCCI) edits, including procedure-to-
procedure (PTP) bundling edits and Medically Unlikely Edits (MUES). In the
event a State benefit limit is more stringent/restrictive than a Federal MUE,
Molina will apply the State benefit limit. Furthermore, if a professional
organization has a more stringent/restrictive standard than a Federal MUE or
State benefit limit, the professional organization standard may be used.

o CMS Physician Fee Schedule RVU indicators.

e Current Procedural Technology (CPT) guidance published by the American Medical
Association (AMA).

e ICD-10 guidance published by the National Center for Health Statistics.

e State-specific claims reimbursement guidance.

e Other coding guidelines published by industry-recognized resources.
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e Payment policies based on professional associations or other industry-recognized
guidance for specific services. Such payment policies may be more stringent than State
and Federal guidelines.

e Molina policies based on the appropriateness of health care and medical necessity.

e Payment policies published by Molina.

Emergency Services Claims

If the claim is for emergency service(s), no authorization is required. If Molina has
reasonable grounds for suspecting fraud, misrepresentation or unfair billing practices,
then additional information from the provider may be requested.

Claims Coding

General Coding Requirements

Correct coding is required to properly process claims. Molina requires that all claims be

coded in accordance with the HIPAA transaction code set guidelines and follow the

guidelines within each set.

CPT and HCPCS Codes

Codes must be submitted in accordance with the chapter and code-specific guidelines set
forth in the current/applicable version of the AMA CPT and HCPCS codebooks. In order
to ensure proper and timely reimbursement, codes must be effective on the date of service
(DOS) for which the procedure or service was rendered and not the date of submissions.

Modifiers

Modifiers consist of two (2) alphanumeric characters and are appended to HCPCS/CPT
codes to provide additional information about the services rendered. Modifiers may be
appended only if the clinical circumstances justify the use of the modifier(s). For example,
modifiers may be used to indicate whether a:

e Service or procedure has a professional component
Service or procedure has a technical component
Service or procedure was performed by more than one physician
Unilateral procedure was performed
Bilateral procedure was performed
Service or procedure was provided more than once
Only part of a service was performed.
For a complete listing of modifiers and their appropriate use, consult the AMA CPT and
the HCPCS code books.

ICD-1-CM/PCS Codes

Molina utilizes International Classification of Disease, 10" Revision, Clinical Modification
(ICD-10-CM) and International Classification of Disease 10" Revision, Procedure Coding
System (ICD-10-PCS) billing rules and will deny claims that do not meet Molina’s ICD-10
Claims Submission Guidelines. To ensure proper and timely reimbursement, codes must
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be effective on the dates of service (DOS) for which the procedure or service was rendered
and not the date of submission. Refer to the ICD-10 CM/PCS Official Guidelines for Coding
and Reporting on the proper assignment of principal and additional diagnosis codes.

Place of Service (POS) Codes

Place of Service Codes (POS) are two-digit codes placed on health care professional
claims (CMS 1500) to indicate the setting in which a service was provided. CMS maintains
POS codes used throughout the health care industry. The POS should be indicative of
where that specific procedure/service was rendered. If billing multiple lines, each line
should indicate the POS for the procedure/service on that line.

Type of Bill

Type of bill is a four-digit alphanumeric code that gives three specific pieces of information
after the first digit, a leading zero. The second digit identifies the type of facility. The third
classifies the type of care. The fourth indicates the sequence of this bill in this particular
episode of care, also referred to as “frequency” code. For a complete list of codes,
reference the National Uniform Billing Committee’s (NUBC’s) Official UB0-4 Data
Specifications Manual.

Revenue Codes

Revenue codes are four-digit codes used to identify specific accommodation and/or
ancillary charges. There are certain revenue codes that require CPT/HCPCS codes to be
billed. For a complete list of codes, reference the NUBC’s Official UB-04 Data
Specifications Manual.

Diagnosis Related Group (DRG)

Facilities contracted to use DRG payment methodology submit claims with DRG coding.
Claims submitted for payment by DRG must contain the minimum requirements to ensure
accurate claim payment.

Molina processes DRG claims through DRG software. If the submitted DRG and system-
assigned DRG differ, the Molina-assigned DRG will take precedence. Providers may
appeal with medical record documentation to support the ICD-10-CM principal and
secondary diagnoses (if applicable) and/or the ICD-10-PCS procedure codes (if
applicable). If the claim cannot be grouped due to insufficient information, it will be denied
and returned for lack of sufficient information.

NDC

The 11-digit National Drug Code Number (NDC) must be reported on all professional and
outpatient claims when submitted on the CMS-1500 claim form, UB-04 or its electronic
equivalent.

Providers will need to submit claims with both HCPCS and NDC codes with the exact NDC
that appears on the medication packaging in the 5-4-2 digit format (i.e. XXXXX-XXXX-XX) as
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well as the NDC units and descriptors. Claims submitted without the NDC number will be
denied.

Coding Sources

Definitions

CPT — Current Procedural Terminology 4th Edition; an American Medical Association
(AMA) maintained uniform coding system consisting of descriptive terms and codes that
are used primarily to identify medical services and procedures furnished by physicians and
other health care professionals. There are three types of CPT codes:

e Category | Code — Procedures/Services

e Category Il Code — Performance Measurement

e Category Ill Code — Emerging Technology

HCPCS - HealthCare Common Procedural Coding System; a CMS maintained uniform
coding system consisting of descriptive terms and codes that are used primarily to identify
procedure, supply and durable medical equipment codes furnished by physicians and
other health care professionals.

ICD-10-CM — International Classification of Diseases, 10th revision, Clinical Modification
ICD-10-CM diagnosis codes are maintained by the National Center for Health Statistics,
Centers for Disease Control (CDC) within the Department of Health and Human Services
(HHS).

ICD-10-PCS - International Classification of Diseases, 10th revision, Procedure Coding
System used to report procedures for inpatient hospital services.

Corrected Claims Requirements

Corrected Claims are considered new Claims for processing purposes. Corrected Claims
must be submitted electronically with the appropriate fields on the 8371 or 837P completed.
Molina’s Provider Portal includes functionality to submit corrected Institutional and
Professional claims.

Corrected claims must include the correct coding to denote if the claim is Replacement of
Prior

Claim or Corrected Claim for an 8371 or the correct Resubmission Code for an 837P and
include the original claim number. Claims submitted without the correct coding will be
returned to the Provider for resubmission.

EDI (Clearinghouse) Submission:

837P
e In the 2300 Loop, the CLM segment (claim information) CLM05-3 (claim frequency
type code) must indicate one of the following qualifier codes:
o “1”-ORIGINAL (initial claim)
o “I"-REPLACEMENT (replacement of prior claim)
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o “8”-VOID (void/cancel of prior claim)
e Inthe 2300 Loop, the REF *F8 segment (claim information) must include the original
reference number (Internal Control Number/Document Control Number ICN/DCN).

8371
e Bill type for UB claims are billed in loop 2300/CLMO05-1. In Bill Type for UB, the “1”
“7” or “8” goes in the third digit for “frequency”.
e Inthe 2300 Loop, the REF *F8 segment (claim information) must include the original
reference number (Internal Control Number/Document Control Number ICN/DCN).

Billing Members

e Providers contracted with Molina cannot bill the Member for any covered benefits,
beyond applicable copayment, deductibles, or coinsurance. The Provider is
responsible for verifying eligibility and obtaining approval for those services that
require prior authorization.

e Providers agree that under no circumstance shall a Member be liable to the Provider
for any sums owed by Molina to the Provider

e Provider agrees to accept payment from Molina as payment in full, or bill the
appropriate responsible party

e Provider may not bill a Molina Member for any unpaid portion of the bill or for a claim
that is not paid with the following exceptions:

o The Member has been advised by the Provider that the service is not a
covered benefit and the Provider has documentation.

o The Member has been advised by the Provider that he/she is not
contracted with Molina and has documentation.

o The Member agrees in writing to have the service provided with full
knowledge that they are financially responsible for payment.

It is important to note that there are no co-pays for Medicaid managed care members.
Medicaid members should not be billed for requesting a copy of their medical record.

Member Acknowledgement Statement

The provider may bill the client only if:
= A specific service or item is provided at the client’s request.
= The provider has obtained and kept a written Client Acknowledgment Statement
signed by the client that states:

o “l understand that, in the opinion of (provider's name), the services or items
that | have requested to be provided to me on (dates of service) may not be
covered under the Texas Medical Assistance Program as being reasonable
and medically necessary for my care. | understand that the HHSC or its health
insuring agent determines the medical necessity of the services or items that
| request and receive. | also understand that | am responsible for payment of
the services or items | request and receive if these services or items are
determined not to be reasonable and medically necessary for my care.”
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o “Comprendo que, segun la opinion del (nombre del proveedor), es posible
gue Medicaid no cubra los servicios o las provisiones que solicite (fecha del
servicio) por no considerarlos razonables ni medicamente necesarios para mi
salud. Comprendo que el Departamento de Salud de Texas o0 su agente de
seguros de salud determina la necesidad medica de los servicios o de las
provisiones que el cliente solicite o reciba. Tambien comprendo que tengo la
responsibilidad de pagar los servicios o provisiones que solicite y que reciba
si despues se determina que eso0s servicios y provisiones no son razonables
ni medicamente necesarios para mi salud.”

Private Pay Agreement

A provider may bill the following to a Member without obtaining a signed Member
Acknowledgment
Statement:

Any service that is not a benefit under Molina’s Program (for example, personal care
items).

The provider accepts the Member as a private pay patient. Providers must advise
Members that they are accepted as private pay patients at the time the service is
provided and is responsible for paying for all services received. In this situation,
HHSC strongly encourages the provider to ensure that the Member signs written
notification so there is no question how the Member was accepted. Without written,
signed documentation that the Medicaid Member has been properly notified of the
private pay status, the provider does not seek payment from an eligible Medicaid
Member.

All services incurred on non-covered days because of eligibility or spell of illness
limitation. Total client liability is determined by reviewing the itemized statement and
identifying specific charges incurred on the non-covered days. Spell of illness
limitations do not apply to medically necessary stays for THSteps client’s birth
through 20 years of age. The reduction in payment that is because of the medically
needy spend down MNP is limited to children 18 years of age or younger and
pregnant women. The client’s potential liability would be equal to the amount of total
charges applied to the spend down. Charges to clients for services provided on
ineligible days must not exceed the charges applied to spend down.

The Member is accepted as a private pay patient pending Medicaid eligibility
determination and does not become eligible for Medicaid retroactively. The provider
is allowed to bill the Member as a private pay patient if retroactive eligibility is not
granted. If the Member becomes eligible retroactively, the Member notifies the
provider of the change in status. Ultimately, the provider is responsible for filing
timely Medicaid claims. If the Member becomes eligible, the provider must refund
any money paid by the Member and file Medicaid claims for all services rendered.

A provider attempting to bill or recover money from a Member in violation of the
above conditions may be subject to exclusion from Molina. In accordance with
current federal policy, Members cannot be charged for the Member’s failure to keep
an appointment. Only billings for services provided are considered for payment.
Members may not be billed for the completion of a claim form, even if it is a provider’s
office policy.
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Private Pay Form Agreement

A private pay form agreement allows for a reduction in payment by a provider to a Member
due to a medically needy spend down (effective September 1, 2003, the MNP is limited
to children younger than age 19 years and pregnant women). If a provider accepts a
Member as a private pay patient, the Provider must advise the Member that they are
accepted as private pay patients at the time the service is provided and is responsible for
paying for all services received. In this situation, HHSC strongly encourages the provider
to ensure that the Member signs written notification so there is no question how the
Member was accepted. Without written, signed documentation that the Medicaid Member
has been properly notified of the private pay status, the provider does not seek payment
from an eligible Medicaid Member.

There are instances in which the Member is accepted as a private pay patient and a
provider may bill a member. This is acceptable, if the provider accepts the patient and
informs the member at the time of service that they will be responsible for paying for all
services. In this situation, it is recommended that the provider use a Private Pay Form.
The provider is allowed to bill the Member as a private pay patient if retroactive eligibility
is not granted. If the Member becomes eligible retroactively, the Member notifies the
provider of the change in status. Ultimately, the provider is responsible for filing timely
Medicaid claims. If the Member becomes eligible, the provider must refund any money
paid by the Member and file Medicaid claims for all services rendered.

SAMPLE

Member Acknowledgment
Statement

“l understand that, in the opinion of (provider's name), the services or items that | have
requested to be provided to me on (dates of service) may not be covered under Molina
Healthcare as being reasonable and medically necessary for my care. | understand that
HHSC or its health insuring agent determines the medical necessity of the services or
items that | request and receive. | also understand that | am responsible for payment of
the services or items | request and receive if these services or items are determined not
to be reasonable and medically necessary for my care.”

‘Comprendo que, segun la opinién del (nombre del proveedor), es posible que Medicaid
no cubra los servicios o las provisiones que solicité (fecha del servicio) por no
considerarlos razonables ni médicamente necesarios para mi salud. Comprendo que
Molina Healthcare o su agente de seguros de salud determina la necesidad médica de
los servicios o de las provisiones que el miembro solicite o reciba. También comprendo
gue tengo la responsabilidad de pagar los servicios o provisiones que solicité y que reciba
si después se determina gue es0s Servicios y provisiones no son razonables ni
médicamente necesarios para mi salud.”

Member Signature Date
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Special Billing

Newborns

The following name conventions are to be used for newborns:

= |fthe mother's name is “Jane Jones,” use “Boy Jane Jones” for a male child and “Girl
Jane Jones” for a female child.

= Enter “Boy Jane” or “Girl Jane” in first name field and “Jones” in last name field.
Always use “boy” or “girl” first and then the mother’s full name. An exact match must
be submitted for the claim to process.

= Do not use “NBM” for newborn male or “NBF” for newborn female.

Non-Emergency Medical Transportation (NEMT)

Transportation providers should submit claims directly to Access2Care for transportation services provided to
Molina members. If there are questions regarding billing requirements for NEMT services, providers should
refer to the Provider Manual provided by Access2Care.

Claims Review and Audit

Molina shall use established industry claims adjudications and/or clinical practices,
Commonwealth, and Federal guidelines, and/or Molina’s policies and data to determine
the appropriateness of the billing, coding and payment.

Provider acknowledges Molina’s right to conduct pre and post-payment billing audits.
Provider shall cooperate with Molina’s Special Investigations Unit and audits of Claims
and payments by providing access at reasonable times to requested Claims information,
all supporting medical records, Provider's charging policies, and other related data as
deemed relevant to support the transactions billed. Providers are required to submit, or
provide access to, medical records upon Molina’s request. Failure to do so in a timely
manner may result in an audit failure and/or denial, resulting in overpayment.

In reviewing medical records for a procedure, Molina may select a statistically valid
random sample, or smallest subset of the statistically valid random sample. This sample
gives an estimate of the proportion of claims Molina paid in error. The estimated
proportion, or error rate, may be projected across all claims to determine the amount of
overpayment.

Provider audits may be telephonic, an on-site visit, internal claims review, client-
directed/regulatory investigation and/or compliance reviews and may be vendor assisted.
Molina asks that you provide us, or our designee, during normal business hours, access
to examine, audit, scan and copy any and all records necessary to determine compliance
and accuracy of billing.

Molina shall use established industry Claims adjudication and/or clinical practices, State,
and Federal guidelines, and/or Molina’s policies and data to determine the
appropriateness of the billing, coding, and payment.

If Molina’s Special Investigations Unit suspects that there is fraudulent or abusive activity,
we may conduct an on-site audit without notice. Should you refuse to allow access to your
facilities, Molina reserves the right to recover the full amount paid or due to you.
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Partially Payable Claims

If Molina believes a claim is only partially payable, the non-disputed sections shall be paid
and notification to the physician or provider in writing as to why a disputed section shall
not be paid is sent.

If additional information is needed in order to process a claim Molina shall request in
writing no later than fifteen (15) days after receipt of claim that the physician or provider
attach the information necessary. After receipt of the requested information, Molina shall
reply within fifteen (15) days as to whether the claim is then payable.

If Molina audits a submitted claim Molina must pay 100 percent of a claim, within thirty
(30) days, subject to the audit. Molina must complete the audit within 180 days after a
clean claim is received, and any refund due to Molina shall be made no later than thirty
(30) days after the competed audit.

Overpayments and Incorrect Payments Refund Requests

If, as a result of retroactive review of Claim payment, Molina determines that it has made
an Overpayment to a Provider for services rendered to a Member, it will make a claim for
such Overpayment.

A Provider shall pay a Claim for an Overpayment made by Molina which the Provider does
not contest or dispute within the specified number of days on the refund request letter
mailed to the Provider.

If a provider does not repay or dispute the overpaid amount within the timeframe allowed
Molina may offset the Overpayment amount(s) against future payments made to the
provider.

Payment of a Claim for Overpayment is considered made on the date payment was
received or electronically transferred or otherwise delivered to Molina, or the date that the
Provider receives a payment from Molina that reduces or deducts the Overpayment.

Claim Appeals/Reconsiderations

Providers disputing a Claim previously adjudicated must request such action within 120
days of Molina’s original remittance advice date. Regardless of type of denial/dispute
(service denied, incorrect payment, administrative, etc.); all Claim appeals must be
submitted on the Molina Provider Complaints and Appeals Request Form found on
Provider website and the Provider Portal. The form must be filled out completely in order
to be processed. Reconsiderations must be submitted on the Claim
Reconsideration/Adjustment Form.
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Additionally, the item(s) being resubmitted should be clearly marked as appeal or
reconsideration, whichever is applicable, and must include the following documentation:

e Any documentation to support the adjustment and a copy of the Authorization form
(if applicable) must accompany the appeal/reconsideration request.
e The Claim number clearly marked on all supporting documents

Forms may be submitted via fax, secure email or mail. Claims Appeals/Reconsideration
requested via the appropriate may be sent to the following address:

Molina Healthcare of Texas, Inc.
Attention: Claims Disputes / Adjustments
P.O. Box 165089
Irving, TX 75016

Submitted via fax: (877) 319-6852
Secure email: MolinaTXProviderAppeals/Complaints@MolinaHealthcare.com

Please Note: Requests for adjustments of Claims paid by a delegated medical group/IPA
must be submitted to the group responsible for payment of the original Claim.

The Provider will be notified of Molina’s decision in writing within 30 days of receipt of the
Claims Dispute/Adjustment request.

Provider Claim Redeterminations — Contracted Providers (MMP Only)

Providers seeking a redetermination of a claim previously adjudicated must request such
action, in writing, utilizing Molina’s Provider Research and Resolution process within 120
days of Molina’s original remittance advice date. Additionally, the item(s) being resubmitted
should be clearly marked as a redetermination and must include the following:

e Requests must be fully explained as to the reason for redetermination.

e Previous claim and remittance advice, any other documentation to support the
request and a copy of the referral/authorization form (if applicable) must
accompany the request.

e Requests for claim redetermination should be sent via email to:
MolinaTXProviderAppeals/Complaints@MolinaHealthcare.com.

Note: Corrected claims are the directed through the original claims submission process,
clearly identified as a corrected claim.

All question pertaining to claim redetermination requests are to be directed to the Member
& Provider Contact Center.

Provider Reconsideration of Delegated Claims — Contracted Providers
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Providers requesting a reconsideration, correction or reprocessing of a claim previously
adjudicated by an entity that is delegated for claims payment must submit their request to
the delegated entity responsible for payment of the original claim.

Fraud and Abuse

Failure to report instances of suspected Fraud and Abuse is a violation of the Law and
subject to the penalties provided by Law. Please refer to the Compliance section of this
Provider Manual for more information.

Hospital-Acquired Conditions and Present on Admission Program

The Deficit Reduction Act of 2005 (DRA) mandated that Medicare establish a program that
would modify reimbursement for fee for service beneficiaries when certain conditions
occurred as a direct result of a hospital stay that could have been reasonably prevented
by the use of evidenced-based guidelines. CMS titled the program “Hospital-Acquired
Conditions and Present on Admission Indicator Reporting” (HAC and POA).

The following is a list of CMS Hospital Acquired Conditions. Effective October 1, 2008,
CMS reduces payment for hospitalizations complicated by these categories of conditions
that were not present on admission (POA):

Foreign Object Retained After Surgery
Air Embolism
Blood Incompatibility
Stage Ill and IV Pressure Ulcers
Falls and Trauma
Fractures
Dislocations
Intracranial Injuries
Crushing Injuries
Burn
Other Injuries
= Manifestations of Poor Glycemic Control
a) Hypoglycemic Coma
b) Diabetic Ketoacidosis
c) Non-Ketotic Hyperosmolar Coma
d) Secondary Diabetes with Ketoacidosis
e) Secondary Diabetes with Hyperosmolarity
Catheter-Associated Urinary Tract Infection (UTI)
Vascular Catheter-Associated Infection
Surgical Site Infection Following Coronary Artery Bypass Graft — Mediastinitis
Surgical Site Infection Following Certain Orthopedic Procedures:
o Spine
o Neck
o Shoulder
o Elbow
Surgical Site Infection Following Bariatric Surgery Procedures for Obesity
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o Laparoscopic Gastric Restrictive Surgery
o Laparoscopic Gastric Bypass
o Gastroenterostomy
= Surgical Site Infection Following Placement of Cardiac Implantable Electronic
Device (CIED)
= latrogenic Pneumothorax with Venous Catheterization
= Deep Vein Thrombosis (DVT)/Pulmonary Embolism (PE) Following Certain
Orthopedic Procedures
o Total Knee Replacement
o Hip Replacement

What this means to Providers:

= Acute IPPS Hospital claims will be returned with no payment if the POA indicator is
coded incorrectly or missing; and

= No additional payment will be made on IPPS hospital claims for conditions that are
acquired during the patient’s hospitalization.

If you would like to find out more information regarding the Medicare HAC/POA program,
including billing requirements, the following CMS site provides further information:
http://www.cms.hhs.gov/HospitalAcgCon

d/

Changes to Claims Guidelines
Molina will provide all Network Providers at least ninety (90) days notice prior to

implementing a change in claim guidelines, unless the change is required by statute or
regulation in a shorter timeframe.

Claims Questions, Re-Consideration and Appeals

Additional details regarding the process and timelines to appeal claim payments can be
found in the “Complaints and Appeals” Chapter of this manual.

If a provider has a question or is not satisfied with the information or payment,
they have received related to a claim, they should contact Provider Services at
(855) 322-4080.
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CHIP Cost Sharing Schedule

At or below 151% of FPL* $0
Above 151% up to and including 186% of the FPL $35
Above 186% and including 201% of FPL $50

At or below 151% of FPL Charge
Office Visit (non-preventative) $5
Non-Emergency ER $5
Generic Drug $0
Brand Drug $5
Facility Co-pay, Inpatient (per admission) $35

Cost-sharing Cap

5% of family’s income**

Above 151% up to and including 186% FPL Charge
Office Visit (non-preventative) $20
Non-Emergency ER $75
Generic Drug $10
Brand Drug $35
Facility Co-pay, Inpatient (per admission) $75

Cost-sharing Cap

5% of family’s income**

Above 186% up to and including 201% of the FPL Charge
Office Visit (non-preventative) $25
Non-Emergency ER $75
Generic Drug $10
Brand Drug $35
Facility Co-pay, Inpatient (per admission) $125

Cost-sharing Cap

5% of family’s income**

*The federal poverty level (FPL) refers to income guidelines established annually by the

federal government.
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**Per 12-month term of coverage.

No co-payments for Medicaid Members, CHIP Perinate Members and/or CHIP
Perinate Newborn Members and CHIP Members who are Native Americans or
Alaskan Natives. No co-payments for well-baby and well-child services,
preventive services, or pregnancy- related assistance for CHIP Members.
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Chapter 3 - Credentialing

The purpose of the Credentialing Program is to assure the Molina Healthcare and its
subsidiaries (Molina) network consists of quality Providers who meet clearly defined criteria
and standards. It is the objective of Molina to provide superior health care to the community.
Additional information is available in the Credentialing Policy and Procedure which can be
requested by contacting your Molina Provider Services Representative.

The decision to accept or deny a credentialing applicant is based upon primary source
verification, secondary source verification and additional information as required. The
information gathered is confidential and disclosure is limited to parties who are legally
permitted to have access to the information under State and Federal Law.

The Credentialing Program has been developed in accordance with State and Federal
requirements and the standards of the National Committee for Quality Assurance (NCQAO).
The Credentialing Program is reviewed annually, revised, and updated as needed.

Non-Discriminatory Credentialing and Recredentialing

Molina does not make credentialing and recredentialing decisions based on an applicant’s
race, ethnic/national identity, gender, identity, age, sexual orientation, ancestry, religion,
marital status, health status, or patient types (e.g. Medicaid) in which the Practitioner
specializes. This does not preclude Molina from including in its network Providers who meet
certain demographic or specialty needs; for example, to meet cultural needs of Members.

Type of Practitioners Credentialed and Recredentialed

Practitioners and groups of Practitioners with whom Molina contracts must be credentialed
prior to the contract being implemented.

Practitioner types requiring credentialing include but are not limited to:

e Acupuncturists e Medical Doctors (MD)

e Addiction medicine specialists « Naturopathic Physicians

« Audiologists e Nurse Midwives

e Behavioral healthcare practitioners e *Nurse Practitioners
who are licensed, certified or e Occupational Therapists
registered by the state to practice e Optometrists
independently e Oral Surgeons.

e Chiropractors e Osteopathic Physicians (DO)

« Clinical Social Workers e Pharmacists

o Dentists e Physical Therapists

e Doctoral or master’s-level e *Physician Assistants
psychologists o Podiatrists

o Licensed/Certified Midwives (Non- e Psychiatrists and other physicians
Nurse) e Speech and Language Pathologists

« Massage Therapists « Telemedicine Practitioners

o Master’s-level clinical social workers
o Master’s-level clinical nurse specialists
or psychiatric nurse practitioner
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TAHP CVO

All Medicaid MCOs must utilize the Texas Association of Health Plans’ (TAHP’s) contracted
Credentialing Verification Organization (CVO) as part of its credentialing and recredentialing
process regardless of membership in the TAHP. Molina utilizes this process for all lines of
business.

The CVO is responsible for receiving complete applications, attestations and primary source
verification documents. The MCO must complete the credentialing process for a new
Provider and its claim systems must be able to recognize the Provider as a Network
Provider no later than ninety (90) Days after receipt of a completed application.

Credentialing Application
The Texas Department of Insurance Standardized Credentialing Application is required for

all Practitioners being credentialed and recredentialed with Molina for participation in the
network. http://www.tdi.texas.gov/hmo/crform.html

If an application does not include required information, Provider is given written notice of all
missing information no later than five (5) business days after receipt.

Expedited Credentialing

(TIC 1452 subchapter C) - Practitioners (MD, DO, DPM and therapeutic OD) joining a
medical group currently contracted by Molina and meet the following requirements will be
eligible for thirty (30) day expedited credentialing:
e Current Texas licensed in good standing with the Texas Medical Board;
e Submits all documentation and other information required as necessary to enable
Molina to begin the credentialing process; and,
e Agrees to comply with the terms of Molina’s participating Provider contract
currently in force with the established medical group.

Expedited Credentialing applies to the following practitioners:
Physicians

Podiatrists

Therapeutic Optometrists

Dentists

Dental Specialists

Licensed Clinical Social Workers

Licensed Professional Counselors

Licensed Marriage and Family Therapists
Psychologists

Criteria for Participation in the Molina Network

Molina has established criteria and the sources used to verify these criteria for the
evaluation and selection of Practitioners for participation in the Molina network. These
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criteria have been designed to assess a Practitioner’s ability to deliver care. This policy
defines the criteria that are applied to applicants for initial participation, recredentialing and
ongoing participation in the Molina network. To remain eligible for participation Practitioners
must continue to satisfy all applicable requirements for participation as stated herein and in
all other documentations provided by Molina.

Molina reserves the right to exercise discretion in applying any criteria and to exclude
Practitioners who do not meet the criteria. Molina may, after considering the
recommendations of the Professional Review Committee, waive any of the requirements
for network participation established pursuant to these policies for good cause if it is
determined such waiver is necessary to meet the needs of Molina and the community it
serves. The refusal of Molina to waive any requirement shall not entitle any Provider to a
hearing or any other rights of review.

Practitioners must meet the following criteria to be eligible to participate in the Molina
network. The Practitioner shall have the burden of producing adequate information to prove
they meet all criteria for initial participation and continued participation in the Molina network.
If the Practitioner fails to provide this information, the credentialing application will be
deemed incomplete and it will result in an administrative denial or termination from the
Molina network. Practitioners who fail to provide this burden of proof do not have the right
to submit an appeal.

e Application - Provider must submit to Molina a complete credentialing application either
from CAQH ProView or other State mandated practitioner application. The attestation
must be signed within one-hundred-twenty (120) days. Application must include all
required attachments.

e License, Certification or Registration - Provider must hold a current and valid license,
certification or registration to practice in their specialty in every State in which they will
provide care and/or render services for Molina Members. Telemedicine Practitioners are
required to be licensed in the State where they are located, and the State the Member
is located.

e DEA or CDS Certificate - Provider must hold a current, valid, unrestricted Drug
Enforcement Agency (DEA) or Controlled Dangerous Substances (CDS) certificate.
Provider must have a DEA or CDS in every State where the Provider provides care to
Molina Members. If a Practitioner has never had any disciplinary action taken related to
their DEA and/or CDS and has a pending DEA/CDS certificate or chooses not to have
a DEA and/or CDS certificate, the Practitioner must then provide a documented process
that allows another Practitioner with a valid DEA and/or CDS certificate to write all
prescriptions requiring a DEA number. If a Practitioner does not have a DEA or CDS
because it has been revoked, restricted or relinquished due to disciplinary reasons, the
Practitioner is not eligible to participate in the Molina network.

e Specialty — Provider must only be credentialed in the specialty in which they have
adequate education and training. Provider must confine their practice to their
credentialed area of practice when providing services to Molina Members.

e Education - Provider must have graduated from an accredited school with a degree in
their designated specialty.

e Residency Training - Providers must have satisfactorily completed residency programs
from accredited training program in the specialty in which they are practicing. Molina
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only recognizes residency training programs that have been accredited by the
Accreditation Council of Graduate Medical Education (ACGME) and the American
Osteopathic Association (AOA) in the United States or by the College of Family
Physicians of Canada (CFPC), the Royal College of Physicians and Surgeons of
Canada. Oral Surgeons must complete a training program in Oral and Maxillofacial
Surgery accredited by the Commission on Dental Accreditation (CODA). Training must
be successfully completed prior to completing the verification. It is not acceptable to
verify completion prior to graduation from the program. As of July 2013, podiatric
residencies are required to be three (3) years in length. If the podiatrist has not
completed a three (3)-year residency or is not board certified, the podiatrist must have
five (5) years of work history practicing podiatry.

Fellowship Training - If the Provider is not board certified in the specialty in which they
practice and has not completed a residency program in the specialty which they practice,
they must have completed a fellowship program from an accredited training program in
the specialty in which they are practicing.

Board Certification - Board certification in the specialty in which the Practitioner is
practicing is required. Initial applicants who are not board certified will be considered
for participation if they have satisfactorily completed a residency program from an
accredited training program in the specialty in which they are practicing. Molina
recognizes board certification only from the following Boards:

American Board of Medical Specialties (ABMS)

American Osteopathic Association (AOA)

American Board of Foot and Ankle Surgery (ABFAS)

American Board of Podiatric Medicine (ABPM)

American Board of Oral and Maxillofacial Surgery

American Board of Addiction Medicine (ABAM)

College of Family Physicians of Canada (CFPC)

Royal College of Physicians and Surgeons of Canada (RCPSC)

Behavioral Analyst Certification Board (BACB)

o National Commission on Certification of Physician Assistants (NCCPA)

General Practitioners — Practitioners who are not board certified and have not
completed a training program from an accredited training program are only eligible to
be considered for participation as a General Practitioner in the Molina network. To be
eligible, the Practitioner must have maintained a primary care practice in good
standing for a minimum of the most recent five (5) years without any gaps in work
history. Molina will consider allowing a Practitioner who is/was board certified and/or
residency trained in a specialty other than primary care to participate as a General
Practitioner, if the Practitioner is applying to participate as a Primary Care Physician
(PCP), Urgent Care or Wound Care. General Practitioners providing only wound care
services do not require five (5) years of work history as a PCP.

Nurse Practitioners & Physician Assistants — In certain circumstances, Molina may
credential a Practitioner who is not licensed to practice independently. In these
instances, it would also be required that the Practitioner providing the supervision
and/or oversight be contracted and credentialed with Molina.

Work History - Provider must supply most recent five (5)-years of relevant work history
on the application or curriculum vitae. Relevant work history includes work as a health
professional. If a gap in employment exceeds six (6) months, the Practitioner must clarify
the gap verbally or in writing. The organization will document a verbal clarification in the
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Practitioner's credentialing file. If the gap in employment exceeds one (1) year, the
Practitioner must clarify the gap in writing.

Malpractice History - Provider must supply a history of malpractice and professional
liability claims and settlement history in accordance with the application.

Professional Liability Insurance — Provider must supply a history of malpractice and
professional liability claims and settlement history in accordance with the application.
Documentation of malpractice and professional liability claims, and settlement history is
requested from the Practitioner on the credentialing application. If there is an affirmative
response to the related disclosure questions on the application, a detailed response is
required from the Practitioner.

State Sanctions, Restrictions on Licensure or Limitations on Scope of Practice —
Practitioner must disclose a full history of all license/certification/registration actions
including denials, revocations, terminations, suspension, restrictions, reductions,
limitations, sanctions, probations and non-renewals. Practitioner must also disclose
any history of voluntarily or involuntarily relinquishing, withdrawing, or failure to
proceed with an application in order to avoid an adverse action or to preclude an
investigation or while under investigation relating to professional competence or
conduct. If there is an affirmative response to the related disclosure questions on the
application, a detailed response is required from the Practitioner. Molina will also verify
all licenses, certifications and registrations in every State where the Practitioner has
practiced. At the time of initial application, the Practitioner must not have any pending
or open investigations from any State or governmental professional disciplinary body’.
This would include Statement of Charges, Notice of Proposed Disciplinary Action or
the equivalent.

Medicare, Medicaid and other Sanctions and Exclusions — Practitioner must not be
currently sanctioned, excluded, expelled or suspended from any State or Federally
funded program including but not limited to the Medicare or Medicaid programs.
Practitioner must disclose all Medicare and Medicaid sanctions. If there is an
affirmative response to the related disclosure questions on the application, a detailed
response is required from the Practitioner. Practitioner must disclose all debarments,
suspensions, proposals for debarments, exclusions or disqualifications under the non-
procurement common rule, or when otherwise declared ineligible from receiving
Federal contracts, certain subcontracts, and certain Federal assistance and benefits. If
there is an affirmative response to the related disclosure questions on the application,
a detailed response is required from the Practitioner.

Medicare Opt Out — Practitioners currently listed on the Medicare Opt-Out Report may
not participate in the Molina network for any Medicare or Duals (Medicare/Medicaid)
lines of business.

Social Security Administration Death Master File — Practitioners must provide their
Social Security number. That Social Security number should not be listed on the Social
Security Administration Death Master File.




e Medicare Preclusion List — Practitioners currently listed on the Preclusion List may
not participate in the Molina network for any Medicare or Duals (Medicare/Medicaid)
lines of business.

e Professional Liability Insurance — Practitioner must have and maintain professional
malpractice liability insurance with limits that meet Molina criteria. This coverage shall
extend to Molina Members and the Practitioner’s activities on Molina's behalf.
Practitioners maintaining coverage under a Federal tort or self-insured are not required
to include amounts of coverage on their application for professional or medical
malpractice insurance.

e Inability to Perform — Practitioner must disclose any inability to perform essential
functions of a practitioner in their area of practice with or without reasonable
accommodation. If there is an affirmative response to the related disclosure questions
on the application, a detailed response is required from the Practitioner.

e Lack of Present Illegal Drug Use — Practitioners must disclose if they are currently
using any illegal drugs/substances.

e Criminal Convictions — Practitioners must disclose if they have ever had any criminal
convictions. Practitioners must not have been convicted of a felony or pled guilty to a
felony for a health care related crime including but not limited to health care fraud,
patient abuse and the unlawful manufacturing, distribution or dispensing of a controlled
substance.

e Loss or Limitations of Clinical Privileges — At initial credentialing, Practitioner must
disclose all past and present issues regarding loss or limitation of clinical privileges at
all facilities or organizations with which the Practitioner has had privileges. If there is an
affirmative response to the related disclosure questions on the application, a detailed
response is required from the Practitioner. At recredentialing, Practitioner must disclose
past and present issues regarding loss or limitation of clinical privileges at all facilities or
organizations with which the Practitioner has had privileges since the previous
credentialing cycle.

e Hospital Privileges - Practitioners must list all current hospital privileges on their
credentialing application. If the practitioner has current privileges, they must be in good
standing.

e NPI - Practitioner must have a National Provider Identifier (NPI) issued by the Centers
for Medicare and Medicaid Services (CMS).

Notification of Discrepancies in Credentialing Information & Practitioner’s Right to
Correct Erroneous Information

Molina will notify the Practitioner immediately in writing in the event that credentialing
information obtained from other sources varies substantially from that submitted by the
Practitioner. Examples include but are not limited to actions on a license, malpractice claims
history, board certification, sanctions or exclusions. Molina is not required to reveal the
source of information if the information is not obtained to meet organization credentialing
verification requirements or if disclosure is prohibited by Law.

Practitioners have the right to correct erroneous information in their credentials file.

Practitioner’s rights are published on the Molina website and are included in this Provider
Manual.
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The notification sent to the Practitioner will detail the information in question and will include
instructions to the Practitioner indicating:

e Their requirement to submit a written response within ten (10) calendar days of
receiving notification from Molina.

e In their response, the Practitioner must explain the discrepancy, may correct any
erroneous information and may provide any proof that is available.

e The Practitioner's response must be sent to Molina Healthcare, Inc. Attention:
Credentialing Director at PO Box 2470, Spokane, WA 99210.

Upon receipt of notification from the Practitioner, Molina will document receipt of the
information in the Practitioner’s credentials file. Molina will then re-verify the primary source
information in dispute. If the primary source information has changed, correction will be
made immediately to the Practitioner’s credentials file. The Practitioner will be notified in
writing that the correction has been made to their credentials file. If the primary source
information remains inconsistent with Practitioners’ information, the Credentialing
Department will notify the Practitioner

If the Practitioner does not respond within ten (10) calendar days, their application
processing will be discontinued, and network participation will be administratively denied or
terminated.

Practitioner’s Right to Review Information Submitted to Support Their Credentialing
Application

Practitioners have the right to review their credentials file at any time. Practitioner’s rights
are published on the Molina website and are included in this Provider Manual.

The practitioner must notify the Credentialing department and request an appointed time
to review their file and allow up to seven (7) calendar days to coordinate schedules. A
Medical Director and the Director responsible for Credentialing or the Quality
Improvement Director will be present. The practitioner has the right to review all
information in the credentials file except peer references or recommendations protected
by Law from disclosure.

The only items in the file that may be copied by the Practitioner are documents, which
the Practitioner sent to Molina (e.g., the application and any other attachments
submitted with the application from the Practitioner. Practitioners may not copy any
other documents from the credentialing file. Practitioner’s Right to be Informed of
Application Status

Practitioners have a right, upon request, to be informed of the status of their application by
telephone, email or mail. Practitioner’s rights are published on the Molina website and are
included in this Provider Manual. Molina will respond to the request within two (2) working
days. Molina will share with the Practitioner where the application is in the credentialing
process and note any missing information or information not yet verified.
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Notification of Credentialing Decisions

A letter is sent to every practitioner with notification of the Professional Review Committee
or Medical Director decision regarding their acceptance or non-acceptance, in writing for
participation in the Molina network. This notification is sent within ninety (90) calendar
days from the receipt of an application for participation by the practitioner as per TAC 28:
11.1402. Copies of the letters are filed in the practitioner’s credentials files.

Recredentialing

Molina recredentials every Practitioner at least every thirty-six (36) months.

Excluded Providers

Excluded Provider means an individual Provider, or an entity with an officer, director, agent,
manager or individual who owns or has a controlling interest in the entity who has been
convicted of crimes as specified in section 1128 of the SSA, excluded from patrticipation in
the Medicare or Medicaid program, assessed a civil penalty under the provisions of section
1128, or has a contractual relationship with an entity convicted of a crime specified in section
1128.

Pursuant to section 1128 of the SSA, Molina and its Subcontractors may not subcontract
with an Excluded Provider/person. Molina and its Subcontractors shall terminate
subcontracts immediately when Molina and its Subcontractors become aware of such
excluded Provider/person or when Molina and its Subcontractors receive notice. Molina and
its Subcontractors certify that neither it nor its Member/Provider is presently debarred,
suspended, proposed for debarment, declared ineligible, or voluntarily excluded from
participation in this transaction by any Federal department or agency. Where Molina and its
Subcontractors are unable to certify any of the statements in this certification, Molina and
its Subcontractors shall attach a written explanation to this Agreement.

Ongoing Monitoring of Sanctions

Molina monitors the following agencies for Provider sanctions and exclusions between
recredentialing cycles for all Provider types and takes appropriate action against Providers
when occurrences of poor quality is identified. If a Molina Provider is found to be sanctioned
or excluded, the Provider’'s contract will immediately be terminated effective the same date
as the sanction or exclusion was implemented.

e The United States Department of Health & Human Services (HHS), Office of
Inspector General (OIG) Fraud Prevention and Detection Exclusion Program —
Monitor for individuals and entities that have been excluded from Medicare and
Medicaid programs.

e State Medicaid Exclusions — Monitor for state Medicaid exclusions through each
state’s specific Program Integrity Unit (for equivalent).

e Medicare Exclusion Database (MED) — Molina monitors for Medicare exclusions
through the Centers for Medicare and Medicaid Services (CMS) MED online
application site.

e Medicare Preclusion List — Monitor for individuals and entities that are reported
on the Medicare Preclusion List.
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e National Practitioner Database — Molina enrolls all credentialed practitioners with
the NPDB Continuous Query service to monitor for adverse actions on license, DEA,
hospital privileges and malpractice history between credentialing cycles.

System for Award Management (SAM) — Monitor for Providers sanctioned with SAM. Molina also
monitors the following for all Provider types between the recredentialing cycles.
Member Complaints/Grievances

Adverse Events

Medicare Opt Out

Social Security Administration Death Master File

Provider Appeal Rights

In cases where the Credentialing Committee suspends or terminates a Provider’s contract
based on quality of care or professional conduct, a certified letter is sent to the Provider
describing the adverse action taken and the reason for the action, including notification to
the Provider of the right to a fair hearing when required pursuant to Laws or regulations.
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Chapter 4 - Member Eligibility

Medicaid (STAR and STAR+PLUS) Eligibility

Medicaid Eligibility Determination

The HHSC is responsible for determining eligibility in the Texas Medicaid program. The
following groups are eligible for the STAR and STAR+PLUS programs:
= TANF Adults — Individuals age 21 and over who are eligible for Temporary Aid for
Needy Families (TANF). This category may include some pregnant women.
= TANF Children — Individuals under the age of 21 who are eligible for the TANF
program. This category may include some pregnant women and some children less
than one year of age.

= Pregnant Women — pregnant women who are receiving Medical Assistance Only
(MAOQO). Their family income is below 185% of the Federal Poverty Level (FPL).

= Newborn MAO - children under the age one born to Medicaid eligible mothers.

= Expansion Children (MAO) — Children under age one whose family’s income is
below 185% FPL.

= Expansion Children (MAQO) — Children age 1-5 whose family’s income is at or below
133% of FPL.

Verifying Member Medicaid Eligibility

The State of Texas, through HHSC determines eligibility for the Medicaid Programs.
Payment for services rendered is based on eligibility and benefit entittement. The
Contractual Agreement between Providers and Molina places the responsibility for
eligibility verification on the Provider of services.

Medicaid (STAR and STAR+PLUS) Eligibility

Providers are responsible for requesting and verifying current Medicaid eligibility
information about the member by asking for the Your Texas Benefits Card and their
Molina Healthcare Identification Card (ID card). The Member’s Your Texas Benefits Card
takes precedence over their Molina Healthcare ID Card.

Each person approved for Medicaid benefits gets a Your Texas Benefits Medicaid card.
However, having a card does not always mean the patient has current Medicaid coverage.
Providers should verify the patient’s eligibility for the date of service prior to services being
rendered. There are two ways to do this:

= Use TexMedConnect on the TMHP website at www.tmhp.com.

= Call Provider Services at the patient’s medical or dental plan.

Important: Members can request a new card by calling 1-800-252-8263. Members also
can go online to order new cards or print temporary cards at www.YourTexasBenefits.com
and see their benefits and case information, view Texas Health Steps Alerts, and more.
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Important: Providers should request and keep hard copies of any Medicaid Eligibility
Verification (Form H1027) submitted by clients. A copy is required during the appeal
process if the client’s eligibility becomes an issue.

Your Texas Benefits gives Providers access to Medicaid Health Information

Medicaid providers can log into the site to see a patient’s Medicaid eligibility, services and
treatments. The portal aggregates data (provided from TMHP) into on central hub —
regardless of the plan (FFS or Managed Care). All of this information is collected and
displayed in a consolidated form (Health Summary) with the ability to view additional
details if need be. It's FREE and requires a one-time registration.

To access the portal, visit YourTexasBenefitsCard.com and follow the instructions in the
‘Initial Registration Guide for Medicaid Providers.” For more information on how to get
registered, download the ‘Welcome Packet’ on the home page.

YourTexasBenefitsCard.com allows providers to:
e View available health information such as:
o Vaccinations
o Prescription Drugs
o Past Medicaid visits
o Health Events, including diagnosis and treatment, and
o Lab Results
e Verify a Medicaid’s patient’s eligibility and view patient program information.
e View Texas Health Steps Alerts.
e Use the Blue Button to request a Medicaid patient’s available health information in
a consolidated format.

Patients can also log in to www.YourTexasBenefits.com to see their befit and case
information; print or order a Medicaid ID card; set up Texas Health Steps Alerts; and more.

If you have questions, call 1-855-827-3747 or email ytb-card-support@hpe.com.

Medicaid identification includes:

[1 State Medicaid Your Texas Benefits Card
0 Form 1027-A, Temporary Medicaid Identification Form

Providers can also verify eligibility by:

= Using the Your Texas Benefit Medicaid Card; or on the secure website -
YourTexasBenefitsCard.com

= Calling the TMHP Contact Center/Automated Inquiry System (AIS) at 1-800-925-
9126

= Visiting TexMedConnect on the TMHP website

= Verifying the Molina Member ID Card

= Calling Molina Member services at (866) 449-6849

= MESAV

= Referencing the monthly PCP Eligibility listing
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= Electronic eligibility verification e.g., NCPDP E1 Transaction (for Pharmacies only)

= DFPS (Person) ID (Form 2085-B)

= Provider Portal Providers can log into the Molina Healthcare Provider Self Service
Portal (ePortal) at:
https://eportal.molinahealthcare.com/eportal/providers/login.aspx. (Use of ePortal
requires provider registration.)

Temporary ID Card — Form 1027-A

If a member loses the Your Texas Benefits Medicaid card and needs quick proof of
eligibility, HHSC staff can still generate a Temporary Medicaid Eligibility Verification Form
(Form 1027- A). Members can apply for the temporary form in person at an HHSC benefits
office or call (800) 252-8263 or 2-1-1 (pick a language and then pick option 2). HHSC will
provide members with a temporary verification form called Form 1027-A. Members can
use this for until they receive their new Your Texas Benefits Medicaid Card.

Overview

The Texas Health and Human Services Commission is introducing a new system that
uses digital technology to streamline the process of verifying a person’s Medicaid
eligibility and accessing their Medicaid health history. The two main elements of the
system are:

= The Your Texas Benefits Medicaid card, which replaces the Medicaid
ID letter (Form 3087) members used to get in the mail every month.

= YourTexasBenefitsCard.com—a secure website where Medicaid
providers can get up-to-date information on a patient’s eligibility and
history of services and treatments paid by Medicaid.

About the Your Texas Benefits Medicaid Card
The design of the new card conforms to the standards of the Workgroup for Electronic

Data Interchange (WEDI). Itis designed to show the same type of information shown on
private health insurance cards.

The front of the card has: The back of the card
* Member name and Medicaid ID has:
number. (i.e. patient control number —| = A statewide toll-free number that
PCN). members can call if they need help or
= Managed care program name, if have questions about using the card.
applicable (STAR, STAR Health, = A website
STAR+PLUS). (www.YourTexasBenefits.com) where
= Date the card was issued. members can get more information
= Billing information for pharmacies. about the Medicaid card and access
= Health plan names and plan phone their personal Medicaid health history.
numbers. The website will be fully functional in a
= Pharmacy and physician information later phase of the project.
for members in the Medicaid Limited
program.
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Memb Medicaid ID)
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While there are multiple options for providers to access Texas Medicaid member and
health information with the new Medicaid ID card, no card reader is required to access
the Your Texas Benefits Card provider website.

Option 1: Manual input

The Medicaid ID number (patient control number—PCN) is printed on the front of the card.
You can type this number into the provider website, YourTexasBenefitsCard.com, to
access your patients’ Medicaid eligibility and health information.

Option 2: Basic magnetic stripe card reader

A magnetic card reader can be used to read the Medicaid ID number from the magstripe
and automatically enter it into YourTexasBenefitsCard.com.

If you already have a magstripe card reader it will probably work with the card. If not, the
Medicaid contractor, HP, is selling a basic USB-based card reader device that can be
easily installed and used by providers. Providers also can buy similar card readers online
and from other retailers.

Option 3: Integrated point-of-sale (POS) devices

Emdeon, an HP subcontractor, offers a third-party solution for an integrated POS device
that can

process multiple payers and commercial financial transactions. This commercial solution
does not use the Your Texas Benefits card provider portal but will have electronic access
to some limited Medicaid eligibility and health information. Pricing from Emdeon varies
based on selected services.

If you already own a compatible POS device, you may be able to update the software to
read the Medicaid ID number from the card, submit an eligibility verification transaction
through their third-party processor, and/or retrieve high-level Medicaid health information.
Call the Your Texas Benefits Card help desk at (855) 827-3747 for more information.

Option 4: Electronic transactions

Provider systems can use an electronic data interface (EDI) to request Medicaid eligibility
and health data and then represent or store that information within their own systems.
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The specifications for the EDI transactions will be published for provider system vendors
to use to make updates to their systems. Call the Your Texas Benefits Card help desk at
(855) 827-3747 for more information.

Cost to providers for automation options: Access to the provider portal is available at no
cost. Any costs for optional hardware or software are the responsibility of the providers.
Specific costs will vary based upon the device purchased, the associated services, and
the specific seller. Call the Your Texas Benefits Card help desk at (855) 827-3747 for
more information about optional automation devices that are available from HP and
Emdeon.

Does having a card mean the patient is eligible for Medicaid?

= No. Just because a patient has a Your Texas Benefits Medicaid card, it does not
necessarily mean he or she has current Medicaid coverage. You must still verify
eligibility.

= Patients are told to keep their Your Texas Benefits Medicaid card even if their
Medicaid coverage expires.

= The card can be reused if the patient later regains Medicaid
coverage.

What if the member doesn’t bring the card to my office?

= You can verify eligibility without a card:
o On the secure website—YourTexasBenefitsCard.com
o Through the TMHP Contact Center at (800) 925-9126
o On TexMedConnect on the TMHP website

Do not send patients who forgot or lost their cards to an HHSC benefits office for a paper
form. They can get a new card mailed to them by calling (855) 827-3748. Until then, you
can verify their eligibility in one of the ways described above.

How am | supposed to use the Your Texas Benefits card?

Use the new Your Texas Benefits Medicaid card to verify a patient's Medicaid eligibility
just like you did with the paper Medicaid ID (Form 3087) or verify eligibility through the
YourTexasBenefitsCard.com website.

The card’s magnetic stripe has the member’s Medicaid ID number (PCN) and it can be
read by most swipe- style card readers. The Your Texas Benefits Medicaid card is
designed to work with standard magnetic card readers that are available at many
electronics retailers or online. These readers interface with your computer through a
standard USB connection.

The technology company Emdeon is offering Medicaid providers an enhanced point-of-
sale device that processes Medicaid eligibility verifications as well as credit card
transactions. As with more standard card reading options, Medicaid providers that choose
this device are responsible for the cost. For more information, visit
www.emdeon.com/pos/. Click on “Contact Us.”
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What if | don’t have a swipe-style card reader?

You don’t have to buy a card reader to verify patient eligibility. Medicaid providers can
continue to verify eligibility by using a patient’s Medicaid ID number (PCN), which will be
printed on the card. Then you can:

= Use the secure website— YourTexasBenefitsCard.com

= Call the TMHP Contact Center at (800) 925-9126

= Visit TexMedConnect on the TMHP website

What if | have questions about the card, card reader or the provider website?
Call (855) 827-3747.

What will | be able to do with the new provider website?

The new website lays the foundation for the emerging electronic health network. For now,
the YourTexasBenefitsCard.com gives providers another way to verify their patients’
Medicaid eligibility.

In the future, providers will be able to use the website to instantly access their Medicaid
patients’ Medicaid related:

= Claims and encounter data

= Prescription drug history

= Lab results

= Immunization information

The website will give providers a way to capture information showing the time and date
their Medicaid patient receives treatment, as well as the type of treatment the patient
receives.

You can use as many or as few of the provider website’s features as you want. The
existing systems for doing business such as checking a patient’s Medicaid eligibility and
prescribing medication for Medicaid patients will not change.

When will | be able to use the provider website?

= Providers can verify a patient’s eligibility using the website now.

= Inthe coming months, providers will be able to check patient Medicaid health history
information.

= Look for updates about the provider website on the HHSC and TMHP websites.

Is e-prescribing available on the provider website?

Not yet—nbut it will be at a later date. E-prescribing will allow doctors to instantly see if a
drug they want to prescribe is covered by Medicaid and what negative interactions the
drug is likely to have with other drugs before submitting an electronic prescription to the
pharmacy. This will reduce the number of calls from pharmacists proposing alternative
drugs and save time for the provider, the pharmacist, and the patient.
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CHIP Eligibility

Who is Eligible?

If they do not qualify for Medicaid, Children under age 19 whose family’s income is below
200% of the federal poverty level are eligible to enroll in the CHIP program. Members are
enrolled with the CHIP program for a continuous 12 months, yet they must re-enroll every
12 months. Eligibility is determined by HHSC’s Administrative Services Contractor for the
CHIP program.

Verifying CHIP Member Eliqgibility

It is important for Providers to check the Member’s eligibility each time he/she presents
to the office for consultation. Molina providers may verify a Member’s eligibility by
checking the following:

= Molina Member ID Card

= Molina’s Provider eportal

= Call Molina Member services at (866) 449-6849

* MESAV

= Monthly PCP Eligibility listing

= Electronic eligibility verification e.g., NCPDP E1 Transaction (for Pharmacies only)

= Calling CHIP Helpline at (877) 543-7669

Molina sends an identification card to each family Member covered under the plan. The
Molina Identification Card has the name and phone number of the Member’s assigned
Primary Care Provider (PCP). A sample of the Molina Identification Card is also included
for your reference at the end of this section.

CHIP Perinate Eligibility

Who is Eligible?

A CHIP Perinate (unborn child) who lives in a family with an income at or below Medicaid
Eligibility Threshold (an unborn child who will qualify for Medicaid once born) will be
deemed eligible for Medicaid and moved to Medicaid for 12 months of continuous
coverage (effective on the date of birth) after the birth is reported to HHSC’s enroliment
broker. A CHIP Perinate will continue to receive coverage through the CHIP program as
a “CHIP Perinate Newborn” if he/she is born to a family with an income above the
Medicaid Eligibility Threshold and the birth is reported to HHSC’s enrollment broker. A
CHIP Perinate Newborn is eligible for twelve months continuous CHIP enrollment,
beginning with the month of enroliment as a CHIP Perinate (month of enrollment as an
unborn child plus eleven months). A CHIP Perinate Newborn will maintain coverage in
his or her CHIP Perinatal health plan. Eligibility is determined by a HHSC Administrative
Services Contractor.

Molina Dual Options STAR+PLUS MMP Eligibility

Who is Eligible?
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Enrollees who wish to enroll in Molina’s Dual Option STAR+PLUS MMP must meet the
following eligibility criteria:

e Age 21 or older at the time of enroliment;

e Entitled to benefits under Medicare Part A and enrolled under Medicare Parts B
and D, and receiving full Medicaid benefits;

e Required to receive their Medicaid benefits through the STAR+PLUS program as
further outlined in the state’s existing Texas Healthcare Transformation and Quality
Improvement Program section 1115(a) demonstration. Generally, these are
individuals who are age 21 or older who:

o Have a physical disability or a mental disability and qualify for SSI, or
o Qualify for Medicaid because they receive Home and Community Based
Services (HCBS) STAR+PLUS Waiver Services
e Reside in one of the Demonstration counties

Verifying Eligibility

Verification of enrolleeship and eligibility status is necessary to ensure payment for
healthcare services being rendered by the provider to the enrollee. Molina’s Dual Option
STAR+PLUS MMP strongly encourages providers to verify eligibility at every visit and
especially prior to providing services that require authorization. Possession of a member
ID card does not guarantee enrollee eligibility or coverage. It is the responsibility of the
practitioner/provider to verify eligibility of the cardholder.

To verify eligibility, providers can use the Provider Portal or call (855) 322-4080.

Continuity of Care (STAR, STAR+PLUS & CHIP)

Molina Members who are involved in an “active course of treatment” have the option to
complete that treatment with the practitioner who initiated the care. The lack of a contract
with the Provider of a new Member or terminated contracts between Molina and a Provider
will not interfere with this option. This option includes the following Members who:

» have pre-existing conditions;
are in the 24th week of pregnancy (STAR only);
are receiving care for an acute medical condition;
are receiving care for an acute episode of a chronic condition;
are receiving care for a life-threatening illness, or

= are receiving care for a disability
For each Member identified in the categories above, Molina will work with the treating
Provider on a transition plan over a reasonable period of time. Each case will be
individualized to meet the Member’s needs.

What if a member moves?

If a member moves out of the service area, Molina will continue to cover medically
necessary care through the end of the month.
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Molina ID Cards

Members are reminded in their Member Handbook to carry ID cards with them when
requesting medical or pharmacy services. It is the Provider's responsibility to ensure
Molina Members are eligible for benefits and to verify PCP assignment, prior to renduring
services. Unless an emergency medical condition exists, Providers may refuse service if
the Member cannot produce the proper identification and eligibility cards.

Attached are examples for member ID cards for the CHIP/CHIP Perinate Newborn, CHIP
Perinate, STAR, STAR+PLUS, STAR+PLUS Dual Eligible members, and MMP Enrollees:
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ﬁmoum'
NEMTCAIE
i — éop| @z

Dale of Birin/'Fecha de Nacimvienis

PCP Provesdar de Cultade Primaria

PCP Fhane/Telefons fef Provecdor g
Culdade Primarie:

MyMoiaa.com
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Molina Healthcare Member Services Phone
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Information on who to call in an
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Patient Information
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submit your claims

Behavioral Health Hotline number
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KEY TO Molina ID Cards

Molina Healthcare Logo

Date Member is effective with Plan

Program the Member is enrolled in

Molina Healthcare Member Services
Phone Number

Patient Information

Information on who to call in an
emergency

Delivery Facility Charges based on member’s FPL | Practitioners/Providers/Hospitals

information for prior authorizations

Delivery Professional Charges based on
member’'s FPL

Name and address to which you must
submit your claims

STAR Member ID

Member/Miembro: mvml | gﬁs__

Identification #/Nam. de identificacion:
Date of Birth/Fecha de Nacimiento:
PCP/Proveedor de Cuidado Primario:

2 . RxBIN:
PCP Phone/Teléfono del Proveedor de Cuidado Primario: RXGRP #:
RxPCN #:
PCP Effective Date/Fecha de Vigencia del Proveedor de CVS Caremark
Cuidado Primario:
MMIS #
Effective Date
Issue Date MyMolina.com

KEY TO Molina ID Cards

len? Call Molina Healthcare 24/7 Member Services at (866) 449-6849. For Hearing
gane Call the TTY/ Texas Relay Engllsh at (800) 735-2989, or 711; Spanish at
(800) 662-4954, or 711. Directions for what to do in an Emergency: In case of emergency
call 911 or go to the closest emergency room. After freatment, call your PCP within 24 hours
or as s00n as possible P{‘mmumoummn Some services require Prior Authorization. Call
Member Services if you have questions about which services recﬁunre Prior Authorization.
Bena\. |ou| Healm Servyces Crisis Line: (800) 818-5837, Hearing Impaired Service
s a week Toll-Free
%og: Llamar a Mohna ealthcare 24/7 al Departamento de Servicio al cliente al (866)
Para personas con problemas audmvos llamar al TTY/Texas Relay Ingles 1900!
735-2989 0 711; Espafiol al S& 0) 662-4954 0 711
caso de emergencia, llame al 911 ovayaa la saia de emergencias mas cercana esoucs
de recibir mlamlemo llame al PCP dentro de 24 horas o tan pronto como sea posible
Algunos servicios requieren autorizacidn previa. Llame a ervicios para
miembros si tiene pre; unras sobre qué servicios requieren autonzac'oné) a.Lineade
Crisis de Servicios de Salud Memalﬁ Abuso de Sus!ancnas (800) 818-5837. services para
jas personas con déficit auditivo, | gratis las 24 horas del dia, los 7 dias de
la semana
PRACTITIONERS/PROVIDERS/HOSPITALS: For pno' authorization, post stabilization,
eligibility, claim or benefit information, call (866) 449-6849. Hospital Admissions:
Authorization must be obtained by the hospital ﬁrlorm all non-emergency admissions.
Claims Submission: ox 22719, Long Beach CA 90801
Eor EDI Submissions: Payor ID 20554 MolinaHealthcare.com

Molina Healthcare Logo

Program member is enrolled in

Molina Healthcare Member Services Phone
Number

Information on where to call in an
emergency

Patient Information

Behavioral Health Hotline number

Name and address to which you must submit your claims

PCP Information. This area consists of PCP’s name, phone number and effective date the

member was assigned to that PCP

STAR+PLUS
STAR+PLUS Medicaid Only
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Member/Miembro: STARTPLUS ‘ @3"-
Identification #/Nam. de identificacion:
Date of Birth/Fecha de Nacimiento:

PCP/Proveedor de Cuidado Primario: RXBIN: <Bin_number 1>
PCP Phone/Teléfono del Proveedor de Cuidado Primario: RxGRP #: <RXGroup_1>

RxPCN #: <RxPCN_1>
PCP Effective Date/Fecha de Vigencia del Proveedor de CVS Caremark

Cuidado Primario:

MMIS #:

Issue Date: <IssueDate_1>
MyMolina.com
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Members: Call Molina Healthcare 24/7 Member Service at (866) 449-6849. For Hearing Impaired, Call
the TTY/ Texas Relay English at (800) 735-2989, or 711; Spanish at (800) 662-4954, or 711. Directions

In case of emergency call 911 or go to the closest emergency room
After treatment, call your PCP within 24 hours or as soon as possible. Service Coordination; (866) 409-
0039 Prior Authorization: Some services require Prior Authorization. Call Member Services if you have
questions about which services require Prior Authorization.
(800) 818-5837, Hearing Impaired Service (800) 955-8770 24 hour/7 days a week Toll-Free
Miembros: Llamar a Molina Heaithcare 24/7 al Departamento de Servicio al cliente al (866) 449-6849
Para personas con problemas auditivos, llamar al TTY/Texas Relay Ingles (800) 735-2989 0 711;
Espanol al (800) 662-4954 o 711 Instruccion en caso de emergencia: En caso de emergencia, llame al
911 o vaya a la sala de emergencias mas cercana. Después de recibir tratamiento, llame al PCP dentro
de 24 horas o tan pronto como sea posible. Coordinacion de Servicios: (866) 409-0039 Autorizacion
Previa; Algunos servicios requieren autorizacion previa. Llame a Servicios para miembros si tiene
preguntas sobre qué servicios requieren autorizacion previa

(800) 818-5837; servicios para las personas con déficit auditivo, (800)
955-8770, gratis las 24 horas del dia, los 7 dias de la semana.
PRACTITIONERS/PROVIDERS/HOSPITALS: For prior authorization, post stabilization, eligibility, claim
or benefit information call (866) 449-6849. Hospital Admissions: Authorization must be obtained by
the hospital prior to all non-emergency admissions
Claims Submission: PO Box 22719, Long Beach,CA 90801
For EDI Submissions: Payor ID 20554 MolinaHealthcare.com




KEY TO Molina ID Cards

Molina Healthcare Logo

Program member is enrolled in

Molina Healthcare Member Services Phone
Number

Information on where to call in an
emergency

Patient Information

Behavioral Health Hotline number

Name and address to which you must submit your claims

PCP Information. This area consists of PCP’s name, phone number and effective date the

member was assigned to that PCP

STAR+PLUS Dual Eligible (Member also covered by Medicare)

If the member gets Medicare, Medicare is responsible for most primary, acute and
behavioral health services; therefore, the PCP’s name, address and telephone number are
not listed on the Member’s ID card. The Member receives long-term services and supports

through Molina Healthcare.

o0
: :
| | Bewno

Member/Miembro:
Identification #Nam. de identificacion:
Date of Birth/Fecha de Nacimiento:

Long Term Services and Supports - Medicare is responsible for
primary, acute and behavioral health services; therefore, the PCP's

Sinrows| @22

RxBIN:
RxGRP:
RxPCN:
CVS Caremark

name, address and telephone number are not listed. The member
receives only long-term care services through Molina Healthcare.
Servicios de apoyo a largo plazo: Medicare cubre servicios basicos
y agudos de salud mental y abuso de sustancias. Por lo tanto, no
se indica el nombre, la direccion ni el telefono del proveedor de
cuidado primario. El miembro recibe solo servicios de atencion a
largo plazo mediante Molina Healthcare.

MMIS #

Issue Date

MyMolina.com

KEY TO Molina ID Cards

MEMBERS: Call Molina Healthcare 24/7 Member Service at (866) 449-6849. For Hearing Impaired,
Call the TTY/ Texas Relay English at (800) 735-2989, or 711; Spanish at (800) 662-4954, or 711
Directions for what to do in an Emergency: In case of emergency call 911 or go to the closest
emergency room. After treatment, call your PCP within 24 hours or as soon as possible
Service Coordination: (866) 409-0039

| i ine: (800) 818-5837, Hearing Impaired Service (800) 955-8770
24 hour/7 days a week Toll-Free

Miembros: Llamar a Molina Healthcare 24/7 al Departamento de Servicio al cliente al

(866) 449-6849. Para personas con problemas auditivos, llamar al TTY/Texas Relay Ingles

(800) 735-2989 o 711; Espaiiol al (800) 662-4954 0 711

Instruccion en caso de emergencia; En caso de emergencia, llame al 911 o vaya a la sala de
emergencias mas cercana. Después de recibir tratamiento, llame al PCP dentro de 24 horas o tan
pronto como sea posible

Coordinacién de Servicios: (866) 409-0039

Linea de Crisis de Servicios de Salud Mental y Abuso de Sustancias: (800) 818-5837; servicios
para las personas con déficit auditivo, (800) 955-8770, gratis las 24 horas del dia, los 7 dias de
la semana.

Claims Submission: PO Box 22719,Long Beach,CA 90801
For EDI Submissions: Payor ID 20554

MolinaHealthcare.com

Molina Healthcare Logo

Program member is enrolled in

Molina Healthcare Member Services Phone
Number
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Patient Information

Behavioral Health Hotline number

Name and address to which you must submit
your claims

Information on where to call in an
emergency
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KEY TO Molina ID Cards

Molina Healthcare Logo Program member is enrolled in
Patient Information Behavioral Health Hotline number
Molina Healthcare Member Services Phone Name and address to which you must
Number submit your claims

PCP Information. This area consists of the PCP’s name, phone number and effective date
the member was assigned to that PCP.

Information on who to call in an emergency and information on the 24-hour Nurse Advice
Line (for members to get advice on healthcare from a registered nurse

Provider Panels

Molina distributes provider panels monthly to give information on Members’
enrollment with a PCP. The panels are generated and mailed by the first week of
each month to all participating providers who practice as PCPs. If a Member arrives
at a PCP’s office to receive care but does not appear on the current month’s panel,
the Provider should contact Member Services at (866) 449-6849 to verify eligibility.
A sample of the provider panel is included for your reference.

Provider Panels - SAMPLE Molina Healthcare

Fee For Service
Provider Name
Address

City, State Zip

Date of Enroll PCP
Member SSN/PIC  Gender Birth Eff. Eff. Copay Member Address
Program: CHIP (Children’s Health Insurance Program)
DUCK. DONALD 101010101 M 05/28/1998 04/01/2004  05/01/2004 123 MAIN ST, ANYTOWN.
TX 98000
PATIENT IDENTIFICATION CODE ENGLISH PHONE NUMBER

Program: STAR
MOUSE, MICKEY 202020202 M 12/03/1981  02/01/2004 02/01/2004 456 MAINT ST,
ANYTOWN, TX 98000
PATIENT IDENTIFICATION CODE ENGLISH PHONE NUMBER

Total Number of Members: 2
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Chapter 5 - Enrollment, Disenrollment and
Member Transfers

Enrollment in Medicaid Programs

No eligible member shall be refused enroliment or re-enroliment, have his/her enroliment
terminated, or be discriminated against in any way because his/her health status, pre-
existing physical or mental condition, including pregnancy, hospitalization or the need for
frequent or high-cost care.

STAR Members

STAR Member Enrollment

A member is free to choose a STAR health plan and PCP. The member will not begin to
receive benefits under a Medicaid Managed Care program until the first day of the
following month (provided enroliment takes place before the cut-off date for the following
month). The cut-off date is generally the 15t of the month.

Example; if enrollment takes place PRIOR to cut-

Member certified for Texas Medicaid January 1
Medicaid Benefits Begin January 1
Member selects health plan and PCP January 1
Managed care benefits begin February 1

Example; if enroliment takes place AFTER to cut-

Member certified for Texas Medicaid January 1
Medicaid benefits begin January 1
Member selects health plan and PCP | January 20
Managed care benefits begin March 1

Enrollment of Pregnant Women:

Women who are on Medicaid type program 40 may be retroactively enrolled in STAR.
Women who are certified for Medicaid type program 40 on or before the 10t of the month
will be enrolled in STAR beginning the first of the month of certification. Women who are
certified after the 10wt of the month will be on fee-for-service Medicaid the month of
certification and will be enrolled in STAR beginning the first of the month following the
month of certification.

There are two exceptions to this rule:
= Women who are certified at any time in their estimated month of delivery will be
enrolled in STAR the first of the following month (prospective enrollment).
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. Women who are certified at any time in their actual month of delivery (if
known by HHSC before certification) will be enrolled in STAR the first of the
following month (prospective enroliment)

Enrollment of Newborns:

Newborns are covered under their mother’s Health Plan up to 60 days from the date of
birth. Mothers are encouraged to contact Maximus at (800) 964-2777 to enroll the
newborn in the STAR program. Mothers can choose to select another health plan for
their newborn at the time of enrollment. Mothers are also encouraged to select a PCP
for the newborn prior to birth. The PCP assignment can be done by calling Molina
Healthcare Member Services at (866) 449-6849.

It is important that providers call the number listed on the Medicaid ID card for plan and
provider information (Maximus at (800) 964-2777) or the STAR health plan number
listed on the Medicaid ID card.

Health Plan Changes

Member Initiated Change/Span of Eligibility:

Members can change health plans by calling Maximus at (800) 964-2777. However, a
member cannot change from one health plan to another health plan during an inpatient
hospital stay.

If a member calls to change their health plan on or before the 15t of the month, the
change will take place on the first day of the following month. If they call after the 15t of
the month, the change will take place the first day of the second month after the request
has been made. For example:
= If a request for plan change is made on or before April 15, the change will take
place on May 1.
= If a request for plan change is made after April 15, the change will take place on
June 1.

Members can change their health plan as often as monthly. If a member chooses to
change their health plan, retaliatory action cannot be taken against the member by the
Health Plan or provider.

Health Plan Initiated Change (Disenroliment):

Molina has a limited right to request a Member be disenrolled from HMO without the
Member’s consent. HHSC must approve any HMO request for disenrollment of a Member
for cause. HHSC would consider disenrollment under the following circumstances:
= Member misuses or loans Member’s Molina membership card to another person to
obtain services.

= Member is disruptive, unruly, threatening or uncooperative to the extent that
Member’'s membership seriously impairs Molina’s or Provider’'s ability to provide
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services to Member or to obtain new Members, and Member’s behavior is not
caused by a physical or behavioral health condition.

= Member steadfastly refuses to comply with managed care restrictions (e.g.,
repeatedly using emergency room in combination with refusing to allow Molina to
treat the underlying medical condition).

= Molina must take reasonable measures to correct Member behavior prior to
requesting disenroliment. Reasonable measures may include providing education
and counseling regarding the offensive acts or behaviors.

Before a request for disenrollment can be initiated, reasonable measures must be taken
to correct the Member’s behavior. The request with supporting documentation is sent to
HHSC, the final decision will be made by HHSC.

Molina must notify the Member of Molina’s decision to disenroll the Member if all
reasonable measures have failed to remedy the problem. If the Member disagrees with
the decision to disenroll the Member from Molina, Molina must notify the Member of the
availability of the Complaint procedure and, for Medicaid Members, HHSC’s Fair Hearing
process.

Molina cannot request a disenrollment based on adverse change in the member’s health
status or utilization of services that are Medically Necessary for treatment of a member’s
condition.

Disenrollment

If a Member makes a request for disenrollment, Molina must give the Member information
on the disenrollment process and direct the Member to the HHSC Administrative Services
Contractor. If the request for disenrollment includes a Complaint by the Member, the
Complaint will be processed separately from the disenrollment request, through the
Complaint process.

Automatic Disenrollment/Re-enrollment:

When a member no longer meets the criteria for Managed Care enrollment, the state will
automatically disenroll the member. The disenrollment will be effective the first of the
following month in which HMO eligibility changes.

Examples for loss of Medicaid managed Care eligibility are:

[1 The Member has left the service area Molina is contracted to provide HMO
coverage in.

(1 The Member qualifies for HHSC hospice services

0 The Member begins Medicare coverage

If a member loses Medicaid eligibility and then regains eligibility within six months, the
member is automatically reassigned to their previous health plan and PCP. The member
will have the right to request a plan change or PCP change by following the process
outlined in the previous pages.
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A member’'s disenrollment request from managed care will require medical
documentation from the PCP or documentation that indicates sufficiently compelling
circumstances that merit disenrollment from managed care. HHSC will make final
decision.

Note: Providers are prohibited from taking retaliatory action against a member for
any reason.

STAR+PLUS Members

STAR+PLUS Member Enrollment

A member is free to choose a STAR+PLUS health plan and PCP. The member will not
begin to receive benefits under a Medicaid Managed Care program until the first day of
the following month (provided enrolliment takes place before the cut-off date for the
following month). The cut-off date is generally the 15th of the month.

Example; if enrollment takes place PRIOR to cut-off

Member certified for Texas Medicaid January 1
Medicaid Benefits Begin January 1
Member selects health plan and PCP January 1
Managed care benefits begin February 1

Example; if enroliment takes place AFTER cut-off

Member certified for Texas Medicaid January 1
Medicaid benefits begin January 1
Member selects health plan and PCP January 20
Managed care benefits begin March 1

Enrollment of Newborns:

Newborns are covered under their mother’s Health Plan up to 60 days from the date
of birth if a STAR plan is available in their area. Mothers are encouraged to contact
Maximus at (800) 964-2777 to enroll the newborn in the program. Mothers can choose
to select another health plan for their newborn at the time of enrollment. Mothers are
also encouraged to select a PCP for the newborn prior to birth. The PCP assignment
can be done by calling Molina Healthcare Member Services at (866) 449-6849.

It is important that providers call the number listed on the Medicaid Identification Form
(Form H3087) for plan and provider information STAR+PLUS Help Line at (800) 964-
2777 or the STAR+PLUS health plan number listed on the Medicaid Identification Form
(Form H3087).
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Health Plan Changes

Member Initiated Change/Span of Eligibility:

Members can change health plans by calling the STAR+PLUS Help Line at (800) 964-
2777. However, a member cannot change from one health plan to another health plan
during an inpatient hospital stay.

If a member calls to change their health plan on or before the 15th of the month, the
change will take place on the first day of the following month. If they call after the 15th of
the month, the change will take place the first day of the second month after the request
has been made. For example:
= Ifarequest for plan change is made on or before April 15, the change will take place
on May 1.
= If a request for plan change is made after April 15, the change will take place on
June 1.

Members can change their health plan as often as monthly. If a member chooses to
change their health plan, retaliatory action cannot be taken against the member by the
Health Plan or provider.

Health Plan Initiated Change (Disenroliment):

Molina has a limited right to request a Member be disenrolled from HMO without the
Member’s consent. HHSC must approve any HMO request for disenroliment of a Member
for cause.

HHSC would consider disenroliment under the following circumstances:

= Member misuses or loans Member’'s Molina membership card to another person to
obtain services.

= Member is disruptive, unruly, threatening or uncooperative to the extent that
Member’'s membership seriously impairs Molina’s or Provider’s ability to provide
services to Member or to obtain new Members, and Member’s behavior is not
caused by a physical or behavioral health condition.

= Member steadfastly refuses to comply with managed care restrictions (e.g.,
repeatedly using emergency room in combination with refusing to allow Molina to
treat the underlying medical condition).

= Molina must take reasonable measures to correct Member behavior prior to
requesting disenrollment. Reasonable measures may include providing education
and counseling regarding the offensive acts or behaviors.

Before a request for disenrollment can be initiated, reasonable measures must be taken
to correct the Member’s behavior. The request with supporting documentation is sent to
HHSC, the final decision will be made by HHSC.

Molina must notify the Member of Molina’s decision to disenroll the Member if all
reasonable measures have failed to remedy the problem. If the Member disagrees with
the decision to disenroll the Member from Molina, Molina must notify the Member of the
availability of the Complaint procedure and, for Medicaid Members, HHSC’s Fair Hearing

process.
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Molina cannot request a disenrollment based on adverse change in the member’s health
status or utilization of services that are Medically Necessary for treatment of a member’s
condition.

Disenrollment

If a Member makes a request for disenrollment, Molina must give the Member information
on the disenroliment process and direct the Member to the HHSC Administrative Services
Contractor. If the request for disenrollment includes a Complaint by the Member, the
Complaint will be processed separately from the disenrollment request, through the
Complaint process.

Automatic Disenrollment/Re-enrollment:

When a member no longer meets the criteria for Managed Care enrollment, the state will
automatically disenroll the member. The disenroliment will be effective the first of the
following month in which HMO eligibility changes.

Examples for loss of Medicaid managed Care eligibility are:
= The Member has left the service area Molina is contracted to provide HMO coverage
in.
= The Member qualifies for HHSC hospice services
= The Member begins Medicare coverage

If a member loses Medicaid eligibility and then regains eligibility within six months, the
member is automatically reassigned to their previous health plan and PCP. The member
will have the right to request a plan change or PCP change by following the process
outlined in the previous pages.

Member’s disenroliment request from managed care will require medical documentation
from the PCP or documentation that indicates sufficiently compelling circumstances that
merit disenrollment from managed care. HHSC will make the final decision.

Note: Providers are prohibited from taking retaliatory action against a member for any
reason.

CHIP Members

Children’s Health Insurance Program (CHIP) is a health insurance program for children
under the age of 19. CHIP is available to children whose families have low to moderate
income but have earned too much money to qualify for Medicaid and do not qualify for
private insurance.

CHIP Enrollment

Applying for CHIP:
Families can apply for the CHIP program in one of three ways:
= Complete and mail in a printed application.
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= (Call (800) 647-6558 and complete the application over the phone.
= Download, complete and mail in an application from http://www.hhsc.state.tx.us/chip
= Mail Applications to:

P.O. Box 149276
Austin, TX 78714-9983

Children enrolling in CHIP for the first time, or returning to CHIP after disenrollment, will be
subject to a waiting period before coverage actually begins. The waiting period for a child
is determined by the date on which he/she is found eligible for CHIP and extends for the
duration of three (3) months. If the child is found eligible for CHIP on or before the fifteenth
(15t) day of a month, then the waiting period begins on the first day of that same month. If
the child is found eligible on or after the 16th day of a month, then the waiting period begins
on the first day of the next month.

Please refer to the table below for examples of how the waiting period affects the
beginning of coverage. A child will remain covered for a term of twelve (12) continuous
months. Families must re-enroll their children every twelve (12) months.

Sample Enrollment Timeline

Action A B
Eligibility determination date January 1-15 January 16-31
1stday of waiting period January 1 February 1
Family completes Before March CHIP Before April CHIP
enrollment in CHIP enrollment cut-off enrollment cut-off
program (Usually around March 20th) | (Usually around April 20th)
First possible date coverage _
can begin April 1 May 1

Note: Auto-enrollment of newborns is not permitted. Newborns eligible for Medicaid will not
be

able to enroll in CHIP.

Enrollment/Disenroliment for Pregnant Members and Infants:

The Administrative Services Contractor will refer pregnant CHIP members, with the
exception of Legal Permanent Residents and other legally qualified aliens barred from
Medicaid due to federal eligibility restrictions, to Medicaid for eligibility determinations.
Those CHIP members who are determined to be Medicaid Eligible will be disenrolled from
Molina’s CHIP plan. Medicaid coverage will be coordinated to begin after CHIP eligibility
ends to avoid gaps in health care coverage.

In the event Molina remains unaware of a member’s pregnancy until delivery, the delivery
will be covered by CHIP. The Administrative Services contractor will then set the
member’s eligibility expiration date at the later of (1) the end of the second month following
the month of the baby’s birth or (2) the Member’s original eligibility expiration date. Most
newborns born to CHIP Members or CHIP heads of household will be Medicaid eligible.
Eligibility of newborns must be determined for CHIP before enrollment can occur. For
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newborns determined to be CHIP-eligible, the baby will be covered from the beginning of
the month of birth for the period of six (6) months.

Note: Providers are required to notify the Health Plan immediately when a pregnant CHIP
or Medicaid member is identified.

Re-enrollment:

Children’s Insurance Program will send the Member a notice two (2) months before it is
time to renew that child’s coverage. To continue enrollment in CHIP the member must
reapply for coverage. Members can call the Children’s Health Insurance program at (800)
647-6558 for more information on re-enrollment.

Health Plan Changes

Member Initiated:

A Member can ask to change their health plan during the first (initial) three (3) months
they are enrolled in Molina Healthcare, during the one open enroliment month every year
in their county, or for cause at any time. To request a plan change, the member can call
the Children’s Health Insurance program at (800) 647-6558.

After the first (initial) three (3) months of enroliment in the health plan or when it is not
open enrollment in a Member’s county, a Member may, with good reason (for cause),
disenroll. The following are examples of reasons members can disenroll:

= The Primary Care Provider (PCP) that has been automatically selected no longer is
in the Molina Network of Providers and there are no other doctors in the health plan
that will accept that Member’s family or that is close to their home.

» The Primary Care Provider (PCP) that the Member picked is no longer in their health
plan and he/she was the only doctor in the health plan that spoke the Member’s
language.

= The Primary Care Provider (PCP) that a family member needs to see because of a
special medical need is not a provider for Molina Healthcare.

= The Member no longer lives near any of the Primary Care Providers (PCP) in Molina
Healthcare's Provider Network or has moved to a different service delivery area.

= Other - If the Member believes that staying enrolled with Molina Healthcare is
harmful and not in their best interest.

Reminder: Members are only allowed to make plan changes once a year. Members
may request to change health plans for exceptional reasons or good cause at any
time. HHSC will make the final decision.

Health Plan Initiated (Disenrollment):

Molina has a limited right to request a Member be disenrolled from Molina without the
Member’'s consent. HHSC must approve any Molina request for disenrollment of a
Member for cause. HHSC may permit disenrollment of a Member under the following
circumstances:
[0 Member misuses or loans Member’s Molina membership card to another person to
obtain services.
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[1 Member is disruptive, unruly, threatening or uncooperative to the extent that the
Member's membership seriously impairs Molina’s or Provider’'s ability to provide
services to Member or to obtain new Members, and the Member’s behavior is not
caused by a physical or behavioral health condition.

[0 Member steadfastly refuses to comply with managed care restrictions (e.g.,
repeatedly using emergency room in combination with refusing to allow Molina to
treat the underlying medical condition).

[0 Molina must take reasonable measures to correct Member behavior prior to
requesting disenrollment. Reasonable measures may include providing education
and counseling regarding the offensive acts or behaviors.

Before a request for disenrollment can be initiated, reasonable measures must be taken
to correct the Member’s behavior. The request with supporting documentation is sent
to HHSC, the final decision will be made by HHSC.

Molina must notify the Member of Molina’s decision to disenroll the Member if all
reasonable measures have failed to remedy the problem. If the Member disagrees with
the decision to disenroll the Member from Molina, Molina must notify the Member of the
availability of the Complaint procedure and, for Medicaid Members, HHSC’s Fair Hearing
process. Molina cannot request a disenrollment based on adverse change in the
member’'s health status or utilization of services that are Medically Necessary for
treatment of a member’s condition.

Molina will not disenroll a child based on a change in the child’s health status or
because of the amount of Medically Necessary Services that are used to treat the
child’s condition.

Note: Providers are prohibited from taking retaliatory action against a Member for
choosing to disenroll or for any other reason whatsoever.

Disenrollment
Disenrollment may also occur if the Member’s child loses CHIP eligibility. A child may lose
CHIP eligibility for the following reasons:

"Aging-out” when CHILD turns nineteen;

Failure to re-enroll by the end of the 6-month coverage period;

Failure to pay enrollment fee when due or within the grace period;

Change in health insurance status, i.e., a CHILD enrolls in an employer-sponsored
health plan;

Death of a CHILD;

CHILD permanently moves out of the state;

CHILD is enrolled in Medicaid.

Failure to drop current insurance if child was determined to be CHIP-eligible
because cost sharing under the current health plan totaled 10% or more of the
family’s gross income.

= Child’s parent or Authorized Representative reports a non-qualifying alien status for
a non-citizen child, thereby disqualifying the child from CHIP
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= Child’s parent or Authorized Representative requests (in writing) the voluntary
disenrollment of a child.

CHIP Perinate Enrollment and Disenroliment

The CHIP Perinatal coverage provides prenatal care for the unborn children of low-income
women who do not qualify for Medicaid. Once born, the child will receive CHIP benefits
for the duration of the 12-month coverage period.

Enrollment

The mother of the CHIP Perinate has 15 calendar days from the time the enroliment
packet is sent to enroll in a health plan. If a health plan is not selected within 15 calendar
days of the member receiving their enrollment packet an automatic assignment will be
made. The Perinate mom then has 90 days to select another health plan.

Newborn Process

All CHIP Program and CHIP Perinatal Program Members in a household must be enrolled
in the same health plan. Upon certification of CHIP Perinatal Program eligibility, children
in the household enrolled in the CHIP Program must be prospectively enrolled in the
health plan providing the CHIP Perinatal Program coverage and disenrolled from their
current health plan the first possible month. Co-payments, cost-sharing, and enrollment
fees still apply to children enrolled in the CHIP Program.

In order to synchronize all CHIP Program and CHIP Perinatal Program Members in a
household, all Members will remain with the health plan providing CHIP Perinatal Program
coverage until the CHIP Perinate Newborn completes its 12-month eligibility or the end of
the traditional CHIP member’s enroliment period. In the 10th month of the CHIP Perinate
Newborn’s coverage, the family will receive a CHIP renewal form. The family must
complete and submit the renewal form, which will be pre-populated to include the CHIP
Perinate Newborn’s and the CHIP Program Members’ information. Once the child’s CHIP
Perinatal Program coverage expires, the child will be added to his or her siblings’ existing
CHIP program case. The coverage period for the newly enrolled child will be the remaining
period of coverage of the siblings already enrolled in the CHIP Program.

A CHIP Perinate mother in a family with an income at or below Medicaid Eligibility
Threshold may be eligible to have the costs of the birth covered through Emergency
Medicaid. Clients under the Medicaid Eligibility Threshold will receive a Form H3038 with
their enrollment confirmation. Form H3038 must be filled out by the Doctor at the time of
birth and returned to HHSC’s enrollment broker.

Health Plan Changes

Member Initiated:

CHIP Perinatal members may request to change health plans under the following
circumstances:
= For any reason within 90 days of enroliment in CHIP Perinatal
= If the member moves into a different service delivery area
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= For cause at anytime

Reminder: Members are only allowed to make plan changes once a year. Members
may request to change health plans for exceptional reasons or good cause. HHSC will
make the final decision.

Health Plan Initiated (Disenrollment):

Molina has a limited right to request a Member be disenrolled from Molina without the
Member’'s consent. HHSC must approve any Molina request for disenrollment of a
Member for cause. HHSC may permit disenroliment of a Member under the following
circumstances:
= Member misuses or loans Member’s Molina membership card to another person
to obtain services.

= Member is disruptive, unruly, threatening or uncooperative to the extent that
Member’s membership seriously impairs Molina’s or Provider’s ability to provide
services to Member or to obtain new Members, and Member’s behavior is not
caused by a physical or behavioral health condition.

» Member steadfastly refuses to comply with managed care restrictions (e.g.,
repeatedly using emergency room in combination with refusing to allow Molina
to treat the underlying medical condition).

= Molina must take reasonable measures to correct Member behavior prior to
requesting disenroliment. Reasonable measures may include providing
education and counseling regarding the offensive acts or behaviors.

Before a request for disenrollment can be initiated, reasonable measures must be taken
to correct the Member’s behavior. The request with supporting documentation is sent to
HHSC, the final decision will be made by HHSC.

Molina must notify the Member of Molina’s decision to disenroll the Member if all
reasonable measures have failed to remedy the problem. If the Member disagrees with
the decision to disenroll the Member from Molina, Molina must notify the Member of the
availability of the Complaint procedure and, for Medicaid Members, HHSC’s Fair Hearing
process. Molina cannot request a disenrollment based on adverse change in the
member’s health status or utilization of services that are Medically Necessary for
treatment of a member’s condition.

Molina will not disenroll a child based on a change in the child’s health status or because
of the amount of Medically Necessary Services that are used to treat the child’s condition.

Note: Providers are prohibited from taking retaliatory action against a
Member for choosing to disenroll or for any other reason whatsoever.

Disenrollment:

Disenroliment may also occur if the Member’s child loses CHIP Perinate eligibility. A child
may lose CHIP eligibility for the following reasons:
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= Change in health insurance status, i.e., a CHILD enrolls in an employer-
sponsored health plan;

Death of an unborn child;

Mother of the unborn child permanently moves out of the state;

CHILD is enrolled in Medicaid.

Failure to drop current insurance if child was determined to be CHIP-eligible

because cost sharing under the current health plan totaled 10% or more of the

family’s gross income.

= Child’s parent or Authorized Representative reports a non-qualifying alien
status for a non-citizen child, thereby disqualifying the child from CHIP

= Child’s parent or Authorized Representative requests (in writing) the voluntary

disenrollment of a child.

Molina Dual Options STAR+PLUS MMP

All enroliment and disenrollment transactions, including enrollments from one
STAR+PLUS MMP to a different MMP, will be processed through the Texas enrollment
broker except those transactions related to non-Demonstration plans participating in
Medicare Advantage. The State or its enrollment broker provides Medicaid-Medicare
Enrollees with independent enrollment assistance and options counseling to help them
make an enroliment decision that best meets their needs.

All enrollees of Molina’s Dual Option STAR+PLUS MMP are full benefit dual eligible (e.qg.
they receive both Medicare and Medicaid). Centers for Medicare & Medicaid Services
(CMS) rules state that these enrollees may enroll or disenroll from participating plans and
transfers between participating plans on a month-to —month basis any time during the
year; and will be effective on the first day of the month following the request.

Effective Date of Coverage

The effective date of coverage for enrollees will be the first day of the month following the
acceptance of enrollment received through the CMS Transaction Reply Reports file. An
enrollment cannot be effective prior to the date the enrollee or their legal representative
signed the enrollment form or completed the enroliment election. During the applicable
enrollment periods, if Molina’s Dual Option STAR+PLUS MMP receives a confirmed
enrollment through the CMS TRR file process, Molina’s Dual Option STAR+PLUS MMP
ensures that the effective date is the first day of the following month.

Disenrollment

Staff of Molina’s Dual Option STAR+PLUS MMP may never, verbally, in writing, or by any
other action or inaction, request or encourage a Medicare MMP enrollee to disenroll
except when the enrollee:
e Has a change of residence (includes incarceration — see below) that makes the
individual ineligible to remain enrolled in the MMP;
e Loses entitlement to either Medicare Part A or Part B
e Dies
e Materially misrepresents information to the MMP regarding reimbursement for
third-party coverage.
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When enrollees 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’s Dual Option
STAR+PLUS MMP. There are a number of ways Molina’s Enrollment Accounting
department may be informed that the enrollee has relocated:

Out-of-area notification will be received from HHSC and forwarded to CMS on the
monthly enrolleeship report;

Through the CMS DTRR file (confirms that the enrollee has disenrolled)

The enrollee may call to advise Molina that they have relocated, and Molina will
direct them to HHSC for formal notification; 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
will inform HHSC, so they can reach out to the enrollee directly to begin the
disenrollment process. (Molina’s Dual Option STAR+PLUS MMP does not offer a
visitor/traveler program to enrollees).

Molina will refer enrollees to HHSC (or their designated enrollment broker) to process
disenrollment of enrollees from the health plan only as allowed by CMS regulations. Molina
may request that an enrollee be disenrolled under the following circumstances:

Enrollee requests disenrollment;

Enrollee enrolls in another plan;

Enrollee 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 enrollees. 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 (where Molina will notify
HHSC to begin the disenrollment process):

Enrollee abuses the enroliment card by allowing others to use it to fraudulently
obtain services;

Enrollee leaves the service area and directly notifies Molina of the permanent
change of residence;

Enrollee has not permanently moved but has been out of the service area for six
(6) months or more;

Enrollee loses entitlement to Medicare Part A or Part B benefits;

Enrollee loses Medicaid eligibility;

Molina’s Dual Option STAR+PLUS MMP loses or terminates its contract with CMS.
In the event of plan termination by CMS, Molina’s Dual Option STAR+PLUS MMP
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
Molina’s Dual Option STAR+PLUS MMP discontinues offering services in a specific
service are where the enrollee resides.

In all circumstances, except death, (where HHSC delegates) Molina will provide a written
notice to the enrollee with an explanation of the reason for the disenrollment; otherwise
HHSC (or its designated enroliment broker) will provide a written notice. All notices will be
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in compliance with CMS regulations and will be approved by CMS. Each notice will include
the process for filing a grievance.

In the event of death, a verification of disenrollment will be sent to the deceased enrollee’s
estate. Provider and/or enrollees may contact our Member Services department at (866)
856-8699 to discuss enroliment and disenrollment processes and options.

Inpatient at time of Enrollment

Regardless of what program or health plan the Member is enrolled in at discharge, the
program or plan the Member is enrolled with on the date of admission shall be responsible
for payment of all covered inpatient facility and professional services provided from the
date of admission until the date the Member is no longer confined to an acute care
hospital.
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Chapter 6 - Healthcare Services (HCS)

Introduction

Healthcare Services is comprised of Utilization Management and Care Management
departments that work together to achieve an integrated model based upon empirically
validated best practices that have demonstrated positive results. Research and experience
show that a higher-touch, Member-centric care environment for at-risk Members supports
better health outcomes. Molina provides care management services to Members using
processes designed to address a broad spectrum of needs, including chronic conditions
that require the coordination and provision of health care services. Elements of the Molina
utilization management program include pre-service authorization review and inpatient
authorization management that includes pre-admission, admission and concurrent review,
medically necessary review, and restrictions on the use of out-of-network Providers.

Utilization Management (Medicaid, CHIP & MMP)

Molina’s UM Department is designed to provide comprehensive health care 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 works in partnership with
Members and Providers to promote a seamless delivery of health care services. The UM
team works closely with the Care Management team to ensure Members receive the
support they need when moving from one care setting to another or when complexity of
care and services is identified. Molina’s UM program ensures appropriate and effective
utilization of services by:

¢ Managing benefits effectively and efficiently to ensure appropriate use of health care
services.

e Identifying the review criteria, information sources, and processes that are used to
review for medical necessity and appropriateness of the requested items and
services.

e Coordinating, directing, and monitoring the quality and cost effectiveness of
utilization practice patterns of Providers to identify over and under service utilization.

e Ensuring that services are available in a timely manner, in appropriate settings, and
are planned, individualized, and measured for effectiveness.

¢ Reviewing processes to ensure care is safe and accessible.

e Ensuring that qualified health care professionals perform all components of the
UM/CM processes while providing timely responses to Member appeals and
grievances.

e Ensuring that UM decision tools are appropriately applied in determining medical
necessity decisions.

¢ Identifying and assessing the need for Care Management through early identification
of high or low service utilization, and high cost, chronic diseases;

e Promoting health care in accordance with local, state and national standards;

e Processing authorization requests timely with adherence to all regulatory and
accreditation timeliness standards.
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The table below outlines the key functions of the UM program. All prior authorizations are
based on a specific standardized list of services.

Eligibility and Oversight

Resource Management

Quality Management

Eligibility verification

Prior Authorization and
referral management

Satisfaction evaluation of
the UM program using
Member and provider input

Benefit administration and
interpretation

Pre-admission, Admission
and Inpatient Review

Utilization data analysis

Ensure authorized care
correlates to Member’s
medical necessity need(s)
& benefit plan

Post service/post claim
audits

Monitor for possible over-
or under-utilization of
clinical resources

Verifying current
Physician/hospital contract
status

Referrals for Discharge
Planning and Care
Transitions

Quality Oversight

Delegation Oversight

Staff education on
consistent application of
UM functions

Monitor for adherence to
CMS, NCQA®, State and
health plan UM standards

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

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

UM Decisions (Medicaid, CHIP & MMP)

A decision is any determination (e.g., an approval or denial) made by Molina 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

= MMP Only: 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
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Molina follows a hierarchy of medical necessity decision making with Federal and State
regulations taking precedence. Molina covers all services and items required by State and
Federal regulations.

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 procedures for applying criteria based on the needs of individual patients and
characteristics of the local delivery system.

Clinical criteria do not replace State regulations when making decisions regarding
appropriate medical treatment for Molina Members.

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 and/or State regulatory requirements and NCQA standards.

Requests for authorization not meeting criteria must be reviewed by a designated Molina
Medical Director or other appropriate clinical professional. Only a licensed physician or
pharmacist, 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.

Providers can contact Molina’s Healthcare Services department at (855) 322-4080 to obtain
Molina’s UM Criteria.

UM Decisions (MMP Only)

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

1. Initial Organization Determinations/Pre-service authorization requests — A
request for expedited determinations may be made. A request 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 and any delegated Medical Group/IPA or other delegated entity is
responsible to appropriately log and respond to requests for expedited initial
organization determinations.

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

e Standard requests must be made as soon as medically indicated, within a
maximum of fourteen (14) calendar days after receipt of the request.
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Delegated Medical Groups/IPAs or other delegated entities are responsible for
submitting a monthly log of all Expedited Initial Determinations to Molina’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 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.

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 CMS approval, must be issued within established regulatory and
certification timelines. The adverse organization determination notice shall be
written in a manner that is understandable to the Member and shall provide the
following:

e 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;

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

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

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

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), 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 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

NOMNC. All elements of the NOMNC are required and the Member or authorized

representative must sign and date the notice to document receipt.

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

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

Molina (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, a delivery of the notice
is not valid unless appeal, Molina (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 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 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.

Medical Necessity Standards (Medicaid & CHIP Only)

“‘Medically Necessary” or “Medical Necessity” means health services that are reasonable
and necessary to prevent illness or medical conditions, or provide early screening,
interventions, or treatments for conditions that cause suffering or pain, cause physical
deformity or limitations in functions, threaten to cause or worsen a disability, cause illness
or infirmity of a member, or endanger life.

This is for the purpose of preventing, evaluating, diagnosing or treating an illness, injury,
disease or its symptoms. Those services must be deemed by Molina to be:

1.
2.

In accordance with generally accepted standards of medical practice;

Clinically appropriate and clinically significant, in terms of type, frequency, extent, site
and duration. They are considered effective for the patient’s iliness, injury or disease;
and,
Not primarily for the convenience of the patient, physician, or other health care Provider.
The services must not be more costly than an alternative service or sequence of services
at least as likely to produce equivalent therapeutic or diagnostic results as to the
diagnosis or treatment of that patient’s iliness, injury or disease.

For these purposes, “generally accepted standards of medical practice” means standards
that are based on credible scientific evidence published in peer-reviewed medical literature.
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This literature is generally recognized by the relevant medical community, physician
specialty society recommendations, the views of physicians practicing in relevant clinical
areas and any other relevant factors.

The fact that a Provider has prescribed, recommended or approved medical or allied goods
or services does not, in itself, make such care, goods or services Medically Necessary, a
Medical Necessity or a Covered Service/Benefit.

Medical Necessity Review (Medicaid, CHIP & MMP)

Molina only reimburses for services that are medically necessary. Medical necessity review
may take place prospectively, as part of the inpatient admission notification/concurrent
review, or retrospectively. To determine medical necessity, in conjunction with independent
professional medical judgment, Molina uses nationally recognized evidence-based
guidelines, third-party guidelines, CMS guidelines, state guidelines, guidelines from
recognized professional societies, and advice from authoritative review articles and
textbooks.

Levels of Administrative and Clinical Review (Medicaid and CHIP Only)

The Molina review process begins with administrative review followed by clinical review if
appropriate. The administrative review includes verifying eligibility, appropriate vendor or
Participating Provider, and benefit coverage.
= Verifying Member eligibility
» Requested service is a covered benefit.
= Requested service is within the Provider’s scope of practice.
= The requested covered service is directed to the most appropriate contracted
specialist, facility or vendor.
The clinical review includes medical necessity and level of care
e Requested service is not experimental or investigation in nature.
e Servicing Provider can provide the service in a timely manner.
e The receiving specialist(s) and/or hospital is/are provided the required medical
information to evaluate a Member’s condition.
e Medical necessity criteria (according to accepted, nationally recognized resources)
is met.
e 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.
e Continuity and coordination of care is maintained.
e The PCP is kept appraised of service requests and of the service provided to the
Member by other Providers.

All UM requests that may lead to denial are reviewed by a health professional at Molina
(medical director, pharmacy director, or appropriately licensed delegate).

Molina’s provider training includes information on the UM processes and Authorization
requirements.
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Levels of Administrative and Clinical Review (MMP Only)

The Molina review process begins with administrative review followed by clinical review if
appropriate Administrative review includes verifying eligibility, appropriate vendor or
Participating Provider, and benefit coverage. The Clinical review includes medical
necessity and level of care.

All UM requests that may lead to a denial are reviewed by a healthcare professional at
Molina (medical director, pharmacy director, or appropriately licensed health professional).

Molina’s Provider training includes information on the UM processes and Authorization
requirements.

Clinical Information (Medicaid, CHIP & MMP)

Molina 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 does not accept clinical summaries; telephone summaries or inpatient case manager
criteria reviews as meeting the clinical information requirements unless State or Federal
regulations allows such documentation to be acceptable.

Prior Authorizations

For the most current listing of Prior Authorization requirements please go to our website at
MolinaHealthcare.com.

The authorization process is comprehensive and, includes the following review
processes:

1. Direct Referral

2. Prospective Review

3. Concurrent Authorization

4. Retrospective review

The Utilization Management Department adheres to the HHSC and TDI approved
standards for processing referrals, providing authorizations or denial decisions and the
notification time frames. These standards are applied to urgent or routine requests for
prospective, concurrent and retrospective service. Practitioners/Providers and members
may obtain urgent services twenty-four (24) hours a day, seven (7) days a week. Molina
Healthcare maintains a toll-free (800) number that is staffed by Telephone Advice Nurses
to assist in obtaining services. UM Staff is available eight hours a day during normal
business hours for calls regarding UM issues. Staff can receive inbound communication
regarding UM issues after normal business hours. Staff can send outbound communication
regarding UM inquiries during normal business hours, unless otherwise agreed upon. Staff
member identify themselves by name, title and organization name when initiating or
returning calls regarding UM issues. The toll-free number to reach UM staff for any/all

132


http://www.molinahealthcare.com/
http://www.molinahealthcare.com/

inquiries or questions regarding the UM process is (866) 449-6849 and you will be
prompted to the UM department.

Potential or actual cases of over or underutilization of healthcare services for members
will be identified by the Medical Director and the UM staff during all components of UM:

e Prior Authorization (Referrals/Denials to specialty care providers)

e Concurrent Review (Bed-days in comparison to the community standard, length of
stay)

e Emergency Room Visits (Frequency of ER use based on community standards)

e Pharmacy Utilization (Outpatient prescription patterns, Brand fill rate)

e Member Satisfaction Survey (Referral process, Obtaining needed care)

e Re-admissions to an acute care facility based on same or similar diagnosis within 30
days following discharge.

Molina requires prior authorization for specified services as long as the requirement
complies with Federal or State regulations and the Molina Hospital or Provider Services
Agreement. The list of services that require prior authorization is available in narrative form,
along with a more detailed list by CPT and HCPCS codes. Molina prior authorization
documents are customarily updated quarterly, but may be updated more frequently as
appropriate, and are posted on the Molina website at www.MolinaHealthcare.com.

Providers are encouraged to use the Molina Prior Authorization Form or the Texas
Standardized Prior Authorization Form provided on the Molina web site. If using a different
form, the Provider is required to supply the following information, as applicable, for the
requested service:
e Member demographic information (Name, DOB, ID #, etc.).
e Provider demographic information (Referring provider and referred to
Provider/facility).
e Member diagnosis and ICD-10 codes.
e Requested service/procedure (including all appropriate CPT and HCPCS
Codes).
e Location where the service will be performed.
¢ Clinical information sufficient to document the medical necessity of the requested
service is required, including:
o Pertinent medical history (include treatment, diagnostic tests, examination
data).
o Requested length of stay (for inpatient requests).
o Rationale for expedited processing.

Services performed without authorization may not be eligible for payment. Services
provided emergently (as defined by Federal and State Law) are excluded from the prior
authorization requirements. Payment is contingent upon medical necessity and member
eligibility at the time of service.

Molina makes UM decisions in a timely manner to accommodate the urgency of the situation
as determined by the member’s clinical situation. The definition of expedited/urgent is when
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the situation where the standard time frame or decision-making process could seriously
jeopardize the life or health of the enrollee or could jeopardize the enrollee’s ability to regain
maximum function. Supporting documentation is required to justify the expedited request.

For expedited requests for authorization, a determination is made as promptly as the
member’s health requires and no later than seventy-two (72) hours after we receive the
initial request for service in the event a provider indicates, or if we determine that a standard
authorization decision timeframe could jeopardize a member’s life or health. For a standard
authorization request, Molina makes the determination and provides notification within three
(3) calendar days for CHIP and three (3) business days for Medicaid.

Providers who request prior authorization for patient services and/or procedures may
request to review the criteria used to make the final decision. Molina has a full-time Medical
Director available to discuss Medical Necessity decisions with the requesting Provider at
(855) 322-4080.

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 via the
method of authorization request receipt.

For MMP Providers

Molina abides by CMS rules and regulations for all organization determinations/pre-
service authorization requests and will allow a peer-to-peer conversation in limited
circumstances.

e While the request is being reviewed, but prior to a final determination being rendered.

e While an appeal of an Organizational Determination/pre-service authorization request
is being reviewed.

e Before a determination has been made. If the Molina Medical Director believes that a
discussion with the requesting physician would assist Molina in reaching a favorable
determination (within the obligatory timeframes stated above for a standard or
expedited request).

Medicare says that if Molina, being a Medicare Advantage plan, decides to not provide or
pay for a requested service, in whole or in part, then an adverse Organization
Determination (denial) has occurred and we must issue a written denial notice. Once the
notice has been mailed or faxed to you, or the Member, or Molina has phoned the
Member and/or you are advising that there has been an adverse Organization
Determination (denial), the appeals process then becomes available to you.

If you wish to dispute Molina’s adverse Organization Determination (denial) we may only
process the request by following the Standard or Expedited appeal process. This means
that if you contact Molina to request a Peer-to-Peer review, we will advise you that you
must follow the rules for requesting a Medicare appeal. Refer to the Complaints,
Grievance and Appeals of this Provider Manual.
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Requesting Prior Authorization

The most current Prior Authorization Guidelines and Prior Authorization Request Form can
be found on the Molina website, www.MolinaHealthcare.com.

Provider Portal: Participating Providers are encouraged to use the Molina Web Portal
for prior authorization submission. Instructions for how to submit a Prior Authorization
Request are available on the Portal. The benefits of submitting your prior authorization
request through the Provider portal are:

o Create and submit Prior Authorization Requests.

o Check status of Authorization Requests.

o Receive notification of change in status of Authorization Requests.

o Attach medical documentation required for timely medical review and decision

making.

The Service Request / Authorization page has 4 functionalities:
Service Request / Authorization Status Inquiry

Create Service Request / Authorization

Open an Incomplete Service Request / Authorization
Create Service Request / Authorization Templates

o O O O

One of the following may be used when searching for Service Request/ Authorization:
o Molina Healthcare Member Number

Member Name

Service Request Number

Refer to Provider

Refer from Provider/Facility

o O O O

The following shows the information required to submit a Service Request/
Authorization:
o Patient Information (this information will auto populate with a successful member
search)
Service Information
Provider Information
Referring Provider Information
Referred to Provider Information
Additional Provider Access
Rendering Facility Information
Supporting Information

O O O O O o0 O

Fax: The Prior Authorization form can be faxed to Molina at:

Authorization Type Fax Number

Prior Authorizations

e Medicaid/CHIP (866) 420-3639

e Nursing Facilities (Medicaid/CHIP/MMP) (844) 420-3639

e MMP (844) 251-1450

e LTSS (844) 304-7127
Radiology Authorizations (877) 731-7218
NICU Authorizations (877) 731-7218
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Pharmacy Authorizations
e Medicaid/CHIP (888) 487-9251
e MMP (866) 290-1309
e MMP J Code Requests (844) 251-1451
Behavioral Health Authorizations (866) 617-4967
Transplant Authorizations (877) 731-7218

Phone: Prior Authorizations can be initiated by contacting Molina’s UM Department at
(855) 322-4080. It may be necessary to submit additional documentation before the
authorization can be processed.

Mail: Prior Authorization requests and supporting documentation can be submitted via
U.S. Malil at the following address:

Molina Healthcare of Texas

Attn: Healthcare Services Dept.
5605 N. MacArthur Blvd., Suite 400
Irving, TX 75038

Molina has contracted with eviCore Healthcare (eviCore) to manage preauthorization
requests for the following specialized clinical services:
e Imaging and Special Test
o Advanced Imaging (MRI, CT, PET, Selected Ultrasounds)
o Cardiac Imaging
e Radiation Therapy
e Sleep Covered Services and Related Equipment
e Genetic Counseling and Testing

Please refer to the Molina Prior Authorization Code Matrix located on the
www.MolinaHealthcare.com website and contact eviCore visit website: www.evicore.com
and/or call phone number: (888) 333-8144.

PA Not Required

Returned PA Requests forms marked with “PA Not Required” indicate that prior
authorization is not required for that services. However, this does not mean that service is
approved. This is confirmation of medical necessity only. The authorization is subject to
the benefit plan limitations, exclusions and conditions, as well as the member’s eligibility
on the date that services are rendered. This is not an approval for claim payment. Claims
will be reviewed for correct coding and edits may be applied.
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Authorization Turn-Around Times

Non-urgent | Within 3 Within 3 calendar days written Within 3
pre-service | business days | notice from date and time of business days
decisions after receipt of | receipt (should meet the after receipt of
request immediacy of the need, not to request
exceed three).For determinations
concerning an acquired brain
injury, in addition to the
information outlined above,
notification of the determination
through a direct telephone contact
to the individual making the
request is also required.
Urgent pre- | Within 72 Within 72 clock hours of receipt of | Within 1
service clock hours of | the request business day of
receipt of receipt of
request request

137




Post-
stabilization

Will provide
the

Within the time appropriate to the
circumstances relating to the

Will provide the
notice to the

care notice to the delivery of the services to the treating
subsequent | treating patient and to the patient's physician or
to physician or condition, provided that when other healthcare
emergency other health denying post-stabilization care provider within
room care provider subsequent to emergency the time
treatment within the time | treatment as requested by a appropriate to

appropriate to | treating physician or other health | the

the care pr_ovider, MHT shall provide | circumstances,

circumstances the notice to the treating not later than

not later than phys_|C|an or other health care one _hour after

one hour after provider not later than one hour | the time of t_he

the time of after the time of th_e request, request for life

the request; unle_ss the request is rece!\{ed threatening/

when denying outs_lde_ (_)f the period requiring the post-

post- availability of appropriate stabilization.

stabilization personne_zl, the determlnatlo_n

care requests must be issued and transmitted

or life- within one hour from the _

threatening beglnmng of the next time period

conditions requiring appropriate per_sonnel.

requests by a FoIIo_vved by a Iet_terl within three

treating Wor.klng days nptlfylng the

. patient, the patient’s

physician or : .

other health representative and the provider of

care provider. record.
Urgent Within 24 clock | Within 24 hrs. of receipt to Within the
concurrent hours of provider/requestor by NCQA Standard
review (i.e. receipt of phone or electronic transmission | of 24 Clock
inpatient, request. to provider, unless the requestis | hours of the
ongoing received outside of the period receipt of the
ambulatory requiring the availability of request
services) appropriate personnel, then

within 24 hours of the beginning
of the next business day by
phone or electronic transmission
to provider. Followed by a letter
within three working days
notifying the patient, or person
acting on behalf of the patient
and the provider of record of the
adverse determination.
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Post-service | 30 calendar 30 calendar days (For Par 30 calendar

decisions days providers, notification timelines days (For Par
(for par should be reviewed prior to providers,
providers processing post service decisions | notification
notification unless EMTALA applies) timelines should
timelines be reviewed
should be prior to
reviewed prior processing post
to processing service
post decisions unless
service EMTALA
decisions applies)
unless
EMTALA
applies)

Definitions:

Pre-Service — A request that must be approved in part or whole in advance of the member
obtaining medical care or services. Pre-authorizations and Pre-certifications are pre-
service decisions.

Post-Service — Any request for coverage of care of service that a member has already
received.

Concurrent — Any review for an extension of a previously approved, ongoing course of
treatment over a period of time or number of treatments. Concurrent reviews are typically
associated with inpatient care or ongoing ambulatory care.

Urgent — Any request for medical care of treatment which could seriously jeopardize the
life or health of the member or the member’s ability to regain maximum function, based
on a prudent layperson’s judgment, or in the opinion of the practitioner would subject the
member to severe pain that cannot be managed adequately without the care or treatment
that is subject of the request.

Non-Urgent — This request will not involve any unnecessary interruption in the member’s
treatment for decision-making that may jeopardize the member’s life, health, or ability to
recover.

Emergency Services (Medicaid and CHIP Only)

Emergency Services means: health care services provided in a hospital emergency facility,
freestanding emergency medical care facility, or comparable emergency facility to evaluate
and stabilize medical conditions of a recent onset and severity, including severe pain, that
would lead a prudent layperson possessing an average knowledge of medicine and health
to believe that the individual's condition, sickness, or injury is of such a nature that failure
to get immediate medical care could:

¢ Place the individual's health in serious jeopardy;
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e Result in serious impairment to bodily functions;

e Result in serious dysfunction of any bodily organ or part;

e Result in serious disfigurement; or,

e For a pregnant woman, result in serious jeopardy to the health of the fetus.

Emergency Medical Condition or Emergency means: means the sudden onset of what
reasonably appears to be a medical condition that manifests itself by symptoms of
sufficient severity. Including severe pain, which the absence of immediate medical
attention could reasonably be expected by a reasonable layperson, to result in jeopardy to
the person’s health, serious impairment of bodily functions, serious dysfunction of any
bodily organ or part, or disfigurement to the person; or in the case of a pregnant woman,
serious jeopardy to the health of the fetus.

A medical screening exam performed by licensed medical personnel in the emergency
department and subsequent Emergency Services rendered to the Member do not require
prior authorization from Molina.

Emergency Services are covered on a twenty-four (24) hour basis without the need for
prior authorization for all Members experiencing an Emergency Medical Condition.

Molina accomplishes this service by providing a twenty-four (24) hour Nurse Advise Line
for post business hours. In addition, the 911 information is given to all Members at the
onset of any call to the plan.

For Members within our service area: Molina contracts with vendors that provide twenty-
four (24) hour Emergency Services for ambulance and hospitals. An out-of-network
emergency hospital stay will be covered until the Member has stabilized sufficiently to
transfer to a participating facility. Services provided after stabilization in a non-participating
facility are not covered and the Member will be responsible for payment.

Members over-utilizing the emergency department will be contacted by Molina Case
Managers whenever possible to determine the reason for using Emergency Services.

Case Managers will also contact the PCP to ensure that Members are not accessing the
emergency department because of an inability to be seen by the PCP.

Emergency Services (MMP Only)

Emergency Services means covered inpatient and outpatient services furnished by a
Provider who is qualified to furnish these services and such services are needed to
evaluate or stabilize an emergency medical condition.

A medical screening exam performed by licensed medical personnel in the emergency
department and subsequent Emergency Services rendered to the Member do not require
prior authorization from Molina.

Members over-utilizing the emergency department will be contacted by Molina Case
Managers to provide assistance whenever possible and determine the reason for using
Emergency Services.

Case Managers will also contact the PCP to ensure that Members are not accessing the
emergency department because of an inability to be seen by the PCP.
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Emergency Services and Post-Stabilization Services (MMP Only)

Emergency Services means covered inpatient and outpatient services furnished by a
Provider who is qualified to furnish these services and such services are needed to
evaluate or stabilize an emergency medical condition.

Emergency Services are covered on a twenty-four (24) hour basis without the need for
prior authorization for all Members experiencing an Emergency Medical Condition.

Molina accomplishes this service by providing a twenty-four (24) hour Nurse Triage
option on the main telephone line for post business hours. In addition, the 911
information is given to all Members at the onset of any call to the plan.

For Members within our service area: Molina contracts with vendors that provide twenty-
four (24) hour Emergency Services for ambulance and hospitals.

Molina 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 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 covers maintenance care and post-stabilization services which are medically
necessary, hon-emergency services. Molina 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 requires the hospital
emergency room to contact the Member’s primary care Provider upon the Member’s
arrival at the emergency room. After stabilization of the Member, Molina requires pre-
approval of further post-stabilization services by a participating Provider or other Molina
representative. Failure to review and render a decision on the post-stabilization pre-
service request within one (1) hour of receipt of the call shall be deemed an authorization
of the request.

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

Molina 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. 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.
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Inpatient Management

Elective Inpatient Admissions

Molina requires prior authorization for all elective/scheduled inpatient admissions and
procedures to any facility. Facilities are required to also notify Molina within 24 hours or
by the following business day once the admission has occurred for concurrent review.
Elective inpatient admission services performed without prior authorization may not be
eligible for payment.

Emergent Inpatient Admissions

Molina requires notification of all emergent inpatient admissions within twenty-four (24)
hours of admission or by the following business day.

Notification of admission is required to verify eligibility, authorize care, including level of
care (LOC), and initiate concurrent review and discharge planning. Molina requires that
notification includes Member demographic information, facility information, date of
admission and clinical information sufficient to document the medical necessity of the
admission. Emergent inpatient admission services performed without meeting
notification, medical necessity requirements or failure to include all of the needed clinical
documentation to support the need for an inpatient admission will result in a denial of
authorization for the inpatient stay.

Inpatient at time of Termination of Coverage (Medicaid & CHIP Only)
If a Member's coverage with Molina terminates during a hospital stay, all services
received after their termination of eligibility are not covered services.

Prospective/Pre-Service Review (MMP Only)

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:

a. Member eligibility;

b. Member covered benefits;

c. The service is not experimental or investigational in nature;

d. The service meets medical necessity criteria (according to accepted, nationally
recognized resources;

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

f. The requested Provider can provide the service in a timely manner;

g. The receiving specialist(s) and/or hospital is/are provided the required medical

information to evaluate a Member’s condition;

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

i. 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;

J. Continuity and coordination of care is maintained; and
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k. The PCP is kept apprised of service requests and of the service provided to the
Member by other Providers.

Inpatient/Concurrent Review (Medicaid & CHIP)

Molina performs concurrent inpatient review to ensure patient safety, medical necessity of
ongoing inpatient services, adequate progress of treatment and development of
appropriate discharge plans. Performing these functions requires timely clinical information
updates from inpatient facilities. Molina will request updated clinical records from inpatient
facilities at regular intervals during a Member's inpatient stay. Molina requires that
requested clinical information updates be received by Molina from the inpatient facility
within twenty-four (24) hours of the request. Failure to provide timely clinical information
updates may result in denial of authorization for the remainder of the inpatient admission
dependent on the Provider contract terms and agreements.

Molina will authorize hospital care as an inpatient, when the clinical record supports the
medical necessity for the need for continued hospital stay. It is the expectation that
observation has been tried in those patients that require a period of treatment or
assessment, pending a decision regarding the need for additional care, and the
observation level of care has failed. Upon discharge the Provider must provide Molina with
a copy of the Member’s discharge summary to include demographic information, date of
discharge, discharge plan and instructions, and disposition.

Inpatient/Concurrent Review (MMP Only)

Molina performs concurrent inpatient review to ensure medical necessity and
appropriateness of an inpatient stay. The goal of inpatient review is to authorize care,
identify appropriate discharge planning needs and facilitate discharge to an appropriate
setting. The criteria used to determine medical necessity will be as described in “Medical
Necessity Review.”

The inpatient review process assures the following:

Members 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;

e Effective discharge planning is implemented; and,

e Member appropriate for outpatient case management is identified and referred.

Molina follows payment guidelines for inpatient status determination consistent with CMS
guidelines, including the two (2) midnight and observation rules as outlined in the Medicare
Benefit Policy Manual.

Inpatient Status Determinations
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Molina’s UM staff follow CMS guidelines to determine if the collected clinical information
for requested services are “reasonable and necessary for the diagnosis or treatment of an
illness or injury or to improve the functioning of malformed body member” by meeting all
coverage, coding and medical necessity requirements (refer to the Medical Necessity
Standards section of this manual).

Inpatient Facility Admission (MMP Only)

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 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
on a daily basis of all hospital admissions.

Notifications may be submitted by fax. Contact telephone numbers and fax numbers are
noted in the introduction of the Healthcare Services section of this Provider Manual.

Discharge Planning

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.

UM staff work closely with the hospital discharge planners to determine the most
appropriate discharge setting for our Members. The clinical staff review medical necessity
and appropriateness for home health, infusion therapy, durable medical equipment (DME),
skilled nursing facility and rehabilitative services.

Readmissions

Readmission review is an important part of Molina’s Quality Improvement Program to
ensure that Molina Members are receiving hospital care that is compliant with nationally
recognized guidelines as well as Federal and State regulations.

Molina will conduct readmission reviews for participating hospitals when both admissions
occur at the same acute inpatient facility within the state regulatory requirement dates. If
it is determined that the subsequent admission is related to the first admission
(readmission) and determined to be preventable, then a single payment may be
considered as payment in full for both the first and second hospital admissions.
e A Readmission is considered potentially preventable if it is clinically related to the

prior admission and includes the following circumstances:

o Premature or inadequate discharge from the same hospital;

o Issues with transition or coordination of care from the initial admission;

o For an acute medical complication plausibly related to care that occurred during

the initial admission.

e Readmissions that are excluded from consideration as preventable readmissions
include:
o Planned readmissions associated with major or metastatic malignancies,
multiple trauma, and burns.
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o Certain chronic conditions for which subsequent Readmissions are often either
not preventable or are expected to require significant follow-up care.
o Neonatal and obstetrical Readmissions.
o Initial admissions with a discharge status of “left against medical advice”
because the intended care was not completed.
o Behavioral Health readmissions.
When a subsequent admission to the same facility with the same or similar diagnosis
occurs within twenty-four (24) hours of discharge, the hospital will be informed that the
readmission will be combined with the initial admission and will be processed as a
continued stay.

Exceptions (Medicaid & CHIP)

1. The readmission is determined to be due to an unrelated condition from the first
inpatient admission AND there is no evidence that premature or inadequate
discharge, transition or coordination of care from the initial 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.

Post Service Review

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 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, regulation,
guidance and evidence-based criteria sets.

Specific Federal or State requirements or Provider contracts that prohibit administrative
denials supersede this policy.

Affirmative Statement about Incentives

All medical decisions are coordinated and rendered by qualified physicians and licensed
staff unhindered by fiscal or administrative concerns. Molina and its delegated
contractors do not use incentive arrangements to reward the restriction of medical care to
Members.

Molina affirms that all UM decision making is based solely on appropriateness of care
and service and existence of coverage for its Members, and not on the cost of the
service to either Molina or the delegated group. Molina does not specifically reward
Providers or other individuals for issuing denials of coverage or care.

Open Communication about Treatment

Molina prohibits contracted Providers from limiting Provider or Member communication
regarding a Member’s health care. Providers may freely communicate with, and act as an
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advocate for their patients. Molina 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 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.

Delegated Utilization Management Functions

Molina may delegate UM functions to qualifying Medical Groups/IPAs and delegated
entities. They must have the ability to meet, perform the delegated activities and maintain
specific delegation criteria in compliance with all current Molina policies and regulatory and
certification requirements. For more information about delegated UM functions and the
oversight of such delegation, please refer to the Delegation section of this Provider Manual.

Communication and Availability to Members and Providers

During business hours HCS staff is available for inbound and outbound calls through an
automatic rotating call system triaged by designated staff by calling (855) 322-4080
during normal business hours, Monday through Friday (except for Holidays) from 8:00
a.m. to 5:00 p.m. All staff Members identify themselves by providing their first name, job
title, and organization.

Molina offers TTY/TDD services for Members who are deaf, hard of hearing, or speech
impaired. Language assistance is also always available for Members.

After business hours, Providers can also utilize fax and the Provider Portal for UM
access.

Molina’s Nurse Advice Line is available to Members and Providers twenty-four (24) hours
a day, seven (7) days a week at (888) 275-8750. Molina’s Nurse Advice Line handles
urgent and emergent after-hours UM calls. Primary Care Physicians (PCPs) are notified
via fax of all Nurse Advice Line encounters.

Out of Network Providers and Services

Molina maintains a contracted network of qualified health care professionals who have
undergone a comprehensive credentialing process in order to provide medical care to
Molina Members. Molina requires Members to receive medical care within the
participating, contracted network of Providers unless it is for Emergency Services as
defined by Federal Law. If there is a need to go to a non-contracted Provider, all care
provided by non-contracted, non-network Providers must be prior authorized by Molina.
Non-network Providers may provide Emergency Services for a Member who is temporarily
outside the service area, without prior authorization or as otherwise required by Federal or
State Laws or regulations.
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For MMP Providers: “Emergency Services” means covered inpatient and outpatient
services furnished by a provider that is qualified to furnish such services under the Contract
and that are needed to evaluate or stabilize an Emergency Medical Condition and/or an
Emergency Behavioral Health Condition, including Post-stabilization Care Services.

Avoiding conflict of Interest

The HCS Department affirms its decision-making is based on appropriateness of care and
service and the existence of benefit coverage.

Molina does not reward Providers or other individuals for issuing denials of coverage or
care. Furthermore, Molina never provides financial incentives to encourage authorization
decision makers to make determinations that result in under-utilization. Molina also
requires our delegated medical groups/IPAs to avoid this kind of conflict of interest.

Notification of Denied Services

Molina will notify the Member, the Member’s Authorized Representative, or the Member’s
Provider of Record of the Determination. Molina must issue a determination (approval or
denial) within regulatory timeframes. The requesting provider will be notified via fax of the
offer for a Peer to Peer review and provided information on how to reach the Molina
Healthcare Medical Director for the Peer to Peer review prior to a denial being issued. If,
after the treating and/or attending physician discusses the case with the CMO/Medical
Director, and the decision for a denial is made, an adverse determination letter is
generated and mailed to the member, physician and facility within 24 hours of the
determination.

Coordination of Care and Services

Molina HCS staff work with Providers to assist with coordinating referrals, services and
benefits for Members who have been identified for Molina’s Integrated Care Management
(ICM) program via assessment, self-referral, provider referral, etc. It is the responsibility of
contracted Providers to assess Members and with the participation of the Member and/or
their authorized representative(s), create as individualized care plan (ICP). The ICP is
documented in the medical record and is updated as conditions, need and/or health status
change. In addition, the coordination of care process assists Molina Members, as
necessary, in transitioning to other care when benefits end. The process includes
mechanisms for identifying Molina Members whose benefits are ending and are in need of
continued care.

Molina staff assists Providers by identifying needs and issues that may not be verbalized
by Providers, assisting to identify resources such as community programs, national support
groups, appropriate specialists and facilities, identifying best practice or new and
innovative approaches to care. Care coordination by Molina staff is done in partnership
with Providers, Members and/or their authorized representative(s) to ensure efforts are
efficient and non-duplicative.

There are two (2) main coordination of care processes for Molina Members. The first
occurs when a new Member enrolls in Molina and needs to transition current medical care
to Molina contracted Providers. Mechanisms within the enrollment process identify the
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Members and the Member Services reach out to Members 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
Member’s benefits will be ending, and they need assistance in transitioning to other care.
The process includes mechanisms for identifying Molina Members whose benefits are
ending and are in need of continued care.

For MMP Providers: Providers must offer the opportunity to provide assistance to identified
Members through:

¢ Notification of community resources, local or state funded agencies;

e Education about alternative care; and,

e How to obtain care as appropriate.

Primary Care Providers

Molina provides a panel of 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’s
members are required to see a PCP who is part of the Molina network. Molina members
may select or change their PCP by contacting Member Services

Specialty Providers

Molina maintains a network of specialty Providers to care for its Members. Referrals from
a Molina PCP are not required for a Member to receive specialty services; however, prior
authorization may be required. Members are allowed to directly access women health
specialists for routine and preventive health.

Continuity of Care and Transition of Members

It is Molina’s policy to provide Members with advance notice when a Provider they are
seeing will no longer be in-network. Members and Providers are encouraged to use this
time to transition care to an in-network Provider. The Provider leaving the network shall
provide all appropriate information related to course of treatment, medical treatment, etc.,
to the Provider(s) assuming care. Under certain circumstances, Members may be able to
continue treatment with the out of network Provider for a given period of time and 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
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.

For additional information regarding continuity of care and transition of Members, please
contact Molina at (855) 322-4080.

What if a member moves?
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If a member moves out of the service area, Molina will continue to cover medically
necessary care through the end of the month.

Clinical Trials (MMP Only)

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’s 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.

NOTICE Act (MMP Only)

Under the NOTICE Act, hospitals and CAHs must deliver the Medicare Outpatient
Observation Notice (MOON) to any beneficiary (including an MA enrollee) who receives
observation services as an outpatient for more than 24 hours. See the final rule that went
on display August 2, 2016 (to be published August 22, 2016) at:
https://www.federalregister.gov/documents/2016/08/22/2016-18476/medicare-program-
hospital-inpatient-prospective-payment-systems-for-acute-care-hospitals-and-the

Reporting of Suspected Abuse and/or Neglect

A vulnerable adult is a person who is receiving or may be in need of receiving 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. When working with children one may encounter situations
suggesting abuse, neglect and/or unsafe living environments.

Every person who knows or has reasonable suspicion that a child or adult is being abused

or neglected must report the matter immediately. Specific professionals mentioned under

law as mandated reporters are:

e Physicians, dentists, interns, residents, or nurses

e Public or private school employees or childcare givers

e Psychologists, social workers, family protection workers, or family protection
specialists

e Attorneys, ministers, or law enforcement officers.

Suspected abuse and/or neglect should be reported as follows:

Child Abuse

Texas Health and Human Services Office of Inspector General
Phone: 1-800-436-6184

Website: www.oig.hhsc.texas.gov

Adult Abuse
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Texas Health and Human Services Office of Inspector General
Phone: 1-800-436-6184
Website: www.oig.hhsc.texas.gov

Molina’s HCS teams 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 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 will track, analyze, and report aggregate information regarding abuse reporting to
the Healthcare Services Committee and the proper State agency.

Continuity and Coordination of Provider Communication

Molina stresses the importance of timely communication between Providers involved in a
Member’s care. This is especially critical between specialists, including behavioral health
Providers, and the Member's PCP. Information should be shared in such a manner as to
facilitate communication of urgent needs or significant findings.

Care Management (Medicaid & CHIP)

Molina Care Management includes Health Management (HM) and Case Management (CM)
programs. Members may qualify for HM or CM based on confirmed diagnosis or specified
criteria for the programs. These comprehensive programs are available for all Members that
meet the criteria for services.

PCP Responsibilities in Care Management Referrals (Medicaid & CHIP)

The Member’s PCP is the primary leader of the health team involved in the coordination
and direction of services for the Member. The case manager provides the PCP with reports,
updates, and information regarding the Member’s progress through the Care Management
plan. The PCP is responsible for the provision of preventive services and for the primary
medical care of Members.

Case Manager Responsibilities (Medicaid & CHIP)

The case manager collaborates with the Member and all resources involved in the
Member’s care to develop an ICP that includes recommended interventions from Member’s
interdisciplinary care team (ICT). ICP interventions include links to appropriate institutional
and community resources, to address medical and psychosocial needs and/or barriers to
accessing care, care coordination to address Member’s health care goals, health education
to support self-management goals, and a statement of expected outcomes. Jointly, the case
manager, Providers and the Member/authorized representative(s) are responsible for
implementing the plan of care. Additionally, the case manager:
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e Monitors and communicates the progress of the implemented plan of care to all involved
resources.

e Serves as a coordinator and resource to team Members throughout the implementation
of the plan and makes revisions to the plan as suggested and needed.

e Coordinates appropriate education and encourages the Member’s role in self help.

e Monitors progress toward the Member’s achievement of treatment plan goals in order to
determine an appropriate time for the Member’s discharge from the CM program.

Health Management (Medicaid & CHIP)

The tools and services described here are educational support for Molina Members. We
may change them at any time as necessary to meet the needs of Molina Members.

Health Education/Disease Management (Medicaid & CHIP)

The Disease Management Program is a multi-disciplinary, continuum-based approach to
health care delivery that proactively identifies populations with, or at risk for chronic medical
conditions. Disease management supports the practitioner-patient relationship and plan of
care, emphasizes the prevention of exacerbation and complications using cost-effective,
evidence- based practice guidelines and patient empowerment strategies such as self-
management. It continuously evaluates clinical, humanistic and economic outcomes with
the goal of improving overall health.

Molina systematically identifies members who qualify for its DM programs, but also accepts
provider referrals and member self-referrals. Systematic identification means use of a
rules-based, consistent, population-based process to identify all eligible members
according to the eligibility criteria defined for the program. Eligibility for DM programs may
be based on the intensity of the disease or special characteristics of the population.

Molina offers programs to help our Members and their families manage a diagnosed health
condition. You as a Provider also help us identify Members who may benefit from these
programs. Members can request to be enrolled or dis-enrolled in these programs. Our
programs include:

e Asthma management

Diabetes management

High blood pressure management

Cardiovascular Disease (CVD) management/Congestive Heart Disease

Chronic Obstructive Pulmonary Disease (COPD) management

Depression management

Obesity

Weight Management

Smoking Cessation

Organ Transplant

Serious and Persistent Mental lliness (SPMI) and Substance Use Disorder

Maternity Screening and High-Risk Obstetrics

For more info about our programs, please call: Provider Services Department at (855) 322-
4080 (TTY/TDD at 711 Relay). Visit www.MolinaHealthcare.com
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Member Newsletters (Medicaid & CHIP)

Member Newsletters are posted on the www.MolinaHealthcare.com website at least (two) 2
times a year. The articles are about topics asked by Members. The tips are aimed to help
Members stay healthy.

Member Health Education Materials (Medicaid & CHIP)

Members are able to access our easy-to-read materials are about nutrition, preventive
services guidelines, stress management, exercise, cholesterol management, asthma,
diabetes and other topics. To get these materials, Members are directed to ask their doctor
or visit our website.

Program Eligibility Criteria and Referral Source (Medicaid & CHIP)

Health Management Programs are designed for Molina 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. Identified Members will receive targeted outreach
such as educational newsletters, telephonic outreach or other materials to access
information on their condition. The program model provides an "opt-out" option for Members
who contact Molina Member Services and request to be removed from the program.

Multiple sources are used to identify the total eligible population. These may include the
following:

e Pharmacy Claims data for all classifications of medications;

e Encounter Data or paid Claim with a relevant CMS accepted diagnosis or procedure
code;

e 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;

e Member Assessment calls made by staff for the initial Health Risk Assessments

(HRA) for newly enrolled Members;

Provider referral;

Nurse Advice referral;

Medical Case Management or Utilization Management; and

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

Provider Participation (Medicaid & CHIP)

Contracted Providers are notified as appropriate, when their patients are enrolled in a health

management program. Provider resources and services may include:

e Annual Provider feedback letters containing a list of patients identified with the relevant
disease;

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

e Patient education resources;

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

e Clinical Practice Guidelines; and

e Preventive Health Guidelines;
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Additional information on health management programs is available from your local Molina
HCS Department toll free at (855) 322-4080.

Case Management (Medicaid & CHIP)

Molina provides a comprehensive ICM program to all Members who meet the criteria for
services. The ICM program focuses on procuring and coordinating the care, services, and
resources needed by Members through a continuum of care. Molina adheres to Case
Management Society of America Standards of Practice Guidelines in its execution of the
program.

The Molina case managers may be licensed professionals and are educated, trained and
experienced in the Care Management process. The ICM program is based on a Member
advocacy philosophy, designed and administered to assure the Member value-added
coordination of health care and services, to increase continuity and efficiency, and to
produce optimal outcomes. The ICM program is individualized to accommodate a Member’s
needs with collaboration and approval from the Member’'s PCP. The Molina case manager
will arrange individual services for Members whose needs include ongoing medical care,
home health care, rehabilitation services, and preventive services. The Molina case
manager is responsible for assessing the Member’s appropriateness for the ICM program
and for notifying the PCP of the evaluation results, as well as making a recommendation for
a treatment plan.

Referral to Case Management: Members with high-risk medical conditions and/or other care
needs may be referred by their PCP or specialty care Provider to the ICM program. The
case manager works collaboratively with all Members of the integrated care team (ICT),
including the PCP, hospital UM staff, discharge planners, specialist Providers, ancillary
Providers, the local Health Department and other community resources. The referral source
provides the case manager with demographic, health care and social data about the
Member being referred.

Members with the following conditions may qualify for Case Management and should be
referred to the Molina ICM Program for evaluation:

High-risk pregnancy, including Members with a history of a previous preterm delivery
Catastrophic medical conditions (e.g. neoplasm, organ/tissue transplants)

Chronic illness (e.g. asthma, diabetes, End Stage Renal Disease)

Preterm births

High-technology home care requiring more than two weeks of treatment

Member accessing Emergency Department services inappropriately

Children with Special Health Care Needs

Referrals to the ICM program may be made by contacting Molina at (877) 665-4622.

Care Management (MMP)

The Integrated Care Management Program provides care coordination and health
education for disease management, as well as identifies and addresses psychosocial
barriers to accessing care with the goal of promoting high quality care that aligns with a
Member’s individual health care goals. Care Management focuses on the delivery of quality,
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cost-effective, and appropriate healthcare services for Members who have been identified
for Molina’s ICM program. Members may receive health risk assessments that help identify
physical health, behavioral health and medication management problems to target high-
needs members who would benefit from assistance and education from a case manager.

Additionally, functional, social support and health literacy deficits are assessed, as well as
safety concerns and caregiver needs. To initiate the care management process, the
Member is screened for appropriateness for ICM program enroliment 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 of the
Member’s choice;

Assistance with transitions between care settings and/or Providers;

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

Creation of ICPs, updated as the Member’s conditions, needs and/or health
status change;

Facilitation of Interdisciplinary Care Team meetings;

Utilization of multidisciplinary clinical, behavioral and rehabilitative services;
Referral to and coordination of appropriate resources and support service,
including but not limited to Long Term Services & Supports;

Attention to Member satisfaction;

Attention to the handling of Protected Health Information (PHI) PHI and
maintaining confidentiality;

Provision of ongoing analysis and evaluation;

Protection of Member rights; and

Promotion of Member responsibility and self-management.

2. Referral to Care Management may be made by any of the following entities:

Member or Member’s designated representative(s);
Member’s primary care Provider;

Specialists;

Hospital Staff;

Home Health Staff; and

Molina staff.

Complex Case Management (CCM)

The CCM Program is designed to be a systematic approach to monitoring known or
potentially complex and high cost medical cases. The program is based on a member
advocacy philosophy designed and administered to assure the member value-added
coordination of healthcare and services; to increase continuity and efficiency; and produce
optimal outcomes. The focus and responsibility of the program integrates all phases of
care for members with complex needs and/or members who require services that are
“carved out” from coverage based on contractual arrangements, to ensure continuity and
prevent disruption of needed medical care.
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CCM is responsible for planning, organizing and coordinating all necessary services
required or requested, and facilitates communication between the member’s Primary Care
Physician, the member, family members, other practitioners, facility personnel, ancillary
providers and community resources as applicable.

Practitioners may also contact Molina’s Provider Services during business hours
Monday-Friday toll free (855) 322-4080 for questions regarding the referral process to
complex case management.

Case Management for Children and Pregnant Women

Case Management for Children and Pregnant Women (CPW) provides services to
children with a health condition/health risk, birth through 20 years of age and to high-risk
pregnant women of all ages, in order to encourage the use of cost-effective health and
health-related care. Together, the case manager and family shall assess the medical,
social, educational and other medically necessary service needs of the eligible recipient.
The disclosure of medical records between Providers, Molina Healthcare and CPW does
not require a medical release form from the member.

To request case management services, please call the Texas Health Steps Outreach and
Informing Hotline at (877) 847-8377. Providers may also visit the Texas Department of
State Health Services website for additional information.
(http://www.dshs.state.tx.us/caseman/default.shtm)

Coordination of Covered Services Not Directly Provided by the Molina
Network (Medicaid, & CHIP)

The Texas Medicaid Provider Procedures Manual (TMPPM) is the providers’ principal
source of information about Texas Medicaid. The manual is regularly updated to reflect the
most recent policy and procedure changes. Updates are generally available the month
following the effective date of the change. For advanced notification of upcoming changes,
providers should monitor banner messages, which appear at the beginning of their
Remittance and Status (R&S) Reports, and the corresponding website articles published
on TMHP’s website.

Molina will assist providers in making necessary arrangements to provide home and
community support services to integrate covered services not directly provided by the
Molina network, including:

Coordination with Non-Medicaid Managed Care Covered Services for STAR, STAR+PLUS
and MMP

Molina will make our best effort to implement a systematic process to enlist the involvement
of community organizations that may not be providing STAR+PLUS, STAR or MMP-
covered services but are otherwise important to the health and wellbeing of Members.
Molina will also make our best effort to establish relationships with these community
organizations in order to make referrals for CSHCN and other members who need
community services. These organizations may include, but are not limited to:

= Early Childhood Intervention (ECI) Case Management / Service Coordination
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Early Childhood Intervention Specialized Skills Training

Texas Health Steps Dental (including orthodontia)

Texas Health Steps Environmental Lead Investigation (ELI)

Department of Assistive and Rehabilitative Services (DARS) Blind Children’s
Vocational Discovery and Development Program

Admissions to inpatient mental health facilities as a condition of probation
Department of State Health Services (DSHS) Targeted Case Management (non-
capitated service coordinated by LMHAS until August 31, 2014)

DSHS Mental Health Rehabilitation (non-capitated until August 31, 2014)

Case management for children and pregnant women

Texas School Health and Related Services (SHARS)

Department of Assistive and Rehabilitation Services Blind Children’s

Vocational Discovery and Development Program

Tuberculosis services provided by DSHS-approved providers (directly

observed therapy and contact investigation)

Health and Human Services Commission (HHSC) hospice services

STAR - Texas Health Steps Personal Care Services for Members birth through age
20

STAR+PLUS — Nursing Facility Services (non-capitated until February 28, 2015)
STAR+PLUS, PASRR screenings, evaluations, and specialized services

HHSC contracted providers of long-term services and supports (LTSS) for individuals
who have intellectual or developmental disabilities.

HHSC contracted providers of case management or service coordination
services for individuals who have intellectual or developmental disabilities.

Additional coordination of services will be provided for: Dental services, Texas agency
administered programs and case management services as well as Vendor Drugs (out-
of-office drugs).

Coordination with Non-CHIP Covered Services

Molina will also make its best effort to coordinate Non-CHIP covered services with various

community organizations in order to make referrals for members who need community
services. We will assist our CHIP Program and/or CHIP Perinatal Program Members with
accessing programs such as Texas agency administered programs, case management
services, and essential public health services.

Molina Special Needs Plan Model of Care (MMP Only)
Note: Model of Care Enhancements do not apply to standard MAPD programs.

1.

Targeted Population — Molina operates Medicare Dual Eligible Special Needs Plans
(SNP) for Members who are fully eligible for both Medicare and Medicaid. In
accordance with CMS regulations, Molina has a SNP Model of Care that outlines
Molina’s efforts to meet the needs of the dual eligible SNP members. 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.

Care Management Goals — Utilization of the Molina SNP extensive network of

primary Providers, specialty Providers and facilities, in addition to services from the
156



Molina Medicare SNP ICT, will improve access of Molina Members to essential
services such as physical health, behavioral health and social services. Molina
demonstrates its compliance with this goal using the following data to see annual
improvement compared to benchmarks:
a. Reports showing availability of services by geographic area;
b. Number of Molina SNP Members utilizing the following services:
o Primary Care Provider (PCP) Services
o Specialty (including Behavioral Health) Services
o Inpatient Hospital Services
o Skilled Nursing Facility Services
Home Health Services
Behavioral Health Facility Services
Durable Medical Equipment Services
Emergency Department Services
Supplemental transportation benefits
o LTSS
HEDIS® use of services reports;
Member Access Complaint Report;
Medicare CAHPS® Survey; and
Molina Provider Access Survey.
Members of the Molina SNP will have access to quality affordable healthcare.
Since Members of the Molina 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
f
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Clinical Practice Guideline Measurement Report;
: Licensure sanction report review; and
g. Medicare/Medicaid sanctions report review.
By having access to Molina’s network of primary care and specialty Providers as well
as Molina’s programs that include Care Management Service 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:

a. Medicare HOS; and

b. Chronic Care Improvement Program Reports.
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Molina Members will have an assigned point of contact for their coordination
of care. According to Member’s need, this coordination of care contact point might
be their Molina Network PCP or Molina Case Manager. Care will be coordinated
through a single point of contact who interact with the ICT to coordinate services as
needed.

Members of the Molina Medicare SNP will have improved transitions of care
across healthcare settings, Providers and health services. The Molina Medicare
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 case managers work with Members, their
caregivers, authorized representative(s) and/or 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
Members are following the prescribed discharge plan once they are home. The
Molina case manager will work with the member to ensure they have scheduled a
follow up physician appointment, filled all prescriptions, understand how to
administer their medications and have received the necessary discharge services
such as home health care, durable medical equipment/supplies and/or physical
therapy. 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 thirty (30) Days Report;

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

Members of the Molina Medicare SNP will have improved access to preventive
health services. The Molina Medicare 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.

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 the 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
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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 of experience managing this population of patients within
Medicaid to go with its experience of managing the Medicare part of their benefit.
Molina’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
employed staff are organized in a manner to meet this objective and include:

. 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.

. 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. Case Managers (RN, SW) — Identify and address issues regarding
Member’s medical, behavioral health care and social needs. Provide
care coordination and assistance in accessing community and social
service resources as appropriate. Develop a care plan with Member
that focuses on Member’s identified needs and personal goals. Assist
Members, caregivers and Providers in Member transitions between
care settings, including facilitation of information retrieval from ancillary
Providers, consultants, and diagnostic studies for development,
implementation and revision of the care plan.

V. 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
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other team members. Focus is on Members with complex medical
illness.

Health Manager — Develop materials for Health Management
programs. Serve as resource for Members and Molina staff members
regarding Health Management Program information, educates
Members on how to manage their condition.

Transitions of Care Coach — The Transitions of Care 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 an avoidable 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 Connectors/Health Workers — the Community 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. A board-
certified Psychiatrist functions as a Behavioral Health Medical Director
and 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 & Provider Contact Center (M&PCC) — Serves as a Member’s
initial point of contact with Molina 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’ 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.

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.
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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.

il. 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.

il. QI Managers/Directors — Development and oversight of QI Program
which includes program reporting and evaluation to 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.

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’s 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:

I. Psychiatrist Medical Director — Responsible for oversight of the
development and integrity of behavioral health aspects of Molina’s
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
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usage of behavioral health related medical necessity criteria and
clinical practice guidelines.

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
guestions 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.

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.

Health Management Team is a Molina care team that provides multiple
services to Molina’s Medicare SNP Members. This team provides population-
based Health Management Programs for low risk Members identified with
asthma and depression. The Health Management team also provides a
twenty-four/seven (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:

a. 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.

b. Nurse Advice Line Nurse — Receive inbound calls from
Members and Providers with questions about medical care and
after-hours issues that need to be addressed, give protocol
based medical advice to Members, direct after-hours transitions
in care.

Interdisciplinary Care Team

a.

Composition of the Interdisciplinary Care Team
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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, the Molina assigned Case Manager and
Molina Medical Director. The Member can select other participants
such as their caregiver, specialist or family. 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:

= Molina Medical Directors

Molina Behavioral Health Specialists

Molina Pharmacists

Molina Care Transitions Coaches

Molina Community Connectors/Health Workers

Network Medical Specialty Providers

Network Home Health Providers

Network Acute Care Hospital Staff

Network Skilled Nursing Facility Staff

Network Long Term Services and Supports Staff

Network Certified Outpatient Rehabilitation Staff

Network Behavioral Health Facility Staff

Network Renal Dialysis Center Staff

Out of Network Providers or Facility Staff (untii 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:

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

=  Member is undergoing a transition in healthcare setting.

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

» Member has significant complex or unresolved medical diagnoses.

= Member has significant complex or unresolved mental health
diagnoses.

=  Member has significant complex or unresolved pharmacy needs.

Molina’s Medicare SNP Members and their caregivers participate in the
Molina ICT through many mechanisms including:
Discussions about their health care with their PCP,
163



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.

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.

Discussion with Molina Pharmacists about complex medication
iIssues.

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,
transitions of care settings, routine case management follow-up, and
significant changes in the Member’s health status. In addition, the Care
management team will be involved after referral from other Molina Staff
(i.e., Utilization Management staff, Pharmacists), requests for
assistance from PCPs, requests for assistance from
Members/caregivers. 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
need). The PCP and Integrated Care Management Team will decide
when additional ICT meetings are necessary and will schedule them
on “as needed” basis.

The ICT will hold regular case conferences for Members with complex
healthcare needs and/or complex transition issues. Members will be
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10.

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 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.

Communication between ICT members will be compliant with all

applicable HIPAA regulations and will occur in multiple ways including:

o 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.

o 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:

1. 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

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

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

4. Written copies of individualized care plan from Integrated Care
Management Team to PCP (and other Providers as needed).

5. Case conference summaries.

o 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.

o 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.
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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

= Skilled Nursing Facilities

» Rehabilitation Facilities (Outpatient and Inpatient)

= Mental/Behavioral Health/Substance Abuse Inpatient Facilities

= Mental/Behavioral Health/Substance Abuse Outpatient Facilities
= OQOutpatient 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 Providers — 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
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licensure status, sanctions, Medicare opt out status, Member 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’s 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 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.
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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 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
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 Providers have access to SNP Model of Care training via
the Molina website. Providers may also participate in webinar or in person training
sessions on the SNP Model of Care. Molina will issue a written request to 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 Provider Services
Department will identify key groups that have large numbers of Molina’s 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 Services Program Director or Medical Director. Implementation
and oversight of completion of training will be the responsibility of a designated
Molina Compliance staff (employees) and a designated Molina 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.

Communication - Molina 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:

. 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 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
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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.

. For communication of a general nature Molina uses newsletters (Provider and
Member), the Molina 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.

. 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.

. 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.

. Email communication may be exchanged with Providers and CMS.

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

. Molina Quality Improvement Committees and Sub-Committees will meet

regularly on a face-to-face basis with Committee 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.

C. 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.

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

e. Direct person-to-person communication will result in a QNXT call tracking
entry or a written summary depending on the situation.
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13.

f. Molina Committee meetings will result in official meeting minutes which will
be archived for future reference. A designated Molina Quality Improvement
Director will have responsibility to oversee, monitor and evaluate the
effectiveness of the Molina Medicare SNP Communication Program.

Performance and Health Outcomes Measurement - Molina collects, analyzes
reports and acts on data evaluating the Model of Care. To evaluate the 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

LT OSI3ITARTTITQTODODQOTY

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:

Improved Member access to services and benefits.

Improved health status.

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.

oo o
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Molina will submit CMS required public reporting data including:
" HEDISe Data

. SNP Structure and Process Measures

" Health Outcomes Survey

. CAHPS® Survey

Molina will submit CMS required reporting data including some of the following:

a. Audits of health information for accuracy and appropriateness.
b. Member/caregiver education for frequency and appropriateness.
C. Clinical outcomes.
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Molina will use the above data collection, analysis and reporting to develop a
comprehensive evaluation of the effectiveness of the Molina 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 SNP Model of Care. Molina
will notify stakeholders of improvements to the Model of Care by posting the Model

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/disenroliment 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.

Primary care visit utilization rates.

Satisfaction surveys for Members/caregivers.

Satisfaction surveys for Provider network.

Screening for depression and drug/alcohol abuse.

Screening for elder/physical/sexual abuse.

Skilled nursing facility placement/readmission rates.

Skilled nursing facility level of care Members living in the community having

admissions/readmissions to skilled nursing facilities.
Urinary incontinence rates.
Wellness program utilization rates.

of Care Evaluation on its website.

Care Management for the Most Vulnerable Subpopulations - The Molina SNP
will identify vulnerable sub-populations including frail/disabled, multiple chronic
conditions, End Stage Renal Disease (ESRD) and those nearing end of life by the

following mechanisms:

a.

b.
C.
d.

Risk assessments;
Home visits;
Predictive modeling;
Claims data;
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Pharmacy data;

Care/case/disease management activities;
Self-referrals by Members/caregivers;
Referrals from Member Services; and/or
Referrals from Providers.

S ™o

Specific add-on services of most use to vulnerable sub-populations include:

C. Case management;
d. Disease management; and/or
e. Provider home visits.

The needs of the most vulnerable population will be met within the Molina SNP Model of
Care by early identification and higher stratification/priority in Molina programs including
Disease 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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Chapter 8 - Member Rights and
Responsibilities

STAR and STAR+PLUS Member Rights and Responsibilities

o You have the right to respect, dignity, privacy, confidentiality and nondiscrimination.
That includes the right to:
= Be treated fairly and with respect
= Know that your medical records and discussions with your providers will be
kept private and confidential.

o You have the right to a reasonable opportunity to choose a health care plan and
primary care provider. This is the doctor or health care provider you will see most
of the time and who will coordinate your care. You have the right to change to
another plan or provider in a reasonably easy manner. That includes the right to:

= Be told how to choose and change your health plan and your primary care
provider.

= Choose any health plan you want that is available in your area and choose
your primary care provider from that plan.

= Change your primary care provider.

= Change your health plan without penalty.

= Be told how to change your health plan or your primary care provider.

o You have the right to ask questions and get answers about anything you do not
understand. That includes the right to:
= Have your provider explain your health care needs to you and talk to you
about the different ways your health care problems can be treated,
= Be told why care or services were denied and not given.

o You have the right to agree to or refuse treatment and actively participate in
treatment decisions. That includes the right to:
= Work as part of a team with your provider in deciding what health care is
best for you.
= Say yes or no to the care recommended by your provider.

o You have the right to use each available complaint and appeal process through the
managed care organization and through Medicaid, and get a timely response to
complaints, appeals and fair hearings. That includes the right to:

= Make a complaint to your health plan or to the state Medicaid program
about your health care, your provider or your health plan.

= Get atimely answer to your complaint.

= Use the plan’s appeal process and be told how to use it

= Ask for a fair hearing from the state Medicaid program and get information
about how that process works.

o You have the right to timely access to care that does not have any communication
or physical access barriers. That includes the right to:
= Have telephone access to a medical professional 24 hours a day, 7 days a
week to get any emergency or urgent care you need-.
= Get medical care in a timely manner.
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= Be able to get in and out of a health care provider’s office. This includes
barrier free access for people with disabilities or other conditions that limits
mobility, in accordance with the Americans with Disabilities

= Have interpreters, if needed, during appointments with your providers and
when talking to your health plan. Interpreters include people who can speak
in your native language, help someone assist with a disability, or help you
understand the information.

= Be given information you can understand about your health plan rules,
including the health care services you can get and how to get them.

o You have the right not be restrained or secluded when it is for someone else’s
convenience or is meant to force you to do something you do not want to do, or is
to punish you.

o You have a right to know that doctors, hospitals, and others who care for you can
advise you about your health status, medical care, and treatment. Your health plan
cannot prevent them from giving you this information, even if the care or treatment
is not a covered service.

o You have a right to know that you are not responsible for paying for covered
services. Doctors, hospitals, and others cannot require you to pay copayments or
any other amounts for covered services.

MEMBER RESPONSIBILITIES:

* You must- learn and understand each right you have under the Medicaid program.
That includes the responsibility to:
o Learn and understand your rights under the Medicaid program.
o Ask questions if you do not understand your rights
o Learn what choices of health plans are available in your area.

= You must- abide by the health plan’s and Medicaid’s policies and procedures. That
includes the responsibility to:
o Learn and follow your health plan’s rules and Medicaid rules.
o Choose your health plan and a primary care provider quickly.
o Make any changes in your health plan and primary care provider in the ways
established by Medicaid and by the health plan.
o Keep your scheduled appointments
Cancel appointments in advance when you cannot keep them
o Always contact your primary care provider first for your non-emergency
medical needs.
o Be sure you have approval from your primary care provider before going to a
specialist.
o Understand when you should and should not go to the emergency room.

o

= You must share information about your health with your primary care provider and
other providers and learn about service and treatment options. That includes the
responsibility to:
o Tellyour primary care provider about your health in order for them to continue
to provide care that they need for you
o Talk to your providers about your health care needs and ask questions about
the different ways your health care problems can be treated.
o Help your providers get your medical records.
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= You must be involved- in decisions relating to service and treatment options, make
personal choices, and take action to maintain your health.
o Work as a team with your provider in deciding what health care is best for
you.
Understand how the things you do can affect your health.
Do the best you can to stay healthy.
Treat providers and staff with respect.
Talk to your provider about all of your medication

0 O O O

Additional Member Responsibilities while using NEMT Services

1.

When requesting NEMT Services, you must provide the information requested by the
person arranging or verifying your transportation.

. You must follow all rules and regulations affecting your NEMT services.

You must return unused advanced funds. You must provide proof that you kept your
medical appointment prior to receiving future advanced funds.

You must not verbally, sexually, or physically abuse or harass anyone while requesting
or receiving NEMT services.

You must not lose bus tickets or tokens and must return any bus tickets or tokens that
you do not use. You must use the bus tickets or tokens only to go to your medical
appointment.

You must only use NEMT Services to travel to and from your medical appointments.
If you have arranged for an NEMT Service but something changes, and you no longer

need the service, you must contact the person who helped you arrange your
transportation as soon as possible

CHIP MEMBER RIGHTS AND RESPONSIBILITIES

MEMBER RIGHTS:

= You have aright to get accurate, easy-to-understand information to help you make
good choices about your child's health plan, doctors, hospitals, and other providers.

= Your health plan must tell you if they use a "limited provider network.” This is a
group of doctors and other providers who only refer patients to other doctors who
are in the same group. “Limited provider network” means you cannot see all the
doctors who are in your health plan. If your health plan uses "limited networks,"
you should check to see that your child's primary care provider and any specialist
doctor you might like to see are part of the same "limited network."

= You have a right to know how your doctors are paid. Some get a fixed payment no
matter how often you visit. Others get paid based on the services they give to your
child. You have aright to know about what those payments are and how they work.
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You have a right to know how the health plan decides whether a service is covered
or medically necessary. You have the right to know about the people in the health
plan who decide those things.

You have a right to know the names of the hospitals and other providers in your
health plan and their addresses.

You have a right to pick from a list of health care providers that is large enough so
that your child can get the right kind of care when your child needs it.

If a doctor says your child has special health care needs or a disability, you may
be able to use a specialist as your child's primary care provider. Ask your health
plan about this.

Children who are diagnosed with special health care needs or a disability have the
right to special care.

If your child has special medical problems, and the doctor your child is seeing
leaves your health plan, your child may be able to continue seeing that doctor for
three months, and the health plan must continue paying for those services. Ask
your plan about how this works.

Your daughter has the right to see a participating obstetrician/gynecologist
(OB/GYN) without a referral from her primary care provider and without first
checking with your health plan. Ask your plan how this works. Some plans may
make you pick an OB/GYN before seeing that doctor without a referral.

Your child has the right to emergency services if you reasonably believe your child's
life is in danger, or that your child would be seriously hurt without getting treated
right away. Coverage of emergencies is available without first checking with your
health plan. You may have to pay a co-payment, depending on your income. Co-
payments do not apply to CHIP Perinatal Members.

You have the right and responsibility to take part in all the choices about your child's
health care.

You have the right to speak for your child in all treatment choices.

You have the right to get a second opinion from another doctor in your health plan
about what kind of treatment your child needs.

You have the right to be treated fairly by your health plan, doctors, hospitals, and
other providers.

You have the right to talk to your child's doctors and other providers in private, and
to have your child's medical records kept private. You have the right to look over
and copy your child's medical records and to ask for changes to those records.

You have the right to a fair and quick process for solving problems with your health
plan and the plan's doctors, hospitals and others who provide services to your child.
If your health plan says it will not pay for a covered service or benefit that your child's
doctor thinks is medically necessary, you have a right to have another group, outside
the health plan, tell you if they think your doctor or the health plan was right.

You have a right to know that doctors, hospitals, and others who care for your child
can advise you about your child’s health status, medical care, and treatment. Your
health plan cannot prevent them from giving you this information, even if the care or
treatment is not a covered service.
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You have a right to know that you are only responsible for paying allowable co-
payments for covered services. Doctors, hospitals, and others cannot require you
to pay any other amounts for covered services.

MEMBER RESPONSIBILITIES

You and your health plan both have an interest in seeing your child's health improve.
You can help by assuming these responsibilities.

You must try to follow healthy habits. Encourage your child to stay away from
tobacco and to eat a healthy diet.

You must become involved in the doctor's decisions about your child's treatments.

You must work together with your health plan’s doctors and other providers to pick
treatments for your child that you have all agreed upon.

If you have a disagreement with your health plan, you must try first to resolve it
using the health plan's complaint process.

You must learn about what your health plan does and does not cover. Read your
Member Handbook to understand how the rules work.

If you make an appointment for your child, you must try to get to the doctor's office
on time. If you cannot keep the appointment, be sure to call and cancel it.

If your child has CHIP, you are responsible for paying your doctor and other
providers co- payments that you owe them. If your child is getting CHIP Perinatal
services, you will not have any co-payments for that child.

You must report misuse of CHIP or CHIP Perinatal services by health care
providers, other members, or health plans.

Talk to your child’s provider about all of your child’s medications.

CHIP PERINATE MEMBER RIGHTS AND RESPONSIBILITIES

MEMBER RIGHTS:

You have a right to get accurate, easy-to-understand information to help you make
good choices about your unborn child’s health plan, doctors, hospitals, and other
providers.

You have a right to know how the Perinatal providers are paid. Some may get a
fixed payment no matter how often you visit. Others get paid based on the services
they provide for your unborn child. You have a right to know about what those
payments are and how they work.

You have a right to know how the health plan decides whether a Perinatal service
is covered or medically necessary. You have the right to know about the people in
the health plan who decide those things.

You have a right to know the names of the hospitals and other Perinatal providers
in the health plan and their addresses.
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You have a right to pick from a list of health care providers that is large enough so
that your unborn child can get the right kind of care when it is needed.

You have a right to emergency Perinatal services if you reasonably believe your
unborn child’s life is in danger, or that your unborn child would be seriously hurt
without getting treated right away. Coverage of such emergencies is available
without first checking with the health plan.

You have the right and responsibility to take part in all the choices about your
unborn child’s health care.

You have the right to speak for your unborn child in all treatment choices.

You have the right to be treated fairly by the health plan, doctors, hospitals, and
other providers.

You have the right to talk to your Perinatal provider in private, and to have your
medical records kept private. You have the right to look over and copy your medical
records and to ask for changes to those records.

You have the right to a fair and quick process for solving problems with the health
plan and the plan's doctors, hospitals, and others who provide Perinatal services
for your unborn child. If the health plan says it will not pay for a covered Perinatal
service or benefit that your unborn child’s doctor thinks is medically necessary, you
have a right to have another group, outside the health plan, tell you if they think
your doctor or the health plan was right.

You have a right to know that doctors, hospitals, and other Perinatal providers can
give you information about your or your unborn child’s health status, medical care,
or treatment. Your health plan cannot prevent them from giving you this
information, even if the care or treatment is not a covered service.

MEMBER RESPONSIBILITIES

You and your health plan both have an interest in having your baby born healthy. You can
help by assuming these responsibilities.

1.

You must try to follow healthy habits. Stay away from tobacco and eat a healthy
diet.

You must become involved in the doctor's decisions about your unborn child’s care.

3. If you have a disagreement with the health plan, you must try first to resolve it using

the health plan's complaint process.

You must learn about what your health plan does and does not cover. Read your
CHIP Member Handbook to understand how the rules work.

You must try to get to the doctor's office on time. If you cannot keep the
appointment, be sure to call and cancel it.

You must report misuse of CHIP Perinatal services by health care providers, other
members, or health plans.

. Talk to your provider about all of your medications.
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ATTENTION FEMALE MEMBERS:

You have the right to select an OB/GYN without a referral from your PCP. The access
to health care services of an OB/GYN includes:

e one well-woman check-up per year

e care related to pregnancy

e care for any female medical condition, and

o referral to specialist doctor within the network

Members’ Right to Designate an OB/GYN (STAR, STAR+PLUS, & CHIP)

Females may request an OB/GYN be their PCP, especially during their pregnancy. If the
OB/GYN agrees to be the PCP, the physician must refer the Member if care outside of
their scope of expertise is required. A certified nurse midwife may act as a PCP only during
and immediately after a women’s pregnancy. Otherwise, specialists may serve as PCPs
only as set forth. All PCPs must have admitting privileges to a hospital within the Molina
network.

If a member is pregnant when she/her daughter start coverage with Molina and are
seeing a doctor that is not a Molina doctor, she/her daughter can still see that doctor if
she/her daughter are in the second or third trimester of the pregnancy, or have a health
problem that would make changing to a new doctor unsafe. Otherwise, she/her daughter
will need to pick a doctor from the Molina Provider Directory for care.

Women'’s Health Access

Molina allows Members the option to seek obstetrical and gynecological care from an
in-network obstetrician or gynecologist or directly from a participating PCP designated
by Molina Healthcare of Texas, Inc. as providing obstetrical and gynecological services.
Member access to obstetrical and gynecological services is monitored to ensure
Members have direct access to participating Providers for obstetrical and gynecological
services. Gynecological services must be provided when requested regardless of the
gender status of the Member.

Additional information on access to care is available from your local Molina QI
Department toll free at (855) 322-4080.

Indian Health Care Providers

Indian Members may designate a Network Indian Health Care Provider (IHCP) as Primary
Care Provider, as long as the provider had the capacity to provide the necessary services.
Indian Members may receive Covered Services from an Out-of-Network IHCP from whom
the Indian Member is otherwise eligible to receive such services.

Access to Ophthalmologists or Therapeutic Optometrist

You have the right to select and have access to, without a Primary Care Provider referral,
a Network ophthalmologist or therapeutic optometrist to provide eye Health Care
Services, other than surgery.

Member’s Right to Obtain Medication
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You have the right to obtain medication from any Network Pharmacy.
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Chapter 9 - Provider Roles and

Responsibilities
(STAR, STAR+PLUS, MMP & CHIP)

Nondiscrimination of Healthcare Service Delivery

Molina complies with the guidance set forth in the final rule for Section 1557 of the
Affordable Care Act, which includes notification of nondiscrimination and instructions for
accessing language services in all significant Member materials, physical locations that
serve our Members, and all Molina Medicaid, CHIP and MMP website home pages. All
Providers who join the Molina Provider network must also comply with the provisions and
guidance set forth by the Department of Health and Human Services (HHS) and the Office
for Civil Rights (OCR). Molina requires Providers to deliver services to Molina Members
without regard to race, color, national origin, age, disability, religion, genetic information,
military status, ancestry, health status, sex, or need for health services. This includes
gender identity, sexual orientation, pregnancy and sex stereotyping. Providers must post a
non-discrimination notification in a conspicuous location of their office along with translated
non-English taglines in the top fifteen (15) languages spoken in the state to ensure Molina
Members understand their rights, how to access language services, and the process to file
a complaint if they believe discrimination has occurred.

Additionally, Participating Providers or contracted medical groups/IPAs may not limit their
practices because of a Member’'s medical (physical or mental) condition or the expectation
for the need of frequent or high cost-care. Providers must not discriminate against enrollees
based on their payment status and cannot refuse to serve Members because they receive
assistance with Medicare cost sharing from a State Medicaid Program.

Section 1557 Investigations

All Molina Providers shall disclose all investigations conducted pursuant to Section 1557 of
the Patient Protection and Affordable Care Act to Molina’s Civil Rights Coordinator.

Molina Healthcare
Civil Rights Coordinator
200 Oceangate, Suite 100
Long Beach, CA 90807
Toll Free: (866) 606-3889
TTY/TDD: 711
Online: https://molinahealthcare.AlertLine.com
Email: civil.rights@molinahealthcare.com

Provider Responsibilities

PCP Duties and Responsibilities
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The PCP must provide a medical home to Members. The PCP must provide primary care
to patients, maintain the continuity of patient care, and initiate and manage referrals for
specialized care. Included within that responsibility are the following obligations:

= Verifying eligibility;

= Supervising, coordinating and providing initial and basic care to Members;

= Initiating and authorizing their referral for specialist care, inpatient care, and other

Medically Necessary services;
= Following Members admitted to Inpatient Facilities; and
* Maintaining continuity of Member care.

Primary care services are all medical services required by a Member for the prevention,
detection, treatment and cure of illness, trauma, or disease, which are covered and/or
required services under the Texas Medicaid and CHIP program as required by State
and/or federal guidelines.

The PCP must ensure that Members under the age of 21 receive all services required by
HHSC including but not limited to the American Academy of Pediatrics (AAP)
recommended schedule for CHIP Members and the THSteps periodicity schedule,
published in the THSteps Manual, for Medicaid Members. Adults must be provided with
preventive services in accordance with the U.S. Preventative Task Force requirements.
All services must be provided in compliance with all generally accepted medical standards
for the community in which services are rendered.

Note: Network Providers who are Primary Care Physicians must have screening and
evaluation procedures for detection and treatment of, or referral for, any known or
suspected behavioral health problems and disorders. A Primary Care Physician may
provide behavioral health related services within the scope of his/her practice. Resources
for identifying, screening for, referral to and/or treating mental health, substance use, and
developmental disorders can be located at www.MolinaHealthcare.com.

Specialty Care Provider Responsibilities

Some specialty services require a referral from the PCP. The Specialist may order
diagnostic tests without PCP involvement; however, the Specialist may not refer to another
specialist except in a true emergency situation. Specialists must abide by the referral and
authorization guidelines as described in “What Requires Authorization.”

The Specialist provider must:

= Verify eligibility,

= Obtain referral or authorization from the PCP before providing certain services;

= Not refer the member to another specialist provider, except in a true emergency
situation

= Provide the PCP with consultation reports and other appropriate records in a timely
manner;

= Participate in the Peer Review Process and be available for or provide on call
coverage through another source 24 hours a day;

= Maintain regular hours of operation that are clearly defined and communicated to
members; and

= Provide urgent specialty care within 24 hours of request.
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Long Term Services & Support Provider Responsibilities

Long term services and support providers are responsible for:

= Verifying member eligibility prior to performing services;

= Adhering to the Molina Healthcare authorization policies;

» Medicaid/Medicare coordination

= Determining if members have medical benefits through other insurance coverage,
including Dual eligibles;

= Ensuring that there is ongoing continuity of care between the member’s Molina
Healthcare coordinator and the PCP; and

= Notifying the plan whenever there is change in the member’s physical or mental
condition and/or a change in their eligibility;

Long Term Services & Support Role

Molina’s Service Coordinators are responsible for authorizing approved services for Long
Term Care providers. The Provider must submit an authorization request with all
appropriate CPT and ICD codes along with the company and member information,
including dates requested to the Molina Service Coordination department. If an
authorization requires utilization management's intervention, it may take up to 5 days for
the authorization to be returned. All authorizations that are sent to the provider will have
specific dates and services that have been approved and are always based upon member
enroliment at the time services are rendered. Verbal authorizations will not be given.

Early Childhood Intervention Case Management/Service Coordination and
the Case Management for Children and Pregnant Women Providers

Early Childhood intervention (ECI) Comprehensive Care Program (CCP)

The Early Childhood Intervention (ECI) and the Comprehensive Care Program (CCP)
programs are part of Medicaid managed benefits. ECI and CCP Providers must submit
claims to Molina for reimbursement. Providers are responsible for:

= Verifying member eligibility prior to performing services and

= Adhering to the Molina Healthcare authorization policies.

Pharmacy Provider Responsibilities

Adhere to the Formulary

Adhere to the Preferred Drug List (PDL)

Coordinate with the prescribing physician

Ensure Members receive all medications for which they are eligible

Coordinate benefits when a Member also receives Medicare Part D services and
other benefits

Note: STAR+PLUS Members who are dually eligible for Medicare will receive most
prescription drug services through Medicare rather than Medicaid. The STAR+PLUS
Program does cover a limited number of medications not covered by Medicare.
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Facilities, Equipment and Personnel

The Provider’s facilities, equipment, personnel and administrative services must be at a
level and quality necessary to perform duties and responsibilities to meet all applicable legal
requirements including the accessibility requirements of the Americans with Disabilities Act
(ADA).

Provider Data Accuracy and Validation

It is important for Providers to ensure Molina has accurate practice and business
information. Accurate information allows us to better support and serve our Provider
Network and Members.

Maintaining an accurate and current Provider Directory is a State and Federal regulatory
requirement, as well as an NCQA required element. Invalid information can negatively
impact Member access to care, Member assignments and referrals. Additionally, current
information is critical for timely and accurate claims processing.

Providers must validate the Provider Online Directory (POD) information at least quarterly
for correctness and completeness. Providers must notify Molina in writing (some changes
can be made online) at least thirty (30) days in advance of changes such as, but not limited
to:

Change in office location(s), office hours, phone, fax, or email

Addition or closure of office location(s)

Addition or termination of a Provider (within an existing clinic/practice)
Change in practice name, Tax ID and/or National Provider Identifier (NPI)
Opening or closing your practice to new patients (PCPs only)

Any other information that may impact Member access to care

Please visit our Provider Online Directory at https://providersearch.molinahealthcare.com
to validate and correct most of your information. A convenient web form can be found on
the POD and on the Provider Portal at https://provider.MolinaHealthcarecom. You can also
notify your Provider Services Representative and submit the Provider Change of
Information form located at www.MolinaHealthcare.com under the Provider Forms section
if your information needs to be updated or corrected.

Note: Some changes may impact credentialing. Providers are required to notify Molina of
changes to credentialing information in accordance with the requirements outlined in the
Credentialing section of this Provider Manual.

Molina is required to audit and validate our Provider Network data and Provider Directories
on a routine basis. As part of our validation efforts, we may reach out to our Network of
Providers through various methods, such as: letters, phone campaigns, face-to-face
contact, fax and fax-back verification, etc. Molina also may use a vendor to conduct routine
outreach to validate data that impacts its membership or ability to coordinate member care.
Providers are required to provide timely responses to such communications.
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Network providers must inform both the MCO and HHSC’s administrative services
contractor of any changes to the providers’ address, telephone number, group affiliation,
etc.

Molina Electronic Solutions Requirements
Molina requires Providers to utilize electronic solutions and tools whenever possible.

Molina requires all contracted Providers to participate in and comply with Molina’s
Electronic Solution Requirements, which include, but are not limited to, electronic
submission of prior authorization requests, prior authorization status inquires, health plan
access to electronic medical records (EMR), electronic fund transfers (EFT), electronic
remittance advice (ERA), electronic Claims Appeal and registration for and use of Molina’s
Provider Web Portal (Provider Portal).

Molina also strongly encourages the submission of electronic claims, which includes claims
submitted via a clearinghouse using the EDI process and claims submitted through the
Molina Provider Web Portal.

Any Provider entering the network as a Contracted Provider will be required to comply with
Molina’s Electronic Solution Policy by enrolling for EFT/ERA payments and registering for
Molina’s Provider Web Portal within thirty (30) days of entering the Molina network.

Molina is committed to complying with all HIPAA Transactions, Code Sets, and Identifiers
(TCI) standards. Providers must comply with all HIPAA requirements when using electronic
solutions with Molina. Providers must obtain a National Provider Identifier (NPI) and use
their NPI in HIPAA Transactions, including Claims submitted to Molina. Providers may
obtain additional information by visiting Molina’s HIPAA Resource Center located on our
website at www.MolinaHealthcare.com

Electronic Solutions/Tools Available to Providers

Electronic Tools/Solutions available to Molina Providers include:

e Electronic Claims Submission Options
e Electronic Payment: EFT with ERA
e Provider Portal

Electronic Claims Submission

Molina strongly encourages Participating Providers to submit claims electronically
whenever possible. Electronic claims submission provides significant benefits to the
Provider including:

e Promotes HIPAA compliance

e Helps to reduce operational costs associated with paper claims (printing, postage,
etc.)

e Increases accuracy of data and efficient information delivery
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e Reduces Claim processing delays as errors can be corrected and resubmitted
electronically
e Eliminates mailing time and enabling Claims to reach Molina faster

Molina offers the following electronic Claims submission options:

e Submit Claims directly to Molina via the Provider Portal. See our Provider Portal
Quick Reference Guide https://provider.molinahealthcare.com or contact your
Provider Services Representative for registration and Claim submission guidance.

e Submit Claims to Molina through your EDI clearinghouse using Payer ID 20554, refer
to our website www.molinahealthcare.com for additional information.

While both options are embraced by Molina, submitting claims via Molina’s Provider Portal
(available to all Providers at no cost) offers a number of additional claims processing
benefits beyond the possible cost savings achieved from the reduction of high-cost paper
claims.

Provider Portal Claims submitting benefits include:
e Add attachments to claims
Submit corrected claims
Easily and quickly void claims
Check claims status
Receive timely notification of a change in status for a particular claim
Ability to Save incomplete/un-submitted Claims
Create/Manage Claim Templates

For more information on EDI Claims submission, see the Claims Section of this Provider
Manual.

Electronic Payment (EFT/ERA) Requirement

Participating Providers are strongly encouraged to enroll in Electronic Funds Transfer (EFT)
and Electronic Remittance Advice (ERA). Providers enrolled in EFT payments will
automatically receive ERAs as well. EFT/ERA services give Providers the ability to reduce
paperwork, utilize searchable ERAs, and receive payment and ERA access faster than the
paper check and RA processes. There is no cost to the Provider for EFT enroliment, and
Providers are not required to be in-networ