
LETTER OF UNDERSTANDING 

By and Between 

UNITEDHEALTHCARE INSURANCE COMPANY 

And 

MISSISSIPPI DIVISION OF MEDICAID 

This Letter of Understanding (Agreement) is made by and between the Mississippi Division of Medicaid 
(DOM) and UnitedHealthcare Insurance Company (United). United will issue a comprehensive health 
insurance policy (Policy) to provide coverage to Mississippi children determined to be eligible under the 
Children's Health Insurance Program (CHIP). This Agreement shall become effective upon its 
execution by both DOM and United, and shall terminate on December 31, 2013, unless otherwise 
extended or amended for one (1) additional year. This Agreement, including the attached Mississippi 
State and School Employees Health Insurance Management Board Request For Proposal for Health 
Insurance Coverage under the Children's Health Insurance Program (RFP), dated February 18, 2009 
(except as modified herein). United's response to the RFP, the performance standards and liquidated 
damages, and the Policy (#POL.1.12.MSCHIP), represents the full and complete understanding of DOM 
and United, regarding the terms, conditions, and relative responsibilities of each party in the 
administration and operation of this Agreement. 

DOM, an agency of the State of Mississippi, administers the health insurance component of the 
Mississippi-Children's Health Insurance Program. United is an independent legal entity selected to 
provide comprehensive health insurance coverage to Mississippi children determined to be eligible for 
CHIP. Nothing in this Agreement shall be construed to create the relationship of employer and 
employee or principal and agent or any relationship other than that of independent parties contracting 
with each other solely for the purpose of carrying out the terms of this Agreement. No act performed or 
representation made whether oral or written by United with respect to third parties shall be binding to 
DOM. It is expressly agreed that this Agreement shall not be construed as a partnership or joint venture 
between United, or any of United's subcontractors, and DOM. 

United will be responsible for providing covered health services under a comprehensive health insurance 
policy, to include but not limited to inpatient and outpatient hospital services, physician (primary care 
and specialty) services, family planning services, prescription drugs, laboratory, radiology and other 
diagnostic services, supportive services, professional ambulance services, routine well baby and well 
child care visits including administration of immunizations, vision and hearing examinations, 
eyeglasses, hearing aids, preventive and diagnostic dental care and routine dental fillings. The plan of 
benefits is to be provided through a comprehensive provider network, and covered health services are to 
be subject to utilization management requirements. 

United will: 

• Receive and maintain enrollment data on eligible members as provided by DOM or its designee; 

• Develop and provide member handbooks and ID cards; 
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Develop and maintain a website to provide general customer servlee and member education 
regarding access to services, benefits, provider network and appeals process. 

Prepare and mall provider directories to new members, and on request, provide members access 
toaroster of available providers tbrougbtbe member service lVRlme,whlcb will transfer tbem 
toallveperson^addltlonal 1VR search functionality tobeaddedupon DOM's request), and 
Internet access to the roster ofavallable network providers; 

Adjudicate claims; 

communicate claim filing procedures and benefit plan provisions to providers; 

Implement member and provider grievance appeal procedures,wblcb Includes expedited review 
and external Independent review features; 

Process payments to providers; 

Respond to Inquiries fi^om members, providers, and the general public; 

Implement appropriate utilization management, case management, and disease management; 

implement the prlorDautborlzatlon program requirements listed In Attachment E, with any 
variance to require DOM'sapproval; 

Produce required and requested reports; 

Establish and maintain a management Information system that will submit data to DOM's 
Information management vendor and support all other related electronic data Interfaces between 
the benefit plan and Its vendors; 

Change the encounter submission to standard 8371DPandNOPDP file ^ormats.Unlted will 
use commercially reasonable efforts to Implement the change within six ^ ) months ofthe date It 
receives final requirements Information from DOM's Information management vendor. United 
and DOM acknowledge that the implementation date may need to be extended, depending upon 
the complexityof the requirements. United willprovideDOMwitharegular updates onthe 
progress of the implementation; 

Maintain proper financial controls and reporting; 

Conduct required data matches; 

Comply with the Health Insurance Portability ar̂ d Accountability Act (P11PAA); 

Cooperate with DOM and with all other vendors of DOM with respect to the ongoing 
performance under this agreement and in any transition of responsibilities; and 

Exercise reasonable care and due diligence consistent with standards in the industry in the 
performanceofits obligations under this Agreement. 
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L Hours of Operafion 
United agrees to staffacustomer service fu^ 
its office in Ridgeiand, Mississippi. The core times shaii be Monday through Friday between the 
hoursof^OOa.m.and^OOp.m.CentraiTime. Customer se^ice contact centers shaiibe staffed 
from 8:00 a.m. to ^00 p.m. Central Time. Medical Management core times shall be Monday 
through Friday,between the hours of8:00 a.m.and :̂00 p.m.Central Time,with Behavioral Health 
Medical Management available^hours,^daysaweek. 

2. Account Management 
United agrees to provide acontact to OOM who shall be available should OOM require 
immediate access. 

3. Insurance 
A. United agrees to furnish OOM evidence ofablanket fidelity bond in an amount no less thanTwo 

Million Oollars ^2,000,000), naming OOM as exclusive beneficiary for the duration of the 
Agreement. Pursuant to suchbond, any losses incurredby OCMdue tothedishonesty of 
United's employees or Subcontractors shall be fully payable to OCM. United shall be 
responsible for procuring any such recovery and reimbursing OOM accordingly. 

B. United, at its own expense, shall be required to maintain throughout the tem^ of this Agreement, 
professional and comprehensive general liability insurance. Such policy of general liability 
insurance shall provideaminimum coverage in the amount of One Million Oollars^l,000,000) 
per occurrence, Three Million Oollars (^3,000,000) annual aggregate; through an insurance 
company licensed by the Mississippi Insurance department, or selfDinsurance approved by 
OOM, unlesssuch requirement is waivedby OOM. Annually, United shall provideOOM a 
current Certificate oflnsurance. 

C. United shall provideaperformance bond in the amount of One Million Oollars^l,000,000), to 
guarantee timely and complete implementation of the service infiastructure and coverage to be 
provided under the Policy and referenced herein, including all transition, data and vendor 
interfaces, and related administrative services. OOMshallbe named as exclusive beneficiary. 
Any failureof United to perform timely and complete establishment of such coverage and 
se^ice infrastructure shall result in damages recoverable by OOM against United'sperfom^ance 
bond. Upon OOM's agreement thatUnited has fulfilled itsresponsibilities^or successfully 
implementing the Children'sHealth Insurance Program coverage and service infrastructure,the 
performance bond, less any amounts previously called by OOM, shall be released. 

^. Regulatory Approval 
United agrees that thePolicyoffered and accepted must be approved by theMississippi Insurance 
department prior to the effective date of the Policy. 

^. Pinancial Rating 
United agrees tomaintain an A.M. Best rating of noless than A^,and promptly (withinfour^) 
business days)notifyl^OM of any changes in its financial rating by the A.M.Best rating service. 
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^ Modificafio^Amendmen^Rene^ofiafion 
This Agreement may be modified, a^ed, or changed only by ^ 
andOOM. The parties agree to renegotiate this Agreement if any revisions to appheabieFederai 
and̂ or State laws or regulations make significant changes in this Agreement necessary. 

7. AgreementTerm 
A. TheetTectivedateofthis Agreement will bethelatterofthedatesignedbyUnitedorOOM. 

This Agreement will expire on Oecember^l,^013,unless otherwise extended for one additional 
yearatOOM'sdiscretion. By^une 30, 2013,OOMwill notify United, in writing, of OOM's 
intent as to extend the Agreement l^rone(l)additional year. 

8. This Agreement and̂ or the Policy may be terminated by either party,with or without cause, upon 
at least ninety ̂ 0)days prior written notice ofintent to terminate provided to the other party. 

C Notwithstanding subparagraph 13 above, United may immediately terminate the Policy for 
nonpayment ofpremium after the grace period for which premiums have not been paid. 

All records and information provided by OOM to United are the sole property ofOOM and shall 
bereturnedtoOOMwithinthirty (30) days of theterminationdateof this Agreement, if so 
requested. United shall be entitled to retain and utilize data that have been captured, computed, 
or stored inUnited'sdatabases to theextent that suchdatacannotbe identifiedor linked to 
OOM,the Children'sPlealth Insurance Program,or any Member. 

E. Upon termination of this Agreement and̂ or the Policy,United shall fully cooperate with OOM 
and the new insurer(or third party claims administrator ifself^insured) during the transition of 
the Children's HealthlnsuranceProgramtothe new insurer̂ vendor. Upon request of OOM, 
United shallprovide all intormation maintained by United in relation totheChildren'sHealth 
Insurance Program inatime frame specified by OOM. Information provided shall be inalormat 
designated by OOM. United shall provide such explanation ofthe information provided in order 
to facilitateasmooth transition. 

P. In theevent Unitedshall ceaseconductingbusiness inthenormal course, become insolvent, 
makeageneralassignmentforthebenefitofcreditors,sufferor permit the appointmentofa 
receiver for its business or its assets, or shall avail itselfof, or become subject to, any proceeding 
under Federal Bankruptcy Actorany other statuteofany staterelatingto insolvency or the 
protection of the rights of creditors, OOMmay,at its option, terminate the Agreement in whole 
or in part. In the event OCM elects to terminate the Agreement under this provision, it shall do 
sobysendinganotice of terminationtoUnitedbycertified mail,return receipt requested,or 
delivered in person. The date oftermination shall be the close ofbusiness on the date specified 
in the notice of termination. In the event the filing ofapetition in bankruptcy by or againsta 
principal Subcontractor,United shall immediately so adviseOOM. United shall assure that all 
tasks related to the Subcontractor are performed in accordance with the terms of the Agreement. 

8. Consideration 
A. OCM will be responsible for making premium payments to United. 

B. Premiums for insurance coverage provided by United must be invoiced in advance onamonthly 
basis,in sufficient detail and format as determinedbyOOM. Premium invoices must provide 
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separate counts and amountsforeache^^ 
agree tothe appropriate statistical counts include 
being billed. 

C. Prernium invoices should be submitted electronically to OOM by tbefifib working day of eacb 
month for which coverage is to be provided, ^monthly payment for all approved invoices shall 
be made by utilizing electronic fund transfers. Payment for any undisputed amounts 
should be received byUnitedwithinthirty (30) days fromthe date the invoice and supporting 
documentation was submitted to OOM. 

O. Payments shallbemade and remittance informationprovidedelectronically as directedby the 
State. Thesepayments shall bedeposited intothebankaccountofUnited'schoice. United 
understands and agreesthattheStateis exempt fiomthepayment of sales andusetaxes. All 
payments shall be in United States currency. 

13. The payment ofan invoice by the OOM shall not prejudice the OOM ŝ right to object or question 
any invoice or matter in relation thereto. Such payment by the OOM shall neither be construed 
asanapprovalofany costsinvoicedtherein. United^sinvoice or payment may be subject to 
further reductionforamountsincluded in any invoice or payment theretofore made which are 
determined by the OOM, on the basis of audits, not to constitute allowable costs. Any payment 
shallbe reduced for overpayment or increased for underpayment on subsequent invoices. Por 
any amounts whichareor shall becomedueand payable totheOOM and^orthe Children's 
Health Insurance Program by United, the OCM reserves the right to: 

(1) deduct from amounts which are or shall become due and payable to United under 
Agreement between the parties; or 

(2) request and receive payment directly from United within fifieen(l^) days of such 
request, at the OOM'ssole discretion. 

9. Premiums and Premium Renewals 
The initial total monthly per Member premium rate shall be set at ^2^.Olper full or partial month 
and shall remain in effect through Oecember31,2013. Beginning January 1,201^, the total monthly 
per Member premium rate shall be set at ^2^.83 per full or partial month and shall remain in efl^ct 
through Oecember31,201^.. 

10. Reporting Functions 

United agrees to provide the reports listed in Sectionsll.^.lthroughll.^.8 of the RPP,except the 
partiesagree that United shall not be required to provide thereport(s) specified under Section 
11.^.l(h)(prescription claims paid by therapeuticcategories and listing of the top 2̂  dispensed drugs). 
The parties further agree that information relating to inpatient utilization (11.^.1(b)), outpatient 
utilization (11.^.1(c)), prescription drug utilization (11.^.1(d)), and the utilization management 
program (11.^.l(j))will be provided by United in the executive management report(ll.^.1(a)),and 
thatUnited need not submit separate reports relating toinpatientutilization,outpatient utilization, 
prescription drug utilization, and the utilization management program. Additionally,United agrees 
to provide certain other standard reports that OOM has determined will be helpful. Acompletelist 
of the reports that United will provide is set forth in Attachments. 
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1L Performance Standards and Liquidated Oamâ es 
United agrees to the performance standards and liquidated damages included in this Agreement as 
Attachments 

12. Termination for NonAvailahilityOfPunds 
It is expressly understood and agreed that the obligation of OOM to proceed under this Agreement 
and̂ or the Policy is conditioned upon the appropriation of funds by the Mississippi State Legislature 
and the receipt ofStateand^or federal funds. If the funds anticipated for the continuing fulfillment 
of this Agreement are, at any time, not forthcoming or insufficient, either through the failure of the 
federal government toprovidefundsorof the Stateof Mississippi toappropriate funds, or the 
discontinuance or materialalterationof the programunder which such funds were provided,or if 
funds are not otherwise available to the State, OOM shall have the right upon ten (10) days written 
notice toUnited, to terminate this Agreement and̂ or the Policy without damage, penalty, cost, or 
expenses to OOMofany kind whatsoever. The effective date oftermination shall be as specified in 
the notice oftermination. 

13. Release 
Upon final payment ofthe amounts due under this Agreement, United shall release the State from all 
liabilities and obligations whatsoever under or arising fiom this Agreement. Payment to United by 
theStateshallnotconstitutefinal release of United. Should an auditor inspectionof United's 
records subsequently revealoutstanding liabilities or obligations,United shall remainliabletothe 
State for such liabilities and obligations. Any payment by the State shall be subject to any 
appropriate recoupment to which the State is lawfully entitled. Any payment under this Agreement 
shall not foreclose the right of the State torecoverexcessiveillegalpayments as well asinterest, 
attorney fees, and costs incurred in such recovery. 

1^. AccessToRecords 
United agrees that OOM or any of its duly authorized representatives, the department of Health and 
Human Services, the Centers ̂ orMedicare^Medicaid Services, the Office oflnspector general,the 
Ceneral Accounting Office, or any other auditing agency prior approved by OOM, at any time 
during the term ofthis Agreement, shall, at all reasonable times, have the right to enter onto United's 
or its subcontractor'spremises and shall have access to and the right to audit, inspect, monitor, and 
examine any pertinent books, documents, papers, and records and̂ or to otherwise evaluate 
(including periodicinformation systems testing) the performance of United and allsubcontractors 
related to United'scharges and performance under this Agreement. All reviews and audits shall be 
performed in suchamanner as will not unduly delay the work ofUnited. Refusal by United to allow 
access to all documents, papers, letters, or other materials shall constitute a breach of this 
Agreement. Such records shall be kept by United foraperiod of six (^) years afierfinalpayment 
under this Agreement, unless OOM authorizes in writing their earlier disposition. United is to 
refund to the OOM any overpayment disclosed by any such audit. However, ifany litigation, claim, 
negotiation, audit, or other action involving the records has been started before the expiration of the 
^ year period, the records shall be retained until completion of the action and resolution of all issues 
which arise from it and for one year thereafter. OOM shall also retain the right to perform financial, 
performance, and other special audits on such records maintained by United during regular business 
hours throughout the Agreement period. United agrees that confidential information including, but 
not limited to, medical and other pertinent infom^ation relative to Members shall not be disclosed to 
any person or organization for any purpose without the expressed, written authority of OOM or as 
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otherw^erequ^d by lawandthat ^ sucbd^osures^y comply with privacy and 
security standards 

1^. Ownership oflnformatlon and Oata 
OOM,Centers l^r Medicare and Mcdlcald(OMS^ 
have unlimited rights to use, disclose, or duplicate, for any purpose whatsoever, ah Info 
data developed, derived, documented, or furnished by United resulting from this Agreement. 
United agrees to grant to OOM, the United States department of Health and Human Services 
(OHHS),CMS,and the State of Mississippi and tothelr officers, agents,and employees actlngln 
their official capacltlesaroyalty^fiee, nonexclusive,and Irrevocable license throughout the world to 
publish, reproduce, translate, deliver, and dispose of all such Information not covered by copyright 
ofUnited relating to this Agreement.. 

1^. Electronic Health Records 
OOM Is In theprocess of Implementing a ^cbDbased electronic health records (EHR) system. 
United agrees to work with OOM to develop a means to provide CHIP claims data and other 
necessary files to the OOM or the EHRVendor as directed by the f^CM. 

17. Records Retention and Audit Requirements 
Unlted'saccountlngrecordsand proceduresrelatlve to this Agreement are subject to OOM and 
applicable Federal approval. Accounting procedures, policies, and records shall be completely open 
toOOM, State, and Federal audit at any time during the Agreement period and for s lx^years 
thereafter. United shall agree to the following terms for access to records relating to the Agreement: 

A. All electronic media claims and related records shall be retained foraperlod of s lx^years ln 
an electronic format or scanned Image; 

13. Unless OOMspeclfiesmwrltlngashorter period of fime,Unlted agrees to preserve and make 
available all other pertinent books, documents, papers, and records of Company Involving 
transactions related to the Agreement l^oraperlod of slx^years from the date of expiration or 
termination of the Agreement. All aforementioned Items Involving transactions may be 
mamtamed In an electronic format or scanned Image. 

C. Electronic records of all paper claims and related records shall be retained for a period of six (6) 
years; 

D. All canceled checks and EFT documents shall be retained for a minimum of six (6) years from 
the date of issuance unless otherwise notified by DOM. Canceled checks may be maintained in 
an electronic format or CD version. 

E. Notwithstanding any other requirements in this Agreement, records and supporting 
documentation under audit or involved in litigation shall be kept for one (1) year following the 
conclusion of the litigation or audit; 

F. DOM, at its discretion, may use the services of an independent reviewer(s), to perform 
reviews/audits of United's records. DOM and respective independent reviewers will comply with 
all applicable confidentiality laws and will not reveal any confidential information acquired as a 
result of the review/audit. DOM have the right to review/audit records for the entire term of this 

United Healthcare CHIP Insurer - Letter of Understanding 2012 Page 7 



Agreement without hmi^ion. Any eiaimedinformation,doeument^ete. whiehUnitedmay 
deem as eontaining^tradeseeret^'or confidential wiii not preeiude an ex 
items thronghthe audit process. UnitedwillprovideOOMassistaneeinthe audit reviewshy 
providing access to records, copies of claims data tapes, access to reasonable support staff 
OOM willbear the costofany fees chargedby their respectiveindependent reviewer. The 
independentreviewer will signaconfidentiality statement withUnited insuringthat United's 
financial records,claims data, remittance data,contracts (including the details and terms of the 
United's Contracts with Participating Providers and pharmaceutical manufacturers and 
intermediaries)and fees will be treated as confidential to United and will not be revealed in any 
manner or form by or to any person or entity other than OCM and̂ or OCM's attorney. 
Notwithstanding the aforementioned,reserves the right to conductareview of any and all 
records deemed necessary to any special investigation by OOM. 

C Por the purpose ofmeasuring compliance with Agreement performance standards, the report and 
determination ofOOM'sindependent reviewer shall be final,binding and conclusive onUnited 
and OOM; provided, however, that beforeafinal report and determination is issued,OOM and 
United shall eachhaveareasonableopportunity to review the independent reviewer's nonD 
proprietary supportingdocumentationandproposedreportoftheindependent reviewer andto 
provide any comments to the independent reviewer. 

Nothing inthissectionshall limitor prevent, inany way,theremediesavailableto OCMas 
provided in this Agreement. 

PI. United shall provide copies of its internal audits and quality assurance reports oracopyof its 
annual audit conducted ontheprocessingof transactions, pursuant to Statementon Auditing 
Standards (SAS) ^70, upon the request of OCM, which directly affect or relate to the 
administration of this Agreement. United agrees that authorized Federal, State, and 
representatives shall, upon^hours notice to United, have access to and the right to examine the 
items listed above during the sixDyear postDcontract period or until resolution. Ouring the 
Agreement period,the access to these items willbe provided atUnited'soffice,or if United's 
office is not located within flinds, Madison, or Rankincountiesof the State of Mississippi, 
United shall provide any requested documents to OOM at the site designated by OCM in 
Jackson, Mississippi, at no cost to OOM. OOM and authorized Federal and State representatives 
shall always have access to and the right to examine items listed above atUnited'soffice during 
the Agreement period and the six^yearpost̂ contract period or until resolution. Ouringthe^year 
post Agreement period,deliveryof and access tothelisteditemswillbe at no cost toOCM. 
United shall provide OOM such dataas requested by OOM to transition CHIP to another 
company. Suchdata is toinclude,butnotbelimitedto,co^payment accumulators andoutof 
pocket amounts. This data shall not include the United'sproprietary data. 

18. Applicable Uaw^Venue 
This Agreement shallbe governed by and construed in accordance withthe laws of the State of 
Mississippi,excluding its conflicts oflaw'sprovisions. United shall comply with applicable federal, 
state, andlocallaws and regulations. VenueforanyactionshallbeintheFirst^ludicialOistrict, 
Hinds County,Mississippi. 
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19. Third Party Action Nofificafion 
United shaiigivcOOM immcdiatcnotificationinwritingofanyactionorsuitfiicdoranyciairn 
made by any entity that rnay result in litigation related to the Policy and̂ or this Agrccm^ 

20. Assignmcnt̂ Suhcontracting 
United shall not assign or subcontract, in whole or in part, its rights or obligations under this 
Agreement to any other organization without prior written consent of OOM. Any attempted 
assignment without said consent shall be void and of no effect. Any subcontractors deemed 
necessary by United shall be subject to prior approval ofOOM. Said approval will not unreasonably 
bewithheldandOOMshallrespondtoanyinquiriesforapprovalhereunderinatimely manner. 
Notwithstanding any subcontract.United shall maintain prime responsibility lor all services and any 
subcontracts hereunder shall include appropriate provisions and contractual obligations to ensure the 
successful fulfillment ofall contractual obligations agreed to by United. 

21. Employee StatusVerification 
United represents and warrants that it will ensure its compliance with the Mississippi Employment 
Protection Actcodifiedas Section^lDllDl et seq., of theMississippi Code Annotated (1972, as 
amended), and will register andparticipateinthestatusverificationsystemfor all newly hired 
employees. Theterm^employee^asused herein means any personthatishiredtoperformwork 
within the State of Mississippi. As used herein, ŝtatus verification system" means the Illegal 
Immigration Reformand ImmigrationResponsibilityActof 199^ that isoperated by theUnited 
States department of Homeland Security, also known as the EDVerify Program, or any other 
successor electronic verification system replacing theEVerify Program.United agrees to maintain 
records of such compliance and, upon request of the State, to provide a copy of each such 
verification to the State.United further represents and warrants that any person assigned to perform 
serviceshereundermeetstheemploymenteligibility requirementsofall immigrationlawsofthe 
State ofMississippi. United understands and agrees that any breach ofthese warranties may subject 
United to the following: (a) ternnnation of this Agreement and ineligibility for any state or public 
contract in Mississippi for up to three (3) years,with notice of such cancellatior^termination being 
made public, or (b)the loss of any license, permit, certification or other document granted to United 
by an agency,department or governmental entity for the right to do business in Mississippi for up to 
one(l)year,or(c)both. In the event of such termination^cancellation,United would also be liable 
for any additional costs incurred by the State due to Policy cancellation or loss oflicense or permit. 

22. Employment Practices 
United shallnot discriminate against anyemployee or applicant for employment because of race, 
color,religion, sex,nationalorigin,age,maritalstatus,politicalaffiliations,or handicap. United 
must act affirmatively to ensure that employees, as well as applicants for employment, are treated 
without discrimination because oftheir race, color, religion, sex, national origin, age, marital status, 
political affiliation, or handicap. Such action shall include, but is not limited to the following: 
employment, promotion, demotion or transfer, recruitment or recruitment advertising, layoff or 
termination, rates of pay or other forms of compensation, and selection for training, including 
apprenticeship. United agrees to post in conspicuous places, available to employees and applicants 
for employment, notices setting forth the provisions of this clause. United shall, in all solicitations 
or advertisements for employees placed by or on behalf of United, state that all qualified applicants 
will receive consideration for employment without regard to race, color, religion, sex, national 
origin, age, marital status,political affiliation, or handicap, except where it relates toabona fide 
occupational qualification. United shall comply with thenonDdiscriminationclausecontained in 
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Feder^Execufive Order 112^4 as amendedby FederalExeeufive Order H37^relafivetoEqual 
Employment Opportunity for ail persons without regard to raee, eoior, religion, sex, or national 
origin,and theimplementing rules and regulations preserihedhytheSeeretaryof Labor andwith 
Title^l,Oode of Federal Regulations,Ohapter^ United and subeontraetorsshalleomply with 
related State laws and regulations, ifany. United and its subcontractors shall comply with the Oivil 
Rights Act of 19^, any amendments thereto and the rules and regulations thereunder; Section 
of TitleVoftheVocational Rehabilitation Act of 1973as amended; and theMississippi Human 
Rights Act ofl977. If at any time during the tem^ of the Agreement, OOM determines that United 
isnotincompliance withthe requirements onemployment practices asstatedinthis Agreement, 
OOM may terminate the Agreement, but it will have no other rights in this regard relative to 
employment practices. 

23. Prohibited Nondiscriminatory Practices 
United shallnotdiscriminate against any Member or provider ofservicebecause of race,color, 
religion, sex national origin, age, marital status, political affiliation, or handicap in the performance 
ofthis Agreement. 

2̂ 1. Lobbying 
United shall comply with the Anti Uobbying Act, Title 31 U.S.O., Section 13̂ 2 (added under 
Section 319 of Public Uawl01^121) as revised by the Lobbying disclosure Act of 199^ (P.L. 
l O ^ ^ ) and Section 0̂3 ofthe departments ofLabor, Health and Human Services and Education, 
and Related Agencies Appropriations Act (Public Lawl0^208).United certifies to the best of its 
knowledge and belief, that noPederal appropriated funds have been paid or willbe paid,by or on 
behalfofUnited, to any person for influencing or attempting to influence an officer or employee of 
any agency,amember of Congress, or any employee ofamember of Congress in connection with 
the awarding ofany Federal Agreement, the making ofany Federal grant, the making of any Federal 
loan, theenteringintoofany cooperative Agreement, and theextension,continuation, renewal, 
amendment, or modification of any Federal contract, grant, loan, or cooperative Agreement. United 
shall require that the language of this certification be included in all subcontracts and that all 
subcontractors shall certify and disclose accordingly.This certification isamaterial representation of 
f^ct upon which reliance is placed when entering into this Agreement. Submission of this 
certificationisaprerequisitefor makingor entering intothis Agreement imposedunderTitle31, 
Section 13^2, U.S. Code. Failure to file the required certification shall be subject to civil penalties 
for such failure.United will likewise abide by the lobbying laws of the State ofMississippi. 

2^. Bribes, Oratuities, And kickbacks Prohibited 
The receiptor solicitationofbribes,gratuities,andkickbacksis strictly prohibited. No electedor 
appointed officer or other employee of the Federal Covemment or of the State of Mississippi shall 
benefit financially or materially from this Agreement. No individual employed by the State of 
Mississippi shallbe permitted any share or partof this Agreementoranybenefit that might arise 
therefrom. 

2^. Conflict oflnterest 
No member or employee of OOMand no other public officialof the State of Mississippior the 
Federal Covemment who exercises any functions or responsibilities in the review or approval of the 
undertaking or carrying out of the Agreement shall, prior to the completion of the Agreement, 
voluntarily acquire any personalinterest,directorindirect,inthe Agreement. Aviolationofthis 
provision shall constitute grounds for termination ofthis Agreement. In addition, such violation will 
be reported to the Attorney Ceneral and appropriate Federal law enforcement officers for review. 
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United covenant that it presendy has no 
which wouid conflict in any manner or degree with the performance of its services under this 
Agreement. United further covenants that, in the performance of the Agreement, no person having 
such known interests shall he employed. This is especially pertinent to subsidiaries or entities 
housed within the same facility that could he misconstrued asajoint relationship. 

27. Compliance with State and Federal Requirements 
United shall agree to conform to any requirements or regulations imposed on the State asacondition 
ofcontinued funding by the department ofHealth and Human Services (OffHS) or due to changes 
in State and^orFederallaw. United shallconform to all applicableFederal,State, and local laws, 
regulations and policies as they exist or as amended. It is expected that United is aware of these and 
all other federal regulations and requirements governing health care administration and has the 
necessary components and functionality to maintain the Children's Health Insurance Program's 
continued compliance with the regulations. 

28. Compliance with Mississi^i Insurance department 
The Mississippi Insurance department regulates licensed health plans in Mississippi. Unitedshall 
agree to comply with all applicable insurance laws of the State ofMississippi and Mississippi 
Insurance department rules, regulations, and standards in addition to the specific standards described 
in the RTF 

29 Cral Statements 
No oral statement of any person shall modify or otherwise affect the terms, conditions, or 
specifications stated in this Agreement. All modifications to this Agreement must be agreed toin 
writing by OOM and United in order to be effective. 

30. Indemnification 
To the fullest extent allowed by law. United shall indemnify, defend, save and hold harmless, 
protect, and exonerate the State ofMississippi, its Commissioners, Board Members, officers, 
employees, agents, and representatives from and against all claims, demands, liabilities, suits, 
actions, damages, losses, and costs of every kind and nature whatsoever, including, without 
limitation, court costs, investigative êes and expenses, and attorneys'̂ ees, arising out of or caused 
by United and̂ or its partners, principals, agents, employees, and̂ or subcontractors in the 
performance ofor failure to perform this Agreement. lntheState'ssolediscretion,Unitedmaybe 
allowed to control the defense of any such claim, suit, etc. In the event United defends said claim, 
suit, etc.,United shall use legal counsel acceptable to the State;United shall be solely liable for all 
reasonable costs and̂ or expenses associated with suchdefenseandtheState shallbe entitledto 
participate in said defense. United shall not settle any claim, suit, etc., without the State's 
concurrence, which the State shall not unreasonably withhold. 

31. Notice 
All notices required or permitted to be given under this Agreement must be in writing and personally 
deliveredorsentby certified United Statesmailpostageprepaid,retumreceiptrequested,to the 
party to whom the notice should be given at the addresses set forth below. Notice shall be deemed 
given when actually received or when refused. The parties agree to promptly notify each other in 
writingof any changeof address. The addresses to which notices are initially to be sent are as 
follows: 
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If to DOM: Executive Director 
Division of Medicaid 
Walter Sillers Building, Suite 1000 
550 High Street 
Jackson, Mississippi 39201-1399 

If to United: President 
United! lealthcare Community Plan 
795 Woodlands Parkway, Suite 301 
Ridgeland, MS 39157 

32. Incorporation of Documents 
This Letter of Understanding, along with the following Attachments, represents the full and 
complete understanding of DOM and United, regarding the terms, conditions, and relative 
responsibilities of each party in the administration and operation of this Agreement. 

Attachment A 

Attachment B 
Attachment C 
Attachment 0 
Attachment E 
Attachment F 
Attachment G 

State and School Employees Health Insurance Management Board Request for 
Proposal for Health Insurance Coverage under the Children's Health Insurance 
Program, dated February 18, 2009 
United's Response to RFP, Including Best & Final 
Performance Standards and Liquidated Damages 
Policy (#POL.I.12.MSCHIP) 
Prior-Authorization Program Requirements 
Business Associate Statement 
Reports 
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Exhibit 2 

MISSISSIPPI CHILDREN'S HEALTH INSURANCE 
(CHIP) BENEFIT PLAN 
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NOTE: Members with Annual Family Income of less than or equal to 150% of the Federal 
Poverty Level 

SCHEDULE OF BENEFITS 
(Coverage Plan # MCHP01) 

BENEFIT PERIOD 

LIFETIME MAXIMUM BENEFITS 

DEDUCTIBLE AMOUNTS 

OUT-OF-POCKET MAXIMUM (CO-PAY MAXIMUM) 

COVERED SERVICES 

HOSPITAL SERVICES 

Hospital Room and Board 
(Including Dietary and 
General Nursing Services) 

Other Services 

AMBULATORY SURGICAL FACILITY 
SERVICES SERVICES (ASF) 

EMERGENCY ROOM SERVICES 

CALENDAR YEAR 
BEGINNING JANUARY 1ST 

No Lifetime Maximum Benefits 

No Deductible Amount 

No Out-of Pocket Maximum 

BENEFIT 

Network 
Provider 

100% 

100% 

100% 

100% 

Non-Network 
Provider 

No Benefits 

No Benefits 

No Benefits 

See Below 

Emergency Room Services - Benefits for emergency room services will be provided in cases of a 
Medical Emergency. When emergency room services of a Non-Network Provider are used by a Member 
for a Medical Emergency, the Network level of Benefits will be provided. However, if a Member uses 
emergency room services of a Non-Network Provider for a non-emergency situation, no Benefits will be 
provided to the Member. 



PHYSICIAN SERVICES (M P. and P.O. only) 
OR HEALTH CARE PROFESSIONALS 

Network 

Provider 
Non-Network 

Provider 

Office Visits 

Other Services Rendered 
the Physician's Office 

Surgery (Hospital/ASF) 

Medical (Inpatient) 

Diagnostic Services 

Other Therapy Services 
(Includes Drug Therapy 
for chronic disease or condition) 

100% 

100% 

100% 

100% 

100% 

100% 

O T H E R C O V E R E D S E R V I C E S . S U P P L I E S OR E Q U I P M E N T 
PROVIDED BY AN ALLIED PROVIDER. FACILITY OR PROFESSIONAL (WHERE 
APPLICABLE). OR PHYSICIAN (WHERE APPLICABLE) 

Ambulance Services 100% 

Durable Medical Equipment 100% 
(Prior Authorization Required) 

Home Infusion Therapy 100% 
(Prior Authorization Required) 

Orthotic/Prosthetic 100% 

(Prior Authorization Required) 

Hospice 100% 
(Limited to a Lifetime Maximum of 
$15,000 per Member) (Prior Authorization Required) 

Speech Therapy 100% 
(Prior Authorization Required) 

Occupational/Physical Therapy 100% 
(Prior Authorization Required) 

Manipulative Therapy 100% 
(Limited to $2,000 per Member per 
Benefit Period) 

Private Duty Nursing 100% 
(Limited to $10,000 per Member per 
Benefit Period) (Prior Authorization Required) 

No Benefits 

No Benefits 

No Benefits 

No Benefits 

No Benefits 

No Benefits 

100% 

No Benefits 

No Benefits 

100% 

100% 

100% 

100% 

No Benefits 

100% 



Skilled Nursing Services 
(Limited to 60 Days per Benefit 
Period) 

Free-standing Diagnostic Facility 

Other Therapy Services 
(Radiation, Chemotherapy, Dialysis, 
Drug, Infusion) 

OUTPATIENT PRESCRIPTION DRUGS 
(Limited to a 30-day supply) 

Generic 

Brand 

NERVOUS AND MENTAL CARE 

Inpatient Care 

(Requires Prior Authorization) 

Partial Hospitalization 

Outpatient Hospital Visits 

Outpatient Professional Visits 

Network 
Provider 

100% 

Non-Network 
Provider 

100% 

100% No Benefits 

100% No Benefits 

100% 

100% 

No Benefits 

No Benefit 

100% No Benefits 

100% 

100% 

100% 

No Benefits 

No Benefits 

No Benefits 



Network 
Provider 

Non-Network 
Provider 

SUBSTANCE ABUSE CARE 

Inpatient Care 

(Prior Authorization Required) 

Outpatient Care 

Residential Substance Abuse Treatment 

100% 

100% 

100% 

No Benefits 

No Benefits 

100% 

TRANSPLANT BENEFITS 

Heart, Lung, Liver, Kidney, 
Bone Marrow/Stem Cell 
(Prior Authorization Required) 

Transportation/Lodging Expenses 
(Limited to $10,000 per Member) 

Living Donor Coverage includes 
searching for matching tissue, donor's 
transportation charges for removal and 
preservation and hospitalization. 
Living donor benefits are only available 
when the recipient (person receiving 
the organ) is a Member. See further details. 

100% 

100% 

100% 

No Benefits 

Not Applicable 

No Benefits 

TEMPOROMANDIBULAR/CRANIOMANDIBULAR JOINT 
DISORDER (TMJ) 

Surgery 
Diagnostic 

Surgery/Diagnostic Services for 
TMJ limited to $5,000 Lifetime 
Maximum Benefits (Prior 
authorization required) 

100% 
100% 

No Benefits 
No Benefits 

NEWBORN WELL BABY CARE 100% No Benefits 



DIABETES TREATMENT 
Self-Management Training/ 
Education and Medical Nutrition 
Therapy (Limited to $250 per 
Member per Benefit Period) 

WELL CHILD CARE 

FAMILY PLANNING SERVICES 
(Contraceptive Management, 
Health Screening, Health 
Education Counseling) 

FEMALE HEALTH SERVICES 
(Routine obstetric/gynecological 
services) 

MATERNITY/PRENATAL SERVICES 
(Limited to pregnant female members 
under age 19 who are deemed eligible 
by DHS) (Limited to four ultrasounds 
per pregnancy.) 

HEARING SERVICES 
(As limited in this Benefit Plan) 

VISION SERVICES 
(As limited in this Benefit Plan) 

DENTAL SERVICES 
$1500 Calendar Year Max 
(As limited in this Benefit Plan) 

CHILDHOOD ROUTINE IMMUNIZATIONS 
Benefits will be provided only for 
the administration of the immunization. 
The vaccines will be provided by the 
Mississippi State Department of Health. 
No Benefits will be provided for the vaccine. 

Network 
Provider 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

Non-Network 
Provider 

No Benefits 

No Benefits 

No Benefits 

No Benefits 

No Benefits 

100% 

No Benefits 

No Benefits 

No Benefits 

NOTE: Flu Shots and tetanus booster are subject to regular benefits. 



P^ORAOTHOR^^ON 

Prior Authonzation of E l e ^ v e ^ Required 

Prior Authorization of OurabieMedioai Equipment Required 
(over $500 per item) 

Prior Authorization of Home infusionTherapy Required 

PriorAuthorizationofTranspiant Procedures Required 

Prior Authorization of Private Outy Nursing Required 

Prior Authorization of inpatient/Residentiai 

Substance Ahuse Benefits Required 

Prior Authorization of Hospice Care Required 

Prior Authorization of Prosthetics Required 
(over $500 per item) 

Prior Authorization of Orthotic Devices Required 
(over $500 per item) 

Prior Authorization of SpeechTherapy Required 

Prior Authorization of Occupational Therapy Required 

Prior Authorization of Physical Therapy Required 

Prior Authorizat ion of inpat ient /Part ia i / 
Hospital izat ion Nervous/Mentai Benefits Required 

Prior Authorization of TMJ Benefits Required 

Prior Authorization of OiaheticTraininq/Education Required 



NOTE: Members with Annual Family Income of 151% through 175% of the Federal Poverty 
Level 

SCHEDULE OF BENEFITS 
(Coverage Plan # MCHP02) 

BENEFIT PERIOD 

LIFETIME MAXIMUM BENEFITS 

DEDUCTIBLE AMOUNTS 

OUT-OF-POCKET MAXIMUM (CO-PAY MAXIMUM) 

COVERED SERVICES 

HOSPITAL SERVICES 

Hospital Room and Board 
(Including Dietary and 
General Nursing Services) 

Other Services 

AMBULATORY SURGICAL FACILITY 
SERVICES (ASF) 

EMERGENCY ROOM SERVICES 

Network 
Provider 

100% 

CALENDAR YEAR 
BEGINNING JANUARY 1ST 

No Lifetime Maximum Benefits 

No Deductible Amount 

$800 

Non-Network 

BENEFIT 

100% 

100% 

Provider 

No Benefits 

No Benefits 

No Benefits 

See Below 100% after 
$15 Co-pay 
per visit 

Emergency Room Services - Benefits for emergency room services will be provided in cases of a 
Medical Emergency. When emergency room services of a Non-Network Provider are used by a 
Member for a Medical Emergency, the Network level of Benefits will be provided. However, if a Member 
uses emergency room services of a Non-Network Provider for a non-emergency situation, no Benefits 
will be provided to the Member. 



Network 
Provider 

Non-Network 
Provider 

PHYSICIAN SERVICES (M. D. and D. 0. only) 
OR HEALTH CARE PROFESSIONAL** 

Office Visits 

(Note: The Co-pay does not 
apply to any other services 
rendered in the physician's office 
or to office visits for routine well 
baby and well child care.) 

100% after 
$5 Co-pay No Benefits 

Other Services Rendered 
in the Physician's Office 

Surgery (Hospital/ASF) 

Medical (Inpatient) 

Diagnostic Services 

Other Therapy Services 
(Includes Drug Therapy 
for chronic disease or condition) 

100% 

100% 

100% 

100% 

100% 

No Benefits 

No Benefits 

No Benefits 

No Benefits 

No Benefits 

*The office visit co-payment amount does not apply to Audiologist, Ophthalmologist, Optometrists if 
the office visit is in connection with Prevent!ve/WelIness Services. 

OTHER COVERED SERVICES. SUPPLIES OR EQUIPMENT 
PROVIDED BY AN ALLIED PROVIDER. FACILITY OR 
PROFESSIONAL (WHERE APPLICABLE). OR PHYSICIAN 
(WHERE APPLICABLE) 

Ambulance Services 

Durable Medical Equipment 

(Prior Authorization Required) 

Home Infusion Therapy 

(Prior Authorization Required) 

Orthotic/Prosthetic 

(Prior Authorization Required) 

100% 

100% 

100% 

100% 

100% 

No Benefits 

No Benefits 

100% 



Hospice 
(Limited to a Lifetime Maximum of 
$15,000 per Member) (Prior Authorization 
Required) 

Speech Therapy 
(Prior Authorization Required) 

Occupational/Physical Therapy 

(Prior Authorization Required) 

Manipulative Therapy 
(Limited to $2,000 per Member per 

Benefit Period) 

Private Duty Nursing 
(Limited to $10,000 per Member per 
Benefit Period) (Prior Authorization Required) 

Skilled Nursing Services 
(Limited to 60 Days per Benefit 
Period) 

Free-standing Diagnostic Facility 

Other Therapy Services 

(Radiation, Chemotherapy, Dialysis, 
Drug, Infusion) 

OUTPATIENT PRESCRIPTION DRUGS 
(Limited to a 30-day supply) 

Generic 

Brand 

NERVOUS AND MENTAL CARE 

Inpatient Care (Prior Authorization Required) 

Partial Hospitalization 

Outpatient Hospital Visits 

Outpatient Professional Visits 

Network 
Provider 

100% 

Non-Network 
Provider 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

No Benefits 

100% 

100% 

No Benefits 

No Benefits 

No Benefits 

No Benefits 

No Benefits 

No Benefits 

No Benefits 

No Benefits 



Network 
Provider 

100% 

100% 

100% 

SUBSTANCE ABUSE CARE 

Inpatient Care (Prior Authorization Required) 

Outpatient Care 

Residential Substance Abuse Treatment 

TRANSPLANT BENEFITS 

Heart, Lung, Liver, Kidney, 
Bone Marrow/Stem Cell 100% 
(Prior Authorization Required) 

Transportation/Lodging Expenses 100% 
(Limited to $10,000 per Member) 

Living Donor Coverage includes 100% 
searching for matching tissue, donor's 
transportation charges for removal and 
preservation and hospitalization. 
Living donor benefits are only available 
when recipient (person receiving the organ) 
is a Member. See further details. 

TEMPOROMANDIBULAR/CRANIOMANDIBULAR 
JOINT DISORDER (TMJ) 

Surgery 100% 

Diagnostic 100% 

Surgery/Diagnostic 
Services for TMJ limited to 
$5,000 Lifetime Maximum 
Benefits (Prior 
authorization required) 

NEWBORN WELL BABY CARE 100% 

Non-Network 
Provider 

No Benefits 

No Benefits 

100% 

No Benefits 

Not applicable 

No Benefits 

No Benefits 
No Benefits 

No Benefits 
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Network 
Provider 

Non-Network 
Provider 

DIABETES TREATMENT 
Self-Management Training/ 
Education and Medical Nutrition 
Therapy (Limited to $250 per 
Member per Benefit Period) 

WELL CHILD CARE 

100% 

100% 

No Benefits 

No Benefits 

FAMILY PLANNING SERVICES 100% No Benefits 
(Contraceptive Management, 

Health Screening, Health 
Education Counseling) 

FEMALE HEALTH SERVICES 100% No Benefits 
(Routine obstetric/gynecological 
services) 

MATERNITY/PRENATAL SERVICES 100% No Benefits 
(Limited to pregnant female members 
under age 19 who are deemed eligible 
by DHS) (Limited to four ultrasounds 
per pregnancy.) 

HEARING SERVICES 100% 100% 
(As limited in this Benefit Plan) 

VISION SERVICES 100% No Benefits 

(As limited in this Benefit Plan) 

DENTAL SERVICES 

$1500 Calendar Year Maximum 100% N o Benefits 
(As limited in this Benefit Plan) 

CHILDHOOD ROUTINE IMMUNIZATIONS 100% No Benefits 
Benefits will be provided only for 
the administration of the immunization. 
The vaccines will be provided by the 
Mississippi State Department of Health. 
No Benefits will be provided for the vaccine. 

NOTE: Flu Shots and tetanus booster are subject to regular benefits. 

11 



P^ORAUTHO^ZA^ON 

Prior Authorization of E l e ^ v e ^ 

Prior Authorization of OurahieMedioai Equipment 
(over $500 per item) 

Prior Authorization of Home infusionTherapy 

PriorAuthorizationofTranspiant Procedures 

Prior Authorization of Private Outy Nursing 

Prior authorization of inpatient/Pesidentiai 
Substance Ahuse Benefits 

Prior Authorization of Hospice Care 

Prior Authorization of Prosthetics 
(Over $500 per item) 

Prior Authorization of Orthotic Devices 
(Over $500 per item) 

Prior authorization of SpeechTherapy 

Prior Authorization of Occupational Therapy 

Prior Authorization of Physical Therapy 

Prior Authorization of Inpatient/Partial Hospitalization 
Nervous/Mental Benefits 

PriorauthorizationofTMJ Benefits 

Prior authorization of OiaheticTraining/Education 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

^ 



NOTE: Members with Annual Family Income 176% up through 200% of the Federal Poverty Level 

SCHEDULE OF BENEFITS 
(Coverage Plan MCHP03) 

BENEFIT PERIOD 

LIFETIME MAXIMUM BENEFITS 

DEDUCTIBLE AMOUNTS 

OUT-OF-POCKET MAXIMUM (CO-PAY MAXIMUM) 

COVERED SERVICES 

HOSPITAL SERVICES 

Hospital Room and Board 
(Including Dietary and 
General Nursing Services) 

Other Services 

AMBULATORY SURGICAL FACILITY 
SERVICES (ASF) 

EMERGENCY ROOM SERVICES 

CALENDAR YEAR 
BEGINNING JANUARY 1ST 

No Lifetime Maximum Benefits 

No Deductible Amount 

$950 

BENEFIT 

Network 
Provider 

100% 

100% 

100% 

100% after 
$15 Co-pay 
per visit 

Non-Network 
Provider 

No Benefits 

No Benefits 

No Benefits 

See Below 

Emergency Room Services - Benefits for emergency room services will be provided in cases of a 
Medical Emergency. When emergency room services of a Non-Network Provider are used by a Member 
for a Medical Emergency, the Network level of Benefits will be provided. However, if a Member uses 
emergency room services of a Non-Network Provider for a non-emergency situation, no Benefits will be 
provided to the Member. 
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Network 
Provider 

Non-Network 
Provider 

100% after 
$5 Co-pay 

PHYSICIAN SERVICES 
M.D. and D O.only) OR 

HEALTH CARE PROFESSIONAL** 
Office Visits 

(Note: The Co-pay does 
not apply to any other 
Services rendered in the 
Physician's Office or to office 

visits for routine well baby and 
well child care.) 

**The office visit co-payment amount does not apply to Audiologist, Ophthalmologist, 
Optometrists if the office visit is in connection with Preventive/Wellness Services 

No Benefits 

Other Services Rendered 

Surgery (Hospital/ASF) 

Medical (Inpatient) 

Diagnostic Services 

Other Therapy Services 
(Includes Drug Therapy 
for chronic disease or condition) 

OTHER COVERED SERVICES. 
OR EQUIPMENT PROVIDED BY 
AN ALLIED PROVIDER. FACILITY 
OR PROFESSIONAL (WHERE 
APPLICABLE. OR PHYSICIAN 
(WHERE APPLICABLE) 

Ambulance Services 

Durable Medical Equipment 
(Prior Authorization Required) 

Home Infusion Therapy 
(Prior Authorization Required) 

Orthotic/Prosthetic 
(Prior Authorization Required) 

Hospice 
(Limited to a Lifetime Maximum of 
$15,000 per Member) (Prior Authorization 
Required) 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

No Benefits 

No Benefits 

No Benefits 

No Benefits 

No Benefits 

100% 

No Benefits 

No Benefits 

100% 

100% 
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Speech Therapy 
(Prior Authorization Required) 

Occupational/Physical Therapy 
(Prior Authorization Required) 

Manipulative Therapy 
(Limited to $2,000 per Member per 
Benefit Period) 

Private Duty Nursing 
(Limited to $10,000 per Member per 
Benefit Period) (Prior Authorization Required) 

Skilled Nursing Services 
(Limited to 60 Days per Benefit 
Period) 

Free-standing Diagnostic Facility 

Other Therapy Services 
(Radiation, Chemotherapy, Dialysis, 
Drug, Infusion) 

OUTPATIENT PRESCRIPTION DRUGS 
(Limited to a 30-day supply) 

Generic 
Brand 

NERVOUS AND MENTAL CARE 

Inpatient Care 

Partial Hospitalization 

Outpatient Hospital Visits 

Network 
Provider 

100% 

100% 

100% 

100% 

100% 

100% 

100% 

100% 
100% 

100% 

100% 

100% 

Non-Network 
Provider 

100% 

100% 

No Benefits 

100% 

100% 

No Benefits 

No Benefits 

No Benefits 
No Benefits 

No Benefiits 

No Benefits 

No Benefits 
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Outpatient Professional Visits 

Network 
Provider 

100% 

Non-Network 
Provider 

No Benefits 

Note: For the purposes of the office visit co-pay, Licensed Professional Counselors and 
Licensed Clinical Social Workers are considered Network Providers. 

SUBSTANCE ABUSE CARE 

Inpatient Care (Prior Authorization Required) 

Outpatient Care (Office Visits 
will be subject to the Physician/Health 
Care Professional Office Co-pay when 
provided by the appropriate Provider.) 

Residential Substance Abuse Treatment 

100% 

100% 

No Benefits 

No Benefits 

100% 100% 

TRANSPLANT BENEFITS 

Heart, Lung, Liver, Renal, 
Bone Marrow/Stem Cell 

Transportation/Lodging Expenses 
(Limited to $10,000 per Member) 

Living Donor Coverage includes 
searching for matching tissue, donors 
transportation charges for removal and 
preservation and hospitalization. 
Living donor benefits are only available 
when the recipient (person receiving 
the organ) is a Member. See further details. 

100% 

100% 

100% 

No Benefits 

Not Applicable 

No Benefits 
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Network 
Provider 

Non-Network 
Provider 

TEMPOROMANDIBULAR/CRANIOMANDIBULAR 
JOINT DISORDER (TMJ) 

Surgery 
Diagnostic 

Surgery/Diagnostic Services 
for TMJ limited to $5,000 
Lifetime Maximum Benefits 
(Prior authorization required) 

100% 
100% 

No Benefits 

No Benefits 

NEWBORN WELL BABY CARE 100% No Benefits 

DIABETES TREATMENT Self-
Management Training/ Education 
and Medical Nutrition Therapy 
(Limited to $250 per Member per 
Benefit Period) 

100% No Benefits 

WELL CHILD CARE 

FAMILY PLANNING SERVICES 
(Contraceptive Management, 
Health Screening, Health 
Education Counseling) 

100% 

100% 

No Benefits 

No Benefits 

FEMALE HEALTH SERVICE 
(Routine obstetric/gynecological 
services) 

MATERNITY/PRENATAL SERVICES 
(Limited to pregnant female members 
under age 19 who are deemed eligible 
by DHS) (Limited to four ultrasounds 
per pregnancy.) 

100% 

100% 

No Benefits 

No Benefits 

HEARING SERVICES 
As limited in this Benefit Plan 

100% 100% 
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VISION SERVICES 
(As limited in this Benefit Plan) 

DENTAL SERVICES 
$1500 Calendar Year Maximum 
(As limited in this Benefit Plan) 

CHILDHOOD ROUTINE IMMUNIZATIONS 
Benefits will be provided only for 
the administration of the immunization. 
The vaccines will be provided by the 
Mississippi State Department of Health. 
No Benefits will be provided for the vaccine. 

NOTE: Flu Shots and tetanus booster are subject to regular benefits. 

Network 
Provider 

100% 

100% 

100% 

Non-Network 
Provider 

No Benefits 

No Benefits 

No Benefits 
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P ^ O R A U T H O ^ Z A ^ O N 

Prior Authorization of Eieotive inpatient Admissions 

Prior Authorization of OurahieMedioai Equipment 

(Over $500 per item) 

Prior Authorization of Home infusionTherapy 

PriorAuthorizationofTranspiant Procedures 

Prior Authorization of Private Outy Nursing 

Prior Authorization of inpatient/Pesidentiai 
Substance Ahuse Benefits 

Prior Authorization of Hospice Oare 

Prior Authorization of Prosthetics 

(Over $500 per item) 

Prior Authorization of Orthotic Devices 

(Over $500 per item) 

Prior Authorization of SpeechTherapy 

Prior Authorization of Occupational Therapy 

Prior Authorization of Physical Therapy 

Prior Authorization of Inpatient/Partial Hospitalization 
Nervous/Mental Benefits 

Prior Authorization of TMJ Benefits 

Prior Authorization of OiaheticTraining/Education 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 

Required 
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ARTICLE 1 
DEFINITIONS 

1.1 Accidental Injury - traumatic bodily injury sustained solely through 
accidental means where treatment commences within ten (10) days after the 
date of such injury. Injury to teeth as a result of chewing or biting will not be 
considered an Accidental Injury. 

1.2 Acute Care - short-term diagnostic and therapeutic services rendered in a 
Hospital for an Enrolled Child who is ill from a disease of an acute nature or 
an injury of an acute nature. The period of Acute Care continues until the 
Enrolled Child is stable enough to be transferred to a long-term facility for 
rehabilitation or maintenance care, or until the Enrolled Child can be 
discharged to home care. 

1.3 Allowable Charge - the lesser of the submitted charge or the amount 
established by the Health Plan, as provided through Provider Network 
contracts or based on an analysis of provider charges, as the maximum 
amount for all such provider services covered under the terms of this 
document. 

1.4 Ambulatory Surgical Facility - an institution licensed as such by the 
appropriate state agency whose primary purpose is performing elective 
surgical procedures on an outpatient basis or an institution certified by 
Medicare as an Ambulatory Surgical Facility. 

1.5 Benchmark Plan - The State and School Employees' Health Insurance Plan. 

1.6 Benefit Period - a period of one calendar year commencing each January 1. 

1.7 Benefit Period Deductible - the amount of Covered Expense defined by the 
Board that must be paid by the Enrolled Child before co-insurance is applied. 

1.8 Child - an individual who is under nineteen (19) years of age who is not 
eligible for Medicaid benefits and is not covered by other health insurance. 

1.9 CHIP - The Children's Health Insurance Program as defined in Title XXI of 
the Social Security Act. (Refer also to Program.) 

1.10 Co-Payment - a flat fee that an Enrolled Child may pay for Covered Health 
Services. 
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1^1 Covered Flea^ Care Service D those health care services to which an 
Enrolled Child is entitled under the terms ot these rules and regulations 

1BI2 Covered Provider ^ Health Care Professionals and Pacilities providing 
services within the scope of their licensesunder state law andrecognized 
under these rules and regulations to deliver Covered Health Care Services to 
Enrolled Children. 

1BI3 Creditable Coverage^prior health insurance coverageas defined under 
Sect ion270^c)ofthe PuhlicHealth Service A c t ^ OSC 300gg(c^ 
Creditable Coverage includes coverage under group or individual health 
plans or health insurance, Medicare, Medicaid, other governmental plans, 
and state health benefit risk pools 

1BI4 Division of medicaid D the state agency authorized by state law to 
administer Medicaid 

1BI5 Durable medical ^u ipment ^ equipment prescribed by the attending 
physician and determined by the HealthPlan to be Medically Necessary for 
treatmentof an illnessor injury, ortopreventthe Enrolled Child'sfurther 
deterioration. Tobe Durable Medical Equipment, an item must be (1) made 
towithstand repeated usê  (2) primarily used toserveamedical purpose 
rather than for comfort or conveniences^ generally not useful toaperson in 
the absence of illness, injury or diseased and^appropriate for use in the 
Enrolled Child's home. 

1BI6 eligible Child(ren)^alowincome child who meets all eligibility criteria for 
enrollment in the Program 

1BI7 Enrolled Child(ren)^an eligible child who has been enrolled for coverage 
with the Health Plan under the Program ^heretheparent/guardianisthe 
responsible party for the Enrolled Child, references to the Enrolled Child are 
intended to include the parent/guardian 

1Bi8 Pacility^ahospital or other entity licensed by the state asaspecific type of 
institution to provideaspecific level of care Por the purposes of payment as 
afacility,an entity must be licensed or certified as suchby the appropriate 
state orfederal agency, as approved by the 8oard 

1.19 health Care Professional^aPractitioner or other medical provider who is 
licensed to perform specified health services consistent with state law. 
Health CareProfessionalsinclude physicians, nurse practitioners, dentists, 
optometrists, chiropractors, podiatrists, chiropodists, physical therapists, 
occupational therapists, audiologists, speech pathologists, psychologists, 
professional counselors, and clinical social workers. 

1.20 health Plan or Plan^theentity with whom the ^oard hascontracted to 
insure,administer,deliver,arrangefor,andreimburse the costs of Covered 
Health Services for Enrolled Children 
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121 Flome lofu^oo Therapy ^ services and Supplies required for the 
administration o ta Home infusion Therapy regimen. These services and 
Supplies must he (1) Medically Necessary for the treatment of the diseased 
(2) ordered hyaPractitioner^^ capable of safe administration in the home, 
as determined by the Health Plan^4) provided hyalicensed Home Infusion 
Therapy providers (5) coordinated and approved by the Health Plan^ (6) 
ordinarily in lieu of inpatient Hospital therapy^ and^more cost effective than 
inpatient therapy. 

1.22 ^o^p i ta l^an institution which is primarily engaged in providing diagnostic 
and therapeutic facilitiesforthesurgicalandmedicaldiagnosis, treatment, 
and care of injured and sick persons by or under the supervision ofastaff of 
physicians who are duly licensed to practice medicine in the state where the 
institution is located^ which continuously provides twenty four hour a day 
nursing service byaRegistered Nurse (RN^and which is dulylicensedasa 
Hospital in such state The term Hospital may also include an institution that 
primarily provides psychiatric or chemical dependency care, if licensed as 
such by the state in which the Hospital is located. 

123 Inter^ified Outpatient Program ^ as provided for the treatment of 
substance abuse,Intensive Outpatient Program refers toaprogram provided 
asacontinuation of inpatient substanceabusetreatment prescribed bya 
Health Care Professional, under the managementof a licensed substance 
abuse provider. 

1.24 Investigative or E^perimenta^nvestigative use ofaprocedure,facility, 
equipment, drug, device, or Supply not recognized at the time of treatment as 
accepted medical practice within the United Statesforthe condition being 
treated accepted Medical Practiced shall be determined by the 
advisory/governingbodies of medical practiceintheU.S. including, but not 
limited to, the American Medical Association, the American Oental 
Association, and the Pood and Orug Administration. 

125 Low Income C h i l d ^ a child whosefamily incomedoes notexceed two 
hundred percent (200%)of the federal poverty level 

1.2^ l^anipulativeTherapy^all services preparatoryto or complimentary to an 
adjustmentof the articulations of the vertebral column and its immediate 
articulations 

127 medicaid D the federal/state program established under Title XIX of the 
Social SecurityAct, as amended,which provides federal matching funds fora 
medical assistance program for eligible recipients. 

1.23 medical Emergency^thesudden onset ofamedical condition manifesting 
itself by acute symptoms of sufficient severity thataprudent layperson,who 
possesses an average knowledge of health and medicine, could reasonably 
expect the absence of immediate medical care to result in: (1) permanently 
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pacing the patients health in jeopards (2) senoos impairment ot hodily 
funot ion^or^ser ious and permanent dysfunction ot any hodiiy organ or 
partBorotherserious medical consequences Determination o ta Medical 
Emergency shall he hased on presenting symptoms rather than final 
diagnosis. 

129 medically ^ecessary^Prescription Drugs,Health Oare Services or Supplies 
required to identify or treat the illness or injury, which a Health Care 
Professional has diagnosed or reasonably suspects. The Prescription Drugs, 
Health Care Services or Supplies must he(1)consistent with the diagnosis or 
treatment of the patient's condition, illness, or injury^ (2) in accordance with 
the standards of good medical practice foundin established managed care 
environments^ (3) required for reasons other than the convenience of the 
patient or his Health Care Professional^^ the most appropriate Prescription 
Drug, Supply or level of service which can be safely and efficiently provided 
to the patient ^/hen applied to the care of an inpatient, it further means that 
the patient's medical symptoms or condition require that the services cannot 
safely be provided to the patient as an outpatient. Por purposes of coverage 
under this Plan, thefact thata Health Care Professional has prescribed, 
ordered, recommended, or approved a Prescription Drug, Health Care 
Service or Supply does not in itself, make it Medically Necessary (Peferalso 
to investigative" in this Article) 

1.30 medical Supplies or Supplies ^ Supplies provided which are Medically 
Necessary disposable items, primarily serving a medical purpose, having 
therapeutic ordiagnosticcharacteristics essential in enabling a patientto 
effectively carry outaPractitioner's prescribed treatment for illness,injury, or 
disease, and are appropriate for use by the patient 

1.31 Network or Provider Network ^ a defined group of Covered Providers 
recognized by the Health Plan to receive payment for Covered Health Care 
Services for Enrolled Children. 

132 Non-Participating Provider^aCoveredProvider who has not contracted 
with the Health Plan todeliver Covered Health Care Services to Enrolled 
Children 

1.33 Orthotic Device^an orthopedicappliance orapparatus used tosupport, 
align, prevent, or correct deformities or toimprovethefunction of movable 
parts of the body 

134 Out-of-Pocket l^a^imum ^ the aggregate amount of cost sharing 
(deductibles, co insurance, and co payments) incurred by all Enrolled 
Children in a single family in a Benefit Period. Once the Cut of Pocket 
Maximum has been met, Covered Expenses are paid at 100^ of the 
Allowable Charge for the remainder of the Benefit Period. 
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135 Par^pa^ng or Network Pro^der^aC^^ 
Health Plan to receive paymenttorthe delivery otCovered Health Oare 
Services to Enrolled Children 

136 Partial Hospital^atlon^lnpatlent treatment, other than tulltwentytourhoor 
programs, In a treatment facility licensed orcertltled hy the state In which 
services are rendered This term Includes day, night, and weekend treatment 
programs. 

137 Practitioner ^ a physician, dentist, or other Health Oare Professional 
authorized hy law to diagnose and prescribe drugs 

1.33 Pre-Existing Oondition^any condition,as defined by the Health Insurance 
Portability and Accountability Act, for which an Employer Sponsored 
Insurance plan has denied coverage because of its existence prior to 
coverage under that plan 

139 Prescription Orug^drugs, including genericdrugsand brand name drugs, 
thatunder federal lawmay bedispensed only by written prescription and 
which areapprovedfor general usebythe United States Poodand Orug 
Administration Prescription Orugs must be dispensed by a licensed 
pharmacist upon the prescription ofaPractitioner as defined by law, must be 
Medically Necessary, and not Experimental/lnvestigative in order to be 
covered under the Program 

140 Program^Mississippi'sOhildren's Health Insurance Program as authorized 
byTit leXXIof the Social SecurityAct and Section 41361 etseg ofthe 
Mississippi Oode 

141 Prosthetic Oevice^an artificial device which replaces all or part of an 
absent body part, or replaces all or part of thefunction of a permanently 
inoperable or malfunctioning body part 

1.42 Providers a Health Oare Professional or Pacility licensed or certified to 
provide services withinthe scope of their license or certificationunder state 
law. 

143 rehabilitative Oare^the coordinated use ofmedical, social, educational, or 
vocational services, beyond the acute care stage of disease or injury, or the 
purpose of upgrading the physical functional ability ofapatientdisabledby 
disease or injury sothatthepatient may independently carry outordinary 
daily activities. 

144 Skilled Nursing Pacility^apublic or private facility, licensed and operated 
according to law, that primarily provides skilled nursing and related services 
to patients who require medical or nursing care that rehabilitates injured, 
disabled or sick patients, and that meets all of the following requirements. 
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1. ^ accredited by the Joint Commission on Accreditation ot Healthcare 
Organizations(JOAHC)asaskiiied nursing facility or is recognizedhy 
Medicare asaskilled nursing facility^ 

2 Is regularly engaged in providing room and hoard and continuously 
provides 24 hour-a-day skilled nursing care of sick and Injured persons at 
the patient's expense during the convalescent st^ge of an injury or illness, 
maintains on its premises all facilities necessary for medical care and 
treatment, and Is authorized to administer medication to patients on the 
order ofallcensed Practitioners 

3̂  Provides services under the supervision of physicians^ 

4. Provides nursing services by or under the supervision of a licensed 
registered nurse, with one licensed registered nurse on duty at all tlmes^ 

5 Malntalnsadallymedlcal record ofeachpatlentwho Is under the care of 
allcensed physicians 

6 lsnot(otherthan lncldentally)a home maternity care, rest, domiciliary 
care, or care of people who are aged, alcoholic, blind, deaf, drug addicts, 
mentallydeflcient,mentally ill, or suffering from tuberculosis facility^ and 

7 Isnotahotelormotel 

145 urgent Oare^care necessary for an acute condition,not as serious as an 
emergency, yet one In which medical necessity dictates early treatment, 
Including that which can be provided Inahospltal environment. 

146 utilization ^anagement^aformal set of techniques designed to assess the 
use of, or evaluate the clinical necessity, appropriateness, efficacy, or 
efficiencyofhealth careservlces, procedures, or setting glven or proposed for 
an Enrolled Child, including consultation with the Enrolled Child or his/her 
family. Utlllzatlonmanagement also refers to assistlngEnrolledChildren in 
obtaining and utilizing covered medical services where appropriate and when 
requested Techniques may include, but are not limited to, pre certlflcation, 
concurrent review with discharge planning, case management, or 
retrospective review. 
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ARTIOLE^ 
E L ^ ^ L ^ 

2 1 E ^ ^ t y O e ^ m m ^ o n 

E ^ b ^ f o r C H I P w ^ b e d e ^ m i n e d b y t h e O ^ ^ 
rules approved by the Division of Medicaid. Application will be made on the 
same form as that is used to apply for Medicaid 

2 2 ^ i g i b l e O h i ^ 

A An Eligible Ohlld Is defined asaLowlncomeOhild who meets the 
following criteria: 
1 IsaMisslsslppi resident with intent to stay^ 
2. Does not have creditable health coverage at the time of 

applications 
3 Is not eligible for Medicaids 
4 Is not an Inmate ofapublic institution orapatlent in an 

Institution for mental diseases 

B. Eligibility may not be denied on the basis of health status or medical 
history 

0 Anewborn child for whom an application for CHIP is made within 31 
days of birth will not be subject to review of creditable coverage. 

2 3 Cont r ibu t ion 

There Is no enrollment fee or premium required for Eligible Children to be 
enrolled In the Program 

2 4 Coverage levels 

Eligible Children will have primary coverage under the Program through the 
Health Plan 

2.5 Enrolment Periods 

Application for the Program can be made at any time. There are no special 
enrollment periods. 

2 6 Effective Date of Coverage 

Por children whose eligibility information Is transmitted to the Health Plan on 
or before the third (3rd) day of the current month, the effective date of 
coverage under the Benefit Plan will be the first day that month. 
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After the third day (3rd) day of the current heneftt month (or previous 
business day toiiowingastate holiday or w e e k e n d s 
is transmitted to the Health Plan will have an effective date under the Benefit 
Plan of the first day of the month following the month In which eligibility was 
transmitted 

There are two (2) exceptions to the preceding rules Por newborn children 
applying for coverage within 31 days of the date of birth, the effective date of 
coverage will be the date of birth Children whose coverage was denied or 
terminated due to agency error will be accepted by the Health Plan 
retroactive to the flrst(lst) of the appropriate coverage month Such additions 
will be limited to Incidences of agency error for which there is no other legal 
means to provide coverage due the child 

2 7 Duration of Eligibility 

A Eligibility Is effective for twelve months from the date of coverage or 
until one of the following events occurs: 
1 the Child becomes eligible for Medicaids 
2. the Child no longer resides In Mississippi 
3 the Child dles^ 
4 the Child turns nineteen (19) years of age^ or 
5 the Child becomes covered under other creditable coverage 

13 The Division of Medicaid shall determine the date of termination of 
eligibility 

2 3 Duration of Coverage 

Coverage under CHIP shall terminate as of the end of the month In which 
eligibility terminated 
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ARTIOLE^ 
OENE^TS^RO^OEO 

31 Oostsha^ng 

A Oeduo^e^Nodeduc^eamo^^ 

8 Coinsorance^No coinsurance is r e q u ^ d u n d e r ^ 

0 Oopayments 

1. No co-payrnentsrnay be charged for irnrnunizations,weii baby 
and weiicbiid care, preventive denfai services, routine denfai 
things, vision screening, bearing screening, eyeglasses, and 
bearing aids. 

2 No co payments are to be charged to Enrolled Children In 
families with an annual income up through150 percent of the 
Federal Poverty Level 

3 No co payments are to be charged to Enrolled Children of 
American Indlan/Alaskan Native descent 

4 Enrolled Children In families with an annual Income from151 
percent upthrough^OOpercent of the Federal Poverty Level 
shall be responsible for the following co payment amounts: 

5 

Service Copavment 

Cutpatient Health Care Professional Visit $5 00 

Emergency Poom Visit 15 00 

0 Cut of Pocket Maximum 
1 The Cut of Pocket Maximum amounts shall apply to all covered 

members ofafamily,as Identified by the Olvislon of Medicaid 

2 Families with an annual income from151 percent up through 
175 percent ofthe Federal Poverty Level shall have an Cut-of 
Pocket Maximum of $300 

3. Families wlthanannuallncome from 173 percent up through 
200 percent of the Federal Poverty Level shall have an Cut of 
Pocket Maximum of $950 

28 



4. Once the family's co-payment amounts total to the Out-of-
Pocket Maximum, the family will no longer be required to pay 
co-payments for the remainder of the Benefit Period. 

3.2 Lifetime Maximum Benefit 

There is no limit on the lifetime benefit available to Enrolled Children under 
the Program. 

3.3 Covered Benefits 

The following Covered Benefits will be provided subject to the terms and 
conditions of this Article and the Limitations and Exclusions set forth in this 
summary. 

A. Inpatient Services 

Inpatient services must be prior authorized as medically necessary 
and include the following: 
(1) Hospital room and board (including dietary and general nursing 

services). 
(2) Use of operating or treatment rooms. 
(3) Anesthetics and their administration. 
(4) Intravenous injections and solutions. 
(5) Physical therapy. 
(6) Radiation therapy. 
(7) Oxygen and its administration. 
(8) Diagnostic services, such as x-rays, clinical laboratory 

examination, electrocardiograms, and electroencephalograms. 
(9) Drugs and medicines, sera, biological and pharmaceutical 

preparations used during hospitalization which are listed in the 
hospital's formulary at the time of hospitalization, including 
charges for "take home " drugs. 

(10) Dressings and Supplies, sterile trays, casts, and orthopedic 
splints. 

(11) Blood transfusions, including the cost of whole blood, blood 
plasma and expanders, processing charges, administrative 
charges, equipment and Supplies. 

(12) Psychological testing when ordered by the physician and 
performed by a full-time employee of the hospital subject to 
limitations. 

(13) Intensive, Coronary, and Burn Care Unit services. 
(14) Occupational therapy. 
(15) Speech therapy. 
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8 Med ia l s e r v e s 

Medics services inc^de the l o w i n g : 
(1) lo hospitai medics care. 
(2) Medical care in the Practiticrier'scftice,Eorc^ed Ohio's 

cr elsewhere 
(3) Surgery 
(4) Oental care,treatrrien^dental surgery, and dental appliances 

made necessary hy accidental hodlly Injury to sound and 
natural teeth (which are free from effects of impairment or 
disease) effected solely through external means occurring 
while the Enrolled Child Is covered under the Program Injury 
to teeth asaresu l t of chewing or hltlng Is not considered an 
Accidental Injury. Covered medical expense must he Incurred 
asad i rec t result of an accidental injury to natural teethand 
medical treatment must hegln within ten days of the accidental 
Injury. 

(5) Administration of anesthesia 
(6) Olagnostlc services, such as clinical laboratory examinations, 

xray examinations,electrocardiograms, 
electroencephalograms, and basal metabolism tests 

(7) Radiation therapy 
(3) Consultations. 
(9) Psychiatric and psychological servlcefor nervous and mental 

conditions. 
(10) Physicians assisting in surgery, where appropriate 
(11) Emergency care or surgical services rendered In a 

Practitioner's office Including but not limited to surgical and 
Medical Supplies,dressings,casts, anesthetic,tetanus serum 
and x-rays. 

(12) ^/ell child assessments, vision screening, hearing screening, 
and laboratory tests according to the American Academy of 
Pediatrics' recommendations for preventive pediatric health 
care Vision and hearing screening are to be Included as part 
of the periodic well child assessments 

(13) Routine Immunizations (according to ACIP guidelines) D 
Vaccine will be purchased and distributed through the State 
Department of Health The Health Plan will reimburse 
providers for the administration of the vaccine 

C Surgical services 

Certain surgeries may be priorauthorlzed as medically necessary 
Benefits are provided for the following covered medical expenses 
furnished to the Enrolled Child by an Ambulatory Surgical Pacility: 
(1) Services consisting of routine preoperative laboratory 

procedures directly related to the surgical procedure 
(2) Pre operative preparation 
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(3) Use of faoi^y (opening rooms, recovery rooms, and all 
surgical equipment 

(4) Anesthesia, drugs and surgical Supplies. 

0 dime Services 

Ollnlc services (Including health center services) and other ambulatory 
health care services are covered as medlcal servlces. 

E. Prescription drugs 

Health Plan pays tor many prescription drugs. These drugs are listed 
In the preferred drug list (POL) The Member can call member services 
foralist of our POL drugs This list can change,so it is Important that 
the Members check this list each time the Member needs a 
prescription ^ 

generic drugswork the same way as thebrandname versions If 
possible, the generic drug will be used Health Plan will pay for brand 
name drugsthathaveageneric available whenthey are medically 
necessary and when the Member's doctor requires the prescription be 
filled as written Some POL drugs and all nonPOL drugs needaprlor 
authorization The Member's doctor will need to tell the HealthPlan 
whytheMemberneedsaspeclflcdrug or certain amount ofadrug 
The Health Plan must approve the request before the Member can get 
the drug. HealthPlan will makeadeclslon within 24 hours once the 
Health Plan receivesallthe information In mostcases, the Health 
Plan will granta5day supply of the medication for the Member until 
the Health Plan processes the authorization request If the Health Plan 
does notapprovethe request, the Health Plan willtell the Member 
how to appeal 

(1) The following drugs and medical supplies are covered: 

(a) Legend drugs (federal law requires these drugs be 
dispensed by prescription only) 

(b) Compounded medications of which at least one 
ingredient Isalegend drug 

(c) Disposable blood/urineglucose/acetone testing agents 
(eg,Chemstrips,Acetest tablets,Clinitest tablets, 
Oiastlx Strips and Tes-tape) 

(d) Disposable Insulin needles/syringes 
(e) growth hormones 
(f) Insulin 
(g) Lancets 
(h) Legend contraceptives 
(I) PetinA(tretinoln topical) 
(j) Pluorldesupplements(e.g.,OelKam,Lurlde,Prevident, 

sodium fluoride tablets) 
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(k) V^m ioaodmine^supp^me^wheop^sonbedas 
^aoemeot^erapy 

(1) Legend pre o a ^ gamins 

(2) The l o w i n g are e luded : 

(a) Anahoiio steroids (e.g^^nstro^Ooraholin) 
(h) Anoreotios (any drug used tor the purpose ot weight 

ioss) withthe exoeptionotOexadrineandAdderaii for 
Attention Oefioit Disorder 

(0) Antiwrinkieagents(eg,Renova) 
(d) Charges tor the administration or injection of any drug 
(e) Dietary supplements 
(t) intertiiitymedioations(eg,Ciomid,Metrodin,Pergonal, 

Profasi) 
(g) Minerals (e g , Phoslo,Potaha) 
(h) Medications tor the treatment of alopeoia, e.g. Minoxidil 

(Pogaine) 
(1) Non legend drugs other than those listed as covered 
(j) Pigmenting/depigmenting agents 
(k) Drugs used tor cosmetic purposes 
(1) Smoking deterrent medications containing nicotine or 

any other smoking cessation aids, all dosage forms 
(eg,Nicorrette,Nicoderm,etc) 

(m) Therapeutic devices or appliances, including needles, 
syringes, support garments and other non medicinal 
substances, regardless of intended use, except those 
listed as covered, such as insulin needles and syringes 

(n) Any medicationnot proven effective in general medical 
practice 

(o) Investigative drugs and drugs used other than for the 
PDA approved diagnosis 

(p) Drugsthatdo not requireawritten prescription 
(g) Prescription Drugs if an equivalent product is available 

over the counter 
(r) Refills in excess of the number specified by the 

Practitioner or any refilis dispensed more than one year 
after the date of Practitioner'soriginal prescription 

P Over-the-counter medications 

Benefits will be provided for select over the counter medications 
purchased withaprescription,including analgesics,vitamins,nicotine 
replacement, topicai formulations, gastrointestinal agents, and 
cough/cold medications such as pseudoephedrine. 

O Laboratory and radiological services 
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M e d i c s Necessary labo^ory and 
but certain diagnostic tests must be p r e ^ ^ 
Board crtbeHeaitbPian 

H. Prenatal care and pre pregnancy family planning services and 
Supplies 

infertility services are excluded. 

I Mental Flealt^ Services 

(1) Inpatient mental bealtb services, otbertban services described 
under substance abuse services, but Including services 
furnished In a state operated mental hospital and including 
residential or other 24hour therapeutically plannedstructural 
services. 

(a) Benefits for Covered Medical Expenses are paid for 
medically necessary inpatient psychiatric treatment of 
an Enrolled Child 

(b) Benefits for covered medical expenses are provided for 
Partial Hospitalization. 

(c) Certification of medical necessity by the utilization 
Management Program Is required foradmlssions to a 
hospital. 

(d) Benefits for mental/nervous conditions do not include 
services where the primary diagnosis Is substance 
abuse 

(2) Outpatient mental health services, other than services 
described under substance abuse services. 

(a) Benefits for Covered Medical Expenses for treatment of 
nervous and mental conditions on an outpatient basis 

(b) Benefits for mental/nervous conditions do not include 
services where the primary diagnosis Is substance 
abuse. 

J Durable medical equipment and other medically-related or 
remedial devices (such as prosthetic devices, Implants, eyeglasses, 
hearing aids, dental devices, and adaptive devices) 

(1) Pental of Durable Medical Equipment Is covered for temporary 
therapeutic use^ provided, however, at the Health Plan's 
discretion, the purchase price of such equipment may be 
allowed. 

(2) Tobe Durable Medical Equipment, an Item must be (1)made 
towithstand repeated use^2) primarily used toserveamedical 
purposed (3) generally not useful toaperson in the absence of 
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i^ess, injury or disease and (4) appropriate tor use in the 
Enroled Ohiid's home 

(3) Prosthetic or Orthotic Oevioes necessary tor the aiieviationbr 
correction ot conditions arising trom accidental injury, iiiness, or 
congenital abnormalities are covered services Benefits are 
available tor the initial placement, fitting, and purchase of 
Prosthetic or Orthotic devices that requlreaprescrlptlon bya 
physician and for the repair or replacement when Medically 
Necessary Shoes arenot covered except for the following: 
^asurglcal boot which Is part of an upright braced) one pair 
of mismatched shoes annually In Instances whereafoot size 
dlsparltyls greater than two sizes^and^acustom fabricated 
shoe Inthe case ofaslgnlficant foot deformity 

(4) Eyeglasses are limited to one per year. 
(5) Hearing aldsare limited toone perear, as Indicated, every 

three years 

K. Disposable medicai supplies 

Supplies provided which are Medically Necessary dlsposableltems, 
primarily servlngamedical purpose,having therapeutic or diagnostic 
characteristics essential In enabling an Enrolled Ohild to effectively 
carry out a Practitioner's prescribed treatment for Illness, Injury, or 
disease, and are appropriate for use In the Enrolled Ohlld's home. 

L Flome and commumty-based health care services 

(1) Services and supplies required for the administration of Home 
InfuslonTherapy regimen must be (^Medically Necessary for 
the treatment of the dlsease^2) ordered byaPractltloner^^ 
as determined by the Utilization Management Program capable 
of safe administration in the home^^provldedbyalicensed 
HomelnfuslonTherapy provider coordlnatedand pre-certlfied 
by the Utilization Management Program^5) ordinarily In lieu of 
Inpatient hospital therapy^ and (6) more cost effective than 
Inpatient therapy 

(2) Benefits for home health nursing services must be approved by 
theUtlllzatlon Management Program In lieu of hospitalization. 
Benefits for nursingservices are limited to $10,000 annually 
(Pefer to Nursing care services In following section.) 

M. Nursing care services 

(1) Benefits are provided for OoveredExpenses when performed 
byanurse practitioner practicing within the scope of his or her 
license at the time and place service Is rendered Nurse 
practitioner services are covered as Medical Services. 

(2) Benefits for nursing services of an actively practicing 
PeglsteredNurse(PN) or LicensedPractlcal Nurse (LPN) are 
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covered only when ordered and supervised hy a Praotitioner 
and when the services rendered require the technical skiiisofa 
RNorLPN 

(3) Benefits tor private duty nursing services are provided tor an 
illness or Injury that the Utilization Management Program 
determines to he otsuch a nature and complexity thatthe 
skilled nursing services could not he provided hy the hospital's 
nursing staff Ashlf tofelght^continuoushoursormorels 
required for private duty nursing services 

(4) Benefits are provided for nursing services in the home for 
Illness or Injury that the Utilization Management Program 
determines to require the skills ofaPN or LPN Benefits for 
nursing services provided In an Enrolled Child's home must he 
approved hy the Utilization Management Program In lieu of 
hospitalization 

(5) Benefltsfor nursing servlcesare limited to$10,000annually 
This limit does not apply to nurse practitioner services 

(6) No nursing benefits are provided for the following: 
(a) Services ofanurse who ordinarily lives In the Enrolled 

Child's home or Is a memherof the Enrolled Child's 
family^ 

(h) Services of an aide, orderly or sitters or 
(c) Nursing services provided InaPersonal Care Pacility 

(7) Benefits are provided for confinement In a skilled nursing 
facility for up to 60 days per benefit period, subject to utilization 
management requirements. 

N. Abortion 

Elective abortions are covered only when documented to be medically 
necessary In order to preserve the life or physical health of the mother 

C Oental Services 

(1) Benefits are provided for preventive and diagnostic dental care 
as recommended by the American Academy of Pediatric 
Oentlstry(AAPO) The following Covered Oental Services are 
limited to $1500 each calendar year: 
(a) Bitewlng X Pays as needed, but no more frequently 

than once every six months^ 
(b) Complete Mouth X Pay and Panoramic X Pay as 

needed, but no more frequently than once every twenty 
(^months^ 

(c) Prophylaxis- one every six (6) months^ must be 
separated by six full months^ 

(d) PluorldeTreatment^llmltedtooneeachslx(6)month 
periods 

(e) Space malntalners^llmited to permanent teeth through 
a g e l ^ 
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(f) Sea^s^covereduptoage 14, every 36 months 
(2) Benefits are provided for restorative, endodontic, periodontic 

and surgical dentai services as indicated heiow and are limited 
to $1500 each calendar year: 
(a) Amalgam, Silicate, Sedative, and Composite Resin 

Fillings including the replacement of an existing 
restorations 

(h) Stainless steel crowns to posterior and anterior teethe 
(c) Porcelain crowns to anterior teeth only^ 
(d) Simple extractions 
(e) Extraction of an impacted tooths 
(f) Pulpotomy,pulpectomy and root canals 
(g) Olnglvectomy,glngivoplasty and gingival curettage 

Other Oental Services (The CalendarYear Maximum does not apply 
to these services.) 
(1) Benefits are provlded for dental care, treatment, dental surgery, 

and dental appliances made necessary hy accidental hodlly 
injury to sound and natural teeth (which are free from effects of 
Impairment or disease) effected solely through external means 
occurring while the Enrolled Child is covered under the Plan 
Injury to teeth asaresult of chewing or hltlng Is not considered 
an accidental Injury. 

(2) Benefits are provided for anesthesia and for associated facility 
charges when the mental or physical condition of the Enrolled 
Child requires dental treatment to he rendered under physician 
supervised general anesthesia in a hospital setting, surgical 
center or dental office 

(3) No benefits will he provided for orthodontics, dentures, 
occlusion reconstruction, or for Inlays unless such services are 
provided pursuant to an accidental injury as described above or 
when such services are recommended byaphyslcian or dentist 
for the treatment of severe craniofacial anomalies or full cusp 
Class III malocclusions. 

(4) Benefltsare provldedfordlagnoslsand surgical treatmentof 
temporomandibular joint (TMJ) disorder or syndrome and 
cranlomandlbular disorder, whether such treatment is rendered 
by a Practitioner or dentist, subject to a lifetime maximum 
benefit of $5,000 per member This lifetime maximum will 
apply regardless of whether the 
temporomandibular/cranlomandlbular joint disorder was caused 
by an accidental Injury or was congenital In nature. 

P. Substance abuse treatment services 

1. Inpatient substance abuse treatment services and residential 
substance abuse treatment services: 

(a) Benefits for covered medical expenses are provided for 
thetreatmentof substanceabuse, whether for alcohol 
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abuse, drug abuse, oraoombioation of alcohol and drug 
abuse 

(b) Benefits for covered medical expenses are provided for 
Medically Necessary Inpatient stabilization and 
residential substance abuse treatment 

(c) Certlflcatlonof Medical Necessity by tbeHealtb Plan's 
Utilization Management Program Is required for 
admissions toabospltalorresldentlal treatment center. 

(d) Benefits for substance abuse do not Include services for 
treatment of nervous and mental conditions. 

2 Outpatient substance abuse treatment services: 
(a) Benefits are provided for covered medical expenses for 

Medlcally Necessary Intensified Outpatient Programs In 
a hospital, an approved licensed alcohol abuse or 
chemical dependency facility, or an approved drug 
abuse treatment facility 

(b) Benefits are provided for covered medical expenses for 
substance abuse treatment while not confined as a 
hospital Inpatient 

(c) Benefits for substance abuse do not Include services for 
treatment of nervous and mental conditions 

0 Case management services 

Medical Oase Management may be performed by the Utilization 
Management Program of the Health Plan for those Enrolled Children 
who haveacatastrophlc or chronic condition. Through medical case 
management, the Utilization Management Program may elect to (but Is 
not required to) extend covered benefits beyond the benefit limitations 
and/or cover alternative benefits for cost effectlve health care services 
and Supplies which are not otherwise covered The decision to 
provide extended oralternatlvebenefltslsmadeona case-by-case 
basis to Enrolled Children who meet the Utilization Management 
Program'scrlterlathen In effect Any declslon regardlng the provision 
of extended or alternative benefits Is made by the Utilization 
Management Program 

P Physical therapy^ occupational tberapy^ and services for 
individuals with speech hearings and language disorders 

(1) Benefits are provided for physical therapy services specified In 
a plan of treatment prescribed by the Enrolled Child's 
Practitioner and provided byalicensed physical therapist 

(2) Benefits are provided for Medically Necessary occupational 
therapy services prescribed by the Enrolled Child's Practitioner 
and specified In a treatment plan Occupational therapy 
services must be provided byalicensed occupational therapist 
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(3) Oeneftts are provided for M e d i c s 
services prescribed by the Enrbiied Cbiid's Practitioner and 
specified inatreatmentpian Speech fberapy is not covered 
for maintenance speech, delayed language development, or 
articulation disorders 

(4) Benefits are provided for an annual hearing examination, If 
Indicated by the results ofahearlng screening. 

S Hospice care 

Benefits are provided for Inpatient and home hospice services, subject 
to utilization management requirements Benefits for hospice services 
are limited to an overall lifetime maximum of $15,000 

T Anesthesia 

Benefits are provided for general anesthesia service when requested 
by the attending physician and performed by an anesthesiologist ora 
certified registered nurse anesthetist practicing within the scope of his 
orherlicenseatthetlme andplaceservlce Is rendered. 

0 Transplants 
(1) Any human solld organ or bone marrow/stem cell transplant Is 

covered, provided the following applies: 
(a) the Enrolled Child obtains prlorauthorlzatlon from the 

Utilization Management Programs and 
(b) thecondltlonlsllfethreatening^and 
(c) such transplant for thatcondition isthesubjectof an 

ongoing phase III clinical trials and 
(d) such transplant for that condition follows a written 

protocol that has been reviewed and approved by an 
Institutional review board, federal agency or other such 
organization recognized by medical specialists who 
have appropriate expertises and 

(e) the Enrolled Child Is a suitable candidate for the 
transplant under the medical protocols used by the 
Utilization Management Program 

(2) In addition to regular benefits, benefits are provided for 
surgical, storage, and transportation expenses Incurred and 
directly related to the donation of an organ or tissue used In a 
covered organ transplant procedure 

(3) Benefits are provided for transportation costs of recipient and 
one other Individual to and from the site of the transplant 
surgery and reasonable and necessary expenses for meals 
and lodging of one Individual at the site of transplant surgery. 
Reasonable and necessary expenses for transportation, meals, 
and lodging of two (2) other Individuals areprovlded Cnly 
those expenses which are Incurred at the time of the transplant 
surgery are eligible for reimbursement Travel expenses 
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incused as a result ot pre operative and post operative 
services are not eligible tor relmbursernent.Only actual travel 
expenses supported by receipts are reimbursed In any event, 
tbe total benefits tor transportation, meals, and lodging are 
limited to $10,000 

(4) Itacovered solid organ or tissue transplant Is provided troma 
living donor to a human transplant recipient, the following 
applies: 
(a) The following expenses are covered: 

Asearcb for matching tissue, bone marrowor 
organs 
Doner's transportations 

D Charges for removal, withdrawal and 
preservations 

D Donor's hospitalization. 
(b) ^/hen only the recipient is an Enrolled Child, the donor 

Is entitled to donor coverage benefits. The donor 
benefltsarelimltedtoonly those notavailabletothe 
donor from any other source. This Includes, but Is not 
limited to, other Insurance coverage or any government 
program. Benefits provided to the donor will be paid 
under the Enrolled Chlld'scontract 

(c) ^/hen both the recipient and the donor are Enrolled 
Children, the donor is entitled to benefits under the 
donor's contract 

(d) ^/hen only the donor Is an Enrolled Child, the donor Is 
not entitled to donor coverage benefits. 

(e) If any organ or tissue Is sold rather than donated to the 
Enrolled Child, no benefits are payable for the purchase 
price of such organ or tissues however, other costs 
related to evaluation and procurement are covered 
under the Enrolled Child's contract 

V Manipoiative therapy 

Manipulative therapy Isacoveredmedlcal expense,but benefits are 
limited to $2,000 per benefit period 

^ Optometric services 

Benefits are provided for Medically Necessary services and Supplies 
required for the treatment of Injury or disease of the eye which fall 
within the legal scope of practice ofallcensed optometrist. Benefits 
are provided for an annual routine eye examination, if Indicated by the 
results ofavlsion screening,and the fitting of eyeglasses. 
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X Medial t raospo^^on 

P^ssiooal ambiance services to the nearest hospital which is 
equipped tohandie the Enrolled Child's condition Inconnectlon with 
covered hospital Inpatient care, or when related to and within 72 hours 
after accidental hodlly Injury or medical emergency whether or not 
Inpatient care Is required, are covered expenses 

Y Surgery for mastectomy and reconstruction ofthe breast 

V^hen the Health Plan determines the Medically Necessity of medical 
and surgical benefits with respect toaMemher'smastectomy, Benefits 
will be provided for breast reconstruction when such Covered Services 
is elected by the Member In accordance with the terms and 
provisions of this Benefit Plan, the following benefits will be provided: 

T Reconstruction of the breast on which the mastectomy has been 
performed^ 

2 Surgery and reconstruction of the other breast to produce a 
symmetrical appearances and 

3. Prostheses and physical complications In connection with all stages 
of mastectomy lncluding lymphedemas 

^ Bariatric Surgery 

Benefits will be provided for barlatric surgery procedures for an 
Enrolled Child age 18or older(chlldren turning 19years of age are not 
eligible) subject to certification by the Health Plan's medical 
management/utllizatlon review program The criteria to qualify for 
bariatrlc Include, but are not limited to, the following: 

1 Body Mass Index (BMI) exceeding 40̂  or BMI greater than 35 In 
conjunction with one or more severe co morbidities (e g , clinically 
significant obstructive sleep apneas coronary heart diseased 
medically refractory hypertension (blood pressure greater than 140 
mmHO systolic and/orr90mmHg diastolic despite concurrent use 
of3antihypertenslon agents of different classes^Type2dlabetes 
mellltus) 

2. Oocumentatlon of a motivated attempt of weight loss through a 
structured dletprogram prior tobariatric surgery, which Includes 
physician or other health care provider's notes and/or weight loss 
logs fromastructured weight loss program foraminimum of six (3) 
months. 

3. Psychological assessment to determine psychological readiness for 
the procedure and for enhancing success during post surgery 
adjustment. 
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Approved bar^rio surgery procedures include Roux en Y Oastric 
bypass (RYOB^ Laparoscopic Adjustable Silicone Oastrlc 
8andlng(LAS08^ Sleeve gastrectomy^ Blllopancreatlc Diversion 
(8P0^ Duodenal Switch (OS) Procedure 

AA Preventive Services f o r e m e n 

1 All preconception and prenatal care visits 
2 Contraceptive methods and counseling, Including POA approved 

contraceptive methods, sterilization procedures, and patient 
educatlon/counsellng tor all women with reproduction capacity 

3. Breastfeeding support, supplies and counseling In conjunction with 
each childbirth, Including comprehensive lactation support and 
counseling by a trained provider using pregnancy and/or 
postpartum, and coverage otthe costsotrentlng breastfeeding 
equipment 

4 Annualscreenlngand counseling tor interpersonal and domestic 
violence. 

3.4 Covered Providers 

A Benetltsshall beallowed tor Covered Health Services provided by 
Network Providers 

B. No Provider paid under the Program may charge an Enrolled Child or 
the family of anEnrolled Child any amount In excess of the amount 
paid by the Health Plan for Covered Health Care Services. 
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ARTIOLE^ 
L^TA^ONSANOE^OLO^ONS 

^ 

Notwi^anding any other provisions of these rules and 
limited, excluded, and conditioned as follows: 

4.1 No benefits shall he provided for services or Supplies which are provided for 
the following: 

A Convalescent, custodial, ordomlclllary careorrestcures, Including 
room and hoard, with or without routine nursing care, training In 
personal hygiene and other forms of selfcare or supervisory care hya 
Practitioner for an Enrolled Child who is mentally or physically disabled 
asaresult of retarded development or body lnflrmlty,or who Is not 
under specific medical, surgical or psychiatric treatment to reduce his 
disability to the extent necessary toenable him to live outside.an 
Institution providing care^ neither shall benefits be provided If the 
Enrolled Child was admitted to a hospital for his or her own 
convenience or the convenience of his or her Practltloner,or that the 
care or treatment provided did not relate to the condition for which the 
Enrolled Child was hospitalized, or that the hospital stay was 
excessive for the nature of the injury or Illness, It being the Intent to 
provide benefits only for the services required In relation to the 
condition for which the Enrolled Child was hospitalized and then only 
during such time as such services are medically necessary. 

B. Cosmeticpurposes, except for correction of defects Incurred bythe 
Enrolled Child while covered under the Program through traumatic 
Injuries or disease requiring surgery 

C Sex therapy or marriage or family counseling 
0. Custodial care, Including sitters and companions 
E Elective abortion unless documented to be medically necessary In 

orderto preserve the life or physical health of the mother 
P Equipment that hasa nontherapeutlcuse (such ashumidlflers, air 

conditioners or filters, whirlpools, wigs, vacuum cleaners, fitness 
supplies, and so forth) 

0 Procedures which are Experlmental/lnvestlgatlve in nature 
H. Palliative or cosmetic foot care Including flat foot conditions, supportive 

devices for the foot, the treatment for subluxations of the foot, care of 
corns, bunions (except capsular or bone surgery), calluses, toenails, 
fallen arches, weak feet, chronic foot strain, and symptomatic 
complaints of the feet 

1 Services and Supplies related to Infertility, artificial Insemination, 
intrauterine Insemination and In vitro fertilization regardless of any 
claim to be Medically Necessary 

J Services which the Health Plan determines are not medically 
necessary for treatment of injury or Illness. 
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K. Servicesprovided under any federal state, orgovernmentalplanor 
law including but not limited to 
federal law. 

L Nursing or personal oare taolllty services, e g extended oare taolllty, 
nursing home, or personal care borne, except as specifically provided 
otherwise 

M. For refractive surgery such as radial keratotomy and other procedures 
to alter the refractive properties of the cornea 

N. Inpatient rehabilitative services consisting of the combined use of 
medical, social, educational or vocational services, or any such 
services designed to enable Enrolled Children disabled by disease or 
injury to achieve functional ability, except for acute shortterm care Ina 
hospital or rehabilitation hospital as approved by the Utilization 
Management Program. 

C Outpatient rehabilitative services consisting of pulmonary 
rehabilitation, or the comblneduse of medical,social,educational or 
vocational services, or any such services designed to enable Enrolled 
Children disabled by disease or injury to achieve functional ability, 
except for physical, occupational, or speech therapy services specified 
inap lanof treatment prescrlbedbytheEnrolledChlld'sPractltioner 
and provided byalicensed therapist 

P Care rendered byaProvlder,who Is related to the Enrolled Child by 
blood or marriage or who regularly resides In the Enrolled Child's 
household. 

0. Services rendered by a provldernot practlcing wlthin the scope of hls 
license at the time and place service Is rendered 

P Treatment related to sex transformations regardless of claim of 
medical necessity or for sexual function, sexual dysfunction or 
Inadequacies not related to organic disease 

S Reversal of sterilization regardless of claim of medical necessity 
T. Charges for telephone consultations,failure to keepascheduled visit, 

completion ofaclalm form,or to obtain medical records or Information 
required to adjudlcateaclalm. 

U Travel, whether or not recommended by a Practitioner, except as 
provided for underTransplant Benefits. 

V. Services related to diseases contracted or Injuries sustained as a 
result of war,declared or undeclared,or any act of war 
Treatment of any Injury arising out of or in the course of employment 
or any sickness entitling the Enrolled Child to benefits under any 
workers'Compensation or Employer Liability Law. 

X Any Injurygrowingoutofawrongful act or omission of another party 
for which Injury that party or some other party makes settlement or Is 
legally responsible^ provided, however, that if the Enrolled Child Is 
unable to recover from the responsible party, benefits of the Program 
shall be provided 
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AR^0LE5 
A ^ E A L S A N O ^ E V A N O E S 

^ 

51 Hea^h Plan p r o v i d e a ^ ^ e e ) level review process for This 
process Is as follows: 

A First Level Review 

1 The Member, his or her representative oraRrovlder may Initiate 
the appeal process by flllngaverhal or written appeal within forty 
five calendar days of the Incident, or at which time the Member has 
knowledge of the circumstances which would give rise to the 
appeal, whichever comes first 

2 Health Plan's Appeals Coordinator will Investigate the appeal 
Using applicable statutory, regulatory and contractural provisions, 
as well as the Health Plan's written policies 

3 within flfteen(15) calendar days after receipt of the appeal, the 
Appeals Coordinator or Medical Director when necessary, will 
prepare and send a notice, outlining the Health Plan's 
determination, to the Member and/or Provider. 

4 The notice, which will be sent first class mall, will contain the 
following Information: 

a The tltle(s) and qualifying credentlals(s) of the person(s) 
participating In the appeal review process: 

b.Astatement of the reviewer's understanding of the appeals 

c The reviewer's decision In clear terms and the contract basis or 
medical rationale In sufficient details and 

dAreference to the evidence or documentation used as the basis 
for the decision 

e.If the decision lsadenlal,aclear description ofthe Individual's 
right to and the process required forfurther review 

5 Upon Members request, andforboth a legltlmatereason and a 
reasonable period, the fifteen (15) calendar day time frame 
referenced In this section for step one may be extended The 
Member must be Informed that an extension of the time frame for 
this step could also extend the total grievance appeal process time 
frame to more than 90 days 
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B. Second Level Review 

1. If the Member his or her representative or the Provider is dissat^ 
with Health Plan's deoisiononanappeal, the Member, hisorher 
representative or the Provider may send to the Health Planawrltten 
statement containing an explanation of the appeal and reason(s) tor 
dissatisfaction with Health Plan's decision This written request most 
he received by Health Plan within fifteen ^5) calendar days of the 
member's and/or Provider's receipt of Health Plan's decision This 
written request must be received by Health Plan's decision. 

2 Health Plan will Investigate each appeal using applicable statutory, 
regulatory, and contractual provisions, as well as the Health Plan's 
written policies. Aspartofthelnvestigatlon, Health Plan: 

a May contact the Member and/or the appropriate provider by 
phone or In person: 

b ^ l l l consult with its management, and/or Medical Olrector,as 
necessary,and,If the appeal Involves an adverse medical 
determination, Health Plan's Consulting providers who have 
appropriate expertise In the area which Is the subject of the 
appeals 

c Health Plan will renderadeclslonontheappealwlthlnflfteen 
(15) calendar days of the receipt of the appeal. Health Plan will 
sendawritten decision to the Member and Provider within the 
fifteen (15) calendar days ofthe receipt of the appeals 

d. The written decision shall be In the form ofaNotlce. The 
Notice, which will be sent first class mail, shall contain the 
following Information: 

I The names(s), tltle(s) and qualifying credentlals(s) of the 
person(s) participating in the appeal review process^ 

II. Astatementofthe reviewer's understanding of the appeals 

iii. The reviewer'sdecision in clear terms and the contract basis 
or the medical rationale In sufficient details 

iv. Areferencetotheevldenceor documentation used as the 
basis for the decisions and 

v If the decision Is a denial, a clear description of the 
Individual's right to and the process required for further 
review. 
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e. If the Member is dissatisfied with the result of the Health Plan's 
appeal decision, he or she may continue the appeal process by 
filing a written request along with additional information that may 
be available for reconsideration of the appeal with Health Plan, 
within fifteen (15) calendar days of receipt of Health Plan's notice 
regarding the appeal. 

C. Third Level of Review 

1. If the Member, his or her representatives or the Provider remains 
dissatisfied with the Health Plan's decision on the appeal, he or she 
must send to the Health Plan a written statement restating the appeal 
and the reason(s) for the dissatisfaction within Health Plan's decision, 
along with any additional information pertinent to the appeal. Health 
Plan must receive the written statement within 15 days of the 
Member's and/or Provider's receipt of Health Plan's decision on the 
appeal. 

2. The Health Plan will review the request for reconsideration and any 
new information that may have become available since the time the 
appeal was first considered. 

3. The individuals reviewing the reconsideration shall not be the same 
individuals that Health Plan utilized in the initial determination when 
the appeal was denied. In the event the third level appeal review 
involves a final adverse determination being made by Health Plan 
about the denial, reduction, suspension or termination of health care 
services or treatment, other than for timeliness, the Appeals 
Coordinator, within ten (10) calendar days of the Health Plan's receipt 
of the individuals third request, will refer all pertinent documentation 
relating to the request to the Health Plan's legal department for final 
determination. The Health Plan will refer the medical determinations 
to an external independent review organization for a final 
determination of the appeal. Such documentation shall include: 

a. All files associated with the step one, step two and step three 
appeals by Health Plan's staff, including all documentation 
assembled during the reviews; 

b. The Member's pertinent medical records; 

c. The attending physician's recommendations; 

d. Consulting reports from appropriate health care professions; 

e. Other documents submitted by the Member, his/her representative, 
or a provider; 
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f. Any app^able gene^y accepted practice guidelines, including 
^ these developed by the federal government, national or professional 

medical societies, hoards or associations; and 

g Any applicable clinical review criteria developed and/or used by the 
Health Plan 

The independent external review organization must thoroughly review 
all documentation provided by the Health Plan and make a final 
determination regarding the Appeal Such review and written notice to 
the Health Plan shall be completed within fifteen^5) calendar days of 
receipt. The notice to the Health Plan shall identify the gualifylng 
credentials of the person(s) participating In the review and thoroughly 
explain the basis for the final determination 

4 Once the third level appeal review is complete Health Plan shall send 
anotice,by first class mall outlining the determination,to the Member 
and Provider. The notice shall contain: 

a The title(s) and qualifying credentlal(s) of the person(s) 
participating In the reconsideration process, if applicable; 

b Astatementofthe reviewer's understanding of the appeal 

c. The reviewer's decision In clear terms and the contract basis or 
the medical rationale In sufficient detail; 

d Areference to the evidence or documentation used as the basis 
for the decision. 

e If the decision lsadenlal,aclear description of the Individual's 
right to the process required for further review. 

2 Expedited Appeal Procedures 

A. The Health Plan shall provide an expedient review of an appeal Involving an 
urgent or emergency medical situation. This process is as follows: 

T This process shall include all requests by Members concerning 
admissions, availability of care, continued stay or health care 
services belngrecelvedbyaMember In an emergency situation 
where he or she has not been discharged fromafacllity (hospital). 
The request foran expedited review may be submitted bythe 
Member, his or her representative or a Provider verbally to a 
designated representative of the Health Plan 

^ 
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^ 

2 ^ the expedited review process aii necessary information, 
including Health Plan's decision, shall he transmitted between 
Health Plan, the Independent review organization (where 
applicable), the Member, his or her representative or the Provider 
by telephone, facsimile or the most expeditious method 

3 The Health Plan shall makeadeclslon and notify the Member and 
his or her representative as expeditiously as the member's medical 
condition requires, but In noevent more than seventytwo (72) 
hours after the review Is requested Health Plan shall provide 
written confirmation of Its decision concerning an expedite review 
within two (2) working days of providing notification of that decision 
If the Initial notification was not In writing 

8 The written decision shall be In the form ofaNotlce The Notice,which will 
be sent first class mail, shall contain the following information: 

1 The title(s) and qualifying credential(s) of the person(s) participating in 
the appeal review process; 

2. The qualifying credentials of any Independent external review 
organization staff participating In the review; 

3 ^statement of the reviewer's understanding of the appeal; 

3 The reviewer's decision In clear terms and the contract basis or the 
medical rationale In sufficient detail; 

4 Areference to the evidence or documentation used as the basis for 
the decision; and 

5 An explanation of how to request a reconsideration of an appeal 
decision 

6. If the decision isadenlal,aclear description of the Individuals right to 
pursue the matter Inacourt of appropriate jurisdiction 

Exception: Upon member request, and for bothalegltlmate reason and 
a reasonable period, the seventy two hour (72) hour 
timeframe referenced In this section may be extended by up 
to fourteen(14) calendar days 

3. grievance Process 

a The Member, his or her representative or a Provider may initiate a 
grievance either verballyor In writing. By Initiating agrievance, one Is 
expressing dissatisfaction with the benefit plan, services rendered, benefit 
plan policies and/or claims processing timeliness. 
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b The Hea^P^o's Appeal Ooor^ 
applicable statuto^ regulatory and contractual provisions as well as 
Health Plan's written policies As necessary, the Appeals Coordinator will 
center with Individuals responsible tor operational activities directly related 
to the grievance. 

c within thirty (30) calendar days atter receiptor the grievance,the Appeals 
Coordinator will prepare and send a notice, outlining Health Plan's 
responses to the Member and/or Provider. 

^ 
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AR^OLE^ 
O T ^ ^ ^ O N ^ A N A ^ E ^ E N T 

61 The Hea^h Plan may condor such o ra t ion managed 
necessary toens^ethat Covered Health Care Services provided Enrolled 
Children are Medically Necessary. 

62 Utilization management activities conducted hy the HealthPlan may caose 
ondoe hardship on Enrolled Children or their families In accessing Covered 
Health Care Services. 

63 The Health Planmost allow tor retrospective review tor MedlcalNecesslty 
after medical services have heen provided In the event ottallore to pre certlty 
or notify the Utilization Management Program 

6.4 Medical Case Management may he performed hy the Utilization Management 
Program for those Enrolled Children who have a catastrophic or chronic 
condition Through medical case management, the Utilization Management 
Program may elect to (hot Is not retired to)extend covered benefits heyond 
the benefit limitations and/or cover alternative benefits for cost effectlve 
health care services and Supplies which are not otherwise covered onder the 
Program The decision to provide extended or alternative benefits shall be 
made onacase-bycase basis to Enrolled Children who meet the Utilization 
Management Program's criteria then In effect Any decision regarding the 
provision of extended or alternative benefits shall be made bythe Health 
Plan 

6 5 As set forth In Article 3, certain services may be subject to review of Medical 
Necessltyandregolrepreapproval 

66 The Health Plan shall provldeameans by which the parent/goardlan of the 
Enrolled Child may receive approval to access oot of network services If the 
needed medical service Is not available In the Health Plan's network 

^ 
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A R ^ O L E B 
GENERAL O O N O ^ O N S 

^ 

^ 1 Neither the Ooard nor Oepartment of Pioaooe and Admioist^^ 
iiahie for or oo aooo^ot of any fault, aot, omission, negiigeooe, 
misfeasance, malfeasance, or malpraotioe oo the part of aoy Hospital or 
other Institution, or any ageot or employee thereof, or on the part of any 
Health Oare Professional or other person participating In or having to do 
with the care or treatment of the Enrolled Ohlld 

B 2 The benefits for Covered Health Oare Services shall he provided only to 
the extent that the Provider can provide soch service, and payment 
thereforetothe Provider hythe Health Plan as herein provided shall 
constitute a complete discharge of the obligation of the Program 
hereunder with respect thereto 

B 3 Any notice re t i red to be given by Health Plan to Enrolled Ohlld 
hereunder shall be deemed to be given and delivered when deposited In 
the United States mall, postage prepaid, addressed to the Enrolled Ohlld 
or parent^guardian at the address that appears in the records of the Health 
Plan 

B 4 Persons claiming benefits under the Program most furnish the State or the 
Health Plan such Information as may be necessary to administer benefits 
under the program 

7 5 Each Enrolled Ohild receiving care under the Program authorizes and 
directs any Provider to furnish to the Health Plan at any time upon request 
all information, records, copies of records, or testimony relating to 
attendance, diagnosis, examination, or treatment, and by such 
authorization, expressly waives any and alllaws providing for privileged 
communications between Health Oare Professional and patient Such 
authorization and waiver, and compliance therewith by each Provider 
affected, shall be a condition precedent to rights to benefits to each 
Enrolled Ohild covered under the Program, and no benefits shall be 
provided in any case where such authorization and waiver is not given full 
effect 

B 6 The Health Plan will hold information, records, or copies of records 
concerning Enrolled Children as confidential The Health Plan will restrict 
the use or disclosure of information concerning Enrolled Children to 
purposes directly connected with the administration of the Program 
Information considered confidential is to include, but not be limited to, the 
following: 
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A Names and addressed 
8 Medioal services provided; 
0 Sooiai'andeoonomio conditions or oiroomstanoes; 
0 Medicaihistory,incioding diagnoses and treatments; and 
E information related to the iiabiiity of third parties 

Any materials distributed to Enrolled Children or their families must directly 
relate to the administration of the Program 

7 3 Proof of Loss 

A written proof of loss for which claim is made should he furnished to 
Health Plan as soon as possible after the covered service is 
rendered The deadline for filing claims for covered services 
rendered by network providers is subject to the provisions set forth 
in the Health Plan's network provider contracts Claims for covered 
services rendered bynonnetworkproviders, and approved bythe 
Health Plan, must be filed within the timeframe agreed to by the 
Health Plan, but in no case later than the end of the calendar year 
following the year in which the services were provided 

8 Opon failure of an Enrolled Child or Provider to so notify the Health 
Plan or furnish proof of loss, payment may be refused or a 
percentageof the regular payment provided maybe paid at the 
option of the Health Plan; provided, however, failure to give notice 
of proof of loss within the time provided shall not invalidateaclaim 

^ if it can be shown that compliance with this provision was not 
reasonably possible and that notice of claim was given as soon as 
reasonably possible 

B 9 The Health Plan may enforce reimbursement or subrogation rights by 
requiring the Enrolled Child or parent^guardian to assertaclaim to any of 
the foregoing coverages to which he/she may be entitled 

BBIO If the Health Plan is notified that an Enrolled Child may have other 
creditable health coverage, the Health Plan will notify the Division of 
Medicaid forfurther investigation 

7BI1 The Health Plan is authorized to make payment directly to Health Care 
Professionals, Hospitals, or other Covered Providers furnishingservices 
for which benefits are provided under the Program 

BBI2 whenever any condition or requirement of the Program has been 
breached by an Enrolled child or he/she shall be in default as to any term 
or condition hereof,failure of the Ooard,the Department of Pinance and 
Administration or the Health Plan to avail of any right stemming from such 
breach ordefault, orindulgencesgranted, shall not be construed a s a 
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waiver of the nght of the Ooa^Oep^^ 
or the Health Piao on aoooont of existing or suhsequentsoohhreaoh or 
default. 

^BI3 In the event the Program is terminated, suoh termination alone shall 
operate to terminate all rights of the Enrolled Ohild to benefits under the 
Program,as ofthe effective date oftermination 

BBI4 In the event any Enrolled Child's coverage is terminated under the 
Program, such termination shall operate to terminate all rights of the 
Enrolled Ohild to benefits under the Program, as of the effective date of 
termination 

^ 
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# 

ARTICLE 8 
CONTINUATION COVERAGE 

8.1 There are no continuation of coverage options under the Program for children 
whose eligibility has terminated. 

8.2 The Health Plan will issue a Certificate of Creditable Coverage to children 
whose coverage has terminated. 
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1. Introduction and General Information 

1.1 Introduction 

The Mississippi State and School Employees Health Insurance Management Board ("Board"), acting 
administratively through the Department of Finance and Administration ("DFA"), is seeking to enter into a 
contract with a qualified Contractor to provide comprehensive health insurance coverage for Mississippi 
children determined to be eligible for the Children's Health Insurance Program ("CHIP"). The DFA is 
coordinating this Request for Proposal ("RFP") with assistance from PricewaterhouseCoopers, LLP. 

The current five-year policy with Blue Cross & Blue Shield of Mississippi (BCBSMS) to provide health 
insurance coverage to children covered under the Mississippi Children's Health Insurance Program will 
end on December 31, 2009. BCBSMS currently provides all services under the policy, with the exception 
of the vision provider network, which is subcontracted through Vision Services Provider and nurse triage 
services, which are subcontracted through McKesson Health Solutions. 

The purpose of this RFP is to obtain proposals from qualified Contractors for a contract effective date of 
January 1, 2010. The term of the initial contract will be four years, with an option to renew for one 
additional year, at the Board's discretion. Proposers are asked to provide proposals on a non-participating 
(no dividend or deficit accounting) insured and/or self-insured basis. 

For the insured proposal, the proposed per Member premium rate is to have the following three separately 
identifiable components: (1) a paid claim estimate; (2) an incurred but unpaid (IBU) claim reserve 
estimate; and (3) an administrative fee, which may vary in total based on the monthly enrollment in CHIP. 
The sum of the three components equals the total monthly billable premium rate. The total billable 
premium rate must be guaranteed at least one year. While the one year proposal option is required, as an 
additional option, you can also provide a rate proposal for a longer period (e.g., 2 years). It is required 
that you provide and guarantee the administrative fee component to be used in future renewals for the five 
year period. Thus at the end of 2010, you will develop insured rates for 2011 based on the administrative 
fee you have proposed added to updated estimated 2011 incurred claims. All premiums for coverage of 
children under CHIP will be paid to the Contractor by the Division of Medicaid (DOM). For further 
details on the fee quotation requirements, refer to Section 14 ofthis RFP. 

For the self-insured proposal, the proposed Administrative rate is the billed rate. The proposed per 
Member per month administrative fee must be guaranteed for five years. For your medical provider 
network fee schedule, you must be willing to establish a separate network contractual arrangement 
whereby you will jointly work with the Board at the end of each year to determine the appropriate provider 
fee schedule increase for the following year. All administrative fees under CHIP will be paid to the 
Contractor by the (DOM). For further details on the fee quotation requirements, refer to Section 14 of this 
RFP. 

The paid claim estimate and the IBU claim reserve estimate components requested in Section 14 are 
illustrative only and are based on your estimated projections. 

Note: For self-insured proposals, the IBU reserve will be held by the Board during the contract 
period. For further details on the fee quotation requirements, refer to Section 14 of this RFP. 



Ifase^msured arrangement is se l ec t 
Mississippi Personal Service Contract Review 
Mississippi State Personnel Board located in the Robert C.C^^ 

SuitelOO, Jackson, Mississippi 39201 or by accessing their website at www.spb.state.rns.us. 

L2 ^eoeral^formation about CHIP 

The Children'sHealthh^urance Program (CHIP) was established nnde rT i t l e^ l of the Social Secure 
Act as amended. 

In 199 ,̂ the MississippiTegislatureestablished theMississippi Children'sHealthlnsuranceProgram 
Commission("Commission"). TheCommissionwaschargedwithdevelopingaplansetting tbrththe 
manner and means by which Mississippi wouldt^her utilise tunds to provide assistance to uninsured 
children underCHIP. 

The Commission determined that the Board should be given the authority to implement CHIP asatully 
insured statewide program. The Contract tor the CHIP health insurance policy was awarded asaresult ofa 
competitivebidding process toBlueCross^Blue Shield of Mississippi and the program commenced 
providing health insurance coverage on January t,2000.Acopy of thel99^Children'sHealth Insurance 
Commission'sPinal Report is available upon request. 

Note: The benefit and eligibility structure of the program has essentially regained the same slnee 
20^ . The passage of the Children^ Health Insurance Program Reauthorization Act 20119 (H.R. 2) 
inFebruary allows states to modify benet̂ t and eligibility^ however Mississippi has made no changes 
asofthedateofthereleaseofthisR^P. 

1^ CII1P Funding 

CHIP is tundedwithacombination of federal and State matching tunds. 

1.4 CHIP eligibility 

Children quality tor CHIP coverage based on annual tangly income and age, provided such children are 
not eligible tor Medicaid and do not have any creditable health coverage as ofthe date of their application. 
The age and income levels tor CHIP eligibility are as follows: 

A^es of Children ^li^ible for Coverage AnnualFamiiy Income 

Birth to 12months l^to200^ofthePederalPovertyTevel(PPT) 

Agesl to^ 133^to200^ofFPL 

Ages^throughl^ 100^to200^ofPPL 

Currently,approximately ^,000 children are covered by the CHIP. Most current estimates are that CHIP 
has reachedasignificant number of the State'seligible children. State law provides if there are any fading 
shortfalls the OCM may limit enrollment. 

The DCM determines eligibility for CHIP. Cnceachild is determined to be eligible by OCM for CHIP, 
coverage is effective fbratwelve-month period or untilachild attains age 19,moves out of state, becomes 
eligible for Medicaid or acquires other creditable coverage. Coverage is made available to eligible children 
ona^guaranteed issue" basis. There are no exclusions for preexisting conditions, and coverage is granted 
onaguaranteed renewal basis, subject to recertification of ^eMember'scontinued eligibility by DCM. 



1^ p ^ n o f B ^ ^ 

The plan ofbenefits to be provided by the Contract is mcludedinthe^ 
whiehisAppend^AofthisRFR in general, covered health services include inpatient and outpatient 
hospital services, physician (primary care and specia^^ 
drugs, laboratory,radiology and other diagnostic services,supportiveservices,protessionalambulance 
services, routine well baby and well child care visits including administration ofin^uni^ation^^ 
hearing examinations, eyeglasses, hearing aids, preventive and diagnostic dental care and routine dental 
fillings. The plan of benefits is to be provided throughacomprehensive provider network, pursuant to 
Section ^ o f t h i s RTF, and covered health services are to be subject to utilisation management 
requirements, set torth in Section ofthis RFP. 

The plan of benefits is based on the benefits offered under the Mississippi State and School Employees' 
Health insurance Plan. As benefits change under the State and School Employees'Health insurance Plan, 
the planofbenefits ottered under CHIP may change accordingly. If significant changes are made to the 
planof benefits or significant changesoccur inenrollmenttothe extent that suchchangesmaterially 
impact the Contractor'spertbrmanceundertl^sCon^ct, the Board and the Contractor agree to renego^^ 
the premium rate(tullyinsured) or administrative rates(self^insured). 

1^ Cost Sharing 

No premiums are charged to Members tor coverage under CHiP. For children in families with annual 
income at or below 1^0^ of theFPL,there are no cost sharing requirements in the plan of benefits. 
Ti^ewise,thereare no cost sharing requirements in the planofbenefits for children o f ^ 
Native American descent, regardless of the poverty level. Allcovered expenses arelOO^ paid by the 
Contractor in an insured contract or bythe DCMinaself-insured contract. 

ForMembers in fai l les with annual income greater thanl^O^ up to200^ of the FPT,cost sharing 
requirements are imposed in the form of copayments up to an out-of-pocket maximum, as specified in 
AppendixAof this RFP. There are no cost sharing requirements for routine well baby and well child care 
visits, including administration of in^uni^fion^,vision and hearing examinations,eyeglasses,h^ 
aids and preventive and diagnostic dental care and routine dental fillings. Also, under federal law,the total 
amount ofcopayments for all covered Members cannot exceed^of the family income in any benefit 
period. The out-of^pocket maximums set forth in AppendixAhave been designed tocomply withthe 
federal limits on cost sharing. 

t ^ Employer-Sponsored Health Insurance 

There isaprovision in the CHIP legislation that allows the use of available funds to subsidise insurance 
premiums ^rcluldren in famiiies with access to employer-sponsored health insurance, but whose parents 
cannot afford to pay the premiums to cover their dependent children. However, this arrangement is not 
currentlyinplaceinMississippi. 

Should suchanarrangementbeimplemented inthefuture, it isunderstood thatthe then incumbent 
Contractor would be given an opportunity to renegotiate the terms of its Contract with the Board so that it 
more properly reflects the requirements of such an arrangement. 



1^ Scope o f S e r v ^ Requeued i o ^ P (for both 

Oneprimary Contractor willbe selected (Subcontractor arrangementsbytbeprimary Contractor are 
permissible^to provide the coverage and related a d n ^ 
enrolled Members onastatewide basis. Services will include, but not be limited to, the following: 

a) Receiving and maintaining enrollment data on eligible Members as provided by OCM; 

b) Developing and providing Member handbooks and 10 cards; 

c) Developing and maintainingawebsite to provide general customer service and Member 
education regarding access to services, benefits, provider network, and appeals process. 

d) Preparing and mailing provider directories tonewmembers,andonrequest,providing 
inter-active voice response (fVR) access to the roster of available network providers (fVR 
must alsoincludean easily accessible option allowing transfer toa l ive person), and 
internet access to the roster of available network providers; 

e) Adjudicating claims; (in accordance with Mississippi Department oflnsurance Code^^-
9^, which outlines the required time periods fbrprocessing claims); 

f) Communicating claim filing procedures and Benefit Plan provisions to providers; 

g) implementing Member and provider Crievance Appeal Procedures, which includes 
expedited review and external independent review features; 

h) Processing payments to providers; 

i) Responding to inquiries from Members, providers, and the general public; (such responses 
could, in appropriate circumstances, be limited to referring the inquirer to the appropriate 
State agency or otherthird party); 

j ) implementing appropriate utilisation management, case management, and disease 
management; 

k) Mirroring the current prior-authorisation program requirements as shown in Appendix 
A l . Any variance from the current program will require Board approval for bodiself^ 
insured and fully-insured. 

1) Producingrequired and requested reports; 

m) Establishingandmaintainingamanagement information system(MfS) that will submit 
data to the Board's information Management Vendor (fMV) and support all other related 
electronic data interfaces between the Benefit Plan and its vendors; 

n) Maintaining proper financial controls and reporting; 

o) Conducting required data matches; and 

p) Complying with the Health Insurance Portability and Accountability Act (ffiPAA). 

Ahigh level overview of the interaction between the entities involved with the Children'sHealth Insurance 
Program is provided in AppendixBofthisRPP. 



L9 ^^oitioos 

R ^ ^ A p p e o d ^ A ^ a ^ o f d e f i m f i o n s ^ a p p l y t o ^ R F P ^ Additions d e f i m f i o n s ^ a ^ ^ v ^ 
areasfofiow^ 

Access 

AMembe^sabihtyto obtain covered services within rcasona^ 

Adequate Network 

Anetwork of health care providers that is sutficien^ 

ensure that aiiservicestoMemherswiii he accessible without unreasonable delay. Adequacy will be 
determined byanumber of factors, including the types of providers available by discipline, geographic 
accessibility,and travel distance. 

Adverse determination 

Adetermination by the Contractor that an admission, availability of care, continued stay, or other health 
care service has been reviewed and, based upon the information provided, does not meet the Contractor's 
requirements for medical necessity, appropriateness, health care setting, level of care or effectiveness, and 
the requested service is therefore denied, reduced, suspended, or terminated. Adverse determination must 
be made in accordance with Mississippi Code^4123- l^ . 

Appeals 

An Appeal is an oral or written statement ofaMember or provider'sbeliefthatadelay, denial, reduction, 
suspension, orterminationofhealth services, in whole or in part, orafailureto approve, f i u ^ 
payment for same, has occurred. 

1 ^ Appropriate 

The selections among available health care alternatives,which are determined to be the most effective for 
the Member'sindividual situation. 

1 ^ BenefitPlan 

The benefits and the provisions for the Mississippi Children'sHealthhisurance Program described i n ^ 
^ ^ ^ ^ ^ ^ ^ ^ , a s s e t f b r t h m A p p e n d l x A o f t h i s R P P . 

1 ^ Calendar^ear quarter 

Thethree-monthperiodbeginningonthefirstday ofthefbllowingmonths: January, April, July, and 
October. 

^ Case management 

Aprocess whereby medical professionals work with the patient, family, caregivers, health care providers, 
and the Contractortocoordinateatimely and cost-effective treatment program. Case management services 



aretypic^y used when apafientneeds complex eoŝ y, and^orhighteehnology services, andwhen 
assistance is needed toguide d̂ e patient throughaeonfinuumofheaithear^ 
may he received. 

Centers for medicare and medicaid Services (C^S) 

An organi^tion within theU.S.Department ofHeaith and Human Services responsible tor th^ 
Health Insurance Program and Medicaid programs. Prior to July 1,2001, this agency was known as the 
Health Care Pinancing Administration (HCPA). 

t^tOClalm 

Arequesttbrpayment tor health care related services rendered. 

Clinical Peer Reviewer 

Aphysician or other health care professional who holdsanonrestricted license in theUnited States and 
in the same or similar specialty as typically manages the medical condition, procedure, ortreatment under 
review. 

I ^ t 2 Continued Stay Review or Concurrent Review 

An element of utilisation management involving the ongoing assessment of health care as it is being 
provided, especially referring to, but not limited to, an inpatient confinement inahospital. 

L^Contrac t 

As it relates toathird party administrator, thecontract shall mean the agreement executed between the 
Board and the Contractor and shall include the Request for Proposal, any and all such addenda thereto, the 
Contractor'swritten proposal, and subsequent written clarification(s) when such formally become part of 
the agreement.. As it relates toahealth insurance company, contract shall mean the policy approved by 
the State of Mississippi Department of insurance, and the letter of understanding executed between the 
Board and the Contractorthat shall include the Request for Proposal, any and all such addenda thereto, the 
Contractor'swritten proposal, and subsequent written clarilication(s)when such formally become part of 
the letter of understanding. 

f^4Contractor 

Por purpose of this RPPonly,ahealth insurance company or third party administrator (TPA) licensed by 
the Mississippi Department of Insurance. The term Contractor as used in this RPP shall refer to the 
primary Contractor, unless otherwise specified; however, the primary Contractor may subcontract certain 
services in accordance with the terms specified in this RPP. 

l^^^isease management or disease management Programs 

Disease management is a system of coordinated health care interventions and communication for 
populations with conditions in which patient self̂ care efforts are significant. Disease management: 

a. Supports the physician orpractitioner̂ patient relationship and plan of care; 



b. Emphasis prevention of exaeerbations and eompiieations utilising evidenee based 
praetieegnideiines and patient empowerment strategies and 

e. Evaluates eiinieai, humanistic and economic outcomes on an ongoing basis with the 
goal ofimproving overall health 

Disease management programs target patient populations with specific high cost conditions tor which 
there isasuhstantialgaphetween the minimum standard of care and actual care. 

discharge Planning 

Discharge planning is defined as the process of preparingapatient to leaveahospital. The discharge 
planning process is an element of utilisation management and includes the gathering of pertinent 
intormation upon the Memher'sadmission which will he needed to coordinateatimely discharge. 

Discharge planning also involves the coordination of providers, patient education, Home Health Care, 
outpatientequipment^supplies, etc. necessary to tacilitateatimelyandsatetransitiontoanon-acute 
hospital setting or to the patient'shome. 

l ^ ^ ^ l i g i h i i i t y determination 

The process conducted by the Division ofMedicaidhy which children are determined to he eligible tor 
CHiP 

emergency Services 

Services and supplies fiirnished or required to screen,evaiuate,and^orstabili^eamedical emergency. 
Services defined as such are listed under Section 1^7 (e)ofthe Social SecurityAct ("anti-dumping 
provisions"). If an emergency medical condition exists, the Contractor is obligated to pay tor the covered 
emergency services. Coverage of emergency services must not include any prior authorisation 
requirements and the"prudentlayperson"standard shall apply to both in-network and out^of^network 
coverage. 

enrollment 

The process conducted by the Contractor by which children who have been determined eligible by the 
Division ofMedicaid become covered under the Benefit Plan. 

F i s c a l ^ e a r ^ 

The State of Mississippi's fiscal year is Julylthrough June 30.Thefederalfiscal year is Dctoberl 
through September 30. 

Crievance 

ACrie^anceisanoralor writtenstatementof aMember orprovider'sbeliefthatadelay, denial, 
reduction, suspension,or termination ofhealthservices,inwholeormpart,orafailure to approve, 
tumish,orprovide payment tor same, has occurred. 



m^AA 

Health Insurance P o ^ i h t y and Accoim^bi^ Act o f l 9 ^ 

healthcare ^ e e t i v e n e s s ^ a t a a o d l n ^ m a t i o o S e t ^ ^ ) 

Aset of performance measures designed hythe National Con^ttee tor ^ual l tyAss^ 
help health care purchasers understand the value of health care purchases and measure health plan 
performance. 

1^24 Hospice Care 

The provision of an mtegrated set of services and supplies designed to 
care to meet the special needs of Members during the final stage of terminal Illness. Full scope health 
services are centrally coordmated through an mterdlsclplm^ 

l^^Iodepeudeut Reviewer 

Entity under contract with the Board to performs revlews^audlts of the Contractor's records and 
performance on hehalf of the Board. 

L ^ l ^ e m h e r 

Acluld who Is eligible and eru^olled to receive health care services for which payment may he provided 
under the terms of the Benefit Flan. When the parent̂ guardlan Is the responsible party for the Member, 
references to the MembermthisRFF are intended to Include the parent̂ guardlan. 

l ^^Duto fNe tworkRevfew 

The process of determining i f the Contractor will allow in network level benefits for services provided by 
an out-of^network provider 

1 ^ PBl^ 

Pharmacy Benefit Manager 

^^Pre-cert i f icat ion or Prior Authorisation 

An element ofufili^ation management, the purpose ofwhich is to determine ifan admission or health care 
service is medically necessary. It occurs prior to an admission or prior to the commencement of services. 

L^OPreventiveCare 

Care provided to prevent disease îllnessand^or its consequences. The term as used herein is to designate 
prevention and early detection programs, rather than restorative or treatment programs. 

1^31 Retrospective Review 

Anelement of utilisation management,using medical records afier an admission or afteracourse of 
treatment has commenced. 
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L ^ s ^ e 

The ofMississippi and its authored agents 

Suheon^aet 

An agreement between the Contractor andaprovider of health eare services to 
services to Members or with any other organisation or persons 
fimction or service for the Contractor specifically related to fuifiiiing the Contrac 
terms ofthis Contract. 

Subeonfraefor 

Aprovider of healthcareservices, administrative servicesor any otherorgani^ation with which the 
Contractor has contracted or delegated some of the functions, servicesor responsibilities which the 
Contractor is obligatedto provide under the terms ofthe Contract. 

L ^ TertlaryCare 

Care administered atahighly specialised medical center, it is generally associated with the utilisation of 
high-cost technology resources. 

Mississippi CHIP Census, enrollment and mstoriealClalms Informatlon 

1.1^1 Census 

in order to receiveacopy of the census data for the Members currently enrolled in the 
CiffP Benefit Plan, proposersmust execute andretumasignedcopyofthe Confidentiality 
Agreement enclosed in AppendixCof this PPP.The census information includes gender, 

^ date of birth, and the five-digit ^ip code of the Member's home residence. The 
Confidentiality Agreement should be returned via overnight mail or facsimile to: 

CherylTumer 
Director, Special Programs 
DPA-Cffice oflnsurance 
^01 North WestStreet 
901WoolfblkBuilding,SuiteB 
Jackson,MS3^1 
Pax ^ 0 1 ) 3 ^ ^ ^ 

1.1^2 enrollment 

The following enrollment information is providedinAppendixDto this RPP: 

a) Monthly enrollment intheChildren'sHealthinsuranceProgram fiom inception 
throughDecember,2^ 

b) CHIP Household language report as ofDecember, 200^ 

c) Enrollment by age group 200^ through June 200^ 



rw 

d) Enrollment by FPL for 2006 through June 2008 

1.10.3 Historical Claims Information 

The following historical claims information is provided in Appendix E to this RFP: 

a) Type of claims by volume for 2006 through June 2008 

b) Paid claims by claim type 2006 through September 2008 

c) Incurred claims by claim type 2006 through June 2008 

d) Paid claims by age group 2006 through September 2008 

e) Incurred claims by age group 2006 through June 2008 

f) Paid claims by FPL 2006 through September 2008 

g) Incurred claims by FPL 2006 through June 2008 

h) Claims exceeding $75,000 

i) CHIP copayment report calendar year 2007 and out-of-pocket information 

j) CHIP immunization rates 

k) Top 15 inpatient claims by diagnoses 

1) Prescription drug claim utilization information 
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2. Proposal Submission and Evaluation Information 

2.1 Calendar of Events 

The following calendar of events has been established: 

Activity Date 

RFP issued February 18, 2009 

Notice of Intent to Propose due March 4, 2009 

Written questions due March 4, 2009 

Response to questions released March 10, 2009 

Proposals due March 30, 2009 

Finalists Presentation May 18 - 22, 2009 

Site visits to finalists June 8, 2009 

Vendor Selected 'June 24, 2009 

Contract/Policy effective date January 1, 2010 

The Board reserves the right to adjust the calendar of events as it deems necessary. 

2.2 Questions and Correspondence Regarding RFP 

All questions regarding this RFP must be submitted in writing on or before 5:00 p.m. CT on March 4, 
2009 to the attention of: 

Cheryl Turner 
Director Special Programs 
DFA - Office of Insurance 
501 North West Street 
901 Woolfolk Building, Suite B 
Jackson, MS 39201 
Fax-(601) 359-6568 
tumerc(gidfa.state.ms.us 

Questions may be submitted by email or facsimile, as well as by regular mail. Use of email is strongly 
encouraged. The proposer shall reference all inquiries by the RFP section and page number. No proposer 
shall seek or respond to non-written instructions. 
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2.3 Notice oflntentto Propose 

Any interested proposersarerequestedtoin^^ 
Propose Form ineludedmAppeodixFto this I ^ P ^ i t s ^ 
orhetbre^00pm.CDTonMareh^20^ 

Only those vendors that submit an "h^tent to Propose" 
questions. TheNotiee of intent toPropose maybe submitted via regular maii,emaii,or tax, with 
questions, or separately at the vendor'sdiseretion. Use of e-mail is strongly encouraged. The Notice of 
intent to Propose must indicate the name, title, address, direct telephone number, tax number, and email 
address of the person serving as your company's contact. Responses to questions will be posted on the 
OPA website, www.dfa.state.ms.us under "Bid and RFP Notices".and it is the Proposer'sresponsibility to 
monitor the website tor such postings.The submission ofaNoticeoflntent to Propose does not obligate 
the vendor to submitaproposal. Likewise, vendors are encouraged, butnot required, to submitaNoticeof 
intent to Propose. Also, i f there are no questions concerning the RFP,the proposer should so state this in 
the Notice ofintent to Propose. The Notice ofintent to Propose must be addressed to the attention of 

CherylTumer 
Director Special Programs 
DFA-Dtticeofinsurance 
501NorthWestStreet 
901WooltblkBuildmg,SuiteB 
Jackson, MS 39201 
F a x ^ ^ 0 1 ) 3 5 9 6 ^ 
tumerc^dfa.state.ms.us 

2.4 Submission ofProposals 

Allproposalsaredueatthetbllowinglocationby2:00p.m. CDT, March 30,2009. Any proposals 
received after the deadline will not be considered. Proposers should submit nine (9) hardcopies and two 
(2) copies on CD-RDM oftheirproposal to the tbllowing: 

Nine f9)Hardcomes and 
T w o ^ C o ^ i e s o n C ^ R ^ 
CherylTumer 
Director Special Programs 
DFA-Dffice oflnsurance 
501 North WestStreet 
901WooltblkBuilding,SuiteB 
Jackson,MS 39201 
Fax^^01)35965^ 
tumerc^dta.statems.us 

The electronic copies of the proposal response are to be submitted on CD-RDM using Microsoft Word, 
with any Exhibits provided to vendors in this RFP in Microsoft Excel, submitted via the CD RDM using 
Microsoft Excel. 
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proposalFormat 

This section outiines the reqinrem^ 
the RFP. Proposes not containing the mibrmation required in this sections 
hythe Board. 

a) Each copy ofthe proposal should he numbered and placed inathree-ring hinder. 

h) Tabs should he used to divide all sections and each attachment. Tabs must extend 
beyond the ri^ht margin of the paper so that it can be read from the side and is not 
buried within the document. 

c) Order ofpresentation: 

Sectionl) Ooverletter^Note: Proposersaretoindicate inthe coverlettertothe 
proposal response how each of the minimum requirements set forth in 
Section 2.14 are met. 

Sections Statement ofOompliance(see Appendix C) 

Sections DHiiS Oertifrcation Regarding Oebarment, Suspension, and other 
Responsibility Matters(see Appendix IT) 

Sections Answers to the questionnaire in Section 16of this RPP 

Sections Completed Pee Quotation and AdministrativeExpense Illustration Forms 
(seeAppendicesHandl). 

Sections Required Exhibits AthroughRtosupplementquestionnaireresponse^ 
Note: Exhibits shouldbe set tbrthinthe proposal response inthe same 
order as requested in Sectiont^of this RFP. 

Sections Appendix ofothermaterials included in proposal response 

d) Aproposer's response to this RFP must be submitted in writing, in preparing your 
response to any RFP question or request tor information, you should repeat each 
question or requirement and then state your response. Provide complete answers and 
explain all issues inaconcise, direct manner. I f you cannot provideadirect response 
for some reason (e.g.your company does not collect or furnish certain information), 
indicate the reason rather than providing general information that fails to answer the 
question. All information requested is considered important, i f you have additional 
information you would like to provide, include it as an attachment. The information 
containedinyour responseto thisRFP will beu^edby theBoardin determining 
whether or not youwill be selected. The proposal the Board selects will beaworking 
document. As such, the Board will consider the proposal an integral part of any final 
contract and will expect that all representations made in the proposal will be honored, 
ft is the proposer'ssole responsibility to submit information relative to the evaluation ofhis 
proposal andtheBoardis under no obligation to solicit suchinfbrmationif it isnot 
included with the proposer'sproposal. Failure of the proposer to submit such information 
may cause an adverse impact on the evaluation of the proposer's proposal. All 
documentation submitted in response to this RFP and any subsequent requests for 
information pertaining to this RFP shall become the property ofthe Board and will not be 
returned to the proposer. 

t3 



F A I L U ^ T D P R D V O ^ A L L D F T H E ^ Q U E S T ^ 
^ ^ U A L ^ C A ^ N D F ^ Q U R P R Q P O S A L 

2.6 Acknowledgment of Amendment 

Should an amendment to the RFP he issued, it will he posted on OFABs wehsite at 
www.dta.state.ms.us under "Bid and RFP Notices" Further, proposers must acknowledge receipt of 
any amendment totheRFPhy signing and returning theamendmenttormwith the proposal,hy 
identifying the amendment numher and date in the space provided tor this purpose on the amendment 
torm,orhyletter. The acknowledgment musthereceivedhyDFAhy the time and at the place 
specified for receipt of proposals. It is the proposer's sole responsihility to monitor the wehsite tor 
amendments to the RFP. 

2.7 Representation Regarding CondngentFees 

By submission ofaproposal, the proposer represents that it has not retained anyperson or agency to solicit 
or secure a State contract upon an agreement or understanding tor a commission or a percentage, 
brokerage, or contingent fee. The State will not pay any brokerage tees tor securing or executing any of 
the servicesoutlinedintheRFP. Therefore, allproposedfeesmustbethenetofcommissionsand 
percentage, contingent, brokerage, service fees, or finders'fees. 

2.̂  Representation Regarding Cratuides 

By asubmissionofaproposal, the proposer representsthatithas not violated, isnot violating, and 
promises that it will not violate any prohibition against gratuities as set forth in Section 7-204(Cratu^ 
of the Mississippi Personal Services Contract Procurement Regulations, a copy of which may be obtained 
by contacting the l^ssissippi State Personnel Board located at 301 North Tamar Street, Suite 100,^ 
Mississippi or by accessing the website at www.spb.state.ms.us. 

2.9 Certifieadon oflndependentPrice determination 

Bysubmissionofaproposal, the proposer certifies that the prices submitted in response to the RFP have 
been a^ved at independently and without^fbr purposes of restricting competition^any consultation, 
communication, or agreement with any other proposer or competitor relating to those prices, the intention 
to submitaproposal, orthe methods or factors used to calculate the fees proposed. 

2.10 Corrections and Clari^cations 

The Board reserves the right to request clarifications or corrections to proposals. Any proposal received 
which does not meet the "MinimumVendorRequirements",Proposal Format requirements in Section 2.̂  
of this RFP, or does not comply withother proposal requirements maybe considered tobe "non-
responsive" and may be rejected. 

2.11 Right ofNegotiation 

Discussions and negotiations regarding pricing and other matters may be conducted with proposer(s)who 
submit proposals determined to be reasonably susceptible ofbeing selected for award, but proposal(s)may 
be accepted without such discussions. The Board reserves the right to further clarify and̂ or negotiate with 
the "proposer evaluated best" following completion of the evaluation of proposals but prior to Contract 
execution, if deemed necessary by the Board. The Board also reserves the right to move to the next best 
proposer(s)ifnegotiations do not lead toafinal Contract with the best proposers). 
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2^2 Withdrawn ofaProposal 

Apropos may withdrawasubmi^ed^^ 
theBoard, signed bythepropo^ and m a i ^ d t o ^ c o n ^ h ^ e d m S ^ ^ The Board 
shaii not aeeept any amendment revisions, or aherat^ 
hythe Board. The Board reserves the right to further eiarifyand^or negotiate with the proposer(s) 
on any matter submitted. 

2.13 Cost ofProposai Preparation 

Alieosts incurred hythe proposer in preparing and delivering its proposal and any subsequent time and 
travel to meet with the Board regarding the proposal, shall be at the proposer'sexpense. 

2.14 minimum Vendor Requirements 

The tbllowing proposal requirements are mandatory. Failure to meet any of these proposal criteria as of 
the proposal due date will result in the disqualification ofaproposal. 

2.14.1 Primary Contractor Minimum Requirements 

a) Hasaminimum of five years of experience in providing similar services to those 
requested in this RPP. 

b) Currently provides similar services to those requested in this RPP to at least one 
group, with at least 50,000 covered lives (includes active employees, retirees, 
CCBRA, and dependents). This requirement can be met i f the proposer currently 
servicesatederal or state medical assistance program, i.e.,Medicare,Medicaid, or 
SCHiP with atleast50,000covered lives. 

c) Provides similar services to those requested in this RPP to a total covered 
population of at least 300,000 covered lives (includes active employees, retirees, 
CCBRA, Medicare, Medicaid, SCillP, and dependents). 

d) Is currently licensed as required by the State of Mississippi, or agrees to become 
licensed at least 60 days prior to the effective date of the Contract resulting from 
thisRFP 

e) Agrees to secureablanket fidelity bond, effective January 1,2010, in the amount of 
two million dollars ($2,000,000) naming the Board as exclusive beneficiary for the 
duration of the Contract. Pursuant to such bond, any losses incurred by the Board 
due to the dishonesty ofthe Contractor'semployees or Subcontractors shall be fully 
payable to the Board. The Contractor shall be responsible for procuring any such 
recovery and reimbursing the Board accordingly. 

f) Agrees to secure a performance bond, within 60 days after selection of the 
Contractor by the Board, in the amount ofone million dollars ($1,000,000) naming 
the Board as exclusivebeneficiary. Pursuant to suchbond, any failure ofthe 
Contractor to perform timely and complete implementation of the services as 
describedinamutually agreed upon implementation plan shall be recoverable to 
the Board. 

g) Tothe extent any services are tobeSubcontracted, has executed contracts (i.e. 
family planning, vision,hearing, nurse triage),or letters ofcommitments that 
demonstrateseach Subcontractor's willingnesstoundertaketheirportionof the 
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proposed prô eet. Preference in the evaluation process shall he given In the 
following order: executed contracts, letters of commitments. 

h) Currently holds SAS70Typeff certification detailing description of controls, as 
well as testing of controls overamlnlmum six month period 

1) Agrees to estahhshasatelhte office within the State ofMississippi providing the 
functions as descrlhedlnSeetions^and 10, at least 30 days prior to the effective 
date ofthe Contract. 

2.14^ SuheontraetorMmlmum Requirements 

a) Has heen providing the services they will he performing under this contract on an 
ongoing hasis for at least five years. 

h) Currently provides similar services to those requestedinthis RPP to at least one 
group, with at least 50,000 covered lives (includes active employees, retirees, 
CCBRA, and dependents). This requirement can he met if the proposer currently 
servicesafederal or state medical assistance program, i.e., Medicare, Medicaid, or 
SCHfP with at least 50,000 covered lives. Note: This requirement only applies to 
the Medical Provider Network, the Pharmacy Benefit Manager, and the Utilization 
Management Vendor, to the extent it is appropriate for the services heing 
subcontracted. 

c) Has provided the services they will he performing under this contract toatotal 
covered population of at least 300,000 covered lives (includes active employees, 
retirees, CCBRA,Medicare,Medicaid, SCHfP, anddependents). Note: This 
requirement only applies to the Medical Provider Network, the Pharmacy Benefit 
Manager,UtilizationManagementVendor, to the extent it is appropriate for the 
services heing subcontracted. 

d) is currently licensed as required by the State of Mississippi or agrees to become 
licensed at least 60 days prior to the effective date of the Contract resulting from 
thisRPP 

2 ̂  Mississippi Public Records Aet̂ Statement of Confidentiality 

Any proposal, including accompanying attachments,will be available for review by the State and School 
Employees Health Insurance Management Board, members and staff of the legislature, or oversight boards 
appointed bythe legislature, the Mississippi Division ofMedicaid and the Stated consultants. 

Theproposalisfurther subjectto the^MississippiPublicRecords Actof 1983,̂  coditiedasSection 
25-61-1 et seq., MississippiCode Annotated (1983) andexceptions fbundin Section79-23-l ofthe 
Mississippi Code. The Board understands that you may consider some of the information required to be 
provided in this RPP to be proprietary. The statute listed above provides that you can request, prior to the 
releaseof any information, tobe notifiedbytheBoardoftherequest for theinfbrmationandgiven 
sufficient time to seek protection from the appropriate court, i f you do not seek and obtain protection from 
the appropriate court, all information supplied,whether marked confidential or not, may be released. The 
Board requests that each page of your proposal that you consider to be confidential be onadifferent color 
paper than non-confidential pages and be marked in the upper right hand comer with the word 
^CCNPfDBNTfAT." Noadditional restrictions on the release of information containedinyour proposal 
will be accepted by the Board. 
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2.16 Transparenc^F^^closnre and Independent Review 

W^le this section is more elosely aligned w 
are aisoto he applied tor the Contractors insured propose Thus,compiete transparency as stated in 
Seedons2.16.t and 2.16.2 must he provided which wilt result in the Contractor ottering the lowest net 
insured premiums paid hy the Board.The provisions tor Contractor disclosure as statedinSeedon 2.16.3 
(a) must he provided hythe Contractor to confirm the transparency provisions of Sections 2.16.1 and 
2.16.2 in the development ofthe insured premium rates. The provisions ofindependent Review as stated 
in Section 2.16.3 (h)must also he provided tor the Contractors insured proposal. 

2.16.1 AUServices 

TheContractor shailprovide atransparentfinancialpricingarrangementto theBoard 
relative to the services under this contract. The parties agree that "transparency" shall refer 
to financial arrangements which represent a direct and complete pass-through of all 
elements of negotiated provider pricing(e.g.discounts^dispensing fees, etc.). The Board 
must receive the tull and complete amount of any discounts received hythe Contractor 
fiom any and all service areas. The Contractor will not retainaditterential (i.e. spread) 
between the amount reimhursedto the Contractor hythe Board tor each transaction and the 
payments made to the service providers hythe Contractor. 

2.16.2 PB^lServicesQnly 

a) The Board will not apply the above standard to specialty pharmaceutical 
transactions when owned by the Contractor. For these specialty pharmaceuticals 
the Board will accept the best possible discount arrangements fiom the Contractor 
as it relates to a discount fiom Average Wholesale Price (AWP). Rebates 
generatedthrough specialty pharmaceuticals willbesubjecttothetransparency 
requirement described below. 

b) TheContractorshallremittotheBoardallrebatesreceivedby the Contractor 
attributable to the Board'sutilization that the Contractor receives fiom any and all 
service areas. A"rebate" will include any amounts received directly or indirectly 
by the Contractor, regardless of title or description, whether by cash, credit or other 
in kind methodologies attributable to the Board'sutilization. Reimbursement tor 
research projects based on data analysis not specifically attributable to the Board's 
utilization data isnot included inthisrequirement and may beretained by the 
Contractor. 

c) The only compensation the Contractor will receive fiom or on behalf of the Board, 
tor the Pharmacy Benefit Management services described in this proposal or any 
subsequent contract,shallbe the Contractor's quoted selt^insured administrative 
tees listed in the Contractor'sproposal. 

2.16.3 All Services 

a) The Board must have access to all of the Contractor'sand Subcontractors'financial 
records, claims data, remittance data, contracts(e.g. provider network, etc.), reports 
and other intbrmation, related to this Contract, and required by the Board to verity 
that theTransparency requirement is being met by the Contractor during the period 
covered by the contract. 
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Fu^disclosure as used herem would inclu^ 
fbllowiug types offiuaueialarraugemeuts: 

1) Any amount paid for die Benefit Plau by the Confraetor lor services under 
contract with the Contractor is subject to audit even though the Contractor 
may deem said contracts proprietary and confidential; 

2) Fees,wluch include administrative tees, paid to the Contractor are subject 
to review tor auditpurposes; 

3) Discounts negotiated directly by the selected Contractor with medical 
providers shall be subject to audit; 

4) Any amount paid tor the Benefit Plan by the selected Contractor to 
specialty pharmacy,when not owned by the selected Contractor,will be 
subject to audit,whether or not the contract is considered proprietary and 
confidential by the selected Contractor; 

5) Discounts negotiated directly by the selected Contractor with manufacturers 
and^orpharmacyproviders shall be subject to audit; and 

6) Aggregate rebate reporting 

b) The Board and̂ or DCM, at their discretion may, use the services of an 
independent Reviewer(s), to perform reviewŝ audits ofthe Contractor's records 
on.The Board andBorDCM and respective independent reviewers will comply 
withall applicable confidentialitylaws and will not reveal anyconfidential 
information acquired asaresult of the review^audit. The Board and^orDDM 
have the right to review^audit records for the entire term ofthis contract without 
limitation Any claimed information, documents, etc. which the Contractor may 
deem as containing "trade secrets" or "confidential" will not preclude an 
examinationofsuchitemsthroughtheaudit process. TheContractorwill 
providetheBoardand^orDCMassistance inthe audit reviewsby providing 
access to records, copies ofclaims data tapes, access to reasonable support staff. 
The Board and̂ or DDM will bear the cost of any fees charged by their 
respective independent reviewer. The independent Reviewer will sign a 
confidentiality statement with the Contractor insuring that the Contractor's 
financial records,claims data, remittance data,contracts (including the details 
and terms of the Contractor's contracts with Participating Providers and 
pharmaceutical manufacturers and intermediaries) and fees outlined in Section 
2^6^ of this Contract will be treated as confidential to the Contractor and will 
not be revealed in any manner or form by or to any person or entity other than 
the Board and̂ or DCM and the Board's and̂ or DDM's attorney. 
Notwithstanding the aforementioned, the Board and^orDCM reserve the right to 
conduct areview of any and all records deemednecessary to any special 
investigation by the Board and^orDCM. 
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c) For the purpose of measuring compliances 
the report and determination of the Board'sindependent reviewer shall he final, 
binding and conclusive on the Contractor and the Board^provided, however, 
that hetore a final report and determination is issued, the Board and the 
Contractor shall eachhaveareasonableopportunity to review the independent 
reviewer'snon-proprietary supportingdocumentation andproposedreport of 
the independent reviewer and to provide any comments to the independent 
reviewer. Nothing in this section shall limit or prevent, in any way, the 
remedies available to the Board as provided in Section 3^0 ofthis Contract. 

2^7 Contract Conditions 

Section^contains standard statutory and Contract provisions and AppendixCcontains the Statementof 
Compliance. Please review Section^of the RFF carefully and includeasigned Statement of Compliance 
as Secdon^of your completed proposal FAiLURFTCSUBMiTASlCNEO STATEMENT CP 
C C M P L ^ C E W i T L f ^ S T ^ T i N ^ C U R P R C P C ^ ^ 
CCNSiDERATlCN 

^HHS Certitrcadon Regarding T^ebarment̂  Suspensions and Qther Responsibiiity 
Matters 

Bysubmissionofaproposal, the proposer certifies that it is not currently debarred fiom submitting bids tor 
contracts issued by any political subdivision or agency ofthe State ofMississippi and is not an agent ofa 
personor entity that iscurrentlydebarredfiomsubmittingbids tbrcontractsissued by any political 
subdivision or agency of the State ofMississippi.Tn addition, AppendixUcontainsaOHHS Certificate 
Regarding Debarment. 

Each proposer submitting a proposal must complete this certificate and submit with its proposal. 
PAiLDRETCSDBMiTASiCNEDCERTfPiCATEWiLL RESIST iN^CL^PRCPCSATBEiNC 
ETIMINATEDPRCMPDRTHERCCNSIDERATICN. 

2^9 duration ofProposal 

Within the proposal, you must state that your proposal is valid tbraperiod of at least 270 days following 
the date of submission. The proposal shallbecomepart of the Contract inthe event the Contract is 
awarded to your organization. 

2.20 Proposal Evaluation Criteria and Process 

Acomprehensive, fair and impartial evaluation of proposals received in response to this Request for 
Proposal will be conducted. An evaluation committee will evaluate the proposals in the following three-
phase process: 

2.20.1 Phase Dne 

In Phase Cne of the evaluation process, all proposals received will be reviewed to determine if the 
fbllowingmandatory requirements ofthis RPP have been satisfied: 

a) Proposal submission deadline met 

b) Minimum vendor requirements in Section 2.14are met 
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c) Required format flowed 

d) Origioai and requested number ofeopiesofproposai have been provided 

e) Signed Statement ofCompiianee provided and degree ofaeeeptaneeofContraet terms 

t) Narrative questionnaire answered 

g) Duration of proposal requirementsinSeetiou 2.19 are met 

b) Required exhibits to RFP provided 

Failure to comply with the mandatory requirements may resuitinre^eetionofaproposai.This isa 
pasŝ fail evaluation. The Board reserves the right to waive minor informalities inaproposal in this 
phase ofthe evaluation. 

2.20.2 FhaseTwo 

in FhaseTwo of the evaluation process, the evaluation committee will judge responses received 
relative to the cost and technical merits of each proposal. Areas are listed in order of their relative 
importance: 

a) Bxperience^Qualification 

b) Cost (i.e. provider discounts, administrative fees, total premium) 

c) Member Access, Provider Match, Provider Network and Services 

d) Medical Management, Pharmacy Benefit Management,Vision, Dental, NurseTriage and 
Disease Management Programs 

e) Member Services 

f) Drganizational Stability, Administrative and Management information Systems, 
Administrative Staffand Procedures, and Quality Assurance Programs 

Duly those proposers selected as finalists, asaresult of this process, will proceed to the third phase 
ofthe evaluation process. 

2.20.3 Phase Three 

InPhaseThree of theevaluationprocess, references will becontacted and serviceprovision 
verified. 

a) Finaiists presentations will consist oftechnical "question and answer" interviews to he 
conducted in the offices ofthe Mississippi Department ofFinance and Administration 
to allow finalist theopportunity to showcase their servicearea. Likewise, Board 
members, consultants and staffmay use this opportunity to verify information provided 
by the vendor in the submitted proposal. 

b) Dn-site reviews will be conducted to clarify or verify the proposer's proposal and to 
develop a comprehensive assessment of the proposal. During this Phase of the 
evaluation, each finalist will be required to provide additional information, including 
but not limited to more detailed information regarding the proposed provider network 
and negotiated discount arrangements with network providers including access to all 
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provider contacts and proposed pharm ^disruption analysis 
may be eondneted during this phase of the evaluation and eaeh finalist rnay be required 
to provide detailed information regarding their proposed provider network, including 
provider tax 10 numbers, inaspeeifiedeleetronie format. 

2.21 Right to Consider Historic Information 

The Board reserves the right to consider historical information regarding the proposer,whe^ 
from the proposer'sproposal, question and answer conferences, references, site visits, or any other source 
during the evaluation process. 

2.22 Provider Network^Letters of Commitments^Contraets 

In the evaluation process, the Contractor'sprovider network will only be evaluated to the extent that the 
Contractor has executed contracts and letter ofcommitments with providers. 

2.23 Proposer is Solely Responsible to Submit all Relative Information 

The proposer is cautioned that it is the proposer'ssole responsibility to submit information related to the 
evaluation categories and that the evaluation committee and̂ or Board is under no obligation to solicit such 
information if it is not included with the proposer's proposal. Failure of the proposer to submit such 
information may cause an adverse impact on the evaluation of the proposer'sproposal. 

2.24 Site VisitsAfter Award of Contract 

After award of the Contract, representatives fiom the Board or its designees may conduct on-site reviews 
of the organization (including any Subcontractors) awarded the Contract. The purpose of these on site 
reviewsis to assess the capabilityof the organizationto meet program standards and implementation 
standards as described in this RPP. By submission ofaproposal,the Contractor agrees to an on-site 
review. 

2.2^ Right to Reject, Cancer and^or Issue another RPP 

Issuance of this RPP does not constituteacommitment by the Board to awardaContract. The Board 
specifically reserves the right to reject any or all proposals received in response to this RPP,cancel the 
RPP in its entirety, or to issue another RPP. 

2.26 Primary Contractor Responsibility 

The selected Contractor is required to assume responsibility for all required services descrihedintl^sR^ 
Further, the Board will consider the selected Contractor to be the sole point of contact with regard to 
contractual matters. The Board will not execute a contract with more than one vendor, although 
subcontracting arrangements are permissible, ifthe primary Contractor subcontracts the responsibilities of 
tlus Contract, the primary Contractor mi^t cause the Subcontractor to meet the terms and requirements of 
this Contract including all rights to audit terms. 

2.27 Contract Transition Requirements 

Uponterminationor expiration of the Contract resulting fromthisRFP,the Contractor must agree to 
perform each of the following activities in orderto transition Contract operations to a subsequent 
Contractor. 
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a) Upon termmation ofthis Confrac^ the Con^^ 
the successor during the transition of the Cĥ  
Contractor. Upon request of the Board, the Contractor shaii provide aii information 
maintained hythe Contractor in relation to the Chiidren'sHeaith Insurance Program ina 
time frame specified hythe Board, information provided shall he inafbrmat designated hy 
the Board. The Contractor shall provide such explanation ofthe information provided as to 
facilitateasmoothtransition. Explanations of the information shallinclude,hut not he 
limited to, file layouts, data dictionary,and legends. 

h) Arrange for the timely and orderly transfer ofrecords to the new Contractor for cases heing 
handled through case management or identified as potential candidates for case 
management activities and for any Members who are confined as an in-patient ataHospital 
as ofthe date of Contract termination. 

c) Be financially responsible for (insured product), or adjudicate claimŝ self̂ insured product) 
with dates of service through 11:59 p.m.on the day of Contract termination, including 
those claims for which payment is denied by the Contractor and subsequently approved 
upon appeal. 

d) Be financially responsible (insured product) for Member Crievances or handle all Appeals 
(self̂ insured product) ofadverse decisions rendered by the Contractor concerning treatment 
of services requested prior to termination, which are subsequently overturned at a 
Crievance or Appeal proceeding. 

e) Promptly handle all complaints,Crievances,and Appeals for claims incurred prior to the 
Contract termination. 

f) Pursuant to HiPAA, issue certificates of creditable coverage to all Members covered under 
the Benefit Plan as ofthe Contract termination date. 

g) Any costs associated with providing the above services will be the responsibility of the 
Contractor selected through this RPP. 

Changeinthe Children^ Health Insurance Program Administration 

In the event the Mississippi State and School Employees Health insurance Management Board's 
adminisfrative responsibilities relative to the Children's Health Insurance Program are fransferredto^ 
Mississippi division ofMedicaid(OCM) prior to an award being made from this RPP,OCM may elect to 
consider your proposalfbrpossibleaward,or reject allsubmittedproposalsandconductanewRPP 
process. By submission ofaproposal in response to this RPP,you agree that all terms, conditions, offers 
and representations contained in your proposal are valid regardless as to which entity (the Board or OCM) 
awards the Contract. 
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^ S ^ u t o ^ ^ ^ r e m e n ^ and ^raft contract causes 

3.1 Contact Clauses In general 

The l o w i n g eoufraet clauses wifi be iueludedintheCon^ 
Statement (Appendix^and such other elausesasa^^ 
toprovidehealthiusurauee coverage andrelatedadruirustrative services. The Contract is subject to 
approval by the Board, and i f awarded toaThirdPartyA^^ 
State Personal Services Contract Review Board. 

3.2 ContraetTerm 

a) The effective date ofthis Contract will be January 1,2010. TheContract'stermwillbefbr 
fbur^yearswithaone year option to renew, based solely at the Board'sdiscretion. By 
September 1,2013,the Boardwillnodfy the Contractor, in writing, of the Board'sintent as 
to renewal of the Contract for one additional year. The effective date of the Services 
administered by theContractorshall be January 1,2010. TheContractorshall fully 
implement the program by January 1,2010. 

b) This Contract may be terminated by eitherparty, with orwithout cause, upon at least ninety 
(90) days prior written notice ofintent to terminate provided to the other party. 

c) All records and infbrmation provided by the Board to the Contractor are the sole property 
of the Board and shall be r e t t e d to the Board within thirty (30) days of the termination 
date of this Contract. Tbe Contractor shall be entitled to retain and utilize data that have 
been captured, computed,orstoredin the Contractor'sdatabases to the extent that such 
data cannot be identified or linked to the Board,Children's Health Insurance Program or 
member. 

d) Upon termination of this Contract, the Contractor shall fully cooperate with the Board and 
the successor during the transition of the Children's Health Insurance Program to the new 
Contractor. Upon request of the Board, the Contractor shall provide all information 
maintained by the Contractor in relation to the Children's Health insurance Program ina 
time frame specified by the Board. Information provided shall be inafbrmatdesignatedby 
the Board. The Contractor shall provide such explanation of the information provided as to 
facilitateasmoothtransition.Bxplanations of the information shallinclude,but not be 
limited to, file layouts, data dictionary,andlegends. 

3.3 Consideration 

a) The division ofMedicaid(OCM) shall not provide any prepayments or initial deposits in 
advance of services being rendered.Cnly those services agreed to by Contract shallbe 
considered for reimbursement̂ compensation by the f^CM. Payment for any and all 
services provided by the Contractor tothe Board and̂ or the Children'sHealth insurance 
Program shall be made only after said services have been duly performed and properly 
invoiced. 
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b) In consideration for the services p ro^ 
shaii compensate the Contractor, proposing as a Seif-Insnred Vendor, through 
administrative t̂ es illustrated in Appendix H-II"Se^^ 
Contract. inconsiderationfbrtheservicesprovidedhytheContractor,proposingasa 
Fuiiy-insuredVendor, the OCMshaii compensate the Contractor the totai monthly hiliahie 
premium rate as illustrated in Appendix H-i "insured Fee Quotation Form". Aii invoices 
for health insurance pren^urns,seî insured administrative tees and any authorized pass-
through payments rendered hythe Contractor must he suhmitted, to the Board and OCM on 
amonthiy hasis, in sufficient detail and format as determined hythe Board andB̂ orOCM 

Such invoices must include, ataminimum,adescription of the servicers) provided,the 
quantity or numher of units hiiied,the compensation rate,the time period in which the 
services wereprovided,totaicompensationrequestedfbr each individuaiserviceheing 
hiiied and the totai amount due the Contractor forthe period invoiced. 

Premiums for insurance coverage provided hythe Contractor must he invoiced in advance 
onamonthly hasis,in sufficient detaiiandformat as determinedhytheBoardand^or 
OCM. Premium invoices must provide separate counts and amounts for each enroihnent 
category and rate^feehiiied, and must agree to the appropriate statistical counts included in 
the Contractor'senroihnent report for the period heing hilled. Premium invoices should he 
suhmitted to the Board and OCM at the first of each month for which coverage is to he 
provided. Self̂ insured administrative fee invoices will he paid in arrears, and must provide 
clear definition of the ratê fee hilled. All invoices shall he submitted tothe Board and 
OCM at the first of each month for review and approval. Upon advice from the Board,a 
monthly payment for all approved invoices shall he made hy the OCM utilizing electronic 
fund transfers. Payment for any undisputed amounts should he received hythe Contractor 
within ten (10) days from the date the invoice and supporting documentation was submitted 
to the Board and OCM. 

For self̂ insured administrative fees, the OCM agrees to make payment in accordance with 
l^ssissippi law on "Timely Payments for Purchases by Public Bodies",Section31-7-301, 
et seq. of the 1972 Mississippi Code Annotated, as amended,which generally provides for 
payment of undisputed amounts within fbrty-five(45) days of receipt of the invoice. 

Payments shall be made and remittance information provided electronically as directed by 
the State. These payments shall be deposited into the bank account of the Contractor's 
choice. The State may,at its sole discretion, require the Contractor to submit invoices and 
supporting documentation electronically at any time during the term of this Contract.The 
Contractor understands and agrees that the State is exempt from the payment of sales and 
use taxes. All payments shall be in United States currency. 

c) The payment of an invoice by the OCM shall not prejudice the OCM ŝ right to object or 
question any invoice or matter in relation thereto. Such payment by the OCM shall neither 
be construed as acceptance of any part of the work or service provided nor as an approval 
ofanycostsinvoicedtherein. The ContractoBsinvoice or payment maybe subject to 
further reduction for amounts included in any invoice or payment theretofore made which 
are determined by the f^CM, on the basis of audits, not to constitute allowable costs. Any 
payment shall be reduced for overpayment or increased for underpayment on subsequent 
invoices. 

24 



Forany amount which are or sha^becomedu^ 
Chiidren'sHeaithh^uranceProgr^hy^ 

(1) deduct from amounts which are or shaii hecome due and payahie to the 
ContractorunderContract between the parties; or 

(^request and receive payment directly from the Contractor within fifieen (15) 
days such request, attheOCM'ssoie discretion. 

d) The Contractor agrees to the performance standards and liquidated damages relative to such 
services as outlined in Section 13 "Performance Standards and Liquidated Oamageŝ of 
this Contract. 

3.4 Identity of and Relatlonshlp Between the Parties 

TheMississippi State andSchoolEmployeesfiealthinsuranceManagement Board ("Board'̂ acting 
administratively through the department ofPinance and Adn^nistration^PA"), an age 
Mississippi, administers the health insurance component of the MississippiCluldren's Health 
Program ("CHIP"). OPA acts on hehalf of the Board in executing the Board'sday-to-day operational 
responsihilities concerning CHIP. 

The Contractor is an independent legal entity contracted hythe Board to provide health insurance coverage 
and administrative services relative to CHIP. 

The Contractor and the Board are independent legal entities. Nothing in this Contract shall he construed to 
create the relationship of employer and employee or principal and agent or any relationship other than that 
of independent parties confractmg with each other solely for the purpose of carrying out the t e r ^ s o f ^ 
Contract, ft is expressly agreed that this Contract shall not he construed asapartnership or joint venture 
between the Contractor or any Subcontractor and the Board. 

Neither the Contractor nor the Board nor any oftheir respective agents or employees shall control or have 
any right to control the activities of the other party in carrying out the terms of tins Contract, nor shall 
either party, its respective agents or employees, be liable to third parties for any act or omission of the 
other party. 

Nothing in this Contract is intended to be construed, nor shall it be deemed to create, any right or remedy 
in anythird party. 

3.̂  StatusoftheContractor 

It is expressly agreed that the Contractor or any Subcontractor is an independent Contractor performing 
services for the Board and is not an officer or employee of the State of Mississippi or the Board. The 
Contractor shall not act as an agent forthe State.Noactperfbrmed or representation made, whether oral or 
written, bythe C^tractorwith respect to third parties shall be binding to the Board. 

TheContractorshall be solely responsible for all applicable taxes, insurance, licensing, and other costs of 
doing business. Should the Contractor default in these or other responsibilities, jeopardizing the 
Contractor's ability to perform services effectively, at the Board'ssole discretion,^ 
terminated for default. 
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The Contactor shall give the Board imme^ 
made hy any approved Suheootraetor,ven^ 
In litigation relat^lnanymarmer to this Contact orwhleh may Impact the Confr̂  

TheContraetor shallnot usetheBoard's name or refer tothlsContraetdlreetlyor indirectly Inany 
advertisement, news release,professionaltrade or business presentationwithout prior written approval 
from the Board. 

3.6 Compliance with State aodFederal Requirements 

TheContractorshallagreetocontbrmtoany requirements or regulationsimposedontheState asa 
conditionofcontinuedfrmdinghytheOepartment of Health and Human Services(OHHS) or due to 
changes in State and̂ or Federal law. The Contractor shall conform to all applicable Federal, State, and 
local laws, regulations and policies as they exist or as amended. 

The Contractor agrees that all work performed as part of this Contract will comply fully with 
administrative and other requirements established by the Federal and State ofMississippi laws, regulations, 
andguidelines and agrees tofully reimburse theStatefbranyloss of funds,overpayments,duplicate 
payments,or incorrect payments resulting from noncompliance by the Contractor,its staff, agents,or 
Subcontractors as revealed in any subsequent audits. 

ft is expected that each proposer is aware of these and all other federal regulations and requirements 
governing health care administration and has, as part of their proposal, the necessary components and 
functionality tomaintain the Children'sHealthinsuranceFrogram'scontinued compliance withthe 
regulations. 

3.7 Compliance with MississippiT^epartment oflnsurance 

The Mississippi department of Insurance regulates hcensed health plans and third party adrninistrâ ^̂ ^ 
Mississippi. TheContractorshall agree to comply with allapplicableinsurancelaws of the State of 
Mississippi andf̂ epartment of fnsurancerules, regulations, andstandards inadditiontothe specific 
standards described in the RFF. 

3.̂  Applicable Law^Venue 

This Contract shall be governed by and construed in accordance with the laws ofthe State of 
Mississippi, excluding its conflicts oflaws provisions. The Contractor shall comply with applicable 
federal, state,and local laws and regulations. Venue for any action shall be in theFirst Judicial 
district, Hinds County, Mississippi. 

3.9 Employee StatusVerification 

The Contractor represents and warrants that it will ensure its compliance with the Mississippi Employment 
Protection Act (Senate Bill 2988 from the 2008 Regular Legislative Session) and will register and 
participate in the status verification system for all newly hired employees.The term employee as used 
herein means any person that is hired to perform work within the State of Mississippi. As used herein, 
status verification system means thelllegal Immigration Reform and immigration Responsibility Act of 
1996 that is operated by the United States department ofHomelandSecurity,also known as the E-Verify 
Program, or any other successor electronic verification system replacing the E-Verify Program. The 
Contractor agrees to maintain records of such compliance and, upon request of the State, to provideacopy 
ofeachsuchverificationtotheState.The Contractor further represents andwarrants that any person 
assigned to perform services hereunder meets the employment eligibihty requirements of all imnugration 
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laws o f ^ S ^ o f M i ^ s i p p i . The 
maysuhjeettheCon^aetortothe^^ 
o r p u h h e e o n ^ ^ m M i ^ s i p p i ^ u p t o t h r e e ^ y e ^ w i ^ 
hemgmadepuhhe,or(h)the^sofanyheense,pem^^ee^ifieationoro^ 
Contactor hy an agency department or government en t i t y^ 
nptoone^)year,or(e)hoth. In the event of suehtermmation^eaneellation, The Contractor wonld also he 
hahle for any additional costs incurred hythe State dne to contract cancellation or loss ofheense or p e ^ 

Cooperation with Board 

The Contractor shall cooperate with the Board and with all other Contractors of the Board with respect to 
the ongoing performance under this Contract and in any transition of responsihilitiesB 

3^1 Ownership oflnformation and ^ata 

The Board, Centers fbrMedicare and Medicaid (CMS), the State ofMississippi, a n ^ 
have unlin^ted rights to use, disclose, or duplicate, for any p 
developed, derived, documented, or fumished hy the Contractor resulting from this Contract. 

The Contractor agrees to grant to the Board, the United States department offfealth and Human Services 
(OHHS), Mississippi division ofMedicaid, CMS,and the State ofMississippi and to their officers, agents, 
andemployeesactingintheir officialcapacitiesaroyalty-free,non-exclusive, andirrevocahlelicense 
tl^ou^out the world topuhlish,reproduce,translate,deliver,and dispose of all such mfbrmation not 
covered hy copyright ofthe Contractor relatingto this Contract. 

3^2 Access to Records^Ri^htoflnspeetion 

The Contractor agrees that data contained on tapes, discs, files, hatch files, and other records pertinent to 
the Children's Health h ŝurance Program and the Health 
prohibited hylaw,are the property of the Board and musthe made capable of separate retrieval and 
distribution. 

The Contractor shall provide to the Board written procedures documenting the security and offsitesto^ 
of all such records. The Contractor shallprovide to the Board, upon request,acopy of the procedures 
throughout the term ofthe Contract. 

No other agreements of any l ^ d may be made by the Confractor with any other party for fru^ushing any 
information or data accumulated by the Contractor under this Contract, contained in the subsystems, or 
used inthe operation of the Clnl^en's Health fnsuranceProgramwithout the written approvalofthe 
Board. Specifically,theBoard reserves the right to review any data released from the reference files, 
subsystems, reports, histories, or data files created pursuant to this Contract. 

The Contractor agrees that the Board or any ofits duly authorized representatives, the Mississippi division 
of Medicaid, theOepartmentofHealthandHuman Services, the Centersfbr Medicare ^Medicaid 
Services,the Office offnspectorCeneral, the Ceneral Accounting Cffrce, or any other auditing agency 
prior-approved by the Board, at any time during the term of this Contract, shall, at all reasonable times, 
have the right to enter onto the Contractor'sor Subcontractor'spremises and shall have access to and the 
right to audit, inspect, monitor, and ex^ne any pertinent books, documents, papers, and records and̂ or to 
otherwise evaluate (including periodic information systems testing) the performance ofthe Contractor and 
all Subcontractors related to the Contractor'scharges and performance under this Contract. All reviews 
and audits shall be performed in suchamanner as will not unduly delay the workof the Contractor. 
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Ref i l l bythe Contractor to allow access to all documents, papers, letters, or other materials shall 
constltuteahreach of this Contract. 

Such records shall he kept hythe Contractor tbraperlod of slx^years alter final payment under this 
Contract, unless the Board authorizes In writing their earlier disposition. The Contractor Is to retund to the 
Board any overpayment disclosed hy any such audit. However, If any litigation, claim, negotiation, audit, 
or other action involving the records has heen started hetbre the expiration ofthe 6-yearperiod, the records 
shall be retained until completion ofthe action and resolution ofall issues winch arise fiom it and tor one 
yearthereafier. The Board shall also retain the right to perform financial, pertbrmance, and other special 
audits on such records maintained by the Contractor during regular business hours throughout the Contract 
period. The Contractor agrees that confidential information including, but not limited to, medical and other 
pertinent information relative toMembers shall not be disclosed to any person or organization for any 
purpose without the expressed,written authority of the Board or as otherwise required by law and that all 
such disclosures fully comply with H1TAA privacy and security standards. 

3.13 Records Retention and Audit Requirements 

The Contractor'saccounting records and procedures relative to this Contract are subject to the Board and 
applicable Federal approval. Accounting procedures, policies, and records shall be completely open to the 
Board, State, and Federal audit at any time during the Contract period and for six^years thereafter. The 
Contractor agrees that theBoard,Oivisionof Medicaid, State of Mississippi,and federal funding and 
oversight agencies ofCHfF have the right to audit all records maintained by the Contractor relative to this 
Contract. The Board shall also maintain the right to perform financial, claim and performance reviews, 
and other special audits on such records. 

The Contractor shall agree to the following terms for access to records relating to the Contract: 

a) All original paper claims adjudicated under the Contract shall be imaged when received 
and retained fbraminimum of thirty (30) days. Copies ofall claims shall be stored on 
microfilm or electronic media. Storage shallbe atasite mutually agreed upon by the 
Board and the Contractor. Microfilm or CO copies of all paper claims and related records 
shallberetainedfbr the durationof the Contract and tumedovertotheBoardor its 
designated agent, ifso requested by the Board, at the conclusion ofthis Contract; 

b) Allelectronic media claims and related records shall be retained fbraperiod of six (6) 
years; 

c) Unless theBoardspecifiesinwritingashorterperiodoftime,the Contractor agrees to 
preserve and make available all other pertinent books, documents, papers, and records of 
the Contractor involving transactions related to the Contract fbraperiod of six (6) years 
fiom the date of expiration or termination of the Contract; 

d) All original canceled checks and FFTdocuments shall be retained foraminimum of six(6) 
years fiom the date ofissuance unless otherwise agreed by the Board; storage shall be ata 
site mutually agreed upon by the Board and the Contractor. All requests for information 
and̂ or copies ofdocumentsfiomtheBoard must be provided by the Contractor to the 
Board at the site designated by the Board in Jackson, Mississippi at no cost to the Board; 

e) Records and supporting documentation under audit or involvedinlitigation shall be kept 
for one (l)year following the conclusion of the litigation or audit; 

f) The Contractor shall agree that authorized Federal, State, Board's and̂ or OCM's 
representatives shall have access to and the right to examine the items listed above during 

28 



the^yearpo^con^ad period or until re^ution. Ouringtiie Contract period, the access 
to these items will be provided at the Contractor'soffice, or if the Contractor'softice is not 
located within Hinds, Madison, or Rankin counties of the State ofMississippi, the 
Contractor shall provide any requested documents atasite designated hythe Board and̂ or 
OCM,atnocost. The Board and^orOCM and authorized Federal and State representatives 
shall always have access to and the right to examine items listed above at the Contractor's 
office during the 6-year-post-contract period or until resolution. Ouringthe6-year-post-
contract period, delivery ofand access to the listed items will be at no cost; 

g) The Contractor shall provide copies of its internal audits and quality assurance reports ora 
copy ofits annual audit conducted on the processing oftransactions, pursuant to Statement 
onAuditing Standards (SAS) ^70, upon the request ofthe Board and^orOCM. 

h) The Board andBorOCM, at their discretion may,use the services of an independent 
reviewer(s), to perform reviewŝ audits ofthe Contractor'srecords on. The Board and̂ or 
OCM and respective independent reviewers will comply with all applicable 
confidentialitylaws and will not reveal anyconfidential infbrmationacquired as a 
result of the review^audit. The Board and^orOCM has the right to review^auditrecords 
forthe entire term of this Contract without limitation Any claimed information, 
documents, etc. which the Contractor may deem as containing "trade secrets" or 
"confidential" will not preclude an examination ofsuch items through the audit process. 
The Contractor will provide the Board and^orOCM assistance in the audit reviews by 
providing access to records, copies of claims data tapes, access to reasonable support 
staff.. TheBoardandBor OCM willbearthecost of any fees chargedby their 
respective independent reviewer. The independent reviewer will signaconfidentiality 
statement with the Contractor insuring that the Contractor's financial records, claims 
data,remittancedata, contracts (including the details andtermsof the Contractor's 
Contracts with Participating Providers and pharmaceutical manufacturers and 
intermediaries) and fees outlined in Section 2.16.1of this Contract will be treated as 
confidential to the Contractor ar̂ d will not be revealed in any manner or form by or to 
any person or entity other than the Boardand^orOCM and the Board'sand^orOCM's 
attorney. Notwithstanding the aforementioned, the Board and^orOCM reserve the right 
to conduct a review of any and all records deemed necessary to any special 
investigation by the Board and^orOCM. 

i) Por the purpose of measuring compliance with Contract performance standards,the 
report and determination of the Board's independent reviewer shall be final, binding 
and conclusive on the Contractor and the Board; provided, however, that befbreafinal 
report and determination is issued,the Board andthe Contractor shalleachhavea 
reasonable opportunity to review the independent reviewer's non-proprietary 
supportingdocumentation and proposed report of theindependent reviewer and to 
provide anycomments to the independent reviewer. 

Nothing in this section shall limit or prevent, in any way, the remedies available to the 
Board as providedin Section 3.20 ofthis Contract. 

3.t4 Accounting Requirements 

The Contractor shall maintain books, records, documents, and other evidence pertaining to the premiums 
and administrative costs and expenses of the Contract to the extent and in such detail as shall properly 
reflect all revenues, all costs, direct and apportioned, and other costs and expenses of whatever nature as 
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^ativetope^rmanceofcon^c^ dutiesunder the provisions of this Contra^ The Contractor's 
accounting procedures and practices shaiieonforrn to generally accepted accounting principles, a n d ^ 
costs properly applicable to the Contract shall he readily ascertainable theretrom. TheContractorshall 
provide to the Board at the time frarnes specified by the Board invoices inatbrmat as designated by the 
Board. 

3 ^ Release 

Upon final payment ofthe amounts due under this Contract, the Contractor shall release the State fiorn all 
liabilities and obligations whatsoever under or arising fiom this Contract. Payment to the Contractor by 
the State shall not constitute final release ofthe Contractor. Should an audit or inspectionof the 
Contractor's records subsequently reveal outstanding Contractor liabilities or obligations, the Contract 
shall remain liable to the Statetbr such liabilities and obligations. Any payment by the State shall be 
subject to any appropriate recoupment to which the State is lawfully entitled. Any payment under this 
Contract shall not foreclose the right of the State to recover excessive illegal payments as well as interest, 
attorney fees, and costs incurred in such recovery. 

Assigumeot̂ Subeontraetmg 

The Contractor shall not assign or subcontract, in whole or in part, its rights or obligations under this 
Contract without prior written consent of the Board. Any attempted assignment or subcontract without 
said consent shall be void and of no effect. 

Subcontractor Approval 

Any Subcontractors deemed necessary by the Contractor shall be subject to prior approval of the Board. 
Said approval will not unreasonably be withheld and the Board shall respond to any inquires for approval 
hereunder inatimely manner. 

Notwithstanding any Subcontract, the Contractor shall maintainprime responsibility for all services 
required by this RPP and any Subcontracts hereunder shall include appropriate provisions and contractual 
obligations to ensure the successful fulfillment of all contractual obligations agreed to by the Contractor. 

The Contractor shall expressly understand and agree that he shall assume and be solely responsible for all 
legal and financial responsibilities related to the execution ofaSubcontract. 

The Contractor shall also agree and understand that utilizationofaSubcontractor to provide any of the 
equipment or services in the Contract shall in noway relievethe Contractor of the responsibility for 
providing the equipment or services as described andsetfbrthherein. 

3^6 Conflict oflnterest 

No member or employee ofthe Board and no other public official ofthe State ofMississippi or the Pederal 
Covernment who exercises any functions or responsibilities in the review or approval ofthe undertaldng or 
carrying out of the Contract shall, prior to the completion of the Contract,voluntarily acquire any personal 
interest,direct or indirect,inthe Contract. Aviolationofthis provision shallconstitutegroundsfbr 
terminationofthisContract. fn addition, suchviolationwillbereportedtothe Attorney Ceneraland 
appropriate Federal law enforcement officers for review. 

The Contractor covenants that it presently has nointerest and shall not acquire any interest,direct or 
indirect,which would conflict in any manner or degree with the performance of its services under this 
Contract. 
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The C o n ^ c ^ ^ h e r covenant 
mterests shall he employed. Tlus Is especially pertment to subsidiaries or entities housed wldim die sam 
facility that could he misconstrued asajolut relationship. 

3.17 Modification or Renegotiation 

This Contract may he modified, altered, or changed only hy written agreement signed hy the partles hereto. 
The parties agree to renegotiate the Contract If Federal and̂ or State revisions of any applicable ^ 
regulations make changeslnthis Contract necessary. 

3.1^ Termination of Contract 

This Contract may be terminated by the Board as follows: 

a) default; 

b) Convenience; 

c) Contractor Bankruptcy; and 

d) Nonavailability offunds 

3.19 TermlnationFordefault 

3.21.1 default 

If theContractorrefusesorfaiistoperfbrmanyoftheprovisionsofthisContract with such 
diligence as will ensure its completion within the time specified withinthisContract, or any 
extension thereof otherwise fails to timely satisfy the Contract provisions, or commits any other 
substantialbreach of Contract,the Board may notify the Contractor in writing of the delay or 
nonperformance and i f notcured in ten (10) days or longer as specifiedinwriting by the Board, the 
Board mayterminate the Contractor's right to proceedwith this Contract or such part of this 
Contract us to which there has been delay or failure to properly perform, fn the event of 
tern^natibn, in whole or in part, the Board mayprocure similar supplies or services inamanner and 
upon the terms deemed appropriate by the Board. The Contractor shall continue performance of the 
Contract to the extent it is not terminated and shall be liable for excess costs incurred in procuring 
similar goods or services. 

3.21.2 Contractors duties 

Notwithstanding terminationofthisContract and subject to anydirectionsfromtheBoard, the 
Contractor shall take timely,reasonable, and necessary action to protect and preserve property in the 
possession ofthe Contractor in which the Board has an interest. 

3.21.3 Compensation 

Payment for completed services delivered and accepted by the OCM shall be at the Contract price. 
The OCM may withhold from amounts due the Contractor such sums as the OCM deems to be 
necessa^ to protect the l ^ M against loss because of outstanding lien holders and to reimburse the 
OCM for the excess costs incurred in procuring similar goods and services. 
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3.2^4 Excuse for Nonperformance or delayed Performance 

Except with respecttodefaults ofSubeonfractors, the Contractor shall not bemdefa^ 
any failure in performance oftl^s Contract in accordance with its terms (including any fail^ 
Contractor to make progress in the prosecution of the work here under which endangers 
performance) if the Contractor has notified the State within 15days after the cause of the delay and 
the failure arises out ofcauses such as: acts ofCod; acts ofthe puhlic enemy; acts ofthe State and 
anyothergovemmentalentityinitssovereignorcontractualcapacity; fires; floods;epidemics; 
quarantine restrictions; strikes or other lahor disputes; freight embargoes; or unusually severe 
weather, ff the failure to perform is caused hythe failure ofaSuhcontractor to perform or make 
progress, and ifsuch failure arises out ofcausessimilarto those set forth above, the Contractor shall 
notbe deemed tobe indefault,uniessthe services tobefurnished by theSubcontractor were 
reasonablyobtainedfromothersourcesin sufficient time topermit the Contractor to meet the 
Contract requirements. 

Upon request ofthe Contractor, the Board shall ascertain the facts and extent ofsuch failure, and, if 
such the Board determines that any failure to perform was occasioned by any one or more of the 
excusable clauses, and that, except for the excusable cause, the Contractor's progress and 
performance would have met the terms of the Contract, the delivery scheduleshallbe revised 
accordingly,subject to the rights ofthe State under the clause of this Contract entitled "Termination 
for Convenience" 

3^f ^ ErroneousTermination forefault 

ff,afrer notice of termination of the Contractor'sright to proceed under the provisions of this clause, 
it is determined for any reason that the Contractor was not in default under the provisions of this 
clause, that the delay was excusableunder the provisions of this clause,or that the delay was 
excusable under the provisions ofSection 3.2^4 oftl^s RPP the rights and obligations ofthe parties 
shall be the same as if the notice of termination had been issued pursuant tothe clause of this 
Contract entitled^erminationfbrConvenience". 

Additional Rights and Remedies 

The rights and remedies of the Board provided under this clause shall not be exclusive and are in 
addition to any otherrights and remedies provided by law orunderthis Contract. 

3.22 Termination One to Convenience 

3.22.1 Termination 

The Board may,when the interests of the State so require, and upon at least ninety (90) days prior 
written notice, terminate this Contract in whole or in part for the convenience of the State. The 
Board shall give written notification of the termination to the Contractor specifying the part of the 
Contract terminated and when termination becomes effective. 

3.22.2 Contractor Obligadons 

The Contractor shall incurnofiu^her obligations in connection with the terminated work, and on the 
date set in the notice of termination the Contractor will stop work tothe extent specified. The 
Contractor shall also terminate outstanding orders and Subcontracts as they relate to the terminated 
work. The Contractor shall settle the liabilities and claims arising out ofthe termination of 
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Subcooh^ors and orders connected with the terminated work. The Board may direct the 
Contractor to assign the Contractor's right, tide, and interest nnder terminated orders or 

.Subcontracts to the State. The Contractor must stiii complete the work not terminated hythe notice 
oftermination and may incur obligations as are necessary to do so. 

3.23 TermiuadonOue to Contractor Bankruptcy 

in the event the Contractor sl^ll cease conducting business in the normal course, become insolvent, makea 
generalassignment tor thebenetitofcreditors, suffer or permit theappointmentofareceiver tor it^ 
business or its assets, or shall avail itself of, or become subject to, any proceedingunder Federal 
BankruptcyAct or any other statute of any state relating to insolvency or the protection of the rights of 
creditors, the Board, may, at its option, terminate the Contract in whole or in part. 

in the event the Board elects to terminate the Contract under this provision, it shall do so by sending Notice 
ofTermination to the Contractor by certified mail, return receipt requested, or delivered in person. The 
date oftern^ation shall be the close ofbusiness on the date specified in the Notice ofTermination. inthe 
event the filing ofapetition in hankmptcy by or againstaprincipal Subcontractor, the Contractor shall 
immediately so advise the Board. The Contractor shall assure that all tasks related to the Subcontract are 
performed in accordance with the terms of the Contract. 

3.24 Termination for Nonavailability ofFunds 

ft is expressly understood and agreed that the obligation of the Board to proceed under this Contract is 
conditioned upon the appropriation of fimds by the Mississippi State Legislature and the receipt of State 
and̂ or federal funds, i f ^efimds anticipated for the continuing fulfillment of this Contract are, at anytime, 
not forthcoming or msufficient, either through the failure ofthe federal government top 
the State of Mississippi to appropriate fimds,or the discontinuance or material alteration of the program 
under which such fimds were provided, or i f funds are not otherwise available to the State, the Board shall 
have the right upon ten (10) worlring days written notice to the Contractor, to terminate this Contract 
without damage, penalty, cost,or expenses to the Board of any kind whatsoever.The effective date of 
termination shall be as specified in the notice oftermination. 

3.2^ ^ra l Statements 

No oral statement of any personsl^ll modify or otherwise affect the terms, conditions, or specifications 
stated in tl^s Contract. All modifications to this Contract must be made in writing by the Board. 

3.26 Employment Practices 

The Contractor shall not discriminate against any employee or applicant for employment because of race, 
color, religion, sex, national origin, age, marital status, political affiliations, or handicap. The Contractor 
must act affirmatively to ensure that employees, as well as applicants for employment, are treated without 
discrimination because of their race,color, religion, sex, nationalorigin,age, marital status,po^^ 
affiliation, or handicap. 

Suchaction shall include, but is not limited to thefbllowing: employment,promotion, demotionor 
transfer,recruitmentor recruitment advertising, layoffor termination, ratesof payor other fbrmsof 
compensation, andselection for training, includingapprenticeship. TheContractoragreestopostin 
conspicuousplaces,availabletoemployees andapplicantsfbr employment,noticessettingfbrththe 
provisions ofthis clause. 
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The Contactor s h a ^ i n ^ s o h c i t ^ ^ 
Confraeto^ state that afiquahfiedapphe^^ 
raee^eolo^rehgion, sex, national origin age, marital states, pohtiealaffihat^^ 
It relates toahona fide oeeupatlonalqnalifieatlon. 

The Contractor shalleomply withthe non-dlserimlnation clause contained In Federal 
11246, as amended hy Federal ExecnfiyeCrderll375,relative to Eq^^ 
persons without regard to race,color, religion, sex,or national origm, and the Implementing rules and 
regulations prescribed hy the Secretat^ofLahor and with Tltle41,Code ofTederal Regulations, Chapter 
60. The Contractor and Subcontractors shall comply with related State laws and regulations, Ifany. 

The Contractor and Its Subcontractors shall comply with the Civil Rights Act of l964, any amendments 
thereto and the rules and regulations thereunder; Section 504 ofTltleVoftheVocationalRel^blhtatio^ 
Act ofl973 as amended; and the Mississippi Human Rights Act ofl977. 

If the Board finds that the Contractor Is notlncomphance with tlus requirement at any time during the 
term of this Contract, the Board reserves the right to terminate this Contract or take such other steps It 
deems appropriate,mlts sole discretion, consldermg the Interests and welfare of the State, to correct the 
deficiency. 

3.27 Federal,State, and LoealTaxes 

The Contract amounts IndlcatedmAppendlxHshall Include all applicable Federal, State, and local taxes. 

The Contractor shall pay all taxes lmposed upon It with respect to this Contract. The Board makes no 
representations whatsoever as to exemption fiom liability to any tax Imposed by any governmental entity 
on this Contract. 

3.2^ Confidentiality oflnformadon 

The Contractor'sphyslcal security of all records periaining to Members and̂ or related to the Board shall 
comply with H1FAA privacy and security standards and all other applicable State and Federal 
requirements. The Contractor and the Board will executeaBusiness Associate Agreement in accordance 
with the requirements ofHtFAA. 

All information as to personal facts and circumstances concerning Members obtained by the Contractor 
shall be treated as privileged communications, shall be held confidential, and shall not be divulged without 
the writtenconsent of theBoard and the written consent of the covered Member, his attomey,or his 
responsible parent or guardian, except as may be required by the Board or by law. 

The Contractor's use or disclosure of information concerning Members should belimited to purposes 
directly connected with the Contractor's responsibilitiesunder the Contract and in compliance with 
HfFAA 

All of the Contractor's officersandemployeesshallbeinstructed in writingof this requirement and 
required to sign suchadocument upon employment and annually thereafter. 

The Contractor shall notify the Board promptly of any unauthorized possession, use, knowledge or attempt 
thereof, of the Board'sdata files or other confidential information. The Contractor shall promptly furnish 
the Board full details of the attempted unauthorized possession, use, or knowledge, and assist in 
investigating or preventing the recurrence thereof. 
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3.29 Represeotation Regarding CootingentFees 

The Contractor representsthat it hasnotreta^ 
â eement or understanding fbraeornmis^^ The Board wiii 
not pay any eon^ssionsand^or any brokerage, percentage, 
securing or executing any ofthe services outlined in thisContract. 

3.30 Lohhyiog 

TheContractorshall comply with the Antii^hhyingAct,Titie 
Section319ofi^hlici^wl0112i)as revised hy the 
Sections of theOepartments of Lahor,iiealthandHumanServicesand Education, and Related 
Agencies Appropriations Act (Puhlic Law 104-208̂  The Contractor certifies to the hest ofits knowledge 
and helief, that noEederal appropriated tunds have heen paid or will he paid,hy oron hehalfof the 
Contractor, to any person tor infiuencing or attempting to infiuence an officer or employee of any agency, 
amemher of Congress, or any employee ofamemher of Congress in connection with the awarding of any 
Federal Contract, the maldng of any Federal grant, the maldng of any Federal loan, the entering into of any 
cooperative agreement, and the extension, continuation, renewal, amendment, ormodificationof any 
Federal Contract, grant, loan, or cooperative agreement. The Contractor shall require that the language of 
this certification he included in all Subcontracts andthatallSuhcontractorsshallcertityanddisclose 
accordingly. 

This certification isamaterial representation of tact upon which reliance is placed when enteringinto this 
Contract. Suhmissionof this certification isaprerequisite tor makingor entering intothis Contract 
imposedunderTitle31,Section 1352,U.S.Code. Failure to file the required certification shall he subject 
to civil penalties tor such failure. The Contractor will likewise abide by the lobbying laws of the State of 
Mississippi. 

3.31 Representation Regarding gratuities 

The Contractor represents that it has not violated, is not violating, and promises that it will not violate the 
prol^bition against gratuities set tbrthmSection7-204(Cratuities)of the MississippiFer̂ ^ 
Contract Frocurement Regulations. 

3.32 Cerdtieate oflndependentPrice determination 

The Contractor certifies that the prices submitted in response to the RFF have been arrived at 
independentiy and without-tbr the purpose of restricting competition-anyconsultation, communication, 
or agreement with any other proposer or̂ competitor relating tothoseprices,the intention to submita 
proposal, or the methods or factors used to calculate the prices proposed. 

3.33 Small and Minority Businesses 

The Board encourages the employment of small and minority business enterprises. Therefore, the 
Contractor shall report, separately, the involvement of small businesses and businesses owned by 
minorities and women. The Contractor shall provide annuallyalist of such Subcontractors, if any, utilized 
by the Contractor in relation to this Contract. 
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3.34 Indemn^catioo 

T o t h e ^ e ^ extent avowed by l a ^ t h e C o ^ 
protect, and exonerate the State of Mississippi, its Con^issio^^ 
agents, and representatives frorn and against aii claims, demands, iiabiiities, suits, actions,̂  
and costs of every i ^ d and nature whatsoever, including, without limitation, court costs, i ^ ^ 
and expenses, and attorneys'tees, arising out ofor caused hythe Contractor and̂ or its partners, principals, 
agents, employees, and̂ or Subcontractors in the pertbrmanceofor failure to perform this Contract. 

3 ^ Insurance 

The Contractor shall be required to maintain throughout the term of this Contract, at its own expense, 
professional and comprehensive general liability insurance. Such Contract of insurance shall providea 
minimum coverage in the amount of one million dollars ( $ 1 , ^ 
($3,000,000) annual aggregate though an insurance company licensed by the Mississippi department of 
insurance, or self insurance approved by the Board, unless such requirement is waived by the Board. The 
Contractor will provide the Boardacurrent Certificate oflnsurance. 

3.36 Performance Bond 

The Contractor shall provideaperfbrmance bond to guarantee timely and complete establishment of the 
Contract and related administrative services in the amount ofone million dollars ($1,000,000). TheBoard 
must be named as exclusive beneficiary. Any failure of the Contractor to perform timely and complete 
establishment of such services shall result in damages recoverable by the Board against the Contractor's 
performance bond. Upon the Board's agreement that the implementation of the Contractor's 
responsibilides for the Benefit Plan and related administrative services are complete, the performance b^ 
shall be released. 

3.37 PideiityBond 

The Contractor shall maintainablanket fidelity bond in the amount of two million dollars ($2,000,000) 
naming the Board as the exclusive beneficiary for the duration ofthe Contract. Pursuant to such bond, any 
losses incurredby theBoard due to theft or dishonesty of aContractor's employee shallbe fully 
recoverabletotheBoard. The Contractor shallberesponsible fbrprocuringany such recovery and 
reimbursing the Board accordingly. 

3.3^ Notice 

All notices given pursuant to this Contract shall be in writing and be personally delivered or mailed with 
postage prepaid, by registered or certified United States mail, return receipt requested to the address set 
forth below or such other address asaparty may from time to time specify in writing to the other party. 
Notice shall be deemed given when actually received or when refused. The parties agree to promptly 
notify each other in writing of any change of address. The addresses to which notices are initially to be 
sent are as follows: 

a) ffto the Board: 
Executive director 
department ofPinance and Administration 
PostCfficeBox267 
Jackson, Mississippi 39205 
PacsimileNo:(601)3592405 
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withacopy of any noticed 
State Insurance Administrator 
OFA-Offiee oflnsurance 
P ^ 8 o x ^ 0 8 
Jackson, Mississippi 3 9 ^ 4208 
F a c s i m i i e N o ^ i ) ^ 6 ^ 

b) Ifto the Contractor: 

(Toan address to he agreed upon toiiowing Contract award) 

3.39 Incorporation of^oeuments 

The Request tor Proposal tor Health h ŝurance Coverage tor the Children^ Health hisur^^ 
the Contractors response to the RPP wiii he attached as an Exhihit to the Contract oraietter of agreement. 

The terms of theContractshaii control in the event there isacontlict between theterms of the Contract, 
Request tor Proposal, or the Contractors response to the Request tor Proposal. 

3.40 Stop Work Orders 

3.40.1 QrdertoStopWork: 

The Board may hy written order to the Contractor at any time, and without notice to any surety, 
require the Contractor to stopail or any part of the work called tor hy this Contract. This order 
shaii he tbraspecitied period not exceeding 90 days atter the order is delivered to the Contractor, 
unless the parties agree to any further period. Any such order shaii he identified speciticaiiy asa 
stop work order issued pursuant to this clause. Upon receipt of such an order, theContractorshall 
fbr^with comply with its terms and take aii reasonable steps to minimize the occurrence of costs 
aiiocabie to the work covered by the order during the period of work stoppage. Before the stop 
work order expires, or within any further period to which the parties shaii have agreed, the Board 
shaii either: 

a) cancel the stop work order; or 

b) terminate the work covered by such order as providedinthe ^Termination of Contract' 
clause ofthis contract 

3.40.2 Canceiiation or Expiration of theOrder 

ffastop work order issued under this clause is canceiied at any time during the period specified in 
the order, or ifthe period ofthe order or any extension thereofexpires, the Contractor shaii have the 
right toresume work. An appropriateadjustment shaiibemade in thedehvery schedule or 
Contractorprice, or both, and the Contract shaii be modified in writing accordingiy,if: 

a) the stop work order results in an increase in the time required for, or in the Contractor's 
cost properly aiiocabie to, the performance ofany part ofthis contract; and 

b) the Contractor assertsaciaim for such an adiustment within 30 days after the end of the 
period of work stoppage; provided that, i f the Board decides that the facts justify such 
action, any such claim asserted may be received and acted upon at any time prior to finai 
payment under this Contract. 

^ 
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3.40.3 Termination of Stopped Work 

If a stop work order is not cancelled and the work covered by such order is terminated for default 
or convenience, the reasonable costs resulting from the stop work order shall be allowed by 
adjustment or otherwise. 

3.40.4 Adjustments of Price 

Any adjustment in Contract price made pursuant to this clause shall be determined in accordance 
with the 'Modification or Renegotiation' of this Contract. 

3.41 Patents and Royalties 

The Contractor covenants to save, defend, keep harmless, and indemnity the State and all of its officers, 
departments, agencies, agents, and employees from and against all claims, loss, damage, injury, fines, 
penalties, and cost - including court costs and attorney's fees, charges, liability, and exposure, however 
caused - for or on account of any copyright or patented or unpatented invention, process, or article 
manufactured or used in the performance ofthe Contract, including its use by the Board. If the Contractor 
uses any design, device, or material, covered by patent or copyright, it is mutually agreed and understood 
without exception that the Contract price includes all royalties or costs arising from the use of such design, 
device, or materials in any way in the work. 

3.42 Prohibited Nondiscriminatory Practices 

The Contractor shall not discriminate against any Member or provider of service because of their race, 
color, religion, sex, national origin, age, marital status, political affiliation, or handicap in the performance 
of this Contract. 

3.43 Approval (Third Party Administrator Contract Only) 

It is understood that this Contract (Third Party Administrator Contract only) is void and no payment shall 
be made in the event that the Mississippi Personal Services Contract Review Board does not approve this 
Contract. The Contract shall be governed by the applicable provisions of the Personal Services Contract 
Review Board Regulations, a copy of which is available at 301 North Lamar Street, Jackson, MS, or by 
accessing the website at www.spb.state.ms.us. This section does not apply to a fully-insured insurance 
policy. 
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^ Gompr^en^ve^ne^pa^a^ 

4.1 general 

A p p e n d i x A t o ^ ^ P c o n ^ n s t h e R u ^ and Regulations that gove^ 
Program'seomprehensivehenefitspaekage. TheContraetor mnstprovide aeomprehensiveprovider 
network that is available and aeeessihle to Members to provide the covered mediê ^ 
with Seetion^of this RFP. In general, covered health services include inpatient and outpatient hospital 
services,physician(primarycareandspecialty)services, family planning services,prescription drugs, 
laboratory, radiology and other diagnostic services, supportive services, professional ambulance services, 
routine well baby and well cltild care visits including adn^stration of immunizations,vision and hearm 
exan^nations, eyeglasses, hearing aids, preventive and diagnostic dental care and routine dental fillings. 
Covered health services may be subject to utilization management requirements in accordance with the 
provisions set forth in Section 4.1^ ofthis RFP. 

4.2 ChoiceofProviders 

The Contractor should allow Members free and open access to physicians and facilities from among the 
available group ofnetwork providers. 

4.3 Out-of-pocket Maximum Administradon 

Chcethe outofDpocket maximum, as specifiedinthe Rules and Regulations, hasbeenreached, the 
Contractor shallissuealetter to the Member and h i s ^ e r f ^ l y indicating that no fu r the r ed 
requirements willapply for the balance of thebenefit period andexplaining that theletter should be 
presented to providers at the time services are received in orderthat no further copayment requirements are 
applied, ĥ  lieu ofaletter to the Member, theContractor may issuearevised Member fO card indicating 
no copayments. Under this alternative, the Contractor would be required to issue to the MemberanewfO 
card at the start ofthe next benefitperiodwhichreinstitutesthecopaymentrequirements. 

4.4 Prescription ^rugAdministradon 

The Contractor shallprovide benefits for prescription drugs throughaPharmacyBenefit Management 
(PBM) systemthatincludesanetworkof participating pharmacies, as wellas twenty-four (24)hour 
pharmacies for emergency services, processing prescription clain^ for network pharmacies, and processm^ 
paper-submitted prescriptionclaimswhenaMemberusesanon-participating pharmacy when either in an 
area whereanetwork pharmacy is not available and̂ or not reasonably accessible or when the Member 
needs prescription drugs while traveling outside the State. Covered prescription drugs are to include those 
that are required for the medical management of mental health and substance abuse disorders, and dental 
conditions.The dispensing limits for any drug may be restricted toa30day supply at one time. The 
current plan ofbenefits does not includeamailorderprescriptiondrug program. 

AMember must be allowed to obtain an early refill ofaprescription drug under certain circumstances, 
such as change of dosage during the course of treatment, for lost or destroyed medication, or when the 
Member isgomgonvacation.TheMember or his/her representative may be requiredto contact the 
Contractorto obtain authorization for an early refill or advance supply ofamedication. 

The Contractormay require prior authorization for certain drug therapies, e.g.,growth hormones. 

39 



4.̂  ammunitions 

The Coufractor must provide for admims^tionof^mandatedchild^ 
reeommended schedule of the Advisory Committee on ^^umzationPraetiees(A^ 
copy of which is included as AppendixJto this RTF. 

All vaccmes for Members will he provided though the M^ 
distribute vaccines to providers who are willing to participate in the vaccine program. 

The cost ofthe vaccine will not be billed to the Contractor. The only cost associated with immunizations to 
be reimbursed under the Contract shall be the cost to administer the vaccine. Vaccines may be 
administered by network providers, including school-based nurses, pursuant to Section .̂6 of tl^sPTP, by 
anon-participating provider towhomthe Contractor has referred the Member,or by the State Health 
department. Providers administering CHfF vaccine must agree to participate in the State'sfmmunization 
Registry. The Contractor must reimburse theseproviders on a fee-fbr-servicebasis forthe costof 
administering any immunizations they provide to Members. Cther non-routine immunizations, such as 
influenza vaccine or tetanus boosters provided pursuant to an iniury,shall be covered as any other covered 
service. The Contractor shall submit a monthly report containing a list of providers, their contact 
information, claimant information andcorresponding vaccineadministrations to theMississippi State 
department offfealth. 

4.6 Professional Ambulance Services Administration 

The Contractor will provide benefits for professional ambulance services toahospital equipped to handle 
the Member'scondition in connection with covered inpatient care or when related to an accidental injury 
or medical emergency within 72 hours. The Contractor will assume the cost associated with transferringa 
Member from an out-of̂ network hospital toanetwork hospital in the case of an emergency admission or 
fbranew Member who is hospitalized inanon-network hospital on the effective date of coverage, once 
the Member'scondition has stabilized. 

4.7 Family Planning Services 

The Contractormust provide benefits for familyplanning services to any qualified network provider which 
shallincludethefbllowing required medicalservicesfbr contraceptive management, health screening, 
health education, and counseling: 

a) Medical history and physical exam; 

b) Annual general physical assessment; 

c) Laboratory-Hgb^Hct; pap smear; gonorrhea and chlamydia testing; syphilis serology; HIV 
testing (ifindicated); and rubella titer (if applicable); 

d) Client education^reproductive anatomy and physiology; fertilityregulation; 

e) individual counseling^to assist Members in reaching an informed decision; 

f) ̂  Methodcounseling^resultsofhistoryandphysical exam; mechanismofaction, side 
effects and possible complications; 

g) Special counseling (when indicated)^pregnancyplanning and management; sterilization; 
genetics; nutrition; and 

h) Pregnancy diagnosis, counseling and referral. 
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4^ F e m a ^ H ^ h s ^ ^ 

The Con^aetor must assure direct access hy female Members of chrldbearmg age to an 
ohstetriciau^gynecologist within the 

The Contractor must provide benefits for pregnancy childbirth, or related conditions^ As 
noted, the pregnant femaleMembermust be assured direct access withinthe Contractor's network to 
routine obstetricalBgynecology services. 

Nofe: Because of fhehighereligibilitylevel for pregnant womenuoderMedieaid^ooly pregnant 
women under agel9 in families with annual incomes from up to 200^ of the FPL will be 
eligible under CHIP. Refer to Secdon7.4for information on Medicaid eligibility determinadon for 
pregnant female Members. 

4.9 Maternity^Prenatal Benefits 

The Contractor must assure access to maternity carefiu^shedbyaHospital, Physician, Allied Health 
Professional, and Allied Health Pacility. Maternity benefits are limited to pregnant women under age 19 
who are deemed eligible for the program by OCM. 

4.10 cental Services Anesthesia andPacility Charges 

In addition to preventive and diagnostic dental care and routine dental fillings, including pediatric 
dentistry, and in accordance with Section 83-9-32 of the Mississippi Code, the Contractor must provide 
benefits for anesthesia and for associated facility charges when the mental or physical condition of the 
Member requiresdental treatment to berenderedunder physician-supervised general anesthesia i na 
hospital setting, surgical center or dental office. Prior authorization of these services is required under 
procedures established and administered undertheContractor'sutilization management program. 

4.11 Audiology Services Administration 

The Contractor must provide an annual hearing evaluationwhenahearingloss^deficit is detected duringa 
hearing screening, ffthehearingevaluation indicates the need fbrahearingaid,the Contractor will 
provide benefits for hearing aids subject toafiequency limitation of one per ear once everythree years and 
replacement ofhearing aids, asmedicallynecessary. 

Covered hearing aids are to include behind-the-ear, in the ear and in the canal models. Programmable and 
digital models are to be provided and may be subject to prior authorization requirements. Hearing aids are 
to be fitted byalicensed audiologist who does not have an exclusive arrangement to sell onlyasingle 
brand ofhearing aid. 

The audiologist is expected to work with the parent̂ guardian in advising as to the appropriate handling and 
storage of these items. 

The following items are specifically excluded: 

a) The replacement oflost or stolen hearing aids within the three-year period following the 
initial receipt of the hearing aid; 

b) Hearing aid batteries; 

c) Swim molds; 

d) Hearing protection devices; and 
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e) Hearing aid maintenance produce 

4.12 Vision aod Eyeglass Benefit Administration 

The Contraetor must provide benefits tor an annual comprehensive routine eye examm^ 
services, inciudingonepairofprescriptioneyegiassesonceevery benefit period, ifdeterminedtobe 
necessary.Vision providers must otter Membersavariety of fiames to select fiom, the cost of which is 
fiilly reimbursed by the Contractor, includingaselection of sturdy fiames,wluch are appropriated 
different age ranges covered undertheBenefitPlan. 

Covered lenses are to include plastic and polycarbonate single vision, bitbcal,tritbcal and lenticular lenses, 
with scratch resistant coating provided tbrplastic lenses. Contact lenses are to be covered only if medically 
necessary and vision cannot be otherwisecorrected with eyeglasses. 

The tbllowing services are specifically excluded: 

a) Vision training; 

b) Special lens designs or coating, other than scratch resistant coating tbrplastic lens; 

c) Replacement oflost eyewear; 

d) Piano lenses; 

e) Two pairs ofeyeglasses in lieu ofbitbcals; and 

t) Protective eyewear. 

4.13 diabetes SelfManagementTraining and Education 

In accordance with the requirements of Section 83-9-46 of the Mississippi Code,the Contractor must 
providea$250 benefit per Benefit Period tor self̂ management and education, including medical nutrition 
therapy,tbr the management of diabetes. 

4.14 Subrogation Administration 

The Contractor will make advance payment in the case of claimed third-party liability tor ir^ury or illness 
provided the Member gives writtenassurance of reimbursement inthe event any third party makes 
settlement or is tbund to be liable. Asacondition to receiving medical benefits under the Benefit Plan, the 
Member must agree to transfer to the Contractor their rights to recover damages in tull tor such benefits 
when the injury or illness occurs through the act or omission of another person. The Member may be 
required to execute or cause to be executed any and all documents required by the Contractor, includinga 
subrogation reimbursement agreement. If the Member isaminor or incompetent to execute documents 
required by the Contractor, that Member'sparent or spouse or legal representative must execute documents 
on request by or on behalf of the Contractor, in the event the Member isaminor, Chancery Court approval 
of such subrogation reimbursement agreement must be obtained priortothe payment of any benefits. 
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4 ^ Utitization Management Program 

general 

The Board expects the sueeesstul Contractor to work proactively in developing utilization 
management and cost avoidance initiatives that positively impact health outcomes and result in 
cost-savings to the Children'sHealth insurance Program. 

The Contractor mustestahlishandmaintainautilization management programto oversee the 
utilization of services under this Contrac^which includes, hut is not limited to; services provided 
in acute facilities, psychiatric and suhstance ahuse facilities, including residential treatment 
programs, and inpatient rehahilitation facilities. The Contractor may have utilization management 
requirements tor other services, such as home health care. The components of the Contractor's 
utilization management program may include precertitication (also referred to as prior 
authorization), concurrent review with discharge planning, retrospective review and case 
management. 

The purpose of the utihzation management program is to assure that medically necessary care is 
renderedappropriately andinacost-eflectivemanner, without sacrificingthe quality of care 
provided, additionally, the utilization management statfis to direct the Memher and physicians to 
use network providers when possible and appropriate. 

The Contractor may require Members to obtain authorization prior to receiving non-emergency, 
non-primary care services. Please refer to AppendixAtbr situations in which prior-authorization 
is currently required. The Contractor must duplicate the current program approach. TheBoard 
reserves the right to approve the list of services requiring precertitication. 

Utilisation Management Services 

The Contractor must designate adequate and qualified individuals to serve as the utilization 
management (UM) staffs who have received comprehensive training with respect to the Contractor's 
internal policies, procedures, provider network, referral process, and Benefit Plan design, including 
exclusions and limitations. 

Preferred features for the utilizationmanagement program include the following: 

a) Verification ofthe Member'smailingaddress and eligibilitywith each request for 
precertification, continued stay review,and case management. The UM staff shall 
promptly advise the appropriately designated departmentwithin the Contractorifthe 
Member'saddress has changed from the one indicated in the eligibility files andthe^ 
eligibility files shall be updated and OCM notified accordingly. 

b) Prompt written notificationor other appropriate documentationofallreviewdecisions 
(approval confirmation notices, denial notices and pended for additional information 
notices)toproviders,fbrwarded via mail or facsimile or other appropriate methods. Oenial 
notices must provide the specific reason for denial and contain all information necessary 
for the parties to request reconsideration. All fbrmŝ letters used to communicate review 
determinations must be easily understandable to providers. All review decisions are to be 
forwarded to the Contractor's claims processing department in a timely manner with 
sufficient detail to allow accurate processing ofthe claim. 
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c) For ^ inpatient hospital or residential faeility admissions, inelnding admissions for 
treatment of mental health disorders, and for other healthcare services determined hythe 
Contractor tohesuhjecttoutilization management, theUMstaff shall ohtainclinical 
information from the Memher'sattendingphysician to determine if the service is medically 
necessary, isacoveredhenefit, and if the proposed treatment can safely he provided ata 
lower level of care, e.g.,ambulatory surgical center, physician'softice, or through home 
health, ff the service is determined to he medically necessary and appropriate, the 
Contractor will authorize the service, fnrenderingadetermination, the Contractor shall 
reference the clinical information against current nationalwritien screening criteria and 
current length of stay guides to ensure consistent review decisions. Further, at the time of 
precertification, utilization management staff will attempt to direct the provider to utilize 
network providers and facilities, as appropriate, and document reasons why the use of non-
network providers occurred. 

d) Reviews for continued hospital stay will he conducted based on the recommended number 
ofreasonably necessary beddays that shouldbe assigned to each specific acutecare 
hospital admission. 

ĥ  the event no written criteria exists or where the UMstaffcannotjustify the request based 
on the written screening criteria, the case shall be referred toalicensed physician advisor. 
No adverse determinations are to be issued untilaphysician reviewer assesses the case. 
Fhysician-to-physician contact may be needed to gather information prior to issuingafinal 
review determination. All adverse determinations must be issued pursuant to the 
requirements ofSection41-8331 of the Mississippi Code. 

e) After receiving complete information, the Contractor will complete the review of an 
elective admission within two (^business days and within one (l)businessday for 
emergency admissions or for situations where the plan participant has already been 
hospitalized. 

f) Use of qualified and impartial clinical peer reviewers,who are skilled in the subject being 
reviewed. Clinical peer reviewers should be:(l) currently licensed;^holdacurrent 
certification by a recognized American medical specialty board in the area or areas 
appropriate to the subject under review; and^knowledgeable about the recommended 
health care services or treatment through actual clinical experience. 

g) The UM staff shall direct carê services for Members to network providers, unlessanetwork 
provider is not available or accessible to the Member, in which case the Member shall be 
promptly directed to an appropriately qualifiednon-participating provider. 

h) The f ^ staff shall communicate directly with the hospital discharge planner, utilization 
review coordinator, and̂ or the attending physician(s) and develop appropriate, cost-
effective, and timely plans fbraMembeBsdischargefromahospital. The UM staff may 
assist the physician in developing alternative care arrangements covered by the Benefit 
Flan and should refer cases which qualify under the criteria developed by the Contractor to 
its case management staff. 

i) fn the eventaMember suffers an illness or injury potentially requiring expensive and̂ or 
extensive care,acost efficient treatment plan should be designed and implemented through 
case management. The Contractor must develop and implement criteria to identify cases 
for case management, which will include, at a minimum, coordination of care for: 
Members hospitalized atanon-network facility for more than two^days 
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o Transplant candidal 
o Catastrophic episodes 
^ Chronic medical care eases 
o Short-term alternative care services 
^ HHC services to include 

D Skilled nursing services 
^ Hospice 
D Therapies 
D OME 

The Contractor must have written proceduresfbr case management which includesthe 
timely identificationandreferralofcasesappropriate ibrcasemanagement which the 
protocols case management staff is required to follow during the process of managinga 
case. 

The Contractor must submit the criteria and procedures to the Board, upon request. This 
case management program will include ataminimum: 

o Assessment of the Member to determine i f the individual isacandidate for case 
management, 

o interface with the treating physicians and hospital staff in the development and 
implementation ofatreatment plan, 

o Timely identification ofpossible alternative services to facilitate early discharge or 
present hospitalization, 

o Coordination and authorization of the delivery of medical services and follow-up 
care, 

o Linkage ofthe Memberwith community resources, 
o Support ofthe Member, family and̂ or caregiver, and, 
^ Continued monitoring, assessment, and evaluation to ensure continued well being. 

The case manager will follow the Member and continue authorizing any additional services 
needed, i f benefits are available, including skilled nursing services, hospice, durable 
medical equipment,etc.,and encourage the Member tofbllow the established treatment 
plan. 

Throughout the process, the case manager will mamtain contact with the Member and̂ or 
their caregiver and the benefits department to assure that all parties are knowledgeable of 
the coverage that will be available fbrrequested alternative services. 

ft is expected that the Contractor will identic Members through automated algorithms that 
consider information obtained through theUtilization Management and claims payment 
processes. Members may haveahistory of repeat hospital admissions, high utilization of 
medical outpatient services, potential quality of care issues, or an indication of multiple 
providers ofservices that appearto lack coordination. 

Upon notification andBor identification ofapotential high cost situation, the Contractor is 
required to evaluate the diagnoses and procedures to determine if they fall into the case 
management profile ofillness, injury or cost. 

Prior to the discharge ofaMember from an acute care or rehabilitation facility,or in lieu of 
a hospital admission, case management will coordinate with the Members attending 
physician and the alternative medical care provider. 

45 



The Contactor will inform the app^ 
reeommended and approved Services that are not covered under the Memhê s benefit 
plan will not he authorized hythe case manager. 

Case management will include the review and evaluation of all requests for home health 
services and an authorization concerning the medical necessity of the proposed services 
based on the clinical data provided hythe attending physician. Home health services are to 
be recommended, authorized and approved only when the services are provided in lieu of 
hospitalization and must be covered services under the Members benefit plan. When the 
Contractor has completed its review of the proposed alternative services,the Contractor 
will inform the appropriate parties in writing ofthe dates and modality of treatment. Ifthe 
Member receives alternative services longer than originally recommended in the treatment 
plan, the Contractorwill evaluate additional services to determine ifthey are appropriate. 

^ TheremaybealimitednumberofsituationswheretheBoardidentifiesMemberswhoare 
incurring high dollar claims but have failed to pre-certify their care. It is expected that the 
Contractor will accept referrals to case management directly from the Board when these 
Members are identified. Provideatoll-freeUM department telephone number available to 
providers ataminimum from 8:00 a.m. to ̂ OOp.m. Central Time, Mondaythrough Friday, 
and an afrer-hours answering service capable of collecting caller infbrmation,withaf^M 
staff member "on-call" to respond to after hour calls seven^daysaweek. 

k) The UM department telephone line should be staffed with adequate and qualified service 
representatives toaccommodate 90^ ofcallsbeing answered within 30 seconds anda 
delay ofno greater than tl̂ ee (3) minutes hold time. The average abandonment rate should 
be no greaterthan ^.TheContractorwill be required to provide system generatedreports 
thattrackthedaily availabilityof telephone service, the monthly telephoneanswering 
speed, themonthlyaverageon-holdtimeandtheaverage monthly abandonment rates 
exclusively for CHfF Members. 

1) The Contractor should be willing to perform post-acute discharge outreach calls assuring 
patient̂ family understanding oftreatment plan, to assess for additional discharge needs and 
to encourage compliance with prescribed follow-up care. 

m) Produce quarterly reports, with an annual summary detailing the activity under the 
utilization management program including the number, type, e.g. medical, surgical, 
psychiatriĉ substance abuse, and length of stay data for inpatient admissions, the numbers 
and type of any other service subject to pre-certification or prior authorization, and the 
number and type of cases referred for case management services and effectiveness of case 
management intervention. 

n) The Contractor should be willing to commit toperfbrmance goals based onprogram 
impact, e.g. retum-on-investment based on mutually agreed upon calculations 

4.1^3 Prohibition Against Assessing Financial Penalties or Balance Billing of Members for 
Non compliance With Utilization Management Requirements 

Itistheresponsibilityof the Contractor to ensure that utilization management procedures are 
initiated and adhered to by both network providers and non-participating providers towhoma 
Member is referred by the Contractor. There shall be no financial penalties or balance billing of 
the Member or his/her family for: 
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a) The cost of any medical expense received from 
pn^viders to whom the Member is referred hyd^e Contractor due to the taiinre on the part 
of such provider to comply with the utilization management program. 

h) For emergency medical care received through a network or a non-participating 
provider. 

Furthermore, it is the Contractor's obligation to ensure that network providers and non-
participating providers to whomaMember is referred by the Contractor are aware of the extent of 
coverage^enefrts payable including the exclusions and limitations under the Benefit Flan, the use 
ofnetwork providers when possible and appropriate,andthe consequences tothe provider for 
failure to complywith the utilizationmanagementprogram. 

4.16 ToflFree Nurse Triage HodioeTelephone Services 

The Contractor must maintainatoll-free nurse triage hotline telephone service. While the Contractor's 
regular Member services department will not be required to operate afrer regular business hours, the nurse 
triage telephone se^ces must be staffed twenty-four (24) hoursaday^seven^daysaweek with licensed 
health care professionals to respond to Member calls. 

The nurse triage telephone service is to include the following: 

a) Astaffoflicensed nurses to respond to incoming calls, who are trained to assess the nature 
of thecaller'ssituation, provide appropriate medical information and advise Members how 
to obtain care after hours and on weekends. The nurses must be familiar with the 
availability ofbenefrts under the Flan as well as any utilization management and service 
delivery requirements. Thetelephone staff must directMemberstonetwork providers 
unless network providers are not available or accessible inwhich case the staff should 
follow the Contractor's utilization management^referralprotocolstoassistMembersin 
obtaining prompt medical care. The telephonestaff must maintainacurrent network 
provider directory for reference to assist Members with provider selection. 

b) Assist the participant andBor caregiver in understanding the diagnosis and treatment 
options, finding providers within a network, i f applicable and identifying potential 
alternatives for treatment. 

c) Provide necessarytranslation assistance, including the provision ofT^l^ommunication 
devices for the Oeaf(TOO)to assist Members with special needs. 

d) Oocumentcallsincludingthenatureofthemedicalconditionandtheoutcomeofthe 
consultation. 

e) Utilize current nationally accepted triage criteria^algorithm to ensure consistency in 
decisionmaking. 

f) Qualified physician resources should be available to assist the nurse triage staff in the 
resolution of critical^complex issues. 

g) A telephone system staffed with adequate and qualified service representatives to 
accommodate of calls being answered within 30 seconds andadelay of no greater 
than three (3) minutes hold time to speakwithatriage nurse. The average abandonment 
rate should be no greater than 5^. The Contractor will be required to provide system 
generated reports that track the daily availability of telephone service, the monthly 
telephone answering speed, the monthly average on hold time and the average monthly 
abandonment rates exclusively for CfffF. 
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h) Provide a warm transfer of eaters to the member services department during the 
Contractors normal business hours. 

i) Produce quarterly reports,with an annual sun^ary detailing ataminimum the number of 
calls, the nature ofthe calls, and the type ofassistance provided by the nurse triage service. 

4.17 disease Management Program 

a) The Contractor must implementadisease management program for the CHIP population 
addressingat least pharmacy, asthma anddiabetes. TheContractormustresearchthe 
available medical and prescription drug claims data to identify children with such diseases, 
identify which Members maynot be compliant with recommended treatment protocols, and 
developaprogram to bring those childrenincompliance with treatment protocols. 

b) disease management components must include: 
ĉ  Population identification processes including but not limited to predictive modeling 

and stratification capabilities, 
o Evidence based practice guidelines, 
o Collaborative practice models to include physician and support service providers, 
o Patient self̂ management education (may include primary prevention, behavior 

modification programs, and complianceBsurveillance), and 
o Process and outcomes measurement, evaluation, and management, 
o Routine reporting f̂eedback loop (may include communication with patient, 

physician, health plan and ancillaryproviders, and practice profiling). 

c) The Contractormustprovide quarterly utilization reports detailing the activityunder the 
disease management program including the number of children by type of disease, typesof 
intervention activities. The Contractor must also produce an annual summary report that 
indicates utilization and savings. 

d) The Contractor must be willing to commit to performance goals based on program impact, 
e.g. retum-on investment based on mutually agreed upon calculations. 
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^ Grievance Appeal Procedures 
^orFu însured Proposed 

^.1 Crievance Appeal Procedures In Cener^ 

The Contractor must establish procedures for receiving and responding to 
providers.The procedures must he designed to resolve Crievances as rapidly as possihle,while protecting 
the rights and interests of the parties. Ataminimum,the procedures must conform to requirements in 
federal regulations at42CPR457.1100et seq.,must comply with provisions in Article^Appeals and 
Crievances of the State Cluldren'sHealth insurance Program Rules and Regulations, and must adhere to 
procedures and timelines outlined in this Section of the RPP. 

The Contractor must publish its Crievance Appeal Procedures, including timeframes for each step of the 
review process, in its Member handbooks and in informational material shared with its network provided 

The Contractor's Crievance procedures must providefbrathree-stepappealprocess. Steponeinthe 
process is consideredaCrievanceReview.Step two is consideredaCrievance Reconsideration. Step three 
isaCrievance Review by an independent external review organization.The Contractor mustalso utilize 
the expertise of its designated independent external review organization for any expedited review where a 
denial has been proposed by Contractor staff. 

The Contractor's standardCrievanceproceduresmustprovidefbrcompletionoftheentirethree-step 
process witl^n ninety (90) calendar days and completion of expedited reviews within seventy-two (72) 
hours. Upon Memberrequest and Contractor agreement, these timeframes may be extended. 

.̂2 Step One Review grievance Review 

An individual (Member,lns^er representative oraprovider) may initiate the Crievance Review process 
tlu^oughthefilingofeither an oralor written Crievance within 45 calendar days of the incident, f f a 
Crievance is filed orally, the Contractor'sMember services staff must obtain and document all pertinent 
information and promptly send documentation in writing to the Contractor's designated Crievance 
coordinator, ff aCrievance is filed in writing, it must be referredupon receipt to the Contractor's 
Crievance coordinator. 

If the Crievance involves anurgent or emergency medicalsituadon such that anexpedited review is 
appropriate, itmustbe immediately referredto adesignatedContractor representative. Theprocess 
explainedmSection^,below,mustbe followed. 

The Contractor's Crievance coordinator must thoroughly investigate each Crievance using applicable 
statutory, regulatory and contractual provisions, as well as the Contractor'swritten policies. All pertine 
facts must be collected during the investigation through telephone or face-to-face contact.The Contractor 
is encouragedto resolve Crievances at this level,toinclude the Contractor's Medical director for all 
medical andBor quality of care issues, and,with Member approval where required, to include any other 
party that may assist in resolution ofthe Crievance. 
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Notice 

^authorized representative ofthe 
the Crievance, prepare and send a notice hy first class mail to the individual that filed the 
Crievance. Such noticeshallhewritteninamanner that is easily understood andthat isnot 
misleading or confitsing.The notice must include the tbllowingintbrrnation: 

a) The name(s),title(s)andqualit^ngcredential(s) of the Contractor statf participating in the 
step one Crievance Review process; 

h) ^statement of the Crievance coordinator'sunderstanding ofthe Crievance; 

c) The coordinator's decision in clear terms and the Contract hasis or medical rationale in 
sutficient detail; 

d) Areterence to the evidence or documentation used as the hasis tor the decision; and 

e) I f the decision isadenial,aclear description of the individual'sright to and the process 
required tor further review. 

The notice shall explain that, i f the individual is dissatisfied with the decision,astep two review 
request(aCrievanceReconsideration)mayhesuhmitted.The notice shall state that such request 
must he in writing, where the request must he delivered or mailed, the date hywhicharequest must 
he received to he timely, with such date heing fifteen (15) calendar days fiom the date the notice is 
sent, and the timefiame within which the individual may expectaresponse.The notice shall also 
explain that additional documentation may he submitted with the request for consideration. 

^ 2 Exception 

Upon Member request, and for hothalegitimate reason andareasonahle period, the fifteen (15) 
calendar day timefiamereferenced inthis sectionfbr steponereviewmay beextended. The 
Member must be informed that an extension of the timefiame for this step could also extend the 
total Crievance Appeal process timefiame to more than 90 days. 

.̂3 StepTwo Review Crievance Reconsideration 

Upon receipt ofasteptworeview request (aCrievanceReconsideration),theContractor'sCrievance 
coordinator shall determine i f the request was submitted witlun the required timeframe, i.ê , whether the 
request was postmarked within fifteen (15) calendar days of the Contractor's issuance of the step one 
notice. The timeliness, or lack thereof shall be noted on the request. 

frrespectiveofwhethertherequestwasreceived withinthe required timeframe, therequestandany 
additional documentationshall bepackaged, withthe file fiom the steponereview, andgivento a 
designated Confractor representative atahigher level than the Crievance coordinator, e.g.,the Crievance 
coordinator'ssupervisor. 

ifthe step two review request was not submitted within the requiredtimeframe, the designated step two 
reviewer must determine i f an adequate explanation for its lack of timeliness exists such that an exception 
should be granted and the request reviewed. 

An example of an adequate explanation might beaMember'sinability to respond inatimely manner due 
to an acute medical episode; another example might beadelay in delivery of the step one notice due to an 
incorrect address on it. 
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If the step two reviewer determines t h a t t h e ^ 
that an exception to the timeliness requirements i s ^ 
Seetion^.l 

Foratimeiy step two review request, or an untimely one Ibr which an exception has heengranted, the step 
two reviewer must thoroughly review the step one documentation and notice as weii as the step two review 
request and any additional documentation submitted with it. Aii pertinent facts must he collected during 
the review through telephone or tace-to-tace contact. 

^ B i Notice 

The step two reviewer or another authorized representative of the Contractor as appropriate shaii, 
within titteen (15) calendar days of receiving the step tworeviewrequest,prepare and senda 
nodce by tirstciassmaii to the individual that submitted the request. Such notice shaii be written in 
amanner that is easily understoodand that is not misleading or contusing. The notice must include 
the tbiiowing information: 

a) The name(s),titie(s)andquaiit^ngcredentiai(s) ofthe Contractor statf participating in th^ 
step two Crievance Reconsideration process; 

b) ^statement of the step two reviewer'sunderstanding ofthe Crievance; 

c) Thereviewer's decision inciear terms andtheContractbasis ormedicairationaiein 
sufticientdetaii; 

d) Areterence to the evidence or documentation used as the basis tbrthe decision; and 

e) i f the decision isadeniai,aciear description of the individuaPsright to andthe process 
required tor turther review. 

Ahoticeofatimeiiness denial must include the date the step one noticewas mailed, the date the 
step two review request was received, and an explanation of the required timeframe.The notice 
must also advise that timeliness denials by the Contractor are not subject to review by an 
independent externaireview organization and inciudeadescriptionof the individuaPsright to 
pursue the matter inacourt of appropriate jurisdiction. 

The nodce shaii explain that, tor other than timehness denials, i f the individual is dissatisfied wit^ 
the decision,astep three review request (Crievance Review by an independent external review 
organization) may be emitted. The.notice shaii state that such request must he in writing, where 
the request must be delivered or mailed, the date by whicharequest must be received to be timely, 
with such date being fifieen (15) calendar days fiom the date the notice is sent, and the timefiame 
within whichtheindividuai may expectaresponse. Thenotice shaii also expiainthatthe 
individual may submit additional documentation with the request tor consideration and that 
submission ofastep three request authorizes the Contractor to share protected health information 
with an independent external review organization. 

Exception 

Upon Member request, and tor bothaiegitimate reason andareasonabie period, the fifteen (15) 
caiendarday timefiamereferenced inthissection for steptworeviewmaybeextended. The 
Member must be informed that an extension of the timefiame for this step couidaiso extend the 
total Crievance Appeal process timefiame to more than 90 days. 
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.̂4 Step Three Review^Crieyaoce Review by Indepe^^ 

Upon receipt ofastep three review request (a Orievanee Review by an independents 
organizations the Contraetor'sOrievanee coordinator shaii detern̂ ne if the request was submit 
the required tunefrarne,i.e^whether the request was postmarked within fifteen (15) calendar days of the 
Contractor'sissuance ofthe step two notice.The timeliness, or lack thereof, shaii be noted on the request. 

h êspective of whether the request was receivedwithintherequiredtimefiame,the request and any 
additional documentation shall be packaged, with the file fiom the step one and step two reviews, and 
given to a designated Contractor representative at a higher level than the Contractor's Crievance 
coordinator and otherthan the step two reviewer. 

If the step tlû ee review request was not submitted within the required time frame, the step three reviewer 
must determine ifan adequate explanation tor its lack oftimeliness exists such that an exception should be 
granted and the request reviewed. An example of an adequate explanation might beaMember'sinability to 
respond inatimely manner due to an acute medical episode; another example might beadelay in delivery 
ofthe step two notice due to an incorrect address on it. 

If the step tl̂ ee reviewer determines that the request was not subn t̂ted within the required timefiame and 
that an exception to the timeliness requirements is not appropriate,anotice must be issued as specified in 
Section 

Foratimely step three review request, or an untimely one tor which an exception has beengranted, the 
step three reviewer must thoroughly review the files associated with steps one and two as well as the step 
threereviewrequestandany additionaldocumentationsubmittedwithit. Allpertinent tacts mustbe 
collected during the review through telephone or tace-to-tace contact. 

Independent External Review Organization Process 

i f the step three reviewer determines thatadenial of the review request is appropriate tor reasons 
other than timeliness, the reviewer shall,within ten (10) calendar days of the Contractor'sreceipt 
ofthe step three review request, submit all pertinent documentation relating to contractual 
determinations to the Contractor's legal department tor finaldetermination. TheContractorwill 
refer the medical determinations to the Contractor's designated independent external review 
organization. Such documentation shall include: 

a) All files associated withthe step one, step two and step three Crievancereviewsby 
Contractor staff, including all documentation assembled during the reviews; 

b) The Member'spertinentmedical records; 

c) The attendingphysician'srecommendations; 

d) Consulting reports from appropriate health care professionals; 

e) Cther documents submitted bythe Member, his/her representative, oraprovider; 

f) Any applicable generally accepted practice guidelines, including those developed by the 
federal government, national or professional medical societies, boards or associations; and 

g) Any applicable clinical review criteria developed and̂ or used by the Contractor. 

The independent external review organization must thoroughly review all documentation provided 
by the Contractor and makeafinal determination regarding the Crievance. Such review and written 

52 



notice to the Contactor shall be complex 
to theContractorshall Identify the quallfyingcredentialsof the person(s)partlclpatinglnthe 
review and thoroughly explain the hasls for the tinal determination. 

The decision ofthe Independent external review organization shall he binding on the Contractor. 

Notice 

The deslgnated Contractor representative or another authorized representative of the Contractor as 
approprlateshall, wlthlnthlrty (30) calendar days of receiving the step threerevlewrequest, 
prepare and sendanotice by first class mallto the Individual that submitted the request. Such 
notice shall be wrlttenmamanner that Is easllyunderstood and thatl^ 
The notice must Include the following Information: 

a) The name(s t̂itle(s) and quailing credential(s) of the Contractor staff partlclpatinglnthe 
step three Crievance review process; 

b) ^statement of the step three reviewer'sunderstanding ofthe Crievance; 

c) Thereviewer'sdecisioninclear terms andtheContractbasisor medical rationale in 
sufficient detail; 

d) Areference to the evidence or documentation used as the basis for the decision; and 

e) Acopy of the finaldetermination notice received from the independent external review 
organization. 

f) ff the final decision isadenial,aclear description of the individual'sright to pursue the 
matter inacourt of appropriate jurisdiction. 

i f the tinal determination of the independent external review organization overturnsadenial by the 
Contractor'sstep three reviewer, the notice must clearly state this fact. 

Anoticeofatimeliness denial must include the date the step two notice was mailed, the date the 
step three review request was received, and an explanation of the required timeframe.The notice 
must also include a description ofthe individual's right to pursue the matter in a court of 
appropriate jurisdiction.Timelinessdenialsby the Contractor are not subject toreviewby the 
independent external review organization. 

^4.3 Exception 

Upon Member request,and for bothalegitimate reason and reasonable period, the thirty (30) 
calendar day timeframe referenced in this section for step three review may be extended.The 
Member must be informed that an extension of the timeframe for this step could also extend the 
total Crievance Appeal process timeframe to more than 90 days. 

^ Expedited Review 

The Contractor shall establish written procedures for the expedited review ofaCrievance involving an 
urgent or emergency medical situation.This process shall also include all requests concerning admission, 
availability of care,continued stay or health care servicesfbr Members who have received emergency 
services but have not been discharged fromafacility.The Contractor must utilizethe expertise of its 
designated independent external review organization for any expedited review whereadenial has been 
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proposed by Contactor staff andinanyo^ 
review is necessary and appropriate. 

^request for an expedited review may be submitted oraiiyb^ 
provider acting ontbe Member's bebaiftoaMember services or provider services representative of tbe 
Contractor.Tbe Contractor representative accepting tbe request sbaii advise tbecaiier of tbe requirement 
for external review and obtain verbal authorization for release of requisite protected beaitb information. 
The expedited review procedures are intended to supplant the Crievance Appeal Procedures in Sections 
^ tb rougb^of tb i sRPP 

fn an expedited review,all necessary information, including the Contractor'sdecision, shall be transmitted 
between the Contractor, the independent external review organization, the Member, his/her representative 
and̂ or the provider bytelephone, facsimile orthe most expeditious method available. 

Notice 

The Contractor shall, after consulting with its designated independent external review organization, 
make a decision and notify the Member and his/her representative as expeditiously as the 
Member'smedical condition requires, but in no event more than seventy-two (72) hours after the 
review is requested.The Contractor shall provide written confirmation of its decision concerning 
an expedited review within two (2) working days of providing notification of that decision, i f the 
initial notification was not in writing. 

The notice issued by the Contractor following an expedited review shall be written inamannerthat 
can be easily understood and that is not misleading or confusing.The notice must include the 
following information: 

a) The name(s),title(s)andqualif^ngcredential(s)of the Contractor staff participating in the 
expeditedreview process; 

b) The qualifying credentials of any independent external review organization staff 
participating in the review; 

c) Astatement ofthe Contractor'sunderstanding of the issue; 

d) The Contractor's decision inciear terms andthe Contract basis or medical rationale in 
sufficient detail; 

e) Areference to the evidence or documentation used as the basis forthe decision; and 

f) If the decision isadenial,aclear description of the individual'sright to pursue the matter 
inacourt of appropriate jurisdiction. 

^ . 2 Exception 

Upon Member request, and for bothalegitimate reason andareasonable period, the seventytwo 
(72) hours timeframe referenced in this Section may be extended by up to fourteen (14) calendar 
days. 
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^6 Independent Ex^oa l Review Qrgao^atioo Requirement 

TheContraetor shaiiretainthe services of an independent externairevieworganizatioutoreviewaii 
adverse determinations as part ofd^e step tiû ee review process, tor any expedited reviews and tor any other 
medicai reviews where external review is heiieved necessary and appropriate. At a minimum, the 
independent external review organization must: 

a) Establish and maintain written policies and procedures that govern all aspects of standard 
and expedited review processes, which include procedures to ensure reviews are conducted 
within the specified timeframes; 

h) Provideatoll free telephoneservice capable of receiving information onatwentytbur (24) 
hoursper day, seven(7)days aweekbasis, that is capable of accepting,recordingor 
providing appropriate instructions to incoming callers during other than normal business 
hours; and 

c) Use qualified and impartial clinical peer reviewers who are skilled in the subject of the 
external review.Clinicalpeerreviewers must be: 

1) Currently licensed; 

2) ffoldacurrent certification byarecogniz:ed American medical specialty board in 
the area or areas appropriate to the subject ofthe external review; and 

3) Knowledgeable about the recommended healthcare services or treatment through 
actual clinical experience. 

Neither the independent external review organization nor the clinical peer reviewer assignedby the 
organization to conduct an external review may haveamaterial, professional, f ^ i l i a l or financial interest 
with the Confractor, the provider or facility wl^ch is recon^ending the health care services or freatment 
that is the subject ofthe external review. Neither may the assigned clinical peer reviewer have a 
professional or fa^l ial interest with the Memberfbrwhom the review is being conducted. 

The designation of an independent external review organization is subject to advance approval by the 
Board. Said approval will not be umeasonably withheld i f i t is shown to the satisfaction ofthe Board that 
all ofthe above requirements have beenmet. 

.̂7 grievance Registers 

The Contractor must maintain written registers documenting Crievances that contain the following 
information for each step in the review process: 

a) Name ofthe Member fbrwhom the Crievance was filed; 

b) Ageneral description of the issue; 

c) Oate received; 

d) Oate of review; 

e) Resolution; 

f) Oateofnotice to the Member; and 

g) determination by independent external review organization, if applicable. 
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D ^ C B ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ 4 ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ 

Crievances that proceed through muhi^ 
entire Crievance process is easdy identified. 

The Crievance Registers shaii he maintained inamanner that is reasonahiyciear and accessible to the 
Board for review and shall he provided to the Board for inspection upon request.The registers shaii he 
maintained hythe Contractor for the length of the Contract and transferred to the Board upon termination 
ofthe Contract. 
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^ Appeal Pro^ss 
^ForS^^ured Propose 

The Contactor must e^bhshprocedu^^receiving and res^^ 
providers.The procedures must he designed to resolve grievances as rapids 
the rights and interests of the parties. Ataminimum^the procedures must conform to requirements in 
federal regulations at 42 CFR457Ti00et seq, and must adhere to procedures and timelines outlined in 
this Section ofthe RFP. 

The Contractor must puhlishits Appeal Procedures,includingtimeframesfbr each step of the review 
process, in its Memher handbooks and in informational material shared with its network providers. 

ffaparticipant believes that claims administrator incorrectly denied all or part ofaclaim, he has the right 
to obtainafull and fair review. Arequestfbrareview must be made in writing to the claims administrator. 

The participant has 60 days to request a review after receiving notice of denial from the claims 
administrator. If the pariicipant fails to requestareview within this timeframe,the right toreview is 
forfeited. 

After the claim has been reviewed, ifbenefits are again denied, the decision will be sent to the participant 
in writing. The letter will include the reason(s) why benefits are denied,with reference to the Plan 
provisions on which the decision is based. 

ff^ after following the appeal procedure described above, the participant still disagrees with the 
determination, a final appeal may be submitted in writing to the department of Finance and 
Administration,Cffice of insurance within 30 days of the second denial. The request to the Cfficeof 
insurance must includeacopy of the claims administrator'sreview decision and all information pertinent 
tothe claim. The decision of theStatefnsurance Administrator withtheOepartmentof Finance and 
Administration, Office oflnsurance is final and concludes all administrative levels of appeal. 

Failure to requestareviewwitl^n the above referenced time frames and in accordance with the procedures 
will result in the participant'srightto an appeal and rights to sue being forfeited. 
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^ E n ^ m ^ a n d E ^ i b ^ 

7.1 general Information on Enr^ment 

The State ofMississippi division ofMedicaid(OOM)^a^^ 
Chiidren'sHeaith^suraneePro^^ 
for those ehiidren determined eiigihie. 

Ajointappiieation form is utilized hyhoth CHIP and Medicaid appiieants. fn the future, if an application 
form is specifically designed for CHfP,theContractorwill he expected to suhmit suggestions on t̂ ^ 
ofthe application. Asample of the current application form is provided in AppendixKof this RPP. 

TheContractorwill accept calls from persons inquiring ahout the Children'sHealth Insurance Program and 
will send applications, along with information describing the Program, to those wishing to apply for C H ^ 
The Contractor may also direct individuals to the online application available on the OCM website and 
instruct the familyto forward the application to the appropriate OCM office. 

Note: The benefit and eligibility strueture of the program has essentially remained the same since 
2000. The passage of the Children^ Health Insurance Program Reauthorization Act 2009 (H.R. 2) 
inFebruary allows states to modify benefit and eligibility^ however Mississippi has made no changes 
asofthedateofthereleaseofthisRPP. 

7.2 Eligibility determination 

Cluldren qualify for CHIP coverage based on family income and age as determined by the division of 
Medicaid, provided such children have no creditable health coverage at the date of application. Anewbom 
child inaf^mily with annual income above 185^ of the PPL, applying for CHfP eligibility within^! days 
ofbirth,will not be subject to review of creditable health coverage, ff eligible, the newbom'seffective 
date ofcoverage will be the date ofbirth. 

A ês of Children Eligible for Covera^e Annual Eamilv Income 

Birth to 12 months l^to200^ofthePederalPovertyLevel(PPL) 

Ageslto5 l ^ t o 2 0 0 ^ o f P P L 

Ages6throughl8 100^to200^ofPPL 

OCM will transmit, at least weeldy,acomplete record on all newly eligible children to the Contractor, 
including the data elements listed in AppendixLoftlusRPP,as well as updatesfbr children already on 
file. Pile updates will include new adds, terminations (with termination reason codes), address changes, 
and other changes with effective dates. The Contractor will transmit file updates toOCMtoinclude 
effective date ofcoverage for new adds, address changes, and other changes with effective dates. 

The Contractor will determine the effective date of coverage (based on the effective date of eligibility as 
indicated by OCM) for the child and will transmit this date back to OCM on the next file update. Por 
cltildren whose eligibility is transn t̂ted to the Contractor on or before the 21^ ofamonth, the effective 
date ofcoverage underthe Benefit Plan will be the first day ofthe following month. 

In addition, for children whose eligibility is transmitted onasupplemental file to the Contractor on or 
before the tlurd (3^) day ofthe current benefit month, the effective date ofcoverage under the Benefit P ^ 
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will b e the f i ^ day o f t i ^ m o n ^ A f i e r t h e ^ d day ofthecu^entl^nefit godchi ldren whose 
ellglhlllty Is transmltied to the Contactor will have an efieetive date under the Benefit 
of the month allowing the month In which ellglhlhtywas transmitted 

There are two^exceptlons to the preceding rules. Tor newhom children applying tor coverage within^l 
days ofthe date ofhirdi, the etfective date ofcoverage will he the date ofhirth. Children whose coverage 
was denied or terminated due to agency error will he accepted hythe Contractor retroactive to the t i r s t ( l^ 
of the appropriate coverage month, not to exceed three^calendar months prior to the month in which 
eligihility was transmitted to the Contractor. Such additions will he limited to incidences of agency error 
tbrwhich there is no other legal means to provide coverage due the child. 

TheContractorwill provide to the parent̂ guardian of eachnewly added child the tbllowing: 

a) 10card(s^ 

h) ^provider directory; and 

c) A Memher handbook that detines covered health services, exclusions and limitations, 
precerdficationandudlization management requirements,and all responsibilities of the 
child'sparent^guardian relative to coverage underthe Benefit Plan. 

7.3 EligibilityPeriod 

ChildrendeterminedeligiblebyOClVl tbrCiilParecertifiedfi^raperiodoftwelve(12)monthsof 
coverage under the Benefit Plan. Achild will lose eligibility prior toexpiration of twelve (12) months in 
the tbllowing circumstances: 

a) The child becomes eligible tor Medicaid; 

b) The child no longer resides in Mississippi; 

c) The child dies; 

d) The child becomes nineteen years of age; or 

e) The child becomes covered under other creditable coverage. 

When OCM becomes aware of any of these events, OCM will transmitatermination of eligibilitydate to 
the Contractor, along withacode indicating the reason tor the termination,via the e l i g ^ 
update. Tern^ations of coverage, including ternunations due to death, will be efiective the last day of the 
month in which eligibility terminated. 

7.4 MedieaidEligihility 

h^ most cases, OCM will be the first to detern^nethatachild enrolled in CHiP has become eligibletbr 
Medicaid. The Contractor, however, may become aware thataMember may be eligible tor Medicaid in 
the event thataclaim is received withadiagnosis related to pregnancy. Because pregnant women with 
incomes up to 185 percent of PPTare eligible tor Medicaid, theMembermay likelyhavebecome 
Medicaid-eligible. in this event, the Contractor will notityOCM of the potential eligibility tor Medicaid, 
and OCM will determine ifintacttheMemberisMedicaid-eligible. 

The Contractor will provideareport to OCM of members withadiagnosis of pregnancy. The content of 
this report and the method and fiequencyof transmission w i l l l ^ determined jointly with OCM. if the 
Member is determined to be eligible tor Medicaid, OCM will transn^tatermination of eligibility 
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the Confracto^ along with the code i n d ^ ^ 
update. Coverage will continue until such time as the Confr̂ ^ 

7.̂  Effective ^ate of Coverage 

The date OCM transmits the Memher'seligihility information to the Contractor determines^ 
eflective date of coverage. Tor children whose eligihility is transmitted to the Contractor on or hefbre the 
21^ ofamonth, the eflective date of coverage under the Benefit Plan is the tirst day of the tbllowing 
month. 

in addition, tor children whose eligibility is transmitted onasupplemental file to the Contractor on or 
betbre the third day of the current benefit month, the etf^tive date of coverage under the Benefit Plan 
will be the first day of that month. Afier the third (3^) day ofthe current benefit month, children whose 
eligibility is transmitted to the Contractor will have an efiective date under the Benefit Plan ofthe first day 
ofthe month following the month in which eligibility was transmitted. 

There are two^exceptions to the preceding rules. Por newborn children applying tor coverage within^l 
days ofthe date ofbirfi^ the ettective date ofcoverage will be the date ofbirth. Children whose coverage 
was denied or terminated due to agency error will be accepted by the Contractor retroactive to the later of 
the first(l^ofthe appropriate coverage month orthe first(l^of the month preceding the month in which 
eligibility was transmitted to the Contractor. Such additions will be limited to incidences of agency error 
tor which there is no other legal means to provide coverage due the child. 

7.6 Enrollment Updates 

OCMwillprovideupdates to the Contractor on at least a weeldybasis viaelectronic media. The 
Contractorwill also transmitupdates to OCM via electronic media. 

OCM will transmit at least weeldy,acomplete record on all newly eligible children, including the data 
elements listed in AppendixLofthisRPP,as well as updates tor children already on file. Pile updates will 
include new adds, terminations of eligibility (with termination reason code), address changes, and other 
changes with etfective dates. The Contractor will transmit daily to OCM file updates to include 
Confirmation ofreceipt and disposition ofeach record received along with an error report of anyrecords in 
error. 

7.7 AnnualReDcertificationofEligibility 

Prior to the end ofachild'stwelve (12) month coverage period, OCM will sendaletter(with application 
tbrm attached) to the parent̂ guardian notifying them of their responsibility to re apply, including 
participation inatace-to-facemterview,tbr CHIP ^ 
the end ofthe coverage period. 

Por children determined meligible tor re-certificate 
termination ofeligibility date to the Contractor, along with the code indicating the reason tor tern^atio^^ 
via the eligibility^enrollment update. Por children determined to be eligible tor continuation of coverage 
under CHiP,anew twelve (12) month coverage period begins immediately tbllowing the end of the first 
period. The Contractor and OCM will periodically match tull eligibility files to reconcile any diflerences. 

Shouldachild be detern^ed eligible tor CHIP afier the child'stermination of coverage date, the child will 
be consideredanew eligible under CHiPandanew Member under the Benefit Plan. Theeflectivedateof 
coverage tbrthe new Member is subject to Section7.^BflectiveOate ofCoverage. 
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7.̂  Contracts En^mentRespon^mti^ 

7 Ponies and Procedures 

The Coutraetor must have written poheies and procedures for the fbfio 

a) Providing theMemher an LO. eard,aproviderdireetory, aMemherhandhook, anda 
ietter̂ uestionnaire regarding employer-sponsored health insurance, within live (5) 
business daysofreceipt of enrollment data from OOM.; 

h) Receiving and transmitting daily eligihility^enrollment updates from and toOOMor its 
fiscal intermediary; 

c) Providing a data file to OOM monthly at each hilling cycleBto he used for hilling 
reconciliation purposes; and 

d) Complying with all fffPAA privacy and security regulations including the security and 
safeguarding ofdocuments and data files. 

7^.2 Acceptance of Ail Enrolfees 

The Contractor must agree to accept all children determined eligible hyOCM regardless of the 
Member's race, edmicity, gender, sexual or affectional preference or orientation, age, religion, 
creed, color, national origins ancestry, disability, health status or need for health services as of the 
effective date ofcoverage. 

7^3 StatusChanges 
in the event the Contractor becomes aware thatamember may be covered under other creditable 
coverage, they will notify OCM of any available information. OCM will have the responsibility 
forinvestigatingandconcluding that such coverageactually exists. Asnecessary,OCMwill 
tern^nateeligibihtyusing the same mechanisn̂ process as any other termination eligibility. 

7.9 Hospitalizadon on Effective f̂ ate of Coverage 

The Contractor shall assume financial responsibility for Members who are hospitalized on the effective 
date of coverage, even ifthe Member is hospitalized inanon-network facility 

710 Termination of Coverage Effective l̂ ate 

The effectivedate of terminationofcoverageshallbethelastdayof the month inwhicheligibility 
terminated. OCM will transmit to the Contractorthe effective date oftermination of eligibility, albngwith 
the code indicating the reason for termination,via the eligibility^enrollment update. Por deceased children, 
the termination date will be the last day ofthe month in which the member deceased. 

7.11 Contractor Pinancial liability UntilTermination of Coverage 

TheContractor shallbe financially liable for covered healthservices, subject tothe Benefit Plan's 
provisions, incurred by Members until the Member'stermination of coverage effective date. 
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7.12 Commuolcatioos 

7.12.1 Ceoeral 

The Confrac^wi^suppori promos 
deludes allowmg the use of thelogoand name 
campaigns developed hythe State lor CHIT. 

The Contractor must suhmit ail communications materials to the Board for approval prior to use. 
Communications materials include brochures, leafiets, and presentation materials usedhy its 
representatives as well as any other materials mailed to, distributed or aimed at providers, 
Members, potential enrollees or employers. 

7.12.2 CommuoieafionsAefivifies 

The Contractor is required to conduct the following communications activities: 

a) develop and disseminateaprovidereducational̂ communications package that includesa 
general description ofhow the Benefit Plan works, including the Member'sresponsibilities, 
the provider responsibilities includingbilling requirements related tobalancebilling,a 
summary of available benefits,adescriptionofhow any general limitations and exclusions, 
how members access care, how to assist uninsured families with thecompletion and 
submission of the application for CHIP coverage, and the importance of enrolling 
uninsured children. The Contractor will be required to include State developed materials in 
the provider information package. The Contractor will work with the State in developing 
and implementingaplan to disseminate the provider communications material throughout 
the state. The Contractor will develop and disseminate to members, or member 
representatives, who inquire about educational literature that includesageneral description 
of how CHIP works, the member's responsibilities,asummary of the available benefits, 
information on how members access care and information on how to apply for coverage. 

b) develop and maintain an informational website, accessible to all Members and providers, 
whichincludesProgrambenefits,providerdirectories, appeals process, and Program access 
information. 

c) Have trained and qualified staff available to educate State and Community Based 
Crganization(CBCs) outreach staff on issues including, but not limited to, how the plan 
works, including the Member's responsibilities, the provider responsibilities including 
billing requirements related to balance billing, a summary of available benefits, a 
description of any general limitations and exclusions, information regarding the provider 
network, information on how to apply for coverage and other information for the member 
and his/her familyto make an informed decision about enrollmentinCHfP. 

d) Have trained and qualified staffavailable to represent and speak on behalf ofthe Contractor 
at enrollment drives, health fairs, and other community activities aimed at outreach, 
education and enrollment of uninsured children. 

e) The Contractor is required to have copies ofall communications materials available at 
any ofits local offices in Mississippi. 
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7 ^.3 Other Commutations Requirement 

a) Aii written eommunieations materials to he distributed to or aimed at Members or 
potential Members shaii be written atasixth grade or lower reading level. 

b) Communieations materials shall not be misleading and shall not be designed to contuse or 
misrepresent the Benefit Plan. Communications materials will be disapproved ifthe Board 
determines that the material is materially inaccurate, misleading or otherwise makes 
material misrepresentations. 

c) The Contractor shall not use the State'sor the Board'slogo or name or other identitying 
marks on anymaterial produced orissued without the prior written consent ofthe Board. 

in addition, the Contractor shall not use the name or logo of another State agency without 
the prior written consent of that agency. 

d) No report, graph, chart, picture, or other document produced and included in whole or in 
part under this Contract shall be the subject ofan application tor copyright on behalf of the 
Contractor. 

e) The Contractor shall not otter potential members material or financial rewards as an 
inducement to complete an application. 
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^ Provider ^et^or^ 

^ . l CeoeralRequ^emeo^ 

The Con^ac^mu^e^abhshandmaintainanetwork withsuffi^^ 
in geographieaiiy aeeessihieioeationsfbrthepopuiationstoheserved. TheConfraetor shouidaiiow 
Memhers free and open access to physicians and faeiiities from among the avaiiahiegro 
providers. 

The Contractor's provider network must have sufficient representation of aii types of providers,to the 
extent possihie, in order that aii the henefitŝ services required hy this PTT are avaiiahie to Members in̂  
timeiy manner, otherwise the Confractor must arrange for Members to utilize non-participating providers 
and must reimburse those providers the full negotiated cost of covered medical services rendered, less any 
applicable copayment requirements. When possible, the Contractor must negotiate discounts with approved 
out-ofDnetwork providers. 

Because of thelarge number of physicians and specialists needed to serve the covered population,the 
Contractor is not required to maintain specified Member to provider ratios. Members must be allowed to 
voluntarily elect to utilize any provider within the Contractor'snetwork regardless of the distance from 
their home. 

Network physicians should have staff privileges atanetwork hospital. 

.̂2 Physician Hospital and Cther Supportive Services 

^2.1 Primary Care Providers 

The Contractor must provide all Members adequateaccess(whichmay bethroughnetwork 
providers and ifnone available, though non-participating providers) to primary care physicians in 
the following specialties: 

a) Pamily Medicine 

b) Ceneral Medicine 

c) Pediatrics 

d) internal medicine 

^ 2 Specialty Care Providers 

The Contractor must provide adequate access (which may be through network providers and if 
none are available,through non-participating providers)fbr at least thefbllowing specialty and 
subspecialty areas: 

a) Allergy Bfmmunology 

b) Anesthesiology 

c) Cardiology 

d) dermatology 

e) Endocrinology 
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f) Gastroenterology 

g) Hematology/Oncology 

h) Infectious Diseases 

i) Medical Genetics 

j) Neurology 

k) Nephrology 

1) Neurosurgery 

m) Obstetrics and Gynecology 

n) Ophthalmology 

o) Orthopedic Surgery 

p) Otolaryngology 

q) Pathology 

r) Pediatric (Subspecialties) 

Cardiology 
Craniofacial 
Hematology/Oncology 
Nephrology 
Neonatal Medicine 
Endocrinology 
Neurosurgery 
Orthopedic Surgery 
Pulmonology 
Gastroenterology 
Intensive Critical Care 
Adolescent Medicine 
Urology 

s) Physical Medicine and Rehabilitation - Physiatrist 

t) Psychiatry 

u) Radiology 

v) Respiratory/ Pulmonary Medical Services 

w) Surgery (General) 

x) Surgery (Specialist) 

Cardiac/Thoracic 
Plastic 
Pediatric 
Vascular Surgery 

y) Chiropractic 
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z) Certified nurse practitione^nursemi^^ 

aa) Podiatry 

ah) Crai and maxiiiofaeiai surgery 

ae) Ceeupationai, speech and physieai therapists ^ 

ad) Psychologists, professional counselors and elinieaisoeiai workers 

ae) Audiologist 

at) Home health services, including home infusion therapy 

ag) Hospice service 

ah) Crthodics/prosthetics/DME services 

ai) Lahoratory,radiologyand other diagnostic services 

aj) Skilled nursing facilities 

ak) Dentists 

al) Optometrists 

am) Certified diahetes educators and dieticians 

^ 3 Hospital Ambu^orySurgic^Faci^ 
Re^deotial Treating o f M e n ^ H e ^ h ^ o r d ^ 

The Contactor must provideMembers with adequate access (which mayhethrough network 
providers and if none avaiiahie, through uon-participatiug providers) to hospitals capahie of 
fiu^ishiugatuii range of acute and tertiary services, including inpatient and emergency roo^ 
services, and to ambulatory surgical facilities, rehahilitation facilities and facilities^ 
treatment ofmental health disorders. 

^2.4 cental and Vision Providers 

TheContractor must provideMemhers with adequateaccess(whichmayhethrdugh network 
providers and if none available, through non-participating providers)to dentists tor preventive and 
diagnostic dental care and routine dental fillings. Tothe extent available, the Contractor should 
include pediatric dentistry in its dental network. 

The Contractormust also provide fbranetwork of ophthalmologists and optometrists to deliver 
vision services to Members. 

Pharmacy Services 

TheContractor shallprovideanetworkofretailpharmacies, including twenty-four (24)hour 
pharmacies for emergency services, through which Members receive covered prescription drugs 
Prescription drugs are to be provided throughaPharmacy Benefit Management (PBM) system that 
utilizes a computer terminal-based Point-ofDSale/Prospective Orug Utilization System 
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(POS^oOUR^ T h e C o n ^ ^ s h ^ b e ^ p ^ 
serviced 

TheContractor sha^utilizeaPBMsystemfbr processing payment 
services provided to Members. The PBM system shaii have the ibiiowing components: 

a) Biectroniceiigibiiitydeterminationatpoint-o^saie; 

b) Prospective review ofdrug therapy at point-of^saie; 

c) Retrospective dmgutiiization review; 

d) Provider/pharmacymannai; 

e) Management reports/financiaireports/disease management; and 

t) Pormniaryrebate/generic substitution subsystem; 

As per Section 83-^6 of the Mississippi Code, any pharmacy,iicensed without restrictions,which 
is quaiitied under the terms of the Benefit Pian and wiiiing to accept the ContractoBsBPBM's 
operating terms including, but not iimited to, its schedule of tees and covered expenses and quality 
standards, shall be allowed to participate in the Benefit Plan. 

Any tbrmulary rebates r^eived by the Contractor or its Subcontractors resulting fiom prescription 
drugs filled on behalf ofMembers must inureto the benefit of the Benefit Plan (ifPullylnsured) 
and must be remitted to the State (ifSel^sured), or must be tully reported in the annual year-end 
experience accounting. 

The Contractormay developapreterred drug list uhderthetbllowing circumstances: 

(1) the preterred drug list must be used in accordance with clinical guidelines; 

(2) thepreterred drug listmust cover all therapeutic classifications; 

(3) the Contractormust provide the preferred drug list to Members upon request; and 

(4) the Contractor must have written procedures tor the coverage of prescription drugs 
which arenot onthepreferred drug list whenprescribedby non-participating 
providers in the situations set tbrth in Seetion^ofthis RPP. 

i f the Contractor usesapreterred drug list, then the Contractor must provideabrand name drug 
exception process wherebyaMember or his/her representative may seek coverage tor brand name 
drugs, not otherwisecovered bythe Benefit Plan. 

The Contractor may substitute generic equivalent drugs wheneverasubstitution is considered both 
bio-equivalent and clinically efficacious, as allowed by law. 

The current plan ofbenefits does not includeamailorderprescription drug program. 
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.̂3 S ^ R ^ r r a l Requirement 

general 

Except for the instances described beiowmSeetions ^3.2 to the Cont^ 
Members to obtain authorization prior toreceivingnon-emergenc^non-primarycare services. 
Piease refer to AppendixAfbr situations in which prior-authorization is currentiy required. The 
Contractor must duplicate the current program approach. The Board reserves the right to approve 
the fist ofservices requiring precertification. 

^ 2 cental Services 

The Contractormust allow Members to self̂ refer to a networkof dentalproviders for non­
emergency dental services, subject to the Benefit Plan's standard utilization management 
mechanisms. 

^ 3 Vision Services 

The Contractor must allow Members to self̂ refer to any network ophthalmologist or optometrist 
for non-emergency refractive services, subject to the Contractor'sstandard utilization management 
mechanisms. 

^3.4 Pamily Planning Services 

TheContractor must allow adolescent Members to obtainfamily planning services fromany 
^ ^ ^ ^ ^ ^ ^ ^ ^ v ^ ^ . 

Immunizations 

The Contractor must allow Members to self̂ refer to any network primary care physician, school-
based clinic orthe health department to receive routine immunizations, fn accordance with Section 
4.̂  the only cost reimbursable to such provider is the fee to administerthe vaccine. 

TheContractor mustcooperate withthe StateOepartmentof Health inproviding the vaccine 
programtoparticipating providers and in identifying providers whohavebeen reimbursed lor 
administering the vaccine. 

.̂4 Network development in Border States 

The Contractor shall extend its provider network into border state areas or Subcontract for an out-of-state 
network in order to provideacomprehensive range of specialty care(e.g.,for specialists not available or 
fully accessible within the State of Mississippi) and to serve those Members who reside withinacloser 
proximity to health care services in border states than within Mississippi. 

Targeted areas for border state network development are: Memphis, Tennessee; Mobile, Alabama; 
Birmingham, Alabama; New Orleans, Louisiana; and Slidell, Louisiana. 
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^ precontracting Requirement with E^ential Community Providers 

The Contractor shaii meiude Essential Commumty Providers (ECPs)mits network. TheContractorshall 
contract with ECPs unless good taith negotiations tail, and mutually agreeable contract terms cannot he 
reached. B^yECP who is willing to accept the Contractor'soperating terms including, hut not limited to, 
its schedule ottees, covered expenses and utilization management requirements shall he allowed to 
participate asanetworkprovider.AlistingotECPs is attached hereto as AppendixMto this RPP. 

.̂6 Direct Contraetingwith School Clinics and SehoolBased Providers 

Certain school-hased clinics have lustorically provided preventive health care services tor children.T^ 
Contractor shall contract with school-hased providers and clinics unlessgoodtaith negotiations tail, and 
mutually agreeable Contract terms cannothereached. Anyqualitiedschool-basedprovider or clinic 
willing to accept theContractor'soperatingtermsincluding,but not hmitedto,its schedule of tees, 
covered expensesand utilization management requirements shall be allowed to participate asanetwork 
provider. 

^7 direct Contracting with Providers who Deliver Services to Children with Special Health Needs 

The Contractor shall coordinate with the Children'sMedical Program (CMP) of the State Department of 
Health tor the provision of specialized services for children with special health care needs. This does not 
preclude otherproviderstrom rendering treatment to these children. 

Members receiving services through the(CMP) are defined as children who are under the age ofl^years 
and whohavebeendiagnosedor are suspectedofhavingcertainchronicphysicalillnessesor serious 
disabilities which results in the significant limitation ofma^or lite tunctions and activities. 

CMP children require timely and ongoing care fiom providers who must have access to pediatric medical 
and surgical subspecialists and other developmentally appropriate health care services and support services 
ofappropriate duration, scope, planning and coordination of care. The otfers the delivery of cost-efiective 
comprehensive specialized services to children with special health needs. 

The Contractor is financially responsible tor covered medical services provided through the CMP. 

The Contractor shall contract with providers in the CMP unless good faith negotiations fail, and mutually 
agreeable Contract terms cannot be reached. The CMP must be willing to accept the Contractor'soperating 
terms including,but not limited to,its schedule of tees,covered expenses and utilization management 
requirements to participate asanetwork provider. 

The name, address and telephone number ofakey contact at the CMP is provided in AppendixNto this 
RPP 

^ direct Contracting with the University ofMississippi Medical Center 

The Contractor shall contract with the University ofMississippi Medical Center (T^M^C) physicians and 
hospital unless good taith negotiations tail, and mutually agreeable Contract terms cannot be reached. The 
UMMCmustbe willing to accept theContractor'soperatingterms including, butnot limited to, its 
schedule of tees, covered expenses and utilization management requirements to participate asanetwork 
provider in the Contractor. The name, address and telephone number ofakey contacts at UMMC is 
provided in AppendixDto this RPP. 
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Coordination with No^Partidpating Provide 

Use ofNon-Participating Providers 

The Contactor shaii notify and advise aii Members in writing ofthe provisions govern 
of nonDpartieipating providers. 

i f die ConfractoBsprovider network eannot deliver the covered medicai services required hy this 
RPP to any Member within the avaiiabiiity and access standards specified in this RPP, the 
Contractor shaii arrange, negotiateprices, andpay (insuredproduct) for such services tobe 
rendered by non-participating providers. The Member'sfmanciaiiiabihty for such services shaii 
be limited to the copayment amount the Member would have had to pay, i f any, hadanetwork 
provider rendered the services. The cost of the services rendered beyond the Member's financial 
liability shall be the Contractor'sfinancial responsibility in an insured product. Balance billing is 
prohibited. 

The Contractor shall have written policies and procedures describing how Members and providers 
can contact the Contractor to receive individual instruction, referral and/or prior authorization for 
covered medical services when the Member is inaservice area where network providers are not 
reasonably available or accessible, including instances where the Member is traveling outside the 
network'sservice area and needs care. The policies and procedures must be made available in an 
accessible and understandable format upon request. 

Por each specialty not represented in the provider network, the Contractor shall maintainalist of 
nonparticipatingproviders(at least t w o ^ p e r specialty), so that ifaMember or network provider 
contacts the Contractor forareferral for specialty care, there will be no delay in identifying an 
appropriate provider. 

f f a Member receives medically necessary non-emergency services from a non-participating 
provider and the Contractor has not authorized such services in advance,the Contractor is not 
financially liable for these services. The Contractor shall not be financially responsible to non-
participating providers for services that are not covered underthe Benefit Plan. 

The Contractor shall attempt to negotiate discounted fees for any non-participating provider, f f the 
Contractor desires to meet this requirement by Subcontracting with specialty companies or 
networks that provided this service, such Subcontracting is permissible 

^9.2 Emergency Medical Services 

The Contractor shall include provisions governing utilization and payment for emergency services 
received byaMember from non-participating providers, regardless of whether such emergency 
services are rendered within or outside the service area covered by the Benefit Plan. 

Emergency services must be available at all times and provided upon arrivalat the emergency 
room, or in the physician's office, f f the physician or emergency room staff determines that the 
condition is notan emergency medicalcondition,the member may be referred back to his/her 
physician for treatment after they are stabilized. All services rendered in the emergency room or 
physicians office must be paid by the Contractor inafully insured program or by the Board ina 
self^insured program. 
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Coverage ofemergency medical services s ^ 
die Contractor, but d̂ e Contractor may m c ^ 
of use of non-participating providersfbremergency services. Sucbnoticerequirementssbaii 
provide at ieasta48-bour time frame aflertbe emergency for notice to be given to tbe Contractor 
by tbe Member and/ortbe emergency provider. Utilization of and payments to non-participating 
providers may, at tbe Contractor's optionbe limited to tbe treatment of emergency medical 
conditions, including medically necessary servicesrenderedtotbeMemberuntilsucbtime as 
be/sbe can be safely transported toanetwork provider service location. 

Service Aecessibilify Standards 

^lO l Twenfy Four Hour Coverage 

Tbe Contractor sball provide coverage to Members ona24-bours-per-day,seven-days-per-week 
basis. Tbe Contractor must bave written policies and procedures describing bowMembers and 
providers can contact tbe Contractor to receive individual instruction or referral for treatment of an 
emergency or urgent medical problem and to receive instructions concerning bow to access 
benefits wben either in an area wbere network providers are not available and/or are not reasonably 
accessible. Tbe policies and procedures must be made available in an accessible and 
understandable format upon request. Direct contact witb qualified clinical staff must be made 
available to Members through a toll-free nurse triage hotline telephonenumber,pursuant to 
Secdon^ofthisRTP. 

^ l O ^ TravelBisfance 

The Contractor must agree, ataminimum, to make available to Members the opportunity to access 
network providers within the travel distances indicated below or must arrange/allow fbr care to be 
rendered by nonparticipating providers who are withinacloser proximity. 

Tor purposes of the following standards, the term urbar^suburban areas shall be defined asazip 
code withapopulation density ofl,000 or more persons per square mile andarural area shall be 
defined asazip code withapopulation density ofless than 1,000 or more persons per square mile, 
^current listing of urban/suburban and rural areas within Mississippi by zip code, as measured by 
the latestversionofCeoAccess software is provided in AppendixTofthis RTF. 

Maintaining Immnnizadon Schedules 

The Contractor will cooperate with the State Department ofHealth in matching CHfTeru^ollment data 
immunization records. The Board will provide the Contractor withareport detailing Member compliance 
with the recommended immunization schedules for Members. 

ft is the responsibility of the Contractor to develop and implement procedures to contact Members and 
their parents/guardians who have not complied with the recommended schedule by the Advisory 
Committee on Immunization Practices (AC1T) and to arrange appointments for such Members to receive 
required immunizations. 

^12 Nodficadon of Changes to the Contractors Provider Network 

The Contractor must providetotheBoardpromptwrittennotificationof any materialchangestothe 
composition ofits provider network. 
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^material change is defined as one that a^cts^ 
ahiiity to meet the provider network requirements as described in this RFP. The Contractor is required to 
provide advance written notification to the Board of planned material changes in the provider network 
hetbre the change process has hegun. 

Upon request of the Board, the Contractor shall provideacomplete list of all changes, i.e.^dditions and 
deletions,which have been made to the provider network since the date the provider directory was last 
printed. 

Second Opinion 

The Contractor shall have policies and procedures tor rendering second opinions by providers within the 
network, or by non-participating providers, if an appropriate network provider is not accessible or 
available,when requested byaMember. The Contractor is financially responsible tor costs related to 
second opinions (insured products), including prior approved referrals to non-participating providers. 

Mainstreaming 

Mainstreaming ofMembers into the health care delivery system is an important objective of CHIP. The 
Contractor must ensure that network providers do not intentionally segregate Members in any way fiom 
otherpersons receiving services.̂  

Prohibited discriminatory Practices 

The Contractor shall take affirmative action so that Members are provided covered services without regard 
to race, color, creed, sex, religion, national origin, ancestry,marital status, or physical or mental handicap, 
except where medically necessary. 

Contractor Payment to Providers 

The Contractor shall make payment for all covered medical services directly to network providers. The 
Contractor shall also make payment for all covered medical services directly to non-participating providers 
when the Contractor refers the Member fbrtreatment outside its provider network. 

With the exception of copayments, as specified in AppendixAof this RPP,under no circumstances shall 
the Contractor, any Subcontractor ofthe Contractor, any network provider or non-participating providerto 
whom the Contractor has referredaMember seek payment or reimbursement fiom the Member or his/her 
family for the cost of cohered medical services under the Benefit Plan. Balance billing of the Member by 
providers is prohibited. 
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^ Provider Serves 

9.1 Ceoeral 

Tbe Conh^ctor must s^ffaprovider services department to be operas 
bours(e^ 8:00 a.m. to 5:00 p.m. Central T ^ 
deal witbemergeneyprovider issues onatwenty-four (24) bonrs per day, seven^daysaweekbas^ Tbe 
Contractor must maintainaprovider service office witbin tbe State of Mississippi tbrougbout tbe term of 
tbe Contract. Provider services staffmust be proficient in: 

a) Assisting providers witb questions concerning Member eligibility status. 

b) Assisting providers witb prior autborization and referral procedures, including tbe use of 
non-participating providers. 

c) Assisting providers witb claims payment procedures for tbe coverage provided tbrougb tbe 
Contractor, including supplemental coverage and electronic submission of claims in 
accordance witbliiTAA 1301 standards. 

d) Handling provider complaints and Crievances. 

e) Educating providers as to tbeir responsibilities undertbe Benefit Plan. 

t) Educating providers as to covered medical services, excluded medical services and benefit 
limitations. 

g) Pacilitation of medical record transfer among providers as necessary. 

9.2 Provider Manuals 

Tbe Contractor sball develop, distribute, and maintain provider manuals. In addition, tbe Contractor will 
be expected to notify network providers of subsequent contract clarifications and procedural changes. 

It is desired tbat tbe providermanual include at least tbe following information: 

a) An introductionto tbe EenefitPlan wbicbexplains tbeContractor'sorganization and 
administrative structure. 

b) Adescription of tbe case management system and protocols. 

c) A description of covered medical services, excluded medical services and benefit 
limitations. 

d) Billing and encounter submission information, indicating wbicb form, (e.g., T1B92,HCPA 
1500)is tobe usedfbr services andwbicbfields/codes are required foraclaimto be 
considered acceptable by tbe Contractor or tbe necessary protocol and procedural 
information fbraprovider to submit claims electronically in accordance witbfffPAAEOf 
standards. 

e) Provider perfbrmanceexpectations, includingdisclosure of utilization management and 
quality assurance criteria and processes. 

f) Emergency room utilization(appropriate and non-appropriate use oftbeemergencyroom). 

g) Claim filing procedures (paper and electronic). 
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h) Acting ofkey contact and ̂ ephone numbers atthe Contract 

i) Prior andiorizationrequ^emen^ including rules fbr referrals^ 
non-pardeipating providers. 

^ How to registeraeomplaint or Grievance with tbe Contractor. 

9.3 Otber Requirements 

a) Tbe Contractor sball develop, implement and maintain Crievance/Appeal Procedures, 
pursuant to Seetion^orSeetion^oftbis RPP. 

b) Tbe Contractor sball not prohibit or otherwise restrictacoveredpbysician or otberbealtb 
care professionals from advisingaMember about their health situation or medical care or 
treatment tor the Member's condition or disease, regardless of whether benetits tor such 
care or treatment are provided under the Benefit Plan, if the professional is acting within 
his lawful scope of practice. 

c) The Contractor shall not prohibitanetwork provider from advocating on behalfof the 
Member within the utilization management or Crievance/Appeal processes estabhshed by 
the Contractor. 

d) The Contractor shall provide written notice ofaprovider'stermination from the network 
within twenty (20) working days of receipt or issuance ofanotice of termination to all 
Members who are patients seenonaregularbasisby the provider whose contract is 
tern^ating, irrespective of whether the termination was for cause or without cause. Such 
notice shall provide instructions to the Memberregardinghow to choose anotherprovider. 

e) The Contractor shall notify network providers of their responsibilities with respect to the 
Benefit Plan'sapplicableadmimstrative policies and programs, including but not limited to 
payment terms, utilization review, quality assessment and improvement programs, 
credentialing, CrievanceBAppeal Procedures, data reporting requirements and any 
applicable federal and state programs. 

f) Neither the Contractor nor any Subcontractor shall offer any inducement to any providers 
to provide less than standard quality medical care to Members than is medically necessary. 

g) The Contractor shall establish procedures fbrresolution of administrative, payment or other 
disputes between providers and the Contractor. 

h) The Contractor shall have provider telephone service staffed with adequate service 
representativestoaccommodate^O^oofcallsbeingansweredwithin 30 seconds anda 
delay ofno greater than three (3) minutes hold time. The average abandonment rate should 
be no greater than 5^. The Contractor will be required to provide system generated reports 
that track thedailyavailabilityof telephone service, the monthly telephoneanswering 
speed, the monthly average on-hold time and the average monthly abandonment rates. 
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I^^ember Serves 

l ^ l ^ o e ^ 

The Contactor must ^affaMember Services Oepartment to be operas 
hours (i.e., 8:00 a.m. to 5:00 p.m. Central Time, Monday through Friday 
encountered hy Members. For emergency services, the Contractor is required to maintainatoii-free nurse 
triage hotline telephone number for Members to call, pursuant to Section 4^6of this RTF. TheContractor 
must maintainaMember service office within the State ofMississippi throughout the term ofthe Contract. 
The Member services staffmust be proficient in: 

a) Explaining the provisions of the Benefit Flan and the procedures of the Contractor. 

b) Assisting Members in the selection ofanetworkphysician, hospital and other supportive 
services providers. 

c) Explaining Member rights and responsibilities. 

d) Explaining covered health services, excluded medical services, cost sharing requirements, 
and benefit limitations. 

e) Assisting Members in making appointments and obtaining services. 

f) Handling, recording and tracking Member complaints promptly. 

g) Handling, recording and tracking Member Crievances/Appeals in accordance with Section 
5orSection6ofthisRFF. 

10.2 Toll-Free Member ServlceTelephone Number 

The Contractor must maintainatoll-fiee Member services telephone line. The toll^fiee telephone number 
is the propertyof theBoard and shallbe transferred to theBoard inthe event the Contractwiththe 
Contractoristemunated. The Member service telephone linemustinclude the following features: 

a) Provide necessary translation assistance,including the provision fbrTelecommunication 
OevicesfbrtheOeaf(TOO). 

b) Be staffed by individuals trained in addressing the special needs of the covered population 
and be trained and familiar with the availability of benefits and service delivery 
requirements ofthe Benefit Flan. 

c) Be staffed to handle, record and track Member inquires, complaints and 
Crievances/Appealspromptly,pursuanttoSection^orSection6ofthisRFF. 

d) Be staffed with adequate servicerepresentativesto accommodate 90^ ofcallsbeing 
answered within 30 seconds andadelay of no greater than three (3) minutes hold time. 
The average abandonment rate should benogreaterthan 5^. 

The Contractor will be required to provide system generated reports that track the daily availability of 
telephone service,themontl^y telephone answeringspeed,the monthly average on-hold time and the 
average monthly abandonment rates. 
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10.3 Member Services Web^te and loteractive Voice Response System 

Tbe Contractor must have estabiisbed,etfectiv^ 
website and an iVR system to provide general Member services and associated pian information inciudi^^ 
tbe Member handbook, provider directories, any communication materials, and tbe process for accessing 
care. Added features may include secured participant demog^^ 

10.4 Education 

Tbe Contractor is strongly encouraged to develop and implement programs for education ofMembers and 
tbeir families. Topics ofeducationalinfbrmationmay include: 

a) Prenatal care; 

b) Immunizations and otberpreventive services; 

c) AfOSandfffV; 

d) Accessing network bealtb services; 

e) ffow to resolve problems with tbe Contractor (includingacomplaint or Crievance); 

f) Astbma and diabetes self^care; 

g) impact oflifestyles: ways to promote good bealtb; 

b) Tamilyplanning;and 

i) Ctbertopics as deemed necessary. 

Methods of dissemination may includebrochures, toll-free telephone health information, community 
meetings, one on-one or group meetings and other such methods. Consideration must be given to meeting 
the educational needs of non-English speaking Members, functionally illiterate Members, visually 
impaired Members, etc. All educational materials must be approved by the Board before distribution or 
use. 

The Contractor is encouraged to coordinate health educational materials,activities,and programs with 
public health entities, particularly as they relate to public health priorities and population-based 
interventions. 

The Contractor is strongly encouraged to implement effective Member education programs,which include 
health education programs focusing on the leading causes ofhospitalization, emergency room use, health 
initiatives, and disease management services that target high-risk population groups. 

10.^ Multilingual Services 

interpreter services shall be made available as necessary by telephone or in person to ensure that Members 
are able to communicate with the Contractor and providers. ifMembers who speakasingle language other 
than English asaprimary language, comprise more than two hundred (200) Members orten (10) percent of 
program membership(whichever is less)the Contractor must agree to make available general services and 
materials (i.e., Member handbook) in that language. Current enrollment by household language is included 
inAppendixOofthisRTP. 
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10.6 Member Identi^cation Cards 

Tbe Contraetor must issue an LO.eard to ̂  
data from OCM. Tbe eardsbaii not be overtiydiiferentindesigu from tbe eard issued to its eommereiaiiy 
euroiiedeiieuts. TbeLO. eardand/oraeeompauymginfbrmatioumustmeiudeatieasttbefbiiowmg 
irdbrmation: 

a) Member name and Member ideutifreation number; 

b) Efieetive date ofcoverage; 

e) Name of tbe Benefit Tian; 

d) Toii-free nurse triage/nurse triage teiepbone number and tbat tbe service is available 24 
boursaday^daysaweek; 

e) Telephone number tor Member services (if different); 

f) Telephone number fbrproviders to verify eligibility; 

g) instruction on obtaining prior authorization for use of non-participating providers, 
including telephone numberto call; 

h) instructions on what to do in an emergency; and 

i) Copayment requirements. 

10.7 Member Handbook 

The Contractor must issueahandbook to all new Members within five (5) days of receipt of enrollment 
data from OCM. Handbooks must be written atasixth grade or lower reading level, and must be approved 
by the Board before being printed. 

Member handbooks must contain at least the following information: 

a) Table ofcontents or index. 

b) Ageneral description ofhowtheBenefit Plan works, particularly with regard toMember 
responsibilities, appropriate utilization of services, cost sharing requirements, 
recertificationofeligibility process, and referral requirements for use of non-participating 
providers. 

c) AdescriptionoftheMemberssubjecttocbpaymentsandout-of-pocketmaximums,the 
amount of the copayments and out of^pocket maximums and the mechanism for Members 
to make copayment payments for required charges. 

d) Self^referral services. 

e) Adescription of all covered health services and anexplanation of any service limitations or 
exclusions fiom coverage andanotice stating that the Contractor will be liable for only 
those services authorised by the Contractor and how to access out-of^plan services, 
mcluding out-of-town care if applicable. 

f) Adescription ofMember services and how to contact the Member service department. 

g) Adescription of nurse triage services and how to contact the toll fiee telephone number. 
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h) Instmctionsonhowtofi^acomplamtorG^ 
description of the Grievance Appeal Procedures mcludingtheex^ma^ 
feature for all final adverse detemnnations. 

1) Instructions on what to do In an emergency orurgent medical situation. 

j) An explanation ofwhat the Memher should do Ifhe/she moves. 

k) Anexplanationthatcoverage will terminate atthe endoftheellglhllltyperiodlfthe 
Memherlsnotre-certlfied. 

1) Information on how to ohtaln educational materials descrihedmSeeffonfO^ ofthis RPP. 

fO.^ Provider directory 

The Contractor must Issueaprovlder directory to all new Members within five^days of enrollment data 
fiomOCM. The provider directory shall Include the names, telephone numbers and addresses/servlce sites 
ofprimary care physicians, specialists, hospitals and otherproviders available for selection. 

Provider directories are to be updated and reprinted at the end of any calendar year in which there has been 
amaterial change in the provider network. Revised provider directories are to be mailed to all Members 
within the first quarter ofthe calendar year in which thematerial change occurs. Amaterial change is 
defined as one that affects or can reasonably be foreseen to affect the Contractor's ability to meet the 
provider network requirements as described in this RPP. 

Member Sadsfaedon Surveys 

The Contractor must agree to conductasatisfaction survey though application ofaunifbrm instrument to 
arandomly selected sample of the Members prior to the end of each Contract year. The questionnaire 
should be designed to assess quality,accessibility, availability and continuity of care as well as the quality 
and effectiveness of communications between Members and the Contractor,e.g.,Member services and 
nurse triage services. The survey instrument may be the same one used by the Contractor to survey its 
general membership; however,the results of the survey for the CfffPMembers must be tabulated and 
reported to the Board, based exclusively on the responses of CfifP Members. The survey instrument and 
method used by the Contractor are subject to the advance approval ofthe Board. The survey results must 
be submitted to the Board no laterthanMarch^l^fbllowing the end of each Contract year. 
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11. Administrative and Management Information Systems 

11.1 General 

The Contractor shall maintain administrative and management information systems that will provide 
support for all functions of CHIP processes and procedures relative to the flow and use of data by the 
Contractor. The Contractor shall maintain an automated management information system (MIS) with 
sufficient capacity and functionality to administer the Children's Health Insurance Program. The system 
should have the ability to submit claims data for members to the Mississippi Division of Medicaid's 
Electronic Health Records System. The file layout will be defined upon completion of the E-Health Record 
System. This data feed will occur on a nightly or weekly schedule to be determined by the DOM. The 
system must be capable of adapting to changes in policies, procedures and benefit levels upon notification 
from the Board. 

The Contractor shall be required to collect, report and transmit enrollment and claims/encounter data. This 
data will be used for the following purposes: to evaluate health care quality and cost containment 
performance, to evaluate Contract performance, to validate required reporting of medical service 
utilization, to evaluate the premium rate structure and to meet the standard federal and state CHtP reporting 
requirements in a timely manner. The Contractor must be capable of conducting all HIPAA EDI 
transactions in the required, compliant format. 

11.2 System-Wide MIS Functions 

Functions and/or features, which apply system-wide, arc as follows: 

a) Ability to update and edit data on a timely basis. 

b) Maintain a history of change and adjustments and audit trails for current and retroactive 
data. Audit trails will capture date, item and reasons for change. 

c) Allow input mechanisms through manual and electronic transmissions. 

d) Have procedures and processes for accumulating, archiving and restoring data in the event 
ofa system failure. 

e) Maintain automated or manual interfaces between and among MIS and interfaces. 

f) Ability to relate Member and provider data with utilization, service, accounting data, and 
reporting functions. 

g) Ability to relate and extract data elements into summary reporting formats attached as 
Appendices Q and S. 

h) Maintain written processes and procedures manuals, which document and describe all 
manual and automated system procedures and processes for all the above functions and 
features and the various subsystem components. 
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Spec^cFunctions 

The specific fimcfions or features ofthe Contractor's administrative capahiiities and management 
information systems are to: 

a) Maintain historical data. 

h) Receive, translate, edit and update files in accordance with the Board requirements. 
Updates will he received fiom the OCM and processed within one working day. 

c) Provide error reports andareconciliationprocesshetweentheneweligihilitydata and 
eligihility data existing in the management information system. 

d) Verify Memhereligihility as provided hyOCM. 

e) Link covered children in the same family through the case numher provided hyOCM for 
thepurpose of tracking thecopaymentsandout-of^pocketmaximumsfbr children in 
families with annual income greater than 150^ ofthe PPT up to 200^ ofthe PPT. 

f) Provideacerfificate of creditable coverage to terminated Members, pursuant to the Health 
Insurance Portability and Accountability Act. 

g) Generate and trackreferrals, including referrals to non-participatingproviders. 

h) fdentifyproviders by specialty^). 

i) Maintain provider history files to include audit trails and effective date ofinfbrmation. 

^ Maintain provider fee schedules/remuneration agreements to permit accurate payment tor 
services based on financial agreement in effect on date of service. 

k) Support monitoring activity for provider enrollment, and provider network capacity. 

1) Support multiple fee schedules and capitation rates for all Contract periods by provider, to 
the extent necessary. 

m) Providetimely, accurate, and complete data fbrmonitoring claims processing performance. 

n) Provide timely,accurate, and complete data for reporting utilization. 

o) Maintain and apply edits and audits to verify timely,accurate and complete encounter data 
reporting. 

p) Maintainandapplyeditsto verify the accuracy andvalidityofclaimsdatafbr proper 
adjudication. 

q) Submit reimbursements to all non-participating providers inatimely and accurate manner. 

r) Make claim and capitation payments,ifapplicable,to network providers inatimely and 
accurate manner. 

s) Ensure accumulation of data, preparation and mailing ofl099 forms to providers. 

t) Support the management of referral/utilization control processes and procedures including 
prior authorization and pre-certification and denials of service. 
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u) Vahdate approval and demals of preDce^ 
during adjudication of claim^encounter^ 

v) Capture claims encounter data and enrollment data and transfer electronically t o ^ 
1MV 

w) Identify and pursue tlurd party liability coverage and post any recoveries received to claims 
history. 

x) Provide necessary data fbr all cost accounting functions relative to the experience under 
thisPlan. 

y) Provide fraud and ahuse detection, monitoring and reporting, 

z) Produce and distribute Member fO cards, 

aa) Produce Member/providermailing labels. 

ah) Produce the certificates of creditable coverage, as required under fflPAA, upon a 
participant'stermination of coverage under the Benefit Plan. 

IfBt Reporting Puuetions 

I L ^ f StandardReports 

The Contractor shall produce, as part of its rate structure, standard reports onamonthly, calendar 
quarter-to-date and calendar year-to-date basis, fn some cases, the Contractor will be required to 
provide reports onafederalPiscal^ear-end basis. 

As used in this section, the term sub-group means the following classes of coverage: children in 
families with annual income at or below 150^ PPT,children in families with annual income 
greater than 150^ through 175^ ofthe PPT and children in fan^lies with annual income greater 
than 175^ up to 200^8 ofthe PPT. All reports (unless otherwise indicated) should be sorted by 
subgroups,withacombined subtotal for all children in families with annual incomegreater than 
150^ up to 200^ of the PPT andagrand total for the entire Benefit Plan. Certain reports do not 
require subgroups and are to be prepared on the basis ofthe total Benefit Plan. 

Desired reporting elements include, but not limited to: 

a) Anexecutivemanagement report that contains, at aminimum,billedcharges, eligible 
charges,value of the copayments (if any), paid charges, number of hospital admissions, 
average length ofstay, inpatient admissions per 1,000 Members, inpatient days per 1,000 
Members and number ofclaims. This report is to be provided onaquarterly basis, and is to 
include the experiencefbr the most recently completed calendar quarter, along with the 
cumulative calendar year-to-date total. Cnceayear the Contractor willbe requiredto 
provideafederalPiscal^ear-end report. 

b) inpatient utilization data including, total number of admissions, total number of inpatient 
days, total billed inpatient charges, ineligible charges, total paid inpatient charges, 
admissionsper 1,000 Members, inpatient daysper 1,000 Members andabreakout of 
inpatient admissions by type, e.g., medical, surgical, psychiatric, substance abuse including 
the number ofadmissions, number ofinpatient days and the paid charges. This information 
is to be provided onaquarterly basis, and is to include the experience for the most recently 
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completed quarter, along with the cumulative year-to-date totals Once a year the 
Coutractorwlll he required to provldeatederalFlscal^ear-eud report. 

c) Outpatient utilisation data, mcludmg the numher of v ^ 
Inellglhle charges, total paid outpatient charges andahreakdown of outpatient services hy 
type,e.g.,otflce visits, mentalhealth, suhstanceahuse,dental, vlslon,x-rayandlah, 
surgery, hynumher and paid charges. This Intbrmation Is to he provided onaquarterly 
hasls, and Is to Include the experience tor the most recently completed quarter, along with 
the cumulative year-to-date totals. Onceayear the Contractor will he required to providea 
federal Tlscal^ear-endreport. 

d) Prescrlptiondrugutihzationdata, Including the numherof prescriptions, suhmlttedfor 
single source,multisource and generrcdrug,totalcharges,mehglhlecharges,andpald 
charges. This report Is to he provided onaquarterly hasls, and Is to Include the experience 
tor the most recently completed quarter, along with the cumulative year-to-date total. Once 
ayeartheOontractorwill he required to provideatederalTiscal^ear-end report. 

e) High amount claimant reports, e.g., paid claim in excess of $75,000 listing the numher of 
claimants separately and the total amount paid. This intbrmation is to he provided ona 
quarterly hasis, and is to include the experience tor the most recently completed quarter, 
along with the cumulative year-to-date totals. 

t) Separately tor network and nonparticipating providers, utilization reports showing the 
same intbrmation as noted in(a)(h)(c)(d)and(e)ahove. 

This information is to be provided onaquarterly basis, and is to include the experience tor 
the most recently completed quarter, along with the cumulative year to date totals. 

g) Paid medicalclaims by major diagnostic categoriestbr the total Plan (intbrmationby 
subgroups is not required).This report is to be provided onaquarterly basis, and is to 
include the experience tor the most recently completed quarter, along with the cumulative 
year-to-date total. Onceayear the Contractor will be required to proVideatederalPiscal 
^ear end report. ^ 

h) Prescription claims paid by therapeutic categories andalisting of the top 25 dispensed 
drugs, sorted by total benetits paid tor the total Benetit Plan, intbrmation by subgroups is 
not required. This report is tobe provided onaquarterly basis,and is toincludethe 
experience tor the most recently completed quarter, along with the cumulative year-to-date 
total. Onceayear the Contractor will be required to provideatederalPiscal ^ear-end 
report. 

i) An annual claims lag report covering the most recent twenty tour month period, 
intbrmation by subgroups is not required. SelfDinsured proposers will be required to submit 
amonthly claims lag report for thepurpose of actuarial analysis. Once a year, the 
Contractor will be required to provideatederalPiscal^ear-end report. 

Note: Sê fDinsured proposers shall submitamonthly claims lag report. 

j) Activity under the utilizationmanagementprogram including the number, type, e.g. 
medical, surgical, psychiatric/substance abuse, and length of stay data lor inpatient 
admissions, the number and type of any other service subject to pre certitication or prior 
authorization and the number and type of cases referred tor case management services and 
ettectivenessofcase management intervention. Intbrmation by subgroups is not required. 
This report isto be provided onaquarterly basis, and is to include the experience tor the 
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most recentiy completed qua^r, along Oneea 
year theContraetorwllll^ required to provldeafederalFlseal^ear-endrepo^^ 

k) Activity under the disease management program Including the numher of Members 
Identified tor eachtype of hy type ofdlseaseundermanagement^andeflectlveness of 
disease management activities, tntbrmatlonhy subgroups Is not required. This report Is to 
be provided onaquarterly basis, and Is to Include the experience tor the most recently 
completed quarter, along with the cumulative year-to-date totals. 

1) Activity under the nurse triage program, Including the number of calls, the nature of the 
calls, and the type of assistance provide by nurse triage service. Information by subgroups 
is not required. This report is to be provided onaquarterly basis, and is to include the 
experience tor the most recently completed quarter, along with the cumulative year-to-date 
totals. 

m) Other standard reports routinelyproduced by the Contractor that the Board determines 
would be helptul to its management ofthe Plan. 

The final reporting elements and tbrmat tor the standard reporting package will be agreed upon 
between the Contractor and the Board w i t l ^ the first six months tbllowing the Contract eftective 
date. 

Reports Required to Monitor Contract Performance 

The Contractor shall be required to provide the reports specified in Secdonllof this RPP within 
the timefiames specified therein as required tor the Board to monitor the pertbrmance standards 
underthe Contract. These reports are to include, but are not limited to: 

a) Telephone system generated reports documenting the daily availability of telephone 
service, call answering speed, on-bold time and abandonment rates separately tor each of 
the following fimctions:ufilization management; nurse triage hotline; Member services and 
providers services, exclusively tor CHIP. These reports are to be provided at the end of 
each calendar quarter, and at the end of each Contract year. 

b) Tbe number of Crievances received by the Contractor in each calendar month, the number 
of open (or unresolved) Crievances, and the number of resolved Crievances within the 
following time periods: 30 days, 60 days, 90 days, more than 90 days. This report is to be 
provided at the end ofeach calendar quarter, and at the end ofeach Contract year. 

11.4.3 Monthly Enrollment and Quarterly Activity Reports 

Each month the Contractor shall provide enrollment information as of the first day of the month, 
with eru^ollmentsun^arized for the current calendar quarter to date and calendar year to date, fn 
addition, onceayear the Contractor is required to runacomplete set of enrollment reports based on 
the federal Piscal^ear, which ends on September 30. 

Themonthly enrollment reportsmust reconcile with the monthly premium invoice statement 
submitted by the Contractor before the State can pay the monthly premium. The enrollment report 
should be sorted separately for each income category by each agegroup and for each coverage 
category,with subtotals for the total enrollment in each income group and an overall total for all 
income groups as follows: 
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a) Average annual family income categoric 

l e ^ ^ a n o r e q u a l t o l ^ o f ^ e P P L ; 

g r e a t e r ^ a n l ^ u p ^ n g h l 7 ^ o f ^ e F ^ 

g r e a t e r ^ a n l 7 ^ n p t o 2 ^ o f ^ e F P ^ 

g rea te r^an l5^up to20^of^eFP^and 

for all income levels combined. 

b) Age groups of covered Members: 

Underl; 

Ifbrougb^ 

6dirougbl^ 

13d^rougbl^and 

lor all ages combined. 

Asample Enrollment Report is provided inAppendixQoftbis RFP. 

Tbe Contractor must also provideacalendar quarter-end, calendaryear end, and federal fiscal year-
to-date(Cctoberltbrougb September 30) enrollmentreport(ActivityReport)tbat indicates: (l)tbe 
unduplicated number ofMembers ever enrolled, (2) tbe unduplicated number ofnew enrollees, (3) 
tbe unduplicated number of disenrollees, (4) tbe number of member montbs of enrollment and (5) 
tbe average number of montbs of enrollment and tbe unduplicated number ever enrolled in tbe 
year. Asample Activity Report format is provided in AppendixQoftbis RFP. 

Tbe Contractor must separately identify in tbe monthly enrollment and quarterly activityreports(l) 
tbe number of American fndians/Alaskan Natives coveredby tbe above annual family income 
categories and age groups,(2) all other Members, excluding American fndians/Alaskan Natives, 
covered by the above annual family income categories and age group, and (3)agrand total for all 
Members covered by the above annual family income categories and age group. 

11^4 Annual Experience Accounting Report 

The Contractor shall provide an annual (12 month) experience accounting ofpaid claims, incurred 
but unreported claim reserves and administrative expense under the Contract following the close of 
each Contract year, or as necessary per Board request. Cnceayear the Contractor will be required 
to provideafederalFiscal^ear-end report. 

Out-of-Pocket Maximum Report 

At the Contract yearend, or upon request, the Contractor must provideareport on the number of 
households who have reached 25^, 50^,75^ andlOO^o of the annual outof-pocket maximum 
limits by Federal Poverty Tevel category. 
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11^6 Members by Household Language 

Onaealeudarquarter-eud basis, or upon request die Co^^ 
Members by household language with data elements as set forth AppeudixO.^ 

1L^7 Materuify daims Information 

At the end of eaeh calendar month, the Contractor shall provide an eleetronie report, in Exeel or 
other agreed upon format, to OCM with information on any Members with a diagnosis of 
pregnancy.Thereport is to includealist of each Member by name, identification number, date of 
service, case number, and parent name. 

Immunization Rate Report 

At the end of each Contract year, or upon request, the Contractor shall provide an electronic report, 
in Excel or other agreedupon format, to Mississippi Department of ffealthon theMember 
immumzationrates.The report is to includealisting of all claims for administration of vaccine by 
provider,yaccine codes, provider contact information, date of service, date ofbirth of Member, 
Member'sSocial Security number, identificationnumber, and Member'sname and address. 

11^ Data Interface Requirements 

TheState of Mississippicurrendycontracts with an information ManagementVendor(fMV)fbr data 
analysis (currentlyThomson Reuters (Healthcare) inc., but fMV may change subject to competitive bid 
requirements).The selected Contractor will be required to transfer erû ollment and claims data, including 
outpatient prescription drug claims activity, by Member fD number, to the fMV. if the primary Contractor 
Sul̂ ontiacts the responsibilities of this Contract, the primai^ Contractor must cause the Subcontract 
meet the terms and requirements of this Contract. 

The currentfile format for transfer ofenrollmentandclaimsdatatotheState'sfMVi^ 
Appendix S. 
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12. ^dmmi^ative Staff and Procures 

12̂  Admm^ativeS^ 

The Contactor must havemplace sufficient adminisfrative staff and 
with the requirements ofthis RTF. Ataminimum, the Contractormust include each of the functions noted 
in this section. The Contractor may comhine functions or split responsihiiities across departments, as long 
as it demonstrates that the duties are heing carried out. TheContractor may contract withathird party 
(Suhcontractor) to perform the required fimctions, in which case the primary Contractor will he response 
for ensuring that each Subcontractor meets any State licensing requirements and complies with the RTF 
requirements. 

The Contractor shall provide prompt notice to the Board of any change in the following key personnel-
Executive Cfficer, Account Manager, Medical Director and Claims Supervisor and must agree to replace 
these key persons with qualified people. 

The Contractor shall ensure that all staffhas appropriate training, education, experience, liability coverage 
and orientation to this Benefit Flan to fulfill the requirements of theirpositions. 

f ^ T l Executive Officer 

The Contractor must have a full-time executive officer with clear authority over general 
adnunistration and implementation ofrequirements set forth in this RFF. 

12^2 Account Manager 

The Contractor must designate an individual and one back-up staff member who will be 
responsible for coordinating all relevant administrative issues with the Board and DFAstaff. The 
individual who serves as the Account Manager must have previous experience in working with 
larger accounts (10,000 employees plus) and providing assistance with program implementation as 
well as ongoing account support.The Account Manager should be available to attend meetings 
with the Board and DFAstaff, upon request. 

12^3 Medicalf^irector 

The Contractor must designateaMedical Director whoshallbeinvolved in all mâ or clinical 
components of the Contractor'soperations. The Medical Director'spositionneednot be full time 
but must include sufficient hours to ensure that all Medical Director responsibilities are carried out 
in an appropriate manner. 

The Medical Director must bealicensed medical doctor in Mississippi and must be board-certified 
in his/her area of specialty. The specific responsibilities of the Medical Director should include, 
but not necessarily be limitedto, chairing theContractor'sutilizationreview/quality assurance 
committee, serving asaliaison between the Contractor and its providers, being available to the 
Contractor'sstafffbrconsultationonreferrals, denials, complaints and Crievances, and reviewing 
potential quality of care problems and overseeing development and implementation of corrective 
action plans. 
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12 ̂ 4 Claims Supervisor 

The Coutraetor must haveafui i^ ime^ 
operations of the Contractor aud who is available to resolve problems and provide iufb 
the Board andDTAstaff, as needed. The Claims Supervisorshouldbe available to attend meetings 
with tbe Board and OTAstaff, upon request. 

^ ^ C t h e r S t a i f 

The Contractor must include each ofthe administrative functions listed below: 

a) Dedicated claims processingunit; 

b) Utilization management coordinator; 

c) Utilization management staff; 

d) Member services staff; 

e) Provider services staff; 

f) Crievance/Appeal coordinator, pursuant to Seetion^orSectiou^thisRTT; 

g) Management information system director and support staff; and 

h) Medical review coordinator and support staff. 

Paymentto Providers 

The Contractor shall be allowed to enter into creative payment arrangements with providers intended to 
encourage and reward effective utilization management and quality of care. The Board will therefore give 
the Contractor and providers as much freedom as possible to negotiate mutually acceptable payment rates. 
However, regardless of the specific arrangements the Contractor makes with providers,tbe Contractor 
must agree to make timely payments to both its network and non-participating providers, pursuant toth^ 
performance standards specified in Seedonf3 ofthis RPP. 

12.3 Invoicing and Premium/AdministradvePee Payments 

Allinvoicesfbrhealth insurance premiums, self^insuredadministrativefeesandany authorized pass-
through payments rendered by the Contractor must be submitted, to the Board and DCM onamonthly 
basis, in sufficient detail and format as determined by the Board and/orDCM 

Such invoices must include, ataminimum,adescription of the service(s)provided, the quantity or number 
of units billed, the compensation rate, the time period in which the services were provided, total 
compensation requested for each individual service being billed and the total amount due the Contractor 
for the period invoiced. 

Premiums for insurance coverage provided by the Contractor must be invoiced in advance onamonthly 
basis, in sufficient detail and format as determined by the Board and/orDCM. Premium invoices must 
provide separate counts and amounts for each enrollment category and rate/fee billed, and must agree to 
the appropriate statistical counts mcluded in the Contractor's^ 
Premium invoices should be submittedtotheBoard and DCMatthefirstof each month for which 
coverageistobe provided. Self^insuredadministrativefeeinvoiceswillbepaidinarrears, and must 
provide clear definition ofthe rate/fee billed. All invoices shall be submitted to the Board and DCM at the 
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first of each month^review and approve Upon advice fiom the Board,amonfidy payment for all 
approved Invoices shallhe made hy theOOMufillzmg electronic fimd transfers. Payment for any 
undisputed amounts should he received hythe Contractor within ten (10) days fiom the date the invoice 
and supporting documentation was suhmitted to the Board and OCM. 

Por self̂ insuredadn^nistrafive fees, the agrees to make payment in accordance with Mississippi law 
on "Timely Payments for Purchases hyPuhlicBodies",Section3f 7301,et seq. of the 1972 Mississippi 
Code Annotated, as amended,wluch generally provides for payment 
five(45) days of receipt ofthe invoice. 

Payments shall he made and remittance information provided electronically as directed hythe State. These 
payments shall he deposited into the hank account of the Contractor's choice. The State may, at its sole 
discretion, require the Contractor to suhn t̂ invoices and supporting docurnentation electronically at any 
time during the temi ofthis Contract. The Contractorunderstands and agrees that the State is exempt fiom 
the payment of sales and use taxes. All payments shall he in United States currency. 

The payment of an invoice hy the OCM shall not prejudice the DCM'sright to ohject or question any 
invoice or matter in relation thereto. Such payment hy the OCM shall neither he construed as acceptance of 
any part ofthe work or service provided nor as an approval ofanycostsinvoicedtherein. The Contractor's 
invoice or payment may he subject to fiu^er reduction for amounts included in any invoice or payment 
theretofore made which are determined hy the OCM, on the hasis of audits, not to constitute allowable 
costs. Anypaymentshallbereducedfbroverpaymentor increased forunderpaymentonsubsequent 
invoices. 

Por any amounts whichareor shallbecomedueandpayabletotheOCMand/orChildren'sffealth 
fnsurance Program by the Contractor, the OCM reserves the right to: 

1) deduct fiom amounts which are or shall become due and payable to the Contractor under Contract 
between the parties; or 

2) request and receive payment directly fiom the Contractor within fifteen (15) days such request, at 
the OCM'ssole discretion. 



^Performance Standards and ^i^mdated damage 

13^ Cene^ 

The Contactor must agree to abide by the peribrmance standards and 
Section ofthe RTF. These performance standards appiyto both the insured and seif̂ insnred Contracts. 

The Board reserves the right to reduce or waive any liquidated damages if, in the Board'ssoie discretion, 
the failure of the Contractor to meetaperfbrmance standard was due to extraordinary circumstances. 

Anew Contractor will be granted an initial grace period, following the Contract effective date to prepare 
and submit accurate reports upon which performance will be measured. The length of the grace period is 
to be mutually agreed upon between the Contractor and the Board. 

13.2 Performance Standards 

Theperfbrmancestandards and liquidated damagesapplicable to thisContract arespecifiedonthe 
following pages. 
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Performance Standard Measurement, Source of Information and 
Required Reports 

Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

1. Nurse Triage Telephone Hotline 
In accordance with Section 4.16 of this RFP, 
telephone lines are operational twenty-four 
(24) hours per day, seven (7) days a week. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 
Contract year-end (12 month) report of the 
automated telephone system, which documents 
the availability of the telephone service for each 
day in the Contract year. Performance may also 
be monitored by random checks of phone 
availability by the Board or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. The Board will use the calendar 
quarter-end reports to monitor the 
Contractor's performance. The 
assessment period will begin after the 
Board's receipt of the required Contract 
year-end (12 month) report from the 
Contractor. 

Liquidated damages will be assessed for 
each day the Contractor was not in 
compliance with the performance 
standard and/or failed to meet the 
reporting requirements for the 
performance standard. 

$500 for each day full telephone service is 
not operational 

In addition, $500 for each calendar day a 
required report is late, incomplete, or 
inaccurate 

2. Nurse Triage Telephone Hotline 
In accordance with Section 4.16 (g) of this 
RFP, 90% of all telephone calls answered 
within 30 seconds. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 
Contract year-end (12 month) report of the 
automated telephone system, which documents 
the average telephone answering speed for each 
calendar month in the reporting period. 
Performance may also be monitored by random 
checks of phone availability by the Board or its 
designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly answering speed achieved in 
each calendar quarter. The Board will 
use the calendar quarter-end reports to 
monitor the Contractor's performance. 
The assessment period will begin after 
the Board's receipt of the required 
Contract year-end report from the 
Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full percentage point below 
the performance requirement for each 
calendar quarter 

In addition, $500 for each calendar day a 
required report is late, incomplete, or 
inaccurate 

3. Nurse Triage Telephone Hotline 
In accordance with Section 4.16 (g) of this 
RFP, the maximum length of time a caller is 
placed on hold not to exceed three (3) 
minutes. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 
Contract year-end (12 month) report of the 
automated telephone system, which documents 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly on-hold time achieved in each 
calendar quarter. The Board will use the 

$2,500 for each full 30 second increment in 
which the average on hold time is greater 
than 3 minutes for each calendar quarter 
In addition, $500 for each calendar day any 
required report is late, incomplete, or 
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Performance Standard Measurement, Source of Information and 
Required Reports 

Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

the on-hold time for each calendar month in the 
reporting period. Performance may also be 
monitored by random checks of phone 
availability by the Board or its designee. 
All reports are due by the last day of the month 
following the close ofthe reporting period. 

calendar quarter-end reports to monitor 
the ' Contractor's performance. The 
assessment period will begin after the 
Board's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

inaccurate 

4. Nurse Triage Telephone Hotline 
In accordance with Section 4.16 (g) ofthis 
RFP, an average abandonment rate of no 
greater than 5%. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 
Contract year-end (12 month) report of the 
automated telephone system, which documents 
the average abandonment rate for each calendar 
month in the reporting period. Performance may 
also be monitored by random checks of phone 
availability by the Board or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly abandonment rate achieved in 
each calendar quarter. The Board will 
use the calendar quarter-end reports to 
monitor the Contractor's performance. 
The assessment period will begin after 
the Board's receipt of the required 
Contract year-end report from the 
Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/ or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full percentage point the 
average abandonment rate is above 5% for 
each calendar quarter 

In addition, $500 for each calendar day any 
required report is late, incomplete or 
inaccurate " 

5. Member Services Telephone Line 
In accordance with Section 10.1 of this RFP, 
telephone lines are operational 8:00 a.m. to 
5:00 p.m. Central Time, Monday through 
Friday. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 
Contract year-end (12 month) report of the 
automated telephone system, which documents 
the availability of the telephone service for each 
day in the Contract year. Performance may also 
be monitored by random checks of phone 
availability by the Board or its designee. 
All reports are due by the" last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. The Board will use the calendar 
quarter-end reports to monitor the 
Contractor's performance. The 
assessment period will begin after the 
Board's receipt of the required Contract 
year-end (12 month) report from the 
Contractor. 

Liquidated damages will be assessed for 
each day the Contractor was not in 

$500 for each day full telephone service is 
not operational 

In addition, $500 for each calendar day a 
required report is late, incomplete, or 
inaccurate 
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compliance with the performance 
standard and/or failed to meet the 
reporting requirements for the 
performance standard. 

6. Member Services Telephone Line 
In accordance with Section 10.2 (d) of this 
RFP, 90% of all telephone calls answered 
within 30 seconds. 

In accordance with I Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 
Contract year-end (12 month) report of the 
automated telephone system, which documents 
the average telephone answering speed for each 
calendar month in the reporting period. 
Performance may also be monitored by random 
checks of phone availability by the Board or its 
designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly answering speed achieved in 
each calendar quarter. The Board will 
use the calendar quarter-end reports to 
monitor the Contractor's performance. 
The assessment period will begin after 
the Board's receipt of the required 
Contract year-end report from the 
Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full percentage point below 
the performance requirement for each 
calendar quarter 

In addition, $500 for each calendar day a 
required report is late, incomplete, or 
inaccurate 

7. Member Services Telephone Line 
In accordance with Section 10.2 (d) ofthis 
RFP, the maximum length of time a caller is 
placed on hold not to exceed three (3) 
minutes. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 
Contract year-end |(12 month) report of the 
automated telephone system, which documents 
the on-hold time for each calendar month in the 
reporting period. Performance may also be 
monitored by random checks of phone 
availability by the Board or its designee. 

All reports are due by the last day of the month 
following the close ofthe reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly on-hold time achieved in each 
calendar quarter. The Board will use the 
calendar quarter-end reports to monitor 
the Contractor's performance. The 
assessment period will begin after the 
Board's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full 30 second increment in 
which the average on hold time is greater 
than 3 minutes for each calendar quarter 

In addition, $500 for each calendar day any 
required report is late, incomplete, or 
inaccurate 

8. Member Services Telephone Line 
In accordance with Section 10.2 (d) of this 
RFP, an average abandonment rate of no 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 

$2,500 for each full percentage point the 
average abandonment rate is above 5% for 
each calendar quarter 
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greater than 5%. Contract year-end (12 month) report of the 
automated telephone system, which documents 
the average abandonment rate for each calendar 
month in the reporting period. Performance may 
also be monitored by random checks of phone 
availability by the Board or its designee: 

All reports are due by the last day of the month 
following the close of the reporting period. 

monthly abandonment rate achieved in 
each calendar quarter. The Board will 
use the calendar quarter-end reports to 
monitor the Contractor's performance. 
The assessment period will begin after 
the Board's receipt of the required 
Contract year-end report from the 
Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/ or 
failed to meet the reporting requirements 
for the performance standard. 

In addition, $500 for each calendar day any 
required report is late, incomplete or 
inaccurate 

9. Utilization Management Telephone Line 
In accordance with Section 4.15.2 (j) of this 
RFP, telephone lines are operational 8:00 a.m. 
to 5:00 p.m. Central Time, Monday through 
Friday. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 
Contract year-end (12 month) report of the 
automated telephone system, which documents 
the availability of the telephone service for each 
day in the Contract year. Performance may also 
be monitored by random checks of phone 
availability by the Board or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. The Board will use the calendar 
quarter-end reports to monitor the 
Contractor's performance. The 
assessment period will begin after the 
Board's receipt of the required Contract 
year-end (12 month) report from the 
Contractor. 

Liquidated damages will be assessed for 
each day the Contractor was not in 
compliance with the performance 
standard and/or failed to meet the 
reporting requirements for the 
performance standard. 

$500 for each day full telephone service is 
not operational 

In addition, $500 for each calendar day a 
required report is late, incomplete or 
inaccurate 

10. Utilization Management Telephone Line 
In accordance with Section 4.15.2 (k) of this 
RFP, 90% of all telephone calls answered 
within 30 seconds. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 
Contract year-end (12 month) report of the 
automated telephone system, which documents 
the average telephone answering speed for each 
calendar month in the reporting period. 
Performance may also be monitored by random 
checks of phone availability by the Board or its 
designee. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly answering speed achieved in 
each calendar quarter. The Board will 
use the calendar quarter-end reports to 
monitor the Contractor's performance. 
The assessment period will begin after 
the Board's receipt of the required 
Contract year-end report from the 
Contractor. 

$2,500 for each full percentage point below 
the performance requirement for each 
calendar quarter 

In addition, $500 for each calendar day a 
required report is late, incomplete or 
inaccurate 
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All reports are due by the last day of the month 
following the close of the reporting period. Liquidated damages will be assessed for 

each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

11. Utilization Management Telephone Line 
In accordance with Section 4.15.2 (k) of this 
RFP, maximum length of time a caller is 
placed on hold not to exceed three (3) 
minutes. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 
Contract year-end (12 month) report of the 
automated telephone system, which documents 
the on-hold time for each calendar month in the 
reporting period. Performance may also be 
monitored by random checks of phone 
availability by the Board or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly on-hold time achieved in each 
calendar quarter. The Board will use the 
calendar quarter-end reports to monitor 
the Contractor's performance. The 
assessment period will begin after the 
Board's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full 30 second increment in 
which the average on hold time is greater 
than 3 minutes for each calendar quarter 

In addition, $500 for each calendar day any 
required report is late, incomplete, or 
inaccurate 

12. Utilization Management Telephone Line 
In accordance with Section 4.15.2 (k) of this 
RFP, an average abandonment rate of no 
greater than 5%. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 
Contract year-end !(12 month) report of the 
automated telephone system, which documents 
the average abandonment rate for each calendar 
month in the reporting period. Performance may 
also be monitored by random checks of phone 
availability by the Board or its designee. 

All reports are due ̂ by the last day of the month 
following the close ofthe reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly abandonment rate achieved in 
each calendar quarter. The Board will 
use the calendar quarter-end reports to 
monitor the Contractor's performance. 
The assessment period will begin after 
the Board's receipt of the required 
Contract year-end report from the 
Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/ or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full percentage point the 
average abandonment rate is above 5% for 
each calendar quarter 

In addition, $500 for each calendar day any 
required report is late, incomplete, or 
inaccurate 
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13. Provider Services Telephone Line 
In accordance with Section 9.1 of this RFP, 
telephone lines are operational 8:00 a.m. to 
5:00 p.m. Central Time, Monday through 
Friday. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 
Contract year-end (12 month) report of the 
automated telephone system, which documents 
the availability of the telephone service for each 
day in the Contract year. Performance may also 
be monitored by random checks of phone 
availability by the Board or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. The Board will use the calendar 
quarter-end reports to monitor the 
Contractor's performance. The 
assessment period will begin after the 
Board's receipt of the required Contract 
year-end (12 month) report from the 
Contractor. 

Liquidated damages will be assessed for 
each day the Contractor was not in 
compliance with the performance 
standard and/or failed to meet the 
reporting requirements for the 
performance standard. 

$500 for each day full telephone service is 
not operational 

In addition, $500 for each calendar day a 
required report is late, incomplete, or 
inaccurate 

$2,500 for each full percentage point below 
the performance requirement for each 
calendar quarter 

In addition, $500 for each calendar day any 
required report is late, incomplete, or 
inaccurate 

14. Provider Services Telephone Line 
In accordance with Section 93 (h) ofthis RFP, 
90% of all telephone calls answered within 30 
seconds. 

Contractor is required to provide the Board 
calendar quarter-end reports and a Contract year 
end report of the automated telephone system, 
which documents the telephone answering speed 
for each calendar quarter in the reporting period. 
Performance may also be monitored by random 
checks of phone availability by the Board or its 
designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. The assessment period will begin 
after the Board's receipt of the required 
Contract year-end report from the 
Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the reporting 
period the Contractor was not in 
compliance with the performance 
standard and/or for failure to meet the 
reporting requirements for Hie 
performance standard. 

15. Provider Services Telephone Line 
In accordance with Section 9.3 (h) ofthis 
RFP, maximum length of time a caller is 
placed on hold not to exceed three (3) 
minutes. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports a contract 
year-end (12 month) report of the automated 
telephone system, which documents the on-hold 
time for each calendar month in the reporting 
period. Performance may also be monitored by 
random checks of phone availability by the 
Board or its designee. 

Contractor is required to provide the Board a 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly dn-hold time achieved in each 
calendar quarter. The Board will use the 
calendar quarter-end reports to monitor 
the Contractor's performance. The 
assessment period will begin after the 
Board's receipt of the required Contract 
year-end report from the Contractor. 

$2,500 for each full 30 second increment in 
which the average on hold time is greater 
than 3 minutes for each calendar quarter 

In addition, $500 for each calendar day any 
required report is late, incomplete or 
inaccurate 
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report following the; end of each calendar year 
quarter of the automated telephone system, 
which documents the on-hold time. The Board 
will use this report to monitor the performance 
of the Contractor. 

All reports are due by the last day of the month 
following the close of the reporting period. 

i 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

16. Provider Services Telephone Line 
In accordance with Section 93 (h) of this 
RFP, an average abandonment rate of no 
greater than 5%. 

In accordance with;Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide the 
Board calendar quarter-end reports and a 
Contract year-end (12 month) report of the 
automated telephone system, which documents 
the average abandonment rate for each calendar 
month in the reporting period. Performance may 
also be monitored by random checks of phone 
availability by the Board or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

I 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly abandonment rate achieved in 
each calendar quarter. The Board will 
use the calendar quarter-end reports to 
monitor the Contractor's performance. 
The assessment period will begin after 
the Board's receipt of the required 
Contract year-end report from the 
Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/ or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full percentage point the 
average abandonment rate is above 5% for 
each calendar quarter 

In addition, $500 for each calendar day any 
required report is late, incomplete, or 
inaccurate 

17. Grievance Resolution by Contractor 
The Contractor resolves all Grievances 
within the time frames specified in Section 5 
ofthis RFP. 

In accordance with Section 11.4.2 (b) of this 
RFP, the Contractor is required to provide the 
Board with a Contract year-end (12-month) 
which documents the length of time in which 
Grievances are resolved. Performance may also 
be monitored by random checks the Grievance 
Register by the Board or its designee. 

Contractor's compliance will be 
evaluated at the end ofeach Contract 
year, based on the number of 
Grievances during the Contract year, 
which were not resolved within the 
time periods specified in Section 5 of 
thisRFP. The assessment period wil l 
begin after the Board's receipt of the 
required Contract year-end report from 
the Contractor. 

Liquidated damages will be assessed for 
each Grievance not resolved within the 
time periods specified in Section S ofthis 

$2,500 per incidence of non-compliance 

In addition, $500 for each calendar day a 
required report is late, incomplete, or 
inaccurate 
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and/ or failed to meet the reporting 
requirements for the performance 
standard. 

18. Claims Processing Turnaround Time 
90% of all claims to be completely processed 
within 30 calendar days after they are received 

For the purposes of this standard: 
> A claim is a request for payment of a plan 

benefit by a member or provider (includes 
adjustments) 

> A claim is deemed to have been received 
when it has been time-stamped by the 
Contractor 

> Processing of a claim will be completed 
when it has been approved for payment, 
rejected or denied. 

> The time that elapses between the time a 
claim is pended due to a request for 
additional information from an outside 
party and the time that the additional 
information is received may be deducted 
from the turnaround time provided the 
amount of time deducted does not exceed 
14 calendar days per claim. 

Contractor is required to provide the Board 
calendar quarter-end system generated reports 
and a Contract year-end system-generated 
report documenting the average claims 
turnaround time for the reporting period 
exclusively for the CHIP Plan. 

All reports are due by the last day of the month 
following the close ofthe reporting period. 

The Board reserves the right to confirm the 
accuracy of the Contractor's internal reports by 
conducting a statistically valid independent 
audit of the Contractor's claims operations 
using a qualified firm, of its own choosing, 
who is experienced in claims auditing. The 
Board will pay the expense of the independent 
auditing firm. The results of the independent 
audit will determine the Contractor's liability 
for liquidated damages, i f any. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the average claims 
processing turnaround time for the 
Contract year. The Board will use the 
calendar quarter-end reports to monitor 
the Contract's performance. The 
assessment period will begin after the 
Board's receipt of the required Contract 
year-end report from the Contractor or 
upon inception of an independent audit, if 
such an audit is conducted. 

Liquidated damages will be assessed i f 
the overall average annual claims 
turnaround time for the Contract year 
under review was not in compliance with 
the performance standard and/or for 
failure to meet the reporting requirements 
for the performance standard. 

Average Annual 
Turnaround Time Per Member Fee 

Less than 90% but greater than 85% 
ofall claims are processed within 30 
calendar days $2.00 

85% or less of all claims are processed 
within30 calendar days $4.00 

The total dollar amount of the liquidated 
damages shall be determined by multiplying 
the applicable per Member fee by the total 
number of enrolled members as of the last 
month of the measurement period. 
In addition, $1,000 for each calendar day any 
required report is late, incomplete or 
inaccurate. 

19. Claims: Financial Accuracy (Dollar 
Value) 

99% of claims dollars submitted for payment 
will be accurately processed and paid. 

Regardless of whether or not these standards of 
performance are satisfied, the Contractor is to 
adjust the paid claims component of its renewal 
rates by the amount of any overpayments that 
are discovered in the previous experience period 
upon which the renewal rates are based. 

The total absolute value of all overpayments 
and underpayments are subtracted from the 
dollar amount audited and then divided by the 
total paid dollars audited to determine the level 
of payment accuracy. Depending on the 
sampling methodology used, the result may be 
statistically adjusted to reflect the entire 
population of claims for the audited period. 
Payments caused by the failure to provide 
adequate information that are corrected upon 
submission of the missing information, shall 
not be counted as errors for the purpose of 
determining financial accuracy performance. 

Contractor is required to provide the Board 
copies of internal audit reports at the end of 
each calendar quarter and a Contract (12 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall financial 
accuracy for the Contract year. The 
board will use the calendar quarter-end 
reports to monitor the Contractor's 
performance. The assessment period will 
begin after the Board's receipt of the 
required Contract year-end report from 
the Contractor or upon inception of an 
independent audit, i f such an audit is 
conducted. 

Liquidated damages will be assessed i f 
the overall financial accuracy for the 
Contract year under review was not in 
compliance with the performance 

Financial 
Accuracy Per Member Fee 
Less than 99%, but greater than 97% $2.00 

97%, or less $4.00 

The total dollar amount of the liquidated 
damages shall be determined by multiplying 
the applicable per Member fee by the total 
number of enrolled members as of the last 
month of the measurement period. 

In addition, $1,000 for each calendar day any 
required report is late, incomplete or 
inaccurate. 
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month) audit report; exclusively for the CHIP 
Plan, which includes the total dollar value of 
the claims audited, the total dollar value of 
claims in error and a detailed listing of each 
overpayment and j underpayment, with an 
explanation of the error. 

All reports are due by the last day of the month 
following the close of the reporting period. 

The Board reserves the right to confirm the 
accuracy of the Contractor's internal reports by 
conducting a statistically valid independent 
audit of the Contractor's claims operations 
using a qualified firm, of its own choosing, 
who is experienced in claims auditing. The 
Board will pay the expense of the independent 
auditing firm. The results of the audit will 
determine the Contractor's liability for 
Liquidated damages, if any. 

standard and/or for failure to meet the 
reporting requirements for the 
performance standard. 

20. Claims: Processing Accuracy (Number 
of Claims) 

95% of all claims will be processed accurately. 
Accurate processing includes payment 
amounts; appropriate communication to the 
provider; payment issued to proper party; 
appropriate investigation of third party 
liability, and absence of data entry errors, 
which may affect current or future benefit 
determinations and management reports. 

Every claim that has a processing error shall be 
subtracted from the total number of claims 
audited and divided by total number of claims 
audited to determine the percentage of claim 
processing accuracy. Errors are not to be 
weighted. I 

I 
Contractor is required to provide the Board 
with a Contract year-end (12 month) 
administrative internal audit report, exclusively 
for CHIP, which includes the total number of 
the claims audited, the total number of claims 
in error and a detailed listing of t' -
found, with an explanation of the er 
Contract year-end report will be the b 
which any liquidated damages are dett 
All reports are due by the last day of the month 
following the close of the reporting period 

The Board reserves the right to confirm the 
accuracy of the Contractor's internal reports by 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall processing 
accuracy for the Contract year. The 
Board will use the calendar quarter-end 
reports to monitor the Contractor's 
performance. The assessment period will 
begin after the Board's receipt of the 
required Contract year-end report from 
the Contractor or upon inception of an 
independent audit, i f such an audit is 
conducted. 

ed damages will be assessed if 
•dl claims processing accuracy for 
jact year under review was not in 

compliance with the performance 
standard and/or for failure to meet the 
reporting requirements for the 
performance standard. 

Processing 
Accuracy Per Member Fee 
Less than 95%, but greater than 93.5% 
$2.00 

93.5%, or less $4.00 

The total dollar amount of the liquidated 
damages shall be determined by multiplying 
the applicable per member fee by the total 
number of enrolled members as of the last 
month of the measurement period. 

In addition, $1,000 for each calendar day any 
required report is late, incomplete, or 
inaccurate. 
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conducting a statistically valid independent 
audit of the Contractor's claims operations 
using a qualified firm, of its own choosing, 
who is experienced in claims auditing. The 
Board will pay the expense of the independent 
auditing firm. The results of the audit will 
determine the Contractor's liability for 
Liquidated damages, i f any. 

21. Network Access 
At the end of first twelve (12) months 
following the Contract effective date, and for 
each twelve (12) month period thereafter 85% 
of members are within the required access 
parameters. 

The access standards for primary care 
physicians, acute hospitals, and retail 
pharmacies are specified in Section 8.10.2 (a), 
(c) and (e) of this RFP. 

To be measured by access reports produced by 
the Contractor, the Board, or its designee (to be 
determined at the discretion of the Board, but 
no less than annually), using Geo Access or 
similar software. I f the Contractor is producing 
the access.report information, the results must 
be provided to the Board within 45 days, 
following the end of each calendar quarter and 
Contract" year. The match is to be conducted 
separately for each provider type for 
urban/suburban zip code areas and for rural zip 
code areas. The term urban/suburban area is 
defined as a zip code with a population density 
of 1,000 or more persons per square mile and a 
rural area is defined as a zip code with a 
population density of less than 1,000 or more 
persons per square mile. The mapping or 
methodology used to measure distance must be 
based on actual driving distance 

The elements used to measure member access 
is as follows: 
> The five digit zip code census of covered 

members as of the end of the measurement 
period; and 

> The five-digit zip code census of the 
provider network (using the address of 
their practice locations) under contract as 
of the end of the measurement period. 
Note: PCPs with closed practices, who are 
not serving any CHIP members are to be 
excluded fiom the PCP provider match. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. The Board will use the calendar 
quarter-end reports to monitor the 
Contractor's performance. The 
assessment period will begin after the 
Board's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed if 
the access for the Contract year-end 
under review for any provider type was 
not in compliance with the performance 
standard and/or for failure to meet the 
reporting requirements for the 
performance standard. 

$5,000 for each full percentage below the 
performance standard for each provider type 
each Contract year 

In addition, $500.00 for each calendar day 
any required report is late, incomplete, or 
inaccurate 

22. Transfer of Data to the State's 
Information Management Vendor 

Contractor is to provide written verification 
each calendar quarter to the Board as to the 

Contractor's compliance will be 
evaluated at the end of each Contract 

$1,000 per calendar day for each day the 
required data is late, incomplete, or 
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Performance Standard Measurement, Source of Information and 
Required Reports 

Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

(IMV) 
Within fifteen (15) calendar days following the 
end of each calendar quarter, the Contractor 
must transfer to the State's IMV enrollment 
and claims data, including outpatient 
prescription drug claims activity, by member 
ID number in a file format to be specified by 
the State. 

date on which the data transfer occurred and a 
Contract year-end report documenting the date 
each calendar quarter the required data was 
transfer by the Contractor to the IMV. In 
addition, performance may also be measured 
based on documented receipt date of the data 
by the State's IMV. 

year. The assessment period will begin 
after the Board's receipt of the required 
Contract year-end report from the 
Contractor or upon inception of an 
independent audit, i f such an audit is 
conducted. 
Liquidated damages will be assessed if 
the overall claims processing accuracy for 
the Contract year under review was not in 
compliance with the performance 
standard and/or for failure to meet the 
reporting requirements for the 
performance standard. 

maccurate 

23. Reporting Requirements 
In accordance with Section 11.4 of this RFP, 
the Contractor is to produce and provide the 
Board with reports. The final reporting format 
and elements are to be agreed upon between 
the Board and the Contractor following 
Contract award. 

Board's date-stamp of receipt. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. 

Liquidated damages will be assessed for 
failure to meet the reporting requirements 
for the performance standard. 

$500 for each calendar day a required report 
is late, incomplete, or inaccurate 
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l ^ P e e quota t ion ^e^mremen^ 

Vendors can provide financial propose 
accounting) basis, seii^insnred basis or both ahemafives. 

Fortbe insured proposal, please review Sections 14.2 and 

Por tbe self-insured proposal, please review Sections 14.2.2 and 14.4. While rates lor paid claims 
and incurred butunpaid (IBU) components are not guaranteed, please review Sections 14.1 and 14.2.1 
andprovidean illustrative estimate of these components on asimilar basis as the fully insured 
arrangement. 

14.1 Premium Rate Components 

Proposers are to quoteasingle per Member per month premium rate tor each child covered under the 
Benefit Plan. The proposed monthly premium rate shall have three separately identifiable 
components, the sum ofwhich equals the total monthly billable premium rate. The components ofthe 
per Member monthlypremiumrate are as follows: 

a) Apaid claim estimate designed to include, but not be limited to, fees for service 
reimbursements, capitation charges, i f any,DRCpayments, and any other type of 
payment fbr covered health services paid bythe Contractor; 

b) An incurredbut unpaid(lBU)claimreserveestimateto establishandmaintaina 
reserve for claims which were incurred during the Contract year, but not paid until 
afiertheendof the Contract year. ThelBUclaimreserveistobeheldbythe 
Contractor; and 

c) An administrative rate component to cover all expenses other than incurred claims 
(itemsaandbabove),including utilization management expenses, network access 
fees, claim processing expenses, underwriting, acquisition and setup costs, as well as 
any other elements of administrative expenses, such as taxes, profit, etc. Themonthly 
administrative rate component is to include all expenses that would typically be 
referred to as pretention". Since this isamultiyear Contract, it is expected that first 
year start up and acquisition costs will be amortized by the Contractor over the length 
ofthe Contract. 

14.2 Renewal Process 

14.2.1 Paid Claim and IBU Components of the Premium Rate 

The monthly per Memberpaid claim estimate and the IBU claim reserve estimate (itemsaand 
b in Section 14.1,which together comprise the incurred claim estimate) shall be set through 
December31,2010. The paid claim estimate and the fBU claim reserve estimate components 
ofthe premium rate shall be guaranteed for 12 months. 

Throughout the remainder of the Contract the paid claims estimate and the IBU claim reserve 
components ofthe premium rate must be guaranteed for 12 months, subject to adjustment only 
on the annual Contract anniversary date. 
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Assuming a Con^ct elective date of January i , 2010, tiusmeans that the paideiahn 
component of the premium rate must he set from January i,20i^throughOeeemher3i, 
20i^suhjeet to adjustment etfeetive January i , 2 0 i i . Thereafter the paid eiaims component 
of the premium rate is subject to adjustment on Januaryiof each Contract year. 

The fBU ciaim reserve component of the renewal rates shaii he estahiished and maintained in 
the same manner as the paid claim component of the premium rate and may he subject to 
adjustment at the next renewal based on actual paid claim experience and enrollment. The 
Contractor shall be given the latitude to establish the reserve using a reasonable and 
actuarially sound methodology,subject to review bythe Board'sactuaryand/or consultant. 

The Contractor is required to provide at least a 60-day advance written notice of any 
ad^ustmentto the premium rate, in accordance with Mississippi Code^8395^. 

14 ̂ 2 Administrative Cost Component of the Premium Rate 

The proposed per Member monthly administrative cost component must be guaranteed for 
five years. The Contractor is to provide at leasta60-day advance written notice to the Board 
of any fully-insured renewal action (includingarequest to continue at the existing fees for 
another Contract year). Any renewal request must include documentationof historic and 
projected administrative expenses under the Contract. The per Member per month 
administrativerate schedule andthe methodology usedtodeterminethe average monthly 
administrative rate component ofthe premium rate may be subject to renegotiation at the same 
timeastherenewal. Any addoncoststothe administrativeexpensecomponentofthe 
premium rate during the course ofaContract year will not be allowed. 

Basis for Insured Rate Quotations 

fn developing the components ofthe premium rate, proposers must consider the plan ofbenefits and 
the requirements outlined in this RPP including the following: 

a) Commissions or finder'sfees are not payable underthis Contract. 

b) All costs to develop print and disseminate Member and provider materials including, 
but not limited to, Member 1.0 cards, Member handbooks, provider directories, 
provider manuals, administrative forms, and communications materials must be 
included inthe proposed administrativerate componentofthetotalpremium rate 
structure. 

c) All start-up and implementation costs including, but not limited to, costs associated 
with attending implementation meetings with the Board, OPA,and other interested 
parties, the cost to develop, print and disseminate Member and provider materials, and 
the cost to have the member and provider service telephone lines staffed and 
operational at least thirty days prior to the Contract effective date, must be included in 
the proposed administrative fee component ofthe premium rate structure. 

d) The administrative cost component musttake into account all expensesassociated 
with the Contractor's(if necessary) attendance at any required meetings, both prior to 
and afterthe Contract effective date, in Jackson, Mississippi with the Board, OPAstaff 
and other interested parties. 

e) Pooling coverage should not be quoted or included asacomponent to any portion of 
the premium rate. 
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f) There wifi be no admim^ative fees payable 
of tbe Contraet to process tbe claims rnn-ontbabihty and any related expenses to be 
Included In tbe quoted adnunrstratfve component of tbe premium rate. Tbe 
Administrative Expense Illustration TormprovldedmAppendlxlmust be completed 
using tbe enrollment assumptions and Instructions provided and must be Includedln 
Seetion^to tbe proposal. 

g) Tbe Fee Quotation Form, provldedlnAppendlxHmust be completed, signed by an 
authorized representative and Included In Secdon^to tbe proposal. 

h) ffany significant changes are made to the plan ofbenefits or significant changes occur 
in enrollment, the Contractor will be permitted to renegotiate the premium rates. The 
Contractor must provided-day advance written notice to the Board of any requested 
change to the premium rates. Such written request must include documentation ofthe 
projected fiscal impact on claims and/or administrative costs due to changes in 
benefits and/or enrollment and any other relevant information, including historic and 
projected costs, which forms the basis forthe requested premium rate change. 

14,4 Basis for All Self fnsured Fee Quotations 

fn developing the components ofthe administrative fee, proposers must consider the plan ofbenefits 
and the requirements outlined in this RFF including the following: 

a. For your medical provider network fee schedule, you must be willing to establisha 
separate network contractual arrangement whereby youwilljointly work with the 
Boardat the end ofeachyear to determinethe appropriate provider feeschedule 
increase forthe following year. 

b. Commissions or finder'sfees are notpayable under this Contract. 

c. All costs to develop printand disseminate Member and provider materials including, 
butnot limited to, Member 1.0 cards, Member handbooks, providerdirectories, 
provider manuals, administrative forms, and communications materials must be 
included in the proposed administrative fee rate. 

d. All start-up and implementation costs mcluding, but not limited to, costs associated 
with attending implementation meetings with the Board, OFA, and other interested 
parties, the cost to develop, print and disseminate Member and provider materials, and 
the cost to have the member and provider service telephone lines staffed and 
operational at least thirty days prior to the Contract effective date, must be included in 
the proposed administrative fee rate. 

e. The administrative fee component must take into account all expenses associated with 
the Contractor's(if necessary) attendance at any requiredmeetings, both prior to and 
afferthe Contract effective date, inlackson, Mississippi with the Board, OFAstaff and 
other interested parties. 

f. Fooling coverage should not be quoted or included asacomponent to any portion of 
the administrative fee rate or illustrative premium equivalent rate. 

g. The State will be the claim fiduciary. 

h. There will be no administrative fees payable to the Contractor following termination 
ofthe Contract to process the claims run-out liability and any related expenses to be 
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mdudedmthe quoted adminisfrative^ The vendor willbe required to administer 
run out elaimsfbraperiod of at least eighteen mouths afier the termination date. The 
Board will hold the iBU reserve throughout the Contract. 

i. The Administrative Expense illustration Torm provided in Appendix 1 must be 
completed using the enrollment assumptions and instructions provided and must be 
included in Seetiou^to the proposal. 

j . The Tee Quotation Torm, provided in Appendixii must be completed, signed by an 
authorized representative and included in Seetion^to the proposal. 

k. ifany signiticant changes are made to the plan ofbenefits or signiticant changes occur 
in erû ollment, the Contractor will be permitted to renegotiate the administrative fees. 
TheContractor mustprovide 60-day advance writtennotice to theBoardof any 
requested change to the administrative fees. Such written request must include 
documentation ofthe projected fiscal impact on administrative costs due to changes in 
benefits and/or enrollment and any other relevant intbrmation, including historic and 
projected costs, which tbrms the basis tbrthe requested administrative tee rate change. 
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15. Cost Proposal 
(for Fully-Insured and Self-Insured Proposers) 

15.1 Introduction 

The Financial Exhibits contained in Appendix V as Attachments VI through V5 will be used to 
evaluate the Contractor's provider costs associated with the proposed services. The Contractor must 
adhere to the format of the Attachments and the instructions which follow. All Attachments must be 
completed by the Contractor and labeled according to the specifications noted below. 

The Cost Proposals should be based on the Contractor's claims data and provider contracts for the 
Commercial market for members that are not eligible for Medicare. 

The Board reserves the right to use its actual claims data to evaluate any portion of the Contractor's 
proposal. 

15.2 Provider Capitation Contracts 

Please provide a detailed description of any healthcare services that the Contractor is proposing that 
were subject to a capitated provider payment methodology in 2008. Capitation fees should be quoted 
per covered person per month, and Contractors are asked to provide an estimate of the average 
discount rate applicable to the capitated services. 

15.3 Average 2007 and 2008 Fee-for-Service Discounts 

Complete the requested average provider discounts in Attachment VI for services delivered in the 
State ofMississippi or the border cities of Memphis, TN; Slidell, LA; New Orleans, LA; Birmingham, 
AL; and Mobile, AL for services that were reimbursed on a tee-tor-service basis to children covered 
under group health plans that were not eligible for Medicare. Claims for members covered as an 
employee or spouse should not be included. 

For the purpose of this request, the average discount is defined as one minus the ratio of allowed 
charges to billed charges, where: 

• Billed charges are amounts submitted by participating providers for covered health 
care services. Charges for services riot covered by the plans and duplicate billed 
amounts (due to claims submitted more than once) should be excluded. 

• Allowed charges are the amounts payable to providers after billed charges are reduced 
for contractual payment provisions. Reductions in payments due to coordination of 
benefits and employee cost sharing should not be applied to reduce the allowed 
amount. 

Describe any adjustments to the discount rates in Attachment VI that are necessary to obtain a more 
accurate estimate of the discounts under the Contractor's provider payment rates applicable to this 
proposal. For example, if the discounts in the table are for a block of business that includes HMO, 
POS, and PPO products describe how the rates applicable to this proposal relate to the rates entered in 
the table. 

Describe the Contractor's ability to reprice a claim tape against provider payment arrangements and 
the Contractor's ability to verify the accuracy of the discounts and contracting rates included in their 
proposal. 
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15^ H ^ ^ ^ ^ s ^ ^ c ^ ^ p ^ m 2 ^ 

C o m p ^ A ^ c h m ^ V ^ with hospi^ specific inpatients 
claims shown in tins exhibit should incite those covered nnder employers 
servicesto childrenthat were not eligible for Medicare. Therequestedinpatientdataincludes: 
number ofadmits, number ofdays, billed charges, and allowed charges. The requested outpatient data 
includes: number ofcases, billed charges, and allowed charges. 

Enter ^on-Participating^ fi^r hospitals that are not in the Contractor'snet^ork in 2008 and leave the 
rest ofthe row blank. Ifthe hospital was in the network tor onlypart ofthe year indicate the period in 
which theywere participating and show only the data tor the participating period. 

The definitions ofbilled and allowed charges are the same as the definitions provided in the request 
tor average discounts tbrparticipating providers by type of service. 

15.5 Current PhysieiauPee Schedules 

Complete AtiachmentV3providing physician reimbursement rates tor the dominant physician tee 
schedules the Contractor is proposing tor the Children's Health InsuranceProgram.Theratesin 
Attachment V3 need to refiectClobal rates tor each procedure listed. Do not provide separate rates tor 
theTechnical and Professional components, i f payments vary by site of service, show the rates tor 
each site ofservice in separate columns. 

ff the definition of ̂ units''for any HCPCS procedures in Attaclu^entV3 differs fiom the Medicare 
definition of units provideadescription ofthe difference in ûnitsB' 

The discount rate that applies to professionalprocedures that donot have rates listed inthe rate 
schedule is also requested. 

The second and third sheets inAtiachmentV3 request information for dental and vision fee schedules. 

15.6 Current Hospital Coutracdug Rates 

Complete Attachment V4 with current hospital contracting rates. The first sheet in Attachments 
requests information for inpatient hospital contracting rates and accommodates reimbursement rates 
based on per diems, case rates, and discounts offbilled charges. The categories provided fbrper diem 
rates include Medical, Surgical, Maternity, Behavioral Health (Mental Health and Substance Abuse), 
and Intensive Care and Cardiac Care (1CD/CCD). 

Por Contracts with Case Rateŝ  provide the current 2008 base rates andalabel for the DRC weights 
that apply to each hospital's Contract. The second sheet in AttachmentV^should be used to providea 
copy of theDRC weights for each hospital's label of DRC weights shown on the first sheet, f f a 
hospital's case rates are not structured byathe use ofabase rate and DRC weights, enteravalue of 
one for the base rate and show the case rates for each DRC on the second sheet. 
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The l o w i n g ^formation is requ^ 

D ^dieate whether hdied charges are paid to the provider whenever th^^ 
the payment hased on the sehednied rates. 

^ Provide the threshold amounts for ontiier payments and indicate whether the entire 
case reverts toapercent of charge hasis(caiieda'TirstDoiiar" outlier provision) or if 
an additional payment is made hased on the excess ofhilled charges over the threshold 
amount. The payment percentage rate for outliers is also requested. 

D Oescrihe any inpatient hospital services that require an additional payment over and 
ahove the scheduled rates. 

Thethird sheet in AttachmentV^requests intbrmation tor outpatient hospital contractingrates. 
Descriptions of rate schedules applicable to outpatient hospital services are requested along with the 
discount rate that is applicable to all services that are not subject toarate schedule to calculate their 
payment. 

Enter ^onTarticipadng''tor hospitals that are not in the Contractor'snetwork and leave the rest of 
the row blank. If ^ereisal^tterofhitentorTetter of Con^itment with the hospital show the date 
ofthe letter. 

1̂ 7 CHIPProviderContraetingRates 

The Contractor should describe the degree towhich the anticipated provider feeschedules tor the 
CHIT programwilldifferfromtheir current Commercialprovider payment rates. Any provider 
conmutments to accept reimbursement rates different from the current Commercial contracting rates 
should be fully documented inthe Contractor'sTroposal. 

158 guaranteed MaximumProviderPaymentsm2010^elf fnsuredOnly) 

The Board requests that the Contractor provide guaranteed maximum provider payment rates for the 
year2010 in Attachments. The structureof the guaranteed maximum rates is sensitive to rate 
variations in Rural and Metropolitan areas. The definidon of the Rural and Metropolitan areas for the 
application oftheseCuaranteed Rates is bâ ed on the zip codes provided in AppendixP.The Rural 
zip codes define the Rural service area, and the other zip codes (Urban and Suburban) make up the 
Metropolitan service area. 

The maximum allowed per diems for inpatient hospital services dehvered in 2010by participating 
hospitals for CHfT members are requested separately for Medical, Surgical, Maternity,Mental health 
and Substance Abuse, and intensive Care and Cardiac Care.The Contractor should assume that the 
type of service specifications for regular inpatient days (not identified as fCU/CCU days) is 
determined byreference to the DRC code associated with each case. 

The guaranteed maximum payments for outpatient hospital services and professional services 
delivered in 2010by participating providers for services to CHIP members is expressed asapercent 
ofbilled charges. Por example, if the discount isguaranteed to be at least enter "45^" in the 
table. 
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The defimtionsofbi^d and avowed cha^ 
for average discounts for partieipa^ Onpiieate claims and claims for 
ineligible services are excluded from the calculations of payments. 

TbeBoardwillcompareits actual 2010 claims experience totheguaranteed maximum ratesfbr 
inpatient hospital services, outpatient hospital services, and physician services.ff the 2010guaranteed 
maximum payments are not achieved in one of these categories of service,the Contractors) will 
reimhurseTheBoardfbrthedifferencehetweentheactualclaimpaymentsandtheguaranteed 
amount. The total amount of reimhursements for claims incurred in 2010 is limited to 25^ of the 
Contractor'sadministrative fees for services provided in 2010. 

l ^ S i t e Visits 

TheBoard reserves therighttoreview eachContractor'sclaimsdataandprovider Contracts to 
confirmthe accuracy of information provided intheirproposals,and to evaluate the Contractor's 
contracting rates using the distribution of claims hy provider and type of service consistent with the 
2008 CfffT experience. This willbeaccomplishedby site visits to the finalists to review the 
documentation of claims and provider contracts, including commitments made by providers to accept 
payment rates that differ from the Contractor'scurrent Commercial payment rates. 

The review will cover contracts for selected hospitals that represent at least 70^ of allowed charges 
for hospital services and will include the review ofastratified sample of physician claims that will 
include the top twenty physicians (based on allowed charges) and an additional number of physicians 
that is needed to providea95^ confidence level fbrmeasuring the accuracy of reporting. 

Avendor representative will be present during each of the on-site visits. 
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16. Questionnaire 

General Requirements 

1. State the full legal name of the primary Contractor, headquarters address, and the name, 
title, mailing address, telephone number, email address and facsimile number of the 
contact person for this proposal. 

Is the primary Contractor an insurance company, third-party administrator or other type 
of organization? 

As of the proposal due date, how many years of experience does the primary Contractor 
have in providing services similar to those requested in this RFP? Please include in your 
response, the month and year the Contractor began to first provide the services. 

As of the proposal due date, does the primary Contractor currently provide similar 
services to those requested in this RFP to at least one employer group, with at least 
50,000 covered lives (includes active employees, retirees, COBRA, and dependents)? 
This requirement can be met i f the proposer currently services a federal or state medical 
assistance program, i.e., Medicare or Medicaid. I f yes, provide the following 
information: 
i . Name of Client 
i i . Number of Covered Lives 
ii i . Name of Key Contact 
iv. Title of Key Contact 
v. Telephone Number 
vi. Fax Number 
vii. Email Address 
viii. Types of Services Provided 

As of the proposal due date, what is the total covered population, in terms of number of 
covered lives (includes active employees, retirees, COBRA, and dependents) nationwide 
serviced by the primary Contractor? 

Is the primary Contractor subcontracting with any other organization(s) for any services 
(e.g., provider networks, out-of-network price negotiation, PBM services, claim 
processing, utilization management, nurse triage and MIS services) required under this 
RFP? 

If yes, provide the following information for each Subcontractor arrangement: 
Full legal name. 
Headquarters address. 
The name, title, mailing address, telephone number and facsimile number of the 
contact person for this proposal. 
A description of the services to be provided. 
As of the proposal due date, the number of years of experience in providing 
similar service to those which they will be performing under this contract for other 
clients: 
As of the proposal due date, the total covered population, in terms of number of 
covered lives (includes active employees, retirees, COBRA, and dependents) 
serviced by the Subcontractor. 

109 

i . 

i i . 

iv. 
v. 

v i . 



vii. indicate whether the primary Confract^^ 
commitment or letter of intent to Contract with the Snheontraetor. ifso, attach as 
ExhihitA to yourproposai copies of snch agreements. 

7. State if you cnrrentiy provide any services, directly or indirectly, to the Board memhers, 
or any ofthe tollowing: 
i . Blue Cross^Blue Shield ofMississippi 
i i . Thomson Reuters (iiealthcare)inc. 
iii. PricewaterhouseCoopers, LLP 
iv. WM.LynnTownsend,PSA,MAAA 
v. CareAllies/intracorp 
vi. Minnesota Lite Insurance Company 
vii. Advanced Health Services, inc. 
viii. CavanaughMacdonald Consulting, LLC 
ix. ClaimsTechnologies,inc. 
x. WehMO Health Services Croup, inc. 
xi. Catalysts 
xii. State and School Employees Health insurance Management Board Members: 

KevinUpchurch, Jr., Liles Williams, Mike Chaney, Auhrey Lucas, HankM. 
Bounds, Larry Portenherry, John Mulholland, Pat Robertson, Christopher 
Burkhalter, BricClark, Jolmny Stringer, Eugene Clarke, WaiterRobinson, Jr., 
AlanNunnelee. 

ifyourtirm currently provide services to, or receive services from, one ofthese vendors, 
provideatuil description of services provided. 

8. Contirm that you will cooperate with the Board and all other Contractors ofthe Board in 
the ongoing services outlined in this RPP and in anytransidon of responsibility. 

OrganizationalBCeneral Information 

9. Provideabrief general description of your organization, include in the description the 
length of time the organization has been in operation, the name of the parent company,if 
any, whether your organization is tor profit or non-protit, andthe state inwhichthe 
company is incorporated. 

Please attach as Exhibi t to yourproposalaschematic of your organization'sstructure. 

10. Within thelasttwoyearshasyourcompanybeenacquiredbyanotherorganization, 
merged with another company, purchased another organization, or changed fiom 
privately held to publicly held status? if so, please identity what occurred and when. Are 
any ownership or name changes planned? 

11. Name all organizations that havealO^ or more ownership interest in your company. 
Describe their relationshiptoyour company interms of percentage of stock heldor 
amount ofventure capital invested. 

12. List the names, addresses and occupations formembersofyour Board ofDirectors. 

13. Within the last three years has your organization, any atfiliate of the company,or any 
senior officers or Board members been a party to a lawsuit or governmental 
investigation? If so, provideabrief description of each incident. 
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14. List any ownership interest your company has in any health care facility, provider or 
PBM and describe the relationship. 

15. For the purpose of this question the term "complaint" is defined as a written or verbal 
expression of dissatisfaction. 

For your organization's group health care business, what was the total number of 
complaints filed per 1,000 enrollees in the most recently available 12-month period? 
What was the total number of complaints filed per 1,000 enrollees in the prior 12-month 
period? Please include in your response the time period upon which your answer is 
based. 

16. Is your organization currently accredited by: 
i. the American Accreditation HealthCare Commission Inc (AAHCC), formerly 

known as URAC, 
ii. the Joint Commission on Accreditation of Healthcare Organizations (JCAHO), or 
iii. the National Committee on Quality Assurance (NCQA)? 

If so, please indicate the type, current level and duration of continuous accreditation. 

17. If you are subcontracting any services, are any Subcontractors currently accredited 
by: 
i. the American Accreditation Health Care Commission Inc (AAHCC), formerly 

known as URAC; 
ii . the Joint Commission on Accreditation of Healthcare Organizations (JCAHO): 

and/or 
iii. the National Committee on Quality Assurance (NCQA)? 

If so, please indicate the name of the Subcontractor, the type, current level and duration 
of continuous accreditation. 

18. Do you currently have a member services and provider services office in Mississippi? 
If so, note the location and describe its functions. If you do not already have a 
member services and provider services office in Mississippi, confirm your agreement 
to establish such an office in the event your firm is awarded the Contract for CHIP 
and describe its functions. 

Financial 

Note: Your responses to questions # 19 through #23 are to be based specifically on the primary 
Contractor's enrollment and assets, and are not to be combined with those of parent, subsidiary 
or affiliated organizations. 

19. Complete the following table based on your entire book ofbusiness: 
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20. 

21. 

22. 

23. 

a. Admitted Reserves as a Percent of Premium 
b. Current Ratio (Cash to Liability) 

(For example if 100%, indicate 1.0) 
c. Days in Unpaid Claims 
d. Medical Claims Loss Ratio (claims to premium) 
e. Administrative Loss Ratio (defined as all 

administrative expense not including profit and 
risk charges) 

As of the End of 
the Most Recently 
Completed 12 
Month Reporting 
Period, e.g., 2008 : 

(Indicate ' 
reporting period) 
% 

days 

As of the End of the 
Prior 12 Month 
Reporting Period, 
vfcg.J;20Q7:.•̂ ,•̂ >:̂ ';.̂ ^ 

(Indicate reporting 
period) • 

days 
% 
% 

Attach as Exhibit C to your proposal copies of the most recent reports on the claims 
paying ability ratings issued to your firm by any of the following rating agencies: 
i . A.M. Best; 
i i . Moody's; 
i i i . Standard & Poor's; and/or 
iv. Duff and Phelps. 

Include in Exhibit C to your proposal the same information on ratings issued to your 
parent company, ifany. I f your organization is not rated by one or more of the referenced 
organizations, please so state. 

Indicate your organization's present net worth (assets less liabilities) as a percentage of 
total premium revenue. 

Does your organization presently purchase any reinsurance coverage or are special 
reserves set aside to continue paying claims on existing polices in the event your 
organization ceases to operate due to bankruptcy, liquidation or other factors? 

I f yes, please explain the type of arrangement including the amount of reinsurance 
coverage and/or the amount of reserve levels established, i.e., number of days and 
reserves established as a percentage of premium. 

Attach as Exhibit D to your proposal a copy of the most recently available audited 
financial statements for each of the last two years. 

Renewal/Financial Underwriting 

24. What is your definition of a paid claim for purposes of renewal? 

25. 

26. 

How many calendar days will you need to accurately determine and report the amount of 
paid claims following the end of each month? 

Confirm your understanding that there will be no administrative fees (insured or self-
insured) payable to the Contractor following termination of the Contract to process the 
claims run-out liability and that any related expenses are to be included in the quoted 
administrative fee component of the premium rate. 
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27. Confirm you will be wiping to continue 
run-out period. 

28. Wbat Is tbe basis upon wlueb tbe meurred but u n ^ ^ 
tbe premium rates Is establlsbed,e.g.,apereentage of premlum,apereentage of paid 
claims, actual lag studies or some otbermetbod? Please explain tbe methodology usedin 
detail and indicate whether there wouldbe any changein the way reserves are set 
between the first and subsequent Contract years. 

29. Are there any charges that would be made against the paid claim and IBU claim reserve 
components ofthe premium rates? ifso, please describe. 

30. Please confirm that under a self insured tunding arrangement you will provide 
administration tor at least 18 months afier the termination date tor claims incurred prior 
to the termination date. Please confirm that there will be no administrative tees due at 
termination tor this service. 

31. Por renewal purposes tor the insured proposal, please confirm the components to the rate 
and identity the methodology used in setting the next year's renewal rate, identity any 
factors(e.g., trend) used and how they will be determined and which are guaranteed tor 
the five year Contract. 

Client Based/Referenees 

32. Provide the tbllowing intbrmation tor each of your three current largest group clients: 
i . Client name and address 
i i . Name, title, telephonenumber,e-mail addressand tacsimilenumberof akey 

contact 
i i i . Number ofcovered lives and services provided to client. 
iv. Duration ofrelationship with your organization 

33. Provide the following intbrmation tor each of your three current largest group clients 
located within the State ofMississippi: 
i . Clientname and address 
i i . Name, title, telephonenumber, e-maiiaddressandtacsimilenumber of akey 

contact 
ii i . Number ofcovered lives and services provided to client. 
iv. Duration ofrelationship with your organization 

34. Ifwhen you answered questions #31and #32 above, you provided less than six different 
client references, please submit additional references for your largest clients so that six 
references are provided. Por each additional reference provide the following information: 
i . Client name and address 
ii . Name, title,telephonenumber, e-mail address andfacsimilenumberofakey 

contact 
iii. Number ofcovered lives and services provided to client. 
iv. Duration of relationship with your organization. 
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Gen^s^ng 

35. For the most recently available 12-month period what Is the average numher of 
employees employed hy your organization and what is the percentage of overall 
employee turnover? What wasthe average numher ofemployees employed hy your 
organization and what was the percentage of overall employee turnover for the prior 12-
month period? Please indicate in your response the time period upon which your answer 
is based. 

36. Provide the names, location, and brief resumes, including each person'scredentials and 
tenure with the company, tor each of the following positions(as defined in Seetioo 12.1 
ofthisRPP): 
i . Executive Officer 
i i . Account Manager 
iii . Medical Director 
iv. ClaimsSupervisor 
v. The person representing your organization during this proposal process, i f 

different from any ofthe persons listed above. 

Claims Processing Services 

Note: Answer questions #37 through #47 based on the existing office or unit that would process 
claims undl such dme as the new office or unit is fully staffed and operational within the 
State ofMississippi. 

37. Withregard to the claimoffice that isproposed to be used for CfffP, provide the 
following: 

Tocation(s) 
Years in operation 
Days^hours of operations 
Staffing 

Annual 
Avg.Yrs. Turnover 

#of Experience Rate^) 
Processors 
Supervisors 
Managers 
RNs ^ 
MDs 
Claims Support 
Personnel 

Annual claim volume 
#of plans presently 

38. Do you propose to assign a dedicated unit of claim processors for the CHIP account? 
i . For the claim office proposed, what percent of all claims are processed within 30 

working days of receipt, for calendar year 2008. 
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ii . For the claim office proposed, please provide the following from your internal 
audit reports for the calendar year 2008: 

a) Financial accuracy as a percent of total claims dollars paid (total under 
and over payments, do not net these amounts); 

b) Coding accuracy as a percent of total claims submitted. 

39. 

40. 

41. 

42. 

43. 

44. 

Describe your claim processing quality review and audit procedures. What type of 
internal and external audits are done, how often and by whom? 

Confirm that you are able to provide the quarterly and annual claim turnaround reports 
required in Section 13.2 of this RFP for performance standard #18 exclusively for CHIP. 

Please describe the sampling methodology you propose to use in preparing the quarterly 
and annual internal audit reports required in Section 13.2 of this RFP for performance 
standards #19 and #20 regarding financial accuracy and processing accuracy and confirm 
that the internal audit reports provided will be exclusively for CHIP claim payment 
activity; 

Attach a copy of the most recently available Statement of Auditing Standards (SAS 70 
audit report) as Exhibit E to your proposal. 

Please indicate whether your claims processing function currently includes any of the 
following and to what extent: 
i . Electronic imaging of paper claims 
ii. Online (real-time) claims processing 
iii. Batch (overnight) claims processing 
iv. Electronic data interchange (EDI) 
v. Microfilm claim copies 
vi. Microfilm Member correspondence 
vii. Electronic imaging of Member correspondence 

For each of the following processes please indicate with an (X) whether your claims 
system handles the task in an automated manner (A), uses processor/review manual 
intervention (PR), or is not routinely checked (NC). 

Processes 

Checks total charges against total payments 
Checks for duplicate charges 
Compares number of inpatient hospital days on each claim against 
admission and discharge dates 
Assures services are provided within the member's eligibility date and 
termination date. 

Recognizes historical lifetime and benefit maximums 
Identifies excess "usual, customary and reasonable" charges (R&C) for 
all procedures . 
Verifies that a provider is licensed to perform the . type of procedure 
billed 
Reconciles the diagnosis code to the procedure and sex code for 
consistency 

PR NC,-
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Processes 
Accumulates co-pays 
Identifies' potential coordination of benefits, subrogation, and other 
party liability situations • 
Verifies out-of-pocket 
Reviews age limits for eligibility or special coverage limits 
TrWp.rTninp.s r . n - n f l v m p n t I P V P I C Determines co-payment levels 
Identifies unbundling of services 
Identifies up coding of services 
Identifies obsolete or invalid codes 
Identifies ineligible services 
Applies multiple surgery guidelines 

PR NC 

45. What percentage of your current book of business represents claims which are 
electronically filed by providers versus traditional paper processing? 

46. Describe your process for identifying potential third party liability/subrogation claims, 
e.g., worker's compensation and automobile accident injuries. How are claims handled 
during the process of establishing third party liability? 

47. Will a different entity and/or claims office be used to process paper submitted claims for 
prescription drugs when a Member uses a non-participating pharmacy when either in an 
area where a network pharmacy is not available and/or not reasonably accessible or when 
the Member requires prescription drugs while traveling outside the State? 

f f so, please confirm the location of the claims office, the average number of working 
days for non-network drug claims to be processed (from date of receipt to date check 
issued), and the percentage of all claims processed within 30 calendar days from receipt. 

Administrative Systems and Capabilities 

48. With regard to your computer system, please outline the disaster recovery/ contingency 
plan that is in place. Does the plan include arrangements for processing at another site in 
the event of a disaster at the proposed hardware location? If so, please describe the 
alternative arrangements. Attach a copy of your disaster recovery plan as Exhibit F to 
your proposal. 

49. For 2008, what has been the number of times and the percentage of time that the 
hardware has been "down"? Hardware down time percentage is measured by the ratio of 
total planned system availability to the planned availability when inquiry operators could 
not access the system to perform their functions. 

50. Please describe how you handle backlogs (e.g., overtime, switch to another office). 

51. Can your organization administer the comprehensive benefit package as outlined in 
Section 4 of this RFP? If not, identify any plan design provision that you cannot 
administer or which you do not currently administer and would have to develop the 
capacity. 

52. Have you implemented a new computer system within the last six months? Do you 
anticipate implementing a new computer system within the next 12 months? If so, please 
describe the changes. 

116 



53. fsyour computer system owned by your firm? Ifnot,wbo owns tbe system? 

54. List tbe number of MIS personnel presently employed by your company, by job 
classifications. Please attacbacurrent organizational cbart for your MISdepartment as 
ExblbitG to yourproposal response. 

55. Are system programmers comprised of m-bouse staff or contracted professionals? fn 
eltber case, please discuss staffing adequacy. 

56. Section of tbls RPP fists desired admrnrstratlve capabilities and management 
Information system features, fsyour organization abletoprovldeeacbof tbe desired 
functions or features? 

f f not, please Identify eacb function tbat you are not able to provide and Indicate any 
alternative approach you may bave for addressing tbe variancebetweentbe desired 
functions and those wbicb you are able to provide. 

HfPAA 

57. Describe the process used by your company to comply with fffPAAEDf, privacy, and 
securityrequirements. 

58. Describe your compliance with fffPAA'stransaction standards, medical data code sets, 
unique identifiers, privacy,and security. 

59. Who is the key individual in your organization leading efforts to comply with fffPAA's 
administrative simplification rules? Please identify that individual by name and title and 
identifythe placement (level) ofthis individual within your organization. 

60. Please identify any fffPAA accreditation your company has received or applied for or 
intendsto apply for. f f you have not yet applied for accreditation,when do you expect 
to? Porwhat level of accreditation? 

Elecfronic^afa Interchange and Medical f^afa Code Sets 

61. Does your computer system have the ability to receive a fffPAA X12 electronic 
transmission? Does your computer system have the ability to send a fifPAA X12 
electronic transmission? ffow is this accomplished? 

62. ffow do you handle non-fffPAA compliant transactions and their rejection? 

63. is your system capable of handling attachments of another standard fbrmat(e.g.,ffL7) 
withinafffP AA compliant X12 transaction? 

64. What fiont-endediting capabilities are implemented inyour system to ensure valid 
fffPAA transactions? 

65. indicate which PffPAAPDf transaction standards, based on the implementation Guides, 
your system supports. 
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Privacy and Secure Standards 

66. Whatprivacypoficicsorproccduresarccurrcndyinpiace7 

67. Are employees required to sign confidendahty agreements? 

68. Oo you haveaContraet and procedures manual tor each staff position? 

69. Ooyou have any subcontractors that will handle the Benefit Plan's PHI? Ooesyour 
Contract with those subcontractors contain privacy provisions? 

70. When an entity(e.g.,providers)or an individual make an inquiry to the Contractor about 
an individual'seligibility for benefits, how is the inquiry handled? 
i . What information is transmitted andhowisitrecorded? 

i i . Who responds to the inquiry? 

71. Ooes your system presently meet requirements in the privacy regulations issued pursuant 
toHfPAA? 

72. Ooes your systemproduce sufficient audit trails to satisfy the HIPAA privacy and 
security regulations? 

73. Has there been any assessment of the various security levels currently available and their 
compatibility with the HfPAA security standards? 

74. Have youconducted an analysis of the risks and vulnerabilities toprotected health 
information in your system? 

75. Ooes your systempresently meet requirements intheregulations issuedpursuantto 
HfPAA security standards? f f not, have you identified areas in which your system does 
not meet the proposed standards? 

Reporting Canabilides 

76. Please review the desired reports listed in Seedons f L 4 ofthis RPP. Can your 
organization provide the desired reports included? 

f f you are unable to routinely produce any of the desired data elements, please identify 
which ones in your response, ffyou produce standard reports that meet the desired report 
requirements, please attachacopy ofthe sample reports as Exhibits to your proposal. 

77. Pleaseexplainhowyou will determineor count thenumber of claims for reporting 
purposes. 

78. Cther than the standard claim report information listed in Seedonff^.l,list and describe 
any other claim/management reports you are able to provide regularly at no additional 
charge and the fiequency with which this information can be provided. Would you be 
able toprovidethesereportsby the subgroups identified in Seedon fL4.f? Attach 
samples ofeach report as an Exhibitf^to your proposal. 
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79. describe your capabifities to produce ad hoc reports. Provide examples of previously 
prepared ad hoc reports for other clients aud associated prograrumiug charges. Please 
identify your ad hoc report fee and the hasis forthe fee. 

80. Ooyou currently offeradata management and analysis system (similar toThompson 
Reuters(ffealthcare^fnc.)toanyof your clients? ffso,please describe the system 
capabilities and indicate any additional setup issues associated with providing this feature 
forCHfP 

disease Management Programs 

81. Por your proposedasthmadiseasemanagement(DM)programanswerthefbllowing 
questions: 
i . Length oftime program has been in effect. 
i i . Number ofindividualspardcipatingin the program. 
i i i . fs any aspect of the disease management program Subcontracted? f f so list the 

name ofthe Subcontractor and the services provided. 
iv. Source ofdata used to identify individuals with this disease. 
v. Outline how your OM program operates. 
vi. Percent of patients identified for disease management that are likely to comply 

with your care recommendations. 
vii. What is the most effective behavior change you have achieved through your DM 

program? 
viii. Discuss the qualifications ofyourstaffwho perform the actual DM services. 
ix. Savings you typically see perpatientfbrthis disease. 
x. Do you propose any changes to your DM program to better address the needs of 

theOfffPpopulation? 

82. Por your proposed diabetes disease management (DM), answer the following questions: 
i . Length oftime program has been in effect. 
i i . Number ofindividuals participating in the program. 
i i i . is any aspect of the disease management program Subcontracted? i f so list the 

name ofthe Subcontractor and the services provided. 
iv. Source of data used to identify individuals with this disease. 
v. Outline how your DM program operates. 
vi. Percent ofpatients identified for disease management that are likely to comply 

with your care recommendations. 
vii. What is the most effective behavior change you have achieved through your DM 

program? 
viii. Discuss the qualifications ofyour staffwho perform the actual DM services. 
ix. Savings you typically^see perpatientfbrthis disease. 
x: Do you propose any changes to your DM program to better address the needs of 

theOfffPpopulation? 

83. You must provide the services as described in Appendix WfbraPharmacyDisease 
Management Program. Please answer the following questions: 
i . Length oftime program has been in effect. 
i i . Number ofindividuals participating in the program. 
ii i . is any aspect of the disease management program Subcontracted? f f so list the 

name ofdie Subcontractor and the services provided. 
iv. Source ofdata used to identify individuals with this disease. 
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^ Oudine how your DM program operas 
vi. Percent of patient identified for disease management that are iikeiy to comply 

with your care recommendations. 
vii. What is the most effective behavior change you have achieved through your DM 

program? 
viii. Discuss the qualifications ofyourstaffwho perform the actual DM services. 
ix. Savings you typically see perpatientfbrthis disease. 
x. Do you propose any changes to your DM program to better address the needs of 

theOfffPpopulation? 

84. During the DM process describe when and why you interact with the patient'sphysician. 

85. What is the source of the clinical treatment guidelines that your staff uses as the basis for 
decisions and recommendations? (e.g. your own internally developed guidelines, 
nationally accepted guidelines, etc.) 

86. Does your firm (or any Subcontractor you areusing fbrtheseservices)receiveany 
revenues, gratuities or rebates through worldng relationship/referrals with drug 
manufacturers and/or Prescription Benefit Management (PBM) firms relative to Disease 
Management programs you currently administer, ffso, please explain. 

87. Explain how youremedy the situation whenthepatient is notbeing prescribed the 
medication/medicalequipmentyourDMfirmbelieves would be most appropriatefbr 
their condition. (^.^ asthmatic patient discusses with your DM staff some moderate to 
severe asthmasymptoms andrecently saw their physician whohasnotprescribeda 
steroid inhaler, peak flow meter, SVN machine or other services/treatments you believe 
are crucial to adequate asthma management) 

Member Access 

Note: In accordance with Section LItl.f of this RPP, upon execution and return of the 
Confidentiality Agreement in Appendix 0,anelectronicfile will bereleased toyour firm 
containing the zip code distribution of the current CHIP population for purposes of measuring 
Member access under this RPP. 

88. Oonductamatch between the total number ofMembers in theOfffPpopulation and your 
organization'sproposedPOP, acute hospital and pharmacy networks,by five-digit zip 
code This match is toinclude those providers with whom you currently have 
contracts as well as those with whom you have letters of commitment and/or letters 
of intent. The match is to he conducted separately for each provider type for 
urban/suburban zip code areas and for rural zip code areas.The term urban/suburban area 
is defined asazip code withapopulation density ofl,000 or more persons per square 
mile andarural area is defined asazip code withapopulation density ofless than 1,000 
or more persons per square mile. Acurrentlistingofurban/suburbanandruralareas 
within Mississippi by zip code, as measured by the latest version of OeoAccess software 
is provided in AppendixP. The mapping or methodology used to measure distance must 
be based on actual driving distance and the total count ofMembers used to perform the 
access match must equal the total count for the sample population, fn other words, no zip 
code area or Member in the zip code census data is to be excluded when preparing the 
access information. 
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For ptoses of preparing access reports^ 
following specialties: family medicine, general medicine, pediatrics and internal 
medicine. Only those physicians who meet tins definition ofaFCF and who currently 
have open practices, i.e., are accepting new patients, should he included in the match. 
Based on the result ofthe Memhermatch, please complete the following tahle: 

Provider Type 
Percentage of Sample Population in 
Suburban Areas within Access Standard: 

Care Two Primary 
Physician 
One Physician of each 
Specialty, as listed in 
8.2.2 (a through mm). 
One Acute Hospital 
One Dentist 
One Vision Provider 

Standard A 
Within 15 miles % 

Within 20 miles % 

Standard B 
Within 10miles_ 

Within 15 miles 

Within 25 miles_ 
Within 20 miles" 
Within 20 miles 

% 
% 

One Retail Pharmacy Within 15 miles_ % 

Provider Type Percentage of Sample Population in Rural 
Zip Code Areas within Access Standard: 

Care Two Primary 
Physician 
One Physician of each 
Specialty, as listed in 
8.2.2 (a through mm). 
One Acute Hospital 
One Dentist 
One Vision Provider 
One Retail Pharmacy 

Standard A 
Within 25 miles 

Standard B 
Within 20 miles 

Within 30 miles % Within 25 miles 

Within 45 miles 
Within 30 miles_ 
Within 30 miles_ 
Within 25 miles 

% 

% 

Urban/ 

% 

Within 20 miles % 
Within 15 miles_ % 
Within 15 miles _ % 
Within 10 miles % 

% 

% 

_%. Within 30 miles % 
Within 25 miles % 
Within 25 miles % 
Within 20 miles % 

Please indicate the name and version of software you used to measure 
access: 

89. Attach as Exhibit J to your proposal a summary level access report which indicates the 
total number of persons in the sample population which do not meet access standards in 
the above column titled "Standard A". 

90. Attached as Exhibit K to your proposal a detailed access report by five digit zip code, by 
provider type, for each urban/suburban and rural zip code area in which 100% of the 
persons in the sample population do not meet the access standards in the above column 
titled "Standard A". 
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Provider Network 

9L tn what year did your proposed provider n e ^ 
Mississippi? What is the uuruher of group piauseurreutiy participating iu the provider 
network in Mississippi7Tothe extent you are suheoutraetiug or leasing any provider 
networks, answerthis question separately tor each suheontraeting arrangement. 

92. What contractual requirements does your organization have with network providers to 
hold them accountable tor timely scheduling of elective appointments? 

93. Do your physician and hospital network Contracts havea^continuation of care^clause 
that says ifaphysician or hospital cancels or tails to renew its Contract, that care which 
began with the network providerwill continue to he reimbursed asanetwork provider? 

if yes,pleaseoutlinethespecificcontractual terms, including thelengthoftimethe 
"continuation of care" clause would continue to apply tbllowing terminadon ofthe 
provider Contract. 

94. ĥ dicate the standard methods used to conununicate provider terminations, additions and 
address/phone number changes to Members. 

95. What plans, ifany, doyouhave tor growth inthe number of PCPs, specialistsand 
network facilities if you are awarded this contract? Please include target dates tor any 
expansion in the number of network providers. 

96. What percentage of the primary care physicians in your proposed Mississippi provider 
network currently have closed practices, i.e., are not accepting new patients? 

97. Complete the tbllowing physician reimbursement table. To the extent you are 
subcontracting or leasing provider networks and reimbursement methodologies vary by 
network, then please answer this question separately for each subcontracting 
arrangement. 

NameofNetwork 

Predominant reimbursement 
method, e.g., fee-for-service, 
discounted fee-for-service, 
capitation 
Source of Fee Schedule, e.g., 
HIAA, Medicare, MDR, in-
house 
Frequency of updates to 
reimbursement/fee schedules, 
e.g., semi-annually, annually 
Are there any risk sharing 
arrangements, e.g., bonus 
pools, withholds or retroactive 
payments? If so, list 

Primary Care Physician Network Specialist 

98. Attach as Exhibit L to your proposal a directory or list indicating the full name, address 
and specialty of professional providers currently under Contract in the State of 
Mississippi and in the border cities of Memphis, TN; Slidell, LA; New Orleans, LA; 
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Birmingham, AL; and Mobile, AL. If this information is available on CD, please also 
enclose a copy of the directory on CD with your proposal response. 

99. Attach as Exhibit M to your proposal a directory or list indicating the full name, address 
and specialty of professional providers with whom your organization has letters of 
commitment to Contract with in the State of Mississippi and in the border cities of 
Memphis, TN; Slidell, LA; New Orleans, LA; Birmingham, AL; and Mobile, AL. If this 
information is available on CD, please also enclose a copy of the directory on CD with 
your proposal response. 

100. Please complete the following table with regard to your proposed professional provider 
network in the State of Mississippi and in the border cites of: Memphis, TN; Slidell, LA; 
New Orleans, LA; Birmingham, AL; and Mobile, AL. 

Provider Type 

Internal Medicine (PCP) 

Internal Medicine 
Subspecialists' 

General/Family Medicine 
(PCP) 

Pediatricians (PCP) 

Pediatric Subspecialists: 

Cardiology 

Craniofacial 

Hematology/ 
Oncology 

Nephrology 

Neonatal Medicine 

Endocrinology 

Neurosurgery 

Orthopedic Surgery 

Pulmonology 

Gastroenterology 

Intensive Critical 
Care 

Adolescent 
Medicine 

Urology 

Number of Providers . r 

Currently under Contract 

Within State 
of MS 

la border 
cities 

Number of Providers with 
Letters of Commitment 

Within State 
of MS 

In border 
cities 
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Provider Type 

Obstetricians/Gynecologists 

General Surgeons 

Surgery Subspecialists 

Dentists 

Ophthalmologists 
Optometrists 

and 

Audiologist 

Total Number of Providers 

Number of Providers _ 
Currently under Contract 

Within State 
o f MS 

In border 
cities 

Number of Providers with 
Letters of Commitment 

Within State 
of MS 

In border 
cities 

101. Please complete the following table with respect to your proposed provider network in the 
State of Mississippi and in the border cities of Memphis, TN; Slidell, LA; New Orleans, 
LA; Birmingham, AL; and Mobile, AL. If the percentages are unknown, please so 
indicate. 

Primary Care Physicians 
Physician Specialist 

% Board Eligible % Board Certified 

102. Please complete the following table regarding your credentialing procedures for 
physicians. To the extent you are subcontracting or leasing provider networks and the 
credentialing criteria varies by network, then please answer this question separately for 
each subcontracting arrangement 

Name of Network 

Criteria 
Requirement that medical license has never been restricted or revoked? 
Is board eligible or board certification required? 
Is valid Drug Enforcement Administration (PEA) certificate required? 
Must physician currently have admitting privileges to at least one 
community or teaching hospital? 
Are the type and quantity of lawsuits investigated? 
Are references required and checked? 
Is the physician's status in the National Practitioner Databank checked? 
Is the physician's status on sanctions in Medicare/Medicaid programs 
checked? 

Yes/No. 

List any other credentialing requirements for physicians: 
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103. 

104. 

105. 

106. 

How often are physicians re-credentialed? To the extent you are subcontracting or leasing 
provider networks and the answer to this question varies by network, then please answer 
this question separately for each subcontracting arrangement 

Complete the following table by indicating your network provider overall average 
percentage discount off the average prevailing non-network (or non-managed) reasonable 
and customary charges statewide within Mississippi for the following categories: 

Type of Service • : v 
Physician - non-surgical 
Physician - surgical 
Radiology 
Pathology 
Anesthesiology 

Calendar Year 2008 : :̂  
First Three Months of 
Calendar Year 2009 

What is the source of your prevailing charge data, e.g., Ingenix (formerly HIAA) or internally 
developed? 

Note: the Board reserves the right to request more detailed information regarding provider 
discount arrangements (e.g., by network, type of provider, type of service) as part of Phase 
Three of the evaluation process. 

Complete the following grid regarding your organizations credentialing criteria for the 
following types of health care providers by checking each column that applies. To the 
extent you are subcontracting or leasing provider networks, then please answer this 
question separately for each subcontracting arrangement. 

Name of Network 

Nurse practitioners 
Occupational and 
physical therapists 
Audiologist 
Dentist 
Optometrist 
Psychologist 
Professional counselors 
and clinical social 
workers 

No credentialing 
process for these 

providers 
: Providers not part 

of network 

Yes, credentialing 
process for these 

providers ' 

Indicate the name and location of any facilities, e.g., acute hospitals, ambulatory surgical 
facility, freestanding rehab facility, skilled nursing facility or psychiatric facility, in the 
State of Mississippi and in the border cities of Memphis, TN; Slidell,-LA; New Orleans, 
LA; Birmingham, AL; and Mobile, AL, with whom you currently have a Contract or a 
letter of commitment which are not JCAHO accredited. What credentialing factors do 
you utilize to evaluate these types of facilities? 

107. Please provide the information in the following table. 
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, Total Number of Facilities 
Currently under Contract 

Total Number of Facilities 
; with Letters of Commitment 

Facility Type 
Within State 

of Ms /; 
In border 

: cities ' • 
Within State 

of MS 
In border 

cities 

Hospital 

Other Health Care Facilities 
(not including hospitals) 

Total 

108. Attach as Exhibit N to your proposal a directory or list which indicates the full name and 
address of all hospital and other health care facilities currently under contract in the 
State of Mississippi and in the border cities of Memphis, TN; Slidell, LA; New Orleans, 
LA; Birmingham, AL; and Mobile, AL. If this information is available on CD, please also 
enclose a copy of the directory on CD with your proposal response. 

109. Attach as Exhibit O to your proposal a directory or list which indicates the full name and 
address of all hospital and other health care facilities with whom you have letters of 
commitment in the State of Mississippi and in the border cities of Memphis, TN; Slidell, 
LA; New Orleans, LA; Birmingham, AL; and Mobile, AL. If this information is available 
on CD, please also enclose a copy of the directory on CD with your proposal response. 

110. Do the network hospitals listed in response to the previous two questions include 
hospital-based physicians (including radiologist, pathologist, anesthesiologist and 
emergency room physicians)? 

I f not, please identify those hospitals for which the hospital-based physician staff are not 
currently under Contract or for whom you do not have a letters of commitment. 

111. Attached as Exhibit P to this RPP is a listing of the most frequently utilized hospitals, 
primary care physicians, specialist, dentist and vision care providers under the Benefit 
Plan. Please indicate in die last three columns of the listing whether the provider is 
currently under Contract or whether you have a letter of commitment with the provider if 
you are awarded this Contract. Include a copy of the completed listing as Exhibit Q to 
your proposal. 

112. Identify which of the following methods of reimbursement apply to facilities in your 
network. Also identify the average discount levels (off of billed charges) produced by 
whatever system of reimbursements you have negotiated. 

DRG : ' v 

W/OutUer 
DRG 
No OutUer 

Per Diem 
W/OuUier 

Per Diem 
No Outlier 

V%:V-::'-f-; 
Discount 
Billed,: 
Charges 

Other, Average 
Discount 
Level 

Acute Inpatient 
Med/Surg 
Hospital 
Hospital Based 
Surgery Center 
Outpatient 
Hospital 
(i.e., x-ray and 

126 



DRG 
W/OutUer 

DRG 
No Oudler 

Per Diem 
W/Oudier 

Per Diem 
NbOutlier 

W'^&z 
Discount 
Billed 
Charges 

Other Average 
Discount 
Level 

lab) 
Hospital 
Emergency 
Room 
Acute Inpatient 
Mental Health 

113. 

114. 

Note: the Board reserves the right to request more detailed information regarding 
provider discount arrangements (e.g., by network, type of provider, type of service) as 
part of Phase Three of the evaluation process. 

Complete the following table by indicating the average percentage discount off of billed 
charges that apply to hospitals in your network for calendar year 2008 and for the first 
three months of calendar year 2009. 

Hospital - Inpatient Services 
Hospital - Outpatient Services 

Average for 2008 
Average for first 3 

months of 2009 

Note: the Board reserves the right to request more detailed information regarding 
provider discount arrangements (e.g., by network, type of provider, type of service) as 
part of Phase Three of the evaluation process. 

Complete the following table indicating whether such services are available under your 
proposed hospitals arid other health care facility provider network in Mississippi and in 
the border cities of Memphis, TN; Slidell, LA; New Orleans, LA; Birmingham, AL; and 
Mobile, AL. For the purposes of answering this question, please include all facilities that 
are currently under Contract as well as those with whom you have letters of commitment. 

Services: 

Are Services Available 
Through The Proposed 

Provider Network? : 
•• (Y/N) •. ^y-

Total#ofFacilitiesln 
Ississippi.Providing: 

Services 

Total #of Facilities in 
Border Cities 

Providing Services' 

Alcohol/chemical 
dependency 

Ambulatory surgery 

Bum unit/care 

Cardiac care unit 

CT scanner 

Diagnostic radioisotope 
facility 

Emergency room 

Hemodialysis 
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Services: 

Are-Services Available; 
Through The Proposed 

Provider Network? 

••'•}•:•• wm^'V-. 

Total # of Facilities in 
MississippfProyiding 

Services , 

Total # of Facilities in 
Border Cities 

A Providing Services 

Home health services 

Hospice 

Intensive care unit 

Neonatal intensive care 

Magnetic resonance 
imaging (MRI) 

Obstetrics 

Occupational therapy 

Open heart surgery 

Pediatric inpatient unit 

Pediatric intensive care 

Physical therapy services 

Psychiatric services 

Rehabilitation (inpatient) 

Rehabilitation 
(outpatient) 

Skilled nursing 
home/facility services 

Therapeutic radioisotope 
facility 

Transplantation - bone 
marrow 

Transplantation - heart 

Transplantation - kidney 

Trauma center (Level I or 
H) 

115. For services listed above that are not available in the network, explain the process for 
providing these services to Members through arrangements with non-participating 
hospitals. 

116. Please complete the following table indicating the percent of the network hospitals paid 
under the list methodologies. To the extent you are subcontracting or leasing provider 
networks and the reimbursement methodologies vary by network, then please answer this 
question separately for each subcontracting arrangement. 

Name of Network 
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Payment Methodology 

Per diem basis 

DRG basis 

Discount basis 

Other basis (describe other)_ 

Percent 

117. For the purpose of this question, the term "Center of Excellence" means a facility 
screened and selected by your organization in a process above and beyond your usual 
credentialing program. It also means the facility has been designated as one of your 
organization's "Centers of Excellence" due to clinical expertise in a particular field. 

Please list any "Centers of Excellence" facilities by name and location and the area of 
specialty, e.g., organ transplants, cancer, etc., that your organization contracted with or 
has letter of agreement. 

118. Explain the process you propose to follow in negotiating discounted fees for services 
rendered to Members by any non-participating provider. Please include in your response: 
i . Are any services subcontracted? If so list the name of the Subcontractor and the 

services provided. 
i i . How non-participating providers are identified by the Contractor 
i i i . The qualifications of the staff utilized to negotiate provider discounts. 
iv. Whether the negotiation of fees occurs before and/or after services are rendered. 
v. The overall expected percentage discount off of billed charges you expect to 

achieve. 

119. Describe your proposed procedures to assist Members in receiving recommended 
immunization, per Section 8.11 of this RFP. 

Pharmacy Network 

Pharmacy Financials - Insured Product 

120. What portion of the premium is for pharmacy services? 

121. How is this determined? 

122. Are there any other fees associated with the pharmacy program? 

123. I f yes, what are they and for what services? 

124. Are rebates used to offset any portion of the pharmacy premium or cost for other 
pharmacy programs? 
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Pharmacy Financia^^Se^osured Product 

125. What is the admimstrativc tec tor the pharmacy program? i f iuciudedwith medical, 
please identity what percent ofthe medical admimstrativctccis tor pharmacy 

126. Are there any other tees associated with the pharmacyprogram? 

127. Ifyes, what are they and tor what services? 

Pharmacy Network ensured and Self-fnsured Products 

128. Do you provideanetwork of retail pharmacies that contract with you directly? 

129. Are any aspects of your retail pharmacy network under subcontract with another vendor? 
ifyes, with whom and tor what services? 

130. Howdoyou ensure the quality of services provided hythe retail pharmacies that are 
included in subcontracted arrangement? 

131. How many retail pharmacies participate in yournetwork? 
D Nationally 
^ in Mississippi 

132. Whatpercentofyournetworkretaiipharmacies in Mississippi are open24hours? 

133. i f not open24hours,what percent of your network retail pharmacies in Mississippi otfer 
24 hour emergency service? 

134. Which, if any,retail chains do not participate in your network nationally? 

135. Which, if any,retail chains do not participate in yournetwork in Mississippi? 

136. What credentialing criteria must retail pharmacies meet in order to participate in your 
network? 

137. How do you ensure that the retail pharmacies in your network comply with and adhere to 
yourrequirementstbrparticipation? 

138. Please provide the minimum guaranteed discount asapercentageotfAverage Wholesale 
Price (AWP) at retail tor brand name drugs, identitying the dispensing tee, your 
definition ofabrand name drug (e.g.,single source brand, multisourcebrand,single 
source generic, etc.), what lesser ofprovisions are included, what package size is used to 
determine the price,what is included in the calculation of the minimum guarantee, any 
offsets used to meet the minimum guarantee. 

139. Please provide the minimum guaranteed discount asapercentageoffAWP at retail for 
genericdrugs,identifying the dispensing fee,yourdefinitionofagenericdrug(e.g., 
multi-source brand, single source generic, multi-source generic, etc.), what lesser of 
provisions are included, what package size is used to determine the price, what is 
includedinthecalculationoftheminimumguarantee, any offsetsusedtomeetthe 
minimum guarantee. 
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140. When isamulti-souree generic included^ 
How often is yonr list updated? 

141. How often are MAC prices updated? 

142. What is your pricing source fbr(AWP) and how frequently do you update your prices? 

143. How often do you renegotiate the discounts and dispensing iees with your retail 
pharmacies? 

144. Howmanyspecialtypharmaciesdoyouown? 

145. How many specialtypharmacies are subcontracted? 

146. Please provide the minimum guaranteed discount asapercentageoffAWP at specialty 
ft^r brand name drugs, identifying the dispensing fee, your definition ofahrand name 
drug(e.g., singlesourcebrand,multi-sourcebrand,singlesourcegeneric,etc.), what 
lesser ofprovisions are included, what package size is used to determine the price, what is 
includedinthecalculationof the minimum guarantee, anyoffsetsusedtomeet the 
minimumguarantee. 

147. Please provide the minimum guaranteeddiscount asapercentageoffAWP at specialty 
for generic drugs, idendf^g the dispensing fee, your definition ofagenericdrug(e.g., 
multi-sourcebrand, singlesource generic, multi-source generic, etc.), what lesser of 
provisions areincluded, whatpackagesize isused to determine theprice,whatis 
includedinthecalculationof theminimumguarahtee, anyoffsetsusedtomeet the 
minimum guarantee. 

Pharmacy Network^Self-Insured 

148. Por what period oftime will you guarantee the discounts at retail, and specialty? 

149. How many Generic Code Numbers(CCNs)are on your MAC list? 

150. What programs do you havemplace to encourage your network pharmacies to dispense 
generic equivalents wheneverpossible? 

151. What discount applies fbr specialty drugs when obtained through tbe retail network? 

152. What discount applies when prescriptions are sent toaspecialtypharmacy?^ 

153. How often do you perform desktop audits on yourretail pharmacies? 

154. Whatpercent of yourretail pharmacynetworkis subject to desktop audit? 

155. What areas do you include in your desktop audits? 

156. How often do you perform on-site pharmacy audits? 

157. What percent of yourretail pharmacy network is subject to on-site audit? 

158. Please describe how you selectaretaii pharmacy for onsite audit? 
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159. What procedures areinplace to identifypotential waste, fraud and abuse? 

160. What actions do you take when fraud, waste or abuse Is detected? 

161. Are your criteria tor auditing your specialty pharrnacy the same as lor the retail networks 
Ifno, please describe the ditferences and why they ditter. 

162. Howofrendoyouaudityourspecialtypharmacy? 

163. Do you retain any audit recoveries? Ifyes, please describe and quantity. 

164. What is the minimum per claim rebate at retail that you will guarantee? ^Perclaim^is 
defined as each individual paid claim whether brand or generic. 

165. What is the minimum perclaim rebate at specialty that you will guarantee? ^erclaim" 
is defined as each individual paid claim whether brand or generic. 

Pharmacy Clinical Programs ensured and Self insured Products 

166. Are your clinical pharmacists employed by you or subcontracted? 

167. How many clinical pharmacists are on statt? 

168. What type of specialized training do they receive to enhance their familiarity with 
government programs and how ofien do theyundergo additional training? 

169. Please describe in tull how your formulary orpreterred drug list is determined. 

170. i f your formulary is developed throughasubcontracted entity, please identity the vendor 
and what oversight you provide to ensure that the decisions made are based on clinical 
superiority/equivalence, efficacy and safety; and not rebate return. 

171. fs use of your formulary or preferred drug list mandatory under a fully insured 
arrangement? 

172. fs use of your formulary or preferred drug list mandatory in order to meet the minimum 
discount guarantees? 

173. How many formularies orpreferred drug lists do you maintain? 

174. How often is your fbrmularyupdated? 

175. When and how often do you remove drugs from your formulary or preferred drug list? 

176. When and how often are preferred drugs changed to non-preferred? 

177. How do you communicate these changes to members? 

178. Do you allow customization ofyour formulary orpreferred drug list? 

179. What utilizafion management (DM) programs areincludedaspartofafully insured 
program? Please describe each in detail including the drugs or drug categories that are 
subject to each DM program. 
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180. Will the State of Mississippi have the o p t ^ 
tullyinsured arrangement? 

181. lfyes,whieh ones and what will he the impact or implications? 

182. What drug utilizationreview programs areinclnded ina inlly insured arrangement? 
Please describe each in detail. 

183. Howisprescriptiondrugdata used to enhance care and health management? Please 
describe in detail. 

Pharmacy Climeal Programs Self insured Products 

184. Are claims from each ofyour prescription drug delivery channels processed through the 
same system so that the data is integrated tor concurrent drug utilization review purposes? 
i f no, please describe in detail how and when data is integrated tor drug utilization review 
purposes. 

185. Are there additional tees tor drug utilization management programs when prescription 
drug services are self-tunded? Ifyes, please describe in lull and quantity. 

Pharmacy Account Management and Reporting Insured and Self-Insured Products 

186. Will you provideaclinical pharmacist who is dedicated to the Board tor this program? 

187. i f no, how do youpropose tomanageprescriptiondrug utilization andrecommend 
changes to enhance quality and savings opportunities? Please describe in tull. 

188. How ofren will ybu provide detailed reports on the prescription drug program? 

189. Please describe in tull what reports will be provided and when. 

190. Will on-line reporting be provided? Please describe in detail. 

191. i f yes,will the Board be able to develop ad hoc reports from the on-line system? Please 
describe. 

192. How ofrenis the data updated orrefreshed in the on-line reporting system? 

193. How ofren will your clinical pharmacist/account manager meet with the Board to discuss 
the prescription program? 

194. Are thereany tees tbrtheon-linereportingprogram? ifyes,pleasedescribeand 
quantity. 

Provider Services 

195. indicate the days of the week and hours of the day your proposedprovider service 
department and telephone lines will be open and statied with livepersonnel. 

196. Outline your provider services telephone system, including the system tor receiving and 
responding to afrer hour and weekend calls, indicate how you would know i f the number 
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ofincoming tines is msufficient andthe 
Pieaseeonfim^whether you are abie to provide rep^^ 
speed, on hoidtirne and abandonment rates exeiusiveiy for tins Pian. 

197. ffow do you pian to educate providers regarding your policies and procedures for CfffP7 

198. Are there any requirements listed in Sections ^ f o r 9.3 of tins RFP regarding provider 
services which your organization is not able to agree to or accept? ffso, please identify 
those items and explain. 

199. Section 9.2 of this RFP lists desired features to be included inaprovider manual. Are 
there any desired features which you do not envision incorporating into your provider 
manuals? ffso, please identify which ones. 

200. List the top three most common complaints by your network providers and indicate any 
quality improvement actions you have taken asaresult of provider complaints. 

201. Does your organization conduct provider satisfaction surveys? ffso, in your most recent 
survey what percentage ofproviders was dissatisfied overall? 

Utilization Management 

202. With regard to the proposed entity and office that will be performing utilization 
management services (excluding nurse triage services) for CHIP, provide the following: 

Full name of entity 
Location(s) 
Years in operation 
Days & hours of operation 

Staffing 
Avg. Yrs 

# of Experience in UM 
Non-licensed intake 
coordinators 
RNs 
LVNs/LPNs 
Behavioral health 
counselors 
MDs/DOs 
Other 

Average UM employee turnover for most recentiy available months % 
Total # of covered lives for whom UM services are being performed 
Total # of covered lives located in Mississippi for whom UM services are being performed 

203. Is the entity proposed to perform utilization management services currenUy licensed and 
operating in accordance with all the requirements of Section 41-83-1 through Section 41-
83-29 ofthe Mississippi Code? If not, please explain. 
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204. Section 4.15 of this RFP lists the preferred features to be included in the utilization 
management program. Is the entity performing UM able to provide/administer each of 
the preferred features? If not, specifically note in your response to this question any 
functions you are not able to provide and how your organization proposes to administer 
any variances. 

205. If a fully-insured proposer, Section 5 of this RFP outlines the Grievance Appeal 
Procedures for Members and providers, including requirements for expedited review. 
Please confirm that the entity conducting UM agrees to adhere to the procedures outlined 
in Section 5 of the RFP. 

206. If a self-insured proposer, Section 6 of this RFP outlines the Appeal Procedures for 
Members and providers, including requirements for expedited review. Please confirm 
that the entity conducting UM agrees to adhere to the procedures outlined in Section 6 of 
the RFP. 

207. 

208 

209 

Outiineyourutitization management 
and responding to after hour and weekend eafis. Indicate how yon wonid know if the 
nnmher of incoming iines is insnffieient andthe stepsyouwouidtake to correct the 
prohiem. Piease confirm yon are ahie to provide reports on caiiavaiiahiiity, answering 
speed, on hoid time and abandonment rates excinsiveiy for CHIP. 

Indicate the primary method fi^r determining the appropriate length of stay Ibrahospitai 
admission, e.g., MiIiiman,InterQnaI or, internally developed or other purchased tables? 
Does your criteria for determining length of stay vary by state or geographic region? 

Pleasecompletethe fbiiowingchartbyconfirmingtheoutpatient services subject to 
utilization management, including the screening criteria used and the specific procedures 
or services subject toDM. I fa l i servicesortreatmentinacategory are subject to 
utilization management, please so indicate ratherthan listing each service. 

m 
Surgery 

5555 

nl 
ic m i 

fiwwsm eria ce ease 

Diagnostic services 

Durable medical equipment 
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^ ^ ^ ^ 

ma 

n creem n 

r T i r 

nl xte 
deed 

m dm services eas 
Corrective appliances/prosthetics 

Home health, private duty nursing 
and home infusion therapy services 

Mental health and substance abuse 
outpatient visits 

Hospice home care 

Occupational and physical therapy 

Manipulative therapy 

Physician specialty care visits 

Other, please list 

210. 

211. 

212. 

213. 

214. 

215. 

Indicate your procedure i f no written screening criteria or length of stay guidelines exist 
for a particular diagnosis, case or service? 

Are clinical indicators and the criteria upon which the UM firm's approval or denial was 
based routinely documented in the case file? 

What is the process for assigning precertification, continued stay review and case 
management cases to physicians for review? What percent of precertification cases 
typically require physician involvement? 

What criteria are used to identify cases for case management? f f a list is used, please 
provide a copy of the list. When and how is case management initiated? 

Does the entity proposed to perform UM have any experience case managing for a 
SCHIP population? If yes, describe the experience. 

Will prior authorization or case management requirements apply to certain types of 
outpatient prescription drug therapies, such as growth hormones? 

I f yes, please: (a) provide a list of the drug therapies which will require prior 
authorization; (b) confirm the name and location of the entity performing the prior 
authorization services; and (c) describe the process under which prior authorization may 
be obtained. 
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216. Please explain the methods you will use to c o n ^ 
treatment and partial day treatment ofmeutal health disorders? 

217. is any aspect of the ease management program suheontraeted? i f so list the name of the 
suheontraetor and the services provided. 

218. Oo you anticipate the need to make any changes to your case management program to 
hetter address the needs of the CHiP population? i f so, please explain. 

Referral Process 

219. How do you propose to handle services not provided m-network? 

Nurse Triage Service 

220. With regard to the proposed entity and office that will hepertbrming nurse triage 
services, provide the following: 

Pull name of entity 
Tocation(s) 
Years in operation 

Staffing 

Non-licensed intake 
coordinators 
RNs 
LVNs/LPNs 
Social workers 
Behavioral health 
counselors 
MDs/DOs 
Other 

Avg. Yrs. 
#of Experience 

Average employee turnover for most recently available 12 month period % 
Total # ofcovered lives for whom nurse triage services are being performed. 
Total # of covered lives located in Mississippi for whom nurse triage services are being 
performed 

221. Outline the telephone system used for nurse triage services. Indicate the call tracking 
capabilities. Indicate how you would know i f the number of incoming lines is insufficient 
and the steps you would take to correct the problem. Please confirm whether you are able 
to provide reports on call availability, answering speed, on-hold time and abandonment 
rates exclusively for this Plan. 

222. Section 4.16 of this RFP lists desired features to be included in the nurse triage program. 
Is the entity performing nurse triage able to provide/administer each of the desired 
features? 
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If not, specifically note in your response to this question any features you are not able to 
provide and how your organization proposes to administer any variances. 

223. What qualifications and/or experience do you require of the personnel who interact with 
Members using your nurse triage program? 

224. What percent of your medical triage protocol necessitates: 

% 

Staff to rely on past experience and training 

Staff to follow written computerized criteria 

Staff to ask specific questions on an 
algorithm directed toward prompt clinical 
assessment/triage 

Other: (Describe) 

Total 100% 

225. What percent of your program contains computerized logic structured so that the most 
medically sensitive issues are addressed first? Provide an example. 

226. Is the software logic used to conduct services internally developed or purchased? If you 
purchase the software logic what is the name of the software used? 

227. Do triage tools prompt the nurses to direct the Member to the network providers? 

228. How do you plan to educate Members and their parents/guardians to promote the use of 
the nurse triage program? Please describe both initial communication efforts to new 
Members as well as any on-going communication efforts. 

229. How do you identify and refer callers who may be appropriate for case management or 
disease management? 

230. Does your program provide for the nurse to re-contact a patient, if deemed necessary, to 
follow up regarding the course of action recommended? 

If yes, describe those types of situations where this might occur. 

231. How do you assure that information pertinent to a patient's on-going care is 
communicated to that patient's attending physician or the UM department? Explain how 
you secure the patient's consent to accomplish this communication. 

232. List and describe any standard reports on nurse triage activities you are able to provide 
regularly at no additional charge and the frequency with which this information can be 
provided. Attached samples ofeach report as Exhibit R to your proposal. 
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Member Services 

233. With regard to the office that is proposed to provide Member service functions for the 
CHIP Plan, provide the following: 

Location(s) 
Years in operation 
Days & hours of operation 
Staffing 

#of 
Member service 
representatives 
Supervisors 
Managers 
Other 

Annual claim volume 

# of plans presently 
administering 

Avg. Yrs 
Experience 

Annual 
Turnover 
Rate (%) 

234. Indicate the days of the week and hours of the day your proposed Member services 
telephone lines will be open and staffed with live personnel. 

235. Outline your Member services telephone system. How you would know if the number of 
incoming lines is insufficient and the steps you would take to correct the problem? 
Confirm whether you are able to provide reports on call availability, answering speed, on-
hold time and abandonment rates exclusively for this Plan. 

236. Complete the following table with regard to the proposed Member service department's 
performance for the most recently available 12 month period. Please indicate the time 
period for which measurement of the standard is being reported. 

Reporting 
Period 
Actual Goal 

Average number of calls completed per hour 
per member service representative in an 
average week 
Length oftime a member is on hold before 
speaking to a member service representative 
Overall abandonment rate % 
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237. Howdo you propose to ensure that newMemb^ 
requirements ofthe Plan? 

238. Pursuant to Section 10.4 of this RFP, the Contractor is strongly encouraged to develop 
and irnplernent educational programs for Members and their farnilies. What educational 
programs do you currently ofler to members? What educational programs will you offer 
to Members covered under CHIP? 

239. Civen the unique characteristicsofthe population to be covered by CHlP,do you propose 
to develop and implement any educational programs, other than those identified in your 
answer to the above question? ffso, please explain. 

240. How often does your organization conduct general member satisfaction surveys? What 
characteristics listed below describe the member satisfaction survey tool currently used? 
Check only one. 

^ ^ Use theNCQAmember health survey instrument 
^ ^ fn house proprietary instrument 
^ ^ Cthernationallyused instrument, indicate name 
^ j Cther: 

I n d i c t the pereentage of members who resp^^ 
theywere at least "satisfied" with your orgamzation. 

242. List the top three most eommou eompiamts hy members and indicate any quality 
improvement actions you have taken asaresult ofMember complaints. 

243. What percentage of all claims appealed within your organization proceeded to the final 
level of appeal? 

244 On the final level of appeal, does your organization currently refer adverse determination 
to an independent review organization? Ifso, how long have you used an external review 
firm,what is the name of the review firm currently used and what percentage of all 
adverse determinations made by your organization are disapproved or overturned by the 
independent review organization? 

245. What communication capabilities are available to accommodate special populations, 
including non-English speaking, hearing and/or visually impaired? 
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Implementation 

246. Provide an ontime of an implementation plan th^ 
ability, (and that of any and ail sub-eontraetors) to meet the Boards requirements to have 
the Benefit Plan in piaee beginning on the anticipated etfeetive date of January!,2010. 
This outline should ineludeadeseription of the specific tasks, the responsibilities of all 
parties during each phase andatime table tor initiation and completion of such tasks, 
beginning with the Contract award date of June 24,2009 and continuing throughthe 
effective date ofthe Contract. 

Please identity in the implementation plan any interim steps or temporary procedures that 
would be implemented to meet the intent of this RPP so that coverage can be offered to 
eligible children effective Januaryl,2010. Highlight any steps that only apply to an 
insured or selfinsured contract. 
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.UnitedHealthcarer 

by AmeriChoics 
Mississippi CHIP 

SECTION 4 QUESTIONNAIRE 

General Requirements 

1, State'th'e full 
• 'MAphone Humbe^mAaW '" ''' ::' ? 

UnitedHealthcare by AmeriChoice®, a division of UnitedHealth Group (UHG), is the primary bidder for the Mississippi 
Children's Health Insurance Program (MS CHIP) and will be conducting business for this program using the license 
of UnitedHealthcare Insurance Company (UHIC). UnitedHealthcare Insurance Company is an indirect wholly-owned 
subsidiary of UnitedHealth Group Incorporated, a Minnesota corporation. UnitedHealthcare by AmeriChoice and 
UHIC are referred to collectively as "UnitedHealthcare" throughout this section. 

UnitedHealthcare is a nationally-recognized industry leader with a strong business presence in the State of 
Mississippi. Since 1973, the UnitedHealth Group companies collective'ly serve more than 180,000 Mississippians. 
Our extensive provider networks include 3,000 physicians and 85 Mississippi hospitals. 

Primary Contractor Name: 

Headquarters Address: 

Contact Information: 
Name: 
Title: 
Mailing Address: 

Telephone Number: 
E-mail Address: 
Fax Number: 

Primary Contractor Information 
UnitedHealthcare (under licensure of UnitedHealthcare Insurance Company) 

450 Columbus Blvd. 
Hartford, CT 06103-0450 

Norine Yukon 
CEO, UnitedHealthcare by AmeriChoice 
800 Woodlands Parkway, Suite 102 
Ridgeland, MS 39157 
512.608.1817 
Norine_Yukon@uhc.com 
601.957.1306 

2. Is the primary Contractor .an: m'surancê  
UnitedHealthcare will be conducting business underthe license of UHIC, an insurance company licensed statewide 
in Mississippi (NAIC# 79413) and is bidding as both fully-insured and self-insured. 

3. As ofthe proposal due date^ how many .ŷ ans df ex^erien^ d ^ ^ e primary ̂ on^a^or |̂ ave jn̂  pro^di^-^ _. 
sgryiceis similar to ^ 
^Coritractor/begantb'MtprWide.Ihe.̂ Mdes.- ' - ' . : ' " -" ' i • ' ; •'" ' . -

UnitedHealthcare and its predecessor companies have served government programs exclusively since October 
1982, earning a reputation as an innovative developer of public sector health care solutions with 27 years of 
experience. 

4. 

COBRA/ and dependents)? .Ttils relquiremeht can be met if.the propter cuMn^ seryj^s^.f^ergj^ 
mediGalassistarice p^raiTi;ie:/W^i(^l4r-M^ic^C Ityes, prb^de.the WfW&i^.' 
i. Name of Client 
ii. . .Number of.Covered .Liyes • 
iii. . Name of{Key, Contact" 
iv: Title of Key Cbritaeb 
v. %lepH0ne"Numbe.r '. 
vi. fax Number. . 

-1-
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UnitedHealthcare' Mississippi CHIP 
by AmeriChoice 

# #maiiWfess -,. • x ' J" ' /:: ;% \ .. ...y.'. >' f ;. ' 
• v r . . •i": . - ; ' ' - . • •.' .'••.•.;-•.>•,...••' -. 'W: ••(••••in- -. v,. ' !»*•:?••.•'.•••<•-. .:• ^ k ' r-': : : 
viii. Xyp ŝ b^efvices Provided , ' ! • '•' "'% J,:.- iv'!, ; - ^ . i " . • •'' 

Today, UnitedHealthcare provides many services—from managed care and disease management to pharmacy, 
claims, and financial administration. Currently, we serve more than 2.3 million beneficiaries of government programs 
(for example, Medicaid, Medicare, SCHIP, and Uninsured) in 22 states (UnitedHealthcare plans operate in 21 states 
and the District of Columbia; throughout this proposal, we refer to 22 states). Seventeen of our plans provide CHIP or 
children's health-related services for our Members; we have been supporting CHIP programs since 2000. We submit 
information for the following health plans listed below to substantiate our contention that we are highly-experienced 
and have demonstrated our ability to perform the services required under this contract. While each plan is owned by 
the UnitedHealthcare family, many of them are marketed under their "legacy" names. UnitedHealthcare chooses to 
retain these legacy names at this time in an effort to avoid any confusion for Members, providers or state employees. 
The marketed name of the health plans appears at the top of each table. 
g AmeriChoice—UnitedHealthcare Plan of the River Valley 
a Arizona Physicians I PA, Inc. 
B UnitedHealthcare of Florida 
a AmeriChoice of Connecticut 
B Unison Health Plan of the Capital Area 
a Great Lakes Health Plan 

i 

• AmeriChoice-Healthy and Well Kids of Iowa Program (hawk-i) 
• Unison Health Plan of Delaware 
H Health Plan of Nevada 
a UnitedHealthcare of Texas 
n Unison Health Plan of Pennsylvania 
B AmeriChoice of Pennsylvania 
a UnitedHealthcare of Wisconsin 
a Unison Health Plan of Ohio 
• Unison Health Plan of South Carolina 
a UnitedHealthcare of the MidAtlantic 
a AmeriChoice of New Jersey 
a UnitedHealthcare of New England 
H UnitedHealthcare of New York 
» UnitedHealthcare of the Midlands./ Share Advantage 
a Georgia Enhanced Care Program 
• County Medical Services (CMS) Program (San Diego County). 
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UnitedHealthcare. 
by AmeriChoice 

Mississippi CHIP 

AmeriChoice (UnitedHealthcare Plan of the River Valley) 
State of Tennessee 

;-- entered the Tennessee market in 1994 -• 

Client Name and Address 

Key Contact 

Bureau of TennCare 
310 Great Circle Road, 4th Floor 
Nashville, TN 37243 
Name/Title: Darin J. Gordon, Deputy Commissioner 
Telephone: 615.507.6443 
E-mail: Darin.j.gordon@state.tn.us 
Fax: 615.253.5607 

Contract Size Average Monthly Covered Lives 
Eastern Region 
Middle Grand Region 
Western Region 

1994 (Originated) 
04/01/2007 
05/19/2008 

Public Funded Contract Cost 
Eastern Region $420M 
Middle Grand Region $520M 
Western Region $406M 

Most Recent Contract Duration 
Eastern Region 
Middle Grand Region 
Western Region 

05/19/08-06/30/12 
08/15/06-06/30/10 
11/01/08-06/30/12 

166,000 
181,000 
162,000 

Contract Start Date 
Eastern Region 
Middle Grand Region 
Western Region 
Scope of Work 
Eastern, Middle Grand, and Western Regions: Since 1994, we have participated in the eastern region ofthe 
TennCare program, initially as a fully capitated health plan, and later, underthe revised format of TennCare that 
converted the program to an administrative services contract. Over the years, we demonstrated strong and 
consistence performance contributed to our 2006 full-risk contract award in the Middle Grand region. In 2008, 
AmeriChoice was awarded risk contracts in the East Grand and West Grand regions. AmeriChoice was one of only 
two companies awarded contracts in the West Grand and East Grand regions, and the only company operating in 
all three regions. We provide a full continuum of health plan services for our 520,000 enrollees, including a fully 
integrated medical and behavioral care management program. Our TennCare programs consist of traditional 
Medicaid coverage groups and an expanded population of children. 
TennCare Medicaid: covers all mandatory Medicaid eligibility groups and some categorically and medically needy 
voluntary groups, including children, pregnant women, the aged, and individuals with disabilities. 
TennCare Standard: TennCare Standard includes children in these eligibility categories: Uninsured, children 
under age 19 a) who are TennCare eligible and with family incomes < 200 percent ofthe federal poverty level 
(FPL), b) who are TennCare eligible and meet "medically eligible" criteria (for example, a health condition that 
makes the child uninsurable) and c) who are no longer eligible for TennCare Medicaid and are either uninsured or 
medically eligible. 
Covered Services: inpatient hospital, physician, outpatient hospital, ambulance, physical therapy, nursing care, 
speech therapy, durable medical equipment, home health care, hospice, hearing, vision, behavioral health and 
non-emergency transportation. 

Community Outreach: Joining with a local Nashville community organization—United Neighborhood Health 
Services (UNHS), we launched a new program to reduce wait times at a number of Davidson County hospital 
emergency rooms (ER) by reducing non-emergency ER visits. It benefits all patients seeking non-emergent care at 
designated hospitals, regardless of insurance carrier or insurance status. Patients presenting at a participating ERs 
with non-emergency medical needs are referred directly to an on-site UNHS staff member who schedules a same-, 
or next-day, appointment at a UNHS clinic, many of which have extended hours. TennCare beneficiaries are 
offered transportation to the clinic, if needed. UNHS follows-up with these patients and ensures that any missed 
appointments are re-scheduled. For patients without a regular doctor, the program establishes a Primary Care 
"medical home" where education is provided on routine versus emergency health care. 

Department of Finance and Administration (DFA) 
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by AmeriChoice 

M i s s i s s i p p i CHIP 

Client Name and Address 

Key Contact 

Arizona Physicians IPA (APIPA) 
State of Arizona 

- entered the Arizona,market in 1982 -• 

(1) Acute Care & Uninsured Children contract: 
Arizona Health Care Cost Containment System (AHCCCS) 
701 East Jefferson, Phoenix, AZ 85034 

(2) Children's Rehabilitative Services - CRS contract: 
Arizona Dept of Health Services, Office for Children w/ Special Health Care 
Needs 
150 North 18th Avenue, Phoenix AZ 85007 

(3) Developmentally Disabled contract: 
Arizona Dept of Economic Security, Division of Developmental Disabilities 
2200 N. Central Ave., Ste. 207, Phoenix, AZ 85013 

1. Name/Title: Anthony Rodgers, AHCCCS Director 
Telephone: 602.417.4680 
E-mail: Princeline.Roxbury@azahcccs.gov 
Fax: 602.252.6536 

2. Name/Title: Joan Agostinelli, OCSHCN/CRS Administrator, Office for 
Children with Special Health Care Needs 

Telephone: 602.542.2584,602.364.1463 
E-mail: agostij@azdhs.gov 
Fax: 602.542.2589 

3. Name/Title: 
Telephone: 
E-mail: 
Fax: 

Contract Size Average Monthly Covered Lives 
(1) 216,602 
(2) 20,328 
(3) 10,492 

Most Recent Contract Duration 
(1) 10/20/08-09/30/13 (2) 10/01/08-09/30/10 

Louetta Coulson, Health Care Services Administrator 
602.238.9028 x6012 
LCoulson@azdes.gov 
602.238.9294 

Public Funded Contract Cost 
(1) $798M 
(2) $ 83M 
(3) $ 52M 

(3) 1988-09/30/09 
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UnitedHealthcarfe'. 
by AmeriChoice 

Mississippi CHIP 

Arizona Physicians IPA (APIPA) 
State of Arizona 

entered the Arizona market in 1982 
Scope of Work 
Acute Care (APIPA-AHCCCS) and Personal Care Plus (APIPA-PCP): APIPA-AHCCCS provides services to 
low-income pregnant women, families, children; blind, aged, or disabled SSI individuals; and, uninsured children in 
families at other income levels through the KidsCare SCHIP program. Awarded by CMS and governed by 
AHCCCS, our Personal Care Plus SNP program provides services to our AHCCCS Medicaid Members who also 
have Medicare coverage. 
Children's Rehabilitative Services (APIPA-CRS): APIPA-CRS provides family-centered medical care, 
rehabilitation and support services to children and youth with chronic and disabling conditions or potentially 
disabling health conditions (for example, bone tumors, cerebral palsy, multiple sclerosis, muscular dystrophy, 
sickle cell anemia, etc.). 
Developmentally Disabled (APIPA-DD): APIPA provides services to residents who have chronic disabilities 
attributable to mental retardation, cerebral palsy, epilepsy or autism manifested prior to age 18. Children under six 
may be eligible for services if demonstrated that the child is, or will become developmentally disabled. 
AmeriChoice - Innovative Approaches 
Shine Arizona: Our Shine Arizona campaign with its "Health on Wheels" tour brings preventive care services to 
Members directly via a mobile medical van. 
Medical Home Model: APIPA participates in a patient-centered "medical home" pilot in Phoenix. Enhanced 
reimbursement incentives reward primary care doctors who use the "medical home" model and whose patients 
demonstrate measurable improvements in their overall health. 
e-Health Connectivity: APIPA has new e-Health initiatives: online EPSDT, i-Exchange (online Prior Authorization) 
and EDI. We are developing Electronic Health Record (EHR) and Electronic Health Information Exchange (e-HIE) 
to make specific Member information more accessible and to improve continuity of care. 

Client Name and Address 

Key Contact 

UnitedHealthcare of Florida 
State of Florida 

• entered the Florida market in 1994 • 

(1) M*Plus- Medicaid: 
State of Florida Agency for Health Care Administration 
2727 Mahan Drive, Tallahassee, FL 32308 

(2) Florida Healthy Kids: 
661 East Jefferson Street, 2nd Floor 
Tallahassee, FL 32302 

1. Name/Title: Melanie Brown-Woofter, Acting Chief, Medicaid Health Systems 
Telephone: 850.922.7339 
E-mail: brownme@ahca.myflorida.com 
Fax: 850 4101676 

2. Name/Title: Rich Robleto, Executive Director 
Telephone: 850.224.5437 
E-mail: robletor@healthykids.org • 
Fax: 850 224 0615 

Department of Finance and Administration (DFA) 
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by AmeriChoice 1 

Mississippi CHIP 

UnitedHealthcare of Florida 
State of Florida 

-- entered the Florida market in 1994 -

Contract Size 

Contract Duration 
(1) 07/01/06-08/31/09 

Average Monthly Covered Lives 
(1) 100,000 
(2) 27,000 

Public Funded Contract Cost 
(1) $275M 
(2) $ 35M 

(2) 10/01/08 - 09/30/09 with option for 3,1-year renewals 
Scope of Work - All Contract Areas Listed 
Currently, AmeriChoice oversees two programs in the State of Florida: 1) M* Plus - Medicaid and 2) Florida 
Healthy Kids (SCHIP). Populations and services include: 
M* Plus: Our Medicaid health plan (M* Plus) participates in 21 counties including reform (mandatory) and non 
reform programs. Services include those covered in Medicaid Fee-for-Service (FFS) plus other expanded services 
(for example, adult and children's dental, over-the-counter and personal hygiene items and circumcision, etc.). 
Florida Healthy Kids: Through Florida Healthy Kids, we provide a full range of SCHIP health plan services for our 
Members. We participate in 15 counties. Services include primary, specialty, and acute care and comprehensive 
pharmacy benefits with low co-pays. 
AmeriChoice - Innovative Approaches 
Florida's Agency for Health Care Administration - Support Staff: Mr. John Kaelin, a Sr. VP for State Program 
Development in AmeriChoice Business Development and Marketing, was recently appointed to the Workgroup on 
Managed Care Reimbursement for the State of Florida, due to his extensive background in Medicaid. Mr. Kaelin 
will provide advice and counsel to the State on alternative reimbursement and incentive methodologies for 
managed care health plans. The goal of the workgroup is the submission of a final report to Florida's Agency for 
Health Care Administration (AHCA) with recommendations for, and implications of, various payment reform 
initiatives. 

Member Incentives: AmeriChoice supports Medicaid reform activities through innovative Member incentives. 
Members earn financial credits for certain activities and behaviors that promote healthy lifestyles, such as 
medication compliance, well child visits, adult preventive visits, tobacco cessation and weight loss. 
Member Retention Program: When UnitedHealthcare of Florida was awarded the SCHIP contracts in 13 new 
counties at the end of last year, we were tasked with transitioning thousands of children from other plans in a short 
period oftime. Leveraging our clinical teams and our Personal Care Model, we worked directly with parents to 
facilitate the transition. We also developed a unique website for Florida Healthy Kids. UnitedHealthcare Florida 
Healthy Kids pioneered the first comprehensive Member retention program though the National Enrollment 
Retention Center (NERC). This Florida Healthy Kids outreach has been well received and is highly successful. 
Currently, outreach initiatives are expanding to include a Healthy Kids coordinator and field 
enrollment/re-enrollment support team. 
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by AmeriChoice 

M i s s i s s i p p i CHIP 

Client Name and Address 

Key Contact 

AmeriChoice of Connecticut 
State of Connecticut 

-- entered the Connecticut market in 2008 -• 

State of Connecticut, Department of Social Services 
25 Sigoumey Street 
Hartford, Connecticut 06106 
Name/Title: Richard Spencer, Director of Medicaid Programs 
Telephone: 860.424.5913 
E-mail: Richard.spencer@ct.gov 
Fax: 860.424.4958 

Contract Size Average Monthly Covered Lives 
400 (Projected 1,000/EOY 08) 

Contract Duration 06/30/13 

Public Funded Contract Cost 
$8M 

Contract Start Date 06/30/08 

Scope of Work 
AmeriChoice of Connecticut procured the Charter Oak Health Plan contract in early 2008. Through it, we deliver 
numerous services to the State of Connecticut. Populations and services include: 

Charter Oak Health Plan (COHP): COHP brings affordable group health insurance rates to uninsured individuals 
and many adults experiencing financial hardship due to paying unaffordable, non-group premiums. 

HUSKY A Program: This option provides a full health insurance package for children and teenagers up to age 19, 
regardless of family income. HUSKY A pays for doctor visits, prescriptions, vision, dental care, and other medically 
necessary covered services. HUSKY A provides health coverage for parents, relative caregivers, and pregnant 
women, depending on income. 

HUSKY B Program: This option provides a full health insurance package for children and teenagers up to age19, 
regardless of family income. HUSKY B pays for doctor visits, prescriptions, vision, dental care, and other medically 
necessary covered services. 

HUSKY Plus: This option offers additional services for children with special physical health care needs. 

AmeriChoice - Innovative Approaches 
Enhanced Provider Model: Currently, we are developing and maintaining provider outreach for the Charter Oak 
Health Plan. Previously, local providers were disillusioned with the managed care experience; we made it a priority 
to change this view. Through our commitment to local providers and outreach methods, we have developed an 
enhanced provider outreach model—incorporating techniques to allow;providers' concerns to be heard; identify 
ways to augment their managed care experience; and to strengthen collaboration between ourselves and providers, 
and providers working "together" on individual patient care. Using this enhanced model, we project better health 
experiences and outcomes for providers and Members, alike. 

Transportation Initiative: For Members receiving regularly scheduled appointments and treatment, we provide a 
means to get there. Transportation is available to those who need it—preventing missed appointments and ensuring 
continuity of care. To further encourage appropriate health and wellness behaviors, after appointments, our 
transportation staff stop at local pharmacies, allowing Members to obtain prescriptions and other necessary medical 
supplies—encouraging medication compliance and appropriate patient behaviors. 

Community "Social" Teams: To improve Member health outcomes, we are building community "social" teams for 
those with like illnesses (for example, asthma, CHF, COPD, diabetes, HIV/Aids, etc.). Members are identified and 
notified of local groups in their areas. Locations and times are established and Members are invited and 
encouraged to attend regularly—building community and support, addressing medical needs and improving health 
and wellness. 
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Client Name and Address 

Key Contact 

Contract Size 

Unison Health Plan ofthe Capital Area 
District of Columbia 

entered the District of Columbia market in 2008 • 

Department of Health Care Finance 
825 North Capitol Street, NE, Suite 5135 
Washington DC, 20002 
Name/Title: Tanya Ehrmann, Administrator, Office of Managed Care 
Telephone: 202.821.9680 
E-mail: tanya.ehrmann@dc.gov 
Fax: 202.442.4808 

Average Monthly Covered Lives Public Funded Contract Cost 
28,335 $70M 
Contract Duration 04/30/09 with 4,1-year renewals Contract Start Date 05/01/08 

Scope of Work 
Unison Health Plan of the Capital Area was awarded the contracts for DC Health Families and Alliance in mid-2008. 
Through it, we deliver numerous services to vulnerable populations: 

District of Columbia Healthy Families Program: DC Healthy Families—covers TANF and other 
mom's and kid's Medicaid programs 

District of Columbia Health Care Safety Net Program: Alliance—a District of Columbia funded 
indigent and high risk uninsured program for individuals who do not qualify Medicaid or Medicare 
coverage 

Medically necessary services, including pharmacy benefits, are provided to our Members. Additional services 
covered underthe DC Healthy Families program include behavioral health services, non-emergent transportation, 
and dental and vision. 

AmeriChoice - Innovative Approaches 
Face-to-face Outreach: When promoting health activities and preventive care, face-to-face outreach is the most 
successful means for engaging vulnerable individuals in lower income communities. Currently, we are conducting 
face-to-face outreach and engagement for both EPSDT services and prenatal care in the local communities. 
Participating Members receive gift card incentives. 

Client Name and Address 

Key Contact 

Contract Size 
Medicaid 
GLHP PCP 

Contract Start Date 
Medicaid 1996 (Originated) 
PCP- Medicare SNP 
01/01/08 

Great Lakes Health Plan 
State of Michigan 

- entered the Michigan market in 1996 --

State of Michigan Department of Community Health 
Capitol View Building, 201 
Townsend Street, Lansing, Ml 48933 
Name/Title: Cheryl Bupp, MOCH Director 
Telephone: 517.241.9944 
E-mail: buppc@michigan.gov 
Fax: 517.241.5713 

Average Monthly Covered Lives Public Funded Contract Cost 
175,000 $417M 
300 $2.2M 
Contract Duration 
One year with 3 automatic re-extension periods. Re-bid process. 
One year renewed for 2009 
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Great Lakes Health Plan 
State of Michigan 

- entered the Michigan market in 1996 --

Scope of Work - All Contract Areas Listed 
Great Lakes Health Plan (GLHP) has been providing services to Medicaid eligibles in the State of Michigan since 
1996. Currently, GLHP/AmeriChoice oversees two programs: 1) Medicaid and 2) GLHP Personal Care Plus -
Medicare. Populations and services include: 
Medicaid: Our Medicaid health plan, available in 20 counties, provides comprehensive health plan services for our 
enrolled Medicaid population, which includes families with children receiving financial assistance; the aged, blind, 
and disabled Members; and a few other population groups defined as categorically needy. Services are those 
covered by Medicaid and other expanded services (for example chiropractics; emergency and urgent care; home 
health; hospice; inpatient hospital care; inpatient mental health care; outpatient substance abuse care; outpatient 
health care; podiatry; skilled nursing facilities; chiropractic services; outpatient substance abuse; outpatient health 
care; supplies—DME, prosthetic devices; diagnostics; diabetes—self monitoring and training; and preventive care 
(for example screenings, blood tests, etc.). Medical appointment transportation is provided for 16 one-way trips. 
Members receive an enhanced vision benefit, also. 
GLHP Personal Care Plus - Medicare: This program is a Medicare Advantage Special Needs Plan. GLHP PCP 
Medicare staff work with thousands of doctors in our large provider network to offer excellent care to our Members. 
Other benefits include an enhanced podiatry benefit, $80 credit every three months for personal health care 
products (for example, vitamins and supplements, fitness items, blood pressure monitors, etc.). 
AmeriChoice - Innovative Approaches 
Pinnacle Awards: According to the results of the most recent "Consumer Assessment of Healthcare Providers 
and Systems (CAHPS)" survey, our Michigan health plan provides the best customer service of any Medicaid 
health plan in Michigan. The surveys include the following five major categories: 
a Overall rating of health care 
a Overall rating of health plan 
a Getting needed care 
a Getting care quickly 
B Health plan customer service, information, and paperwork. 

Center for Health Care Strategies (CHCS): GLHP participates in the CHCS' Reducing Disparities for the 
Practice Site (RDPS) project. Over the next three years, the RDPS project will strengthen chronic care delivery and 
reduce disparities in care delivered in selected primary care practices by meeting minimum requirements for Level 
I NCQA Patient Centered Medical Home designation. 

Client Name and Address 

Key Contact 

Healthy and Well Kids of Iowa Program (hawk-i) 
State of Iowa 

. - entered the Iowa market in 1999--

Iowa Department of Human Services 
hawk-i Program 
Hoover State Office Building, 5th Floor 
1305 East Walnut 
Des Moines, Iowa 50319 
Name/Title: Anita Smith, Chief Bureau of Medical Supports, Financial, 

Health, & Work Supports 
Telephone: 515.281.8791 
E-mail: asmith@dhs.state.ia.us 
Fax: 515.281.8791 

Department of Finance and Administration (DFA) 
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Healthy and Well Kids of Iowa Program (hawk-i) 
State of Iowa 

entered the Iowa market in 1999 
Public Funded Contract Cost 
$12.9M 

Contract Size Average Monthly Covered Lives 
6,000 

Contract Start Date Contract Duration 
hawk-l 1999 (Originated) 07/01/2007-06/30/2010 Option for 3,1-year renewals 
Scope of Work - All Contract Areas Listed 
Offering health care coverage for the uninsured children of working families, we provide a comprehensive array of 
health plan services for the State of Iowa's Healthy and Well Kids of Iowa program (hawk-i) in over 40 counties. 
Services include: inpatient hospital services (for example medical, surgical, intensive care unit, mental health and 
substance abuse services, etc.); physician services (for example surgical and medical: office visits, newborn care, 
well-baby and well-child care, immunizations, urgent care, etc.); specialist care; allergy testing and treatment; 
mental health and substance abuse visits; outpatient hospital services (for example, emergency room, surgery, lab 
and x-ray services, and other services, etc.); ambulance services; physical therapy; nursing care services (for 
example, health care, skilled nursing facility services, etc.); speech therapy; durable medical equipment; home 
health care; hospice services; prescription drugs; hearing services; and vision services and eye wear. 
AmeriChoice - Innovative Approaches 
Member Outreach and Retention: We work cooperatively with the State, developing innovative and creative 
program design. For Member outreach, we conduct many activities in cooperation with the State Outreach 
workers, including community events, school events, and health fairs. Our retention unit works with Members to 
ensure continuous health coverage (that is, no lapses) and appropriate health lifestyle choices. 
Open Communication: We maintain "open" communication with the State to improve processes, to identify . 
potential areas for risk and to discuss implementation; and with Members to demonstrate a better understanding of 
State programs and our roles. We work on State-driven initiatives, exploring new concepts and innovative 
measures, such as express lane eligibility and presumptive eligibility. 

Client Name and Address 

Key Contact 

Contract Size 

Unison Health Plan of Delaware 
State of Delaware 

-- entered the Delaware market in 2008 -
State of Delaware 
Division of Medicaid and Medical Assistance 
1901 N. Du Pont Highway, Lewis Bldg. 
New Castle, DE 19720 
(For Medicaid - SCHIP Inclusive) 
Name/Title: Harry Hill, Director 
Telephone: 302.255.9626 
E-mail: harry.hill@state.de.us 
Fax: 302.255.4454 
Average Monthly Covered Lives Public Funded Contract Cost 
37,000 $150M 
Contract Duration 
06/30/09 Renewed annually by negotiation thereafter 

Contract Start Date 
AmeriChoice - Unison Delaware 
07/01/207 
Scope of Work - All Contract Areas Listed 
Currently, AmeriChoice's Unison Health Plan of Delaware provides medical services to the State's eligible 
Medicaid and CHIP recipients. Medically necessary services are provided for medical, physical and vision care. 
Other benefits include, for example, free health risk assessments, EPSDT screening, a Personal Care Card— 
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Unison Health Plan of Delaware 
State of Delaware 

• entered the Delaware market in 2008 • 
replenished with incremental amounts for keeping scheduled appointments, and a Miracles Pregnancy Program— 
with Member incentives for maintaining appropriate pre- and post-natal care and well-child immunization visits. 
AmeriChoice - Innovative Approaches 
Provider "Gold Star" Incentive Program: This program, available to our high-volume PCPs, is a clinical quality 
improvement program that seeks to improve provider/health plan relationships, while recognizing the effective and 
efficient delivery of health services to Members. Its purposes are: 
H to improve the quality of health care services delivered to our Members 
• to reward excellent providers 
a to reduce administrative burdens for the providers and our health plans. 

"Gold Star Providers" attain specific goals in practice efficiency, membership growth and availability, and quality of 
care. If a provider meets our specific criteria, they are rewarded by reduced prior authorization requirements, 
annual cash bonuses and recognition as a "Gold Star Provider" on all Member ID cards and in our provider 
directory. 

Health Plan of Nevada, Inc. 
State of Nevada 

- entered the Nevada market in 2006 -
Client Name and Address 

Key Contact 

Contract Size 

Contract Start Date 
Sierra Health (NV) 

Public Funded Contract Cost 
$113M 

State of Nevada Department of Health and Human Services 
Division of Health Care Financing and Policy 
1000 East William Street, Suite 118 
Carson City, NV 89701 
Name/Title: John Whaley, Chief - Medicaid Managed Care 
Telephone: 775.684.3692 
E-mail: jwhaley@dhcfp.nv.gov 
Fax: 775.684.3720 
Average Monthly Covered Lives 
57,000 
Contract Duration 

11 /2006 2009 with 3,1 -year renewal options 
Scope of Work - All Contract Areas Listed 
AmeriChoice's Sierra Health Services operates Health Plan of Nevada, Inc. established in 1997. Currently, it 
provides health care coverage to the State of Nevada's TANF and Children's Health Assurance Plan (CHAP) 
Members. 
Available through an extensive, stable, provider and dental network, medically necessary services are targeted 
towards Members' medical and social needs—ensuring a consistent medical home and continuity of care. Services 
include a wide range of options, such as readily accessible obstetrical care, Member incentive programs, EPSDT 
screenings, well-child care, immunizations, early prenatal and postpartum care and adult preventive health care. 
Our Health Education and Wellness (HEW) division offers bi-lingual instruction on pregnancy; asthma, cholesterol, 
diabetes, high blood pressure, and weight management; and smoking cessation. Other benefits include a 24 hour 
telephone advice nurse service, extended-hour clinics, supplemental non-emergency transportation and added 
non-covered medical benefits. 

AmeriChoice - Innovative Approaches 
Medical Technology: Over the last few years, AmeriChoice's Sierra Health Services invested in state-of-the-art 
medical technology, including e-prescribing, electronic medical records, and digital radiology—transforming health 
care delivery and management, improving health care quality and containing costs. For example, e-prescribing 
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Health Plan of Nevada, Inc. 
State of Nevada 

' entered the Nevada market in 2006 
generates more than 1,000,000 e-scripts annually, improving patient safety and reducing medical errors due to 
illegible prescriptions, enhancing patient convenience due to electronic transmittal to pharmacies and heightening 
generic drug utilization. Our automated web-based "©Your Service" system provides eligibility verification, claims 
payment information, benefit information, prior authorization status and medical record requests—all available to 
our Members and providers in real-time. This integrated approach provides immediate access to information, and 
coordinates all aspects of the health care process, such as prescriptions, referrals, radiology, laboratory results 
and physicians' orders. We operate a state-of-the-art call center with high volume capacity. For example, results 
showed for 130,561 calls from Medicaid and SCHIP/Nevada Check Up Members, we had a call handle rate of 95.6 
percent, with 13 percent of those calls from Spanish-speaking Members. 

Technology Awards: Our technological approach is widely recognized in the industry (for example, 2005— 
Intelligent Enterprise Award; 2006—CIO 100 Award, innovation and Excellence in Health Information Technology 
Award— AH IP; Modem Healthcare's CEO IT Achievement Award, etc.). 
Committed to Quality: AmeriChoice's Sierra Health Services is committed to quality in all operational areas. For 
example, over the past eight years, we have excelled in each category audited by the Division of Health Care 
Finance and Policy's (DHCFP) External Quality Review Organization (EQRO). Scores ranged from 98 percent to 
100 percent. In 2006, the DHCFP's EQRQ designated three areas of our program as "Best Practice Standards" for 
health plans among the other 11 states in which they conduct quality reviews of managed care plans. 

UnitedHealthcare of Texas 
State of Texas 

-• entered the Texas market in 2006 
Client Name and Address 

Key Contact 

State of Texas Health and Human Services Commission 
Mailing Address: P. 0. Box 13247, Austin, TX 78711-3247 
Headquarters: 4900 N. Lamar Blvd, Austin, TX 78751-2316 
Name/Title: Pamela Coleman, Deputy Director - Medicaid & CHIP 

Managed Care Operations 
512.491.1302 
pamela.coleman@hhsc.state.tx.us 
512.491.1969 

Public Funded Contract Cost 
$44M 

Contract Duration 
Texas STAR 09/01/2011 with annual extensions 
thereafter 
CHIP 09/01/2011 with annual extensions 
thereafter 

Scope of Work - All Contract Areas Listed 
AmeriChoice provides services to eligible Members in the State of Texas via two programs: Texas STAR 
(Medicaid) and Texas CHIP (Children's Health Insurance Program). 
Texas STAR (Medicaid): This program provides coverage in Brazoria, Fort Bend, Galveston, Harris, Montgomery, 
and Waller counties. Services cover EPSDT medical check-ups; occupational, hearing, speech therapy; hospital 
clinic services—as appropriate; regular examinations; immunizations; child delivery and newborn care; substance 
abuse and behavioral health services; laboratory and x-ray services—including tests to prevent birth defects; 
expanded vision care; podiatry; asthmatic care; dental services; and other specialty care benefits. 
Texas CHIP (Children's Health Insurance Program): This program provides coverage in Austin, Brazoria, 

Contract Size 

Contract Start Date 
Texas STAR 
CHIP 

Telephone: 
E-mail: 
Fax: 
Average Monthly Covered Lives 
28,000 

09/2006 
05/2007 
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Mississippi CHIP 

UnitedHealthcare of Texas 
State of Texas 

- entered the Texas market in 2006 •-
Chambers, Fort Bend, Galveston, Hardin, Harris, Jasper, Jefferson, Liberty, Matagorda, Montgomery, Newton, 
Orange, Polk, San Jacinto, Tyler, Waller, Walker, and Wharton counties. Services include: medical care for 
children; immunizations; durable medical equipment; well child exams; laboratory and x-ray services; hospital care; 
physical, occupational, and speech therapy; case management for children with special needs (CSHCN); 
substance abuse and mental health services; vision care—including glasses, frames, and contact lenses; tobacco 
cessation benefits; sports physicals; and other specialty services. 
AmeriChoice - Innovative Approaches 
Disaster Recovery Enhancements/Medical Review Unit- Hurricane IKE: In 2008, our Texas health plan 
responded to Hurricane Ike, making preparations 48 hours ahead of state-mandated emergency procedures and 
evacuations. Health plan staff from all areas were involved (for example, Member and provider services, strategic 
planning and outreach, health services, special care needs/associated dependencies groups, medical 
management teams, executive management, etc.). We established a Hurricane Ike Medical Review Unit to bring 
together those with extensive medical/ clinical, administrative, and logistical expertise. Care continuance 
experienced little interruption. 
Behavioral Inpatient Follow-up Program: Our Behavioral Inpatient Follow-up Program provides post-discharge 
management of Members hospitalized for a behavioral health condition (for example, mental health and substance 
abuse). Its process involves a number of specified interventions and identifies Members at highest risk for 
re-hospitalization. Seven day follow-up rates have risen 55 percent; 30 day follow up rates have risen 41 percent. 
Community Education: Through our relationship with the Houston School District, we are enhancing the health 
conditions ofthe children, creating a proactive approach to health services, and identifying appropriate health 
activities for children via critical needs assessments. 
Increasing Awareness of SCHIP: This program works with individuals who may not realize their children qualify 
for the State's SCHIP program. We host educational seminars with the employers, and educate parents. We 
partner with local Community Based Organizations and PTAs at schools. All of our outreach efforts increase 
awareness of the program in the community. 

Client Name and Address 

Key Contact 

Contract Size 
adultBasic 
SCHIP 

Unison Health Plan of Pennsylvania 
Commonwealth of Pennsylvania 

• entered the Pennsylvania market in 2005 • 

Pennsylvania Insurance Department 
Office of CHIP and adultBasic 
333 Market Street 
Lobby Level 
Harrisburg, PA 17120 
Name/Title: Lowware Holliman, Operations Manager, Division of 

Quality Assurance, Children's Health Insurance Program 
and adultBasic 

Telephone: 717.783.1437 
E-mail: lholliman@state.pa.us 
Fax: 717.346.1368 

Average Monthly Covered Lives 
6,349 
12,448 

Public Funded Contract Cost 
$17.7M 
$16.8M 

Department of Finance and Administration (DFA) 
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Mississippi CHIP 

Unison Health Plan of Pennsylvania 
Commonwealth of Pennsylvania 

entered the Pennsylvania market in 2005 •-

Contract Duration 
10/01/09 
11/30/11 

Contract Start Date 
adultBasic 2005 (Originated) 
SCHIP 1999 (Originated) 
Scope of Work 
AmeriChoice - Unison Family Health Plan of Pennsylvania provides services to individuals in the Commonwealth 
of Pennsylvania via two programs: adultBasic and Children's Health Insurance Program (CHIP). Both programs 
are administered by the Department of Public Welfare. 
adultBasic: We deliver all adultBasic program covered health services to low-income adults between the ages of 
19 and 64 who do not have health insurance and are not eligible for Medicaid. This program is offered in 11 
counties. Services include: inpatient, outpatient, emergency, and diagnostic services to uninsured Pennsylvania 
adults meeting certain eligibility requirements. 
CHIP: CHIP provides free or low cost health insurance to Pennsylvania children under the age of 19 who meet 
eligibility requirements. This program is offered in 43 counties. We enroll eligible children and provide all 
CHIP-covered inpatient, outpatient, diagnostic, pharmacy, dental, vision and mental health services. 

AmeriChoice - Innovative Approaches 
"Providing Care and Education": We work extensively in local communities for many groups. For example, we 

provide breast health education to senior and minority women through the Capital Area Cancer Collaborative; 
Senior Outreach Services (SOS) was formed to conduct minority outreach. SOS establishing a "branch" to work 
with low-income families/Medicaid recipients. Other community outreach is conducted in soup kitchens and food 
banks of local churches. Brochures and contact information are placed in Salvation Army locations during holiday 
food application days. Through these activities, we have increased enrollment, and Member retention rates. 
"Giving-Back": Every year, the AmeriChoice—Unison Family Health Plan of Pennsylvania gives back to the local 
community by celebrating the holiday with a festive event for 500 children. 
"Health Literacy Task Force": Formed in 2008, the York County Health Literacy Task Force works to increase 

health literacy levels among vulnerable populations and to decrease health disparities among various populations. 
We work with this group at events and health fairs promoting their "Speak Up" initiative, which educates Members 
on appropriate communication between patient and physician. 
Rapid Response Team: To help people transition between jobs when impending job loss is apparent, we have an 
established rapid response team to assist those in need. When notified by a company about layoffs, team visits 
those companies to provide transition support and education on medical options, job placement information, etc. 
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Client Name and Address 

Key Contact 

Contract Size 

Contract Start Date 
Medicaid 
Client Name and Address 

Key Contact 

Contract Size 

AmeriChoice of Pennsylvania 
Commonwealth of Pennsylvania 

- entered the Pennsylvania market in 1989 -

Commonwealth of Pennsylvania 
Department of Public Welfare 
Room #515, Health and Welfare Building 
P.O. Box 2675 
Harrisburg, PA 17105 (For Medicaid) 
Name/Title: Jeff Bechtel, Director/Bureau of Managed Care Operations 
Telephone: 717.772.6303 
E-mail: jbechtel@state.pa.us 
Fax: 717 772 6328 

Average Monthly Covered Lives Public Funded Contract Cost 
70,000 $316 M 

Contract Duration 
1989 (Originated) 12/31/09 

Commonwealth's Department of Insurance 
Office of CHIP and adultBasic 
333 Market Street 
Harrisburg, PA 17120 (Children's Health Insurance Program—CHIP) 
Name/Title: Peter Adams, Deputy Commissioner 
Telephone: 717.783.3707 x 205, or 717.346.1366 
E-mail: padams@state.pa.us 
Fax: 17.705.7341 or 717.705.1643 

Average Months Covered Lives Public Funded Contract Cost 
5,500 $8.8M 

Contract Start Date Contract Duration 
CHIP 2000 2/1/2012 

Scope of Work - All Contract Areas Listed 
AmeriChoice provides services to Medicaid and CHIP eligibles in the Commonwealth of Pennsylvania via two 
programs: CHIP and Medicaid. These services are offered in five counties—Bucks, Chester, Delaware, 
Montgomery, and Philadelphia. 

Medicaid Health Choices: Services cover a wide range (for example, unlimited visits to PCP; personal care 
available 24 hours a day, 7 days a week; ER care, when needed; immunizations; prescriptions and dental 
services; EPSDT screenings and treatment; vision exams and eyewear, etc.). Specialty care includes: asthma 
care; cancer awareness; diabetes control and support; healthy heart programs; a well mother/well baby program; 
teen pregnancy, AIDS, and substance abuse prevention; smoking cessation; and other community/health 
supports. 

Children's Health Insurance Program (CHIP): Services to 7,412 children include PCP and specialist visits, 
hospital care, immunizations, dental services, prescription drugs, eye exams and glasses, laboratory tests and x-
rays, emergency care, behavioral and substance abuse services, rehabilitation therapy, maternity care and family 
planning. 

AmeriChoice - Innovative Approaches 
Medical Management-ER Utilization Monitoring: Through Member education, ER field-based case 
management, management of those-at-risk, analysis of ER data, and provider partnerships, we experienced a 2 
percent reduction in ER visits per 1,000 over the last year—providing an annual savings of approximately $.5M. 
Physician Home Health Visits: Chronically ill Members receive care in their homes, through an innovative 
partnership with INSPIRIS, a physician-led Care Level Management program. INSPIRIS works with AmeriChoice 
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Mississippi CHIP 

AmeriChoice of Pennsylvania 
Commonwealth of Pennsylvania 

entered the Pennsylvania market in 1989 
to bring physician home visits to select chronically ill Members. Members receive regular physician visits at their 
homes as an alternative source of care, and they have access to INSPIRIS physicians for acute care needs. 
Health Disparities - Screenings (Hepatitis B): The AmeriChoice Chinatown Community Service Center, which 
opened 6 years ago in the heart of Philadelphia's Chinatown, sponsors a series of healthy activities. Community 
residents participate in health screenings and educational sessions. Through these activities, AmeriChoice 
arranges for screenings for Hepatitis B, a condition that disproportionately affects the Asian population. 

Client Name and Address 

Key Contact 

Contract Size 

. UnitedHealthcare of Wisconsin 
State of Wisconsin 

-- entered the Wisconsin market in 1984 -• 

Department of Health Services 
Division of Health Care Access & Accountability 
Jason Helgerson - Administrator 
1 West Wilson Street, P 0 Box 309 
Madison, Wl 53701-0309 
608.266.8922 

Mark Prodoehl, Managed Care Analyst/Division of HCAA 
608.266.2833 
Mark.Prodoehl@dhs.wisconsin.gov 
608.266.1096 

Public Funded Contract Cost 
$326 M 

Contract Duration 
Medicaid 12/31/09 
SSI 12/31/09 

Name/Title: 
Telephone: 
E-mail: 
Fax: 
Average Monthly Covered Lives 
155,285 

1984 (Originated) 
2005 (Originated) 

Contract Start Date 
Medicaid 
SSI 
Scope of Work 
UnitedHealthcare / AmeriChoice has achieved approximately 33 percent of the market share of the total 
Medicaid/SSI enrollees in Wisconsin. We have approximately 50 percent of the market share in the counties in 
which we operate. 
AmeriChoice provides services to Members via two programs: BadgerCare Plus (BCP) and Medicaid SSI. Our 
health plan programs have grown significantly over the past year, with plans to expand further during 2009, to 
include the State's Childless Adults Expansion Program. 
BadgerCare Plus (BCP): This program covers children under 19 years of age and families needing health 
insurance. Children are covered, regardless of household income. Many families without access to health 
insurance, eligible childless adults, and pregnant women are also eligible. Currently, AmeriChoice is available in 26 
counties throughout the state. The BadgerCare Plus program offers two levels of coverage—Standard Plan and 
the Benchmark Plan. The Standard Plan is a comprehensive health plan with minimal co-pays that range from 50 
cents to $3.00 for medical and facility services. The Benchmark plan has reduced benefits and copays that mirror 
commercial coverage ($15.00 Physician copay, ER Copay $60.00, Inpatient Hospital Copay $100.00, Ambulance 
copay $50.00). 
Medicaid SSI: This program provides services to beneficiaries 19 and older of Wisconsin's SSI program. 
Currently, it is available in 19 counties throughout Wisconsin. We have plans to expand further through 2009. The 
Medicaid SSI program utilizes the Standard Plan benefits without any copays for SSI Members. 
AmeriChoice - Innovative Approaches 
Pro-active Quality and Compliance: To maintain contract compliance and to be responsive to State needs, we 
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UnitedHealthcare of Wisconsin 
State of Wisconsin 

entered the Wisconsin market in 1984 • 

apply proactive intervention across many areas of these programs (for example, dental programs, transportation 
vendors.), and we continually implement quality measures. In 2008, we adhered to the following, allowing for 
intervention tracking and open communication between our staff, providers, and local health network: 

a Random internal audits to identify issues, preventing the necessity of CAPs 
B Monthly functional area meetings to discuss compliance and risk 
a Daily staff meetings to open lines of communication for potential risks areas 
B Implementation of monthly compliance topics for entire staff education. 

/.ead Poisoning Prevention (Children): Other innovative measures included heightened awareness of lead 
poisoning and its prevention. We worked alongside local providers and honored the top 10 health care providers 
who achieved a score above 90 percent on the 2008 Wisconsin Childhood Lead Poisoning Prevention Program 
(WCLPPP) report card. Each year, the WCLPPP tracks child testing for lead poisoning—the primary environmental 
threat to children's health in Wisconsin. 

Client Name and Address 

Key Contact 

Contract Size 

Unison Health Plan of Ohio 
State of Ohio 

•- entered the Ohio market in 2005 --

State of Ohio - Bureau of Managed Health Care 
Ohio Department of Job and Family Services 
50 West Town Street 
Suite 400 
Columbus, OH 43215 
Name/Title: Tracy Hale, Contract Administrator 
Telephone: 614.466.4693 
E-mail: Tracy.Hale@jfs.ohio.gov 
Fax: None 

Average Monthly Covered Lives 
96,292 

Contract Start Date 
AmeriChoice - Ohio 2005 (Originated) 

Public Funded Contract Cost 
$322 M 

Contract Duration 
One Year - Automatic renewal aligned with SPY 
Current SPY 2009: 07/01/08 

Scope of Work - All Contract Areas Listed 
AmeriChoice - Unison Health Plan of Ohio provides services to Medicaid eligibles in the State of Ohio via two 
programs: Covered Families and Children (CFC) and Aged, Blind, or Disabled (ABD). The CFC program 
encompasses Ohio's Healthy Families eligibles (that is Temporary Assistance to Needy Families or TANF-related 
Medicaid consumers) and Ohio's Healthy Start eligibles (SCHIP consumers). Our ABD eligibles are enrolled in our 
statewide full-risk managed care program. 

The scope of work involves the delivery of all Medicaid-covered physical health services, including pharmacy, 
vision and dental to eligible recipients in the state of Ohio. Behavioral health care services are carved out and 
remain in the fee-for-service program, but we are responsible for coordination and management of care with 
community behavioral healthcare providers. We are responsible for coverage of prescription pharmaceuticals 
prescribed by providers in community behavioral health care programs. 

AmeriChoice - Innovative Approaches 
Provider Incentives and Measures: Unlike most incentive programs that reward providers with a financial benefit, 
our "Pay for Performance—Provider Incentive "Gold Star" Program" rewards with a combined financial benefit and 

-17-
Department of Finance and Administration (DFA) 
Health insurance Coverage under CHIP March 30. 2009 



UnitedHealthcare'. 
by AmeriChoice 

Mississippi CHIP 

Unison Health Plan of Ohio 
State of Ohio 

- entered the Ohio market in 2005 -
an administrative relief incentive. Used throughout some of our other health plans, we have established our own 
performance criteria for each practice in Ohio. They include: 
• Commitment to Our Health Plan: To be available to our new Members with minimum participation of 200. 
a Accessibility to Our Plan Members: To be accessible to our Members (for example., practice shows 10 percent 

decrease in ER visits per 1000, year-over-year), 
a Effective Medical Management: To demonstrate provision of coordinated efficient and economical services, as 

evidenced by meeting targeted benefit-cost ratios (BCR). 
• Quality of Care: To demonstrate clinical excellence as reflected in delivery of preventive services (for example, 

EPDST, anemia screening, blood lead completion, pap smear, mammogram, cholesterol, set immunization 
rates, pneumococcal vaccine for patients aged over 65, etc.) 

a Administrative Efficiency: To demonstrate use of health information technology to improve provision of and 
payment for covered services (for example, no less than 60 percent electronically submitted using electronic 
claims system/clearing houses.) 

a Member Satisfaction: No more than 5 per 1000 substantiated Member complaints. 
B Quarterly updates are distributed to the providers, ensuring status of performance and program eligibility. 

Client Name and Address 

Key Contact 

Unison Health Plan of South Carolina 
State of South Carolina 

entered the South Carolina market in 2004 • 

South Carolina Department of Health and Human Services 
PO Box 8206 
Columbia, SC 29202 
(For Unison and Unison Kids) 
Name/Title: Charles ("David") Smith, Program Coordinator 
Telephone: 803.898.2639 
E-mail: smithc@scdhhs.gov 
Fax: 803.255.8232 

Contract Size Average Monthly Covered Lives 
42,649 

Public Funded Contract Cost 
$77.3M 

Contract Duration 
Renewed annually 

Contract Start Date 
AmeriChoice - Unison (SC) 2004 (Originated) 
Scope of Work - All Contract Areas Listed 
AmeriChoice— Unison Health Plan of South Carolina, offers high-quality, accessible health care and customer 
service to Medicaid adult and child eligible populations (for example, TANF, ABD, SSI, SCHIP, etc.) in 41 counties 
(23 SCHIP) throughout the State. Medical coverage provides a broad range of services (for example, inpatient and 
outpatient hospital care, rural health clinic and federally qualified health center visits, family planning, EPSDT, 
laboratory and x-ray, mental disease and mental health clinic services, family support, and hospice, rehabilitative 
therapy for those with special needs, ambulance/ medical transportation, pharmacy services, and vision and dental 
services, etc.). 
AmeriChoice - Innovative Approaches 
Consistent Medical Homes for Adults and Children: Available through extensive provider and dental networks, 
medically necessary services are provided for Members' medical and social needs. Over the past year, we have 
worked diligently treating each Member and coordinating care on many levels—providing a consistent medical 
home and continuity of care for those with multiple health-related issues. 
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Unison Health Plan of South Carolina 
State of South Carolina 

• entered the South Carolina market in 2004 -
Managing Diseases: through analyses on medical care use, we work with the Special Needs Unit to identify 
specific populations with special health care needs. We assist those with multiple conditions and orient and 
educate those new to managed care, ensuring appropriate use of medical services and resource types available to 
them. 

Client Name and Address 

Key Contact 

Contract Size 

UnitedHealthcare ofthe MidAtlantic 
State of Maryland 

•- entered the Maryland market in 1996 --

State of Maryland Department of Mental Health & Hygiene 
201 West Preston Street 
Baltimore, MD 21201 

Name/Title: John G. Folkemer, Deputy Secretary, Health Care Financing 
Telephone: 410.767.5807 
E-mail: folkemerj@dhmh.state.md.us 
Fax: 410.333.7687 
Name/Title: Susan Tucker, Executive Director, Office of Health Services 
Telephone: 410.767.1431 
E-mail: tuckers@dhmh.state.md.us 
Fax: 410.333.5185 
Average Monthly Covered Lives Public Funded Contract Cost 
114,000 $350 M 

Contract Duration 
1996 (Originated) Renews annually on 07/01 automatically 

Contract Start Date 
AmeriChoice-MidAtlantic 
Scope of Work 
We provide a full range of health plan services for the beneficiaries of Maryland's Medicaid and Children's Health 
(MCHP). These include: physician visits, prenatal care (for example Healthy First Steps Prenatal Program), family 
planning and birth control, prescription drugs, diagnostic services, inpatient services, home health, hospice, 
emergency services, OB/GYN care, eye exams for adults and children, primary mental health services through 
"medical home" PCP, substance abuse treatment and transportation services. Other services offered for adults . 
include: adult dental care (for example, exam and cleanings twice a year, unlimited simple extractions, fillings and 
x-rays); adult vision care (one pair of glasses every two years and one replacement pair, if needed within a two) 
year period; and certain over-the-counter medications with doctor's orders. Other services offered for children 
under age 21 include: immunizations, vision care (for example, exams and glasses annually), dental care (for 
example, exams; cleanings; fillings; and braces, if medically necessary). 
AmeriChoice - Innovative Approaches 
Grass-Roots Efforts, Language Proficiency, Medical and Dental Awareness: We work cooperatively with the 
State and local community support groups to achieve goals and address any issues if they arise. We create 
Community Advisory Committees (CACs), establishing "grass-root efforts" to reach out to our eligible population/s. 
All of our staff are encouraged to participate in our conversational Spanish program—elevating language skills to 
further promote communication within our local communities. Our sickle cell program identifies and collaborates 
with Centers of Excellence to provide intensive care management for Level III Members. We encourage 
participation in our Baby Shower Program for expectant mothers. Diabetes awareness seminars are conducted on 
Type One and Type Two diabetes, gestational diabetes, warning signs, record accuracy, and screening exams (for 
example HbA1C, dilated eye, foot and dental exams, blood pressure checks, etc.). To heighten dental hygiene and 
preventive care awareness, we sponsor dental screenings, educational entertainment and assistance for children 
who attend schools in economically disadvantaged areas (for example, Prince George's County, Baltimore City, 
etc.). 
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Client Name and Address 

Key Contact 

AmeriChoice of New Jersey 
State of New Jersey 

- entered the New Jersey market in 1995 --

State of New Jersey Department of Human Services 
Division of Medical Assistance and Health Services 
7 Quakerbridge Plaza; P.O. Box 712 
Trenton, NJ 08625-0712 

Name/Title: 

Contract Size 

Contract Start Date 
AmeriChoice (NJ) 

John Guhl, Director, Division of Medical Assistance and Health 
Services 

Telephone: 609.588.2705 
E-mail: john.guhl@dhs.state.nj.us 
Fax: 609.588.3583 

Average Monthly Covered Lives Public Funded Contract Cost 
213,680 $552.2 M 

Contract Duration 
1995 (Originated) Automatically renews annually on 07/01 

Scope of Work - All Contract Areas Listed 
AmeriChoice provides services to Medicaid eligibles in the State of New Jersey via three programs: 1) Medicaid, 2) 
AmeriChoice Personal Care Plus - Medicare, and 3) NJ Family Care. Population types cover Medicaid; aged, blind 
and disabled; and uninsured children and adults. 

Medicaid: Our statewide Medicaid health plan services over 250,000 New Jersey Medicaid program beneficiaries. 
A broad package of health services is offered to cover medically necessary care, such as inpatient and outpatient 
hospital care, physician services, laboratory tests and x-rays, home health care and nursing facility care, etc. 

AmeriChoice Personal Care Plus - Medicare: Available in 10 counties, our AmeriChoice Personal Care Plus 
(Medicare) program services eligible Medicare Advantage beneficiaries with Medicaid coverage. Health care 
services cover medically necessary covered services, such as inpatient and outpatient care, physician services, 
mental health and substance abuse care, health screenings (for example, pap smears and pelvic exams, prostate 
cancer screening, blood tests, etc.), partial hospitalization, cardiac rehabilitation services, renal dialysis and other 
specialty care. 

NJ Family Care: This statewide program is offered to eligible children and low-income parents, based on income 
guidelines. Children are eligible up to 350 percent ofthe FPL and adults up to 200 percent ofthe FPL. Health care 
services include doctor visits, hospitalization, regular screenings, behavioral health, prescriptions, vision needs and 
dental care. 

AmeriChoice - Innovative Approaches 
Top Health Plan - Care Management and Personal Care Model ™: The Division of Medical Assistance and 
Health Services (Medicaid) released the findings of its 2007 case management audit for Medicaid health plans. 
AmeriChoice achieved the top health plan results for care managementof the ABD populations, and case 
management and care management forthe Department of Youth and Family Services population, care 
management of children with elevated lead levels. AmeriChoice's Personal Care Model ™ has been refined 
through years of application in Medicaid programs. This approach uses leading-edge technology tools that enable 
our care managers to meet rigorous national standards, while personalizing interventions for the local population 
and individual Member. 

Outreach to the Troops: Every year, our New Jersey health plan conducts a holiday military mailing to our troops 
overseas—particularly to those serving in Iraq and those recuperating at the Walter Reed Army Medical Center in 
Washington, DC. Boxes include: personal items, food, and Christmas goodies. 

-20-
Department of Finance and Administration (DFA) 
Health Insurance Coverage under CHIP March 30. 2009 



. UnitedHealthcare". 
by AmeriChoice 

Mississippi CHIP 

Client Name and Address 

Key Contact 

UnitedHealthcare of New England 
State of Rhode Island 

•- entered the Rhode Island market in 1994 --

State of Rhode Island 
Department of Human Services 
600 New London Avenue 
Cranston, Rl 02920 
Name/Title: Deborah J. Florio, Administrator 
Telephone: 401.462.0140 
E-mail: DFIorio@dhs.ii.gov 
Fax: 401.462.6353 

Contract Size Average Monthly Covered Lives Public Funded Contract Cost 
30,100 $108.8 M 

Contract Start Date Contract Duration 
AmeriChoice (NE) 1994 (Originated) 12/01/2009 
Scope of Work - Al I Contract Areas Listed 
We provide care and services for three Medicaid products: 1) Rite Care Medicaid program (TANF/SCHIP), 2) 
Rhody Health Partners (RHP- Adult SSI), and 3) Children with Special Health Care Needs. 
Comprehensive Member care includes medical and behavioral health, and pharmacy services. Local care 
managers (for example, RNs, community outreach, behavioral health clinicians, etc.) deliver "hands-on" care 
management, including risk assessments, and individualized care plans with monitoring and oversight. We work 
collaboratively with our network provides to ensure appropriate care is delivered to our Members. Our Rhody 
Health Partners (Adult SSI) program offers Members a 24 hours a day, 7 days a week telephonic Nurseline. Rite 
Care Medicaid child Members bom after May 2000 are offered dental services. 

AmeriChoice - Innovative Approaches 
Qua//fy (NCQA and HEDIS): AmeriChoice's New England health plan is ranked in the "Top Ten Best Medicaid 
Plans" by NCQA and US News and World Report (USN & WR) and has held this ranking for the past four years. 
New England has a performance goal program that focuses on improving quality, especially in operations, and 
meeting and exceeding HEDIS/CAHPS benchmarks for all plans. Working with the State, we achieved targeted 
improvement in various areas. For example, focusing on disease management in diabetes and conducting 
follow-up outreach after hospitalization for behavioral health illness has improved our HEDIS results in both of 
these areas, also (for example, comprehensive diabetes care LDL-C Level < 100 increased from 24.68 percent 
(2007) to 29.12 percent (2008), follow-up after hospitalization for mental illness, 7 days rate increased from 55.14 
percent (2007) to 65.43 percent (2008.) Other areas, such as chlamydia screening in women aged 21 to 25 
increased from 57.22 percent (2007) to 65.27 percent (2008) and childhood immunization status (combo 3) 
increased from 73.72 percent (2007) to 78.05 percent (2008)). 
ER Diversion: We have actively pursued an ER Diversion initiative. Effective outreach to Members was 
compromised by lack of timely data and Member unavailability relative to poor contact information and lack of 
phones. To address this, we focused on more frequent users, who we redirected to their PCPs. 
Other interventions include: 
B Promoting and providing care management access for Members with high utilization of Emergency Services 
B Providing Member education on appropriate use of Emergency Services 
B Developing Member specific reports for physicians outlining their use of Emergency Services for non-emergent 

problems 
B Developing strategies to promote better access to care in physicians' offices 
• Providing the care management number to physicians and Members for referral purposes. 
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Client Name and Address 

Key Contact 

Contract Size 

Contract Start Date 
Medicaid, Medicare, FHP 
Client Name and Address 

Key Contact 

Contract Size 

UnitedHealthcare of New York 
State of New York 

- entered the New York market in 1994 -

State of New York Department of Health 
Coming Tower, Room 1911 
Empire State Plaza 
Albany, NY 12237 (For Medicaid, Medicare, and Family Health Plus) 

Valencia Lloyd, Deputy Director of Managed Care 
518.474.0180 
Vml05@health. state. ny. us 
518.474.3295 

Public Funded Contract Cost 
$502M 

Name/Title: 
Telephone: 
E-mail: 
Fax: 
Average Monthly Covered Lives 
196,279 

Contract Duration 
1994 (Originated) 09/30/10 (Amendment #5) 
State of New York Department of Health 
Coming Tower, Room 1629 
Empire State Plaza 
Albany, NY 12237 (For Child Health Plus) 

Judith Arnold, Director of Coverage & Enrollment 
518.474.0180 
jaa01@health.state.ny.us 
518.474.3295 

Public Funded Contract Cost 
$21.3M 

Name/Title: 
Telephone: 
E-mail: 
Fax: 
Average Monthly Covered Lives 
12,465 

Contract Duration 
12/31/12 

Contract Start Date 
Child Health Plus 1997 (Originated) 01/01/08 
Scope of Work - All Contract Areas Listed 
AmeriChoice provides services to eligible beneficiaries in the State of New York and New York City for four 
programs: 1) Medicaid, 2) Family Health Plus, 3) Child Health Plus, and 4) AmeriChoice Personal Care Plus -
Medicare. These services are offered to a highly diverse membership, with dedicated offices and programs for 
Chinese, Latino, and African-American Members. 
Medicaid: Our Medicaid health plan is available in New York City and six counties within the State of New York. 
Medically necessary covered services are offered. Dental and transportation services are also provided. 
Family Health Plus: Available in New York City and eight counties, Family Health Plus is offered to adult 
beneficiaries, aged 19 through 65, of New York State's Family Health Plus Program. Medically necessary covered 
services are provided. Dental services are also provided. 
Child Health Plus: This program is available to beneficiaries of New York State's Child Health Plus Program in 
New York City and eight counties in the State of New York. Children's medical services are provided in compliance 
with the CMS contract, to include dental and prescription coverage. 

AmeriChoice Personal Care Plus - Medicare: Available in three counties, our AmeriChoice Personal Care Plus 
- Medicare program services eligible Medicare beneficiaries who must be Medicaid recipients (for example dual 
eligibles). Medically necessary covered services are provided. Other benefits include a "Personal Care Catalog" for 
select over-the-counter items and a Medical Alert System. Special needs plan services are also provided. 
AmeriChoice - Innovative Approaches 

Enrollment and Local Outreach: Over the past year, our New York market has focused on CHP enrollment 
processes, increasing enrollment and enhancing communication between enrollees, ourselves and the State. 
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UnitedHealthcare of New York 
State of New York 

- entered the New York market in 1994 -
Community outreach—for both adults and children—is promoted within our programs, encouraging healthy life and 
wellness practices. For example, in partnership with Syracuse Safe Kids coalition, we work with local schools to 
promote "Walking to School." Staff teach pedestrian safety, demonstrate the benefits of exercise and establish 
safer routes for walking and biking within local communities 

Client Name and Address 

Key Contact 

UnitedHealthcare of the Midlands / Share Advantage 
State of Nebraska 

-- entered the Nebraska market in 1999 -

State of Nebraska 
Health and Human Services System 
Lincoln, State Office Building 
301 Centennial 
Name/Title: 
Telephone: 
E-mail: 
Fax: 

Contract Size 

South, Lincoln, NE 68509 
Margaret Booth, Manager, Physical Health Service Unit 
402.471.2135 
Margaret.booth@dhhs.ne.gov 
402.471.9092 

Average Monthly Covered Lives 
34,600 

Contract Start Date 
AmeriChoice (Midlands - NE) 

Public Funded Contract Cost 
$81.8M 

Contract Duration 
07/25/1999 6/30/2009. Re-bid Preparations for 2010-2013 Contract. 

Scope of Work - All Contract Areas Listed 
AmeriChoice's Nebraska health plan is the only managed care organization participating in the Nebraska Medicaid 
program. Its population covers Medicaid-eligible individuals in three counties, including the cities of Lincoln and 
Omaha, and their surrounding areas. Services offered are: inpatient and outpatient hospital services, clinical and 
anatomical laboratory services, radiology, EPSDT, physician services, home health agency and private duty 
nursing services, therapy, DME and medical supplies, podiatry, chiropractic services, ambulance services, medical 
transportation and vision services. Other services include: adult physical exams, immunizations, flu vaccinations, 
circumcision for males (all ages), non-emergent medical transportation, Diaper Rewards Program, Childhood 
Obesity Program, Summer Asthmatic Camp and translation assistance for our non-English speaking Members. 
AmeriChoice - Innovative Approaches 
High Quality Care and NCQA Accreditation: Working closely with the State for over 10 years, collaboratively, 
we have promoted access to high quality health care for our Members, ensuring a positive managed care 
experience. Innovative approaches to increase Member engagement and outreach are many. For example, our 
Diaper Rewards Program (DRP), mentioned above, awards three months of diapers to Members who achieve 80 
percent of their prenatal visits. Member engagement for DRP has increased by 25 percent. 
Maintaining high standards for Member quality of care and service is important to us. This year, for our NCQA 
accreditation, we were awarded the rank of "excellent." 
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Client Name and Address 

Key Contact 

Georgia Enhanced Care Program 
State of Georgia 

-- entered the Georgia market in 2005 --

State of Georgia Department of Community Health (DCH) 
2 Peachtree Street, 37th Floor 
Atlanta, GA 30303 

Name/Title: Jerry Dubberly, Chief of Medical Assistance 
Telephone: 404.651.8681 
E-mail: jdubber1y@dch.ga.gov 
Fax: 866.283.0128 

Contract Size 

Contract Start Date 
10/15/05 

Average Monthly Covered Lives Public Funded Contract Cost 
40,000 Approx.$15 million/year 

Contract Duration 
Annual renewal through 2010 

Scope of Work - All Contract Areas Listed 
In October 2005, we began providing integrated chronic care and disease management services for Medicaid 
aged, blind, and disabled individuals in central and south Georgia through the Georgia Enhanced Care (GEC) 
program. While the program began as a disease management model, AmeriChoice brought our focus to a holistic 
care management model through the implementation of our Personal Care Model™, promoting self management, 
support for a medical home, and community partnerships to deliver a high-touch program, especially forthe 
highest-risk Members. Like the eligible clients for the ECC program, the Georgia population faced a diverse set of 
diagnoses and conditions, including schizophrenia and other behavioral health disorders. To meet the needs of our 
enrollees in Georgia, we: 
• Partner with primary care providers (PCPs), specialists, behavioral health providers, and other providers to 

ensure that each enrollee has access to an appropriate medical home; 
• Promote evidence-based guidelines for participating providers; 
• Provide in-person, intensive care management for high risk individuals; and 
m Provide telephonic care coordination for medium and low-risk individuals. 

We offer outreach and engagement with providers and clients through multiple collaborative relationships, and via 
an established call center with fully trained staff. Our field-based nurse care managers have demonstrated 
expertise in providing chronic care management to high risk individuals with complex medical, social, behavioral, 
and environmental challenges. We identify and manage our membership effectively through highly specialized and 
thorough claims analytics and risk stratification efforts and provide ongoing education forthe membership through 
materials tailored to the Members' conditions. 
When awarded this contract, we deployed our national implementation team rapidly and operationalized the 
program in sixty (60) days. During this short timeframe, we completed all activities to meet State objectives for 
program start-up and on-going operations including hiring staff, bringing systems on line, conducting Member 
outreach and education, and building relationships with providers and community-based organizations. We have 
had continued success over the past 2-1/2 years building key relationships with the State, Members, and providers 
that ultimately facilitate achieving the State's goals. 

AmeriChoice - Innovative Approaches 
a Using a multi-pronged approach to target enrollment and engagement efforts for clients with multiple and 

chronic medical conditions which has resulted in an 83 percent engagement rate for high-risk Members. 
a Stratified care management for individuals at all risk levels, resulting in AmeriChoice's cost savings estimates 

of approximately $181.77 per Member per month compared to a DCH target of $70.49 per Member per month. 
a Establishment of an emergency room (ER) utilization program with the 40 hospitals with the highest claims 

volume, promoting Members' appropriate use of ER, emphasis on identification of medical home. 

•24-
Department of Finance and Administration (DFA) 
Health Insurance Coverage under CHIP March 30. 7009 



. UnitedHealthcare'. 
by AmeriChoice 

Mississippi CHIP 

Georgia Enhanced Care Program 
State of Georgia 

- entered the Georgia market in 2005 --

H Solidification of strong partnerships with over 1,000 primary care providers and 16 Community Service Boards 
(Georgia's behavioral health providers) and engaging in collaborations with State and County agencies, 
community organizations, and advocacy groups who are vital for the successful implementation and operation 
of this program. 

Client Name and Address 

Key Contact 

County Medical Services (CMS) Program 
County of San Diego 

entered the San Diego County market in 1983 

San Diego County Health and Human Services Agency 
8840 Complex Drive, Suite 225 
San Diego, CA 92123-1423 

Name/Title: 

Contract Size 

Contract Start Date 
1983 

Dale R. Fleming/Director, Strategic Planning and Operational 
Support 

Telephone: 619.685.2214 
E-mail: Dale.Fleming@sdcounty.ca.gov 
Fax: 619.515.6730 
Average Monthly Covered Lives Public Funded Contract Cost 
10,000 Approx.$6 million/year 

Contract Duration 
Annual renewal through 2012 

Scope of Work - All Contract Areas Listed 
Since 1983, we have managed the County Medical Services (CMS) program for the County of San Diego. Over 
the years, the County has worked with AmeriChoice to expand our services to benefit eligible clients, which include 
the most clinically and financially vulnerable individuals in the County. The CMS program represents a partnership 
between San Diego County, California; AmeriChoice; and the Federally Qualified Health Centers (FQHCs). Its 
success has been built predominantly on our collaborative efforts with the County performing the regulatory role, 
AmeriChoice executing the management function, and the FQHCs serving in the capacity of medical homes for the 
population. Our services for CMS include: 

Medical Management 
B case and disease management; 
a utilization management 
B provider profiling 
B Member/provider services 
Pharmacy Management 
H formulary development 
a committee meetings 
n pharmacy/drug utilization review in collaboration with contracted pharmacy benefits management 
Quality Management 
m data collection 
a analysis and reporting 
o patient and provider satisfaction surveys compliance reporting 
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County Medical Services (CMS) Program 
County of San Diego 

- entered the San Diego County market in 1983 -• 

Financial Services 
a claims processing and payment 
a risk pool management 
a Medi-Cal Recoveries 
AmeriChoice - Innovative Approaches 
a Extensive collaboration with County Government resulting in a 26 year presence in the County, demonstrating 

our commitment to long-term partnerships with our government clients and FQHCs to serve eligible individuals; 
B Productive partnerships with key providers for the CMS population (for example, for San Diego: Scripps Mercy, 

Sharp Grossmont, Alvardo, UCSD, Paradise Valley, Palomar/ Pomerado etc), community clinics, specialty 
clinics, and San Diego County Medical Society. 

H Collaboration with local projects to expand the management of diabetes through a successful public-private 
partnership, Project Dulce, and to increase access to specialty providers collaborated with the Council of 
Community Clinics on Project Access, 

a Modification of enhanced medical management technology resulting in providers access to web-based 
Treatment Authorization Referral process to reduce administrative burden and which also improves speed to 
access services for Members. 

As of December 31, 2008, UnitedHealthcare Insurance Company had a total covered population of 23,872,227 
Members, as shown in the table below. Additionally, UnitedHealthcare serves more than 2.3 million beneficiaries of 
government health care programs through such government programs as Medicaid, Medicare and CHIP in 22 
states. UnitedHealthcare and its predecessor companies have been serving Americans for over 27 years through 23 
health plans. 

In 2008, UnitedHealth Group, including all subsidiary organizations, served 72.8 million Members. 

mmmmmmsm^\mmm\ 
Commercial Risk-based 

Commercial Fee-based 

Total Commercial (millions) 

Stand-alone Part D Prescription Drug 
Plans 

Medicare Advantage 

Medicare Supplement 

Total Public and Senior (millions) 

3,881 

12,210 

16,091 

4,392 

162 

3,512 

8,066 

3,862 

12,115 

4,112 

12,089 

15,977 16,201 

3,870 

264 

3,505 

7,639 

3,847 

280 

3,496 

7,623 

4,223 

12,036 

16,259 

3,841 

299 

3,505 

7,645 

4,212 

12,046 

16,258 

3,810 

305 

3,499 

7,614 

Total Health Care Services Medical 
Benefits (in millions of members) 24,157 23,616 23,824 23,904 23,872 
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UnitedHealthcare will be subcontracting with the following seven subsidiary organizations within UnitedHealth Group: 

B ACN Group, Inc. 
B United Behavioral Health (UBH) 
a Dental Benefit Providers, Inc. (DBP) 
a Ingenix, Inc. 
• Prescription Solutions, Inc. 
a Spectera, Inc. 
B NurseLineSM. 

The diverse structure and resources of UnitedHealth Group enable UnitedHealthcare to offer the services of our 
sister organizations and provide all subcontractor functions under the corporate umbrella. This approach greatly 
reduces the risks normally associated with maintaining subcontractor compliance and performance, and potential 
conflicts with contracted independent business entities. 
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The following tables present required information for each subcontracting organization. Exhibit A contains the 
commitment agreement for each entity. 

Subcontractor: 
i. Full Legal Name: 
ii. Headquarters Address: 

iii. Contact Information: 

ACN Group, Inc. 
ACN Group, Inc. 
6300 Olson Memorial Highway 
Golden Valley, MN 55427 
John DeSmet, Chief Operating Officer 
6300 Olson Memorial Highway 
Golden Valley, MN 55427 
763.797.4821 
Fax: 866.323.6729 

Department of Finance and Administration (DFA) 
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Subcontractor: 
iv. Services Description: 

v. Years of Experience: 
vi. Total Covered Lives: 
vii. Commitment Type: 

ACN Group. Inc. 
For over 20 years, ACN Group, Inc. has provided high-quality and efficient 
networks of physical and occupational therapists. Network affiliates provide 
clinical expertise endorsed by practitioner guidelines, credentialing, peer-to-peer 
support and communication. Subspecialties include, for example, orthopedics, 
pediatrics, and hand and post-surgical care. 
ACN Group, Inc. is our chosen subcontractor for therapy services for the MS 
CHIP program. UnitedHealthcare is using ACN Group, Inc. services for many 
other programs including Medicaid programs in Connecticut, New Jersey, Texas, 
Florida, Wisconsin and Tennessee and plans future expansion into other 
programs. 
ACN Group Inc. services projected forthe MS CHIP program include network 
access and delegated credentialing. 

20+ 
23 million 
Signed Contract/Administrative Services Agreement (ASA) and Service Level 
Agreement (SLA) 

Subcontractor:. 
i. Full Legal Name: 
ii. Headquarters Address: 

iii. Contact Information: 

iv. Services Description: 

v. Years of Experience: 
vi. Total Covered Lives: 
vii. Commitment Type: 

United Behavioral Health (UBH), 
United Behavioral Health (UBH) 
United Behavioral Health (UBH) 
425 Market Street, 
San Francisco, CA 94105 
415. 547.5000 
Gregory Bayer, Ph.D. 
425 Market Street, 
San Francisco, CA 94105 
415.547.5000 
Fax: 415.547.5999 
Clinical excellence, innovation, and a relentless commitment to the most 
scientifically-advanced health care solutions are hallmarks that distinguish UBH 
as the national leader in behavioral health. UBH has been guided by these 
principles for more than 30 years, and is recognized as a pioneer in the 
development of advancements that dramatically improve the clinical impact and 
delivery of behavioral health services. The company offers its services through a 
leading, national network of 80,000 providers and 2,593 facilities at 4,668 
locations. 

UBH will be providing behavioral health services forthe MS CHIP contract. 

30 
43 million 
Signed Contract/Administrative Services Agreement (ASA) and Service Level 
Agreement (SLA) 
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Subcontractor: 

i. Full Legal Name: 
ii. Headquarters Address: 

iii. Contact Information: 

iv. Services Description: 

v. Years of Experience: 
vi. Total Covered Lives: 
viii. Commitment Type: 

Dental Benefit Providers, Inc. (DBP 
Dental Benefit Providers, Inc. (DBP) 
Three Irvington Centre 
800 King Farm Boulevard, Suite 500 
Mail Route MD051-1000 
Rockville, MD 20850 
240.632.8000 
800.896.4831 
Fax: 240.632.8100 
Steven Klister, Senior Vice President 
Three Irvington Centre 
800 King Farm Boulevard, Suite 500 
Mail Route MD051-1000 
Rockville, MD 20850 
240.632.8000 
800.896.4831 
Fax: 240.632.8100 
Dental Benefit Providers, Inc. (DBP) has been supplying dental benefits 
successfully since 1984. Currently, DBP provides benefits to 6.6 million 
Members nationwide through a network of over 77,000 dentist access points. 
Highly experienced in integrating their dental service with health plans, they are 
committed to excellence and innovation in dental care delivery. They provide 
rapid claims payment, dental products, and administrative services for 
commercial, government (for example, Medicaid and Medicare) and federal 
employee markets. 

Dental Benefit Providers (DBP) is our chosen subcontractor for dental services 
forthe MS CHIP program. Currently, other UnitedHealthcare plans using DBP's 
dental services are: 

• AmeriChoice of New Jersey (Medicaid) 
B AmeriChoice of Pennsylvania (Medicaid and CHIP) 
B Arizona Physicians IPA (APIPA)(Medicaid and Medicare) 
a AmeriChoice in Texas (Medicaid) 
a United Health Plan of the River Valley (Medicaid in Tennessee) 
a UnitedHealthcare of Florida (Medicaid) 
B UnitedHealthcare of Maryland (Medicaid) 
a UnitedHealthcare of New York (Medicaid). 

DBP dental services projected for the MS CHIP program include rapid claims 
payment, dental products, and administrative services. 

25 
6.6 million 

Signed Contract/Administrative Services Agreement (ASA) and Service Level 
Agreement (SLA) 
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Subcontractor: 
i. Full Legal Name: 
ii. Headquarters Address: 

iii. Contact Information: 

iv. Services Description: 

v. Years of Experience: 
vi. Total Covered Lives: 
vii. Commitment Type: 

Subcontractor: 
i. Full Legal Name: 
ii. Headquarters Address: 

iii. Contact Information: 

iv. Services Description: 

Ingenix, Inc. 
Ingenix, Inc. 
12125 Technology Drive 
Eden Prairie, MN 55344 
952.833.7100 
888.445.8745 
Fax: 952.833.7079 
Andy Slavitt, Chief Executive Officer 
12125 Technology Drive 
Eden Prairie, MN 55344 
952.833.8448 
Fax: 952.833.7079 
Ingenix, a wholly-owned subsidiary of UnitedHealth Group, is a healthcare 
technology company with more than 8,300 professionals worldwide who help 
clients solve the most important problems in health care using data, software and 
services. Ingenix partners with more than 250,000 clients around the globe, 
including: 
B 1,500+ insurance companies and health plans 
B 200,000+ physicians and health care providers 
Q 3,500+hospitals 
s 100+FORTUNE 500 companies 
a 75+ pharmaceutical and biotechnology companies 
B Federal and state agencies. 

Ingenix will provide licenses and analytical software to enable data management 
and analyses. 

13 
Not Applicable 
Signed Memorandum of Understanding 

Prescription Solutions, Inc. 
Rx Solutions, Inc. 
2300 Main Street 
Irvine, CA 92614 
Sheela Andrews, VP Pharmacy Services 
2300 Main Street; Irvine CA 92614 
949.475.3302 
Prescription Solutions, Inc. is an innovative pharmacy benefit management 
company that manages the prescription drug benefit for commercial, Medicare, 
other governmental health plans, and employers and unions. It serves its 
Members through a national network of 60,000 community pharmacies and 
state-of-the-art mail service pharmacies. Using a broad range of generic 
utilization incentive programs, Member and physician education, and price 
incentives, it promotes safety and affordability, helping Members get best 
possible outcomes for their health, :while supporting clients' bottom lines. 
Prescription Solutions, Inc. is the chosen PBM for the Mississippi program. 
Currently, other UnitedHealthcare plans using Prescription Solutions' pharmacy 
benefit manager services are: 
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Subcontractor: 

v. Years of Experience: 
vi. Total Covered Lives: 
vii. Commitment Type: 

Prescription Solutions, Inc. 
AmeriChoice of New Jersey (Medicaid) 
AmeriChoice—Unison Family Health Plan of Pennsylvania (AdultBasic and 
CHIP) 

-Unison Health Plan ofthe Capital Area (DC)(Medicaid and H AmeriChoice-
Alliance) 

B AmeriChoice—Unison Health Plan of Ohio (Medicaid and Medicare) 
a AmeriChoice—Unison Health Plan of Pennsylvania (Medicaid and 

Medicare) 
H AmeriChoice—Unison Health Plan of South Carolina (Medicaid and CHIP) 
a AmeriChoice—Unison/Advantage in Tennessee/Mississippi (Medicare). 

Prescription Solutions services projected for the MSi CHIP program include: 
claims adjudication, concurrent Drug Utilization Review (DUR), pharmacy 
network contracting, rebate program administration and pharmacy audits. 

19 
Greater than 10 million 
Signed Contract 

Subcontractor: 
i. Full Legal Name: 
ii. Headquarters Address: 

iii. Contact Information: 

iv. Services Description: 

Spectera, Inc. 
Spectera, Inc. 
2811 Lord Baltimore Drive 
Baltimore, MD 21244 
800.638.3895 
Web site: www.spectera.com 
Don Yee, President 
2811 Lord Baltimore Drive 
Baltimore, MD 21244 
800.638.3895 
Fax: 916.934.0369 
Vision services will be provided by Spectera, a UnitedHealth Group company. 
Spectera is a pioneer in the vision care industry and has been providing 
innovative vision benefit solutions for more than 40 years. Spectera provides 
vision services for more than 17 million Members nationwide through a network 
of more than 24,000 private practice and retail chain providers, a state-of-the-art 
optical laboratory and consistently updated benefits. Spectera provides vision 
benefits within publicly funded health care programs around the country in 
conjunction with other physical health benefits. 

Spectera, Inc. is our chosen subcontractor for vision services for the MS CHIP 
program. Currently, other UnitedHealthcare plans using Spectera's vision 
services include: 
a AmeriChoice of Connecticut (Medicaid) 
B AmeriChoice of New Jersey (Medicaid) 
a AmeriChoice of Pennsylvania (Medicaid and CHIP) 
B AmeriChoice in Texas (CHIP) 
a Arizona Physician's IPA (APIPA) (Medicaid and Medicare) 
a UnitedHealthcare of New York (Medicaid) 
a UnitedHealthcare Plan of the River Valley, Inc. (Medicaid in Tennessee). 
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Subcontractor: 

v. Years of Experience: 
vi. Total Covered Lives: 
Vii. Commitment Type: 

Spectera, inc. 
Spectera services projected forthe MS CHIP program include: rapid claims 
payment, vision and laboratory products, and administrative services. 

40 
17 million 
Signed Contract/Administrative Services Agreement (ASA) and Service Level 
Agreement (SLA) 

Subcontractor: 
i. Full Legal Name: 
ii. Headquarters Address: 

iii. Contact Information: 

iv. Services Description: 

v. Years of Experience: 
vi. Total Covered Lives: 
vii. Commitment Type: 

NurseLine51!!1 

NurseLineSM 
6300 Olson Memorial Highway 
Golden Valley, MN 55427 
Rob Webb, President 
6300 Olson Memorial Highway 
Golden Valley, MN 55427 
763.797.2405 
Fax: 763.797.2600 
NurseLine is a market leader in Symptom Support and health care information. 
Through a single point-of-contact, 24 hours-a-day, 365 days-a-year, NurseLine 
helps direct individuals to appropriate care resources to drive improved 
outcomes. 

NurseLine will provide telephonic nurse triage services for the MS CHIP contract. 

28 
35 million 
Signed Contract/Administrative Services Agreement (ASA) and Service Level 
Agreement (SLA) 
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To the best of our knowledge and belief, after a review of our vendor profiles, we are currently providing or receiving 
the services described for the following organizations: 

a Thomson Reuters (Healthcare) Inc.: formerly Medstat, provides licensed software programs for various decision 
analysis and reporting tools. 

• PricewaterhouseCoopers, LLP: provides accounting and auditing; services for several of the UnitedHealth Group 
companies. 

a Minnesota Life Insurance Company Life Insurance: UHIC is the administrator of their employee medical benefit 
and also provides stop-loss services. 

• WebMD (now Emdeon): provides clearinghouse services, sending us electronic data interchange (EDI) and 
real-time transactions. 

UnitedHealthcare will cooperate with the Board and all other Contractors ofthe Board in the ongoing provision ofthe 
services outlined in this RFP and in the orderly transition of any responsibilities as required by the Department of 
Finance and Administration (DFA). UnitedHealthcare prides itself on our reputation for cooperative customer 
relationships and the ability and willingness to adjust to clients' dynamic business needs. 

Organizational/General Information 
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UnitedHealthcare by AmeriChoice is part of UnitedHealth Group (UHG), a diversified for-profit health and well-being 
company established in 1974. UHG, Incorporated is traded on the New York Stock Exchange under the symbol UHN. 
Since its inception, UHG and its affiliated companies have led the marketplace by introducing key innovations that 
make health care services more accessible and affordable for customers, improve the quality and coordination of 
health care services, and help individuals and their physicians make more informed health care decisions. UHG • 
serves over 72 million people in all 50 states and internationally. 

UnitedHealth Group, Inc. operates a diverse family of business groups covering a wide variety of products and 
services related to the health and well-being industry, investment and other income in the following business 
segments: 

B UnitedHealthcare by AmeriChoice— incorporated in Delaware, facilitates and manages health care services for 
state-sponsored public and Medicaid (including CHIP) programs, serving over 2.3 million Medicaid, SCHIP and 
other government-sponsored Members on full-risk capitated and fee-for-service financial arrangements in 22 
states. We employ over 3,000 people nationwide, with many National Committee on Quality Assurance (NCQA) 
accredited health plans and disease management programs. 

B UnitedHealthcare—provides a comprehensive array of consumer-oriented health benefit plans and services on a 
dedicated basis to large, multi-site employers and coordinates network-based health care benefits for small to 
mid-sized employers, as well as individuals and families nationwide. It currently facilitates access to health care 
services on behalf of approximately 26 million Americans. Its innovative, data-driven programs of quality and 
affordability, along with its collaborative pilots to establish patient-centered medical homes, underscore 
UnitedHealthcare's commitment to promoting a streamlined and sensible health care system. UnitedHealthcare 
Insurance Company (UHIC) is a for-profit company incorporated in the state of Connecticut and licensed to issue 
life and health insurance products in the District of Columbia, several U.S. Territories and all states except New 
York. 

Department of Finance and Administration (DFA) 
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a OptumHealth—is one ofthe nation's largest health and wellness companies. Employers, payers and public 
sector organizations use OptumHealth behavioral benefit solutions, clinical care management, financial services 
and specialty benefit productssuch as dental and vision to help consumers navigate the health care system, 
finance their health care needs and achieve their health and well being goals 

a Ingenix— ŝaleader in the field ofhealth care information, services and consulting,serving pharmaceutical 
companies, health insurers and otherpayers, physicians and otherhealth care providers, large employers and 
governments 

a Prescription Solutions (Pharmacy Benefit Manager)—offersacomprehensive array of pharmacy benefit 
management and specialty pharmacy management services to employer groups, union trusts, seniors through 
Medicare prescription drug plans and commercial health plans. Prescription Solutions, with more than 19years 
of experience, provides services formorethanlOmillion covered lives, delivering drug benefits through 00,000 
retail network pharmacies and two mail service facilities 

Oollaboratively,theUHO companies leverage advanced technology-based transactional capabilities; health care 
data, knowledge and information; health care resource organization; and care facilitation to improve access to health 
and wellbeing services, simplifythe health care experience, promote quality and make health care more affordable 
We are an open, inclusive, engaged health system,ahealth system designed to adapttoever-changing market 
conditionsand shifting demands in the health care landscape. 

The UnitedHealthcare by AmeriChoice division Isalarge, highly-successful health care organization dedi^ 
public sectorwithin the UHOnetworkLikeUHO, UnitedHealthcare by AmeriChoice isdedicated to m a ^ 
care system work better. Ourmission is to ̂ ppeo^e^ve header ^es.Ourcorporate philosophy embodies the 
following 

a Toimprove the health and well-being of our Members through information and tools, helping them make the right 
health choices and offering expansive health care networks 

a Tocollaborative with and support provider relationships and reliable claims payment methods,keeping our 
networks intact and always growing 

a Toinvest in technology and evidence-based research,producing "next generation" solutions and effective health 
care mitigationsforhigh-costand debilitating chronic conditions 

a Toappreciate the diverse needs of ourMembers, striving to improve HEOIS and otherquality measures while 
addressing factors that contribute to health care disparities 

a Toemployadiverse workforce, holding high standards of performance, businessethics, and accountabilityfor 
delivering the results our state clients and program beneficiaries expect 

As evidenceofourcontinued effectiveness in serving publicsectorcustomers, in 2008, we successfully re-procured 
ourcontracts in Arizona and Pennsylvania SCHIP covering 235,000 and 75,000 members respectively and we were 
successful bidders for new contracts in Arizona—Children's PehabilltativeServices(CPS), Tennessee—Westand 
5astPegions,Connecticut—HuskyA^BandCharterOak, and Florida—Expansion Counties 
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Eating Prodis and Se^ces—U^ 
care programs include neady every calory of e ^ i b ^ 
Aged, Blind, and Disabled (ABO), Social Secunfy Income (SS^in^^ 
Health Plan (FHP) and fbeuninsured Tbrougb this strong base of operations, many of oû  
State Children's Health Insurance Programs (SOHIP), wooing ̂ fbtinancially vulner̂ ^̂  
ensure children receive appropriate preventivecare, immunization 
programs, we worî  with Children with Special Health Care Needs, including those with complex hea^ 
and diagnoses, such as sicklecell anemia and hemophiliaUnitedHealthcare by AmeriChoice administers programs 
forthe uninsured and underinsured. Many uninsured individuals share demographic and socioeconomic 
characteristics with the Medicaid population, so we also applythe same holistic approach to care managementfor 
these individuals. We offerMedicare Advantage PartO(MAPO) plans, too. By offering these plansside-by-side with 
our Medicaid operations, we are able to coordinate care and services forourMembers 

In addition to being oneofthecountry's largest Medicaid health plan organizations, UnitedHealthcare by 
AmeriChoice partners with states to provide care managementservicesforindlviduals with chronic conditions orwho 
have demonstratedahistoryofhigh utilization ofhealth care services. These services are provided through our 
Management Services Organization (MSO) and include disease management in NCQA accredited programs (for 
example, asthma, diabetes, high risk pregnancy,HIV/AIOS, sickle cell,and schizophrenia),chronic care 
management, behavioral health integration, Memberservices,providerservices, predictive modeling, and provider 
profiling. 

UnitedHealthcare by AmeriChoice is committed to continuously improving the health careservices delivered to 
vulnerable populationsWe have developed ourown clinical software to monitorMemberaccess to services. We use 
asophisticated clinical riskstratification tool to ensure that our Members are receiving optimal care 

Our unique UnitedHealthcare by AmeriChoice Personal Care Model™ features direct Member contact by clinical staff 
that buildsasuppod network for chronically-ill and acutely-ill Members involving family,physician^ 
and community-based organizationsOurgoal is to employ practical solutions to improve Members'health by 
coordinating the resources they need to maintain the highest possible quality oflife in their own communities 

We present an organizational schematic in Exhibit B: 

D ExhibitBlshowsthestructureofUHO 
a Exhibit B2 shows the structureof UnitedHealthcare by AmeriChoice 
a Exhibit B3 shows the Senior Operations Stafffor UnitedHealthcare by AmeriChoice Mississippi operations. 

wr- TTJC « t i ; v !? f : . ^ " j - "V- • 

Within the last two years, UHIC has not been acquired by another organization, has not merged with any other 
company, did not purchase another organization and did not change its status from privately-held to publicly-held. 
Several of its affiliates were involved in related transactions. Those pertaining to government programs business 
include: 

• On February 25,2008, UnitedHealthcare, Inc., a Delaware corporation, acquired Sierra Health Services, Inc., a 
Nevada corporation, and its subsidiaries and their Medicaid business. 

• On May 30,2008, AmeriChoice Corporation, a Delaware corporation, acquired all outstanding stock of Three 
Rivers Holdings, Inc., a Delaware corporation, and its wholly-owned subsidiaries including, but not limited to, 
Unison Health Plan of Ohio, Inc., Unison Health Plan of South Carolina, Inc., Unison Health Plan of 
Pennsylvania, Inc., Unison Family Health Plan of Pennsylvania, Inc., Unison Health Plan of Tennessee, Inc., 
Unison Health Plan of New Jersey, Inc., Unison Health Plan ofthe Capital Area, Inc. and Unison Health Plan of 
Delaware, Inc. 

No ownership or name changes are planned at this time. 
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. UnitedHealthcare' Mississippi CHIP 
by AmeriChoice 

UnitedHealthcare Insurance Company is a wholly-owned subsidiary of UnitedHealth Group, Incorporated. 
UnitedHealth Group, Incorporated is a publicly-held company. There is no organization that owns 10 percent or more 
of the outstanding stock. 

^ . - . - i ^ ^ 
The names, addresses and occupations for the current UnitedHealthcare Board of Directors follow: 

B Jeffrey 0. Alter, Sr. Vice President UHC, 48 Monroe Turnpike, Trumbull, CT 06611 
a Kenneth A. Burdick, Sr. Vice President, Ovations: 9701 Data Park Drive, Minnetonka MN 55343 
a Duane Downey, Senior Finance Executive of UHIC: 450 Columbus Blvd., Hartford, CT 06103 
B Gerald J. Knutson, Chief Financial Officer of Ingenix, 12125 Technology Drive, Eden Prairie, MN 55344 
B Thomas McGlinch, Senior Treasury Officer of UHG, 9900 Bren Road E., Minnetonka MN 55343 
B George L. Mikan III, Chief Financial Officer of UHG: 9900 Bren Road E., Minnetonka MN 55343 
a Eric S. Rangen, Senior Finance Executive of UHG: 9900 Bren Road East, Minnetonka MN 55343 
a Allen J. Sorbo, Senior Finance Executive of UHIC: 48 Monroe Turnpike, Trumbull, CT 06611 
a Brian Thompson, Senior Finance Officer of UHC, 5901 Lincoln Drive, Edina, MN 55436. 

mrxgz&x 

incident 
Within the past three years, the UHG companies have been, and are, involved in various litigation matters in the 
normal course of business incidental to providing management of health care services and administrative services for 
more than 72 million Members nationwide. The majority of suits are brought by those seeking to challenge benefit 
decisions. Some have or may involve data issues. Since UHG is a publicly-traded company, any material litigation is 
described in UHG's Form 10-K filings which are public information, and is provided for your review as Attachment 13 
10-K/A Annual Report in Section 7, Appendix of Other Materials. To the best of our knowledge and belief, neither 
UnitedHealthcare nor any of its officers or Board members have been involved in any litigation involving CHIP 
products in the last three years. 

The UHG family of companies includes several subsidiaries that are health care facilities, providers and/or PBMs. 
These include: 

• Dental Benefit Providers and affiliates: Dental network and services. 
a Spectera, Inc. and affiliates: Vision network and services including a provider network consisting of more than 

24,000 private practice and retail chain providers and a state-of-the-art optical laboratory 
a United Behavioral Health: Behavioral health network and disease management 
H ACN Group, Inc. and affiliates: Provides access to chiropractic, physical and occupational therapy, and 

complementary alternative medicine networks 
B Prescription Solutions, Inc.: Comprised of retail pharmacy claims processing, Mail Service Pharmacies, Specialty 

Pharmacy Programs and Consumer Health Products. Prescription Solutions serves internal clients as well as 
external clients including the American Association of Retired Persons (AARP) 

a Sierra Home Medical Products, Inc. d/b/a THC of Nevada: Comprised of home infusion, specialty, hospice, and 
long-term care pharmacy and home medical equipment suppliers 
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Mississippi CHIP 

• 
a 

UnitedHealthcare' 
by AmeriChoice 

Family HealthCare Services: Provides home care services including nursing, home health aide, physical therapy, 
occupational therapy, speech therapy, medical social services, and specialty home care services (fulltime 
certified wound and ostomy care registered nurses, pediatric home care, obstetric home care and 
telemonitoring) 

Family Home Hospice, Inc.: Provides hospice services including hospice physician (full-time Medical Director), 
nursing, home health aide, social work, pastoral/spiritual, bereavement and volunteer 
Southwest Medical Associates, Inc.: Health care Facility 
Innoviant Pharmacy, Inc.: Provides pharmacy supplies and services. 

^#;.#r#egg^ 

' -^mm^/ iymmkz^^ 
In calendar year 2008, UHIC of Mississippi provided healthcare coverage and services to approximately 140,000 
fully-insured and self-funded Members per month. There were a total of 16 fully-insured complaints filed against it 
during the entire year resulting in an average complaint ratio of lower than 0.00012. For calendar year 2007, 
approximately 135,000 fully-insured and self-funded Members per month filed 10 complaints for the year, resulting in 
an average complaint ratio of 0.000074. 

rt^T-ri-rr-.-rj.-

ln support ofthe UHG commitment to quality improvement, all UnitedHealthcare commercial health plans and most 
of ourCHIP/Medicaid health plans have achieved NCQA accreditation. AmeriChoice also has obtained accreditation 
for several Disease Management programs. The original dates of continuous accreditation were not available; 
however, no AmeriChoice health plan has lost accreditation once received. Current information on our NCQA 
accreditation success and status is provided in the table below. NOTE: "Medicaid" plans include CHIP Products 
except in Ml. 

NCQA Accreditation 

at* 

Alabama 

Arizona 

^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ # 5 ) ; 

UnitedHealthcare of Commercial MCO Commendable Oct. 16,2007 
AL, Inc. _ _ HMO/POS Oct. 16,2010 

Pacificare of AZ, Inc. Commercial MCO Excellent Mar. 16,2007 
HMO Mar. 16,2010 

Pacificare of AZ, Inc. Medicare MCO Commendable Mar. 16,2007 
HMO Mar. 16,2010 

Arkansas 

California 

UnitedHealthcare of Commercial 
AZ, Inc. _ HMO/POS 

UnitedHealthcare of Commercial 
ARJnc. HMO/POS 
Pacificare of CA, Inc. Commercial 

HMO/POS 

MCO 

MCO 

MCO 

Commendable 

Commendable 

Excellent 

Dec. 15, 2006 
Dec.15,2009 

Oct. 1672007 
OcU6,2010 
Apnil8,2067 
April 18, 2010 
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Colorado 

Connecticut 

Delaware 

Pacificare of CA, Inc. 

Pacificare of CO, Inc. 

Pacificare of CO, Inc. 

UnitedHealthcare of 
CO, Inc. 

Oxford Health Plans 
of CT, Inc. 
Oxford Health Plans 
ofCT, Inc. 

Optimum Choice, Inc 

District of Columbia MD - Individual 
Practice Association, 
Inc. (M.D. IPA) 
Optimum Choice, Inc 

Unison Health Plan 
ofthe Capital Area 

UnitedHealthcare of 
Mid-Atlantic, Inc. 

Florida UnitedHealthcare of 
FL, Inc. 
Neighborhood Health 
Partnership 

Georgia UnitedHealthcare of 
GA, Inc. 
United Behavioral 
Health, Atlanta: 
Servicing Members 
in GA, FL, AR, LA, 
MS, NC, SC, DE, 
TN, TX 

Illinois UnitedHealthcare 
Plan ofthe River 
Valley, Inc. 
UnitedHealthcare 
Plan ofthe River 
Valley, Inc. 
UnitedHealthcare 

Medicare 
HMO 
Commercial 
HMO/POS 
Medicare 
HMO 
Commercial 
HMO/POS 
Commercial 
HMO/POS 
Medicare 

Commercial 
HMO/POS 
Commercial 
HMO/POS 

Commercial 
HMO/POS 
Medicaid 

Commercial 
HMO/POS 

- • i . - . - . 

Commercial 
HMO/POS 
Commercial 
HMO/POS 
Commercial 
HMO/POS 
Commercial 
Medicare 

Commercial 
HMO 

Medicare 
HMO 

Commercial 

MCO 

MCO 

MCO 

MCO 

MCO" 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

" MCO 

MCO 

MCO 

Managed 
Behavioral 

Health 

MCO 

MCO 

MCO 

Excellent 

Excellent 

Excellent 

Excellent 

Commendable 

Excellent 

Commendable 

Commendable 

Commendable 

Anticipate 
New HP Status. 

Commendable 

Excellent 

Commendable 

Excellent 

Full 

Excellent 

Excellent 

April 1,2007 
April 1,2010 

May 22, 2008 
May 22, 2011 
May 22, 2008 
May 22, 2011 
May 15, 2008 
May 15,2m 1 

July I T S " " 
July 11, 2011 
July 11, 2008 
JulyJUOIJ 

Mar. 3,1W06 
Mar. 3, 2009 

' Mar. 3, 2006 
Mar. 3, 2009 

Mar. 3, 2006 
Mar. 3,2009 
ISS Tool: 
Submission: 
Aug. 31,2009 
Onsite: Oct. 
26-27, 2009 
Jan. 10, 2007 
Jan. 1(12010 

May'lO, 2006 
May 10,2009 
Nov. 21,2007 
Nov. 21,2010 

June 7, 2006 
June 7, 2009 
Dec. 16, 2007 
Dec. 16, 2010 

April 20,2006 
April 20, 2009 

April 20, 2006 
April 20, 2009 

Excellent April 20, 2006 
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Indiana 

Iowa 

Kansas 

Kentucky 

Louisiana 

Maryland 

Services Company of 
the River Valley, Inc. 
UnitedHealthcare 
Services Company of 
the River Valley, Inc. 
UnitedHealthcare of 
IL, Inc. 
United Behavioral 
Health, Chicago: 
Servicing Members 
in AZ, CO, CT, IA, IL, 
MA, Ml, NY, NY, NV, 
TN, UT, Wl, VA 
UnitedHealthcare of 
IL, Inc. 
UnitedHealthcare of 

KI-, Of­
United Healthcare 
Plan of the River 
Valley, Inc. 
UnitedHealthcare 
Plan ofthe River 
Valley, Inc. 
UnitedHealthcare 
Services Company of 
the River Valley, Inc. 
UnitedHealthcare 
Services Company of 
the River Valley, Inc. 
UnitedHealthcare of 
the Midlands, Inc. 

UnitedHealthcare of 
the Midwest, Inc. 

UnitedHealthcare of 
KY, Inc. 
UnitedHealthcare of 
LA, Inc. 

UnitedHealthcare of 
Mid-Atlantic, Inc. 
MD - Individual 
Practice Association, 
Inc. (M.D. IPA) 
Optimum Choice, 
Inc. (OCI) 

HMO 

Medicare 
HMO 

Commercial 
HMO 
Commercial 
and Medicaid 

mM^^m^m^MM^^ 
April 20,2009 

Commercial 
HMO 
Commercial 
HMO/POS 
Commercial 
HMO 

Medicare 
HMO 

Commercial 
HMO 

Medicare 
HMO 

Commercial 
HMO/POS 

Commercial 
HMO/POS 

Commercial 
HMO/POS _ 
Commercial 
HMO/POS 

Commercial 
HMO/POS 
Commercial 
HMO/POS 

Commercial 
HMO/POS 

MCO 

MCO 

Managed 
Behavioral 

Health 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO' 

MCO 

MCO 

MCO 

MCO 

Excellent 

Commendable 

Full 

Commendable 

Excellent 

Excellent 

Excellent 

Excellent 

Excellent • 

Excellent 

Excellent 

Excellent 

Commendable 

Commendable 

Commendable 

Commendable 

April 20, 2006 
April 20,2009 

Oct. 31,2007 
Oct. 31,2010 
June 14, 2006 
June 14, 2009 

Oct. 31,2007 
Oct. 31,2010 
May 11,2007 
May 11, 2010 

Apriiio.'iooe 
April 20, 2009 

April 20, 2006 
April 20, 2009 

April 20,2006 
April 20, 2009 

April 20, 2006 
April 20, 2009 

Oct. 26, 2006 
Oct. 26, 2009 

Dec. 4,2008 
Dec. 4,2011 

' May iT 2007 
May1J^010 

"octTe, 2007 
Oct. 16, 2010 
Jan. 10 2007 
Jan. 10, 2010 
Mar. 3, 2006 
Mar. 3, 2009 

Mar. 3, 2006 
Mar. 3, 2009 
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Massachusetts 

Michigan 

Mississippi 

Missouri 

Nebraska 

Nevada 

New England 

New Jersey 

New York 

North Carolina 

UnitedHealthcare of 
New England, Inc. 
Great Lakes Health 
Plan (GLHP) 

UnitedHealthcare of 
MS, Inc. 

UnitedHealthcare of 
the Midwest, Inc. 
United Behavioral 
Health, St. Louis: 
Servicing Members 
in IL, IN, IA, KS, KY, 
MO, NE, OH, OK, PA 

».-. fy.— iTSMMT= n—3?-cvpf^*wv^-*:i, 

UnitedHealthcare of 
the Midlands, Inc./ 
AmeriChoice 
UnitedHealthcare of 
the Midlands, Inc. 

Pacificare of NV, Inc. 

Pacificare of NV, Inc. 

UnitedHealthcare of 
New England, Inc. 
UnitedHealthcare of 
New England, Inc. 

UnitedHealthcare 
Insurance Co. of NJ. 
Oxford Health Plans 
of NJ, Inc. 
Oxford Health Plans 
ofNJ, Inc. 

UnitedHealthcare 
Insurance Co. of NY 
Oxford Health Plans 
of NY, Inc. 
Oxford Health Plans 
of NY, Inc. 

UnitedHealthcare of 
NC, Inc. 
(Covers Members in 
South Carolina, also) 

Commercial 
HMO/POS 
Medicaid 

Commercial 
HMO/POS 

Commercial 
HMO/POS 
Commercial 
Medicare 

t_rrv; . f * , M < - i s . v K . * 

Medicaid 

Commercial 
HMO/POS 

Commercial 
HMO 
Medicare 
HMO 

Commercial 
HMO/POS 
Medicaid 

Commercial 
POS 
Commercial 
HMO/POS 
Medicare 

Commercial 
POS 
Commercial 
HMO/POS 
Medicare 

Commercial 
HMO/POS 

MCO 

~MCO' " 

MCO 

MCO 

Managed 
Behavioral 

Health 

l ' 1 MCCT" 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

Excellent 

Excellent 

Commendable 

Excellent 

Full 

Mar. 3, 2006 
Mar. 3, 2009 
Nov. 1.2007 
Nov. 1,2010 
Oct. f6* 2007 
Oct. 16, 2010 

Dec. 4,'2008 
Dec. 4, 2011 
Dec. 29, 2007 
Dec. 29, 2010 

- -»» ^^ow.^ . r ^ssss^M . ^ . K . ^ r ^ i n . ' ^ r r . ^ j ^ .. 

MCO 

MCO 

MCO 

MCO 

Excellent 

Excellent 

Commendable 

Commendable 

Excellent 

Excellent 

Commendable 

Commendable 

Commendable 

Commendable 

Commendable 

Commendable 

Excellent 

Sept. 2, 2008 
Sept. 2, 2011 

Oct. 26,2006 
Oct. 26, 2009 
April 18, 2007 
April 18, 2010 
April 18, 2007 
April18,2010 

"Mar 3*2006 
Mar. 3, 2009 
Mar. 3, 2006 
Mar._3,J009 
Feb.̂ 22006 
Feb. 22, 2009 
July 11, 2008 
July 11, 2011 
July 11, 2008 
July 11, 2011 
• . ^ • " . - . • . l yxv i r j . - • . 

Feb. 22, 2006 
Feb. 22, 2009 
July 11, 2008 
July 11, 2011 
July 11, 2008 
July 11, 2011 
April 23, 2007 
April 23, 2010 
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Ohio 

Oklahoma 

Oregon 

Pennsylvania 

Rhode Island 

South Carolina 

Tennessee 

UnitedHealthcare of Commercial 
OH, Inc. HMO/POS 

Unison Health Plan 
of Ohio, Inc. 

Pacificare of OK, Inc. 

Pacificare of OK, Inc. 

Pacificare of OR, Inc. 

Pacificare of OR, Inc. 

United Behavioral 
Health, Portland: 
Servicing Members 
in AZ, NV, WA 

AmeriChoice of PA 

United Behavioral 
Health, Philadelphia: 
Servicing Members 
in CT, MA, Rl, MD, 
DC, VA, WV, DE 
Unison Family Health 
Plan of Penn., Inc. 
Unison Health Plan 
of Pennsylvania, Inc. 

UnitedHealthcare of 
New England, Inc. 
UnitedHealthcare of 
New England, Inc. 
Unison Health Plan 
of South Carolina, 
Inc. 

UnitedHealthcare 
Plan ofthe River 
Valley, Inc. 
UnitedHealthcare 
Plan of the River 
Valley, Inc. 
UnitedHealthcare 
Plan of the River 
Valley, Inc. 

Medicaid 

Commercial 
HMO 
Medicare 
HMO 

Commercial 
HMO 
Medicare 
HMO 
Commercial 
Medicare 

Medicaid 

Commercial 

SCHIP 
Uninsured 
Medicaid 

Medicaid 

Commercial 
HMO/POS 

Medicaid 

Medicaid 
HMO 

Commercial 
HMO 

Medicare 
HMO 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

Managed 
Behavioral 

Health 

MCO 

Managed 
Behavioral 

Health 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

Excellent 

New Health 
Plan 

Commendable 

Commendable 

Excellent 

Excellent 

Full 

Commendable 

Full 

New Health 
Plan 

Excellent 

Excellent 

Excellent 

New Health 
Plan 

Excellent 

Excellent 

Excellent 

Sept. 21, 
2006 Sept. 
21,2009 
Dec. 29, 2008 
Dec. 29, 2011 

May 22,' 2008 
May 22, 2011 
May 22, 2008 
May 22, 2011 

April 18, 2007 
April 18, 2010 
April 18, 2007 
April 18, 2010 
July 21, 2008 
July 21, 2011 

May 30, 2007 
May 30,2010 

June 11,2007 
June 11,2010 

May 30, 2007 
May 30,2010 
July 8, 2008 
July 8, 2011 
Mar'3, 2006 
Mar. 3, 2009 
Mar. 3, 2006 
Mar. 3, 2009 
Jan. 11,2008 
Jan. 11,2011 

April 20, 2006 
April 20, 2009 

April 20, 2006 
April 20,2009 

April 20,2006 
April 20, 2009 
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Texas 

Utah 

Virginia 

Washington 

West Virginia 

UnitedHealthcare 
Services Company of 
the River Valley, Inc. 
UnitedHealthcare 
Services Company of 
the River Valley, Inc. 
UnitedHealthcare of 
TN, Inc. 

Pacificare of TX, Inc. 

Pacificare of TX, Inc. 

UnitedHealthcare of 
TX, Inc. 
United Behavioral 
Health/ Houston 
Servicing: OK, TX 
UnitedHealthcare of 
UT, Inc. 

UnitedHealthcare 
Plan ofthe River 
Valley, Inc. 
UnitedHealthcare 
Plan of the River 
Valley, Inc. 
UnitedHealthcare 
Services Company of 
the River Valley, Inc. 
UnitedHealthcare 
Services Company of 
the River Valley, Inc. 
UnitedHealthcare of 
Mid-Atlantic, Inc. 
MD - Individual 
Practice Association, 
Inc. (MD-IPA) 
Optimum Choice, Inc 

Pacificare of WA, 
Inc. 
Pacificare of WA, 
Inc. 

Optimum Choice, Inc 

Commercial 
HMO 

Medicare 
HMO 

Commercial 
HMO/POS 

Commercial 
HMO 
Medicare 
HMO 
Commercial 
HMO/POS 
Commercial 
Medicare 

Commercial 
HMO/POS 

Commercial 
HMO 

Medicare 
HMO 

Commercial 
HMO 

Medicare 
HMO 

Commercial 
HMO/POS 
Commercial 
HMO/POS 

Commercial 
HMO/POS 

Commercial 
HMO 
Medicare 
HMO 

Commercial 
HMO/POS 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

Managed 
Behavioral 

Health 

MC(f 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

MCO 

Excellent 

Excellent 

Excellent 

Commendable 

Commendable 

Excellent 

Full 

Commendable 

Excellent 

Excellent 

Excellent 

Excellent 

Commendable 

Commendable 

Commendable 

Excellent 

Excellent 

Commendable 

April 20,2006 
April 20,2009 

April 20,2006 
April 20,2009 

Oct. 16, 2007 
Oct. 16,2010 
May 22,2008 
May 22,2011 
May 22, 2008 
May 22, 2011 
May 25, 2006 
May 25,2009 
Mar. 13,2006 
Mar. 13,2009 

Dec. 15,2006 
Dec.15,2009 
April 20/2006 
April 20,2009 

April 20, 2006 
April 20,2009 

April 20, 2006 
April 20,2009 

April 20, 2006 
April 20, 2009 

Jan. 10, 2007 
Jan. 10, 2010 
Mar. 3, 2006 
Mar. 3, 2009 

Mar. 3, 2006 
Mar. 3, 2009 

April" 18, 2007 
April 18,2010 
April 18,2007 
April 18,2010 

Mar. 3, 2006 
Mar. 3,2009 
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Wisconsin UnitedHealthcare of Commercial MCO 

Wl, Inc. HMO/POS 

Pacificare Behavioral Commercial Managed 
Health Western Medicaid Behavioral 
Reg.: Health 
Servicing Members 
in: CA, NM, AZ, FL 

Excellent 

Full 

Dec. 4, 2008 
Dec. 4, 2011 

Nov. 28, 2008 
Nov. 28, 2011 

Excellence in NCQA Accredited Disease Management Programs 

During 2006 and 2007, UnitedHealthcare Services Inc. was awarded disease management accreditation for the 
programs identified in the table below. UnitedHealthcare pursued accreditation for these programs based on the 
complexities of our Members' health conditions. The table below reflects NCQA Disease Management accreditation. 

imwi##i,H' 532 
m mm iseas 

!«G 

Full UnitedHealthcare Services 
Company ofthe River Valley, 
Inc. 

UnitedHealthcare Services Inc. 

UnitedHealthcare Services 
Company ofthe River Valley, 
Inc. 

Patient & Practitioner 
Oriented 

Patient & Practitioner 
Oriented 
Patient Oriented 

Patient Oriented 

Patient Oriented 

Patient Oriented 

Patient Oriented 

Patient Oriented 

Patient Oriented 

Patient Oriented 

Asthma 

Diabetes 

Asthma 

Diabetes 

High Risk 
Pregnancy 

HIV 

Schizophrenia 

Sickle Cell 

Coronary Artery 
Disease 

Diabetes 

Full 

Full 

Full 

Full 

Full 

Full 

Full 

Full 

Full 

April 20, 2006 
April 20, 2009 

April 20, 2006 
April 20, 2009 
Feb. 21,2007 
Feb. 21,2010 
Feb. 21,2007 
Feb. 21,2010 
Feb. 21,2007 
Feb. 21,2010 
Feb. 21,2007 
Feb. 21,2010 
Feb. 21,2007 
Feb. 21,2010 
Feb. 21, 2007 
Feb. 21, 2010 

Dec. 28, 2007 
Dec. 28, 2010 

Dec. 28, 2007 
Dec. 28, 2010 
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UnitedHealthcare recognizes the importance of selecting subcontractors that have demonstrated their ability to 
provide the high quality of service to which UHG and its subsidiary organizations are committed. The following table 
presents required information for subcontractor accreditations. 

Subcontractor Name 
ACN Group, Inc. 

Spectera, Inc. 

NurseLine 

Prescription Solutions 

3e Accreditation 
URAC-Health Network 
and Credentialing, Health 
UM 
URAC - Health UM, Case 
Management 

URAC-Health Call Center 

URAC - Pharmacy Benefits 
Management, Drug Therapy 
Management 

Mail Service Pharmacy, 
Specialty Pharmacy 
Program 

Current Level of 
Accreditation 

Full 

Full 

Full 

Full 

Full 

Duration of Continuous 
Accreditation 

1987-
September 1,2010 

1983-
May 1,2011 

October 2008 -
May 1,2010 

November 1, 2007-
NovembeM, 2010 

November 1,2008 
November 1, 2011 

United Behavioral Health 
(UBH) 

NCQA Accreditation/Certification Effective Dates - Full Behavioral Health 
(MBHO): 
• Georgia: Nov. 21, 2007 - Dec. 16, 2010 
a Illinois: June 14,2006-June 14, 2009 
B Missouri: Dec. 3, 2007 - Dec. 29, 2009 
H Oregon (Commercial/Medicaid): July 21,2008 - July 21,2011 
a Texas: March 13, 2006 - March 13, 2009 

URAC Accreditation/Certification Effective Dates - Full Utilization 
Management: Feb. 01,2008 - Feb. 01,2011 
H California (San Diego) - Certificate Number U070047R-741 
D California (San Francisco) - Certificate Number: U070047R-738 
B Georgia - Certificate Number: U070047R-733 
a Illinois - Certificate Number U070047R-740 
a Minnesota - Certificate Number: U070047R-736 
a Missouri - Certificate Number: U070047R-746 
a Oregon - Certificate Number: U070047R-1139 
B Pennsylvania - Certificate Number: U070047R-768 
B Texas - Certificate Number: U070047R-767 
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uRflrfnlis m m 
UnitedHealthcare currently has a sales and marketing office in Mississippi located at: 

UnitedHealthcare of Mississippi, Inc. 
800 Woodlands Parkway 
Ridgeland, MS 39157 

We also have a sales and marketing office in Hattiesburg located at 

32 Milbranch Rd 
Hattiesburg MS 39402 

UnitedHealthcare agrees to establish a Member and Provider services office at the Ridgeland location upon contract 
award. We will offer multiple channels for Members and providers to resolve any questions, concerns, or issues, 
including telephonic, walk-in, and written inquiries. Refer to our responses to Questions 195-201 (provider services) 
and Questions 233-245 (Member services) for a detailed description of functions to be performed. 

Financial 

s#^#m^^mmm;Z^m^m&% 
As ofthe End ofthe 
Most Recently 
Completed 12 Month 
Reporting Period, e.g. 
2008 

As ofthe End of the 
Prior 12 Month 
Reporting Period, 
e.g., 2007 

a. Admitted Reserves as a Percent of Premium 
b. Current Ratio (Cash to Liability) 

(For example if 100%, indicate 1.0) 
c. Days in Unpaid Claims 
d. Medical Claims Loss Ratio (claims to premium) 
e. Administrative Loss Ratio (defined as all administrative 

expense not including profit and risk charges) 

(Indicate reporting 
period) 

2.34% 
0.15 

50 days 
82.4% 
9.3% 

(Indicate reporting 
period) 

2.22% 
0.32 

50 days 
80.4% 
9.1% 

:l. • • » 

Exhibit C contains our Standard & Poor's rating which affirms a score of A minus. UnitedHealthcare Insurance 
Company achieved an A plus rating. 

UnitedHealthcare's present net worth is 8.7 percent of total premium revenue. 
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No, the organization does not purchase reinsurance. Claims reserves are adequate to cover the claims costs and the 
company does establish Extended Benefit Reserves to cover the costs of adjudicating claims. Extended Benefit 
Reserves are set at 2.21 percent of claims payable. 

^•-g^sg&g^zir^z^^ ^ " - V ^ i ^ o f ^ V ' ^ n ^ f T . " ! * . 

Exhibit D contains audited financial statements for 2007 and 2006. The statement for 2008 will not be available until 
June 1, 2009. 

Renewal/Financial Underwriting 

^ i M l i r a 
A paid claim is a claim that has been processed and through a check run, regardless of payment amount. 

isarpwr-^sgriraj W-,«==K!fflSS3C!K2Wir/;, 

UnitedHealthcare requires four calendar days to accurately determine and report the amount of paid claims following 
the end of each month. 

26:1 

UnitedHealthcare understands that we will not receive additional administrative fees following contract termination to 
process claims run-out. We have included the estimated administrative costs for this process in the quoted 
administrative fee component of the premium rate. 

UnitedHealthcare confirms our willingness to continue all our performance guarantees throughout the post-contract 
run-out period. 

s=%=m#mm 
&pajsR r̂̂ ?r.:- J:-:-

WffiWmm&m m Wm m sasa lag 

^Sonfiiefe^SH:^ ^ X ^ M ^ ^ ' U ^ - ' ' ^ . ' y-^-
The incurred but unpaid claims reserve component to the premium rates was established based on standard factors 
developed using our national Medicaid experience. The standard factors where then adjusted using claims payment 
statistics for our commercial population in Mississippi, as well as publicly-available information on MS' CHIP 
population. 

In subsequent years, the process would rely on actual lag studies of MS CHIP data. 

No. 
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UnitedHealthcare confirms that, under a self-insured funding arrangement, we will provide administration for at least 
18 months after the termination date for claims incurred prior to the termination date. We also confirm that there will 
be no administrative fees due at termination for this service. 
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The components to the rate, as required by Appendix H, are paid claims estimate, incurred but unpaid claims reserve 
estimate and administrative fee. The process involved with setting next year's renewal will be to update the base data 
to include CY 2009 experience and add in an estimate for unpaid claims. That will be combined with 2008 experience 
to arrive at a base. That base will be adjusted to reflect our contractual arrangements and expected utilization 
efficiencies, and then trended forward to the rating period. The unit costs adjustment will be based on our network 
pricing versus that included in the base. The utilization efficiencies will be based on expected improvements in care 
management. The trend factors will consist of a unit cost and utilization estimates based on contractual provisions 
and UnitedHealth Group experience, as well as other Mississippi-specific patterns of care. 

Client Based/References 

AmeriChoice (UnitedHealthcare Plan ofthe River Valley) 
State of Tennessee 

-- entered the Tennessee market in 1994 --
Client Name and Address 

Key Contact 

Contract Size 

Contract Start Date 
Eastern Region 
Middle Grand Region 
Western Region 

Bureau of TennCare 
310 Great Circle Road, 4th Floor 
Nashville, TN 37243 
Name/Title: Darin J. Gordon, Deputy Commissioner 
Telephone: 615.507.6443 
E-mail: Darin.j.gordon@state.tn.us 
Fax: 615.253.5607 
Average Monthly Covered Lives 
Eastern Region 
Middle Grand Region 
Western Region 

1994 (Originated) 
04/01/2007 
05/19/2008 

Public Funded Contract Cost 
166,000 Eastern Region 
181,000 Middle Grand Region 
162,000 Western Region 

Most Recent Contract Duration 
Eastern Region 05/19/08-
Middle Grand Region 08/15/06 -
Western Region 11/01/08-

$420M 
$520M 
$406M 

06/30/12 
06/30/10 
06/30/12 
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AmeriChoice {UnitedHealthcare Plan ofthe River Valley) 
State of Tennessee 

- entered the Tennessee market in 1994 --
Scope of Work 
Eastern, Middle Grand, and Western Regions: Since 1994, we have participated in the eastern region ofthe 
TennCare program, initially as a fully capitated health plan, and later, under the revised format of TennCare that 
converted the program to an administrative services contract. Over the years, we demonstrated strong and 
consistence performance contributed to our 2006 full-risk contract award in the Middle Grand region. In 2008, 
AmeriChoice was awarded risk contracts in the East Grand and West Grand regions. AmeriChoice was one of only 
two companies awarded contracts in the West Grand and East Grand regions, and the only company operating in 
all three regions. We provide a full continuum of health plan services for our 520,000 enrollees, including a fully 
integrated medical and behavioral care management program. Our TennCare programs consist of traditional 
Medicaid coverage groups and an expanded population of children. 
TennCare Medicaid: covers all mandatory Medicaid eligibility groups and some categorically and medically 
needy voluntary groups, including children, pregnant women, the aged, and individuals with disabilities. 
TennCare Standard: TennCare Standard includes children in these eligibility categories: Uninsured, children 
under age 19 a) who are TennCare eligible and with family incomes < 200 percent of the federal poverty level 
(FPL), b) who are TennCare eligible and meet "medically eligible" criteria (for example, a health condition that 
makes the child uninsurable) and c) who are no longer eligible for TennCare Medicaid and are either uninsured or 
medically eligible. 
Covered Services: inpatient hospital, physician, outpatient hospital, ambulance, physical therapy, nursing care, 
speech therapy, durable medical equipment, home health care, hospice, hearing, vision, behavioral health and 
non-emergency transportation. 

Community Outreach: Joining with a local Nashville community organization—United Neighborhood Health 
Services (UNHS), we launched a new program to reduce wait times at a number of Davidson County hospital 
emergency rooms (ER) by reducing non-emergency ER visits. It benefits all patients seeking non-emergent care at 
designated hospitals, regardless of insurance carrier or insurance status. Patients presenting at a participating ERs 
with non-emergency medical needs are referred directly to an on-site UNHS staff member who schedules a same-, 
or next-day, appointment at a UNHS clinic, many of which have extended hours. TennCare beneficiaries are 
offered transportation to the clinic, if needed. UNHS follows-up with these patients and ensures that any missed 
appointments are re-scheduled. For patients without a regular doctor, the program establishes a Primary Care 
"medical home" where education is provided on routine versus emergency health care. 
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Arizona Physicians IPA (APIPA) 

State of Arizona 
-- entered the Arizona market in 1982 -

Client Name and Address (1) Acute Care & Uninsured Children contract: 
AZ Health Care Cost Containment System (AHCCCS) 
701 East Jefferson, Phoenix, AZ 85034 

(2) Children's Rehabilitative Services - CRS contract: 
AZ Dept of Health Services, Office for Children w/ Special Health Care Needs 
150 North 18th Avenue, Phoenix AZ 85007 

(3) Developmentally Disabled contract: 
AZ Dept of Economic Security, Division of Developmental Disabilities 
2200 N. Central Ave., Ste. 207, Phoenix, AZ 85013 

Key Contacts Name/Title: Anthony Rodgers, AHCCCS Director 
Telephone: 602.417.4680 
E-mail: Princeline.Roxbury@azahcccs.gov 
Fax: 602.252.6536 

Name/Title: Joan Agostinelli, OCSHCN/CRS Administrator, Office for 
Children with Special Health Care Needs 
Telephone: 602.542.2584, 602.364.1463 
E-mail: agostij@azdhs.gov 
Fax: 602.542.2589 

Louetta Coulson, Health Care Services Administrator 
602.238.9028 x6012 
LCoulson@azdes.gov 
602.238.9294 

Public Funded Contract Cost 
(1) $798M 
(2) $ 83M 
(3) $ 52M 

(3) 1988-09/30/09 

Name/Title: 
Telephone: 
E-mail: 
Fax: 

Contract Size Average Monthly Covered Lives 
(1) 216,602 
(2) 20,328 
(3) 10,492 

Most Recent Contract Duration 
(1) 10/20/08-09/30/13 (2) 10/01/08-09/30/10 
Scope of Work 
B Acute Care (APIPA-AHCCCS) and Personal Care Plus (APIPA-PCP): APIPA-AHCCCS provides services 

to low-income pregnant women, families, children; blind, aged, or disabled SSI individuals; and, uninsured 
children in families at other income levels through the KidsCare SCHIP program. Awarded by CMS and 
governed by AHCCCS, our Personal Care Plus SNP program provides services to our AHCCCS Medicaid 
Members who also have Medicare coverage. 

• Children's Rehabilitative Services (APIPA-CRS): APIPA-CRS provides family-centered medical care, 
rehabilitation and support services to children and youth with chronic and disabling conditions or potentially 
disabling health conditions (for example, bone tumors, cerebral palsy, multiple sclerosis, muscular dystrophy, 
sickle cell anemia, etc.). 

a Developmentally Disabled (APIPA-DD): APIPA provides services to residents who have chronic disabilities 
attributable to mental retardation, cerebral palsy, epilepsy or autism manifested prior to age 18. Children under 
six may be eligible for services if demonstrated that the child is, or will become developmentally disabled. 

AmeriChoice - Innovative Approaches 
• Shine Arizona: Our Shine Arizona campaign with its "Health on Wheels" tour brings preventive care services 
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Arizona Physicians IPA (APIPA) 
State of Arizona 

-- entered the Arizona market in 1982 -
to Members directly via a mobile medical van. 

n Medical Home Model: APIPA participates in a patient-centered "medical home" pilot in Phoenix. Enhanced 
reimbursement incentives reward primary care doctors who use the "medical home" model and whose patients 
demonstrate measurable improvements in their overall health. 

e-Health Connectivity: APIPA has new e-Health initiatives: online EPSDT, i-Exchange (online Prior Authorization) 
and EDI. We are developing Electronic Health Record (EHR) and Electronic Health Information Exchange (e-HIE) 
to make specific Member information more accessible and to improve continuity of care. 

Client Name and Address 

Key Contact 

AmeriChoice of New Jersey 
State of New Jersey 

• entered the New Jersey market in 1995 • 

State of New Jersey Department of Human Services 
Division of Medical Assistance and Health Services 
7 Quakerbridge Plaza; P.O. Box 712 
Trenton, NJ 08625-0712 
Name/Title: John Guhl, Director, Division of Medical Assistance and Health 

Services 
Telephone: 609.588.2705 
E-mail: john.guhl@dhs.state.nj.us 
Fax: 609.588.3583 

Contract Size Average Monthly Covered Lives Public Funded Contract Cost 
213,680 $552.2M 

Contract Start Date Contract Duration 
AmeriChoice (NJ) 1995 (Originated) Automatically renews annually on 07/01 
Scope of Work - All Contract Areas Listed 
AmeriChoice provides services to Medicaid eligibles in the State of New Jersey via three programs: 1) Medicaid, 2) 
AmeriChoice Personal Care Plus - Medicare, and 3) NJ Family Care. Population types cover Medicaid; aged, blind 
and disabled; and uninsured children and adults. 
Medicaid: Our statewide Medicaid health plan services over 250,000 New Jersey Medicaid program beneficiaries. 
A broad package of health services is offered to cover medically necessary care, such as inpatient and outpatient 
hospital care, physician services, laboratory tests and x-rays, home health care and nursing facility care, etc. 
AmeriChoice Personal Care Plus - Medicare: Available in 10 counties, our AmeriChoice Personal Care Plus 
(Medicare) program services eligible Medicare Advantage beneficiaries with Medicaid coverage. Health care 
services cover medically necessary covered services, such as inpatient and outpatient care, physician services, 
mental health and substance abuse care, health screenings (for example, pap smears and pelvic exams, prostate 
cancer screening, blood tests, etc.), partial hospitalization, cardiac rehabilitation services, renal dialysis and other 
specialty care. 

NJ Family Care: This statewide program is offered to eligible children and low-income parents, based on income 
guidelines. Children are eligible up to 350 percent ofthe FPL and adults up to 200 percent ofthe FPL. Health care 
services include doctor visits, hospitalization, regular screenings, behavioral health, prescriptions, vision needs and 
dental care. 
AmeriChoice - Innovative Approaches 
Top Health Plan - Care Management and Personal Care Model ™: The Division of Medical Assistance and 
Health Services (Medicaid) released the findings of its 2007 case management audit for Medicaid health plans. 
AmeriChoice achieved the top health plan results for care management of the ABD populations, and case 
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AmeriChoice of New Jersey 
State of New Jersey 

entered the New Jersey market in 1995 • 
management and care management forthe Department of Youth and Family Services population, care 
management of children with elevated lead levels. AmeriChoice's Personal Care Model ™ has been refined 
through years of application in Medicaid programs. This approach uses leading-edge technology tools that enable 
our care managers to meet rigorous national standards, while personalizing interventions for the local population 
and individual Member. 
Outreach to the Troops: Every year, our New Jersey health plan conducts a holiday military mailing to our troops 
overseas—particularly to those serving in Iraq and those recuperating at the Walter Reed Army Medical Center in 
Washington, DC. Boxes include: personal items, food, and Christmas goodies. 

IIV: ..- L 

UnitedHealthcare submits the following four largest accounts currently serviced in Mississippi. 

Client Name and Address 

Key Contact 

Contract Size 

Contract Duration 

Scope of Work 

Howard Industries, Inc. 

Howard Industries, Inc. 
36 Howard Drive 
Ellisville, MS 39437 
Name/Title: Becky Altmeyer, Human Resources Director 
Address: 36 Howard Drive 

Ellisville, MS 39437. 
Telephone: 601-422-1594 
E-mail: baltmyer@howard-ind.com 
Fax Number 601.422.1566 

Average Monthly Covered Lives: 4,500 

October 2007 - present 

Medical and pharmacy coverage 
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Client Name and Address 

Key Contact 

Contract Size 

Contract Duration 

Scope of Work 

Hood Industries. Inc. 

Hood Industries, Inc. 
15 Professional Parkway 
Hattiesburg, MS 39404 

Name/Title: Terry Lawhead, SPHR, Director of Human Resources 
Address: Hood Industries, Inc. 

15 Professional Parkway 
Hattiesburg, MS 39404 

Telephone: 601-296-4811 
E-mail: tlawhead@hoodindustries.com 
Fax Number 601.296.4751 
Average Monthly Covered Lives: 2,900 
April 2008 - present 

Medical (Choice + and ND PPO) with pharmacy (Traditional) coverage 

T. K. Stanley 

Client Name and Address 

Key Contact 

Contract Size 

Contract Duration 

Scope of Work 

T. K. Stanley 
6739 Hwy184W 
Waynesboro, MS 39367 
Name/Title: 
Address: 

Telephone: 
E-mail: 
Fax Number 

Patti Cooley, Director of Human Resources 
T.K. Stanley 
6739 Hwy184W 
Waynesboro, MS 39367 
601.735.5933 
pattic@tkstanley.com 
601.735.1274 

Average Monthly Covered Lives: 2,200 

April 2007 - present 

Medical and pharmacy ASO services 

Client Name and Address 

Key Contact 

Contract Size 

Contract Duration 

Scope of Work 

Hinds County Board of Supervisors 

Hinds County Board of Supervisors 
316 Presidents Street 
Jackson MS 39205 
Name/Title: 
Address: 

Telephone: 
E-mail: 
Fax Number: 

Bridgett Smith, Director of Human Resources. 
316 Presidents Street 
Jackson MS 39205 
601.968.6527 
bsmith@co.hinds.ms.us 
601.968.6567 

Average Monthly Covered Lives: 2,100 

November 2003 - present 

Medical and pharmacy services 
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Not applicable. 

General Staffing 

V : < 
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The following table presents employee turnover rate information for the periods specified. 

12-month Reporting Period 
January 2008 - December 2008 
January 2007 - December 2007 

Average Number of 
Employees/Month 

2,987 
1,871 

Turnover Rate 
17.5% 
24.5% 

c a s H m m s a Norine Yukon— Ms. Yukon brings to Mississippi over 30 years of experience in the health care industry. As the 
Executive Officer, she will lead the overall operations ofthe MS CHIP program including care coordination, health 
services, Member services, network development, contracting, finance, underwriting, provider relations, quality 
improvement, community outreach, claims and system support. 

Cindy Tullos Maddox—Ms. Maddox brings 25 years of experience in the insurance industry, working in all areas of 
employee benefit plans including nine years with two major Mississippi insurance agencies and two years with 
UnitedHealthcare of Mississippi. 

i i i a 
David 0. Mollis, MD—A Mississippi licensed physician, David 0. Hollis, M.D will provide our clinical leadership. Dr. 
Hollis has served as the Chief Medical Officer for the AmeriChoice TennCare program in Tennessee since 2007. Dr. 
Hollis' primary areas of responsibility for our Mississippi operations will not only include creating a high quality, robust 
medical management model for our Members, but also synthesizing the strengths of UnitedHealthcare's Personal 
Care Model into existing strategies. 

Michael Policky, MBA—Mr. Policky is an operations professional with over 15 years experience in diverse arenas. 
Mr. Policky is responsible for transactional oversight and performance of the TennCare program for 
UnitedHealthcare. 

Michael Radu, Senior Vice President—Mr. Radu is responsible for health plans operating in the Southeast Region. 

Resumes for these individuals follow. 
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Name Norine Yukon 

Health plan executive with over 30 years of experience in the health care industry. Demonstrated experience in 
leadership, strategic planning, organizational, operational and technical skills. Experienced in details of managed 
care operations including finance, underwriting, health services, Member services, network development, 
contracting, provider relations, quality improvement, community outreach, claims and system support. 

Company Name 
Title 
Timeframe 
Description 

UnitedHealthcare 
CEO, UnitedHealthcare by AmeriChoice 
2008 - present 
Executive oversight for health plan operations in Mississippi, serving Medicaid and SCHIP 
recipients. Responsible for managing a wide range of processes including but not limited to 
education, outreach and prevention services; provider relations; health care management 
activities, quality management, and community relations. 
Bravo Health 
Executive Director, Mid-Atlantic Region 
2007 - 2008 
Bravo Health is a multi-state managed health care company which serves Medicare and 
dually-eligible Medicare and Medicaid consumers. Chief responsibilities included executive 
oversight for the health plan operations on Delaware, Maryland, and the District of Columbia. 
Exceeded budget growth and revenue targets. 
AMERIGROUP Corporation 
Senior Vice President, Health Plan Operations 
2004 - 2005 
Executive oversight for health plan operations in multiple markets including New Jersey, 
Illinois, and the District of Columbia. Responsible for de novo start-up operations in Ohio and 
Virginia and responsible for the executive team transition and integration of a corporate 
acquisition in New York City. 
President and Chief Executive Officer, AMERIGROUP New Jersey, Inc. 
1998-2004 
Executive oversight and accountability for operations of HMO serving Medicaid, SCHIP, 
FamilyCare and SSI recipients, including dually-eligible Medicaid and Medicare consumers. 
Led the state in quarterly market-share growth for six years. 
Prudential HealthCare 
Executive Director, Prudential HealthCare, Arkansas 
1989-1998 
Executive accountability for Prudential's health care products and operations in the state of 
Arkansas. Responsible for HMO start-up from licensure to operational status. Oversight of 
PPO, POS, HMO, ASO and FEBHP products. 
Manager, Medical Services, Prudential HealthCare, Austin, Texas 
1989- 1991 
Responsible for in-sourcing utilization management and quality improvement. Developed 
both departments from the ground up and quickly achieved control of medical expenses and 
accountability for service and clinical quality. 

' v- - f - . .' ̂ . ^ 
The University of Texas at Austin, Bachelor of Science, Nursing 
Center for Creative Leadership, Greensboro, NC, Leadership course 
University of PA, Wharton School of Business, Strategic implementation course 

Company Name 
Title 
Timeframe 
Description 

Company Name 
Title 
Timeframe 
Description 

Title 
Timeframe 
Description 

Company Name 
Title 
Timeframe 
Description 

Title 
Timeframe 
Description 
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. Account Manager 
Name Cindy Tullos Maddox 

25 years experience in the insurance industry working in all areas of employee benefit plans, including 14 years 
with BCBS of Mississippi, 9 years with 2 major Mississippi insurance agencies and 2 years with UnitedHealthcare 
of Mississippi. Expertise in communicating with clients to meet employer needs. 
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Company Name 
Title 
Timeframe 
Description 

Company Name 
Title 
Timeframe 
Description 

Company Name 
Title 
Timeframe 
Description 

Company Name 
Title 
Timeframe 
Description 

UnitedHealthcare of Mississippi 
Small Business Account Consultant 
2007 - current 
Primary Marketing Support for 2-99 Sales 
B Support AE in renewal activity and sales effort 
s Ancillary Cross Sales on existing business 
a Educate/consult with broker and employer on enrollment, benefits, and electronic service 

processes 
Barksdale Bonding and Insurance, Inc. 
Employee Benefits Account Manager 
2004 - 2007 
Primary Marketing Support for the employee benefit producers 
H Daily customer service on enrollment/claims questions provided to employee benefit 

clients 
B Assist in enrollment and establishment of current and new employee benefit clients 
a Assist in the renewal and retention of employee benefits clients 
H Providing ancillary products to clients to enhance employee benefits 
Ross & Yerger Insurance Agency, Inc. 
Employee Benefits Account Manager 
1998-2004 
Primary Marketing Support for the employee benefit producers 
E Daily customer service on enrollment/claims questions provided to employee benefit 

clients 
a Marketing support to employee benefit producers 
a Assist in enrollment and establishment of current and new employee benefit clients 
H Assist in the renewal and retention of employee benefits clients 
a Providing ancillary products to clients to enhance employee benefits 
Blue Cross & Blue Shield of Mississippi, Inc. 
National Accounts Coordinator 
1990- 1999 
Primary contact for BCBS internal staff and other BCBS Plans on the marketing, 
implementation and administration of national account groups 
B Negotiated administrative fees for national account clients 
E Responsible for the inter-office education of national account benefit plans including 

enrollment procedures and claims benefits and administration 
a Provided network access information to other BCBS Plans on Mississippi locations 
B Assisted in enrollment and benefit communication to Mississippi locations 
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Account Manager 
Company Name 
Title 
Timeframe 
Description 

Mississippi State University (MSU) 
Administrative Assistant, MSU Police Department 
1988- 1990 
Assistant to the MSU Chief of Police 
a Responsible for preparation of departmental payroll 
a Handled all correspondence for the Chief of Police 
• Maintained all confidential files for campus complaints and arrests 
a Prepared purchase orders for departmental supplies and equipment 
Blue Cross & Blue Shield of Mississippi, Inc. 
Regional Marketing Coordinator 
1981 - 1987 
In-house office sales and service of small group market 
a Responsible for contacting potential prospects for the small group market 
• Rating for prospective groups 
a Enrollment and servicing of small group sales and market 
B Primary contact for renewal of small group business 
B Handled customer service for small group clients 
B Primary contact for individual sales 

University of Mississippi, Bachelor of Business Administration, Marketing 

Company Name 
Title 
Timeframe 
Description 
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Medical Director 
Name David Hollis, M.D. 

##3- x-yy 
Health plan executive with more than 13 years of managed care experience focusing on medical management with 
a particular interest in disease management. This includes experience with TennCare as Chief Medical Officer with 
AmeriChoice. 

•'. , ,.;: ^^^^^^|^pe^^ :: ^•'••^ ' , ': 
AmeriChoice 
Chief Medical Officer 
2007 - present 
Participated in the start-up of a new managed care organization for over 500,000 Medicaid 
enrollees, Established health services department that included behavioral health. 
Responsible for the day today oversight of health services and quality management 
department. 
Tennessee, XL Health 
Chief Medical Officer 
2005 - 2007 
Participated in the development ofthe Medicare Health Support Program in Tennessee. This 
three year pilot program tested the concept of disease management in the Medicare fee for 
service population. 
State of Tennessee 
Chief Medical Officer, TennCare 
2003 - 2004 
Reporting tothe Deputy Commissioner of TennCare, participated in oversight of the 
Managed Care Organizations who provide medical services for 1,300,000 enrollees. Directly 
managed the transition of a $2 billion pharmacy budget to a new pharmacy benefit manager 
and implemented a preferred drug list with savings of greater than $150 million annually. 
Chaired Reform Committee charged with development of comprehensive disease 
management program. Provided clinical leadership for TennCare on TENNderCare with goal 
of achieving compliance with John B Consent Decree. 
CIGNA HealthCare of Tennessee, Inc. 
Vice President, Senior Medical Director 
1998-2003 
Reporting to the General Manager, functioned as Chief Medical Officer for health plan of 
more than 375,000 Members in Tennessee, Arkansas and Kentucky. Duties included 
responsibility for daily management of the utilization management and quality management 
departments as well as the preparation of the Annual Utilization Management and Quality 
Management Program Descriptions, Work plans and Annual Evaluations. Additional 
responsibilities included the hiring, development and performance management ofthe 
Physician Executives, chairing key committees including Quality Management Committee 
and the Physician Review Committee and participation on the Grievance Committee, 
Network Strategy Committee and the Southeast Regional Quality Management Governing 
Body. 

;^ / it;^::/-" v ''YC ' - . •^yS^^-^:^ ^ ; : 

University of Tennessee Center for the Health Sciences, Memphis, Tennessee, M.D., 1978 
Mississippi State University, Mississippi State, Mississippi, B.S., 1974 
American Board of Internal Medicine, Certified 2008-2018 Board Number 080429 
Tennessee Medical License MD11472, Expiration Date December 2010 
Mississippi Medical License 16713, Expiration Date June 2009 

^ i - k ^ i - j - v , ! 

Company Name 
Title 
Timeframe 
Description 

Company Name 
Title 
Timeframe 
Description 

Company Name 
Title 
Timeframe 
Description 

Company Name 
Title 
Timeframe 
Description 
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Claims Supervisor 
Name Michael G. Policky 

Company Name 
Title 
Timeframe 
Description 

Company Name 
Title 
Timeframe 
Description 

^ ^ . ^ ^ ^ 
Operations professional with over 15 years experience in diverse arenas. Responsible for transactional oversight 
and performance of TennCare program for AmeriChoice. In addition, accountable for existing AmeriChoice 
transaction activities spanning multiple health plans, serviced in Moline, IL, Eau Claire, Wl, and Phoenix, AZ. 

AmeriChoice/ACME 
Site Director, Transaction 
2006 - present 
Accountable for overall transaction performance specific to claims processing and 
adjustments. Develop leadership team, at all levels, aimed at continually improving overall 
Member and provider experiences, with emphasis on quality and productivity metrics. 
Establish and maintain solid working relationships amongst all peers and partner areas to 
ensure regulatory and compliance results are achieved. 
Express Scripts, Inc. 
Director, Pharmacy Operations 
2004-2006 
Oversight of front-end operations for mail order pharmacy. Front-end operations included 
prescription fulfillment activity spanning from mailroom, through data entry and exceptions 
processing, concluding with pharmacist verification. Led organizational realignment at all 
leadership levels, focused on employee engagement, pharmacist/technician retention, 
inventory performance, and overall business acumen. 
CIGNA 
National Accounts Director, Claim/Call Operations 
2004 
Responsible for large (>5,000 lives) account management specific to claim and call 
operational performance for several key customers. Led successful turnaround efforts 
specific to accounts deemed as "at risk" through disciplined approach towards service 
response times and inventory management. Managed client relationship through effective, 
proactive communications tools, including on-site visits, demonstrations, and seminars. 
Regional Accounts Director, Claim/Call Operations 
1996-2004 
Similar to National Accounts Director role, with emphasis on local clients (<5,000 lives). 
Accountable for call and claim results specific to local health plans and clients within the state 
of Arizona. 

University of Phoenix, Phoenix, AZ, MBA - Global Management 
University of Phoenix, Phoenix, AZ, BA - Project Management 

Company Name 
Title 
Timeframe 
Description 

Title 
Timeframe 
Description 
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Note: Answer questions #37 through #47 based on the existing office or unit that would process claims until 
such time as the new office or unit is fully staffed and operational within the State of Mississippi. 

'•MmMm^2®MM&sB8m 
•38:. $0;ym$ttp i&^ ^daim;pr#Wp&W%e!0j^!.I^aeceuht?v.': •:! : " -
Yes, UnitedHealthcare will have a dedicated unit of claim processors forthe MS CHIP account. The dedicated unit 
will have, based on membership, 22 total PTEs consisting of: 

a 13 Claim processors 
a 3 Claim adjustment processors 
a 1 Claim specialist 
B 1 Supervisor 
a 1 Misc (Data Entry Reviewer, Scanner, Coding Analyst, Provider Dispute) 
m 1 Clerical (including mailroom and support functions). 

The percent for all claims processed within 30 working days of receipt for calendar year 2008 is 99.75 percent. 
g ^ / ^ a u v i a a ^ ^ . T S i i g i ^ K c ^ ^ a o r i ^ Y a f«i i%!r^»#»3^t^%c^yp%^r:.Pr: 

The financial accuracy for total claims in the Moline, IL office is 99.10 percent (based on paid dollars Dollar 
Accuracy). 
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The coding accuracy of total claims submitted for Moline, IL office is 92.80 percent (based on Claims Payment 
Accuracy). 

Quality Review Program 

Our Claim Quality Review Program is a comprehensive review program that incorporates multiple audits. It is 
provides a consistent process for measuring the quality of claim processing, satisfying internal and external 
performance reporting requirements and facilitating continuous quality improvement and defect reduction. 

Our quality review programs are centrally managed and administered. The quality teams are staffed with dedicated 
quality review professionals who evaluate the performance of all customer groups/policies processed within the 
transaction centers. This dedicated staff also evaluates individual transaction specialists' performance. 

Key Data Exchanges and Monitoring Controls; example 
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UnitedHealthcare is committed to continually improving the efficiency of our work processes and service. Our audit 
and quality control programs provide statistically reliable data, are aligned with industry norms and drive improvement 
to meet the needs of our customers as outlined below: 

B Statistical Review (Office and Policy) 
- Test financial and procedural accuracy of claims processing. 
- Monitor our claims lag, paid cash amounts and pend inventories 
- Provide statistically valid results. 
- Satisfy internal and external reporting needs, including performance guarantees 
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The S^stic^ Review is conduced m^ 

^ R^Tra^mgCert^c^on Review 
- Testfinanciai and p^eduraieccuracy ofeach trainee 
- incudes an expanded sampie volume to q ^ 
- Audits continue until processor meets minimum accuracy levels 

The RostTraining Certification Review is conducted c o n ^ o ^ y ^ ^ e ^ n e e ' s ^ 
conducted hythe Supervisoratthe local plan 

a High Oollar Reviews 
- Testfinancial and procedural accuracy of benefit payment of claims that have the greatest impact on 

financial results. 

- ^0,000 High OollarReview 

The High Oollar Reviews will he co^c^edda^hythe Manager atthe Mississippi plan 

a Focus Audit Revlew/Oata Mining 

- One time auditto examine transactions forspecific problematic topics to identify errortypes sources 

The Focus Audit Review/Oata Mining is conducted on an ad ̂ oc^sbytheManageratthe Mississippi plan. 

o Individual Processor Review 
- Ongoing sample attheprocessorlevel to provide dailyfeedback and identifytraining opportunities 

- Resultsare tied to individual performance programs (incentive, performance management, etc) 

The Individual Processor Review is conducted pnaco^n^s^as/s bythe Mississippi plan Claims Manager. 

B Auditor Validation Review 
- Examines sub-sample of auditors work to ensure consistency in quality review procedures. 

Asaresult ofthese types of audits, when we began to enforce NPI requirements we began to see lowerpayments 
andaslower claims "lag" because providers were still learning howto include thatnumberAs we educated providers 
on the importance and necessity ofthe NPI,we sawareversalofthese trends 

The Auditor Validation Review is conducted by ACME End^EndAuditTeamonar^onf^^as/s. 

National Encounter Management Information System (NEMIS)—NEMIS, an advanced encountersubmission 
system uses our prophetary,relational database design which is based on years of experience with encounter 
submission scenarios and supports rapid identification of problems with submitted encounters. NEMIS supports the 
tracking,correcting and reporting needed for remediation ofidentified problems. Defects in submissionsarelogg^ 
and analyzed for identification of any systemic issues, allowing fortheongoing improvement in the quality of 
encounters submitted.Encounteradjustments, reconciliations, and postsubmission completeness reports provide 
detailed insight into the process with key checkpoints that ensure all transactions are balanced and reported. NEMIS 
completeness reports provideasystematic approach to data quality thatfurtherimproves claims adjudication 
accuracy; all the way back to the source if necessary 

NEMIS acts as an automated supervisor,reportingmonitor,and data interface exclusivelyforthe encounter 
submission process. NEMIS allows us to easily manage theentire l̂oop" of encountersubmissions: from Facets^ 
claims processing through encountersubmission and backWe find NEMIS to be oftremendous value in enhancing 
thequalityofencounterdatasubmitted, thus increasing ouracceptance rate. 

Internal Audits 

The UnitedHealthcare internal audit isacontinuous and comprehensive auditprocess performed by UHO's Quality 
Management (OM) Department, which is separate and independentfrom Claims Operations, and therefore ensures 
the utmost integrity in the audit oversight process 
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UnitedHealthcare pays all claims except for vision. All claims are included in our reports and audit processes. Audit 
personnel in UHG's QM Department have broad experience in claims processing, possess strong analytical skills, 
and work closely with the Claims Department to address any issues that may arise resulting from the audits. This 
collaboration enables UnitedHealthcare to make corrections to the system as needed, and to provide trie type of 
feedback and mentoring needed for examiners, in order to support performance improvement. The Claims 
Department quarterly audit results consistently show that we will meet or exceed the MS CHIP standards. 

External Audits 

Ernst & Young and Deloitte & Touche perform ongoing Sarbanes Oxley audits which include tests of our IT controls. 
. * ' X ^ p-r-wr-?,'^- ' . : c r ^ . w r ^ . > . : . . ~ > , . - * ' - : - ^ T . ^ - ^ T - . V . * ' ^ ^ ^ • ^ j ' i -,'^ .t y . ^w . ' - t t-,^».v=T v*r avr ^ ! 

40 *" ' ' " "" 

Yes, UnitedHealthcare is able to meeting the performance standard #18, Claim Processing Turnaround Time of 90 
percent of all claims to be completely processed within 30 calendar days after they are received in Section 13.2. The 
current UnitedHealthcare Claim Processing Turnaround time for all claims processed within 30 working days of 
receipt for calendar year 2008 is 99.75 percent. 

UnitedHealthcare's reporting capabilities through Facets, Crystal and Business Objects report writing tools, and our 
internally designed and developed Strategic Management Analytic Reporting Tool (SMART) is a robust data 
warehousing and decision support tool used for analytics and enhanced reporting. Our SMART Data Warehouse 
analytics and reporting system is used for enhanced claims lag reporting, and other claims analytical capabilities. 
UnitedHealthcare is cognizant of the importance of this report to the Board and can produce and deliver these reports 
within the time frames required. 

^ r r v ? - ^ ' .-?-.res1;.:»*ri:--A*T*ir; ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ B ^ ^ ^ ^ B ^ ^ ^ ^ ^ ^ B ^ ^ ^ ^ 

^ ^ ^ ^ ^ ^ ^ c u r a ^ a n ^ ^ 

On^dHea^care exceeds the perto^ Finance Accuracy (Oo^V^oe)with 9910 
percentfinanc^accuracy.OnitedHe t̂hcara processing accuracy is 92.8 
Cieims: Processing Accuracy 

The sampling methodoiogyraguiradhy^ 
(OciiarVaiue)and #20 Processing Accuracy (Number of Claims) regarding financial accuracy and pr^^ 
accuracy is the same standard setthat is used forall UnitedHealthcare contracts 

Onaweekly hasis, the QMOepartmentwillconductarandom sample otatleastlOO claims processed orpaid tor 
the MS CHIP program, using statistically valid sampling functionality provided w i ^ 
so thatthere are claims representing all providertypes. 

We store the results torall audits inasecured claims auditing database. Ataminimum,UnitedHealthcaredocuments 
and retains the results of all audits conducted forthe MS CHIP planWe provide auditfindingsexclusivelytorCHIP 
claim paymentactivityvia the Claims: PinancialAccuracy(OollarValue) and Claims: Processing Accuracy (Number 
of Claims)Claims Management uses reports from this database to monitorindividualexamineraccuracy.Summary 
auditdata, work papers and individual claim records are retained in the databaseforseven years. 

Based on audit results, Quality Managementworks with the Claims Oepartmentto develop any required corrective 
action plans, make system configuration adjustments if necessary,and/ormentorindividual claim examinersas 
described above. Ifacorrective action is needed,afive-phase process occurs:1)Report, Review and Analysis; 2) 
Examinerfollowup; 3) Program Analysis; 4) Implementation; and 5) Monitoring and 5valuafion Theauditing 
database is used to track anyfreguently identified errors, and trend reports are analyzed to identify systemic 
improvementopportunitieslfminorchangesarecalledfor,they are implemented immediatelyMorecomplex 
alterationsare planned, implemented, and monitored perstandard UnitedHealthcareprojectplanningdisc^^ 
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A copy ofthe most recently available statement of Auditing Standards (SAS 70 audit report) has been provided as 
Exhibit E in Section 6, Required Exhibits. 

.- --. • • - , - > n - V , ± ' ' — ' v • .t.----.—i-̂ u -•: : -r ,^: i i : .v. ^ r ' £ ? ^ ^ ^v. 

43 " * *" 

i. • •••.̂ EledblhiGMi&iM.̂ r̂ t̂ Mia.iM t i C : i i : ; : , ' ' ' ̂  _ ̂ {Z-^,';•' .1'."' { ' ' --;^:'' r^ 
Yes, UnitedHealthcare captures images of paper claims through MACESS, a combined imaging and workflow 
system, which receives images from our scanning vendors and integrates it into a workflow system used for 
processing claims. Upon receipt, paper claims are converted to electronic data via the MACESS imaging and 
workflow system. The process scans the paper documents and attachments using optical character recognition 
which prepopulates claims electronically. Data entry examiners perform verification ofthe text "vertexing" ofthe 
images by reviewing the scanned images against the pre-populated fields and correcting any errors that exist. 
MACESS assigns unique document control numbers (DCN) that permanently links images ofthe original claims to 
data in Facets. A claim pend queue and aging report is also supported through MACESS. 

ii. , jDhliriKf^ •• ' . ....\\. ' V ; ' ' . . ' . . y k • v- : 
UnitedHealthcare has online claims filing but does not have online (real-time) processing. Claims are viewable 
through the online Provider Portal twenty four to forty eight hours after posting. Providers can also view their claims 
status, request claim adjustments, view claim trends and view summary data. This innovative capability will allow 
providers to monitor their own performance and progress toward goals including financial incentives. Our Provider 
Portal supports our providers through many innovative features and tools, and is integrated with our key systems. 

i i i / ] ' ^ ' C : % y ' - . S - . J ; ; ; V ' • : • 
Yes, the front-end Windows servers perform batch claims processing. The database servers perform all Sybase 
database requests, whether from batch or on-line. We manage all processing through a combination of load 
balancing software and hardware that employs data replication technologies to maintain peak performance and 
maximum availability by allowing multiple paths for Facets to retrieve and store data. This architecture 
accommodates scalable expansion in two ways. 

B The vertical option allows the addition of CPUs and disk storage to existing servers so that we can increase 
capacity of machines already in place. 

a The horizontal option allows the addition of new front-end servers to increase the number of machine 
"footprints." 

iv. :' ElecWriic data interchange ( i D I ) / ' - \ ' • ' •' .. .'i ; : , v.:-,: - v -/'L - .x; y.- . • .. 
Yes, we receive electronic (EDI) claims from Clearinghouses through our HIPAA Gateway system, which is compliant 
with HIPAA and MS CHIP standards. UnitedHealthcare accepts EDI claims directly from providers. The providers do 
not incur the cost of using a clearinghouse with UnitedHealthcare. 

v. .u W^Wflan^%pi%.' - ' ' j r.^iw^.^'-':. ' J ' - : 
Yes, Firstsource is our scanning vendor responsible for the microfilming process of claims. UnitedHealthcare sends 
paper claims to Firstsource where the appropriate steps for microfilming is completed and returned to 
UnitedHealthcare for claim adjudication. 

.vj:\ MiC!6#l l^^ 

Yes, Firstsource is our scanning vendor responsible for the microfilming process of Member correspondence. 
UnitedHealthcare sends Member correspondence to Firstsource where the appropriate steps for microfilming is 
completed and sent back to UnitedHealthcare in order for Member Service Representatives to follow up on Member's 
needs. 
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Yes, UnitedHealthcare captures images of Member correspondence through MACESS, a combined imaging and 
workflow system, which receives images from our scanning vendors. 

Processes 
Checks total charges against total payments X 
Checks for duplicate charges X 
Compares number of inpatient hospital days on each claim against admission X 
and discharge dates 
Assures services are provided within the Member's eligibility date and X 
termination date. 
Recognizes historical lifetime and benefit maximums % 

Identifies excess "usual, customary and reasonable" charges (R&C) for all X 
procedures 
Verifies that a provider is licensed to perform the type of procedure billed X 
Reconciles the diagnosis code to the procedure and sex code for consistency X 
Accumulates co-pays X 
Identifies potential coordination of benefits, subrogation, and other party liability 
situations X 
Verifies out-of-pocket X 
Reviews age limits for eligibility or special coverage limits X 
Determines co-payment levels X 
Identifies unbundling of services X 
Identifies up coding of services X 
Identifies obsolete or invalid codes X 
Identifies ineligible services X 
Applies multiple surgery guidelines X 

Currently UnitedHealthcare receives approximately 72.8 percent of all claims electronically. UnitedHealthcare 
continues to provide on-going training to providers to increase the percent of claims filed electronically. 
UnitedHealthcare recognizes electronic filing is a value to providers. The value of electronic filing lessens the 
turn-around payment time to providers. Payment to the provider is as short as five business days, thus increasing 
provider satisfaction. UnitedHealthcare also provides for direct transmission of EDI claims at no expense to the 
providers. 
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46. 

UnitedHealthcare dedicates staff to third party liability (TPL) recovery to ensure that the Board is the payer of last 
resort for all covered services. Mr. Ashok Sudarshan, Vice President, Claims Cost Management is responsible for all 
TPL activities. Our TPL staff will make every reasonable effort to determine the legal liability of third parties to pay for 
services rendered to our MS CHIP Members. UnitedHealthcare will provide the Board with all required reporting 
information in a format and media prescribed by the Board, and will cooperate with the Board in any manner required 
on cost avoidance and third party collection efforts. We will dedicate a staff person whose responsibility will be to 
interact with the Board on TPL activities. These resources, the support we receive from our parent organization, 
UnitedHealth Group (UHG), our policies and procedures and guidance we receive from the Board will enable us to 
provide an effective TPL program in Mississippi. 

Capturing and Using TPL Data—As an initial step for appropriately coordinating benefits, TPL information from 
DOM will be loaded into Facets. We also receive monthly feeds from DOM to supplement our COB/TPL process; this 
data is loaded into Facets as well. 

In addition to the monthly files received from DOM, we have set up direct connections with commercial insurance 
carriers to receive electronic feeds of their membership data. Upon receipt of these files, we attempt to match the 
recipient records on the file against our membership to obtain policy information and coverage spans for overlapping 
Members. This information is stored in our Facets system in order to process claims in accordance with coordination 
of benefit and cost avoidance practices. 

Data that is downloaded from the TPL and carrier files update the Member's COB extension in Facets with the 
following information: 

a 5 digit COB indicator 

a Policy Number 

• Group Number 

a Effective Date 

a Termination Date. 

When we identify a Member who has health coverage through another payer that is primary with respect to CHIP, we 
document the information about the primary insurance by applying a coordination of benefits (COB) flag in Facets. 
This flag allows us to make COB determinations at the time of claims processing. When the system encounters a 
claim for a flagged Member, that claim is pended for manual adjudication. In the manual adjudication process, we 
coordinate benefits with the primary carrier's explanation of benefits (EOB), which should be submitted with the 
claim. If a claim is received without the primary carrier's EOB, we reject the claim and instruct the provider to pursue 
payment from the other payer. 

We validate TPL information using the EOBs and explanation of Medicare benefits (EOMBs) received with claims, as 
well as through outbound calls to other carriers. New and updated TPL information is sent to DOM via a weekly 834 
outbound file. Our core transaction system, Facets, is also updated with the same information. Medicaid is the payer 
of last resort, and as such, any insurance benefit identified is the primary payer. 

Exceptions to this process are made for the following types of claims: 

m EPSDT 

a Prenatal 

a Other State or Federal mandated exceptions. 

We do not automatically reject these claims; rather, we reimburse the provider and bill the correct third party payer 
for the amount paid. If we have reason to believe there may be other carrier liability, and a flag is not loaded in the 
system, we send a COB questionnaire to the Member. If we find that a MS CHIP Member has a primary payer after 
claims have been paid, we run a claims sweep to recover primary payments from the COB effective date forward. 

_ 

Department of Finance and Administration (DFA) 
Health insurance Coverage under CHIP March 30, 2009 



U n ^ d H ^ t h o ^ M ^ s s ^ O ^ P 
byAmehChoice 

The same figging process is follows 
do not coordinate benefits with Medicare.The chafes ero denied andthe 
ciaim to Medicare it Medicare denies the charges, certain chteha must he metto pay as primary under MS C ^ 

UnitedHeaithcare utiles the services otourparent company, UHG to determine whetherthere is TPL. Onam^^^ 
hasis, we sendafiieot paid claims to the SuhroAnaiytics department using secure PiieTranster Protocol (PTP)The 
SuhroAnaiytics department performs specified queries, by diagnoses, which are otten associated with accidental 
injuries. Included in the diagnosis code edits are codes in the ^ 
generallytreumaspecificGlaims submitted with an accidenttrauma indicator ot^'are also included 

When such claims are identified, an automated inquiry letterand questionnaire are sentto the Member Atthe same 
time, the system opensafile in the case tracking database, SubroTrackWe mail up to two additional tollow-up 
lettere it no response is received All preliminary invesfigation, case creation, auditing and monitoring 
automaticallyThe questionnaire sentto the Member is used to validate whetherthe services paid are related to an 
accident ortrauma injury Itthe Member replies withayes, the SubroAnalyticsdepartmentworks directly with the 
third party payer,theprovider,ortheMember'sattomeytorecoverthe funds thatwere paid by MS CHIP The funds 
that are recovered are returned to the health plan to offsetthoseclaimpaymentslfthe Member replies no, the case 
is considered closed. 

The initial investigative sequence takes between 20-70 days.The entire subrogation process, from date ofthe 
original injuryto the time the funds are received "in the door̂  averages 18months to two years 

Retrospective and Post PaymentActlvltles (Pay and Chase)—UnitedHealthcare hasestablished detailed po 
and processes forpay and chase activities. We utilize an auto-recoupment process foroverpayments through our 
core transaction system,Pacets When we identify an overpaymenttoaprovider,post claims payment, we notify the 
providervialetterand give them 30 days to refund us the overpayment orappeal the overpayment noticelfthe 
providerdoes not appeal or refund theoverpaymentwithin 30 daysthe affected claim is down-adjusted and the 
overpayment is offsetfromafuture remittance In accordance with our established procedures, post payments from 
third parties are recorded as offsets to claims payments. 

Generally,the above process is the preferred wayfor'chasing'overpaymentsHowever,thereareexceptions; those 
would be identified through subrogation and GOB processesfor Pay and GhaseUnitedHealthcare will actas the 
primary(even if ourrecords indicate the Memberhasotherinsurance), ifthe claim is for 5PS0T,prenatal care or 
other State orPederal mandated exceptionsln these cases, the funds are recovered from the othercarrierand 
applied to the claim 

Adjudicating TPL Claims—when oursystemencountersaclaimthatis flagged forpossible TPL, the claim is 
pended for manual adjudication In the manual adjudication process, our claim examiners coordinate benefits with 
the primary carrier's EOBIfaclaim is received withoutthe primary carrier's EOB, we rejectthe claim and instructthe 
providerto pursue paymentfrom the other payer. 

^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ f ^ ^ ^ ^ ^ g ^ ^ ^ 
^ B ^ B ^ ^ ^ ^ ^ ^ ^ B ^ ^ ^ B 

j f . , ^ 

ac es 

UnitedHealthcare's pharmacy subcontractor, Prescription Solutions, is responsible for processing all claims. 
Members who use a non-participating pharmacy when a network pharmacy is not available and/or not reasonably 
accessible or who travel outside the State and require prescription drugs will be instructed to mail claims to the 
UnitedHealthcare Mississippi plan office. The staff at the UnitedHealthcare Mississippi office will key these few claims 
into the Prescription Solutions online system and send a copy of the electronic image to Prescription Solutions. 
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Paper pharmacy claims will not be sent to another office for adjudication. All pharmacy paper claims are to be sent to 
the UnitedHealthcare Mississippi plan office, and will be entered into the Prescription Solutions claim payment 
system for adjudication. 

The turnaround time for this type of claim is under 30 days, with an average of approximately 21 days. When a claim 
is received, typically the claim is processed within 5 business days, and then put into the check cycle, which is run 
bi-weekly. 

99.9 percent of claims are processed within 30 calendar days from receipt. 

Administrative Systems and Capabilities 
i K f e ^ a ^ ^ ^ 

Our wholly owned network of datacenters in the Minneapolis, Minnesota area ensures ongoing business continuity 
from a core systems perspective, significantly mitigating the risks from datacenter site disabling events. These 
installations are tier three data centers with fully redundant infrastructure. Backup mirrors ofthe production systems 
are located in a separate data center from production, so full redundancy is available should a disaster strike one of 
trie data centers. We check this redundant capability on an annual basis by executing a complete disaster recovery 
desktop walk through with the entire Disaster Recovery team. Regular testing of our Disaster Recover infrastructure 
ensures that we can recover our systems within 72 hours of practically any disaster scenario. 

Our formally structured, documented, and tested Business Continuity/Disaster Recovery plans help ensure that we 
can recover our business operations. Our business users assist in this process by participating in a formal exercise to 
identify and prioritize their business applications so they can be recovered in a timely fashion. Our backups are 
physically protected and stored at secure locations sufficiently distant from their production processing systems. 
UnitedHealthcare's parent company, UnitedHealth Group (UHG), has purposely staffed distinct corporate level 
departments that are solely responsible for the continued enhancement of our business continuity and disaster 
recovery plans and processes. Our Business Continuity/Disaster Recovery plans are in place and available for onsite 
review. We file our Disaster Recovery plans with UHG in Minneapolis for our critical applications. These applications 
include the key systems we will use for MS CHIP for transaction processing, including our core transaction 
processing system Facets, MACESS, and HIPAA Gateway. In trie event that our local MS CHIP offices are 
inaccessible or disabled, depending on specific circumstances, our affected staff would use our other Mississippi 
offices which are connected to our internal network with full access to all systems, or would be able to access our 
systems securely from home via our internal virtual private network (VPN). 

Annual review ofeach Disaster Recovery plan takes place via a desktop walk through with each entire Disaster 
Recovery team assigned to the application plan. Each plan addresses a particular set of scenarios; others may be 
added ifthe Board prefers that other scenarios be included. UnitedHealthcare's Disaster Recovery plans include the 
following actions: 

a Notification of appropriate organizations 
a Establishment of a temporary site 
a Establishment of claim handling procedures 
a Obtaining field office hardware 
a Re-establishment of communications network 
B Review of personnel requirements 
B Pre-establishment of recovery timelines. 
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All of our data security controls, including our business continuity and disaster recovery safeguards and plans, are 
reviewed as part of annual Sarbanes Oxley (SOX) audits and regular SAS/70 Type II audits. 

UnitedHealthcare's business continuity strategy also includes daily incremental backups ofdata files, application 
programs and the operating system at our datacenter in Minneapolis. Full system backups are performed on a 
weekly basis. On a daily basis, we send backup tapes to an off-site storage facility located at least ten miles away 
from our data center. A bar-coding system is used to track tapes that are sent off-site, and the tape management 
system indicates the location of tapes at any point in time. The storage facility provides physical security and 
maintains a list of individuals authorized to access our tapes. 

Our philosophy is that no unplanned downtime is acceptable. We prioritize our systems by business impact to our 
customers and our plans emphasize recovery of these systems first. Facets, MACESS, our call centers and e-mail 
are all included in the highest level of criticality. Restoration processes for data are fully addressed, including how to 
recover from full or incremental backup. Our Business Continuity plans are audited by our internal and independent 
Compliance Department on an annual basis. Disaster Recovery plans are tested annually. The Board is invited to 
review our Business Continuity/Disaster Recovery plan onsite. 

A copy of UnitedHealthcare's Disaster Recovery Plan has been provided as Exhibit F in Section 6, Required Exhibits. 
- j K ^ f ^ f i r ^ t r * u ^ ^ S ^ n f y , 

UnitedHealthcare experienced zero number of hardware down time. UnitedHealthcare experiences less than 1 
percent of down time. 

Continually Monitoring System Functions—We use Hewlett-Packard's (HP) OpenView enterprise software for trie 
large-scale system and network management needed for UnitedHealthcare's IT assets. An innovative feature we use 
with HP OpenView is to detect and pre-empt any availability threatening failures. For example, HP OpenView places 
probes at trie system level that sends SMTP alerts to our engineers at preset thresholds to alert us prior to failure. 
This helps avoid situations where a disk drive becomes full, or process routines abort unexpectedly. We utilize our 
failure management processes and help desk service to identify and provide notification of issues with critical 
systems. 

'SQ^BfeagiliM 
Trie transaction team manages to proven staffing or capacity plans and aggressive daily inventory management. Trie 
goal is to avoid the need for inventory reduction plans. Should an inventory reduction plan be required, trie 
transaction strategy would differ depending on volume and turn-around impacts. 

The first step for this transaction strategy is to build an inventory reduction plan with daily production/inventory goals. 
Most reduction plans rely on overtime. When overtime is warranted, we identify top performers for inventory reduction 
efforts. Mandatory overtime is a tool to reduce critical inventory. All employees understand that mandatory overtime 
may be required to meet business goals. 

In addition, Business Continuity Plans are built to recover from minor to major disasters if backlogs are caused by 
disasters. The Business Continuity Plans include load balancing from other UnitedHealthcare transaction shops as 
well as reliance on processing vendors. 

A V ) 

Yes, UnitedHealthcare's administrative systems and capacity is able to perform all the requirements for Section 4 in 
order to deliver the comprehensive benefit package to MS CHIP Members, The following overview of the 
UnitedHealthcare systems and capacity will show you how we can deliver the MS CHIP comprehensive benefit 
package requirements to the Members of this program and why UnitedHealthcare is the best solution for the MS 
CHIP program. 
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The UnitedHealthcare Platform illustrates the systems we use in order to deliver the MS CHIP comprehensive 
package. 
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UnitedHealthcare is committed to using advanced 
technology to enable us to accurately and timely 
process claims while eliminating unnecessary 
hurdles for providers through innovative interfaces, 
including electronic data interchange (EDI) and 
web portals. We strive to optimize service as we 
introduce new technologies and capabilities to 

contracted providers. Facets, our core claims processing engine is 
a state-of-the-art platform with advanced functionality that enables 

us to achieve efficiency and accuracy in our claim processing operations. Facets is currently in use for nine 
UnitedHealthcare health plans across trie country, combined, managing more than one million Members. 

Facets supports a full continuum of claims processing steps and functionality including: 

n Maintenance of covered benefits for various eligibility groups 
• Maintenance of reference files including CPT, HCPCS, ICD-9 
a Utilization management—prior authorizations and referrals 
a Claims logging and tracking 
a Claims aging 
B Claims edits and denial codes 
H Claims pricing and adjudication 
B Check writing and electronic funds transfer (EFT) 
H Production of paper and electronic remittance advices 
B Claim adjustments and voids 
a Production of claims management reports. 

Key components of our claims management solution include: 

a MACESS—A combined imaging and workflow system, which receives images from our scanning vendors and 
integrates it into a workflow system used for processing claims; a claims pend queue and aging reporting is also 
supported through MACESS 

a NEMIS—Our advanced encounter submission system, based on our proprietary, relational database design 
B HSS EasyGroup—Manages prospective payment for DRG, ASC and APC payments 
a National Credentialing Database — Facets is updated with information from our credentialing database for 

regular verification that paid providers are appropriately credentialed 
a SMART Data Warehouse—An analytics system for enhanced reporting for predictive care models, episodes of 

care, claims lag, utilization, unit costs, provider profiling, Member retention and other analytical capabilities 
B MRR—A Member capitation payment reconciliation engine 
a FSDB / /?PS—Used to manage financial transactions to our GL (general ledger) and reserving process 
a Vendor Systems—Pharmacy, dental, and vision claims are processed through vendor systems, which are then 

loaded into our data warehouse and encounters system (NEMIS). 
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Proactive Monitoring Probes—Used to monitor system availability and data exchange throughput/issues 

Attachment 51, MIS Overview gives a detailed overview ofthe UnitedHealthcare platform consisting of core 
transaction systems and interfaces with our trading partners and vendors. 

§ 

No, UnitedHealthcare has not implemented a new computer system with the last six months nor do we anticipate the 
implementation of a new computer system in the next 12 months. UnitedHealthcare will continue to implement 
upgrades and new software versions to enhance services to Members and customers such as MS CHIP. 

^ ^ | s ^ 
Yes, UHG, the parent company for UnitedHealthcare, owns all components of the computer system. 

.54;:: I 

UHG employs approximately 10,000 technology professionals responsible for computing hardware, software and 
communications. The UnitedHealthcare IT department consists of approximately 240 technology professionals. 

UnitedHealthcare MIS personnel who will be responsible for the MS CHIP account are: 

H 2 Project Managers 
B 7 Business Analysts 
a 10 Developers 
a 2 Quality Assurance (QA) Analysts 
n VP of Integration Services 

In order to meet the requirements of the MS CHIP contract additional resources will be assigned and engaged to 
ensure that timelines and deliverables are met. 

The organizational chart for MIS has been provided as Exhibit G in Section 6, Required Exhibits. 
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UnitedHealthcare MIS will use ten in-house professional programmers averaging twelve years of experience and an 
additional two or three contract programmers to.support implementation programming needs as required until the MS 
CHIP program is implemented. In addition to our in-house staff, UnitedHealthcare has a pool of experienced contract 
programmers who have experience with the UnitedHealthcare systems and who have been engaged on large scale 
implementations such as trie recent implementations in TN and CT. 

Based on the many Medicaid and CHIP programs we have implemented, UnitedHealthcare understands trie needs 
associated with implementations and how critical trie experience with trie MIS programmers is to the success of an 
implementation. If unforeseen challenges occur, we have trie backing and resources of our parent company, UHG. 

• v i - l . - j - : ' ± r * Z . - - T - V % % e r = a r 

rgddr^ingge^ : .may ne mt . C w 

Yes, UnitedHealthcare currently meets all ofthe functions and features required by Section 11.3 of the RFP. Key 
highlights of such are described below. 

Yes, the Strategic Management Analytic Reporting Tool (SMART) is our robust data warehousing and decision 
support tool used for analytics and enhanced reporting. It is a multi-dimensional data warehouse that collects 
information from the various operational systems on a daily, weekly and monthly basis; depending on the data 
source. Information stored in this warehouse includes geographic, line of business, service category, product data; 
Member and provider demographics, provider contracts; revenue capitation data by rate cell; claims/encounters for 
each service category; appeals; service authorizations by day, diagnosis and level of care; actuarial reserving 
completion factors; and disease management categorizations and risk stratification scores by Member. 

Yes, our transaction systems receive, translate, edit, create and house data required for the day-to-day operations of 
the health plans we administer, including MS CHIP. These include our core transaction processing system, Facets, 
for enrollment, eligibility and claims administration; HIPAA Gateway and EDIFECS for electronic data interchanges 
with trading partners. Updates from the DOM will be processed within one working day. 

HIPAA Gateway receives eligibility data daily from DOM (or its Fiscal Agent); Facets receives eligibility data from 
HIPAA Gateway daily; CareOne sends pre-authorization data to Facets twice daily; Facets sends processed claims 
data to the data warehouse weekly; OPC monitors the processing of eligibility data by Facets continuously and sends 
Simple Mail Transport Mail (SMTP) status messages to the ServiceDesk as needed in real time, and so on. The 
bottom line is that each of these components in our technology platform are integrated and intemperate where they 
need to, but they are independent enough to allow rich functionality for trie specialized functions they are designed to 
deliver. 

Common Syntax in Data Elements—Both Facets and HIPAA Gateway are produced by trie same company, The 
TriZetto Group, Inc. and share a common data dictionary, naming and format convention. SunGard (maker of 
MACESS) and TriZetto have a formal partnership to provide interfaces into each other's products. Through Facets 
extended integration connectors (FXI), TriZetto has afforded us vendor supported data connectivity with our 
MACESS system. These vendor supplied interfaces provide standard data element naming conventions and formats. 
The UnitedHealthcare data warehouse, implemented in Oracle, utilizes standard industry practices for documented 
data dictionaries, extract/transfer/load (ETL) processing, and data quality assurance processes. To ease ad-hoc user 
reporting in trie data warehouse, a series of internal data exchange data element names are translated into more end 
user friendly names that are cross referenced using data dictionaries. For all data interfaces, similar data elements 
have equivalent names across systems to accommodate interface maintenance and ongoing enhancements, and are" 
formatted to allow trie most flexibility for growth (for example, allowing where possible more spaces than is currently 
needed). This is similar to HIPAA's approach for name fields. Data types are also trie same for similar elements. Trie 
frequency of updates/refreshes of similar data elements varies with trie business purpose of trie interface. 
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Yes, UnitedHealthcare has dedicated resources, produces error reports and has an established reconciliation 
process in place to address and resolve eligibility data discrepancies. While receiving and loading standard eligibility 
files is automatic and typically processes with few problems or manual intervention, we understand and plan for 
discrepancies between data from our core system, Facets and that of our state partners. The following steps outline 
this process: 

a Enrollment coordinators receive e-mail when file is processed. 
• Error reports are printed from trie e-mail. We work these reports on a daily basis in accordance with enrollment 

guidelines outlined in our Enrollment and Eligibility Policy and Procedures. The reports include: 
B MS CHIP Match Report: Identifies Members who need to have a key change made in Facets, usually due to a 

temporary ID changing to trie Member's social security number. Medicare information is reviewed from this 
report and updated in Facets, or reported back to MS CHIP for discrepancies. 

a Multiple Match Report: Errors shown include Members requiring a Member key change, Members with multiple 
MS CHIP policies in Facets requiring voiding or terming eligibility events and zip code errors. 

a Enrollment Error Report (MMS log): Trie reason for trie error is researched. Errors may be for rate data, 
eligibility, group change or discrepancies between trie file and Facets. Enrollment coordinators reconcile errors 
and make appropriate changes in Facets. For errors from trie MS CHIP file, enrollment coordinators call DOM, 
and new information is provided UnitedHealthcare, either via a new file or fax. 

a Enrollment coordinators receive weekly internal audit reports that monitor for information that is initially loaded 
into Facets, but do not match how trie product is set up. Examples include discrepancies in rate data, billing 
codes, group plans, family links (IDs' that tie family Members together, such as mother and baby). These error 
reports are generated from trie data warehouse and need to be completed by Friday of same week in order for 
trie Data Warehouse to be updated before trie next weekly set of audits are generated. Errors not corrected 
completely show on the following weeks audit file. 

Trie following diagram depicts an example of our 834 enrollment process: 
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Yes, our Operations team manages the automated receipt and processing of enrollment files from DOM, and/or its 
Fiscal Agent. All inbound 834 Enrollment and 271U (unsolicited eligibility response) files are automatically 
acknowledged upon receipt with issuance of standard 997 Functional Acknowledgement transactions. All HIPAA 
compliant 834 files are kept on our HIPAA Gateway server for 7 years. This allows us to quickly answer any 
questions on recent transmissions—and even re-apply a file if requested by DOM. Enrollment records are updated to 
the database the next business day following receipt, after application of edits to check for format, completeness, and 
validity. Today, our eligibilty systems interface with our contracted state Medicaid/CHIP agencies on a monthly basis. 

This data is immediately distributed electronically to our provider web portal, UnitedHealthcare On-Line, for online 
eligibility verification support and to our Interactive Voice Response (1VR) system for automated telephonic support of 
eligibility inquiries. As we become aware of changes to a Member's address, telephone number, or PCP we 
communicate these changes to DOM via outbound 834 transactions, using appropriate segments in the 834 file and 
according to DOM requirements. 
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Yes, UnitedHealthcare has the capability to link covered children in the same family through the case number for the 
purpose of tracking the copayments and out-of-pocket maximums for children in families with annual income greater 
than 150 percent of FPL and up to 200 percent ofthe FPL and is standard procedure in 16 states covering CHIP. 

R ^ : ^ ^ ^ ^ 

Yes, UnitedHealthcare provides a certificate of creditable coverage to terminated Members, pursuant to the HIPAA 
through Facets. 

mwmj^&^^i^^^^^^^^^^^^^Bc^w^^&B 
Yes, UnitedHealthcare is able to generate and track referrals, including referral to non-participating providers through 
our core system, Facets, with input from CareOne and the NOB, our national provider database. 

# # m # K m M a # ^ 
Yes, UnitedHealthcare identifies providers by specialty(s) through the NOB (our national provider database). NOB is 
an IBM DB2 based system, housing information, including specialty, on all providers having contractual relationships 
with UnitedHealthcare. 
We monitor to ensure that within 30 days of receiving completed and credentialed provider applications, contracting 
data is also built in Facets correctly which includes provider specialty(s). Daily updates from NOB ensure provider 
data is current within Facets. 
^ ^ f ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ M ^ ^ ' M & M ( k 
Yes, UnitedHealthcare maintains provider history files including audit trails and effective date of information in the 
NOB (our provider database) and the SMART data warehouse. 

Yes, UnitedHealthcare is able to maintain provider fee schedules/remuneration agreement in order to achieve 
accurate payment for services based on financial agreements in effect with date of services. Business rules are 
written for each financial agreement and the effective date of service for each provider fee schedules/remuneration 
agreements. Provider data in trie NOB is electronically loaded and updated on a daily basis into Facets, our core 
transaction system. 
r i Z ? " ' . X , r " - T - - ^ ^ * v . r ; ^ ^ . 7 = T > . r - ' r r r ^ ; r — • • ^ - . - • f t v ^ - s f ^ r . T ^ s ^ r ^ S i K r a & T ^ ^ I ' - J . Y ' ^ - ^ ^ ' - ' V ' I ? T^'- ' ii ' :•«•*>.;• •- • 

&" 
Yes, once trie provider is credentialed and contracted, all data contained in our credentialing system is loaded into 
our NOB (provider database). NOB is an IBM DB2 based system, housing information on all providers having 
contractual relationships with UnitedHealthcare, as well as other UnitedHealth Group affiliates. Provider data in the 
NOB is electronically loaded and updated on a daily basis into Facets, our core transaction system. Our system tests 
all new contract data to ensure provider contracts are set to pay according to trie benefit design and eligibility and 
reimbursement policies. Once testing confirms provider contracts are set up in the system correctly, the contract is 
tagged as "claim ready". We monitor trie entire process to ensure that within 30 days of receiving completed and 
credentialed provider applications, contracting data is built in Facets correctly. 

Our Network Management team conducts ongoing monitoring and updates to our contract files, such as: 

H Fee schedule maintenance and updates 
• Amendments to ensure regulatory compliance 
• Fraud and abuse monitoring 
• Routine reviews of data 
• Unit cost management. 
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^^o^B^e^^^^^^ 
Yes, UnitedHealtricare uses Facets, an IBM AlX based managed care intormation system triatpro^ 
claims processing capabilities, to tultill trie Plan's intormation system requirements. Trie Fac 
andfiexible, providing UnitedHealtricare^ 
specific services, authorization requirements, benefits, benefit limits, and reporting requirements. Trie system 
configuredtocaptureand report data elementscriticaltosupportingettectiveclaimsadjudicationand reports 
automatically delivered to management onadaily, week, montrily basis. 
Capacity—OnitedHealtricare routinely monitors oû  
softwarecapacitytriatattectstrie pertormanceottrieFacetssystem Trirougriourparentorganization UHG, w 
employt0,000tecrinology professionals responsible torcomputingriardware, software and communications. We 
riaveoversix petabytes ofstorage(equivalent of 450 billion pages oftext,enougri to fill 20 million four-drawerfi 
cabinets).We riave virtual contact centertriat dynamically routesamillion calls daily across more trian 40 con^^ 
centers and 20,000 service agents. 
^ ^ - ^ ^ ^B ^ ^ B ^ ^ B ^ .B ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ C ^ ^ ^ ^ ^ ^ ^ ^ ^ - ^ ^ B ^ B ^ ^ ^ ^ 

n) B Proyid^mely^ 
Yes, UnitedHealtricare provides timely,accurate and complete data trirougri CareOne, ourproprietary clinical 
platform supports disease, case and utilization management. UnitedHealtricare designed CareOne,asopriisticated 
electroniccaremanagementsystemtriatincludesclinical decision patriways and uses assessment information to 
create individualized treatmentplans based on trie participant's riealtri care needs and goals. We call triisour 
Personal Care Model.CareOne isarobust care management application triatintegrates evidence-based guidelines 
and clinical data, including data generated trirougri Impact Pro and triecompreriensive assessments performed by 
ourcaremanagersCareOne allows UnitedHealtricarecare managers to update and managecare plan records and 
create care plans, in coordination witri trie Member̂ Member'sfamily,primary care providerand any specialist 
providers, wriicriareobjective, measurable, appropriate and acriievableFurtrier,it integrates all clinical int^^ 
from ourcaremanagementand disease managementinterventions. CareOne is able to provide montrily,quarteriy 
and annual reports to UnitedHealtricare's internal and external customers 

UniversaiTracking Database (OTO)—Trie UTOisanintemallydesigned^custom relational databases 
accommodates multiple data inputs and riasaweb-style interface wriicri enables secure but efficient online use by 
UnitedHealtricareclinical quality staff, ensuring compreriensive, timely encounter and service informati 
unique MemberUnitedHealtricare staff can, using UTO, focus on Members in need of outreacriorintervention and 
monitoradrierence to care in an existing treatmentregimen.Forexample, we use UTO to support TENNderCare; 
one ofourspecialized programs in ourTennessee riealtri plan 

q^Ma^^^ 
Yes, UnitedHealtricareconsistentlysubmitsencounterdata to overten state partners witria97percentto100 
percentacceptancerate 

Ourefforts to ensurecomplete and accurate encounter data startwitriUnitedHealtricare'sencounterdata submission 
process, wriicri was designed by UnitedHealtricare's Encounter and Finance teams to include administrative and 
organizational systemsTriesesystemsensure accurate processing and timely submission of encounterdata and 
reports. 
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To support much ofthe process described above UnitedHealthcare will use our innovative NEMIS application for trie 
MS CHIP program. NEMIS is our advanced encounter submission system that utilizes an UnitedHealthcare 
proprietary, relational database design. NEMIS supports rapid identification of problems with previously submitted 
encounters, and it supports trie tracking, correcting, and reporting needed for remediation. Defects in submissions 
are logged and analyzed for identification of any systemic issues, allowing for trie ongoing improvement in the quality 
of encounters submitted. UnitedHealthcare/NEMIS fully supports trie 837 HIPAA standard encounter file formats. 

Encounter adjustments, reconciliations, and post submission completeness reports provide detailed insight into trie 
process with key checkpoints that ensure all transactions are balanced and reported. NEMIS completeness reports 
provide a systematic approach to data quality that further improves claims adjudication accuracy; all trie way back to 
trie source if necessary. This feature greatly enhances our ability to meet or exceed trie MS CHIP turnaround time 
and audit requirements related to encounters. 
•• \ SV":— ,,-.-.7.. - s r?n i yc^ "^ . ' ,—• ' •¥ . | ^£T-^ . i ^ ->w^ .v^ :y ; f ^ 

i P ) . - . ^ 
Yes, Facets uses front-end edits to validate claims data to ensure proper adjudication. Additionally, Facets supports 
enrollment, eligibility, claim validation and adjudication, payment, reporting functions and provides the source data for 
our encounter submissions. Trie Facets system is versatile and flexible, providing UnitedHealthcare with trie 
capability to configure business rules. Trie system is able to handle all standardized payment rules including but not 
limited to DRG, ASC/APGs, per diems, case rates, outliers, percentage of charge and CPT fee based payment 
methods; and allows multiple fee schedules to match payment to particular specialties, regions or general 
reimbursement levels. Trie system's numerous edits enforce appropriate coding to enhance inappropriate cost 
avoidance. In addition, trie system is configured to capture and report data elements critical to supporting effective 
enrollment, accurate claims adjudication and utilization management processes. Managing over one million public 
sector Members, currently, Facets auto-adjudicates 80 percent of all medical claims and processes 12 billion 
transactions annually. 
« : \ - . v V ^ r . ^ ^ . i - . ^ t ^ v W O T V-'p-^S!.."?, 

'QW*:$ubmit.reiml̂  
Yes, UnitedHealthcare is able to submit reimbursements to all non-participating providers in a timely and accurate 
manner using trie provider information from trie provider database, NDB, Facets, trie core claims systems, and 
authorizations, if necessary, from the CareOne system. 
r); : : l ' # a ^ .'• 
Yes, UnitedHealthcare makes claim and capitation payments to network providers in a timely and accurate manner. 
Trie percent for all claims processed within 30 working days of receipt for calendar year 2008 is 99.75 percent. 

Upon loading of credentialing data into trie NDB, providers are automatically set up to receive payments at the 
address provided on their credentialing application. Providers can also choose to receive EFTs. 

Provider payment files are processed daily. UnitedHealthcare's Finance team sends a provider payment file to our 
print vendor daily, who prints checks once a week. The print vendor sends a check register to UnitedHealthcare's 
Finance team weekly. Our Finance team then reconciles trie check register to Facets' check register. 

•^W^m^^^MMM^^^^^MMM^^^^^^^^^^^^tl-
Yes, annually, after year-end, UnitedHealthcare's Finance team extracts 1099 data out of Facets claims platform. 
Our Finance team validates trie data against our general ledger, creating a list of "fallout" providers which shows 
discrepancies in data, such as conflicts with NPI numbers. Our Provider Administration research and rectify all fallout 
issues, and then forwards the final data to our corporate tax area to generate trie actual 1099 forms. In 2008, 
UnitedHealthcare sent out 1099s to providers in 22 states. 

m 
Yes, UnitedHealthcare's proprietary system, CareOne has functionality for tracking referral/utilization, prior 
authorizations, pre-certification and denial of services as well as reporting ofthe same. 
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Denial of service is accomplished through the configuration of plan benefits in Facets. If a service is not covered or 
denied for any appropriate reason, Facets is configured to automatically deny trie claims with trie appropriate 
explanation. For example, if a precertification is required for a procedure and is not included with trie claim, trie claim 
will automatically be denied for payment. 

Yes, UnitedHealthcare can validate approval and denials of pre-certification, prior authorization and referral requests 
during adjudication of claims/encounters. Our claim system, Facets receives through an interface, the 
pre-certifications, prior authorizations and referrals from CareOne system in order to either approve or deny a 
claim/encounter twice daily. 

# \ ' 
Yes, our transaction system receives, creates and houses data required forthe day-to-day operations ofthe health 
plans we administer, including MS CHIP. These include our core transaction processing system, Facets, for 
enrollment, eligibility and claims administration; HIPAA Gateway and EDIFECS for electronic data interchanges with 
trading partners; CareOne for integrated physical care and disease/case management, prior authorizations, referrals 
and utilization management; and MACESS for Member and provider inquiry management and correspondence as 
well as document imaging and associated workflow. HIPAA Gateway receives eligibility data daily from DOM, Facets 
receives eligibility data from HIPAA Gateway daily; CareOne sends pre-authorization data to Facets twice daily; 
Facets sends processed claims data to the data warehouse weekly. 

National Encounters Management Information Systems (NEMIS)—Our NEMIS application is an advanced 
encounter submission system, which utilizes our proprietary, relational database design. This design is based on 
years of experience with encounter submission scenarios in most of our 22 states; and supports rapid identification of 
problems with submitted encounters. It also supports trie tracking, correcting, and reporting needed for remediation of 
individual encounters. UnitedHealthcare consistently submits encounter data to state partners with a 97 percent to 
100 percent acceptance rate. 

a. : - ^ rr^i r.:,^^:i-~^~^^rrrfr.-v!.T~x~~.'~r:. 

w),'4den#'and,p.uRue## 
Yes, Facets enforces trie claims edits necessary to identify and capture third party liability (TPL) coverage. Trie table 
driven, rule based set up in Facets has trie ability to track other health insurance (OHI) for a Member. Accident 
diagnosis codes are also flagged for possible TPL. Facets sets a coordination of benefits (COB) flag in trie system 
which determines COB status at the time trie claim is processed. 

Once any recoveries from TPL is received, the recovery is posted to the Member's claims history in Facets 

x): .P rq##e^ 
Yes, UnitedHealthcare extracts data elements from trie Facets to accomplish all cost accounting functions. Currently, 
UnitedHealthcare retrieves this type of data elements for other public sector contracts. 

#-#"rG^da^^ 
Yes, UnitedHealthcare has a dedicated Fraud and Abuse Special Investigations Unit (SIU) that coordinates and 
oversees all UnitedHealthcare fraud and abuse activities. We overlay our SIU services with trie powerful software 
detection tools of Ingenix® Detection Software (IDS), which allow us to identify and scrutinize questionable claims 
before payments are actually made, and also to conduct detailed post payment reviews. IDS rigorously reviews all 
post adjudicated claims before payment. Among other edits, IDS screens for unbundled codes; up-coded, invalid and 
duplicate codes; code fragmentation; patient age (if CPT code is age specific); patient gender (if trie CPT code is 
gender specific); place ofservice (must be appropriate to trie procedure performed); pre and post operative intervals 
(days); and modifiers (verify that modifier is billed with an appropriate CPT code). IDS identifies providers who have 
been flagged, based on factors such as previous suspect billing practices. 
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Pre^ost Payment Ofaims Review— 
spe^fica^ denned to identity suspect o^ms, which ^ 
Prospective^Ociaims software perton^sacontinuousediting on aiipost-a^ 
program identities providers who have heen flagged hased on factors such as previous suspect hiiiin^ 
Using its imbedded rule logic, the program scrutinizes claims before they are paid and suspect claims are t̂ ^^ 
forfurtherreview. 

Quaderlyour SIU data analysts run all claims data through the ViPS STARS product, as part of ourpost claims 
processing review activities STARS examines more than 50 elements onaclaim to reveal abnormal patterns in 
utilization, billing practices, procedurecoding,diagnosiscoding, referral patterns, and providers 
identify which providers should be subjected to field audit, SIU ranks providers using the following criteria: 

a Pinancial indicators, such as high cost claims and above average costperpatlent 
a Coding anomalies, including suspectOPTanalysesand^orCOl edits 
a Referrals from internal or external sources. 

The numehcal ranking determines whether initial suspicions warrantfudherdesk audits and monitoring, or 
they require field auditsThePield Audit Unit gathers furtherdata on providers targeted because ofsuspicious claims 
activity,and if an audit is required,the RNs review randomly selected medical records to determine ifthe prov^^ 
billed appropriately. 

z ^ ^ 
Yes, UnitedHealthcare produces and distributes Member lOcards to new Members and to existing Members based 
on PCP and otriercrianges Enrollment changes are processed through Pacets, our core transaction processing 
system, and itautomaticallytriggers trie generation ofMember 10 Cards. Wrien an Enrollment Coordinatorfaci^^ 
Memberchanges, they entertrie new information into the Member's record in Pacets, which will then automatically 
generateanew 10 card Aftertrie new 10 card is produced forthe Member,the card is mailed directlytotriat 
Member 

^ B ^ ^ ^ ^ ^ ^ ^ 
Yes, through our print vendorwe can produce Memberandprovidermailing labels fortrie purposes of mailing 
Member enrollment packets, Member 10 cards and providerdirectories to new Members,updates on benefits, 
information toourproviders, etc 

Yes, Letters go out to all Members at a Member level unless the group is on our exclusion list. If a group terminates 
participation of coverage, Members do not receive letters unless the group requests letters to be sent to the 
Members. 

HIPAA 
i--7.- -w.t?--.-- --i-'P^ZYt r-.f. I/Cr-. ••:. / • t *VJ^^^U?: f - t t& - r . ; -&x r * , i *~ .~ - t7 i ' r r J ! ' ^ " i ' ^ ^ ^ c - ^ ^ y ; / 

5%.,,LGe%#ejtie:,prpc^us^ 
UnitedHealthcare has comprehensive processes to maintain compliance with Health Insurance Portability and 
Accountability Act (HIPAA) electronic data interchange (EDI)/code set, privacy, and security requirements, as well as 
the state-specific requirements of our customers. UnitedHealthcare has access to national resources that we rely on 
to support our efforts to comply with HIPAA regulations. Our Chief Information Officer, Les A. Sowa, and our Privacy 
Officer, Paul E. Sturm, monitor CMS and legislative activities and work through these resources to continually verify 
our compliance with HIPAA and other mandates, and ensure that our information systems and operations are 
adaptable to future requirements, innovations, and adoption of best practices. 

Our compliance with current HIPAA regulations is built on our strong suite of information systems, selected in part 
based on their capabilities and their flexibility to adapt to the evolving HIPAA regulations. We achieve further 
compliance with non-systems-related privacy and security mandates through comprehensive physical security 
systems and documented, proven administrative approaches. 

_ 
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E O ^ o d e S ^ O ^ c o r e ^ o c ^ n g s ^ 
HIPAA ^ ^ ^ ^ o ^ ^ c o m ^ a n o ^ e c ^ 
these sterns to remain respond to change requirem^ 
TriZetto preduot, we are aftordedao^oiai degree otintegretion between the oom^^ 
business processing engine. Aii system oontiguretion and maintenance is pedon^ed using our 
Process (SOP^SOP is the tormai and structured process we use to buiid and makechanges to accommodate 
HiPAA requirements, or modity any otriersystem processes. SOP is our disciplined approacritordeveiopment and 
criange management and it contains test controls torvaiidity and accuracyWedeveioped SOP according to industry 
best practices trom trie Software Engineering Instituted 
(IEEE). SOP consists ot six priaseswriicrieacri include review steps, approval steps and required approvals within 
each phaseAsanotable pad ottheSOP,UnitedHealtricareempriasizes testing as part otthe electronic transaction 
submission change process Toensuresmootri introductionotnewstandardsateltrierthefederal orstatelevel, we 
usetrieEOIPECSPampiyianagersoftware.PampManagerallowsustoefticientlytestandtroublesriootany 
crianges in electronic transaction formats down to trie segmentand element level, well before triesecrianges go into 
effect.Toensure all required processes are followed and required documentation Is created,we conduct internal and 
Sarbanes Oxley (SOX) compliant reviews between priases 

Tofudhersuppodthe System Delivery Process and ensure standardization, UnitedHealtricarefollowsafor̂ ^^ 
Oriange Management process. Our Management Information Systems Service Management process ensures 
standardized metriodsand procedures are used forefflcientand prompt handling ofall changes. Trie process 
minimizes trie impact of criange r̂elated incidents upon servicequality and improves trie day-to-day operations oftrie 
organizationThe process also ensuresasmootri implementation of new riealtri plan programs witriout impacting 
existing programs on trie same technology platform Higri-lmpact changes must be submitted, reviewed and 
approved bythe Change Advisory Board (OAB). The CAS comprises representatives from all keyworkgroupswrio 
can assess criange impacts and ensure funding and resources are available and scheduled to develop and 
implementthecrianges. 

Like ourSOP,trie Change Management methodology is outlined byaformal and auditable process, including 
structured submissions, required artifacts, scheduled revlewmeetings and approval dates. This allows us to 
implement high volumes of changes to benefit our businesses and business partners, while atthe same time 
protecting trie integrity and stability of ourenvironment It allows us to manage our criangingenvironmentwith 
discipline and urgencywriile mitigating trie risk to the critical services we provide 

Security: We ensure the sec^—thatis, the c o r ^ 
ourintegratedsystemsln addition to adhering to trie HIPAA Security Pule, LlnitedHealtricareriasdeveloped 
auditable internal management and system controls that enable us to be accountable for meeting Sarbanes-Oxley 
(SOX) legislative requirements UnitedHealthcare also undergoes regular Statement of Auditing Standards(SAS^^ 
Type II audits All UnitedHealtricare locations also employ company-standard priysical security measures triat protect 
companyassets, information, and resources, and promote full HIPAAsecurity compliance 

Privacy: HIPAA privacy requirements and processes form integral components of employee training, job 
descriptions, documented policies, riuman resources policies, desk procedures, and otrierdocumentation. Trie 
Privacy Officer,Paul Sturm, administers HIPAA Privacy safeguards throughouttrie organization and ensurestriat 
administrative controls are documented, implemented, and rigorously followed and reported. An essential component 
of ourHIPAA privacy compliance process is ourextensive employee training program. Trie Privacy Officerdevelops 
and maintains privacytreining curricula and monitorstriatemployees receive required training.New riiresrece^ 
extensive privacytraining and employees receive mandatory annual refresrier courses, aswell as periodic updates 
and remindersTrie Privacy Officer is also trie central point of contactfor reporting suspected privacyviolations and 
pursuing triesecasesto resolution 

At UnitedHealtricare, we takeour HIPAA compliance responsibilities seriously since ourlevel of compliance direct 
affectsourabilityto safeguard our customers'data assets and maintain trie integrity ofthe protected riealtri 
information (PHI) entrusted to us 
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To demonstrate the application of our proven processes, the following table summarizes key components of HIPAA 
compliance monitoring and maintenance. Our management, human resources, information technology, and quality 
assurance resources constantly monitor compliance and seek ways in which to improve our processes to enhance 
compliance levels and effectively incorporate future requirements into our business operation. 

Process 
Restrict information to least privilege. 

Individual user profiles determine 
access 

System locks out and records 
anything over three failed access 
attempts. 

System information will be available 
to representatives upon request. 
Controls to maintain information 
integrity will be in place and tested. 

Audit trails include logon, terminal ID, 
date/time of modification, system job 
identification 

Timestamp is displayed on any 
online inquiry against that 
information. 

Data can be traced from last 
recording to its source. 

Description/Purpose 
Security controls are established for system, application and data layers 
based upon functional roles and responsibilities being performed (Role 
Based Access Control or "RBAC"). For new users, supervisors fill out an 
access request form for subordinates, choosing a pre-defined role. That 
translates into role based security profile in our systems to ensure that 
users have access to only the functions and information needed to 
complete their work. Roles are regularly monitored and audited as part of 
our Internal Control Questions (ICQ) for SOX compliance. 
Each user is assigned a unique user id. IBM's Remote Access Control 
Facility (RACF) and Microsoft Active Directory are used to manage 
authorizations to individual systems. Some technical roles require the use 
of global capabilities. No global (superuser) capability exists today; nor 
do we plan on this capability in the future, per UnitedHealthcare 
policy. 

Automatic lock-outs are engaged after three failed credential attempts. 
Login attempts and lockouts are logged. The user must call the systems 
help desk and correctly provide two or more personal identifiers in addition 
to the user id in order to get the password reset. 
We currently make system information available to state/customer and 
other authorized agents upon request. 
We undergo regular SAS-70 audits and annual Sarbanes-Oxley audits to 
ensure that data integrity controls are in place for all our systems. Integrity 
controls range from referential integrity in our relational databases, 
automated job monitoring and record balancing of data exchanges, PKI 
authentication of external exchanges, administrative and clinical edits, and 
a variety of identifier validations (Member, provider, organizations). In 
addition, intrusion detection and file change control technology is also 
deployed throughout our security architecture model, ensuring that data is 
represented in our systems as legitimately intended. 
Our audit trails include logon, computer name, date and time of 
modifications and, for batched or scripted changes, trie job identifier. Audit 
logs are regularly monitored and audited as part of our ICQ for SOX 
compliance. 

Timestamps are applied to online inquiry and transaction logs. Those 
timestamps are displayed when history is reviewed. Date and time are 
also captured when a report is generated and can be displayed on trie 
report. 
Through trie use of unique IDs and key information (document control 
number, claim/Member/provider ID, transaction date), it is possible to trace 
data from any place in trie system back to trie source data, including paper 
documents. 

Department of Hnance and Administration (DFA) 
Health insurance Coverage under CHIP 

-80-

March 30, 2009 



UnitedHealthcare'. 
by AmeriChoice 

Mississippi CHIP 

Process 
Audit trail function is supported by 
reporting, error logs, transaction logs, 
etc. 

Audits are conductible at an . 
individual record level and a batch 
level 

System will prevent alteration of 
finalized records. 

Data processing systems are 
physically protected. 
Perimeter access to general facilities 
is physically protected. 

Fire protection is in place for 
processing site. 

Network is secured, particularly 
provider and Member service 
applications should not be directly 
accessible to trie Internet. 

Description/Purpose 
Our HIPAA, SOX and SAS-70 controls mandate that we have evidence to 
prove that our controls are in place and functioning. This necessarily 
means we must produce system listings, transaction reports, update 
reports, and transaction logs. These are reviewed as appropriate by either 
IT staff or by supervisors and managers within the business area. 
Our systems are able to facilitate both batch audits and audits of individual 
records. We do this at trie batch level via notifications of job completion 
and/or file transmission, balance control reports and EDI 997 functional 
acknowledgements. We support individual record audits via inquiry 
capabilities in our applications as well as secured access to back-end 
database records for authorized personnel. 
Once a record is finalized it is always available without capability for 
alterations. Changes would require trie use of additional records. For 
example, a change to a claim that has completed adjudication would 
require an offset and correcting record to be added. Trie accumulation of 
all trie records tied to trie same claim ID gives a complete and accurate 
view. 

Security systems are in place for trie data center and require electronic 
credentials to be presented before entry is allowed. 
Access to trie data center facility is restricted to credentialed individuals. 
Monitoring devices are in place and staffed 24 hours a day, 7 seven days 
a week. Processes are in place to admit approved guests. 
FM-200 and a pre-action sprinkler system are deployed for fire control in 
our data center. A dry pipe sprinkler system is present on trie loading 
dock. 
UnitedHealthcare has procedures, measures and technical security to 
prohibit unauthorized access to trie regions ofthe data communications 
network inside of our span of control. All Internet connections, whether 
outbound or inbound, are filtered through corporate approved firewalls, 
layers of firewalls and/or physically isolated from internal network 
connections. Our firewalls are configured to protect against unauthorized 
intrusions and limit external access to trie internal company networks. 
Vulnerability assessment technology is used throughout our internal 
operational infrastructure to assist with preemptively detecting and 
addressing operating system risks. Vulnerability assessments are 
performed at the external entry points as well to ensure ongoing 
appropriate control posture for UnitedHealthcare customer and proprietary 
information. Content filtering is established for virus detection and worm 
detection. Appropriate credentials are required to log on to trie internal 
network and automatic lockouts and password expiration are enabled. 
Some Member and provider service applications are available directly from 
trie Internet, in line with customer requirements; for example, provider 
claims status inquiry, provider directory and some wellness tools. 
However, any application that contains private information is secured and 
requires appropriate credentials. Regardless, UnitedHealthcare's internal 
applications, including those used for account administration, are not 
accessible via trie open Internet. Information on our password access 
control policy is available upon request. 
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Process 
Remote access to systems only 
takes place over VPN and must have 
two-factor authentication. 

A security risk assessment has been 
conducted and an information 
security plan is in place 

Description/Purpose 
UnitedHealthcare's innovative 'remote access' solution for broadband and 
dial-up is provided to employees via the iPass and Cisco VPN software 
clients. UnitedHealthcare recently implemented the use of RSA SecurelD 
strong two-factor authentication. We have invested heavily in remote 
access technology—in part to support our public sector field staff serving 
rural, remote areas. The iPass / Cisco combination allows the same PC 
client to be used for all access connectivity needs - whether the 
UnitedHealthcare user already has an Internet connection (broadband) or 
needs to use a phone line. We allow secure yet stable connectivity via the 
use of redundant nodes thru four of our parent company's locations. This 
helps to enable quick connectivity and multiple, yet secure entry points. 
Particularly with the use ofthe SecurelD option, we can support simplified 
logins—using the employee's Microsoft domain user name and password. 
Secure and efficient remote access is a must for mobile public sector staff 
members. 
Internal and corporate audits are conducted to ensure that systems and 
employees are in compliance with the information security plan. All 
employees completed online compliance training courses by November 
30, 2007. SAS-70 Audit results are available upon request. 

UnitedHealthcare, through the support of our parent, UnitedHealth Group (UHG), supports the goal of administrative 
simplification and the national standardization of health care transactions. We actively participate on the Workgroup 
for Electronic Data Interchange (WEDI), the X12 standards development organization, the National Uniform Billing 
Committee (NUBC) and National Uniform Claims Committee (NUCC). UnitedHealthcare and its business associates 
implemented all applicable HIPAA transactions in October 2002. Subsequently, we complied with requirements for 
the employer identifier and national provider identifier. We are currently planning for the proposed update of 
transactions to version 5010 and ICD-10. We will implement these mandates by the applicable compliance dates 
when they are published. 

UnitedHealthcare ensures compliance with HIPAA mandates through the auditable internal management and system 
controls that UnitedHealthcare has developed as a publicly-held company accountable to Sarbanes-Oxley legislation. 
UnitedHealthcare also undergoes regular SAS-70 Type II audits. The following subsections outline our HIPAA 
compliance in each of the mandated areas. 

Transaction Standards 

UnitedHealthcare processes electronic transactions for our clients using the Facets core processing system, and 
HIPAA Gateway and EDIFECS for electronic data interchange with trading partners. These systems are fully 
HIPAA-compliant and support all currently-mandated transaction formats, medical code sets, and unique identifiers 
including the National Provider Identifier (NPI) and the Employer Identification Number (EIN). At present, we are 
compliant with HIPAA version 401 OA, and are actively tracking version 005010 and the development of ICD-10 
coding so that we can prepare and be compliant on the respective effective dates. 

Supported transactions include: 

a Benefit Enrollment and Maintenance transaction (834) 
a Payroll Deduction and Other Group Premium Payment for Insurance Products transaction (820) 
a Medical claims transactions (837I, P, D) including institutional, professional, dental, and vision 
n Pharmacy claims transactions (NCPDP 5.1) 
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a E^rooic remittances^ 
a Prior A^orization request ( ^ 
a 5nreiiment Responses) 
a Claims Status inqu i^Pesponse^^) 
a Functional Aoknowiedgemant (99^ 

Supported medical code sets include: 

a Healtri Care Common Procedure Coding System (HCPCS) 
a Current Procedure Terminology(CPT) codes 
a International Classification ot Diseases, 9tri revisions 

codes) 
a International Classification otOiseases,9tri revision, Clinical Modification ICO-̂ CMVolum 

codes) 
B National Orug Code(NOC) 

Botriourautomated systems and administrative processes tullyimplementall current reguirementsottrie HIPAA 
Privacy and Security rules. 

P^acy 

Trie UnitedHealtricare Privacy Program is designed to promotecompliancewitriUnitedHealtricare's mission 
various tederel and state privacy regulations, including HIPAA and trie Gramm^eacri-BlileyAct(GL8A).lt^ 
structured into two major components Trie first is to provide employees witri various training and resources to 
supporttrieirday-to-day compliance activities. Second,trirougri various monitoring and control tools, it seeks to 
ensure employees are actually complying witri existing processes and promotes ongoing compliance trirougria 
proactive criange management approacri Trie UHG Privacy Ottice and business segment privacy and compliance 
teams are responsible tortrieoversigritottriis program 

Automated^systems controls: Pacets, our core transaction processing system, our EOI processes, our Interactive 
Voice Response (IVP) system, ourWebsites and podal,ourMACESS claims imaging and inguirytracking system, 
and our otrierintegrated applications are all HIPAA-compliantandadriere to all HIPAA standards and rules 

Administrative controls: All MemberServicesstattisspeciallytreined to assist Members and providers in fi^ 
gualityotcare concerns. Trie Member Services stattis trie primary pointotcontactwitri Members and,trieretore, 
triey are trained to solicit specific intormationwitrioutviolating any HIPAA and^orconfidentialityregu^^ 

^ec^y 

UnitedHealtricare manages and supportsarobustlntormation Security Program.Its protocols are based on industry 
practices, all applicable regulatory obligations, and customerconsiderations.Policiesand standards are used to 
manage trie specific reguirements and basic premise ot general computing, audit, and security controls. Trie 
Intormation Security Policies and Standards representtrie foundation otsecurity applied to and witriin trie 
UnitedHealtricare proprietary network intrestructure and critical application services Triese^^^ 
an annual basis, torwriicriaSAS^OType II report is issued and provided to all customers upon request 

Admlnlstratlvecontrols:OurCriietlntormat^ 
monitorCMS and legislative activities and work trirougri triese resources to continuallyverityourcompliancewitri 
HIPAA and otriermandates, and ensure triat our intormation systems and operations are adaptable to future 
reguirements, innovations, and adoption ofbest practices 

Akey component of our HIPAA compliance effort isourstafftraining program. Wrienourstatf accesses, transmits, 
and stores data files containing protected riealtri information orindividually-identifiable riealtri Infa^ 
protectedWe train ourstaffto recognize and adriere to HIPAA security,confidentiality and privacy reguirements 
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Staff undergoes mandatory HIPAA training during our New Employee Orientation program, along with annual 
refresher training, and their completion of these courses is required for ongoing employment. 

We provide ongoing training through LeamWell, an online portal that contains hundreds of web-based training 
sessions. Certain training sessions are mandatory to be completed annually, such as Cultural Competency, Ethics & 
Integrity, HIPAA, and Corporate Compliance. On the LeamWell portal, each employee's development status is split 
into two segments—"My Development Plan," and "My Development History." Trie mandatory programs are posted on 
each employee's "My Development Plan" site, along with trie length of trie course and a due date. As employees 
progress through training, new courses are added. As trie employee continues service with UnitedHealthcare, 
mandatory courses will refresh on the site. The "My Development History" site records the completed courses for 
each individual employee. A course is only considered "completed" when the employee passes trie pre- and 
post-training tests associated with trie course (most courses have tests), and/or the employee views trie entire 
presentation. The following table lists some of trie available LeamWell courses. 

Training Curriculum 
^^^pe^^ufREreg 
Course 1 
Course 2 
Course 3 
Course 4 
Course 5 
Course 6 
Course 7 
Course 8 

mmmMmmmmmmmmmmmmm 
Integrity and Compliance 
HIPAA Compliance 
Technical Refresh Course 
DBA Administrator Refresh Course 
System IS Security Officer (SISO) Refresh Course 
Six Sigma 
PMP/PMI 
Medicaid Concepts 

Additionally, company HIPAA policies and procedures are published on our intranet site for employees to reference. 
We also provide ongoing HIPAA awareness training and issue monthly e-mail security reminders to the entire 
organization, many from our Segment Information Security Officer (SISO), Lee deBruin. Topics include strong 
password selection, workstation security, incident reporting, and viruses and malicious software. 

Physical controls: Access to trie data center facility is restricted to credentialed individuals. Security systems are in 
place for trie data center and require electronic credentials to be presented before entry is allowed. Monitoring 
devices are in place and staffed 24 hours a day, 7 days a week. Processes are in place to admit approved guests. 

Technical controls: UnitedHealthcare has procedures, measures and technical security to prohibit unauthorized 
access to trie regions of trie data communications network inside of our span of control. All Internet connections, 
whether outbound or inbound, are filtered through corporate approved firewalls, layers of firewalls and/or physically 
isolated from internal network connections. Our firewalls are configured to protect against unauthorized intrusions 
and limit external access to trie internal company networks. 

Vulnerability assessment technology is used throughout our internal operational infrastructure to assist with 
preemptively detecting and addressing operating system risks. Vulnerability assessments are performed at trie 
external entry points as well to ensure ongoing appropriate control posture for UnitedHealthcare customer and 
proprietary information. Content filtering is established for vims detection and worm detection. Appropriate 
credentials are required to log on to trie internal network and automatic lockouts and password expiration are 
enabled. Some Member and provider service applications are available directly from trie Internet, in line with 
customer requirements (for example, provider claims status inquiry, provider directory and some wellness tools). 
However, any application that contains private information is secured and requires appropriate credentials. 
Regardless, UnitedHealthcare's internal applications, including those used for account administration, are not 
accessible via the open Internet. Information on our password access control policy is available upon request. 
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Security controls are established for system, application and data layers based upon functional roles and 
responsibilities being performed (Role Based Access Control or "RBAC"). For new users, supervisors request access 
for subordinates through our automated Security Access Tracking System (SATS), choosing a pre-defined role. That 
translates into a role-based security profile in our systems to ensure that users have access to only the functions and 
information needed to complete their work. Roles are regularly monitored and audited as part of our ICQs for SOX 
compliance. 

We use secure file transfer protocol (SFTP) for all transaction/data files into and out of our HIPAA Gateway. We also 
have secure e-mail capabilities when communicating with our state partners. 

mma#m#a^#^m«#gmm:m:ms 
UnitedHealthcare's Chief Information Officer, Les A. Sowa, is the key individual leading the company's efforts to 
comply with HIPAA administrative simplification mandates. Mr. Sowa reports'to Dr. John Blank, the Chief Operational 
Officer. For HIPAA privacy matters, Mr. Sowa collaborates with the Privacy Officer, Paul E. Sturm, and with Lee 
deBruin, Segment Information Security Officer, for security matters. 

^^a^-^'" 

At this time, UnitedHealthcare has no initiatives underway to obtain formal 'certification' with respect to the HIPAA 
Security Rule, Privacy Rule or Transaction and Code Sets. As part of our ongoing HIPAA Security program 
enhancement and maturation, we are considering different alternatives for certification (for example, HITRUST). 

Electronic Data Interchange and Medical Data Code Sets 

Yes, the Facets core processing system fully supports HIPAA XI2 electronic transmission formats and has the ability 
to receive and send these transactions. UnitedHealthcare tightly integrates Facets with TriZetto's HIPAA Gateway 
translation engine. All incoming and outgoing transactions pass through the HIPAA Gateway which receives, edits, 
and reformats incoming data for Facets, and accepts outbound transactions from Facets which it reformats into 
HIPAA-compliant X12 format and sends to trading partners. 

. B ^ - H o w ^ 
The HIPAA Gateway translation engine detects non-compliant transactions through its extensive editing processes 
and returns the entire transmission file to the submitter with the appropriate error information. We follow the standard 
HIPAA guideline edits and return a standard 997 acknowledgement/response file. The 997 indicates if (1) all 
occurrences of a transaction were accepted or (2) if one or more were rejected, it identifies the segment(s) and . 
element(s) in error. 

UnitedHealthcare's systems do not currently support receipt of attachments within HIPAA-compliant X12 
transactions, but we can work with the Board to understand and satisfy the requirements. 

#- M^m^m^^^MM^&^Ms^^^m^^^^^^^x^-
The HIPAA Gateway software fully edits each incoming transaction to determine compliance with HIPAA. 
Additionally, after the HIPAA validation, each claim is pre-edited before adjudication to verify trie Member's and 
servicing provider's IDs. if either of these IDs is invalid, trie claim is rejected for adjudication, and notification is sent 
to trie originating provider, noting trie error. Claims passing these edits are loaded into our core transaction system, 
Facets, where they are adjudicated and processed for payment. 
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Our systems currently support mandated HIPAA Electronic Transmission Standards, 4010A1, as defined in the 
associated HIPAA Implementation Guides. 

Privacy and Security Standards 
/ N A ' . „ • ' V v r v : • - • \ v ^ ^ , . ~ Y - r - r ' : — , t r ^ ? , - r ^ ^ r ? ^ — ' V - - * - ! . j - - - -bV**—" - • \ r > ' : v '•.•i-v*-.-3-v.:>" ; >,? • 

^ -Whatpn^^ 
UnitedHealthcare maintains comprehensive policies and procedures that govern privacy and security. The following 
table summarizes policies within Security and Privacy subcategories, found on our Shared Policy and Resource 
Knowledgebase (SPARK) Policy Center. Each policy is supported and administered through numerous procedures 
that are documented and applied throughout trie organization as appropriate to specific functions. Additionally, every 
employee in our organization is required to complete an annual privacy and security training and certification 
process. Employees, newly hired or long term, undergo Computer Based Training in cultural competency, integrity 
and compliance via our web-based training tool, LeamWell. 

Policy Subcatego 
Information 
Information 
Information 
Information 
Information 
Information 
Information 
Information 
Information 
Information 
Information 
Information 
Privacy 
Privacy 
Privacy 
Privacy 
Information 

Security 
Security 
Security 
Security 
Security 
Security 
Security 
Security 
Security 
Security 
Security 
Security 

Security 

Access Control Policy 
Application Development Policy 
Business Continuity and Disaster Recovery Policy 
Communications Management Policy 
Network Security Policy 
Operations Management Policy 
Personnel Security Policy 
Physical Security Policy 
Risk Management Policy 
Security Management Policy 
Security Monitoring and Response Policy 
Third Party Security Policy 
Information Security and Privacy Incident Response and Communications Policy 
Privacy Practices 
Protecting Information Assets & Confidential Information 
UnitedHealth Group Personal Information and Data Protection 
Application Development Policy 

'^'u^K''! y^,:';: 
;- •-• ... " 67v. Are .employees required td 5!gM GdM^M^|!^g|^r^M^ -i i 't }r 

Yes, all employees are required to sign confidentiality agreements at the time of hire. These agreements clearly 
define the employee's requirements with respect to confidentiality, including adherence to HIPAA privacy rules and 
handling of protected health information. Trie confidentiality agreement also clearly defines sanctions should 
confidentiality be violated. Additionally; as previously stated, employees complete mandatory HIPAA privacy training 
upon hire and annually, thereafter. 

5£,;:,Ppy6u^ • % '"-'^ 
We do not anticipate that any employees working on trie MS CHIP project will have a Contract. However, 
UnitedHealthcare maintains standard job descriptions and training for specific job functions (for example, claims 
processors must complete a nine-week training program to ensure payment.accuracy when manually adjudicating or 
adjusting claims). We will provide workflows, job descriptions and training programs for each MS CHIP position and 
employees will receive our comprehensive HIPAA, ethics, integrity, and Medicaid training, in addition to job-specific 
training. 
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Yes, we anticipate that the following subcontractors, who are all UnitedHealthcare-related companies, may handle 
protected health information (PHI) in their delivery of services to Members, or use of Member data: 

H ACN Group, Inc. 
H United Behavioral Health (UBH) 
B Dental Benefit Providers, Inc. (DBP) 
a Ingenix, Inc. 
a Prescription Solutions, Inc. 
B Spectera, Inc. 
a NurseLineSM. 

Since all subcontractors are UnitedHealthcare sister entities, their employees are subject to trie same rigorous 
training and performance requirements that govern UnitedHealthcare. We can, therefore, ensure that they are fully 
compliant with HIPAA requirements and trie management and protection of PHI. Further, to define and enforce 
performance requirements, including privacy provisions, we execute an Administrative Services Agreement (ASA) 
with each entity that specifically defines the role, responsibilities, and requirements that the subcontracting 
organization must meet. Additionally, to further secure protected health information, we execute HIPAA Business 
Associate agreements with each company, specifying, in detail, the mandated privacy requirements. 

Eligibility inquiries may originate from several sources including trie Interactive Voice Response (IVR) system, trie 
provider web portal, and telephone inquiries to the Call Center. All eligibility inquiries use trie Facets database as the 
single source-of-truth for Member enrollment information. 

Automated Inquiries: Trie system manages automated inquiries according to trie security and formatting 
requirements configured for each customer and type of inquiry. The system maintains an audit trail for each 
transaction by creating a record in an SQL Server database that an inquiry was made, the date it was made, and who 
made the inquiry. This feature enables system-wide logging and tracking of transactions with traceability to trie 
source. Trie information returned in each response is governed by trie information access privileges/restrictions 
defined for trie inquirer and the data content limitations/requirements of trie transaction format. We provide the 
information shown in trie following table. 

Data Furnished for Provider-Web Portal Inquiries 
Subscriber Information 
• Name 
• Member ID 
• Birth Date 
B Gender 
B Plan Sponsor 
B Group 
B Address 
a City, State and ZIP Code 

Patient Information 
a Name 
a Benefit Begin Date 

Data Furnished for IVR Inquiries 
Patient Information 
B Name 
H Address 
B City, State and ZIP Code 
B Telephone Number 
a Benefit Begin Date 
a Benefit End Date 
Q Group Name 
a Plan 
B Birth Date 
a Gender 
B Relationship 
a Primary Care Physician (PCP) 
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Data Furnished for Provider.Web Portal Inquiries ....., Data Furnished for IVR Inquiries 
a PCP Telephone Number 

Coverages 

Copays 

Deductibles 

Out of Pocket Maximums 

• Benefit End Date 
B Plan 
Q Birth Date 
a Gender 
B Relationship 
B Primary Care Physician (PCP) 
a PCP Telephone Number 
a Other Insurance 

Benefit Summaries 

Benefit Plan Information 

Benefit Maximums 

Telephone Inquiries: Telephone eligibility inquiries received in trie Call Center are answered by trained Customer 
Services Representatives (CSR). These individuals receive extensive job training in use of UnitedHealthcare 
systems, program eligibility requirements, use of telephone equipment and software, telephone etiquette, and HIPAA 
and other applicable privacy and security requirements. GSRs log all inquiries in MACESS, our document imaging, 
workflow and call tracking system. MACESS allows us to capture, track, manage and monitor provider (and Member) 
inquiries. Customer Services Representatives document all calls, including eligibility inquiries, in MACESS and 
record extensive information including date, time, Provider ID, Member ID, type of information requested, and call 
resolution status (that is, resolved, open, referred, etc.). CSRs are highly trained in determining what information can 
be released and strictly adhere to trie "minimum necessary" rule. Information conveyed for an eligibility inquiry would 
include confirmation of program/benefit eligibility and eligibility dates, and the information listed in the table above, as 
appropriate forthe question(s) asked. The MACESS system enables full tracking and recall of information concerning 
any inquiry received in trie Call Center. 

^iVrV.-- ' - .or --v.- f ^ ^ j ^ f - - -'~ "i^T-^T,' r''^«tiA'-:."Vt"Tj.*.";*7A'v^% ' .-^vrt^:.; . ;r^. ,r^^.-^rj^^^-7f f lp?l% _>?iA.?P^.r ' ' ' ' ^ rj-.-CtfTrr-*--:* Tifr.v?.- r ; . r i V A - r \ " ' - ^ . J ' % r 

Yes, UnitedHealthcare fully satisfies trie overall requirements of trie HIPAA Privacy Rule and continuously monitors 
our compliance against those regulations. 
- i A ^ K 1 . •>> ; T W - r v . - a : ; / . - — ' v ; ^ ? : ' ^ \ % ' : ^ - r T ^ ^ f 

W;.D(^s; yours 
Yes, for all UnitedHealthcare information technology systems containing confidential or protected Information, logs 
are always activated and monitored on a regular basis to ensure individual accountability and to enable incidents to 
be investigated and resolved. Specific retention periods are determined by the criticality ofthe application. Audit trail 
logs are active at all times and protected from unauthorized access, modification or destruction. We maintain formal 
documentation that describes these monitoring activities as part ofthe UnitedHealth Group - Po//c/es - Information 
Security, June 2008 manual, Section 06_0, Security Monitoring and Response Policy. Upon request, we will make 
this highly-confidential document available for review by trie Board. 

t - f e ^ T " - • • 

Yes, trie accounting firms of Ernst & Young and Deloitte & Touche perform ongoing Sarbanes Oxley (SOX) audits 
that include tests of our IT controls. 
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Yes, risk and vulnerability assessments of UnitedHealthcare's network environment and applications are performed 
on a regular basis. Assessment results are analyzed and any identified issues are prioritized and remediated based 
on risk level. We maintain formal documentation that defines our risk management policies for information security 
(UnitedHealth Group - Policies - Information Security, June 2008, Section 02.2 Risk Assessments) and our 
Vulnerability Management Program [UnitedHealth Group - Vulnerability Management - Vulnerability Management 
Program Overview, August 2008). Trie Information Risk Management organization executed the most recent network 
vulnerability scan during the week of March 6, 2009. Upon request, we will make these highly-confidential documents 
available for review by trie Board. 

Yes, UnitedHealthcare fully satisfies the overall requirements ofthe HIPAA Security Rule and continuously monitors 
our compliance against those regulations and standards. 

Reporting Capabilities 
y. -r ;-rr7;v^rr>27iV i,v/v: : . - ?v«n-? i r , ^ii^errrrwrr=t)(7ri*x---i-is*^> ?.jarr.:~!r>: 

UnitedHealthcare has reviewed the reporting requirements in Section 11.4 ofthis RFP. The following table 
summarizes our ability to produce these reports and shows the report requirement, confirmation that our systems 
have the capabilities to produce each type of report, any data elements that are not currently reported, and the name 
of the report as provided in Exhibit H. While our reports do not allow a one-to-one correspondence with the requested 
reports, our systems capture and can make available all required data elements in the structures and formats 
desired, as validated by our Reporting Analyst. The reports listed below and submitted as samples are representative 
of the wide range of information reporting that we support and attest to our capability to satisfy our customers' 
comprehensive reporting requirements. We provide more than 2,000 operational reports throughout our systems. 

Many of our reports contain multiple views of the same data, the data may be grouped or aggregated differently to 
create different views, and some reports may have a Summary Tab, as well as additional detail tabs. Therefore, the 
same report may appear multiple times in response to multiple requirements. In addition, our reports are generally 
developed to allow a user to enter the desired date range, as well as many other report run parameters, as needed 
for a specific request. 

Reporting Requirement 
a. Executive 

management report 

b. Inpatient utilization 
report 

c. Outpatient utilization 
report 

Available 
(Y/N) 
Yes 

Yes 

Yes 

Data Elements Not Provided 
All specified data elements can be 
provided, with the exception of co-payments 
which is available and could be added to 
the report. 
All specified data elements can be 
provided, with the exception of Ineligible 
Charges which is available and could be 
added to the report-
All specified data elements can be 
provided. 

Report Name (Exhibit H) 
CM Inpatient Facility Cost 
Analysis/Admissions by 
Business Segment 

CM Inpatient Facility Cost 
Analysis/Admissions by 
Type 

Utilization 
Summary/Utilization Line 
Cost Drilldown 
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Reporting Requirement . 
d. Prescription drug 

utilization report 

e. High amount claimant 
report 

f. Network and 
nonparticipating 
provider utilization 
reports 

g. Paid medical claims 
by major diagnostic 
category 

h. . Prescription claims 
paid by therapeutic 
categories/list of top 
25 dispensed drugs 

i. Annual and monthly 
claims lag report 

j . Utilization 
management activity 
report 

k. Disease management 
program activity 
report 

I. Triage program 
activity report 

m. Other standard 
reports 

Available 
7N) Data Elements Not Provided M 

Yes All specified data elements can be provided 
with the exception of Total Charges and 
Ineligible Charges which are available and 
could be added to the report. 

Yes All specified data elements can be 
provided. 

Yes All specified data elements can be 
provided, with the exception of co-payments 
which is available and could be added to 
the report. 

Yes All specified data elements can be 
provided. 

Yes All specified data elements can be 
provided. 

Yes All specified data elements can be 
provided. 

Yes All specified data elements can be 
provided, except that this report does not 
show inpatient authorizations by Type. 

Yes All specified data elements can be 
provided. 

Yes All specified data elements can be 
provided. 

Yes UnitedHealthcare systems produce a broad 
variety of additional standard reports to 
satisfy diverse user needs. Trie Report 
Inventory submitted in Exhibit I lists trie 
more than 2,000 available reports. 

Report Name (Exhibit H) 
Pharmacy Summary -
Employer Prescription 
Claims Summary/G-MS-
SS 
Catastrophic Members -
Medical Drug Aggregate 
Employer Provider 
Utilization 

CM Inpatient Facility Cost 
Analysis/by MDC View -
available for Inpatient 
DRG 
Pharmacy Summary/ 
Drug Class Utilization 
w/Chart 

Claim Lag Demo 

Member Utilization. 
Referral Approvals & 
Denials 
Home Health Care 
Analysis - Referrals With 
Cost 
Case Management 
Utilization Management 
Service Groups Demo 
NurseLine Outcomes 
Report 
NurseLine Utilization 
Report 
Not Applicable 

During trie contract implementation period, UnitedHealthcare technical staff and business analysts will collaborate 
with trie Board to review and select trie appropriate standard reports, determine required modifications, develop an 
approach for generating any reports/data elements not currently produced and schedule report production according 
to state requirements. 

•90-
Department of Finance and Administration (DFA) 
Health Insurance Coverage under CHIP March 30, 2009 



UnitedHealthcare" Mississippi CHIP 
by AmeriChoice 

i77,,#eas^ 
Counted claims are those that successfully pass front-end edits, receive a Document Control Number, and enter the 
Facets system. UnitedHealthcare performs rigorous automated front-end editing for all incoming claims and 
encounters to verify submitter validity, format, and data content/integrity. Prior to loading into Facets, the system 
applies automated edits to claims for formats and specific content rules such as presence of valid provider/Member 
IDs, valid birth year, and dollar amounts. Claims that do not pass these edits are returned to trie provider and do not 
enter trie system to be included in claims counts. These "up front" measures ultimately ensure trie completeness and 
accuracy of claims/encounters received, trie adjudication process, data transmissions of encounters to DOM, and 
reporting. 

Trie claims receipt, editing, adjudication, and payment processes also include extensive balancing and reporting 
controls that immediately identify potential discrepancies and maintain trie integrity of our claims statistics. We 
produce a variety of Crystal and Business Objects reports that are made available to our Operations and Claims 
management teams for review of claims for completeness and accuracy of data. 

ll^t-XuT''- r ••xtr-^iii"" " rrtr. 

As previously stated, UnitedHealthcare produces more than 2,000 standard reports. Our comprehensive data 
warehouse and sophisticated reporting tools enable us to meet virtually any reporting requirement. Our reports are 
designed to provide maximum flexibility and choice for the user so that customization for individual needs can occur 
through an interactive selection process and without the need for intervention by technical resources. Our robust 
reporting capabilities allow reports to be easily configured to meet specific requirements using powerful features such 
as: 

a Summary and detail tabs 
a User-defined date range for production 
a User-furnished selection parameters 
a Multiple views showing data in various groupings 
a Ranking and filtering parameters within trie report 
n Summary reports that have associated drilldown reports 
a Multiple sorting and aggregation options. 

As an example, trie Member Utilization Report, provided as Exhibit H in Section 6, Required Exhibits, provides a 
year-to-date and rolling 12-month statistical report. This report will show statistical information by month for a 
12-month period. Trie information provided for each month includes Admits, Discharges, Discharge Days, 
Admits/1000, Discharges/1000, Days/1000 and Average Length-of-Stay. Trie user can customize this report using 
any or all of trie following prompts: 
a End Date 

a Member Line Of Business 
a Super Group 
a Employer Group(s) 
a Risk Pool 

a Op Site - Defined by trie risk pools associated with that Op Site, 
a Place of Service 
a Facility. 

Thus, a single report may satisfy dozens of individual reporting requirements. 
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our extensive reporting oapabiii^ we have soiooted six additions reports^ 
beiow and have been provided as ExhibitiinSeotion^Reguired Exhibits: 

a Case Management EPSOTOemo—provides Oase ManagementEPSOT data and basaOetaiiTabanda 

Summary. Tab. Tbe report can be configured through tbe toilowing prompts: 

^ Service Oates based on Oase Begin and Case End Oates 

^ MemberLineot Business 

^ EmpioyerGroup 

^ Member Risk Pooi 

^ OpssiteCode-Oefined bythe risk Roois associated with the Op Site 

^ Case ManageriO 

^ Supergroup iO 

^ Member Key 

^ User Name 

a Electronic vs. Paper Receive Rates: Level 2—showsthe receive rate percentagesot electronic versus paper 
tor providers. Selection criteria include beginning and ending dates, Provider 10, and Provider Tax 10. 

a Employer Provider Utilisation Summary—may be used to provideasummaryot Hospital, Medical and 
Pharmacy utilization torthe selected EmployerOroups(s).The data issummarized atthe providerlevel. User 
selection parameters include Service Begin and End Oates, Payment Begin and End Oates, Supergroup, 
Employer Group and Client 10 

a MACESS Monthly Summary Report—providesacounttorspecificcategones and broad categories and 
includessectionstorSatistaction Level, CallerType, and BenefitType.Userselection parameters include: 

^ Start and End Oates 

- OpSite(s) 

^ CallerType^) 

^ Employer Group(s) 

- Contact Method(s) 

- SatistactionLevel(s) 

^ OepartmentNumber(s) 

^ Supergroup IO(s) 

^ HMO Indicator 

a Provider Ranking Report—isaproductionreporttoraUnitedHealthcareclientand is designed to assist in 
targeting suspected providers torpotential Audit Selection. Userselection parameters include: 

- Pirstand Last Service Oates 

^ Pirstand Last Payment Oate 

^ Last Payment Oates 

^ Specialty Code 

^ Provider Type 

^ Ops Region 

^ OpsArea 

^ Provider Risk Pool 

a Call Count Summary—providesacountotcalls by State, MemberLineotBusiness, Originating Oepartment or 
OP Site. This report also features multiple userselection criteria 
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Additionally, we are able to provide any reports identified by the Board in the sub-groupings specified in RFP Section 
11.4.1, provided enrollment data is supplied with identifying sub-group data. We will configure existing reports during 
the implementation process to achieve the desired aggregations and totals. 

UnitedHealthcare recognizes the need for information support that is specialized to key areas of care management, 
plan operations, and financial indicators. We have the capability to provide reports and data sets for report generation 
on an ad-hoc basis to the Board. We have a standard and enhanced reporting data warehouse and reporting tools. 
UnitedHealthcare management has access to our decision support system in a secure, inquiry-only environment, 
linked to our comprehensive, mirrored data warehouse. This access will allow for real-time reporting and analysis 
without affecting our core production systems. Role Based Access Control (RBAC) is in place to ensure appropriate 
access for individuals. Authorized UnitedHealthcare users will have access to integrated MS CHIP data across a 
variety of reporting domains and subject areas including eligibility, enrollment, claims, utilization and service cost, 
provider, and other clinical data. Users will have trie ability to set a wide variety of reporting parameters within these 
domains (for example, time period, region, service category, and key Member demographics) and execute trie inquiry 
and resulting ad hoc reports online. This capability will allow UnitedHealthcare management to drill down to analyze 
clinical indicators and costs among particular subgroups and compare trends over time. UnitedHealthcare is looking 
forward to coordinating efforts on a methodology for creating and providing ad hoc reports to support trie Board's 
data analysis and general reporting requirements. 

Reporting System—The primary source of data for standard and ad hoc reports is our data warehouse, Strategic 
Management Analytic Reporting Tool (SMART). Statistical computations and final reports will be generated using 
pre-defined templates built from the Business Objects (BO) and Crystal Reports suite of decision support tools. 

UnitedHealthcare's Reporting team supports many standard and ad hoc reporting needs, using our National Queue 
(NQ) report request application, the data warehouse/data repository, HEDIS reports and trie BO/Crystal Reports suite 
of tools. UnitedHealthcare's MS CHIP management team will be able to request new standard and ad hoc reports 
through trie NQ. They are then able to securely access standard, pre-defined and ad hoc reports through the 
Reporting Portal. They can also modify variables to some reports and run them on demand to satisfy new or one-time 
reporting needs. Some pre-defined reports have been established to provide general statistics, while others are 
specific to trie individual health plans. Security, inherent in the Reporting Portal, ensures managers and internal 
teams only have access to trie reports and data to support their current role and function. 

Reports will be provided to trie Board via Secure FTP, e-mail or secure e-mail, depending on state requirements and 
trie nature of trie data within the reports. 

Ad hoc Reporting Fee—UnitedHealthcare has historically worked with our customers to respond to reporting 
requests and satisfy client informational needs. Most reports can be readily produced from trie data warehouse and 
do not require significant resources. For more robust reports that require additional resources UnitedHealthcare 
charges a blended rate of $78/hour. This rate is based on our existing agreement with our vendor, Cognizant, which 
provides development support and support with trie ad hoc reporting needs of our customers. We will work with trie 
Board to define trie level of ad hoc reporting activity necessary to support the MS CHIP program and jointly agree 
upon trie amount of services that can be accommodated without additional charges. 

Report Examples—Examples of previously-developed ad hoc reports for clients include the following reports; no 
additional fees were associated with a producing these reports: 

y Claim adjustments by reason codes 
B Claims by adjudication date 
a Daily adjusted claims 
a Maternity claims 
a Special pended claims 
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s Check posting of pended claims 
a Procedure code verification 
a 1099 miscellaneous report 
a High dollar claims report. 

Data—Data is fed to the UnitedHealthcare data warehouse from Facets, our core transaction processing systems 
(claims, eligibility, provider data), CareOne (authorizations and related clinical operations data), and MACESS 
(Member and provider inquiries). Member risk stratification and scoring is also loaded into our data warehouse, 
resultant from processing through.ImpactPro, a state-of-the-art analytical tool developed and supported by our sister 
segment, Ingenix. Call statistics (for example, total talk time, time on hold) are generated from our Virtual Call Center 
database. Data reports also include trie HIPAA-compliant transaction files (837 outbound transaction sets for 
institutional, professional, dental, and vision claims, and NCPDP 5.1 pharmacy claims). 

Resources—Our MS CHIP leadership team will have access to, and support from trie various technical, financial 
and reporting teams, ultimately to support trie standard and ad hoc reporting needs ofthe Board and to satisfy our 
contractual agreement. Our UnitedHealthcare Reporting Team is dedicated to support our various health plans' 
reporting needs and has access to data from our data warehouse and other data processing mechanisms, as well as 
innovative reporting tools and approaches, like our Reporting Portals, National Queue User Report Request System, 
and SMART data warehouse/data analytics and reporting system, to further support state reporting needs. 

^ 
•KK A T r : 

. -a^dGi^yy^ s., i-,. 
Yes, UnitedHealthcare offers data management capabilities that are comparable to Thompson Reuters (Healthcare), 
Inc. Our data management systems are built on our data warehouse, SMART. The data warehouse is populated with 
information from our core systems which themselves produce a multitude of standard reports. The data warehouse 
enables overall reporting and provides a longitudinal and comprehensive view of all key operating metrics of our 
health plan operation. 

The SMART Data Warehouse is an analytics system for enhanced reporting for predictive care models, episodes of 
care, claims lag, utilization, unit costs, provider profiling, Member retention and other analytical capabilities. It is a 
multi-dimensional data warehouse that collects information from the various operational systems on a daily, weekly 
and monthly basis; depending on trie data source. Information stored in this warehouse includes geographic, line of 
business, service category, product data; Member and provider demographics, provider contracts; revenue capitation 
data by rate cell; claims/encounters for each service category; appeals; service authorizations by day, diagnosis and 
level of care; actuarial reserving completion factors; and disease management categorizations and risk stratification 
scores by Member. 

SMART is integrated with key systems and tools that, together, enable program and budget performance evaluation, 
fraud and abuse investigation, management of special populations, and legislative and policy development support 
activities. Trie following table summarizes these tools and their capabilities. UnitedHealthcare does not anticipate any 
significant setup issues associated with providing these products forthe MS CHIP program. 
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Product 
CareOne Care/case/disease 

management of 
special/target populations 

ImpactPro Member risk stratification 
and scoring 

Ingenix 
Detection 
Software 
(IDS) 

Fraud & Abuse activities 

Facets Data 
Warehouse 

Statistical reporting 

Capabilities 
Our proprietary clinical platform, CareOne, supports disease, case 
and utilization management. UnitedHealthcare designed CareOne, a 
sophisticated electronic care management system that includes 
clinical decision pathways and uses assessment information to create 
individualized treatment plans based on trie participant's health care 
needs and goals. CareOne is a robust care management application 
that integrates evidence-based guidelines and clinical data, including 
data generated through ImpactPro (see below) and the 
comprehensive assessments performed by our care managers. 
CareOne allows UnitedHealthcare care managers to update and 
manage care plan records and create care plans, in coordination with 
trie Member/Member's family, primary care provider and any 
specialist providers, which are objective, measurable, appropriate 
and achievable. 

CareOne integrates care, disease and utilization management 
activities for all physical and behavioral health services and provides 
automated workflow tasking, reminders and triggering to ensure 
provider and care management adherence to protocols. 

ImpactPro® is our proprietary, evidenced-based predictive modeling 
and care management analytics solution. ImpactPro enables us to 
analyze clinical, risk, and administrative profile information. Trie 
Medical Management team uses ImpactPro to support our 
comprehensive utilization and disease management programs. 
ImpactPro is a state-of-the-art predictive modeling system that is 
based on simple, yet core principles. Care managers use ImpactPro 
to easily identify, profile and stratify plan Members into actionable 
groups based on one ofthe industry's leading predictive modeling 
systems. ImpactPro helps care managers determine which Members 
require specialized intervention programs and which intervention 
programs will have the most impact on trie quality of Members' 
health. 

Ingenix® Detection Software (IDS) allows us to identify and scrutinize 
questionable claims before payments are actually made, and also to 
conduct detailed post payment reviews. IDS rigorously reviews all 
post-adjudicated claims before payment. Among other checks, IDS 
screens for unbundled codes; up-coded, invalid and duplicate codes; 
code fragmentation; patient age (if CPT code is age specific); patient 
gender (if the CPT code is gender specific); place of service (must be 
appropriate to the procedure performed); pre and post operative 
intervals (days); and modifiers (verify that modifier is billed with an 
appropriate CPT code). IDS also identifies providers who have been 
flagged, based on factors such as previous suspect billing practices. 
UnitedHealthcare's Special Investigations Unit (SIU) utilizes IDS as a 
major component of its Fraud and Abuse detection activities. 

Trie data warehouse supported by our core processing system, 
Facets, houses claims, financial, administrative data and reporting 
applications to enable a broad array of statistical/analytical reporting 
supporting program management activities. 
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Disease Management Programs 
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We have been providing an asthma disease management (DM) program since 1982, when UnitedHealthcare was 
first established. We have focused on optimizing the health and well-being of Members with chronic illnesses and at 
high risk for adverse medical outcomes. The program continues to improve with clinical and technology advances. 

We estimate that over 55,000 participates are served through our asthma DM programs in 23 health plans covering 
2.3 million lives in 22 states. We are unable to provide an exact number of individuals participating in the asthma DM 
program due to trie fluctuation of enrollment in the programs and characteristics of our Members. 

No, we do not anticipate subcontracting any aspect of our asthma DM program. 
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We use retrospective and prospective methods to ensure potential Members are identified as eariy as possible. 
Prospectively we conduct a brief Health Risk Assessment (HRA) during new Member calls and assign risk scores to 
stratify Members for DM interventions. We also continuously forecast risk through predictive modeling of our claims 
data. Our multi-dimensional, episode-based predictive modeling tool, Impact Pro™ compiles information from 
multiple sources including claims, laboratory and pharmacy data and uses it to predict future risk for intensive care 
services. We supplement these primary data sources with additional sources including, but not limited to: 

= Member reported health needs in calls made to our Member Services Department 
• Pharmacy and lab data indicating the incidence of a specific condition (for example, inhalers) 
a Emergency room utilization reports, hospital census reports, authorization requests and transitional care 

coordination requests 
m Physician referrals 
B Referrals from health departments, rural health clinics and FQHCs 
a UnitedHealthcare clinical staff referrals. 

v-;-\v*itV^"iTr^^^ > '•• '"-v ~ •;•>•" ^ •.-E-VV>—7-;- p^-- v-r 7:;-T—/•...-•.!»• • r*-. - s' 

t V i : : . . O . ^ ^ | ^ ^ ^ ^ . P ^ ^ - O | ^ ' ^ : . ^ . • ^ , . • V , : . ^ : . i- -
UnitedHealthcare DM programs are part of our innovative Care Management Program. Our Care Management (CM) 
program is guided by trie principles of trie UnitedHealthcare Personal Care Model. We developed the Personal Care 
Model to address the needs of medically underserved and low-income populations. We have successfully 
implemented trie Personal Care Model for CHIP Members in 17 states. The Personal Care Model emphasizes trie 
whole individual, including environment, background and culture. 

Identifications and Stratification 

As described above, trie HRA and ImpactPro are primary tools for identifying Members for the asthma disease 
management program. 

Health Risk Assessment. 

Health Risk Assessments are scored to determine risk. Members assessed to have a HRA score greater than 4.73 
are stratified as high risk, while Members assessed to have a HRA score less than 4.73 are stratified as low to 
moderate risk. HRAs are stores in our CareOne System which prompts Care Managers when a Member's data 
shows non-compliance with asthma clinical practice guidelines. 
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ImpactPro 

Our multi-dimensional, episode-based predictive modeling tool, Impact Pro™ compiles information from multiple 
sources including claims, laboratory and pharmacy data and uses it to predict future risk for intensive care services. 

On a monthly basis, Impact Pro uses algorithms to identify Members for disease management and stratify them into 
risk levels by severity of disease and associated co-morbidities. For asthma, the algorithm takes into consideration 
inpatient and emergency room (ER) use. An "Overall Future Risk Score" is assigned to each Member based on trie 
Impact Pro algorithm and represents trie degree to which trie asthma DM program has the opportunity to impact 
Members' health status and clinical outcomes This assists Care Managers in identifying Members who are most 
likely to benefit from interventions. 

Impact Pro produces provider letter notifications of Members who have generated care opportunities related to the 
asthma DM program. These evidence-based medical guidelines highlight opportunities for improving care. Impact 
Pro also produces reports that identify for providers their at-risk Members and all missed care opportunities. These 
reports can be accessed online through our secure provider portal. 

Outreach and other Identification Processes 

While HRAs and retrospective data are trie first line of identification of new Members in trie UnitedHealthcare DM 
programs, we have developed an extensive outreach program that supports real-time identification and referral for 
our asthma DM services. Through community partnerships and relationships, our staff encourages and educates 
providers, ER staff, and hospital discharge planners to refer program Members for a greater intensity and frequency 
of asthma DM interventions when trie situation requires it. 

We supplement the HRA and ImpactPro identification process through several other methods. One of these 
approaches is an extensive outreach program that supports real-time identification and referral for our asthma DM 
services. Our staff encourages and educates providers, ER staff, and hospital discharge planners to refer program 
Members for a greater intensity and frequency of asthma DM interventions when the situation requires it. We also 
rely on partnering programs and agencies to identify those Members most at need. Our DM staff is responsible for 
collaborating with other community partners such as program care managers, clinic staff, other health care team 
community partners, and fiduciary entities in order to identify Members. Finally, in addition to claims and pharmacy 
data, we integrate authorization and pre-certification information into the DM software system. This data provides 
real-time identification of Members experiencing health care barriers and self-care deficits. 

DM Interventions 

After a Member has been identified, trie asthma Care Manager contacts trie Member's parent or caregiver by 
telephone and sends program and health education materials targeted to the Member's specific care opportunities. 
Trie accompanying letter informs trie Member's parent or caregiver on how to use trie asthma DM services, how the 
Member became eligible to participate in trie asthma program and how to opt out if they do not wish to participate. 

Because our DM program provides benefits and quality-of-life improvements that ultimately impact the overall costs 
in care, our enrollment staff makes every attempt to enroll Members in trie asthma DM program. We employ a 
number of strategies to locate and contact trie Member's parents or caregivers, including after hours calls, searching 
for updated Member information by contacting the PCP/specialist office and reviewing prior authorization information, 
and sending written correspondence. We document and track contacts to ensure that all options have been 
exhausted prior to reporting failure to contact. 

Once a Member agrees to enroll in the asthma DM program, trie Care Manager performs a comprehensive pediatric 
asthma health risk and needs assessment that identifies additional risk factors, current and past medical history, 
personal behaviors, family history, social history, and environmental risk factors. This information is used to augment 
and validate trie risk stratification of Members. 

-97-
Department of Finance and Administration (DFA) 
Health Insurance Coverage under CHIP Marrh onno 



U n i t e d H ^ t h o ^ M ^ s s ^ O ^ P 
byAm^Cho^e 

Wehaved^oped^eno^ase^ 
have been ^mc^ed to improve Member hea^s fa^ 

^ Heaith risk assessment 
a Heaith review phone oaiis 
a Provide assigned Care Manager'sphone numberto the Memher/tamiiy 
a Ongoing monitoring otoiaims and othertoois to re-assess hsk and needs 
a Aooess to program website 
o Episodic eduoationai interventions, as needed 
a Post hospitalization and emergency room assessment 
a Educational materials are sentto Member 
a Letterissentto the provideridentltying the Member's involvement, intervention and point otcontacttorthe 

asthma OM program. 

Additional asthma specific interventions are also conducted. An asthma OM program participant may experience the 
following disease specific interventions: 

^ Assessment ottheMember'sweight and compliance with dailymonitohng 
a Evaluation otthe Member's need tor oxygen during increased activity 
a Assessment otthe Member's knowledge otcauses, treatment, and tollow-upcare related to asthma 
a Teaching Memberto monitor and control environmenttor possible allergens 
^ Oemonstrationotthe effective use otbronchodilator 
a Oiscussion of effective coughing techniques 
a Information on the importance of knowing and understanding ABOs pulse ox and pulmonaryfunction tests 
a AdvisementoftheMembertopremedicate with bronchodialators before doing deep-breathing and coughing 

exercises 

Plan of Care 

All ofourOM programs are partofPersonal Care Model™ ouroverall care management program, in which we 
pioneeredaMember-centric approach to the development ofthe plan of care forprogramparticipantsOurunigue 
Personal Care Model™ features direct Member,parentandcaregivercontactby clinical staffwho work to builda 
suppodnetwork for high nsk chronically and acutely ill Members involving family,providers, and community-base 
organizations Thegoal is to employ practical solutions to improve Members'health and keep them In their 
communities with the resources they need to maintain the highest possible functional status. 

The goals ofthe plan of care implementation are twofold: t)CareManagerinterventlonssupportself-management/ 
selfefficacy and patient education; and^CareManagerinterventlons are defined to ensure appropnate medical 
care referrals and assure appointments are kept, immunizations are received, and the Memberis connected with 
available and appropriate community support groups, for example,nutrition programs or caregiversupport services 
When the plan of care is implemented, our goals are: 

a Toassure the Member is leveraging personal,family,and community strengths when able 
8 Toensurethatwe are using evidence-based guidelines and best practices foreducation and self-management 

information while integrating interventions to address co morbidities 
a Tomodifyourapproachorservices based on the feedback from the Member,family,and otherhealth care team 

Members 

a Todocument services and outcomes inawaythat can be captured and modified in orderto continually improve 
a Tocommunicate effectively with the primary care provider/specialist and other providers Involved In the 

Member'scare 
a TomonitorMembersatisfaction with services, adjusting as needed. 
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The Care Manager develops and implements an individualized plan of care for Members requiring services, reviews 
the Member's progress and adjusts trie plan of care, as necessary, to ensure that trie Member continues to receive 
an appropriate level of care. The Care Manager will involve trie PCP/specialist in trie plan of care development 
process and assist them in directing trie course of treatment in accordance with the evidence-based clinical 
guidelines that support our DM Program. Trie plan of care addresses trie following areas of care: 

• Psychosocial adjustment 
a Nutrition 
a Complications 
a Pulmonary/ Cardiac rehab 
a Medication 
a Prevention 
a Self-monitoring, symptoms and vital signs 
a Emergency management/co-morbid condition action plan 
a Appropriate health care utilization. 

^ B ^ ^ ^ ^ 
^ ^ m m e o ^ d ^ ^ / B B ^ B B ^ B ^ ^ ^ ^ 

^ ^ ^ ^ ^ ••a^ 
The level of compliance with our disease management program varies significantly from program to program. 
Presently, approximately 55 percent of asthma patients are likely to comply with our care recommendations. Program 
variability is linked to program maturity, member turnover, provider engagement and other factors. 

^ - ^ ^ 
UnitedHealthcare has a long history of successful engagement with our Members in our asthma DM program Our 
innovative outreach and educational efforts have significantly changed the behaviors of our Members. For example, 
in Eastern Tennessee, our asthma program significantly increased the rate of appropriate use of medications for our 
TENNderCare Members with asthma aged 10-17 years. Our HEDIS measure for Use of Appropriate Medications for 
People with Asthma increased from 58 percent in 2000 to 96.4 percent in 2007. Our measures exceeded the 95th. 
percentile for 2006 and 2007 as illustrated in the chart below. 

AmeriChoice - Results from EastTN 
Use of Appropriate Medications for People with Asthma 

Ages 10-17 
2006 National Medicaid 90th Percentile (93.50%) 2006 National Medicaid Mean (85.60%) 

98% 

96% 
95.92% 94% 

92% 

90% 

86% 

84% 

82% 

80% 

78% 

96.84% 

HEDIS 2006 HEDIS 2007 
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Our asthma DM program services are primarily performed by Care Managers who are licensed registered nurses, 
including managers trained in pediatric asthma. They are supported by a team of Medical Directors who are licensed 
physicians, Social Workers with MSW or BSW degrees, licensed Pharmacists, Quality Managers, Health Educators 
and Information Systems personnel. In general, these professionals have a minimum of three to five years of 
experience. Administrative staff supports all functions in trie asthma DM program. A comprehensive orientation is 
provided to all DM program staff. This includes several weeks of structured classroom training as well as on-the-job 
training using experienced preceptors. Training topics include but are not limited to: 

• Role of trie Clinician in Disease Management 
• Motivational Interviewing 
B Critical Thinking 
a Milliman Overview 
a Applying Guidelines 
B Desktops, Milliman Workflows and Templates 
B CareOne Software System 
• Cultural Competency 
B Diversity Training 
B Ethics and Integrity. 

Dedicated regional staff is also available to assist in the training. A standardized schedule and list of functions is 
provided to each employee at trie start of their employment. Staff is also encouraged to participate in external 
educational programs and conferences to maintain their competency in trie subject matter. A formal Medical Director 
Training Program is provided to new Medical Directors. In addition, on an as needed basis, Medical Directors receive 
one-on-one training sessions with other experienced Medical Directors and are encouraged to participate in regular 
Continuing Medical Education programs. 

•\x. 12 
The savings estimated for our asthma DM programs varies based upon trie characteristics of trie population and 
design benefits of trie overall programs. On average, our asthma DM programs have reduced medical cost by 4.2 
percent, reduced inpatient hospital admissions per 1,000 of 7.3 percent and reduced emergency room visits per 
1,000 of 7 percent. 
Our methodology for measuring disease management cost savings ranks among the health field's most valid 
methodologies, and reflects trie most accurate means of determining savings and/or return on investment. Our 
disease management measurement approach focuses on four distinct domains of value. While not completely 
independent of each other, they are views of different aspects of value. Together, these domains provide a holistic 
perspective of trie value of our services: 

• Medical cost savings shows trie impact of the program on health care expenditures 
• Health care utilization supports trie causality link between programs and cost saving 
• Clinical improvement demonstrates trie effect of the program on improved patient and physician adherence to 

evidence based medicine (EBM), which can prevent conditions from worsening which can avert future high cost 
health care expenses and deteriorating function 

H Member satisfaction reflects trie population's willingness to engage in the care management process which, in 
turn, can result in individuals taking a more active role in making decisions that affect their health and use of 
services. 

A pre-post design with trend adjustment is used to measure trie medical cost savings of our disease management 
programs. This methodology identifies savings at a population level. 
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Because UnitedHealthcare currently provides DM services for CHIP Members in 17 states, our asthma DM program 
includes a pediatric component to address the needs ofthe CHIP population. We are conducting a number of quality 
improvement activities to improve our asthma DM programs and their outcomes. We are piloting targeted outreach 
calls to asthma DM participants through the year to remind our asthmatic Members ofthe importance of medication 
adherence. In Pennsylvania, we are piloting an expansion to our education and outreach activities by partnering with 
trie Center for Healthy Hearts & Souls, a faith-based community organization that interfaces with 65 churches with 
minority-based congregations. Healthy Hearts & Souls is able to educate not only our Members, but the community 
at large about the importance of medication adherence and establishing a relationship with a primary care provider. 
Based on trie successes of these types of activities, we may be incorporating them into our DM program to better 
address trie needs ofthe MS CHIP population. 

Encouraging Members to make lifestyle changes to improve their health is a challenge that is often best met by 
coordinating trie efforts of multiple resources, to improve their health is a challenge that is often best met by 
coordinating trie efforts of multiple resources. We have found that working with community based and 
faith based organizations, schools, and advocacy groups helps to reinforce educational efforts to assist Members and 
families in learning and adapting better health behaviors. In Mississippi, we have identified and begun discussions 
with over 50 of these organizations and we plan to develop more of these resources as we work to improve health 
outcomes in trie State. Examples of MS groups that have expressed an interest in working with us include The Faith 
Based Coalition, trie Urban League of Greater Jackson, and MS Friends of Children. On March 5, 2009, we attended 
a meeting at trie MS Primary Health Care Association where we were able to visit with leaders from trie FQHCs in the 
state. This leadership is very open to working with us to increase health education opportunities in their communities 
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We have been providing a diabetes DM program since 1982, when UnitedHealthcare was first established, although 
the program has evolved with medical and technology advances. We have always focused on optimizing the health 
and well-being of Members with chronic illnesses and those at high risk for adverse medical outcomes. 

% 
We estimate that over 65,000 participates are served through our diabetes DM programs in 23 health plans covering 
2.3 million lives in 22 states. We are unable to provide an exact number of individuals participating in the diabetes 
DM program due to the fluctuation of enrollment in the programs and characteristics of our Members. 

No, we do not anticipate subcontracting any aspect of our diabetes DM program. 

" 
We use retrospective and prospective methods to ensure potential Members are identified as early as possible. 
Prospectively we conduct a brief HRA during new Member calls and assign risk scores to stratify Members for DM 
interventions. We also continuously forecast risk through predictive modeling of our claims data. Our 
multi-dimensional, episode-based predictive modeling tool, Impact Pro™ compiles information from multiple sources 
including claims, laboratory and pharmacy data and uses it to predict future risk for intensive care services. We 
supplement these primary data sources with additional sources including, but not limited to: 

B Member reported health needs in calls made to our Member Services Department 
a Pharmacy and lab data indicating the incidence of a specific condition (for example, inhalers) 
B Emergency room utilization reports, hospital census reports, authorization requests and transitional care 

coordination requests 
B Physician referrals 
a Referrals from health departments, rural health clinics and FQHCs 
B UnitedHealthcare clinical staff referrals. 
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^ B ^ ^ ^ ^ 
Oke^e^ma OMprogram^he d i t tos OM program is part of our o^^ 
our ParsonaiOaraModeiBeoause we deveiopad^ePersonaiOaraModeifo address f h a ^ 
underserved and iow-inoome populations, wa have suooossfuiiyimpiemenfedfriaPorsonaiO^^ 
Members inf^sfafes. Trie Personal Oare Model emphasizes the whole individual, including envire^ 
background and culture 

We use retrospective and prospective methods fo ensure potential Members are identified as early as possible 
ProspectivelyweconductabriefHPA during new Member calls and assign risk scores to stratify Members forOM 
interventions. We alsocontinuouslyforecast risk through predictive modeling of our claimsdataOur 
multi-dimensional,episode-based predictive modeling tool,Impact Pro^compiles information from multiple sources 
including claims, laboratory and pharmacy data and uses ittopredictfuture risk forintenslve care services. We 
supplementthese primary data sources with additional sources including, but not limited to: 

a Member reported riealtri needs in calls made to our MemberServices Oepartment 
a Priarmacy and lab data indicating the incidenceofaspeclfic condition (forexample, inhalers) 
a Emergency room utilization reports, hospital census reports, autriorizationreguestsand transitional care 

coordination requests 
a Physician referrals 
a Referrals from riealtri departments, rural riealtri clinics and PQHOs 
a UnitedHealthcare clinical staffreferrals 

OM Interventions 

AfteraMemberrias been identified, trie diabetes Oare Managerwillcontacttrie Member's parent orcaregiverviaa 
telephonecall and will send relevantprogram and health education materials to trie Member. The accompanying 
letter informs trie Member's parent or caregiver howto use the diabetes OM services, howthe Member became 
eligible forthe program, and riowto opt out iftriey do notwish to participate 

We makeeveryattempttoenroll Members in the diabetes OM program.Weemployanumberofstrategies to locate 
and contacttrie Member's parents orcaregivers, including afterriourscalls,searcrilngforupdated Member 
information by contacting the POP/specialist office and reviewing priorautriorization information, and sending writt̂ ^ 
correspondence We document and track contacts to ensure that all options have been exhausted priorto reporting 
failure to contact 

OnceaMemberagrees to enroll in triediabetesOM program, trie Oare Managerperformsacompreriensive riealtri 
risk and needs assessmenttriat identifies additional risk factors, current and pastmedicalriistory,personal 
behaviors,family history,socialhistory,and environmental risk factors. This information is used to augment and 
validate the risk stratification ofMembers. 

We riavedeveloped evidence-based interventionsforourdlabetesOMprogram Thefollowing general interventions 
have been structured to improve Members'riealtri status: 

B Healtri risk assessment 
a Healtri review phone calls 
8 Provide assigned Oare Manager's phone numberto the Member/family 
a Ongoing monitoring ofclaims and otriertools to reassess risk and needs 
B Access to program website 
a Episodic educational interventions, as needed 
a Post riospitalization and emergency room assessment 
a Educational materialsaresentto Member 
a Letter is sentto the provider identifying the Member's involvement, intervention and point of contact forthe 

diabetes OM program 
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Addition d i t tos specific 
toiiowing disease specific infa^enficns: 

B Reintorceme^wi^ Memberof^e importanceofnotskippingmeaisordeia^ 
a Education about exercise and its ejects on bioodgiucoseieveis 
a ReintorcementwitbMembertbe importance ottakinginsuiin as directed by tbeir primary care provider (PCP) 

and notto increase dose witbouttbePCP'sorder 
a instruction on bowto assess tor signs otbypogiycemiasucb as coid sweats,weakness, bunger̂ trembiing, 

nervousness, dizziness, irntabiiity,paiior,tatigue,teeiing contused,bavearapid heartbeat 
a Education on tbe importance ottaking quick-acting carbohydrate source sucbas68ozot orange juicetcupot 

miik,candy,giucosegeiortabietsor68ozsott drink 
a Education aboutthe disease process and treatments tor diabetic neuropathy such as acupuncture, bioteedback, 

massage, relaxation training, TENS and medication 
a Coordination ot an ophthaimoiogy and dental appointments tor Members 
a Education otMembertocontacttheir PCP itthey are having signs and symptoms oteye problems such as blurry 

vision, eye pain or pressure or ittheir eyes are red most otthe time 
a instruction on how to takecareotteet such as checking torcuts, making sure teet are warm and wearing 

comtortable shoes 
a Counsel on weight loss it appropriate 
a Appropriate tollow up and monitoring, such as HbA1C,LOI.-C,unne tor microalbuminuria, blood pressure and 

appropriate priysical exams (sucri as retinal exams) 
^ Appropriate medications/dosages,sucri as insulin or oral hypoglycemic, blood pressure medications, lipid 

lowering drugs and beta blockers 

Plan ot Care 

Trie goals otthe plan ot care implementation are two-told: t)Care Manager interventions support selt-management/ 
selt-etficacy and patient education; and 2) Care Manager interventions are defined to ensure appropriate medical 
care referrals and assure appointments are kept, immunizations are received, and trie Member is connected witri 
available and appropriate community support groups, tor example, nutrition programs or caregiversupport services 
Wrien trie plan ot care is implemented, our goals are: 

a Toassure the Member is leveraging personal, tamily,and community strengths when able 
a Toensurethatwe are using evidence-based guidelines and best practices toreducation and seltmanagement 

intormation while integrating interventions to address co-morbidities 
a Tomodityourapproachorservices based on trie feedback trom trie Member,tamily,andotrier riealtri care team 

Members 
a Todocumentservices and outcomes inawaytriat can be captured and modifiedin orderto continually improve 
a Tocommunicateeffectivelywltri the primary care provider/specialist and otrierproviders involved in trie 

MembeBscare 

a TomonitorMembersatisfactionwitri services, adjusting as needed. 

The Care Manager develops and implements an individualized plan of care for Members requiring services, reviews 
the Member's progress and adjusts trie plan of care, as necessary,to ensure triatthe Member continuesto receive 
an appropriate level of careTrie Care Managerwill involve trie PCP/specialist in the plan of care development 
process and assisttriem in directing triecourseoftreatmentin accordance witri the evidencebased clinical 
guidelines that constitute our OM program, including appropriate use of steroid inhalers, peak flow meters and Small 
Volume Nebulizers 
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Trie POC^address^^owing areas of care: 

a Psycriosociala^usfmenf 

B Nutrition 
a Oom îoations 
a Pulmona^Oa^iaoreriab 
a Medication 
a Prevention 
a Seif-moniforin^ symptoms and vifai signs 
a Emergency management/cô morbid condition action pian 
a Appropriate rieaitri care utilization. 

Our OM program is supported by UnitedHeaitricare's integrated clinical system; OareOr̂ ewriicriinciu^ 
compreriensive supplemental assessments, facilitates trie developmentotintegrated care plans, and includes 
ongoing monitoring and evaluation toolsOareOneserves as trie f^^ 
across clinical domains and departments and to serve as trie riealtri plan's virtual medical record, tracking clinical 
information longitudinally. OareOnecan produce reportstriatcan besriared witri providersto aid in trielrdec^^ 
making. 

^ i ^ ^ 
^ ^ ^ ^ ^ ^ ^ ^ ^ ^ . ^ ^ ^ B ^ ^ . ^ ^ ^ 

Trie level of compliance witri our disease management program for diabetes varies signiticantly from program to 
program. On average, approximately 70 percent of patients identified fordiabetes disease managementarellkelyto 
complywitriourcare recommendations. 

^ ^ ^ ^ 
Ouring trie past 25 years, OnitedHealtricarerias gained experience and expertise improving quality of care and 
perfonnance in specific measures of riealtri care services. Our extensive experience and expertise is illustrated in our 
overall strengtri in conducting disease management programs for diabeticsOurresultsforadult diabetes 
management riavesriown continuous and sustained improvement. In our Arizona riealtri plan trie measures of adult 
diabetes management were considerably above average fromanational perspective.Trie HbAlctesting was above 
trie national 75tri percentile HEOIS Medicaid rateof84.tpercent. Trie HbAlccontrol measure, forwrilcriadecrease 
indicates improvement, almost reacried trie HEOI5 90tri percentile rate. We attributeourstrongpertormance on tri^ 
diabetes OM interventions triatincluded improving systems fortrie early identification of diabetic Members; engaging 
trie care manager,priysician and Memberin treatment planning; riaving care managers contacttriepriysicianfortrie 
results oftrieHbAtctests; and reviewing compliance trirougri ourpriarmacy benefit manager. 

v l l ^ O ^ 
In general,tbese professionals riaveaminimumoftriree to five years of experience Administrative staff supports all 
functions in trie diabetes OMprogram Acompreriensive orientation is provided to all OM program staff Triis includes 
several weeks ofstructured classroom training as well as on-trie-job training using experienced preceptorsTraining 
topics include but are not limited to: 

a Role oftrie Clinician in Oisease Management 
a Motivational Interviewing 
a Critical Thinking 
a Milliman Overview 

a Applying Guidelines 
a Oesktops, Milliman Workflows andTemplates 
a CareOne Software System 
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a Crural Comp^ency 
B Oive^Tra^ng 
a E ^ c s a n d ^ g ^ 

Oedio^d region sfaftis also avai^e to assist i n t r i e t ^ 
provided to eaohampioyeoattha start oftrieirampioymentStaft is also onoouragod^̂  
educational programs and oonteranoos to maintain their oompetenoy in trie subject 
Training Program is provided to new Medical Oirectors ln addition, on an as needed basis, Med̂  
onê on one training sessions witri otrier experienced Medical Oirectors and are encouraged to participate in regular 
Continuing Medical Education programs 

1 ^ ^ 
Trie savings estimated tor our diabetes OM programs varies based upon trie criaracteristicsottrie population and 
design benefits ottrie overall programsOn average, our diabetes OM programs riave reduced medical cost by^O 
percent, reduced inpatient riospital admissions pert,000 ot22percent and reduced emergency room visits per 
1,000 ot̂ BI percent 

Our metriodology tor measuring disease management cost savings ranks among trie riealtri field's most valid 
metriodologies, and reflects trie mostaccurate means otdetermining savings and/orretum on investment. Our 
disease management measurement approacri focuses on tourdistinct domains otvalue. While not completely 
independent of eacriotrier,triey are views of different aspects ofvalueTogether,these domains provideariolistlc 
perspective oftrie value of ourservices: 

a Medical costsavlngsshows trie impact oftrie program on healtri care expenditures 
a Healtri care utilization supports trie causality link between programs and costsaving 
a Clinical improvement demonstrates trie effect oftrie program on improved patient and priysicianadrierence to 

evidence based medicine (EBM), wriicri can preventconditionsfrom worsening wriicri can avertfuture high cost 
healtri care expenses and deteriorating function 

^ Membersatisfaction reflects trie population's willingness to engage in trie care management process which,in 
turn,can result in individuals takingamore active rolein making decisions that affecttheirriealtri and use of 
services 

Aprepost design with trend adjustment is used to measure the medical cost savings of ourdlsease management 
programsTriismetriodology identifies savings atapopulation level 

^ B ^ ^ ^ ^ ^ 
UnitedHealthcare continuously evaluates our OM programs to betteraddress the needs ofour Members. We pilot 
various initiatives to evaluate trieirpotenfial effectiveness. Two ofourinnovafive pilots have been conduce 
Pennsylvania riealtri planWe have partnered wlthalocal group to provide inriomepriysicians services. Frequently 
Members are in need ofapriysiclan'scare but are unable to presenttotheirprovider'sofficeWe are pllotlnga 
program to bring priysicians into trie Member's riome to provide medicalcareandtreatmentWealsoare piloting 
mobile prilebotomy services to our MembersThevendorisable to visit Members in their own homesto conduct 
blood draws for diabetic monitoring We believe by offering these blood drawservices to Members in their own 
homes, moreefficientmonitoring will resultwitribetterhealth outcomes. We will be evaluating trie mobile phlebotomy 
services forpotential expansion into otriercommunity settings such as school-based services. Based on the 
successes ofthese programs, we may be incorporating them into ourdiabetesOM program. 

We will work with trie American OiabetesAssociation, County Health Oepartments, and other Federally Oualified 
Health Centers (FOHCs), to identify religiouscongregations, social and civicgroups,residentassociations, and o ^ 
community based organizations hosting health fairs and screening events, sucri as Blood Pressure monitoring, 
glucose screenings, and,where possible, trie monitoring ofBMIUnitedHealthcarewilldlstributescreenî ^ 
atsucri events, and ourCare Managers will hand out educational material 
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Addressing the needs of those with chronic diseases is a challenge that is often best met by coordinating the efforts 
of multiple resources. Working with community based and faith-based organizations, schools, and advocacy groups 
helps to reinforce educational efforts to assist Members and families in learning and adapting better health behaviors. 
Thus, we will collaborate with rural health centers, FQHC, and numerous community based organizations, such as 
the Jackson Medical Mall, to host health fairs and screening events to improve Member's health. In Mississippi, we 
have identified and begun discussions with over 50 of these organizations and we plan to develop more of these 
resources as we work to improve health outcomes in the State. Examples of MS groups that have expressed an 
interest in working with us include The Faith Based Coalition, the Urban League of Greater Jackson, and MS Friends 
of Children. On March 5, 2009, we attended a meeting at trie MS Primary Health Care Association, where we were 
able to visit with leaders from trie FQHCs in trie state. This leadership is very open to working with us to increase 
health education opportunities in their communities. 

fe"«£28!B^3£A^ V . 

UnitedHealthcare's pharmacy disease management is integrated with our other DM programs into our Care 
Management Program and like the other DM program is based on our Personal Care Model (PCM) which 
emphasizes the whole individual, including environment, background and culture. 

With the exceptions ofthe asthma component, pharmacy disease management services, UnitedHealthcare provides 
pharmacy disease management through Prescription Solutions, our pharmacy benefit manager, and a United Health 
Group (UHG) company. Prescription Solutions administers Disease Therapy Management (DTM) programs that are 
clinical, patient-focused programs offered as part of Specialty Pharmacy Care Management services. The objective 
of our DTM programs is to improve patient quality of care through education and communication. 

UnitedHealthcare integrates pharmacy disease management for asthma into our regular asthma disease 
management program described in our response to Question 81 

Prescription Solutions Specialty Pharmacy offers DTM programs forthe following disease states/ conditions required 
by the Board forthe MS CHIP program: 

n Rheumatoid Arthritis 
B Growth Disorders 
B Hemophilia 
a Risk of Respiratory Syncytial Vims due to Prematurity 
Additional programs to be provided to MS CHIP Members include: 

a Hepatitis C* 
n Multiple Sclerosis* 
a Anemia Related to Chemotherapy* 

t. J:;:^#^/#Ei^Ml^^^^^^^'y.':,'.'< '; /^ '.v C !•' S-':; ? - .. ..;:- '•. 
Launched in 2003, Prescription Solutions' value-added Disease Therapy Management programs provide personal 
care to high-risk Members to optimize clinical outcomes and reduce overall health care costs. 

A\: JljfyliiW^m " ^ V ^ i O .• ':;.;:v-.'-V" 
Prescription Solutions currently provides services to 11,500 individuals. 

•• - •: ••• : 4 : . ' / - . . - + : .... " j 

liii: Yls.am^ 

"- aM^semMprprnW:.:.:.'".......ri . \ Z \ / . ^ 
Yes, with the exception of the asthma component, we subcontract the pharmacy disease management program to 
our pharmacy benefit management subcontractor, Prescription Solutions. Asthma pharmacy management is included 
in our Asthma Disease Management Program described in our response to Question 81. 
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Weusere^osp^ve and prospe^em^ods to ensure poto^^^ 
identity Members who meet criteria tor ourpriannaoy management p r e g ^ 
predictive modeling otouroiaims data We suppiementtriisapproaori witri autriorizationregue^̂ ^̂  
and reterraistrom providers, Members and trieirtamiiy/caregivers as weii as UnitedHeaitricarecî ^̂ ^ 
muiti-dimensionai,episode based predictive models 
including claims, laboratory and pharmacy data and uses ittopredicttuture risk torintensive care services^ 
use additional data sources to identity Members including butnot limited to: 

a Sriortriealtri risk assessment conducted during new Memberwelcomecalls 
a Emergency room utilization reports, hospital census reports, autriorization requests and transitional care 

coordination requests 
a Referrals trom riealtri departments, rural riealtri clinics and EQHOs 

Trie Prescription Solutions claims system supports and complements ourcollection and tracking otMember 
demograpriics,priarmacy claims riistory and priysicianintormationPS populate this system based on inputtrom 
UnitedHealthcare and prescriberswriosubmltreguests to the PS Specialty PharmacyWe provide Prescriptions 
Solution with basic intormation on such as eligibility and fundamental demographic data (tor example, birth date, 
gender), and information on priysicians, sucri as closed prescriber panels We also provide clinical information 
our claims system,sucri as diagnosis codes, allergy Information,special population status, and otrierunigue 
information 

^ .BB^.^B^^ ^ ^ ^ B ^ ^ ^ B ^ ^ 

We ofter our OTM programs as "opt o^se^ces. Our enrobe far^ 
drugs to traattrie throe key OTMoonditionsthatwe support. We then distri^^ 
Members and tollow up with telephonic outreaoh. Members may ohoosetoopt out otthese programs at a n y ^ 

Members are eligible tor enrollment in the Specialty Pharmacy OTM programs itPresoription Solutions'Speoî ^^ 
Pharmacy dispenses their injectable medications. Enrolled Members are provided with ongoing and intensive 
pharmacy based intervention eftorts in orderto enhance compliance and avoid catastrophic medical events The 
availability otaOlinicalPharmacistand Nurse Oare Manager provides an additional level otsupporttor Members to 
help understand theirdisease state, medications, and the impactottheirdecisions 

Enrolled Members receive one^onone consultations withaclinical pharmacist orregistered nurse. Ind iv^ 
care plans* detailing key issues and recommendations discussed during the Members'consultations with the nurse 
orpharmacist and scheduled education mailingsthat Include, but oot limited to, topics like: 

a Understanding your disease and treatment plan 
a Ways to better manage your symptoms 
a Understanding the importanceot medication adherence in achieving treatment goals 
a Managing medication side ettects 
a Howto property administerinjectable medication 
a Importance otahealthydietandregularexercise 

We diligently documentall case review and pnorauthonzation activities and related intormation inasing^^ 
managementsystemWe collect data through direct contactwith patients and prescnbers, as well as intormation 
exchange with clients and theirdisease and medical managementvendors. 

tOB 
Oepartment ot Finance and Administration (OPA) 
HealthlnsuranceOoverageunderOHIP ^ ^ n ^ 



UnitedHe^c^ ^ s ^ ^ O ^ P 
byAm^Cho^o 

This dafa capture systom^ows our sfa^ 
oiinioai progress otaaohpatia^ and dooumentpertinentiahoretory results,^ 
evaluate continuation otamedioation.Foraxamp^ourpharrnaoistsrou^ 
Prochttherepyhy checking the patients serum iron levels, as weii as, hemoglobin and hema^ 
patients are monitored tortheirneutrophil response to therapy Hepatitis patients on PEG-lntron are e v a ^ 
viral load, as well as livertunction tests, in addition to potential adverse reactions to combination drug there^^ 

Ourcase review and phorauthonzation system also supports proactive notitication to physicians regarding upc 
authonzation expirations and the need torarenewal, thereby ens 
physician outreach, our clinicians supportappropriate therapies by discussing Memberresponse to medications and 
side ettects and making therapy recommendations as appropriate through our OTM programs, we otter advanced 
care and suppodto Specialty Pharmacy patients with rbeumatoidadhhtls, multiple sclerosis, or hepatitisO^ 
services include telephonic outreach and counseling conducted by gualitied nurses and pharmacists, ongoing 
monthly supportthat is tailored to match the patients degree ot risk, development ot personalized care plans, 
distribution ottargeted education pieces, and treguentcontactwith the patients physician to ensure ongoing 
coordinated management otthe patientscondition 

WetrackallOTM-related data and activities inacom 
includes patient demographics, medication adherencedata, and patient-reported responses onawide range ot 
clinical issues related to onsetotdisease, signs and symptoms, history othospitalization/5P visits, providerh^ 
current medication list, side ettects, diet and exercise, home environment, social network, work status, and tinancial 
needs All data is maintainedinasecure environment and Is used to support ongoing assessment ot patient status, 
coordination ot care, and ongoing OTM program evaluation. 

UnitedHealthcare supplements the Member-tocused activities provided by Prescnptlon Solutions ^ 
education and intormation-sharlng as described in our response to Question 84 

^B^Per^^ 
^ B ^ ^ 

Although we do not directly measure compliance torevery recommendation made bythe clinician as there are many 
ditterenttypesot recommendations (such as improving selt-managementskills/changing behavior,improving 
communicationwithprovider,seekingaphysicaltherapistoroccupationaltherapist, being moreadherentto 
prescribed medication),97 percent otMembers who have completed our disease management program stated that 
the program was very helptulorsomewhathelptul In improving theiroverall health. Prom this recentsurvey, we 
believe that97 percent otMembers who completed the program were likelytocomplywlthatleast one otthe 
recommendations made bythe clinician dunng the participating period 

vii^^at^^^^^ 
We believe the most importantchange achieved toreach otthe conditions in the OTM program Is increased 
injectable medication adherence, because otthe impact on overall health and quality ot lite tor Members. Toachieve 
increased adherence we implementthetollowing activities: 

a Proactive callstoMemberto schedule refills 
^ 3Qallsapproximatelyt085daysbetore projected refill date 
^ 1Qallapproximately7days post projected refill date 

a Provider notification ot unfilled medication 
a Administration ot Adherence questionnaire on selected medications 

^ Modified Morisky questions 
^ Additional questions it Member indicates they are not refilling 

a Thage to clinician toradherenceinterventions/consultation 
a Quarterly adherence reports 
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These programs give Member the chance to receive medication coun̂ ^̂  
Phan^acistwho understands the compiexitiesoftheirdisease state and the medications used to treat 
Specialty Pham^acyOTMstattinciudesOiinicaiPhan^acists^aNurse Care Manager, and Pham âcyTechn̂  
otwhom have heen trained speciticaiiyto work with injectable case review and tuitiiiment. 

ix^BS^^^^ 
Prescnption Solutions'pharmacy pnorauthonzation and case reviewservices promote appropriate medication use 
that is consistentwiththeirclients'henetits. These services are an integral pad ottî e overall clinical and cost 
management otinjectahles 

Prescnption Solutions conducts systems-based review and drug utilization review (OUR) components at^oc^ar^e 
anddelivers complete review byapharmacist—including medical directorinputwhen necessary—ata^owserv/ce 
fee o f ^ ^ e r review 

We calculate ROl results by determining the cost otthe medication denied,subtracting ourservice tee, and then 
extrapolating total cost averted torstandard duration ottherapy Our average case review return on investment (ROl) 
results indicate an average savingsot^Otorevery^spent on case reviewteesFor example, one client 
experienced the following annual results: 

a Enbrel: Averted costs ot ̂ 467,259 and an ROlot209witha92 percent approval rate 
a Gamunex: Averted costs ot^,2t8and an R01ot^witha875percent approval rate 
a Oenotropm: Averted costs ot^0,868 and an R01ot852witha778percent approval rate. 

Another clientavededatotalot^,000,OOOtorcase review denialsService tees torthese denials to^^^ 
whicheguatedtoanetsavingsot^,852,000,oranROlot2ttot 

Additional examples ot client ROl results from the tirst post-implementation yearare included in the following table 

OrugCfass Approve Rate 
Hematopo^ Growth Factor 84 2^ 10 4 
M u ^ e S o ^ r o ^ A g ^ 904^ 230 
A^RheumatioAge^ 307^ 707 
H ^ ^ G A g ^ 321^ 101 

This c ^ i ^ and cost maoageme^ expertise w^ help 
tennsofimproved heaith outcomes and rod^^ 
guideiinesthat have the potential to yield the mostsigniticantrosuits.hased on our claims into 
customize guidelines to include cntonathatwill help us manage and approve medication requests in accordances 
specific henetit reguirements identified hythe Board 

Intervention programs, such as the Specialty Pharmacy OTM program are developed on an RGltoundation Pre-and 
post intervention measurements are taken ttom database extraction and are comparedtoyield an economic PGl. 
Using data collected through our pharmacy claims system, client medical claims, patient assessments, and patient 
surveys, wecan measure the impact otinterventionson emergency room visits, hospitalizations, medication 
compliance, tunctional outcomes, and Member satistaction 

x / B ^ 

As noted earlier,the pharmacy disease management program isacomponent otthe UnitedHealthcare OM program 
Through ourexperience providing CHIP OM services in17states, we have refined our OM program services to 
specifically meettheneedsotGHlPMembersUnitedHealthcarecontinuously evaluates our OM programs to better 
address the needs ot our Members. We will use available data and teedbacktrom the Board and ourcommunity 
partners to turthercustomize the program to the specific needs otMS CHIP Members 
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As Member are enro^in^eOM programs Un^dHea^are^^ 
^havenot^chosen one orwishtochangapre^ersEach Member 
the optimal use ofthe POPs the medical home tor oommunî based 
reguiarreports,fhreugh the mail and on the previderportai, regarding the heaith status otMemherspa^^^ 
speoitio OM programs As this link is estahiished, we involve the POP in the plan ot oare deveiopmenf process and 
assisffhem in directing the course otfreatinenf in accordance with evidencehased clinical guidelines 

The care manager collaborates with the Member's POP/specialist and attending physician on an ongoing hasisto 
ensure integration ot physical and behavioral health issues. In addition, the care managerwill ensure the plan ot care 
supports the Member's preterencestor psychosocial, educational, therapeutic and othernonmedicalservicesThe 
care managerensure the plan ot care supports providers'clinical treatment goals and builds the plan otcare to 
reflect personal, family and community strengths 

The care manager and Memberwillreviewthe Member's compliance with the treatment during each assessment 
cycle. Treatment, including medication compliance, is established asahealthcaregoal with interventions and 
progress towards that goal documented in each assessmentsesslon.At any pointthatthe care managerrecognizes 
thatthe Memberis non-compliantwith part orall ofthe treatment plan, thecaremanagerwlll: 

a Worktoidentify and understand the Member's bamers to success 
a Problem solve for alternative solutions with the Member 
a Report non compliance to the treating provider̂ specialist, offer potential solutions and integrate provider 

feedback 
D Pacilitateagreementforchange between all parties and monitorprogress ofthe change 

As the Member's medical home, the POP/speclalist is continuously updated on the Member's participation in the OM 
program(s),the Member'scompliance with the plan of care and any unscheduled hospital admissions and 
emergency room visits bythe MemberThe POP/specialist receives notifications ofwhen Members are enrolled and 
disenrolledfrom the OM programs, the assigned care managerfortheOM program, and howtocontactthe care 
managerln addition, the POP/specialist receives notification ofMembers who havegeneratedcareopportunities 
related to specific OMprograms These evidence based medical guidelines are generated from ourmulti 
dimensional, episode-based predictive modeling tool, ImpactPro 

We alsodistnbuteclinical practice guidelineson the providerpodal and in hard copy upon the provider's request an 
provide training forproviders and theirstaffon how bestto Integrate practice guidelines intoeveryday physician 
practice. Whenaproviderdemonstratesapattem of non-compliance with clinical practice guidelines, the medical 
directormaycontacttheproviderby phone orin person toreviewthe guideline and identity any barriers that can be 
resolved 

^ ^ / ^ t ^ 
1 B ^ ^ ^ ^ 
UnitedHealthcare uses nationally recognized, evidence-based clinical chtena to guideourmedicalnece^^ 
decisions, including Milliman USA Healthcare Management Guidelines, Apollo Medical Peviewcnteria and OMS 
policy guidelines. Milliman is widely regarded foritsscientiflcapproach, using comprehensive medical research to 
developrecommendationsonoptimal lengthofstaygoals, best practicecaretemplates, and keymilestonesforthe 
best possible treatment and recovery. These guidelines are integrated into OareOne,ourhealth management 
system 

Porspecificstate benefits orservicesnotcoveredundernational guidelines, we developchteriathrough the review 
of currentmedical literature and peer reviewed publications, MedicalTechnology Assessment Reviews and 
consultation with specialists 
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The Medics Oire^orove^ees^e^^ 
nations recognized evidencebased guide^es and 
approved at ieasteverytwo years hythe national Executive Medicai Policy Committee (5^ 
Quality Management Oversight Committee (NQMOC^The Heaith Plan Utilizations 
Advisory Suhcommittee and Quality Management Committee also evaluate and approve these guidelines. 

Medical guidelines are available and shared with practitioners upon reguestand are availahleon the provider 
website, unitedhealthcareonline com Policiesand guideline updates are communicated through providernô ^̂ ^ 
phorto implementation 

Por pharmacy,OM,useotguidelines helps to ensure appropnate use atthe initiation ottherapy.Prescnption 
Solutions implementsandmanagesapreterred product listing, which lends Itseltto standardization, consistency and 
cost savings In addition,they otteracase review process, which includes clinical pharmacist review otthe clinical 
progress otthe patient, any pertinent labs, and patient compliance to evaluatecontinuationotamedication Por 
example, the pharmacists routinely monitor ettectivenessotEpogen or Procnttherapy by checking the patients 
serum iron levels, as well as hemoglobin and hematocrit values Neupogen patients are monitored tortheir neutrophil 
response to therepy Hepatitis patients on PEQIntron are evaluated torviral load and llvertunction tests, in addition 
to potential adverse reactions to combination drug therapy 

Clinical PractlceGuldelmes 

UnitedHealthcare adopts clinical practiceguidelines as theclinical basistortheOM Programs. Clinics 
systematically developed,evidence-based statements thathelp providers make declsionsaboutappropnate health 
care torspecitic clinical circumstances We adopt clinical guidelines trom recognized sources as defined bythe 
National Committee on Quality Assurance (NCQA) and Utilization Review Accreditation Commission (UPAC) 

Board Certified Specialists pedormareviewot government research sources and clinical and technical literature 
pnorto the adoption ot guidelines and upon review ot new intormation All protocol intormation undergoesareviewot 
the intormation source and an assessment ot costs and benefits to Members in terms otthe abilityto improve 
outcomes phorto the decision to implementthechange. We reviewand revise theclinical practice guidelines 
annually 

The clinical practice guidelines tor ourthree programs described above include the tollowlng: 

^ s ^ a 

a NIH,NHLBI,Expert Panel Peport^Ouidelinestorthe Diagnosis and Management otAsthma^Pull Report 
2007 

a AmencanAcademyotAllergy,Asthma, and Immunology, tOOO-2000. 

D^etes 

a StandardsotMedical Care tor Patients with OiabetesMellitus Diabetes Care, 30: (Supplement1):S3-S41 
(2007) 

^ar^acy 

The guidelines and critena used in the Pharmacy Disease Management programs areacombinationot modified 
"Mohsky" questions and medication complianceguestions.Prescnbing guidelines provided by UnitedHealthĉ  
exampleourpnorauthonzation guideline tor Synagis^ Injection (palivizumab) are utilized by Prescription Solutions 
when initially reviewing and dispensing requested medications. 
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Our pharmacy benefits manager, Prescription Solutions, is a wholly owned subsidiary of UHG, and operates 
independently from pharmaceutical manufacturers. Prescription Solutions contracts with pharmaceutical 
manufacturers for rebate purposes only. Pharmaceutical manufacturers seek to partner with Prescription Solutions 
because of its ability to effectively manage utilization on behalf of clients through formulary compliance and utilization 
management programs to leverage drug market share. This reputation is valuable when negotiating contracts with 
trie drug manufacturers. 
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UnitedHealthcare uses a number of processes to ensure all patients receive all of the medications/medical 
equipment prescribed for the most appropriate treatment of their specific condition including: 

• Using our proprietary, state ofthe art clinical profiling tool, Impact Pro we identify any potential gaps in care or 
services 

a Care Managers administer disease specific health risk assessments to identify prospective gaps in care 
B Providers are given comprehensive written and electronic reports that identify their patients that are not receiving 

appropriate care in accordance with clinical practice guideline forthe patient's specific condition 
B Patients, parents and caregivers are provided education on the importance of compliance with treatment plans 
B Care Managers interact with physicians and their practices to obtain appropriate orders and to encourage clinical 

follow up, as needed 
B Physicians who are not meeting trie standards of care are contacted by our Medical Director through either a 

telephone call or personal visit. 

As stated above, UnitedHealthcare uses innovative tools and technology to identify situations when a patient is not 
being prescribed trie medication/medical equipment most appropriate for their condition. Our medical management 
programs, including our DM programs, are supported by an evidence-based, predictive modeling system. Impact Pro 
is a proprietary technology through which we synchronize health care management and deliver personalized health 
management solutions. This platform encompasses trie processes to identify and segment populations, execute 
clinically robust, but highly personalized health management programs, engage and activate at the Member and 
provider level, and monitor and measure outcomes. Included in trie Impact Pro intelligence system is a powerful 
predictive algorithm that identifies individuals who are likely to need intensive health care services in trie next 12 to 
18 months. Trie predictive model uses medical, pharmacy and laboratory data to develop a confidential profile of trie 
individual, and then ranks his or her risk relative to other enrolled individuals. 

Impact Pro also identifies opportunities to engage trie population to use trie right provider, seek the right care, take 
the right medications and live trie right lifestyle. It identifies evidence-based care opportunities (gaps in care and 
proactive opportunities), wellness and behavioral interventions, preventive care, appropriate service utilization and 
other opportunities to enhance overall health. Within Impact Pro, a sophisticated intelligence system constantly scans 
the entire population to identify opportunities for intervention before a major health event occurs, as well as calling 
out gaps in care to DM program nurses. 

Care Managers also use disease specific health risk assessment data stored in CareOne, our integrated clinical 
management system, to proactively identify Members' specific needs. CareOne contains basic and comprehensive 
supplemental assessments which facilitate trie development of integrated care plans. CareOne also includes tools for 
ongoing monitoring and evaluation. Trie system serves as the framework within which to share clinical information 
across clinical domains and departments, tracking clinical information longitudinally. CareOne can produce reports 
that can be shared with providers to aid in their decision making. 
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After reviewing the data and reports, the DM nurse calls the patient, parent or caregiver and/or the physician to 
address any gaps in education or health care needs. The system drives communication to physicians through 
comprehensive, Member-specific health management reports. In the example provided of an asthmatic patient with 
moderate to severe asthma.symptoms, trie Impact Pro tool will identify for trie DM nurse trie gaps in prescribed 
medication and medical equipment. The DM nurse will directly contact trie physician to determine why these items 
have not been prescribed and will share evidence-based care opportunities. If trie physician does not address these 
care opportunities, trie DM nurse will consult with our Medical Director. Trie Medical Director may contact the 
physician and conduct peer-to-peer counseling. 
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an 
Two Primary Care Physician 
One Physician of each Specialty, as listed in 8.2.2 
(a through am). 

a) Allergy /Immunology 
b) Anesthesiology 
c) Cardiology 
d) Dermatology 
e) Endocrinology 
f) Gastroenterology 
g) Hematology/Oncology 
h) Infectious Diseases 
i) Medical Genetics 
j) Neurology 
k) Nephrology 
I) Neurosurgery 
m) Obstetrics and Gynecology 
n) Ophthalmology 
o) Orthopedic Surgery 
p) Otolaryngology 
q) Pathology 
r) Pediatric (Subspecialties) 

Within 15 miles: 100% Within 10 miles: 100% 

Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 

20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 
20 miles: 

87% 
98% 
100% 
90% 
88% 
99% 
99% 
98% 
19% 
99% 
84% 
89% 
100% 
99% 
100% 
98% 
96% 
98% 

Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 

15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 
15 miles: 

86% 
97% 
100% 
88% 
87% 
98% 
98% 
98% 
15% 
98% 
76% 
88% 
98% 
96% 
100% 
97% 
95% 
93% 
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UnitedHealthcare'. 
by AmeriChoice 

Mississippi CHIP 

Provider Type 

''''' • 

Percentage of Sample Population in Urban/ Suburban 
, Areas within Access Standard: : ^_ 

s) Physical Medicine and Rehabilitation -
Physiatrist 
Psychiatry 
Radiology 
Respiratory/ Pulmonary Medical 
Services 
Surgery (General) 
Surgery (Specialist) 
Chiropractic 
Certified nurse practitioner/nurse 
midwife/physician assistants 
Podiatry 
Oral and maxillofacial surgery 
Occupational, speech and physical 
therapists 
Psychologists, professional counselors 
and clinical social workers 
Audiologist 
Home health services, including home 
infusion therapy 
Hospice service 
Orthodics/prosthetics/DME services 
Laboratory, radiology and other 
diagnostic services 
Skilled nursing facilities 
Dentists 
Optometrists 
Certified diabetes educators and 
dieticians 

One Acute Hospital 
One Dentist 
One Vision Provider 
One Retail Pharmacy 

t) 
u) 
v) 

w) 
x) 
y) 
2) 

aa) 
ab) 
ac) 

ad) 

ae) 
af) 

ag) 
ah) 
ai) 

aj) 
ak) 
al) 
am) 

Within 20 miles: 98% Within 15 miles: 98% 

Within 20 miles: 
Within 20 miles: 

96% 
99% 

Within 15 miles: 
Within 15 miles: 

»D7o 

98% 

Within 20 miles: 98% Within 15 miles: 98% 

Within 20 miles: 
Within 20 miles: 
Within 20 miles: 

98% 
90% 
100% 

Within 15 miles: 
Within 15 miles: 
Within 15 miles: 

98% 
88% 
100% 

Within 20 miles: 100% Within 15 miles: 100% 

Within 20 miles: 
Within 20 miles: 

90% 
76% 

Within 15 miles: 
Within 15 miles: 

90% 
68% 

Within 20 miles: 89% Within 15 miles: 87% 

Within 20 miles: 90% Within 15 miles: 88% 

Within 20 miles: 68% Within 15 miles: 67% 

Within 20 miles: 19%* Within 15 miles: 19%* 

Within 20 miles: 0%* Within 15 miles: 0%* 
Within 20 miles: 89% Within 15 miles: 88% 

Within 20 miles: 99% Within 15 miles: 98% 

Within 20 miles: 
Within 20 miles: 
Within 20 miles: 

87% 
100% 
100% 

Within 15 miles: 
Within 15 miles: 
Within 15 miles: 

85% 
100% 
100% 

Within 20 miles: 39%* Within 15 miles: 29%* 

Within 25 miles: 
Within 20 miles: 
Within 20 miles: 
Within 15 miles: 

100% 
100% 
100% 
100% 

Within 20 miles: 
Within 15 miles: 
Within 15 miles: 
Within 10 miles: 

98% 
100% 
100% 
100% 
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. UnitedHealthcare*. 
by AmeriChoice 

Mississippi CHIP 

Provider "^pe 

Two Primary Care Physician 
One Physician of each Specialty, as listed in 8.2.2 
(a through am). 

a) Allergy/Immunology 
b) Anesthesiology 
c) Cardiology 
d) Dermatology 
e) Endocrinology 
f) Gastroenterology 
g) Hematology/Oncology 
h) Infectious Diseases 
i) Medical Genetics 
j) Neurology 
k) Nephrology 
I) Neurosurgery 
m) Obstetrics and Gynecology 
n) Ophthalmology 
o) Orthopedic Surgery 
p) Otolaryngology 
q) Pathology 
r) Pediatric (Subspecialties) 
s) Physical Medicine and Rehabilitation -

Physiatrist 
t) Psychiatry 
u) Radiology 
v) Respiratory/ Pulmonary Medical 

Services 
w) Surgery (General) 
x) Surgery (Specialist) 
y) Chiropractic 
z) Certified nurse practitioner/nurse 

midwife/physician assistants 
aa) Podiatry 
ab) Oral and maxillofacial surgery 
ac) Occupational, speech and physical 

therapists 
ad) Psychologists, professional counselors 

and clinical social workers 
ae) Audiologist 
af) Home health services, including home 

infusion therapy 
ag) Hospice service 

ah) Orthodics/prosthetics/DME services 

Percentage of Sample Population in Rural Zip Code 
Areas within Access Standard: ! 

mmmmm y T^^^tF*-,??"-- *• < 

Within 25 miles: 99% Within 20 miles: 98% 

Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 
Within 30 

miles: 
miles: 
miles: 
miles: 
miles: 
miles: 
miles: 
miles: 
miles: 
miles: 
miles: 
miles: 
miles: 
miles: 
miles: 
miles: 
miles: 
miles: 
miles: 

46% 
67% 
78% 
45% 
45% 
55% 
60% 
44% 
2% 
73% 
57% 
44% 
90% 
68% 
67% 
77% 
57% 
33% 
75% 

Within 30 miles: 50% 
Within 30 miles: 86% 
Within 30 miles: 61% 

Within 30 miles: 91% 
Within 30 miles: 59% 
Within 30 miles: 81% 
Within 30 miles: 97% 

Within 30 miles: 64% 
Within 30 miles: 29% 
Within 30 miles: 58% 

Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 
Within 

25 miles: 36% 
25 miles: 58% 
25 miles: 68% 
25 miles: 38% 
25 miles: 37% 
25 miles: 47% 
25 miles: 51% 
25 miles: 37% 
25 miles: 1% 
25 miles: 63% 
25 miles: 46% 
25 miles: 37% 
25 miles: 80% 
25 miles: 58% 
25 miles: 58% 
25 miles: 66% 
25 miles: 48% 
25 miles: 28% 
25 miles: 67% 

Within 25 miles: 42% 
Within 25 miles: 76% 
Within 25 miles: 52% 

Within 25 miles: 83% 
Within 25 miles: 51% 
Within 25 miles: 73% 
Within 25 miles: 95% 

Within 25 miles: 52% 
Within 25 miles: 24% 
Within 25 miles: 50% 

Within 30 miles: 67% Within 25 miles: 57% 

Within 30 miles: 19% 
Within 30 miles: 3%* 

Within 30 miles: 1%* 
Within 30 miles: 75% 

Within 25 miles: 16% 
Within 25 miles: 2% 

Within 25 miles: 0%* 
Within 25 miles: 66% 

Department of Finance and Administration (DFA) 
Health Insurance Coverage under CHIP 

-115-

March 30, 2009 



Mississippi CHIP 

Provider Type 

i:!<*ja&Arf4»-*.te 
ai) 

UnitedHealthcare". 
by AmeriChoice 

j Percentage of Sample Population in Rural Zip Code 
I Areas within Access Standard: | 

v;^.: i ^ ^ ^ ^ ^ ^ ^ L ^ L ^ s ^ ^ B i tJ^^^^UtM 
Within 30 miles: 86% Within 25 miles: 76% Laboratory, radiology and other 

diagnostic services 
aj) Skilled nursing facilities 
ak) Dentists 
al) Optometrists 
am) Certified diabetes educators and 

dieticians 
One Acute Hospital 
One Dentist 
One Vision Provider 
One Retail Pharmacy 
Please indicate the name and version of software you used to measure access: Ingenix GeoCoder v3.8.0.0; 
GeoNetworks v7.8.0.0 

Within 30 miles: 80% 
Within 30 miles: 96% 
Within 30 miles: 97% 
Within 30 miles: 9%* 

Within 45 miles: 100% 
Within 30 miles: 96% 
Within 30 miles: 97% 
Within 25 miles: 100% 

Within 25 miles: 69% 
Within 25 miles: 91% 
Within 25 miles: 92% 
Within 25 miles: 8%* 

Within 30 miles: 97% 
Within 25 miles: 91% 
Within 25 miles: 92% 
Within 20 miles: 100% 

*Home Health Services, Hospice Services, Certified Diabetes Educator Services and Dietician Services are provided 
by organizations that generally have a single central location and then dispatch experienced professionals into the 
field when services are required. Many of these professionals work out of their homes and travel throughout the 
regions to provide their necessary services. It is not unusual for a Home Health Agency to be based in Jackson, MS 
but provide Home Health Services across a large region ofthe state. 

t r r ' ^ y ; - j ^ f 

Exhibit J has been completed and provided for review in Section 6, Required Exhibits. 
•nâ  
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Exhibit K has been completed and provided for review in Section 6, Required Exhibits. 

Provider Network 

n i. 

-i^^^^^^^^^^^^^^^^^^^^^^Wi^^^^^^^^^^^^^^m^ 
\: , ^ ^ ^ ^ ^ ^ § ^ ^ ^ ^ ^ ^ 0 ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ 
- ^ s W m m f m a ^ S c , . ..v.. • . i ; . ^ . : . .,v V ' J : - 1 ' : ^ U ^ X ^ i ; ^ 
UnitedHealthcare's proposed network to serve MS CHIP Members became operational in the State of Mississippi on 
July 1,1995. Our extensive provider network includes more than 3,000 providers and 85 Mississippi hospitals. We 
believe the strength of our network lies in the individual, small group contracting model with flexible preferred pricing 
and not on large, regional or statewide provider organizations. 
UnitedHealthcare—by AmeriChoice®, a division of UnitedHealth Group (UHG), referred to as UnitedHealthcare, is the 
prime contractor for MS CHIP. UnitedHealthcare will include trie following sister organizations as network 
subcontractors: United Behavioral Health (UBH) for mental health services; Spectera, Inc. for vision care services; 
ACN Group, Inc. for chiropractic, physical therapy, occupational therapy, and speech therapy services; Dental Benefit 
Providers, Inc. for dental services and Prescription Solutions for pharmacy services. 
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.UnitedHealthcare'. 
by AmeriChoice 

Mississippi CHIP 

UnitedHealthcare has established the following appointment access requirements. These standards are published in 
the Administrative Guide which is incorporated by reference into our provider contracts. 

Appointment Type 
Emergency Care 
Urgent Care (PCP) 
Routine Patient Care (PCP) 
Well Care (PCP) 

i Time Frame 
Within 30 minutes typical travel time, 24 hours per day, 7 days per week 
Within 24 hours 
Within 1 week 
Within 1 month 

UnitedHealthcare regularly monitors provider compliance with appointment access and wait times. Data sources 
include but are not limited to: 

• Member complaints and appeals 
B Member satisfaction survey provider access questions 
B Medical records reviews for high-volume PCP and behavioral health providers 
a Provider onsite reviews 
a Provider profiles that identify Members with excessive emergency room use and few visits over time 
a Care manager feedback and reports from 24 hour nurse line indicating consistent access issues. 

We actively monitor our provider network to identify issues with individual providers as well as any trends. Initial 
review occurs at the departmental level, with trended information reported to the Sen/ice Quality Improvement 
Subcommittee and ultimately the Quality Management Community to identify performance improvement 
opportunities. 

Other monitoring methods are specific to certain provider types. For example, we evaluate physical health providers 
(PCPs, Specialists, Optometrists, etc.) on a quarterly basis through "secret shopper" calls placed to a random sample 
of 50 PCPs and 50 high volume specialists. Our Personal Care Specialists call each ofthe sampled providers' offices 
posing as Members asking forthe first available appointment 

Provider Relations staff educate noncompliant providers about contract requirements. Quality Management and 
Provider Relations staffs develop, implement and monitor corrective action plans to address noncompliance issues. 
Our Chief Medical Officer follows up with a letter. A provider's unwillingness or inability to meet appointment and wait 
time standards after receiving a CAP may result in disciplinary actions up to suspension or termination from trie 
network. 

Yes, our physician and hospital network contracts contain a "continuation of care" clause. 

Trie following clause contained in our participating provider agreements outlines the continuation of care 
requirements for specified services: 

"Ongoing Services to Certain Customers After Termination Takes Effect.—In trie event a Customer is receiving 
any ofthe Covered Services listed below, as of trie date trie termination takes effect, Facility will continue to render 
those Covered Services to that Customer, and this Agreement will continue to apply to those Covered Services, after 
trie termination takes effect, for trie length oftime indicated below: 
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. UnitedHealthcare" 
by AmeriChoics 

Mississippi CHIP 

Covered Services 
Inpatient Covered Services 
Pregnancy, Third Trimester - Low Risk 
Pregnancy, First, Second or Third Trimester—Moderate Risk 
and High Risk 
Non-Surgical Cancer Treatment 

End Stage Kidney Disease and Dialysis 
Symptomatic AIDS undergoing active treatment 
Circumstances where Payer is required by applicable law to 
provide transition coverage of services rendered by Facility 
after Facility leaves trie provider network accessed by Payer. 

Continuation of Care 
30 days or until discharge, whichever comes first 
Through postpartum follow up visit 

Through postpartum follow up visit 

30 days or a complete cycle of radiation or 
chemotherapy, whichever is greater 
30 days 
30 days 
As applicable 

Any additional continuation of care requirements required under the state contract or regulations' 
into our regulatory appendix." 

be incorporated 

a;'.ms?s.-.-"-"S3 5xnSt??t?K3i^Ciirc~3S?7'-

t*./ 

PCP Terminations—UnitedHealthcare will provide written notice within 15 days of notice or issuance oftermination 
of a PCP to each Member who received primary care from, or was seen on a regular basis by the terminated PCP. 
We will generate a letter that explains the situation, provides the new PCP information and explains how to contact 
us to select a different PCP. 

PCP Additions—Members have access to our online provider directories to view updated provider information. Our 
Member Service Representatives also have access to the online directories in order to provide calling Members with 
trie most up- to-date information. These online directories are updated weekly and are searchable by provider name, 
location or specialty. Members can also call a Member Service Representative to request to have a paper copy of trie 
directory mailed to them. We update and reprint provider directories annually. 

PCP Address/Phone Number Changes—Our Administrative Guide requires providers to notify us of address and 
phone number changes within ten calendar days of trie change. These updates are made weekly to our online 
directories. Members are encouraged to contact Member Services for updated address and phone numbers if they 
believe trie data they have is incorrect. 

\t-'-L r r raz - r fe r ^^ r r ^ r y r a v -

UnitedHealthcare is fortunate to have a substantial provider network already contracted in the State of Mississippi. 
We believe that network development and management is a fluid process and upon award will continue 
supplementing our network with essential community providers, critical access hospitals, public health departments 
and other safety net providers throughout trie state. We have established a date of October 1, 2009 as the date in 
which we intend to ensure we have a comprehensive network necessary that ensures minimal disruption of existing 
patterns of care. 

Only 2.8 percent (49 total) of our Primary Care Providers proposed to serve trie MS CHIP membership currently have 
closed panels in the State of Mississippi, or in trie bordering cities identified. More than 1,700 Primary Care Providers 
(97.2 percent) are available to the MS CHIP membership. 
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Predominant reimbursement method, e.g., fee-for-service, 
discounted fee-for-service, capitation 
Source of Fee Schedule, e.g., HIAA, Medicare, MDR, 
in-house 
Frequency of updates to reimbursement/fee schedules, e.g., 
semi-annually, annually 
Are there any risk sharing arrangements, e.g., bonus pools, 
withholds or retroactive payments? If so, list 

Primary Care Physician \ Network Specialist 
FFS Fee Schedule 

Medicare 

Quarterly 

No 

FFS Schedule 

Medicare 

Quarterly 

No 

m^mm^^.mmmemmim^^-T^rr-:. - , " / L " . J .:. 

Predominant reimbursement method, e.g., fee-for-service, 
discounted fee-for-service, capitation 
Source of Fee Schedule, e.g., HIAA, Medicare, MDR, 
in-house 
Frequency of updates to reimbursement/fee schedules, e.g., 
semi-annually, annually 
Are there any risk sharing arrangements, e.g., bonus pools, 
withholds or retroactive payments? If so, list 

Primary Care Physician Network Specialist 
N/A 

N/A 

N/A 

N/A 

FFS Schedule 

In-house 

As needed 

No 

(N&me;#N^pi^:;,g j ^ I k l l ^ : ^ " . . - - ^ . ^ I p r ^ ^ r ^ ^ f - r^:^:;;/;——.^-t---
Primary Care Physician.. | Network Specialist 

N/A 

N/A 

FFS Schedule* 

In-house 

Predominant reimbursement method, e.g., fee-for-service, 
discounted fee-for-service, capitation 
Source of Fee Schedule, e.g., HIAA, Medicare, MDR, 
in-house 
Frequency of updates to reimbursement/fee schedules, e.g., 
semi-annually, annually 
Are there any risk sharing arrangements, e.g., bonus pools, 
withholds or retroactive payments? If so, list 

'Providers are paid one flat eye exam reimbursement rate (this can vary depending upon our contracting negotiations) and one flat dispensing fee. Providers 
utilize an in-house lab where materials are made, and providers dispense these materials. 

N/A 

N/A 

As needed 

No 

i N a m e b f t t i ^ ^ M f l ^ ^ 

Primary Care Physician j Network Specialist 
Predominant reimbursement method, e.g., fee-for-service, 
discounted fee-for-service, capitation 
Source of Fee Schedule, e.g., HIAA, Medicare, MDR, 
in-house 
Frequency of updates to reimbursement/fee schedules, e.g., 
semi-annually, annually 
Are there any risk sharing arrangements, e.g., bonus pools, 
withholds or retroactive payments? If so, list 

N/A 

N/A 

N/A 

N/A 

FFS Schedule 

Medicaid 

Quarterly 

No 
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^ ^ ^ ^ ^ 
Primary Care Physician j Network Specialist 

Predominant reimbursement method, e.g., fee-for-service, 
discounted fee-for-service, capitation 
Source of Fee Schedule, e.g., HIAA, Medicare, MDR, 
in-house 
Frequency of updates to reimbursement/fee schedules, e.g., 
semi-annually, annually 
Are there any risk sharing arrangements, e.g., bonus pools, 
withholds or retroactive payments? If so, list 

N/A 

N/A 

N/A 

N/A 

FFS Schedule 

Medicaid 

As needed 

No 

r^-Vv*"'.*-^*. -vi- ••T*'-:' :'^Kits-.--rT .!V-r>.r-r.--T-iTng 35??™ 

\ . . -.als0ienc|g###^ ̂ ^ ^ t ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ . . ^ ^ .- .^.^ : .ui.,.,,, 
A listing of our providers currently under contract has been provided as Exhibit L in Section 6, Required Exhibits. 

,99:-'AWh.)as)Exl mm _ ^ _ ^ ^ s e s ^ m m v m m m i ^ s ^ & m 
^ ^ ^ ^ ^ ^ ^ ^ ^ m M s m ^ ^ s S ^ ^ M . ^ 
' " # gs^™^phisp!Nf?&iideiiS ; :mmmm _ ^ _ , 

.;M0jSjIe;v^ 
V..'.;;i3ji'i!^^^B^^i.2-±-:^ 2 ... . . . ^'2% 
A listing of our providers with whom we have Letters of Intent has been provided as Exhibit M in Section 6, Required 
Exhibits. 

vmss. 
Internal Medicine (PCP) 
Internal Medicine Subspecialists 
General/Family Medicine (PCP) 
Pediatricians (PCP) 
Pediatrician Specialists: 

Cardiology 
Craniofacial 
Hematology/Oncology 
Nephrology 
Neonatal Medicine 
Endocrinology 
Neurosurgery 
Orthopedic Surgery 
Pulmonology 
Gastroenterology 
Intensive Critical Care 
Adolescent Medicine 
Urology 

Number of Providers 
; Currently under Contract 

mm-y;,. M Wa?. 

Number of Providers with 
Letters of Commitment 

''' '"iiiiSSS^ IP 
204 

653 
238 

9 
0 
0 
0 
5 
1 
0 
0 
0 
0 
0 
0 
0 

1402 

649 
664 

45 
0 
70 
20 
89 
25 
57 
7 
25 
28 
20 
4 
4 

60 

129 
68 

0 
0 
5 
0 
9 
0 
0 
0 
0 
0 
0 
0 
0 

0 

0 
0 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
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. UnitedHealthcare'. 
by AmeriChoice 

Number of Providers 
Currently under Contract 

Mississippi CHIP 

Number of Providers with 
Letters of Commitment 

^£*'vix!i£ 

. - -; - • itow^ \: 
- ' M k ^ j M ^ ^ ^ i ^ ^ ^ 

Obstetricians/Gynecologists 
General Surgeons 
Surgery Subspecialists 
Dentists 
Ophthalmologists and Optometrists 
Audiologist 
Total Number of Providers 

298 
161 
236 
75 
404 
2 

2286 

672 
439 
837 
342 
718 
3 

6120 

27 
49 
9 

313 
1 
1 

671 

0 
0 
0 
0 
0 
0 
0 

Primary Care Physicians 
Physician Specialist 

% Board Eligible 
2% 
4% 

% Board Certified 
75% 
72% 

-T^crvjrvswtr-Ttt ;302/Ple^.^m K w r r 

MM^BBxasaN^^B c i ' / j r w v i 

L".V 

Criteria 
Requirement that medical license has never been restricted or revoked? 
Is board eligible or board certification required? 
Is valid Drug Enforcement Administration (DEA) certificate required? 
Must physician currently have admitting privileges to at least one community or 
teaching hospital? 
Are trie type and quantity of lawsuits investigated? 
Are references required and checked? 
Is the physician's status in trie National Practitioner Databank checked? 
Is trie physician's status on sanctions in Medicare/Medicaid programs checked? 
List any other credentialing requirements for physicians: N/A 

Yes/No 
No 
No 
Yes 
Yes 

Yes 
No 
Yes 
Yes 
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Mississippi CHIP UnitedHealthcare0 

by AmeriChoice . 

P^pNisppk^ 
Criteria 
Requirement that medical license has never been restricted or revoked? 
Is board eligible or board certification required? 
Is valid Drug Enforcement Administration (DEA) certificate required? 
Must physician currently have admitting privileges to at least one community or 
teaching hospital? 

Are the type and quantity of lawsuits investigated? 
Are references required and checked? 
Is the physician's status in the National Practitioner Databank checked? 
Is the physician's status on sanctions in Medicare/Medicaid programs checked? 
List any other credentialing requirements for physicians: Must meet minimum liability requirements for physicians: 
N/A 

Yes/No 
Yes 
Yes (board certification) 
Yes 
Yes (also require 
admitting privileges to 
at least one 
contracted/network-
based facility) 
Yes 
No 
Yes 
Yes 

^ ^ ^ ^ ^ ^ H ^ m ^ f ^ ^ ^ L ^ W - : 
Criteria 
Requirement that medical license has never been restricted or revoked? 
Is board eligible or board certification required? 
Is valid Drug Enforcement Administration (DEA) certificate required? 
Must physician currently have admitting privileges to at least one community or 
teaching hospital? 
Are the type and quantity of lawsuits investigated? 
Are references required and checked? 
Is the physician's status in the National Practitioner Databank checked? 
Is the physician's status on sanctions in Medicare/Medicaid programs checked? 
List any other credentialing requirements for physicians: N/A 

Yes/No 
Yes 
Yes 
Yes 
No 

Yes 
No 
Yes 
Yes 

UnitedHealthcare and its sister organizations recredential their network physicians every 36 months in accordance 
with NCQA guidelines. 
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Type of Service 
Physician - non-surgical 
Physician - surgical 
Radiology 
Pathology 
Anesthesiology 
Physician - non-surgical 

Calendar Year 2008 
13.8% 
25.3% 
18.0% 
37.6% 
11.4% 

First Three Months 
of Calendar Year 

2009 
*See note below 
*See,''n0te below 
*See ndtetbelow 
*%note below...' 
-*Seemdte;below' 
"*See note below 13.8% 

What is the source of your prevailing charge data, e.g., Ingenix (formerly HlA&)tr intemaliy<d^eid'ped? 
The prevailing charge data is developed internally by accessing UnitedH âlthca're's data warehô usê which 
includes all claims within our enterprise. 

'Due to a variety of contractual claims submission timelines among our providers that affect claims processing, we anticipate data for the first three months of 
calendar year 2009 will be available at the end of June 2009. 

All ofthe reimbursement information reflected on this document qualifies as commercial and financial 
information of a proprietary nature and constitutes trade secrets as defined under Mississippi law which are 
exempt from disclosure pursuant to Section 79-23-1 of the Mississippi Code, and therefore the Bidder 
requests that this material not be photocopied. Bidder requests, prior to the release of any information, to be 
notified by the Board of the request for the information to be given sufficient time to seek protection from the 
appropriate court in the event of a challenge. 
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Nurse practitioners" 
Occupational and physical 
therapists 
Audiologist 
Dentist 
Optometrist 
Psychologist 
Professional counselors 
and clinical social workers 

No credentialing 
process for these 
providers 

| Providers not part of 
j network 

Yes, credentialing 
process for these 
providers 

X 
X 

X 
X 
X 
X 

Bidder's commercial and financial information is exempt from disclosure because it is a trade secret. Bidder 
requests that the data not be copied. The Board is requested to notify the Bidder ifthe data is sought so 
Bidder can protect it from disclosure. 
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No credentialing 
process for these 
providers 

Nurse practitioners 
Occupational and physical 
therapists 
Audiologist 
Dentist 
Optometrist 
Psychologist 
Professional counselors 
and clinical social workers 

Providers not part of 
network 

X 
X 

j Yes, credentialing 
process for these 
providers ._ 

X 
X 
X 

X 
X 

| A # ^ # N ! B W | K h ^ ^ # ^ l i i i 6 6 W ^ L i ^ & a y ^ f r m ^ ^ f w ^ ^ ^ 
No credentialing 
process for these 
providers 

Nurse practitioners 
Occupational and physical 
therapists 
Audiologist 
Dentist 
Optometrist 
Psychologist 
Professional counselors 
and clinical social workers 

Nurse practitioners 
Occupational and physical 
therapists 
Audiologist 
Dentist 
Optometrist 
Psychologist 
Professional counselors 
and clinical social workers 

No credentialing 
process for these 
providers 

Providers not part of 
I network 

X 
X 

! Yes. credentialing 
I process for these 
| providers 

X 
X 

X 
X 

-•-T—cnvr--

Providers not part of 
network 

X 

| Yes, credentialing 
| process for these 
i providers 

X 

X 
X 
X 
X 
X 
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Nurse practitioners 
Occupational and physical 
therapists 
Audiologist 
Dentist 
Optometrist 
Psychologist 
Professional counselors 
and clinical social workers 

No credentialing 
process for these 
providers 

Providers not part of 
network 

X 
X 

X 

X 
X 
X 

Yes, credentialing 
process for theise 
providers 
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^ l ! ^ ^ . 
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A list of those facilities under contract or with whom we have Letters of Intent that are not accredited by JCAHO is 
shown below. In addition to JCAHO, UnitedHealthcare accepts accreditation from other accreditation organizations 
as follows: 
Facility Type 
Ambulatory Surgery Center 

Skilled Nursing Facility 
Acute Care Hospital 

Psychiatric Facility 

Accreditations Accepted 
AAAASF, AOA, AAAHC, JCAHO, or CMS or State Agency review or 
certification 
CARF, CHAP, JCAHO, or CMS or State Agency review or certification 
NIAHO, JCAHO, AOA (now referred to as HFAP), AAAHC, or CMS or 

. State Agency review or certification 
COA, CARF and AOA. If a facility is not accredited by one ofthese 
agencies, a site visit is completed in accordance with NCQA guidelines 
prior to contracting the facility. 

i u 
Tri Lakes Medical Center Batesville 
A Bridge to Recovery Ridgeland 
Eastside Mental Health Center Birmingham 
Gateway Family Counseling Birmingham 
Mobile Infirmary Medical Center Mobile 
Capitol Care South Inc Birmingham 
Addiction Couns & Edu Resources Slidell 
Youth Truth Inc Slidell 
Mental Health Resources Memphis 
Hanover Health & Rehab at Birmingham Birmingham 
Gastroenterology ASC NA Birmingham 
Birmingham Surgery Center Birmingham 
Birmingham Nursing & Rehabilitation Birmingham 
Center 

State Zip Code I Special 
MS 38606 Psychiatric Facility 
MS 39157 Psychiatric Facility 
AL 35235 Psychiatric Facility 
AL 35205 Psychiatric Facility 
AL 36607 Psychiatric Facility 
AL 35210 Psychiatric Facility 
LA 70458 Psychiatric Facility 
LA 70461 Psychiatric Facility 
TN 38119 Psychiatric Facility 
AL 35205 Skilled Nursing Facility 
AL 35209 Ambulatory Surgery Center 
AL 35209 Ambulatory Surgery Center 
AL 35214 Skilled Nursing Facility 
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Name 
Birmingham Nursing & Rehabilitation Birmingham 
Center 
Jefferson Rehab and Health Birmingham 
Mountainview Health Center Birmingham 
Fairview Health and Rehab Birmingham 
HealthSouth Outpatient Care Center Birmingham 
Kirklin Clinic Birmingham 
Kirklin Clinic Birmingham 
Alabama Colon/Rectal Institute Birmingham 
The Noland Center at Carraway Birmingham 
Gastroenterology ASC NA Birmingham 
Medplex Outpatient Surgery Center Birmingham 
Golden LivingCenter- Riverchase Birmingham 
Mary Lewis Skilled Nursing Facility Birmingham 
Crowne Health Care of Mobile Mobile 
HealthSouth Surgicare of Mobile Mobile 
Cogbum Health & Rehabilitation Mobile 
Specialty Healthcare & Rehabilitation Mobile 
Center 
Cogbum Health & Rehabilitation - Mobile 
Midtown 
Dauphin West Surgery Center Mobile 
HealthSouth Mobile Surgery Center Mobile 
Springhill Senior Residence Mobile 
Springhill Manor Mobile 
Twin Oaks Nursing Home Mobile 
Lynwood Nursing Home Mobile 
Mobile Nursing and Rehabilitation Mobile 
Center 
Cogbum Health & Rehab Center West Mobile 
St. Peter Villa Memphis 
High Point Health and Rehab Center Memphis 
Oakville Health Care Center Memphis 
Meca Laser & Surgery Center Memphis 
Primacy Healthcare & Rehab Center Memphis 
Alliance Private Duty and Home Memphis 
Signature Healthcare of Memphis Memphis 
Spring Gate Rehabilitation Health Care Memphis 
Center 
Stem Cardiovascular Center Memphis 
Tri-Lakes Medical Center Batesville 
Golden LivingCenter - Batesville Batesville 
Delta Manor (MR) Clarksdale 
Alliance HealthCare System Holly Springs 
Holly Springs Health & Rehab Holly Springs 
Quitman County Hospital Marks 

Zip Code Specialty 
AL 35215 Skilled Nursing Facility 

AL 35217 Skilled Nursing Facility 
AL 35221 Skilled Nursing Facility 
AL 35228 Skilled Nursing Facility 
AL 35233 Ambulatory Surgery Center 
AL 35233 Ambulatory Surgery Center 
AL 35233 Ambulatory Surgery Center 
AL 35233 Ambulatory Surgery Center 
AL 35234 Skilled Nursing Facility 
AL 35235 Ambulatory Surgery Center 
AL 35244 Ambulatory Surgery Center 
AL 35244 Skilled Nursing Facility 
AL 35249 Skilled Nursing Facility 
AL 36605 Skilled Nursing Facility 
AL 36606 Ambulatory Surgery Center 
AL 36607 Skilled Nursing Facility 
AL 36607 Skilled Nursing Facility 

AL 36607 Skilled Nursing Facility 

AL 36608 Ambulatory Surgery Center 
AL 36608 Ambulatory Surgery Center 
AL 36608 Skilled Nursing Facility 
AL 36608 Skilled Nursing Facility 
AL 36617 Skilled Nursing Facility 
AL 36693 Skilled Nursing Facility 
AL 36695 Skilled Nursing Facility 

AL 36695 Skilled Nursing Facility 
TN 38104 Skilled Nursing Facility 
TN 38114 Skilled Nursing Facility 
TN 38118 Skilled Nursing Facility 
TN 38119 Ambulatory Surgery Center 
TN 38119 Skilled Nursing Facility 
TN 38134 Skilled Nursing Facility 
TN 38134 Skilled Nursing Facility 
TN 38135 Skilled Nursing Facility 

TN 38138 Ambulatory Surgery Center 
MS 38606 Acute Care Hospitals 
MS 38606 Skilled Nursing Facility 
MS 38614 Skilled Nursing Facility 
MS 38634 Acute Care Hospitals 
MS 38635 Skilled Nursing Facility 
MS 38646 Acute Care Hospitals 
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Baptist Memorial Hospital North Oxford 
Mississippi - SNF 
Golden LivingCenter - Ripley Ripley 
Beverly/Southhaven Health Care Center Southaven 
Baptist Progressive Care Southaven 
Golden LivingCenter - Southaven Southaven 
Boliver Health and Rehab Center Cleveland 
Indianola Health & Rhab Indianola 
North Sunflower County Hospital Ruleville 
Golden LivingCenter - Eason Blvd. Tupelo 
Golden LivingCenter - Amory Amory 
MS Ca Corinth 
Cornerstone Health & Rehab of Corinth Corinth 
Gilmore Chickasaw Heath Service Okolona 
Grenada Health and Rehabilitation Grenada 
Tallahatchie General Hospital Charleston 
Greenwood Health and Rehab Center Greenwood 
Yalobusha General Hospital Water Valley 
Humphreys County Memorial Hospital Belzoni 
Rankin Medical Center Brandon 
Canton Manor (MR) Canton 
Leake Memorial Hospital Carthage 
Beverly LivingCenter - Carthage Carthage 
Trinity Mission of Clinton Clinton 
Pinehaven Clinton 
Jefferson County Hospital Fayette 
Lackey Memorial Hospital Forest 
Hardy Wilson Memorial Hospital Hazlehurst 
Magee General Hospital Magee 
Simpson General Hospital Mendenhall 
Scott Regional Hospital Morton 
Trace Haven Health & Rehab Center Natchez 
Sharkey-Issaquena Community Hospital Rolling Fork 
Sydney House Vicksburg 
Yazoo City Health and Rehab Center Yazoo City 
Disc Jackson 
Beverly LivingCenter - Meridian Meridian 
Winston Medical Center Louisville 
Noxubee County Hospital Macon 
Newton Regional Hospital Newton 
Neshoba County General Hospital Philadelphia 
H. C. Watkins Memorial Hospital Quitman 
Laird Hospital Union 
Head and Neck Surgery Center Hattiesburg 
Marion General Hospital Columbia 

Zip Code j Specialty 
MS 38655 Skilled Nursing Facility 

MS 38663 Skilled Nursing Facility 
MS 38671 Skilled Nursing Facility 
MS 38671 Skilled Nursing Facility 
MS 38671 Skilled Nursing Facility 
MS 38732 Skilled Nursing Facility 
MS 38751 Skilled Nursing Facility 
MS 38771 Acute Care Hospitals 
MS 38804 Skilled Nursing Facility 
MS 38821 Skilled Nursing Facility 
MS 38834 Skilled Nursing Facility 
MS 38834 Skilled Nursing Facility 
MS 38860 Skilled Nursing Facility 
MS 38901 Skilled Nursing Facility 
MS 38921 Acute Care Hospitals 
MS 38930 Skilled Nursing Facility 
MS 38965 Acute Care Hospitals 
MS 39038 Acute Care Hospitals 
MS 39042 Acute Care Hospitals 
MS 39046 Skilled Nursing Facility 
MS 39051 Acute Care Hospitals 
MS 39051 Skilled Nursing Facility 
MS 39056 Skilled Nursing Facility 
MS 39056 Skilled Nursing Facility 
MS 39069 Acute Care Hospitals 
MS 39074 Acute Care Hospitals 
MS 39083 Acute Care Hospitals 
MS 39111 Acute Care Hospitals 
MS 39114 Acute Care Hospitals 
MS 39117 Acute Care Hospitals 
MS 39120 Skilled Nursing Facility 
MS 39159 Acute Care Hospitals 
MS 39180 Skilled Nursing Facility 
MS 39194 Skilled Nursing Facility 
MS 39232 Ambulatory Surgery Center 
MS 39301 Skilled Nursing Facility 
MS 39339 Acute Care Hospitals 
MS 39341 Acute Care Hospitals 
MS 39345 Acute Care Hospitals 
MS 39350 Acute Care Hospitals 
MS 39355 Acute Care .Hospitals 
MS 39365 Acute Care Hospitals 
MS 39402 Ambulatory Surgery Center 
MS 39429 Acute Care Hospitals 
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Columbia Health and Rehab Center 
Greene County Hospital 
George County Hospital 
Highland Community Hospital 
Pearl River County Hospital 
Jefferson Davis Community Hospital 
Perry County General Hospital 
Quest Rehab 
Woodland Village Nursing Center 
Stone County Hospital 
Golden LivingCenter - Brook Manor 
Countrybrook Living Center 
Lincoln Manor (MR) 
Beacham Memorial Hospital 
Franklin County Memorial Hospital 
Lawrence County Hospital 
Walthall County General Hospital 
Golden LivingCenter-Tylertown 
Pioneer Community Hospital of 
Aberdeen 

Golden LivingCenter - Eupora 
Kilmichael Hospital 
Rolling Hills 

Specialty Hospital of New Orleans 

Columbia 
Leakesville 
Lucedale 
Picayune 
Poplarville 
Prentiss 
Richton 
Diamondhead 
Diamondhead 
Wiggins 
Brookhaven 
Brookhaven 

Brookhaven 
Magnolia 
Meadville 
Monticello 
Tylertown 
Tylertown 
Aberdeen 

Eupora 
Kilmichael 
Starkville 
New Orleans 

ip , f i i i | "e?M 

Zip Code | Specialty 
MS 39429 Skilled Nursing Facility 
MS 39451 Acute Care Hospitals 
MS 39452 Acute Care Hospitals 
MS 39466 Acute Care Hospitals 
MS 39470 Acute Care Hospitals 
MS 39474 Acute Care Hospitals 
MS 39476 Acute Care Hospitals 
MS 39525 Skilled Nursing Facility 
MS 39525 Skilled Nursing Facility 
MS 39577 Acute Care Hospitals 
MS 39601 Skilled Nursing Facility 
MS 39601 Skilled Nursing Facility 
MS 39601 Skilled Nursing Facility 
MS 39652 Acute Care Hospitals 
MS 39653 Acute Care Hospitals 
MS 39654 Acute Care Hospitals 
MS 39667 Acute Care Hospitals 
MS 39667 Skilled Nursing Facility 
MS 39730 Acute Care Hospitals 

MS 39744 Skilled Nursing Facility 
MS 39747 Acute Care Hospitals 
MS 39759 Skilled Nursing Facility 
LA 70128 Skilled Nursing Facility 

i Total Number of Facilities 
i Currently under Contract 

, teSSEsM?/ 
^ M ^ & x i i & j ^ : ^ 

Total Number of Facilities 
with Letters of Commitment 

mmws.' .mwm? ' , 
Hospital 
Other Health Care Facilities (not including 
hospitals) 
Total 

109 
38 

147 

16 
94 

110 

4 
5 

0 
0 
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Exhibit N has been completed and is provided for your review as part of Section 6, Required Exhibits. 
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Exhibit 0 has been completed and is provided for your review as part of Section 6, Required Exhibits. 
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Yes, most of the hospitals in our network have participating hospital based provider groups. When UnitedHealthcare 
contracts with its hospitals, every effort is made during the negotiation process to insert language into our facility 
agreements that assists us in securing direct agreements with its hospital based providers. UnitedHealthcare 
is competitive with other payers. 

The list below indicates the facilities that do not currently have all the hospital based providers at that facility in our 
current contracted network. Due to the fluid nature of hospital based providers, it is difficult to always maintain an 
agreement with every group that may practice at a hospital. Additionally, if listed below it may be due to one group 
that has generated less than five claims a year. Those hospital based groups that are key drivers of cost are 
continuously approached for negotiation. 

MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 

Hospital 
Baptist Hospital 
Baptist Hospital Desoto 
Baptist Memorial Hospital Desoto 
Baptist Memorial Hospital Golden Triangle 
Baptist Memorial Hospital No Ms 
Biloxi Regional Medical Center 
Central Ms Medical Center 
Claiborne County Med Center 
Forrest General 
Garden Park Medical Center 
George County Hospital 
Gulf Coast Medical Center 
Gulfport Memorial Hospital 
H.C.Watkins Memorial Hospital 
Hancock Medical Center 
Hardy Wilson Memorial Hospital 
Highland Community Hospital 
Jeff Anderson Regional Medical Center 
Kings Daughters Hosp 
Magee General Hospital 
Magnolia Regional Med Center 
Natchez Community Hospital 
Natchez Regional Med Center 
Neshoba County Hospital 
North Ms Medical Center 
North Oak Regional Med Center 
Riley Hospital 
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MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
MS 
LA 
LA 
LA 
LA 
LA 
TN 
TN 
TN 
TN 
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State . ! . Hospital 
River Oaks Hospital 
River Region Medical Center 
Rush Foundation Hospital 
Scott Regional Hospital 
Simpson General Hospital 
South Central Regional Med Center 
Southwest Mississippi Regional Medical Center 
St Dominies Hospital 
Southwest Regional Medical Center 
Tippah County Hospital 
Tri Lakes Medical Center 
Walthall County Gen Hospital 
Wayne General Hospital 
Yalobusha General Hosp 
Northshore Regional Medical Ct 
Ochsner Baptist Medical Center 
Slidell Memorial Hospital 
Touro Infirmary 
Tulane University Hospital & Clinic 
Lebonheur Childrens Medical Center 
Regional Medical Center @ Memphis 
Saint Francis Hospital 
St. Jude Childrens Research Hosp 
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î . —lî GG. 

"v-:'.V 
' 'r- '. 

K'-V-; 

: ^ m # . ^ P ' M # # - W # W . ; ^ / : •. . ... r ... 
Exhibit P has been completed and is provided for your review as part of Section 6, Required Exhibits. 
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Acute Inpatient 
Med/Surg Hospital 
Hospital Based 
Surgery Center 

Outpatient 
Hospital 

(i.e., x-ray and lab) 

Hospital 
Emergency Room 
Acute Inpatient 
Mental Health 

DRG 
W/Outlier 

Yes 

No 

No 

No 

No 

DRG 
No 
Outlier 

Yes 

No 

No 

No 

No 

Per Diem 
W/Outlier 

Yes 

No 

No 

No , . 

•No 

Per Diem Discount Other Average 
No Billed \ Discount 
Outlier j Charges j _______ Level 

Yes 

No 

No 

No 

Yes 

Yes 

Yes. 

'Yes 

.No 

No 

n/a - ' 60.2% 

©PG- 62:7%:: 
Case 
Rates-
APC 
Pee • 

Schedule 
Case Rate 

APC 
Case Rate 

APC 
n/a 

64.6% 

59.6% 

52.3% 

All of the reimbursement information reflected on this document qualifies as commercial and financial 
information of a proprietary nature and constitutes trade secrets as defined under Mississippi law which are 
exempt from disclosure pursuant to Section 79-23-1 of the Mississippi Code, and therefore the Bidder 
requests that this material not be photocopied. Bidder requests, prior to the release of any information, to be 
notified by the Board of the request for the information to be given sufficient time to seek protection from the 
appropriate court in the event of a challenge. 

cvr;: - M r u ' - . C 
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Average for 2008 
Average for first 3 months of 

2009 
60.0% *See note below 
63.4% *See note below 

"Due to a variety of.coritfactual.daihns submission timelines among our providers that affect claims processing, we anticipate data for the first three months of 

-Hospital -.Inpatient Services 
Hospital - Outpatient,Sen/ices 
)ue to a variety of.conffactual daims submissii 

calendar year 20(B.will be available at the end of June 2009. 

All ofthe reimbursement information reflected on this document qualifies as commercial and financial 
information of a proprietary nature and constitutes trade secrets as defined under Mississippi law which are 
exempt from disclosure pursuant to Section 79-23-1 ofthe Mississippi Code, and therefore the Bidder 
requests that this material not be photocopied. Bidder requests, prior to the release of any information, to be 
notified by the Board of the request for the information to be given sufficient time to seek protection from the 
appropriate court in the event of a challenge. 
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Bidder's commercial and financial information is exempt from disclosure because it is a trade secret. Bidder 
requests that the data not be copied. The Board is requested to notify the Bidder ifthe data is sought so 
Bidder can protect it from disclosure. 
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Services: 
Alcohol/chemical dependency 
Ambulatory surgery 
Bum unit/care 
Cardiac care unit 
CT scanner 
Diagnostic radioisotope facility 
Emergency room 
Hemodialysis 
Home health services 
Hospice 
Intensive care unit 
Neonatal intensive care 
Magnetic resonance imaging (MRI) 
Obstetrics 
Occupational therapy 
Open heart surgery 
Pediatric inpatient unit 
Pediatric intensive care 
Physical therapy services 
Psychiatric services 
Rehabilitation (inpatient) 
Rehabilitation (outpatient) 
Skilled nursing home/facility services 
Therapeutic radioisotope facility 
Transplantation - bone marrow 
Transplantation - heart 
Transplantation - kidney 
Trauma center (Level I or II) 

Are Services 
Available Through 
The Proposed 
Provider Network? 
(Y/N) 

Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 
Y 

Total # of Facilities in 
Mississippi Providing 
Services 

9 
39 
1 
9 
45 
4 
71 
21 
90 
8 
33 
41 
7 
31 
17 
13 
67 
6 
85 
10 

48 
5 
0 
0 
0 
0 

Total # of Facilities 
in Border Cities 
Providing Services 

12 
28 
3 
20 
21 
9 
23 
22 
35 
6 
19 
26 
11 
11 
16 
16 
22 
8 

312 
23 
12 
12 
18 
9 
2 
1 
4 
1 
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UnitedHealthcare continually works with both hospitals and providers to ensure needed care is provided and 
medically necessary services for Members are authorized. Our Medical Management Team reviews all inpatient 
admissions to non-participating hospitals to evaluate trie need for continued care, provides the appropriate 
authorization as necessary, and documents the admission in our CareOne electronic medical records. Through these 
electronic medical records and case management records, we identify patterns of utilization in out-of-network 
hospitals. Our Network Development staff approaches these hospitals for inclusion in trie network with trie goal of 
negotiating favorable reimbursement rates. While we strive to negotiate acceptable terms that allow for quality care 
and successful management of medical costs through effective pricing strategies and facility-based medical cost 
management initiatives, we are also cognizant that a robust network including key hospitals is critical to our ability to 
serve our Members, to provide Members with choice, and to grow our membership. 

UnitedHealthcare strongly believes that we are successful engaging critical hospitals and hospital systems as 
participating providers. However we recognize that there are instances where we have to formulate non-participating 
agreements to ensure access and availability of services to our Members. In these instances, we seek to partner with 
key non-participating hospitals using many of trie same approaches that have proven successful in engaging new 
providers. 

Our approach to successfully engaging hospitals for participation in our network involves planning, dedication of 
resources, innovative pricing strategies, and enhanced provider servicing. We recognize that the reimbursement rate 
for hospitals must be competitive on a unit of service basis as the savings from hospitals come from shorter average 
lengths of stay (ALOS) and reduced admissions due to successful preventive and patient compliance strategies. 

UnitedHealthcare has developed and manages to a strategic network development plan that focuses on the key 
providers and hospital systems necessary to ensure access to quality care for our Members. This plan defines the 
approaches used to encourage participation of key quality facilities. To execute this plan, we have enhanced our 
network contracting team, developing a dedicated staff of contracting experts to employ innovative approaches to 
engaging facilities. Our plan includes a strategic pricing approach that considers trie entirety ofthe network in 
developing hospital rates. This approach achieves cost effective agreements in some cases to allow for enhanced 
rates in others. In addition, our plan includes trie innovative use of approaches for structuring agreements. These 
approaches include enhanced payments for hospitals meeting certain performance criteria related to quality of care, 
patient safety, and cost effective treatment. 

UnitedHealthcare's defined network development plan, dedicated contracting resources, and capacity for innovation 
in pricing, payment, and servicing hospitals distinguishes us from other organizations that have taken more traditional 
approaches to contracting. In addition, if a hospital in the MS CHIP service area chooses not to contract with us we 
will work with the hospital and our providers to ensure there are no gaps in our Members' care. We waive prior 
authorization requirements in some cases, negotiate single case agreements, and extend credentialing periods. 
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Payment Methodology 
Per diem basis 
DRG basis 
Discount basis 
Other basis (describe other): 

Percent 
73% 
27% 
0% 

N/A 
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Payment Methodolog 
Per diem basis 
DRG basis 
Discount basis 
Other basis (describe other): 

Percent. 
100% 
N/A 
N/A 
N/A 
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Center of Excellence 
Children's Hospital of Alabama 

Ochsner Medical Center - New 
Orleans 
St. Jude Children's Research 
Hospital, Inc. 

Address 
1600 Seventh 
Avenue, South 
1514 Jefferson 
Highway 
332 N. Lauderdale 
Street 

/. State, Zip Code i Services 
Birmingham, AL 35233 Blood/Marrow 

Tulane University Hospital and Clinic 1415 Tulane Avenue 

University of Alabama Hospital 
University of Tennessee/Methodist 
Transplant Institute 
Forrest General Hospital 

North Mississippi Medical Center 

619 South 19th Street 
1265 Union Avenue 

New Orleans, LA 
70121 
Memphis, TN 38105 

New Orleans, LA 
70112 
Birmingham, AL 35223 
Memphis, TN 

6051 U S Highway 49 Hattiesburg, MS 

830 South Gloster 
Street 

Tupelo, MS 

Kidney; Kidney/Liver; 
Liver 
Kidney; Kidney/Liver; 
Liver 
Kidney; Liver 

Heart; Kidney 
Kidney; Kidney/Liven 
Liver 
Spine Surgery; 
Cardiac Care; Cardiac 
Surgery; Heart 
Rhythm Disorders 
Cardiac Care; Cardiac 
Surgery; Heart 
Rhythm Disorders 

CX^^ 
We do not maintain subcontracts with "repriced" networks. We conduct negotiations with non-participating providers 
as necessary to ensure continuity of care or to provide services in geographic areas where we do not have 
participating providers. Ifthe state identifies a non-participating fee schedule, this reduced rate would be applied as a 
discount to services rendered by a non-participating provider. 
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Our first step is to approach essential community providers who initially have chosen not to participate. Our second 
step is to approach competitor networks and lastly, our contracting team will also be alerted if a Member has 
nominated a provider for participation, or monitor high dollar claim volume. We also identify non-participating 
providers from claims data, reports on out-of-network authorizations, emergency room utilization and notification by 
PCPs and our hands-on Care Coordination/Medical Management team who has responsibility for ensuring Members 
obtain trie necessary care from non-participating providers. 

! i i F : # ^ 
The staff who is responsible for negotiating provider discounts with non-participating providers are professionals who 
have proven abilities in negotiating geographically competitive rates while also considering overall unit cost and trend 
management which produces an affordable and predictable product for our business partners and customers. Other 
qualifications include: 

• A minimum of 2 - 4 years experience working for a health insurer in a network management role handling 
provider negotiations with accountability for business results 

• A broad-scope of financial, reimbursement, and contracting expertise 
• In-depth knowledge of trie contracting process 
• Experience with claims and reimbursement systems 
• Ability to systematically analyze problems, draw relevant conclusions and devise appropriate courses of action 
a Strong negotiation skills; trie ability to gain acceptance from others of a plan or idea and achieve a mutually 

beneficial outcome 
• Bachelors degree in business, health care management or related field, or equivalent experience. 

ijyi 
Under most circumstances, we attempt to negotiate fees with non-participating providers before services are 
rendered. However, in cases where the patient was admitted to the hospital through the Emergency Room and 
subsequently required care that was unavailable in our network, we then attempt to negotiate with the provider after 
services have been rendered. 

C;- '^^y^^^^^^^^^^^^^!^^^^^^^^^^^^^^:':', 
We expect to negotiate a 20 percent discount off of the provider's billed charges. 

UnitedHealthcare will work with the Mississippi State Department of Health in matching CHIP enrollment data with 
immunization records. We will use our Universal Tracking Database™ (UTD) to educate Members on the need to 
comply with recommended immunization schedules. UTD incorporates submitted claims, allowing near real-time 
tracking of Member compliance. Our Preventive Services staff will use UTD to check Member compliance with 
recommended immunizations schedules and will develop lists for each provider showing compliance of their 
Members. We will provide these lists quarterly as well as on request. As of early 2009, PCPs have received 
UnitedHealthcare Alerts when Members are overdue for immunizations. 

UnitedHealthcare uses a variety of approaches to assist Members in receiving recommended immunizations. We 
provide information to Members through Member outreach, our quarterly Member Newsletter, mailed reminder 
notices and automated telephone outreach. 
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Member Outreach—UnitedHealthcare conducts at least six outreach contacts per year for all Members under 21 
and their parents/guardians and will conduct at least one additional contact per quarter to encourage them to make 
and keep screening appointments. The additional contact per quarter goes beyond minimum requirements for 
contacting Members who are overdue for screening. The materials used for quarterly contacts may include calendar 
stickers, bookmarks and postcards. These materials are available online and, upon request, in alternative formats 
such as audiotape, large print and Spanish. When mail is undeliverable, we attempt to contact trie Member via 
automated phone messaging, mail to trie new address obtained from the post office and/or our MŜ GHIP staff goes 
to trie Member's address. We document these attempts in our UTD. Welcome calls to all new Members contain a 
message about MS CHIP services. When Members call trie Customer Service line, our hold message cdritains MS 
CHIP program information, with a prompt allowing Members needing services to transfer dirediyfta.pur Disease 
Management and MS CHIP staff. We mail each Member an annual birthday screening remind%tri§t-0ffers 
transportation and scheduling help and tells trie Member how to contact us for help. #e,Member weWe #ll.contain 
content tailored to subpopulations such as African American, Asian and Latino Memberŝ apd willilfew Members to 
log on and identify upcoming and missed MS CHIP services. 

Member Newsletters-On a quarterly basis, UnitedHealthcare publishes a^emfeinewslettef whichwill contain 
specific articles addressing trie importance of wellness and how to acce^services. Newsletters af&written at trie 
sixth grade reading level using the Flesch-Kincaid Grade level tool, and will-include all MSgHIP requirements 
including trie recommended immunization schedule by trie Advisory Gommitte&on Immunization Practices (ACIP). 
Newsletters are available in English and Spanish. Copies qf-the MeMi3&'t%Wlg#fs,are sent to Members as well as 
placed on trie Member portal of our website. Newsletters-wiil be translated, for ahy-lariguage group that speaks a 
common language and constitutes five percent of UnitedHealthcare's membership. 

Reminder Notices—We will also send Division approved•remiiider mailers, in-English and Spanish, as a principle 
outreach tool to notify all Members/caretake^pHdr%hedtii^, immurfbn visits. Trie notification includes due 
dates of immunization. If an immunization visit has not taiken p ! ^ a.second written notice is sent. 

Automated Telephone Outreach—Preprograrnmed telephonic messages, in English and Spanish are made to 
Members identified as needing a specific preyen^;service, iifcluding immunizations. Depending on the Members 
status and needs, trie messages-.are tailored a&educadpnal, general reminders or specific reminders. Members are 
tracked to ensure their compliance. 

Based on claims data, assessments-an̂ f PCP collaboration, we determine and are able to target our outreach efforts 
to those Members who are ndf:currerit.'with their immunizations. Our care management staff incorporates all of trie 
above data into CareOne, our car&mariagement system, and can set alerts based on trie time frames of required 
immunizations. For p^n^nt.mothers în ttte -population, we begin education initiatives that outline the importance of 
timely immunizations for their newborn. 

Pharmacy Network 

Pharmacy Financials - Insured Product 

# # # # 9 # # i B ^ 
.UnitedHealthcare hais'budgeted 18 percent of trie premium for pharmacy services. Our experience in multiple states 
With full-risk 6^1 IP and Medicaid programs enables us to be very effective at predicting pharmacy spending according 
to:trie.population group covered. In addition, our trend for pharmacy cost from 2007 to 2008 in all Medicaid markets 
was S.is'percent, significantly lower than trie 8.2 percent increase reported in the 2008/2009 Novartis Pharmacy 
Benefit Report Facts, Figures & Forecasts. 
12t Mow isWdtefentijKecf?..: ̂  . %/\ / \ "! • . ' [ - J / } ^ ^ - 5 2 ^ / : J 
UnitedHealthcare selects historical cost data for similar populations to obtain costs for a base period, then projects 
those costs forward into the rating period, using cost trend information. Trie projected costs are then compared to trie 
overall medical spending to calculate the percentage of rate attributable to pharmacy. 

Bidder's commercial and financial information is exempt from disclosure because it is a trade secret. Bidder 
requests that the data not be copied. The Board is requested to notify the Bidder ifthe data is sought so 
Bidder can protect it from disclosure. 
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No, there are no other fees associated with the pharmacy program for MS CHIP. 
• f ^ f A " - ^ ' ^ ' ^ - ' " " - ^ ^ - ! ^ ^ t ' - •*'••" "=*'•;*•>'* r TJLJ- • > ' / n.^t - -V i J . ' . ^ " '-• - • .'v 

1'23Hf-yes;jW^9nS'#ey^#qn##.^FViGe§^. ^ . - j ^ - ; , -^.-uL: XM-US. - c^- ^ . v • 
Not applicable because there are no other fees. 

m^^^^mmf^m^mmwm^^m^mm^^^^^m^.^ 
Rebates are included in the overall cost determination. For cost forecasting, we adjust the rebates frdhirthe base 
period costs during the process of converting our base period cost experience to trie rating period cost structure. In 
instances where we reduce our payments to drug manufacturers by trie amount of trie rebate;, we -would iteriiize 
these payments and rebates and report trie result to trie Board. 
Pharmacy Financials - Self-Insured Product 

The administrative fee for the pharmacy program is 18 percent. 

4l#/%tK##̂ #iV̂ ^̂ ' ̂ W^ îE^g î̂ ^pf̂ mT .̂.. %-/rĉ //"2ir̂ îz%% d̂̂ ẑẑ  
No other fees are associated with the pharmacy program. 

i 1^L#^ l l£ f f l 
Not applicable because there are no other fees. 

Pharmacy Network— insured and Self-Insured^ Products. 
|#{28:-Ii#^ 
UnitedHealthcare's Pharmacy Benefits.rManagerv Prescnptib^olutions, directly manages contracts with over 61,000 
retail chain and independent pharmacies Nationwide. Prescriptions Solutions is an affiliated entity within UnitedHealth 
Group (UHG) and has long-standing relationships wiih.all majpf national pharmacy chains. 
In addition to its established brdgd nationgLnetworkf reWription Solutions also offers customized or exclusive 
network solutions, includiriĝ a Midica ;̂P?art D network, a 90-day retail network, and access to long term care 
pharmacies. Prescription Sblutipns; can':discuss specific pharmacy network configurations with trie Board during 
contract negotiation-.and plan implemerifatipn. 

•rrtfti*!eSvK 

UnitedHealthcare's Pliarmacy'Benefit Manager is Prescription Solutions, an affiliated entity within UHG. Prescription 
Solutionsiis NCQA-ready with data to support accreditation and Member satisfaction surveys, and their programs 
meet-or exceed HEDIS requirements. 

In addition to P%criptipmSolutions' vast experience in contracting with and managing pharmacies, they offer 
technologically advaric&d systems and efficient procedures that provide superior administrative and claims 
management support. One leading edge technology that Prescription Solutions uses is the Systems Xcellence (SXC) 
claims processirig system, which they subsequently customized to provide state-of-the-art services. Their capabilities 
accoriimddate'high-volume adjudication functions and consistently demonstrate trie highest levels of precision and 
accuracy. For trie past six years, Prescription Solutions has maintained greater than 99 percent accuracy in the areas 
of payment and claims processing. Trie decisive factor in their accuracy is their unique real-time audit system, which 
evaluates every electronic claim in real time and identifies errors and even potential fraud before trie claim is 
processed—and before the client pays trie claim. 

Bidder's commercial and financial information is exempt from disclosure because it is a trade secret. Bidder 
requests that the data not be copied. The Board is requested to notify the Bidder ifthe data is sought so 
Bidder can protect it from disclosure. 
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UnitedHealthcare is committed to ensuring that its subcontractor, Prescription Solutions, maintains oversight oftrie 
quality ofservices provided by its retail pharmacy network. UnitedHealthcare's subcontractor oversight program 
begins before a subcontractor is even selected. UnitedHealthcare only selects subcontractors who support us in 
improving trie effectiveness and efficiency of trie delivery of medical services and pharmacy services and have a 
strong reputation for customer service and administrative excellence. We establish an agreement with our 
subcontractors to govern trie operating relationship, which includes a series of mechanisms that give our CEO and 
executive team trie authority to promote quality and adhere to contract compliance among our subcontractors. 

UnitedHealthcare develops thorough operating agreements and maintains enforcement of requirements of those 
agreements, up to and including corrective action plans, sanctions, notices to cure, and subcontract terminations. In 
addition, we perform Member and provider surveys to gain feedback on trie services of our subcontractors. In 
addition to ongoing oversight and reporting, UnitedHealthcare also performs periodic audits of our subcontractors. 

As an affiliated entity within UHG, Prescription Solutions participates in a monthly governance call sponsored by 
UnitedHealthcare, on which our CEO, executive team and executives from other affiliated Medicaid health plans 
meet with trie CEOs from our sister organizations. Typically, this meeting is attended by executive leaders from our 
claims operations, Member and provider call center, and provider contracting. National calls allow for collaborative 
problem solving and sharing of best practices; they allow our leading executives to provide direct feedback on service 
quality, and ensure that services for our SCHIP and Medicaid programs are prioritized to promote 
contract/subcontractor compliance. 

Prescription Solutions has established sound, reliable relationships with its network pharmacy providers and holds 
regular meetings and discussions with chain pharmacies and other network partners to assess their network 
partnerships and identify areas for improvement or development. In addition, Prescription Solutions' Pharmacy Help 
Desk representatives routinely handle pharmacy support questions and are trained to immediately escalate any 
pharmacy provider concerns or grievances to our organization's senior management team. 

Prescription Solutions' Network Management Department features experienced individuals who are well qualified to 
support and maintain our network activities and services. All employees associated with pharmacy network 
operations are certified pharmacy technicians and are strongly attuned to trie needs and requirements oftrie 
pharmacy provider community. Pharmacy contracts are reviewed on an annual basis. Within trie last twelve months, 
sixteen pharmacies were terminated from trie Prescription Solutions network, twelve for fraudulent activity and four 
for breach of contract. 

;f3%:#0W^^ -73-" v; y 7v"'7LV-';: ' r H^.'i.-

mmnse:%-:^^ 
UnitedHealthcare's pharmacy network currently totals 61,176 pharmacies nationwide. 

£iwBBM L,'Z:1 '''^IZ^EZyZZZ • : Z S C - K - ; Z^ZZ^Zi i^> 
UnitedHealthcare's pharmacy network in Mississippi currently totals 765 pharmacies. 

Two percent of pharmacies are open 24 hours. 

Many independent pharmacies offer 24-hour emergency service, though specific pharmacies in Mississippi that 
provide emergency service is not captured by Prescription Solutions. UnitedHealthcare's Member Services is 
available 24 hours day, seven days a week, 365 days a year to help any Member needing emergency assistance and 
direction to a pharmacy that is open. We fully meet the access standards required by the Board and exceed CMS 
Medicare Part D standards. 
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Prescription Solutions has long-standing relationships with all major national pharmacy chains; no major pharmacies 
or chains are excluded. 

ff^TWftiBiCifl^^ 
Prescription Solutions has long-standing relationships with all major national pharmacy chains; no major pharmacies 
or chains are excluded. 

S l l S W i K t ^ ^ 
Prescription Solutions performs credentialing upon our initial evaluation when considering a pharmacy for inclusion in 
the network. At minimum, trie credentialing process requires verification of: 

a Pharmacy permit and pharmacist licensure as required by all federal and state pharmacy laws 
B Federal Tax ID number 
m Current DEA license 
• Current MediCal provider number (for California pharmacies only) 
a Professional liability insurance and general liability insurance in trie minimum amount of $1 million combined 

single limit to cover the activities and errors and omissions of each of trie company pharmacies and their 
respective personnel 

• Ownership and affiliation information 
B Business name history 
B Most recent inspection data by pharmacy board 
a Signed attestation statement related to prior disciplinary actions, convictions, and restrictions. 

r \ j - - . - : « ^ ^ . ' 7 M f f 3 f t r .. 

Statistics and Reports—UnitedHealthcare requires each subcontractor to submit daily, weekly, and monthly reports 
and statistics to illustrate their effectiveness. Key indicators used to monitor our subcontractors include pharmacy 
provider service levels, call center statistics, claims timeliness, and claims accuracy statistics. 
Prescription Solutions continually tracks, evaluates, and reports on network pharmacy performance and dispensing 
practices for our clients, and UnitedHealthcare reviews the results on a regular basis. Pharmacy providers are 
profiled across multiple performance categories, including: 

H Utilization 
B Total transactions processed 
a Generic substitution performance 
B Summary of errors 
o Formulary compliance 
a Overall provider performance. 

Pharmacy perfomnance and profiling reports are tools that can be used to analyze trie performance of the pharmacy 
network and the overall plan effectiveness of individual pharmacies. In addition, we have created several unique 
reports to provide additional profiling capabilities. These reports provide drill-down capabilities in trie area of top 
therapeutic classes dispensed, and top drugs by ingredient cost prescribed. UnitedHealthcare can provide standard 
reports on a biweekly, monthly, or quarterly basis depending on the Board's needs. 

In addition to ongoing oversight and reporting, we also perform periodic audits of our subcontractors, to verify their 
staff, policies, and resources are appropriate to meet the agreement requirements. Audit results are reported in our 
Compliance or Operations Committee meetings, which includes our executive leadership team. 
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UnitedHealthcare has an established Vendor Management Team to assure all required data, especially encounter 
data, is received from our subcontractors as scheduled. The team employs validation edits and uses lag reports in 
this data collection and monitoring process. Once received, third-party data is further evaluated for accuracy and 
completeness through a stringent verification process that assures files are not duplicates and primary dates of 
service or claims post dates fall within expected ranges. Additional validation edits include: original input filenames, 
expected received date, actual received date, insert date, batch load ID, number of claim header and detail records, 
number of claims accepted into encounter data management system and number ofclaims failing initial edits. 

The team obtains corrections from our subcontractors, also, and ensures completion of reconciliation reports from 
our finance group and the subcontractor; they participate in the subcontractors' defect management program, too. 

Trie Vendor Management Team either hosts or attends periodic, at times weekly, calls with ou^subdoritactors-to 
discuss outstanding issues and identified data trends, possible solutions to remediate dr^prevent-|robl'et^^r~:and 
process improvements on both ends. ' "". 
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^^yvi^^mneememmim guarantee.' 
UnitedHealthcare's minimum guaranteed discount for bran.#^ames^|%l^lrl^Ay^rage Wholesale Price (AWP) 
-16 percent plus $1.50 dispensing fee. The guarantee excludes compound̂ ndTbireetiMember Reimbursement 
(OMR) claims. A "Brand" is defined as a drug marketed, under a proprieta t̂rademark-protected drug and includes 
both single and multi-source brand drugs. The lesser of provjsionfinclude USual and Customary price (U&C) or 
copayment. Trie claims processing is based pn tlie AWP of tfid.'product size-submitted by trie pharmacy. 

Guaranteed Aggregate Minimum Pricing^Qiscounts aind dik^en^rfg fees set forth above represent the 
guaranteed aggregate minimum effective rates. Actual rates oh-tf claim-by-claim basis may vary depending 
on local market conditions. UnitedHealthcare guaranteei$ie following pricing: 

B Brand Prescription Drugs: AWP -16% for-Brand Prescription Claims (trie "Brand Guarantee"). 
B Generic Prescription DrugsMWP -74% for Generic Prescription Claims (trie "Generic Guarantee"). 
• Rebates: $9.22 per Brand Prescription Claim Rebate (trie "Rebate Guarantee" and, together with the Brand 

Guarantee and Generic Guarantee; .the "Guarantees"), 
n Trie Guarantees, willi'be-.settled^nnually-on a combined basis. Administrator shall have trie right to use savings 

achieved asa re&ultofexc^ing'any one oftrie Guarantees to offset amounts owed by Administrator under any 
of the Ptrier Guarantees. 

Bidder's commercial and financial information is exempt from disclosure because it is a trade secret. Bidder 
requests that the data not be copied. The Board is requested to notify the Bidder if the data is sought so 
Bidder can protect it from disclosure. 
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UnitedHealthcare will guarantee a Maximum Allowable Charge (MAC) that is an effective discount of AWP -74 
percent plus a $1.50 dispensing fee. The guarantee excludes compound and OMR claims. A "Genlnes. is identified 
by its chemical or non-proprietary name, that is accepted by the FDA as therapeutically equivalent and'-'-
interchangeable with drugs having an identical amount of the same active ingredient. 

Trie lesser of provisions include U&C or copayment. The claims processing is based on the AWP of 'the;prp.duct'size 
submitted by trie pharmacy. 

Guaranteed Aggregate Minimum Pricing-Discounts and dispensing fe&si0 forth above represent the 
guaranteed aggregate minimum effective rates. Actual rates on a claimipy^laim basis may vary, depending 
on local market conditions. UnitedHealthcare guarantees the followirwf pricing 

a Brand Prescription Drugs: AWP -16% for Brand Prescription Claims (the-.IBrand Guarantee"). 
B Generic Prescription Drugs: AWP -74% for Generic PrescripticJnvglaims (fi'e^Generic Guarantee"). 
B Rebates: $9.22 per Brand Prescription Claim Rebate (#''-"Reb#&Wai#t##nd, together with trie Brand 

Guarantee and Generic Guarantee, trie "Guarantees^" 
a Trie Guarantees will be settled annually on a combined basis-Administrator shall have trie right to use savings 

achieved as a result of exceeding any one otthe Guarantees to offset amounts owed by Administrator under any 
of the other Guarantees. 

^ . T ^ i r r ^ w ^ ^ ^ ^ s t * - -

Prescription Solutions updates the/MAC list quarterly, altriougri.market dynamics can necessitate adjustments at any 
time. Adjustment factors include#anges in'WAC (wriolesW^acquisition cost), client requests, and network 
pharmacy concerns. 

Pharmacies are notified ap%rpximate#d days prior to the end of a calendar quarter regarding trie availability of a 
new MAC list. MAC changes^. load^Jnto trie claims system with a start date that is equal to the first day of the 
calendar quarter. #ese,MAC priefes are&lid until the time that another change is made. 

A MAC may^imple#^d1aN^timKa,genenc product becomes available. There may also be circumstances where 
a MAC iSinptlmpl§rnented^Each situation is evaluated on an individual basis and the outcome is dependent upon 
clinical issues, existingivqlume^qf usage, and availability of cost competitive products. 

W # # # # G L | ^ ; .r̂ -̂rr"=,Y."y' -^yr-^3^?.- — ^ - ^ ^ : . 
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Prescription Solutions employs a strategy in calculating MAC that is fair and equitable to pharmacies, other providers, 
, and health plansr%e)u'#WAC (wholesale acquisition cost) as trie cost basis for all MAC calculations. Approximately 
one month prior to trie start of a new calendar quarter, Prescription Solutions products are reviewed for changes in 
WAC. Adjustments (increases, decreases, additions, or deletions) are incorporated into the new MAC update. 

Prescription Solutions' AWP source is Facts and Comparisons' Medi-Span Master Drug Database (MDDB). Trie 
MDDB file is updated twice weekly. 

Bidder's commercial and financial information is exempt from disclosure because it is a trade secret. Bidder 
requests that the data not be copied. The Board is requested to notify the Bidder if the data is sought so 
Bidder can protect it from disclosure. 
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Our PBM, Prescription Solutions, re-negotiates pharmacy contracts every two years. If, during trie course oftrie 
contract, the market fluctuates and trie result impacts the pharmacy discounts and dispensing fees, their Network 
Service Department will re-evaluate trie pharmacy contract and amend as appropriate. 

s s r -\~-v~tt,x-Xhi^ • — •>-/.* r ;T~.*'-i.-"-•*--••-: -zr" n:-.* --v •" j f . ' - . 
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UnitedHealthcare does not own any specialty pharmacies, though our affiliated entity and subcontracted PBM, 
Prescription Solutions, wholly owns one specialty pharmacy facility. Prescription Solutions currently suBcontracts with 
external vendors for the dispensing of certain specialty medications with limited distribution channels, and-̂ rovision 
of home-infusion services. Prescription Solutions ensures full integration of these vendors w t̂̂ theî intema! systems! ' 
and processes to minimize any disruption for the Board and MS CHIP Members. " ' 
v^^v. w ; r — f j c % ^ a : i % L f ^ r & r n r 7 7 : — ^ ^ " " i r g y - ^ T ^ a ^ r ^ " ; ^ - . ^ - - — —- ^ - — r —r— ^ - - i - - -^y-'.' •-•.»- ^ 
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While UnitedHealthcare does not subcontract directly with specialty pharmacies; bur PBM, Prescriptibn Solutions, 
maintains subcontracts with specialty pharmacies to augment the specialty#armacy it owns.̂ Tbenliance the 
services and medications available through specialty pharmacies, Prescription Solutions contracfcs*with specialty 
vendors Accredo and OptionCare, both of which are accredited organizations. Jhey havê cqntracted with Accredo 
since October 1, 2001, and with OptionCare since August 3,2OO1^hese companies facilitate delivery of 
medications with limited or restricted distribution. They also^prgvid^^dyan^^hpncte înfusion services and care, 
including nursing care and training on how to administerjnje&table medications.- -

#6rglia^proMi[tp>mi§^S(i 
k 
^'-P^^feip.v„^ . _ 
'•>• - d e f e p i i ^ ^ p i ^ v ^ a f i i p f e l l ^ ^ 

UnitedHealthcare's minimum guaranteed îscourit fqr brand name specialty drugs is AWP -16 percent; specialty 
drugs may be available at discounts-tip to AWR ^O-percenV'fqf an effective discount rate of AWP -22 percent 
depending on utilization. Thereikre'no dispensing-.feesMorspecialty drugs. A "Brand Name drug" is defined as a drug 
marketed under a proprietary trademark-prbtecteU^njg and includes both single and multi-source brand drugs. 

Guaranteed Aggregate Minimums|qcing—Discounts and dispensing fees set forth above represent trie 
guaranteed aggregat̂ minimum'effectiy&mtes. Actual rates on a claim-by-claim basis may vary depending on local 
market conditions.^nit l̂flealthcaf^guararitees trie following pricing: 

"•». \ ' ' . \ 
B Brand̂ Preiscription'Drags: AW#%% for Brand Prescription Claims (trie "Brand Guarantee"). 
B Generic Prescription Drags: AWP -74% for Generic Prescription Claims (the "Generic Guarantee"). 
• Rebates: $9.22 per Brand Prescription Claim Rebate (trie "Rebate Guarantee" and, together with the Brand 

Guarantee and Generic Guarantee, trie "Guarantees"). 
B The Guarariteê .wi||̂ be settled annually on a combined basis. Administrator shall have the right to use savings 

achieved;as a result of exceeding any one of the Guarantees to offset amounts owed by Administrator under any 
oftrie other* Guarantees. 

We-ane-willjngjto determine MS CHIP'S drag utilization mix and estimate trie expected discounts that are factored into 
the overall quote upon receipt of claims data. A minimum of six months of data is required to produce this analysis. 

Bidder's commercial and financial information is exempt from disclosure because it is a trade secret. Bidder 
requests that the data not be copied. The Board is requested to notify the Bidder ifthe data is sought so 
Bidder can protect it from disclosure. 
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UnitedHealthcare's minimum guaranteed discount for generic specialty drugs is AWP -55 percent; some generic 
specialty drugs are available at discounts up to AWP -73 percent, for an effective discount rate of AVVR -65 percent 
depending on utilization. There are no dispensing fees for specialty drugs. The claims processing is based,on the 
AWP of the product size submitted by the pharmacy. A "Generic drug" is identified by its chemicaLor non-proprietary 
name that is accepted by the FDA as therapeutically equivalent and interchangeable with dm#.MaVii%an identical;; 
amount of the same active ingredient. " ' 

Guaranteed Aggregate Minimum Pricing—Discounts and dispensing fees se.tiorth aboye.repres&it trie 
guaranteed aggregate minimum effective rates. Actual rates on a claim-by-claim basis may vary depending on local 
market conditions. UnitedHealthcare guarantees the following pricing: ' 

a Brand Prescription Drugs: AWP -16% for Brand Prescription Claims; (the "Brand Guarantee"). 
B Generic Prescription Drugs: AWP -74% for Generic Prescription ClaimsXthe "Generic'Guarantee"). 
B Rebates: $9.22 per Brand Prescription Claim Rebate (the "Rebae-Guarantee".and, together with trie Brand 

Guarantee and Generic Guarantee, the "Guaranteeŝ ). •• 
• Trie Guarantees will be settled annually on a combihed basisyAdmihistrator shall have trie right to use savings 

achieved as a result of exceeding any one of trie Guarantees to offset aiffounts owed by Administrator under any 
of the other Guarantees. 

We are willing to determine MS CHIP'S drug utilization riifcand-estimate the expected discounts that are factored into 
trie overall quote upon receipt of claims,data. Afiinimum dfv.six mbriths of data is required to produce this analysis 

Pharmacy Network - Self-Insured: 

^ 
UnitedHealthcare guarantees the discpunfe through-December 2011, and provides guaranteed discounts annually 
thereafter. 

^ M ^ ' ^ ' . y ^ ^ v - ^ X ^ t l ^ ^ t ^ ^ ^ ZJWs^WSt ^ 
Prescription Solutidh^^1^^%l^bas^;pmducts on trie MAC list. Their MAC list is GPI-based, as opposed to 
GCN-bas^fM(h^m^p§.th&^M^I^ is based on the product code and not by specific manufacturer. Their 
MAC list is.ari open GRI iist̂ enabUng Prescription Solutions to split generic drugs into two classes based on different 
therapeutic indicators. 

Bidder's commercial and financial information is exempt from disclosure because it is a trade secret. Bidder 
requests that the data not be copied. The Board is requested to notify the Bidder if the data is sought so 
Bidder can protect it from disclosure. 
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The key programs used to encourage generic dispensing are outlined below and include Mandatory Generic 
Substitution and Reinforcement and Adherence. The role of a comprehensive generic use program is of critical 
importance in reducing trie escalating drug costs. A long-term strategy of promoting first-line agents over high cost 
new medications will help control inappropriate prescribing and will yield higher quality and lower costs to plan 
sponsors. 

Our pharmacy benefits manager, Prescription Solutions, is an industry leader in its ability to,fprecast and-control 
pharmacy trend. UnitedHealthcare has achieved a trend rate of 5.1 percent for 2008 in its Me îraidipopulatibn,,which-, 
is substantially below the national average of 8.2 percent (as reported in the 2008/2009 NovartisPh îrnaey Benefit-" 
Report Facts, Figures & Forecasts). A key aspect of our approach is to provide clients.wrth informhtion/arid • 
recommend actions with respect to entry of generic drugs to the market. Commkinic'ating #e..cost benefits to 
prescribers and Members regarding generic drugs optimizes their appropriatejjrtirization and̂ controlsjepsts. In the 
Medicaid population for 2008, we increased our generic fill rate by 2.6 perceirit td'sN percent. 

Mandatory Generic Substitution 

UnitedHealthcare's proposed solution to trie Board is mandatory/generic sub'stitytion. Generic substitution policies 
are supported through benefit plan design structure and system e¥%fkPfetriptidn; Solutions can block brand agents 
if they are multi-source products, thus forcing a switch tq.the generic prpdu '̂Pokexa'mple, the edit for the brand 
drug, Motrin, directs the pharmacist to use the generic lb,uprofen. Anotrietoption is to charge the Member a higher 
copayment for brand products when generics are available, or charge the Member trie copayment plus trie difference 
in trie cost between the brand and the generic. Plan-Shee /̂are.distributed t̂o pharmacists advising them ofthe 
mandatory generic substitution policy. 

Reinforcement and Adherence 

We work closely with Prescription Solutionjtô prdmbte generie dmg utilization. Telephonic outreach to targeted 
prescribers and Members to further-suppoitgeneric utilizatipn.begins one month after introduction of a generic drug 
to market and is ongoing to promote Member adtference^p-drugs via automated refill reminder calls. 

Prescription Solutions also/offers a Generic Sampling,program—a first-of-its kind—that encourages trie use of 
medically accepted, cost-effective generics, and branded prescription drugs or first-line medications. This program 
assists in trie improvement of physiciari-prescribing patterns through education on appropriate use and availability of 
high-quality first-line-'gen^ne^rnp^.Jhrdugh appropriate education and availability of office-based samples, 
physicians-are-providednwith the dppp&plty to choose quality, medically accepted first-line generics to treat 
Members successfull̂ instead oftrie marketing-induced reliance on high-cost, highly used, and often inappropriately 
prescribed̂  second-lin^branded^drugs. The bottom-line benefits oftrie Generic Sampling program are two-fold: 
managinĝ costs and improving quality of care. One of Prescription Solutions' clients realized an average savings of 
$6.22 PMPM for those pilotjgroups that successfully participated in trie program. 

Sif!?-r'T:c4TsV cd; 
UnitedHealthqare's goal is to keep all specialty drugs filled within trie specialty network for quality and cost 
effectiveness and therefore trie standard network discount would apply. Many specialty drugs require Prior 
Authdrization:'(PA), and through the PA process, the provider would be advised ofthe need to use Prescription 
Solutions' specialty network. 

Bidder's commercial and financial information is exempt from disclosure because it is a trade secret. Bidder 
requests that the data not be copied. The Board is requested to notify the Bidder if the data is sought so 
Bidder can protect it from disclosure. 
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Brand Name Specialty Drugs: UnitedHealthcare's minimum discount for brand name specialty drugs is AWP -16 
percent; specialty drugs may be available at discounts up to AWP -40 percent, for an effective discount rate of AWP -
22 percent depending on utilization. 

Generic Specialty Drugs: UnitedHealthcare's minimum discount for generic specialty drags is AWP -55 percent; 
some generic specialty drags are available at discounts up to AWP -73 percent, for an effective discount rate of AWP 
-65 percent depending on utilization. 

UnitedHealthcare subcontracts pharmacy audits to Prescription Solutions. Their Real-Time Aiidit system .minimizes' 
the need for conventional onsite audits, desktop audits and traditional audits, which afe qnly con̂ ucted.;Wifen-Jtie 
Real-Time Audit program or trie quarterly review of outliers determine trie need for an onsite audit;.The results of 
these quality assurance processes indicate exceptional dispensing accuracy/aW as follo'w&ln 20% Prescription 
Solutions maintained a prescription accuracy percentage of 99.98 percent4rid'as.M,Novembbr,-,tfteirv20O8 
year-to-date accuracy percentage was 99.99 percent. 

^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ' ^ ^ ^ J S ^ ^ ^ i ^ ^ ^ : ^ ^ ^ . '/'gZ:. • .' 
One hundred percent of retail pharmacies are subject to desktop &udit.:Prescription Solutions' actual experience has 
shown that 17 percent of pharmacies warrant a desktop audit; 

Z : t 'ir";:'? ' % • x 
Desktop audits concentrate on audit reports generated from prior bairns. Thiŝ enables us to investigate trie integrity 
of individual claims that have been submitted by pharmacies;arid paid on:t£ie behalf of its Members, or the Board's 
MS CHIP Members. Desktop audits include .filtering arid-examining prior/claims transactions for trie following: 

m Usual and Customary Prices 
• Average Ingredient Cost 
• Amount Paid 
B After hour billings 
a Quantities > 150 percent-.of M d̂ispan Quantity 
a Claims with Day Supply <=31 and .Qijantity >100 
D Refill count>1 H or>4 if Days-Supply >90 
B Duplicate:;Glaims 
a Multiple Physicians, per' Member 
B Percentage of Compound Medications 
a Percentage of Controlled Medications 
B Dispense As.WritteniDAW) 1 
B Reversal ;Perceritage 
a. Number of Claims per Member 
B Dummy DEA Numbers. 

Claim transactions are manually reviewed to determine trie appropriateness ofthe criteria listed above. If 
discrepancies are apparent, a call is placed to trie pharmacy to verify the claim transaction. If further validation is 
required, an auditor may request a copy of the prescription and/or contact trie prescribing physician to validate trie 
authenticity and accuracy of trie prescription in question. 

Bidder's commercial and financial information is exempt from disclosure because it is a trade secret. Bidder 
requests that the data not be copied. The Board is requested to notify the Bidder if the data is sought so 
Bidder can protect it from disclosure. 
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Prescription Solutions'Readme Audit sysfomminim^^^ 
and traditional audits, wriiori are only conducted wrien trio Peal-Time Audit pregremortrio^ 
determine trie need tor an onsite audit. 

tOO percent ot retail pharmacies are subjecttoonsiteauditPrescription Solutions'actual experience riassriown^ 
less triantpercentotpriarmacies warrant an on-site audit 

TrieirPealTimeAuditsystem minimizes trie need torconventional onsite audits, desktop audits and traditional 
audits, wriicri are only conducted wrien trie RealTimeAuditprogramortriequaderiy review ot outliers determined 
need toran onsite audit Trie results ottriese quality assurance processes indicate exceptional dispensing accuracy 
rates as follows: In 2007,Prescription Solutions maintainedaprescription accuracy percentage ot9998 percent and 
asotNovemher,trieir2008yearto-date accuracy percentage was 00.90 percent 

^ ^ P l ^ e ^ d ^ ^ ^ ^ ^ u ^ ^ t ^ p r i ^ ^ ^ e ^ 
Prescription Solutions usesaprovider Audit Ranking Program triat allows triem to tocus on priarmaciesmostlikelyto 
he engaged in abusive ortraudulent hilling practices. Priarmacies representing fraudulent or aberrant h l ^^ 
are ranked for prioritization Prescription Solutions will conductadirectmail audit by sending letters to selected 
patronsofeacri subject pharmacy based on this ranking system. Trie letters explain triat an audit is in processand 
asks the Memberto review an enclosed list of selected prescription claims to verify receipt ofthe listed prescriptions 

Auditors will visit trie priam^aciestriat require more attention thanadirect mail audit and providers will be selected for 
onsite audits based on one or more oftrie following criteria: 

B Client requests onsite visit 
B Evidence ofwrongdoing in direct mail audit 
B Number of complaints 
B Qualitative or quantitative outliers 

During an onsite visit, auditors review botri randomly selected subsets ofpaidpriarmacy claims and targeted high 
impact claimsPaid claims will becompared to onsite records such as: 

B Hard copy prescription files 
a Computer printed daily transaction logs 
B Purcriase invoices 
B Computerfllesand records 
B Triird party signature logs. 

Wltriin the lasttwelve months, sixteen pharmacies were terminated from the Prescription Solutions network,^ 
forfraudulentactivityandfourforbreacri of contract 

^ ^ a ^ p ^ d ^ ^ ^ l ^ l ^ 

Trie onsite audit can lead to an indeptri audit when there is an Indication offraudWriile the onsite audit evaluates 
the pharmacy and determines trie presence offraud,the in-depth auditfurther investigates and quantifies the full 
extent of any problems. Pharmacies are permitted to submit documentation to validate discrepancies according to 
the rules and regulations establisried by state law. Wrien documentation is not submitted oracceptable,arequest is 
made to recoverpayment on any undocumented claims. Within the lasttwelvemontris, sixteen pharmacies were 
terminated from the Prescription Solutions network, twelve forfraudulent activity and tourfor breach of contract 
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UnitedHealthcare's Audit team also analyzes monthly prescription data to track and trend any evidence of abuse on a 
Member or provider level. Should a trend appear, trie Audit team further researches to determine trie validity of 
prescriptions. If a Member shows significant evidence towards abuse, the Audit team initializes trie lock-in process 
with Prescription Solutions, wherein a Member is only able to obtain prescriptions from one pharmacy and reducing 
trie probability of further abuse. 

Prescription Solutions' Escalation Oversight Committee addresses all cases of potential or actual fra%waste, and 
abuse identified in our contracted pharmacy network. This Committee assesses the evidence, presente&in.each case 
and determines one or more of the following courses of action: ' 

B Termination of the pharmacy's contract 
B Restitution of outstanding claims payments 
• Civil or criminal prosecution 
B Referral to licensing agencies and government authorities, such as Health ahd::Human Sertfiees Office of 

Inspector General (OIG) 
B In trie Medicare Part 0 benefit, referral to the Plan Sponsor for additionahescalation/flfandling. 

Our Network Audit Department works in coordination with all lawMnfor̂ ment authorities in order to ensure that 
pharmacies are thoroughly investigated for prosecution #$nipoteh6al^iM#(%%hitted against Prescription 
Solutions or a represented client. 

3: 
Prescription Solutions applies trie same Real-Time Auditlriteri^^o^mSil'service and specialty facilities that are 
applied to retail network providers. As are&wl&,.100 percenWf.all claii#'are audited automatically. Because trie 
Real-Time Audit system minimizes trielieed fdr&onventionalydnsite audits, traditional audits are only conducted 
when trie Real-Time Audit program'pr the^uarteriy r̂eyiew of pUtHers determine trie need for an onsite audit. 

# E # 3 # D B m a # ^ 
Prescription Solutions applies th^^ame^ea|-Time-Aud!t criteria to its mail service and specialty facilities that are 
applied to retail network prdWers/ W result, 100 percent of all claims are audited automatically. Because the 
Real-Time Audit system minimizes th&%ed for conventional onsite audits, traditional audits are only conducted 
when trie Real-Time'iAudit:program;:or trie' quarterly review of outliers determine trie need for an onsite audit. 

; '7 f " 

Pharmacy .claim audit-recoveries are usually processed as claims reversals, and are automatically credited to the 
Board in the billing files on.a pass-through basis. 

.'UnitedHealthcare guarantees a rebate of $9.22 for each brand claim at retail. Based on Mississippi SCHIP's generic 
utilization rateldf 58.9 percent in the first three quarters of 2008, we expect that an average rebate across brand and 
generic will be $3.79 for each claim. Our approach to managing the pharmacy benefit is to drive to the lowest net 
cost, tĥ rebŷ assuhng that the client has optimized appropriate utilization along with cost effective agents. Our 
strategy to achieve the lowest net cost is to utilize generics wherever possible rather than trying to maximize rebates. 
We are willing to determine MS CHIP'S drug utilization mix and estimate the expected rebates per all claims upon 
receipt ofclaims data. A minimum of six months ofdata is required to produce this analysis. 

Bidder's commercial and financial information is exempt from disclosure because it is a trade secret. Bidder 
requests that the data not be copied. The Board is requested to notify the Bidder if the data is sought so 
Bidder can protect it from disclosure. 
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Rebates for specialty medications are factored into our overall aggressive AWP discounts per drug. We are willing to 
determine MS CHIP'S drug utilization mix and estimate the expected rebates that are factored into the overall quote 
upon receipt of claims data. A minimum of six months of data is required to produce this analysis. 

Pharmacy Clinical Programs - Insured and Self-Insured Products 

# $ 3 ^ ^ 

Both UnitedHealthcare and our subcontractor, Prescription Solutions, maintain a pharmacy department. 
UnitedHealthcare's pharmacy department includes clinical pharmacists, pharmacy techniciansfand derations -
management staff. 

\W-MN^^fM^i^^^^^W^^^^P(-!( Y^'rvr'}:'">w. 
UnitedHealthcare employs fourteen clinical pharmacists, who collaborate w#tR%harmacis:#§ri staff̂ at Prescription 
Solutions. Prescription Solutions currently employs 474 pharmacists throughout thW-organizatiori; 

^ 9fc£*5BEK: VSr^-; r̂ wrrns ^ r r r j ^ r r : ^r^-.^jsrrs^- f. Trrrrrr^.'^rr?: w. 

UnitedHealthcare has exclusively served consumers in publiersedorleM^p^rams for over two decades. The 
individuals involved in pharmacy services have extensive/experience in- manag'in'g-pfrarmacy programs for Medicaid 
and SCHIP populations. Our access to the national expertise and extensiVe'resources of our affiliated companies 
facilitates our ability to adopt best practices for this population. 

Pharmacists are required to maintain their liceri§|a-§tatgs ahd̂ obtain ongoing continuing education. 
UnitedHealthcare also provides on-line trainfni'courses,^.are%ir^y;rglked to UnitedHealthcare's business. 

'T&iy^el^ ' .: '^iPPP' ' :P 
UnitedHealthcare combines clinical.expertise-and information with a rigorous design process to create the formulary. 
Our objective is to encouragejhe use of drug prgduc'Kdr.thbrapies that are the most clinically appropriate and cost 
effective to best serve the he l̂th înterests of Members. In the following sections, we introduce the team responsible 
for formulary development; then discuss the process. 

Responsibility for Formulary.Develdpment 

UnitedHealthcare's #liarmac:y.,& Therapeutics (P&T) Committee is responsible for development of the formulary and 
for making xecommendations fegWing înclusions and exclusions from the formulary. The P&T committee also 
develops and rewmmends^plicies and procedures for formulary development. 

The P&T Committee is chaired^y UnitedHealthcare's Vice President for Pharmacy, Jim Hancovsky, R.Ph. The 
Cpmrnitteejincludes the Pharmacy Director, Clinical Pharmacy Coordinator, Medical Director, and at-large committee 
members who meet the P&T Committee composition guidelines. At-large committee members include active 

. practitioners in familypractice, internal medicine, obstetrics/ gynecology, pediatrics, psychiatry, and other practice 
specialties as needed, based on membership needs. 

The-P&T Committee also draws on trie expertise of ad hoc specialists, such as gastroenterologists, endocrinologist, 
cardiologist-infectious disease specialists, pulmonologist, and a priarmacoeconomist specialist. Other specialties will 
be consulted as needed, depending on the therapeutic category of trie drug(s) in question. These ad hoc specialists 
consult with trie P&T Committee on relevant specialty topics and attend quarterly P&T committee meetings if a topic 
of relevance requiring their input is planned. 

Bidder's commercial and financial information is exempt from disclosure because it is a trade secret. Bidder 
requests that the data not be copied. The Board is requested to notify the Bidder ifthe data is sought so 
Bidder can protect it from disclosure. 
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The P&T Commie meefo^ea^quarter 
than annual Po^^ary additions and deletions occur on a^ 
such additions onastanding, quarterly hasis 

Policies and Procedures 

In developing ti^etormularytorthe MS CHIP program, we will assure thatitincludesar^^^ 
therapeuticcategohesandsuhcategohes currently covered, with all suhclassesotthosecategories and 
suhcategohes represented In reviewing new drugs torinclusion in ̂ etormulary,ourClinicalPh 
or delegate reviewsaPormularySuhmissionOossierthat Includes the following intormation tro^ 
external expert committees, panels or organizations: 

B Product intormation 
B Supporting clinical and economic intormation thatlncludesidentiticationotall investigators and details ottheir 

affiliations, all financial orcontractual relations that mightattecttheindependenceotthe investigators, and all 
key assumptions 

B Impact model report 
B Clinical value and overall cost 
B Supporting information (hihliography,checklist, and relevant appendices). 

Whenanew drug is considered forthe fom^ulary,it is reviewed relative to similardrugscunently included in the 
formulary.This review process may result In deletion of drag(s)inaparticulartherapeutic class in an effortto 
continually promote the most clinically useful and cost-effective agents. 

Upon receipt and reviewofthePormularySuhmissionOoss 
preparesasummary drug review ordrug class review documentforevaluationhy each P&T Committee member, 
which is distributed In advanceofthescheduledP&T Committee Meeting.Afterrevlew,thecommittee makes 
recommendations regarding inclusionsand exclusions from the formulary.Medicatlons included in the formulary 
must demonstrateaclinicallysignificanttherapeutic advantage tocurrentformulary agents OP to be new agents with 
no comparison products available that demonstrateasignlficant advance in the treatment ofthe disease state for 
whicri triey are indicated Priorautriorization may applytothese agents with P&T Committee recommendation. 

Useot Generics and Over-the-Counter Medications 

The UnitedHealtricarePormulary requires generic substitution on trie majority of productswhenagenericeguiva^ 
is availableGeneric substitution isapriarmacy action wherebyageneric equivalent is dispensed ratrierthan the 
brand name product. We will identify products on the formulary listthathavegenericavailabllity. The Maxi^^ 
Allowable Cost (MAC) list setsaceiling price fortrie reimbursement of certain multisource prescription drugsTriis 
price will typically covertrie acquisition of most generics, butnotbranded versions oftrie samedrag.Trie products 
selected forincluslon on trie MAC list arecommonly prescribed and dispensed generic medications. 

^.B ^ ^ ^ B -

^ ve ^ 1 

' . .noWB^fetum, .... ; ... _ -. . . ... ,. ^ . 
We do not subcontract formulary development to another vendor. Our formulary is developed directly by the 
UnitedHealthcare Pharmacy & Therapeutics Committee and communicated to our pharmacy benefits manager. 
Decisions regarding the formulary are based on clinical superiority, equivalence, efficacy, and safety, not drug 
discounts or rebates with manufacturers. 

d?£.iy;i#.;#r-^ 
Yes, use of the UnitedHealthcare formulary developed for trie MS CHIP program will be mandatory under a fully 
insured arrangement. This policy helps to ensure that all drugs prescribed under the program are subject to thorough 
review for clinical effectiveness and appropriate utilization. 
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Yes, use of the UnitedHealthcare formulary for the MS CHIP program will be mandatory to meet the minimum 
discount guarantees. While the choice of drugs for the formulary is conducted based on clinical effectiveness, our 
subcontracted Pharmacy Benefits Manager, Prescription Solutions, will negotiate rebates and other discount 
arrangements with pharmaceutical manufacturers based on expected utilization. Mandatory use ofthe formulary 
helps to ensure that utilization is within the expected range. This avoids significant shortfalls that might otherwise 
occur if prescribers independently selected several different agents within a therapeutic category, and thus allows us 
to meet the discount volume requirements, maximizing cost-effectiveness for the program. 

(173?Hbw n ^ ^ ^ m ^ n ^ . e ^ ^ P ^ J ^ ^ ^ ^ ^ i f f i ^ ^ ^ I X ' ' ' I&Z2 f..Y- £ i ^21-%;%- £ 
UnitedHealthcare maintains a single core formulary for our CHIP programs nationally. However, individual states and 
programs have needs that are driven by population health characteristics, physician practice patterns and program 
requirements. We customize the formulary as needed to account for these factors. Trie process we use to customize 
trie formulary is the same as that used to develop the original base formulary. Thus, we will have a single formulary 
for the MS CHIP program. 

^ . ^ w o ^ ^ 
UnitedHealthcare's P&T Committee reviews trie formulary quarterly. These reviews cover both new medications and 
those presently in the formulary. We address this by completing class reviews concurrently with trie new drug 
reviews. This provides an objective overview of how new products impact trie management strategy for the affected 
class, and evaluates whether current agents in the class are still applicable to current treatment guidelines. Each 
year, we also compile and present this information to our P&T committee for a comprehensive review and approval of 
trie formulary changes proposed during trie previous year. In 2008 trie P&T committee reviewed 45 new medications. 

UnitedHealthcare also provides coverage for new drugs approved by the FDA within 10 days of their availability in 
trie marketplace via the prior authorization process. New drugs will continue to be available either via inclusion on the 
formulary or via the prior authorization process, depending upon trie results oftrie final review decision. 

' . 1 # . # i e n ^ 
UnitedHealthcare's P&T Committee conducts formulary reviews each quarter. Each new drug is reviewed with 
respect to similar drugs currently included in the formulary. Depending on the review results, the Committee may 
choose to delete one or more drugs in a particular therapeutic class to continually promote the most clinically useful 
and cost-effective agents. 

Our quarterly schedule promotes stability in the pharmacy program, ensuring that both prescribers and pharmacies 
can easily track formulary changes. However, whenever the marketplace, new drugs, or Member requirements 
suggest trie need for other drugs, our Prior Authorization process allows use of these drugs, subject to clinical 
appropriateness. If there are frequent requests for a particular drug through trie Prior Authorization process, we will 
consider this as part of trie next quarterly formulary review. 

Trie Committee will recommend deletion of a drug based on thorough review of clinical, pharmacoeconomic, and 
utilization data. New dosage strengths of current formulary products are also reviewed by trie P&T Committee. If a 
clinical or pharmacoeconomic issue warranting further review is identified, it is brought to trie P&T Committee for 
discussion. Trie only circumstance where a new dosage form of a current formulary product will not be added to the 
formulary is following the advisement ofthe P&T Committee. 

Drugs subject to a Class I recall are handled via a separate process. We identify potentially affected Members, based 
on trie last six months of claims history for that Member, and notify both trie Member and their physician of trie recall. 
This allows trie physician to take appropriate action to find a replacement drug for that Member's condition. 

; / ' : . .-. 
UnitedHealthcare's P&T Committee conducts formulary reviews each quarter. Each new drug is reviewed with 
respect to similar drugs currently included in trie formulary. Depending on the review results, trie Committee may 
choose to reclassify one or more drugs in a particular therapeutic class to continually promote the most clinically 
useful and cost-effective agents. 
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The Committee will recommend reclassification of a drug based on thorough review of clinical, pharmacoeconomic, 
and utilization data. New dosage strengths of current formulary products are also reviewed by the P&T Committee. If 
a clinical or pharmacoeconomic issue warranting further review is identified, it is brought to the P&T Committee for 
discussion. The only circumstance where a new dosage form of a current formulary product will not be added to. the 
formulary is following the advisement ofthe P&T Committee. 

flTTffi^^ 
We communicate formulary changes both directly to Members and through providers, using a variety of media and 
methods. 

Communicating to Members 

We communicate formulary information and decisions to our Members in various ways. These include: 

• UnitedHealthcare website for the MS CHIP program 
m UnitedHealthcare Member Handbook 
H UnitedHealthcare Member Letter (affected Members). 

NOTE: AmeriChoice has a process in place whereby Member medication history is used to determine if a 
Member has received a drug which is subject to change. We have developed letters to notify affected Members of 
trie change in formulary status of a drug they have been prescribed. The letter instructs them to contact their 
physician to obtain a new prescription for an alternative medication. 

Trie website will include a complete listing of our formulary and formulary updates, as well as trie prior authorization 
process and information on how to appeal a decision if a drug is not approved. 

Our Member Services representatives are also available Monday through Friday from 8:00 a.m. to 6:00 p.m. to 
answer any questions or assist Members with any issues they might have. 

Communicating to Providers 

Because providers are directly involved in face-to-face communications with Members regarding their care and 
treatment options, it is important for us to ensure that providers have complete and accurate information about the 
forumulary. Therefore, we use various media to communicate information about the formulary to providers. See the 
table below for Communicating Formulary Information to Providers. 

Medium 
MS CHIP Provider 
Manual 

Pharmacy section of 
the UnitedHealthcare 
website 

Frequency. 
Distributed to provider upon joining 
trie network. Current version always 
available via the UnitedHealthcare 
website 
Updated at least quarterly 

Description 
Provides a complete description of the pharmacy 
benefit for trie program 

Includes complete formulary 
Link for formulary updates 
Description of our Temporary Coverage 
override processes 
"Quick Reference Guide" that contains 
contact information for our Pharmacy 
Department. 

Department of Hnance and Administration (DFA) 
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Medium 
Provider Letter 

Frequency j Description 
Quarterly; mailed to providers and 
also available via the 
UnitedHealthcare website 

Epocrates Real-time downloads when PDA is 
connected to network; reflects most 
recent weekly update 

i Information on formulary changes 
i Reminders to physicians to visit our website 

for complete and up-to-date formulary 
information, including new P&T Committee 
decisions 

i A summary of P&T Committee changes is 
communicated directly to providers prior to 
their implementation. These letters also 
provide the physician with preferred 
alternatives, 

i Web-based formulary application that can be 
downloaded into a handheld personal digital 
assistant (PDA) 

B We provide this functionality in several 
Medicaid and CHIP markets—it is our intent 
to deploy this capability across all markets 

• Includes plan-specific messaging regarding 
quantity limits, prior authorization 
requirements, and step therapy 

B Availability of the formulary on the Epocrates 
system is promoted in our provider 
newsletters and by Provider Services 
representatives. 

We also educate our provider services representatives on the formulary and pharmacy prior authorization 
requirements, so that they may reinforce this message with providers. 

UnitedHealthcare coordinates with Prescription Solutions, our Pharmacy Benefits Manager (PBM), to implement 
formulary changes. This includes system coding and trie set-up of edits, which ensures that pharmacies have 
up-to-date formulary/PDL information. The messaging provided through trie claims processing system advises 
pharmacists of formulary status. When trie claims system rejects a claim for trie most common non-formulary drugs, 
trie messaging notifies trie pharmacist oftrie formulary alternatives. 

Special Notifications for Formulary Deletions 

When we delete a drug from the formulary, our pharmacy management notifies prescribers of trie changes in writing, 
at least thirty days prior to the effective date of trie change. If the drug to be deleted will not be grandfathered on 
current users, we send a letter to trie affected Members notifying them of the change, at least thirty days prior to 
implementation. 
r.r._^-,,Lf.rT^.cT.^:^H'^:r:^fr^ ••' r ~t/—-v—. v . - \ . - t r r • ' ^ ; ^ - j ; • • -.-rv-«- . 

ti:7&.;^ : i ^ : i d i ^ \ : ^ ^ : \ ^ S ^ y . 
UnitedHealthcare maintains a single core formulary for our CHIP programs nationally. However, we recognize that 
individual states and programs have needs that are driven by population health characteristics, physician practice 
patterns and program requirements. Thus, we customize the formulary as needed to account for these factors. The 
process we use to customize trie formulary is the same as that used to develop the original core formulary. 
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UnitedHealthcare has developed effective utilization management programs and strategies that support the following 
key principle: Pharmacy benefits comprise one component of overall health care, and all components are 
interrelated. We manage the pharmacy benefit within that context. That is, we control pharmacy spending, but not at 
trie expense of increasing costs in other health care categories. In fact, sometimes pharmacy costs will need to 
increase in order to promote health and decrease overall health care costs (for example, when promoting compliance 
related to asthma controller medications, HIV medication regimens, etc.). The most important aspect of managing 
pharmacy services is promoting the appropriate utilization and cost-effective mix of drugs needed to elevate our 
membership's overall health status. 

With this guiding principle in mind, we have developed a proven approach, which we continually monitor for 
effectiveness and revise as necessary to enhance our success. Key aspects of our approach are summarized below. 

Prior Authorization and Exceptions Process for Non-preferred Drugs 

UnitedHealthcare's Prior Authorization program assesses medication appropriateness, safety and/or efficacy. 
Established guidelines may require prior use of other formulary and/or cost-effective medications. 

UnitedHealthcare's prior authorization procedure enhances formulary/PDL compliance, facilitates appropriate 
prescribing, and promotes high-quality cost- effective pharmaceutical care. All requests for authorization of 
non-formulary medications must be initiated by providers prescribing trie medications. We issue decisions within 24 
hours of receipt and track our perfomnance in meeting this time frame. Our actual average review time is 
considerably shorter, at approximately 4 hours. To request an authorization for the use of a medication that is 
non-formulary trie prescribing physician must fax or phone a prior authorization request to UnitedHealthcare's 
Pharmacy team that includes the following information: 

a Patient's name 
a UnitedHealthcare Plan ID number 
H Trie requested drug, dose and frequency desired 
a Documentation of which formulary drugs have been tried to treat trie Member's condition 
H Documentation of any adverse reactions trie Member experienced when using formulary drugs 
• Other relevant clinical information, which substantiates trie need for an exception to the formulary/PDL. 

We evaluate the request based on medical necessity, taking into account trie availability of alternative formulary 
agents that can effectively treat the stated condition. Prior trials of formulary/PDL alternatives must sufficiently 
demonstrate that the formulary/PDL alternatives are either ineffective or inappropriate at trie time of the request. A 
UnitedHealthcare pharmacy services representative (PSR), in consultation with a Pharmacist, reviews all prior 
authorization requests. The pharmacist or PSR may approve or deny a request. 

Exceptions in an Emergent Situation 

In emergency situations, if the retail pharmacist cannot speak with the prescribing physician immediately and 
determines that there is an immediate need for an exception trie pharmacists have trie authority to initiate an override 
for a one-time five-day supply of a newly prescribed, non-formulary medication at trie point of sale without contacting 
UnitedHealthcare. We receive a daily report itemizing all overrides that authorized a five-day supply of medication on 
the previous day, allowing us to monitor emergency fills and to contact the pharmacy and/or physician as needed to 
facilitate prior authorization request and review. 
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A UnitedHealthcare certified pharmacy technician (CPhT) documents the request in the prior authorization clinical 
management system. If trie request does not meet the guidelines for approval, it is referred to a clinical pharmacist 
for review. The clinical pharmacist or CPhT may approve or deny a request. We operate a "peer-to-peer' process, 
through which physicians may confer with our Pharmacy Director and/or Chief Medical Officer by telephone if they 
are not in agreement with a prior authorization decision and wish to discuss their concerns. 

When a prior authorization request is approved, we enter an authorization into the pharmacy claims processing 
system and notify trie requesting physician. In trie event that requests are denied, we notify requesting physicians 
and Members via telephone or facsimile with a brief explanation ofthe denial. We issue Pharmacy Denial Notices—a 
written confirmation ofthe denial—within 24 hours ofthe denial decision and mail the notice the next business day to 
trie Member. If trie physician's office has a secure fax line, trie Pharmacy Denial Notice is faxed within one hour of 
trie time trie request is finalized. Trie Denial Notice clearly indicates trie reason(s) for trie denial as well as trie right 
and process to file a grievance. 

Continuity of Care 

In emergent situations, we offer a temporary, five-day continuation of care supply of medication. When pharmacists 
initiate a temporary coverage override (TCO) by entering an electronic code for a continuation of care supply, the 
system automatically generates a customized TCO letter. Trie letter includes information on the alternative 
medications for trie non-preferred/prior authorized agent(s) and how to request a prior authorization for trie specific 
non-preferred/prior authorized medication through trie Member's physician provider, if appropriate. 

Paperless Workflow 

In 2009, UnitedHealthcare, in coordination with our PBM, Prescription Solutions, is moving to a paperless workflow 
system that will improve efficiencies in our prior authorization process and increase reviewer productivity. Trie 
system, targeted for implementation prior to third quarter 2009, is a web-based application that will allow for remote 
access (in other words, physician review can be accomplished off-site). For instance, the system will intake, print, 
and time stamp faxes; assign workloads; generate denial letters; and document approval and denial decisions. The 
system will also include look-up capabilities related to medication history, eligibility status, and prior authorization 
status. Finally, trie system will have reporting components that allow users to schedule, build and customize reports. 
We also are exploring trie development of a web-based prior authorization system, which would further facilitate trie 
prior authorization process for physicians. This solution would likely involve a provider portal, to which prescribers 
could log in using a secure password, enabling on-line prior authorization requests. 

Development of Prior Authorization Criteria 

Trie approval criteria for all drugs requiring prior authorization are developed by UnitedHealthcare's P&T Committee 
and are based on information from trie FDA and manufacturers, medical literature, actively practicing consultant 
physicians and appropriate external organizations. 

UnitedHealthcare monitors utilization of high-dollar medications, along with treatment guidelines for conditions 
requiring specific treatment algorithms. UnitedHealthcare's Clinical Coordinator or delegate identifies areas (either 
drugs or disease states) that require greater oversight by trie plan due to misuse or abuse and compiles and reviews 
relevant data, which may include information on new drugs and existing treatment guidelines (for example, whether it 
is a first-line or second-line therapy). Based on this research, the Clinical Coordinator develops clinical criteria 
relating to the following: 

a Clinical information required to support trie request, for example., diagnosis, lab work, list of medications 
previously used for this indication including dose, duration and outcome 

a Formulary alternatives appropriate as first-line therapy 
B Appropriate length of therapy for initial treatment, re-treatment, etc. 
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Oncede^op^ the priorautrio^ 
appropriatenessUpon P&T approve trie guide^es are sector peerrev^ 
speoialtywrio does notpartioipate in trie P&T Committee 

Step Therapy 

Our Step Therapy program assesses medioation appropriateness, satetyand/orettioaoy and provided 
reduoeoostswhenmedioaiiyappropriatePresoriptionSoiu^ 

oiaimstormedioations to pay ittrie system reoognizesapreoursor medication in trie Member's tiiihisto^ 

Oata Analysis and Reporting to Support Ud^atlon Management 
We work witri Prescription Solutions, our contracted PBM, to deveiopaoomprehensive set otperiodio and ad hoc 
priarmacy reports Prescription Solutions provides UnitedHealthcare with claims data to generate guaderly rep 
that contain highlevel utilization and financial intormation, and monthly and ad hoc reportsthatta^ 
prescribing patterns and Member utilization patterns We utilize pharmacy claims data to internally generate 
priarmacy reports viaadedicated pharmacy analytics team.Ourmedical management and pharmacyteam review 
these utilization reports to ensure triatthetormulary is appropriately applied, identity unusual utilization pa^^ 
identity utilization ot generic prescriptions, including new generics, analyze the cost otgeneric claims versus brand 
namedrugs, analyze spend and utilization between generic drugs and brand name drugs, and evaluate step trierapy 
opportunities torappropriate utilization ottriepriarmacy spend 

Etticlent Medication Ooslng(EMO) 

In addition to securing competitive, reasonable rates torthe drugs on the Unison preterred drug list, the 
UnitedHealthcare clinical pharmacy statt develops and maintains dose optimization parameters tormanydrugsThe 
purpose otthese parameters is to ensure trie drug is prescribed and dispensed consistentlywitri the dosage and 
administration guidelines approved bythe United States Pood and Orug Administration (POA). Por example, many 
drugs havearelease mechanismin the tom^ulationand/orapriarmacokinetic profile wriichpermitthem to be given 
once daily.Thus,trie trierapeutic levels ottrie drag can be maintained withasingle daily dose In most instances, 
triere is no additional benefittortrie patientto take the drug two orthreeormore times perdayHowever,triere may 
be significant ditterences in trie cost ottakinga^Omg tablet oncedailyversustakingatOmgtabletthreetimesaday 
Theretore, the Unison clinical pharmacy statt establishes maximum daily quantity edits (exampleotadose 
optimization parameter) to ensure the specific drugs are taken atatreguencytriatisconsistentwith the approved use 
otthe drag Such edits supporttrie appropriate useotthedrags and also ensure thedrag is dispensed in the most 
cost-ettective manner 

Coordination otBenetits(C08) 

UnitedHealthcarecanactivelymanage pharmacy coordination otbenefits both prospectively atthe Point ot Sale 
(POS) and retrospectivelytriroughrecoverytromtheprimarypayeratterinitialpaymentby UnitedHealthcare. The 
prospective POS process is the most etficientasitallows the plan to actively directthepharmacyto trie primary 
insurerfirst and trien bill the balance co-pay/coinsurance to UnitedHealthcare with no disruption to trie Member 
UnitedHealtricare'sPBMvendortacilitatesprocessingotCOBclaimsonlineusing NCPOPstandardprotocols Once 
trie existence ot primary insurance pharmacy coverage is validated, the Member'seligibility record is fiaggedt^ 
indicate otherinsurance(OI) pharmacy coverageThisintormation is then transmitted as part otthedailye^ 
teedsto Prescription Solutions, and the Memberrecordistagged in the priarmacy claim processing systemTriistlag 
in the PBM system prompts the processing system to reject all primary claims tortriisMemberandsendsamessage 
tothe pharmacy indicating trie existence ototherinsurance 

Yes, UnitedHealthcare is open to discussing any of our utilization management programs as to the appropriateness 
for implementation. 
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UnitedHealthcare looks forward to working with the Board to review past utilization in depth and recommend 
appropriate solutions and cost implications of each utilization management program. We can work with the Board to 
determine the implications should the Board elected to decline any ofthe programs. A complete analysis of a 
minimum of six months of pharmacy claims data would be required. 

UnitedHealthcare and Prescription Solutions offer vast expertise in developing and implementing clinical programs 
that address all aspects of utilization management, including cost control, medication adherence, medication safety, 
appropriate prescribing, prevention of drug interactions, and more. 

The objective of UnitedHealthcare's Drug Utilization Review (DUR) Program is to assure that prescriptions are 
appropriate, medically necessary and not likely to result in adverse medical results. Our DUR activities also serve to 
enhance the quality of patient care by educating prescribers, pharmacists and Members on the appropriateness of 
care provided to our Members. Our DUR program consists of three major components, as follows: prospective DUR, 
retrospective DUR, and P&T Committee. Each component is described below. 

Prospective DUR 

UnitedHealthcare's prospective DUR is largely carried out by UnitedHealthcare's PBM, Prescription Solutions. Our 
prospective DUR process is fully integrated with our PBM's electronic claims system. Using evidence-based 
guidelines and literature, we have developed a comprehensive library of criteria (credits) that are used to evaluate 
and flag claims at trie point of sale, before trie Member receives trie medication. Before dispensing a prescription 
drug, our prospective DUR program sends trie pharmacist a real-time message, allowing trie pharmacist to counsel 
the patient at the point ofservice and consult with trie prescribing provider, when available. 

Our prospective DUR program has developed multiple algorithms for comparing submitted prescription data with 
pre-determined evidence-based guidelines to identify any potential drug issues or critical medication interactions. We 
also ensure comparison of prescription data with the Member's profile data and prescription history to further refine 
messaging based on the Member's specific condition or needs. 

For example, when the pharmacist enters trie claim into the processing system, trie system will: 

D Scan the Member's claim history for potential drug interactions 
• Compare trie days supply provided on the current prescription claim, and any previous prescription claims on the 

Member's history 
• Examine the Member's claim history to identify duplicate therapy 
a Run the prescription against a database of dosage parameters designed to detect inappropriate medication 

dosing (subtherapeutic or excessive dose) 
a Check for under utilization of maintenance drugs to detect non-compliance 
B Profile specific drugs to determine if a dosing change is indicated after a specified period of time 
B Review the Member's history to infer a state of health and compare that health state to trie prescribed drug (this 

is how the edit system screens for drug/ pregnancy contraindications and drug/disease 
contraindications/interactions) 

a Screen trie Member's profile records (if completed by the Member) for drug allergies and potential cross 
sensitivities 

n Review trie prescribed drug and identify contraindications in drug therapy based upon Member's age. 
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T o s u p p o r t ^ ^ o c e ^ ^ P r e s ^ 
one year, wi^out regard to the priarmacy used Based oo the spec^ 
system, thedispensingpriarmaoist may reoeiveahard reject otthe prescription 04thepharma^̂ ^̂  
"sott" warning triatw^promptinteraction and discussion with the Memhertodete 
medication heing requested Key system-hased edits include quantity limits, step therepy,andpriorauthoriza^ 
ottriese prospective utilization managementtooisadriere to trie Departments contractual requirements 

^s^an^ca^onand^wareness 

UnitedHealthcare puhlishesaprovidernewsletteronaregularhasis,wriich includes articles on the useotthe 
tormulary and sound prescribing practices. In addition, UnitedHealtricarepriarmacists contact physic^^ 
necessary on current drug use intormation and provide consultation with healtri plan priysicians upon request. 

Educational mailings are complemented with intormation on newly added tormulary alternatives and new FDA 
approvals, drag indications and interactions, and dosage terms and strengths 

^ a n t r ^ ^ s 

Quantity limitedits are tully integrated with ourelectronic claims system and otterthe abilityto: 

a Control minimum/maximum quantity dispensed perprescription and reject claims it criteria are not met 
B Prevent overandunder-utilizationotprescribed medication, incorrect dosageordurationot drag therapy and 

clinical abuse/misuse. 

^ e ^ e r ^ c a ^ o n 

We strive to ensure that Members are well intormedbetore they begin any drag regimenToassistwitri Member 
awareness and education, we have developedacomplete library otMemberQ&A materials triataddress common 
drug issues and questions, sucri as: 

B Take as Directed 
o Intluenza Vaccine Intormation 
B Generic Medication Ettectiveness 
B Understanding Your Heart Medicines 
B Look-Alike Drags 
B Antibiotic Use 

We work with ourclients to ensure appropriate dissemination otthese educational materials, wriich we provide at no 
additional cost 

Retrospective DUR 

The objectiveotthe retrospective DUR program is to ensure that UnitedHealthcare Members receive appropriate 
drag trierapy. Trie program can identity exceptional orpotentially inappropriate trierapy and prescribing practices ot 
priysicians by collecting, tabulating, and analyzing data tromourpoint-ot-service claims precessingsysfo^^ 
continuous improvement loop, issues identified through retrospective DUR teed the prospective review processes 
described above. 

Drag claimsdataarecategorized according to frequency ot prescription, cost, side ettects, physician education 
oppodunifies,pafientrisktorhospitalization, controlled substance, and inappropriate uti l iza^ 
coordination with Rrescripfion Solutions, reviews and analyzes drag utilization pattemsonadaily basis with attention 
to patterns ottraud,misuse, abuse, and inappropriate orunnecessary care. Fraud and abuse is detected trirougri the 
edits torcontrolled substance abuse, excessive utilization, and excessivedrag dosing. All prescription drag claims 
are reviewed quaderiyto establish utilization prefilestorpatients,pharmaciesandphysicianslntervenfion^ 
may occurby mail, telephoneoratace t̂o-taceencounter,takeplaceonlyatteraclinicalpriarmacist has reviewed 
the prescribing intormation and UnitedHealtricare has approved the intervention plan 
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We also use these data for ourfocused drag 
adverse patterns, we work with our PBM to implement existing or new inte^ 
outcomes and oostsavingsSeleoted programs are implemented,and Presohption Solutions provides reporting ona 
pre-and post-intervention hasis to demonstrate program etteotiveness and identity opportunities torrepeat 
intervention as warranted 

Retrospective OOPs are performed using UnitedHealthoareolaim data spanning time frames ot3to6monthsln all 
ofthe OUPs, identified physicians are sentthe following information:aletterdeschhing the 0 ^ 
affected Memher(s), educational matehal associated with the OUR including appropriate clinical guide^^ 
recommendations, patient education materials, andaprovider response form.Results are recorded from trie returned 
forms and reported atthefollowing P&T meeting 

P&T Oversight 

OBRA 90 assigns three primary activities to trie P&T CommitteeTriese include hut are notlimlted to: the application 
of predetermined standards, retrospective OUR and ongoing interventions with pharmacists and physicians on issues 
identified through the OUR process The P&T Oommlttee is ideally suited to serve in triisfunction and is responsihl̂  
forreview of OUR activities. 

Strategies tor Improving Performance 

We continually strive to evaluate and improve ourprograms to acriievehetterresults,hoth in termsof quality and 
cost outcomes Our core improvement strategies include enriancing and updating program components as necessary 
hased on regulatory reguirements, new evidence from medical literature and national guidelines, ourP&T 
Committee's recommendations, providerfeedhack, and outcomes analysesfrom previous years Ouring 2009, 
UnitedHealthcare will implementthe following specific strategies as part of ourefforttocontinually improve 
performance: 

B We will reviewtrie most commonly reported therapeutic duplication issues identified trirougri the retrospective 
drag utilization review program and evaluate the potential of moving trie edits to the prospective drag utilization 
review program, in an efforttotakeaproactive, preventive approach to avoiding these problems. 

B We will conductaroutine review ofhospital admissions to identifythosethatare related todrag therapy Based 
upon the information identified in these reviews, we will reviewtrie associated prescription claims historyto 
identify potential pattemstriatwill help usto initiate preventive measures 

We provide several examples of drag utilization programs that have been successful in the table below: 

Program Name 

Asthma DUR: 
Use of Appropriate 
Medications for 
People With Asthma 

Program Description 

This DUR was designed to improve the quality of asthma 
therapy and decrease overall cost of care for this disease 
state by enhancing physician awareness ofthe NAEPP 
guidelines for appropriate pharmacotherapeutic 
management of asthma. Specifically, the intent of this 
DUR was to achieve these goals by identifying patients 
with a diagnosis of persistent asthma who have not been 
appropriately treated with a long-term control medication 
and to inform PCPs of their patients who have been 
identified by the plan as asthmatics, and may benefit 
from the addition of a long-term control medication. 

Outcomes/Evidence of 
Success 
The success of this 
medication review was 
assessed via monthly 
tracking of Members who 
have fills of long-term control 
of medications according to 
HEDIS standards. Calculated 
HEDIS % increased from 
57.05 to 77.87 over a 
4-month period. 
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Program Name 

Controlled Substance 
(CS) DUR: 
Excessive CS 
Utilization 

Program Description 

Antidepressant 
Medication 
Management 

This DUR was designed to identify plan Members who 
are receiving excessive prescriptions for controlled 
substances or are engaging in drug seeking behavior, 
utilizing multiple physicians and/or multiple pharmacies. 
Members were identified if they received more than 12 
CS Rxs (DEA schedule ll-IV) in a 3-month time frame OR 
iftriey received at least 6 CS Rxs in a 3-month time 
frame utilizing 3 or more physicians. Physicians were 
also informed of potential acetaminophen or aspirin over-
utilization in combination products. Reports were 
generated and the identified Members were ranked by 
trie total number of CS prescriptions, trie number of 
physicians writing CS prescriptions and by trie number of 
pharmacies used to fill CS prescriptions. 
Over a rolling six-month period, we identified selected 
patients who have had gaps in their antidepressant 
medications for longer than allowable periods as defined 
by HEDIS measurements. We have sent mailings to 
these patients' physicians asking them to review the 
enclosed medication profiles for these patients and 
recommending they discuss with these patients trie 
importance of medication adherence in trie treatment of 
depression. The mailings also include talking points for 
discussion with their patients. 

Outcomes/Evidence of 
Success 
UnitedHealthcare's lock-in 
program is a direct reflection 
ofthis review's success. 
Currently, UnitedHealthcare 
has 119 enrollees in this 
restricted access program. 
These Members receive all 
care through specific 
providers who coordinate 
care. 

This DUR was completed for 
the first 6 months of data for 
2008. It is scheduled to run 
first quarter of 2009 for the 
last Gmonths of 2008 data 
and will be run every 6 
months thereafter. Outcomes 
will be tracked for medication 
adherence through 2009 and 
beyond. 

We have integrated some of our core quality assurance and utilization management programs with our 
CMS-approved Medication Therapy Management program (MTMP) to create a library of interventions that are 
appropriate for SCHIP populations. Trie table below provides descriptions for a sampling of available retrospective 
programs. (* Generic names have been provided for all drugs.) 

Program Name 
Polypharmacy Program 

Program Description 
This program is a physician-based intervention that 
aims to reduce unnecessary use of pharmaceuticals 
and heath care burden caused by inappropriate use. 
The program uses pharmacy claims data to identify 
Members whose pharmacy profile contains a drug or a 
combination of drugs that are in one or more 
polypharmacy categories during a defined three-month 
identification period. Program components include 
provider letter, provider-specific reports listing patients 
with polypharmacy issues, and provider educational 
materials on polypharmacy (for example, Medication 
Appropriateness Evaluation tool). 

Targeted Medications* 
Various medications based on 
multiple references (for 
example, Applied Therapeutics 
by Koda-Kimble, Beers' 
criteria, Trie Medical Letter, 
JAMA) 
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Program Name 
Appropriate Use of 
Controlled Substances 
Program 

Refill Reminder 
Program 

Program Description 
This program is a provider-based initiative designed to 
promote optimal pharmacologic therapy forthe 
management of patients with pain and to minimize the 
occurrence of drug abuse, diversion, and inappropriate 
use in patients utilizing opioid analgesics. In addition, 
the program aims to educate providers regarding trie 
appropriate use of opioid analgesics, as outlined in 
guidelines and policies from the American Pain 
Society, World Health Organization, and Federation of 
State Medical Boards. This program targets physicians 
who have prescribed an opioid analgesic to a patient 
that may require evaluation, as determined by analysis 
of prescription claims. Targeted prescribers receive 
individual reports for each patient that details trie 
opioid utilization that triggered trie intervention mailing. 
Prescribers are encouraged to return a response form 
to confirm appropriate use and follow-up, or trie 
specific action that will be taken if a change in 
treatment is deemed appropriate. Educational 
materials regarding trie use of opioid analgesics for trie 
management of pain are also included in the mailing. 
This program is a Member-based intervention that 
targets Medication Therapy Management (MTM) 
program enrollees who have been identified as 
non-adherent with select oral maintenance 
medications The objectives ofthis program are to 
promote patient awareness oftrie importance of 
medication adherence, improve adherence of 
commonly prescribed maintenance medications, and 
reduce trie number of missed (or delinquent) fills of 
maintenance medications. Trie identified Members 
receive HIPAA-compliant refill reminder calls from a 
messaging and communications vendor contracted 
with Prescription Solutions to provide this service. 

Targeted Medications* 
Long-acting and short-acting 
narcotic analgesics (for 
example, morphine, 
meperidine, oxycodone, and 
combination products) 

Various therapeutic areas (for 
example, antidepressants, 
statins, antidiabetic agents, 
antiasthma agents, 
cardiovascular agents) 

Department of Finance and Administration (DFA) 
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In addition, we can integrate the following clinical programs to achieve greater control over drug costs and encourage 
appropriate medication utilization. The table below provides standard clinical programs. (* Generic names have been 
provided for all drugs.) 

Program Name 
Generics Program 

Migraine Prophylaxis 
Program 

Diabetes Programs 

Asthma Intervention 
Program 

j. Program Description 
This program is specifically designed to promote 
appropriate use of lower cost, high-quality, and first-line 
generic medications. Key components of our 
multi-faceted, clinical campaign to enhance generic 
utilization include: 
General educational outreach to prescribers and 
Members to increase their awareness ofthe availability 
of generic products 
Targeted communication to prescribers and Members 
to alert them of cost savings opportunity via 
provider-specific reports and Member letters 
Telephonic outreach to targeted prescribers and 
Members to further promote generic utilization. 
Automated refill reminder calls to promote Member 
adherence to therapy 
This program is designed to increase physician 
awareness of current recommendations from the 
United States Headache Consortium (USHC) regarding 
migraine prevention therapy and to optimize trie use of 
migraine prophylactic agents in patients who frequently 
utilize triptans. Program components include a provider 
letter, educational materials for the provider and 
Member, and a provider-specific report listing Members 
under trie provider's care who might benefit from 
migraine prophylactic therapy. 

We administer several diabetes programs that focus on 
this disease state in relation to use of statins, use of 
ACEI/ARB drugs, screening for microalbuminuria, and 
management of Syndrome X. Program objectives 
include promoting appropriate management of diabetes 
and increasing physician and patient awareness of 
related health conditions. 
This program is designed to improve quality of life and 
self-management skills of Members with asthma and to 
reduce asthma related costs. Trie program targets 
Members with poorly controlled asthma as indicated by 
their asthma prescription utilization pattern and asthma 
related medical claims data. The components ofthis 
program include educational materials for Members 
and their prescribers and provider-specific reports 
identifying their patients who are classified as high risk 
or who are not meeting HEDIS criteria for appropriate 
asthma medication use. 

Targeted Medications* 
Including, but not limited to, 
statins (for example, 
atorvastatin, rosuvastatin), PPIs 
(for example, esomeprazole, 
pantoprazole), and SSRIs (for 
example, sertraline, 
escitalopram). 

Sumatriptan, naratriptan, 
almotriptan, frovatriptan, 
rizatriptan, eletriptan, 
zolmitriptan, NSAIDs (for 
example, ibuprofen, naproxen), 
tricyclic antidepressants (for 
example, amitriptyline, 
nortriptyline), beta-blockers (for 
example, propranolol, atenolol, 
metoprolol), calcium channel 
blockers (for example, 
verapamil, diltiazem), 
divalproex sodium, and 
cyproheptadine. 
Lovastatin, simvastatin, niacin 
ER/Iovastatin, 
ezetimibe/simvastatin, captopril, 
benazepril, enalapril, ramipril, 
quinapril, fosinapril, moexipril, 
lisinopril, valsartan, olmesartan 

Short-acting beta agonists (for 
example, albuterol, 
metaproterenol, isoproterenol), 
inhaled corticosteroids (for 
example, beclometasone, 
flunisolide, fluticasone), and 
other asthma medications (for 
example, salmeterol, 
zafirlukast, cromolyn) 
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Evidence of Program Success 

Savings re^ed to our OUPprogramscanva^ 
and physician prascribinghabitsBeiowwe provide examples otourm 
key OUP programs thattargetseniorpopuiations. 

Po^^a^nacy^ro^am 

This providerintervention is designed to promote sate and appropriate medication use among Members hy 
addressing providers otMemhers with polypharmacy casesThese include inappropriate "dupiicate t̂herapie^ 
drugdiseaseinteractionsKey components otthe program include providerintroductory letter, providereduc 
material and provider report ot each identified Member and polypharmacy incident 

An illustration otthe effectiveness ot our polyphamiacy program is in the adult Medicare PartOpopulatlon Results 
from 2007 included: 

B 45.8 percent of526,030 intervened upon POP Members resolved at least one polypharmacy issueduring trie 
measurement period.Memberresolution rates were as follow: 308percentforduplicate therapy, 40.tpercent 
for drag-disease interaction,and 34.Opercentfor cascading therapy.Pollowing the intervention,mean costs for 
targeted polypharmacy medications per Memberdecreased by $00.38 

B 47.2 percent of27,2t0intervened upon MAPO Members in one client resolved atleast one polypharmacy issue 
during the measurement period Pollowing the intervention, mean costs fortargeted polypharmacy medications 
perMemberdecreasedby$88.7t. 

^arco^cOr^^f^afron^ev^v 

The narcotic drag utilization review proved effective when itwas implemented for an adult Medicare PartO 
population Results from 2007 included: 

B 73.5 percent of13,85t intervened upon POP Members resolved at least one incident ofpotentially inappropriate 
narcotic useduring trie measurement periodMemberresolution rates were as follow: 40.2 percentfor 
meperidine utilization, 224 percentforcrironic nasal butorprianol, 30.2 percentforuseof^2long-acting opioid, 
830percentformultiple prescribers forsame opioid,and 77.3 percentformultlplepriarmaciesforsame opioid 
Pollowing trie intervention, mean costs foropioid analgesic medications perMemberdecreased by $20.tt. 

B 82.tpercentof200 intervened upon MAPO Members in oneclientresolvedatleast one incident ofpotentially 
inappropriate narcotic use during trie measurementperiod.Memberresolution rates were as follow: 57.1percent 
formeperidine utilization, 667percentforcrironic nasal butorprianol,3t.0percentforuseof^2long-acting 
opioid, 0t.4percentformultipleprescribersforsame opioid, and 872percenttormultlplepriarmaciesforsame 
opioid Following the intervention, mean costs foroploid analgesic medications per Memberdecreased by 
$4448 

Strategies for Improving Performance 

We continually strive to evaluate and improve our programs to achieve better results, both in terms of quality and 
cost outcomes. Our core improvement strategies include enhancing and updating program components as necessary 
based on state orOMS reguirements, new evidence from medical literature and national guidelines, our P&T 
Committee's recommendations, providerfeedback, and outcomes analyses from previous years. 

Por example, we maytake steps to broaden or limitthe scope ofapartlcularprogram when our outcomes studies 
indicateeithertrie need to targetalargerorsmallerMemberpopulation based onaMember's likelihood to respond 
to the intervention 

t62 
Oepartment of Finance and Administration (OPA) 
Health Insurance Coverage underCHIP March 3 0 ^ ^ 



un^edHe^ca^ M^SS^OHIP 
byAm^Choioe 

^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ 
Wewo^with Preoption Solution oursuboon^^^ 
privacy reports. Prescription Solutions p r o ^ ^ 
triat contain riigri lovol utilization and tinanoialinfon^ation, and montî ^̂  
prescribing pattamsand Mamb^utilizationpattems We use prian^acyclaimsdatato i n t a ^ 
reports viaadedicatodpriannacy analytics team.Our medical management and prian^acyteamreviewtri 
utilization reports to ensure triattriefom^ulary is apprepriately applied,identify unusual utilization patterns, 
utilization otgeneric prescriptions, including new generics, analyze trie cost otgeneric claims versus brand name 
drugs, analyze spend and utilization between generic drugs and brand namedrugs, and evaluate step trierapy 
opportunities torappropriate utilization ottriepriarmacy spend 

^ate^c^ana^ementAna^c Reports ^ 
supporttool used toranalytics and enhanced reportingOurSMAPTOataWareriouse is an analytics system tor 
enrianced reporting tor predictive care models, episodes otcare, claims lag,utilization,unit costs, provider profiling, 
Memberretention and otrieranalytical capabilities. Itlsamulti-dimensional data warehouse t r iatco^ 
from trie various operational systems onadaily, weekly and montrily basis; depending on trie data source 
Information stored in this warehouse includes geographic, line ofbusiness, service category,product data; Member 
and provider demogrepriics, provider contracts; revenue capitation data by rate cell; claims/encounters for eacri 
service category; appeals; service autriorizatlons by day,diagnosis and level of care; actuarial reserving completion 
factors; and disease management categorizations and risk stratification scores by Member. 

^pact^ro—We use triis predictive modeling software to stratify Members at risk forfuture admissions based on 
diagnosis codeslmpact Pro supportsour case and disease managementstrategies. Claims, laboratory,priarmacy, 
and Member demograpriicdata are entered into Impact Pro, trirougri wriicri we conductacomprehensive risk 
assessment. Impact Pro then assignsarisk score to each Member.Based on these risk scores and ourinteraction 
with trie Member,our case managementteam determines IftrieMemberreguires case management. 

CareOne—CareOne is used by our care managers to manage the Member's care and identify Members In need of 
case ordiseasemanagementservices.Afterwe identify Members in need ofcase management, ourcare managers 
use CareOne to view both Memberclaims data, assessmentresults, and case notesCare managers can then 
referenceour Impact Prosystem for additional information onaMember's care history,risk profile and clinical 
indicators. UnitedHealtricare rias access toalarge number ot ad rioc internal current data reports to promote daily 
intervention and proactive Care Management Intervention. Below is one of over 30 majorreports available from our 
Impact Pro softwareTriis report identifies all Members currently enrolled who do not haveamedical home and have 
ariskfactoroftwoorgreaterforencounter/costs/utilization 

Inpatient Case Managers can guicklyidentifythose Members admitted who do not riaveamedical home and see 
theirfuture healtri risk score, which can be compared to the current risk score in columnTakentogether,theyoffera 
snapsriotbfthatMember'sfuture prognosis as well as trie need and intensity of case managementintervention 
required.In addition to trie daily census, we produceadally listing of outlier patients, wriich serves asafocalpointfor 
care management to assess discriarge planning and needs 
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Pharmacy data feeds into 'Smart' and CareOne databases are available for utilization management and 
interventions. Our Pharmacy department monitors utilization patterns to assure appropriate use and manage the drug 
program, (Prior Authorization, Step Therapy and Quantity limits). Data is also generated that can be used to identify 
patients for possible case management. For example, a prenatal vitamin Rx. report can be generated monthly and 
provided to case management to assure that individuals are enrolled in prenatal care programs. 

Pharmacy Clinical Programs - Self-Insured Products 

ippplCj 
- .... -

Prescription Solutions and UnitedHealthcare fully integrate retail and mail service specialty drug operations with 
utilization review and reporting in order to achieve optimum efficiency and excellent customer service. For example, 
the same information files are used for eligibility with all retail and mail claims for adjudication in real time. This level 
of integration ensures that all drug interactions and critical issues are preempted proactively. Since the mail service 
and retail programs use trie same Member information from trie same database, the potential adverse interactions 
are negated. 

a Following are some of trie benefits of our integrated online claims processing system: 
• Drug utilization review edits are applied across all claims 
n Integrated Member claim history profiles are available 
• Consistent interventions are applied in both retail and mail service settings 
a Integrated billing and reporting to create simplified data management and efficient program administration 
• Consistent claims auditing processes to ensure high quality service level. 

•v.-.r_^sg f^.~ *zm 

Yes. The standard utilization management (UM) programs are $0.03 per Member per month. Additional programs 
can be provided at cost of $0.05 per Member per month for each selected program. 
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UnitedHealthcare will maintain a single point of contact for the MS CHIP program. A pharmacist will be assigned to 
monitor the MS CHIP program and interface with the Board. We maintain our own pharmacy department to monitor 
and manage our Membership. These include clinical pharmacist, pharmacy technicians and operations management 
staff. 

rcsnrsire KSSSMt xr?.^: 5 3 3 ^ 3 5 3 = * : ¥ T S S 

UnitedHealthcare's lead pharmacy pharmacist will be the Board's one point of contact on pharmacy matters, and • 
manage Prescription Solutions and interface with trie P&T committee. Our pharmacy department will be fully 
engaged with Prescription Solutions to manage trie relationship and advise trie Board regarding enhancements to its 
prescription drug program. 

UnitedHealthcare will provide the required standard prescription drug reports on a quarterly and annual basis as 
specified in Section 11.4.1 ofthe RFP. These reports are identified in the table below (see our response to Question 
189). We and our PBM monitor activity monthly and will provide more frequent reports if requested oftrie Board. 

In addition to the required reports, trie Board may obtain detailed prescription drug information at any time by using 
trie Online Reporting Tool, a web-based ad hoc reporting and decision-analysis tool. This tool will be furnished free of 
charge. 

l ^ ! ! ! § § § i i ^ i l& 'c ;s : : ^ v ^ i i i " „ ' : 

UnitedHealthcare will provide the standard reports as requested by the RFP, and will also offer a comprehensive 
package of off-the-shelf reports in addition to the required reports. The table below describes the required reports. 

Report 
Prescription drug utilization 

Prescription drug utilization by 
provider 

Description 
Utilization data by prescription drug, 
including: 
• Number of prescriptions 
a Single source, multisource, 

generic 
B Total charges 
• Ineligible charges 
• Paid charges 

Other data elements will be included 
as agreed between 
UnitedHealthcare and trie Board. 
Separate reports for network and 
non-participating providers, 
including: 
a Number of prescriptions 
B Single source, multisource, 

generic 
• Total charges 
B Ineligible charges 
B Paid charges 

Other data elements will be included 
as agreed between 
UnitedHealthcare and trie Board. 

Frequency 
Quarterly for the most 
recently-completed calendar 
quarter; will be completed within 30 
calendar days ofthe end of trie prior 
quarter. 
Each quarter will include cumulative 
year-to-date totals. 

Quarterly for trie most 
recently-completed calendar 
quarter; will be completed within 30 
calendar days of trie end of trie prior 
quarter. 

Each quarter will include cumulative 
year-to-date totals. 
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Report Description 
Prescription claims and top 25 drugs Prescription claims data by 

therapeutic category, including: 
a Number of claims paid by 

category 
• Dollars paid by category 

Top 25 drugs, including: 
H Number of claims by drug 
a Dollars paid by drug 

Top 25 drug list sorted from highest 
to lowest dollars paid. 
Other data elements will be included 
as agreed between 
UnitedHealthcare and the Board. 

Frequency 
Quarterly for trie most 
recently-completed calendar 
quarter; will be completed within 30 
calendar days of the end of trie prior 
quarter. 
Each quarter will include cumulative 
year-to-date totals. 
Separately, provide federal fiscal 
year-end report. 

Other Standard Reports 

UnitedHealthcare offers the Board additional standard reports that are based on those available in the core reporting 
package of Prescription Solutions, our pharmacy benefits management subcontractor. These include a combination 
of general and complex reports that measure drug cost and utilization information at the plan, group, pharmacy, 
prescriber, and Member level. With trie assistance of Prescription Solutions' client management team, 
UnitedHealthcare can help the Board identify benchmark statistics, discover trends that may warrant intervention, 
and forecast potential savings. 

Report Types and Titles 

We can provide trie Board with trie following standard reports on a monthly, quarterly and annual basis. We can also 
accommodate ad hoc reporting as needed, though such requests may be best served through use oftrie Online 
Reporting Tool, which we will furnish to trie Board at no charge. 

s Brand and Generic Utilization Summary 
a Customer Service Statistics 
• Days Supply 
B Direct Member Reimbursement 
a Direct Member Utilization 
a Drug Utilization and Cost 
a Formulary Compliance 
• Generic Utilization 
B Group Utilization Summary 
B Mail Service Utilization 
a Member Prior Authorization Detail 
• Pharmacy Provider Utilization Summary 
a Prescription Solutions Customer Service Statistics 
a Top 5 Therapeutic Classes by Ingredient Cost 
a Top 10 High Cost Drugs by Ingredient Cost 
a Top 30 Members by Ingredient Cost 
B Top 30 Pharmacies by Ingredient Cost 
a Top 30 Prescribers by Ingredient Cost 
H Total Transactions Processed 
• Utilization Summary. 
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Quarts manageme^ reports wr i ic^ 
An Executive Summary w^ also be p r e ^ d f o ^ B o a ^ wr i i c r i ^ 
plan averages, ingredient costs, generic till rates, and client statistios^is also used 
designs 

Annual reports will also be provided to trie Board in trie tormot an Executive Summary and will include 
compreriensive statistical management details triat provide trie Board witri data necessarytoaccuratelytorecastand 
manage trie priarmacy benetittor MS CHIP. In addition,we use trie data to caretully review critical areassucri as 
trends in tormulary compliance and utilization management Triese analyses allowourmanagementteam to propose 
and implement cost-saving measurestriat can tudrier reduce overall riealtricare expenditures. 

Reporting and Ollnlcal Management Programs 

In addition to trie reports described above, UnitedHealtricare runsavarietyotditterent reports on priarmacy data to 
assistwitri clinical management programsPorexample, we analyze overall priarmacy overandunderutilization, 
trends, and prescribing patterns, and produce specitic reports sucri as: trie top tOO drugs, top 100 Members' 
utilization and trie top 100 prescribers; trierapeuticclass report; prenatal vitamin report; antiriemopriiliamedi^ 
and HÎ /AIOS trierapy reports. Priarmacy data is also integrated intoourdatawareriouse and Impact Pro reports to 
risk stratity and identity Members torcase and disease management. Triese analyses occurweekly OurMedical 
Directors and Priarmacy Director meetweeklytomonitorand evaluate all priarmacy utilization reports and disc^^^ 
any required interventions witri ourCriietMedicalOtticerandseniormanagementteam. 

^ O ^ l ^ ^ 
Yes, UnitedHealtricare will provide trie Board witri an Online Reporting Tool,asopriisticated web-based^ 
decision-analysis tool triat enables trie Board to generate reports atits convenience. 

UnitedHealtricare will grantasingle-useraccess to trie Board tortrie Online Reporting Tool. Ourpriarmacystattwill 
conducttrainingtortrie Board on trie appropriate use ottrie tool and interpretation ottriedata Alltecrinicalgues^^^^ 
regarding use ottrie tool and interpretation ottrie data sriould be directed to trie UnitedHealtricare Clinical 
PriarmacistTriedesignated Board usermust also respect appropriate contidentiallty and HIPAA regulations in useot 
trie reported data 

Oursopriisticated Online Reporting Tool serves as an on demand report resource and ettectlvedecision support 
systemTriisWebbased,interactive tool provides instant access toabroad range ot plan metrics and pertormance 
data. Trirougri triis tool, Unison can grapri, print, and download online reports toaMicrosott Excel spreadsrieet. Trie 
Online Reporting Tool can even calculate potential costsavingsltMembers were to switcritromariigri cost 
medication toamedlcally equivalent low cost alternative. 

Trie tool displays report options in trie tollowing categories: 

a Sriared Reports: Reports available tor everyone's use 
a My Reports: Reports availableonlyto trie requesting client 
a Create Reports: Includes wizards to create reports 
^ History List: Includes recently run reports. 

Someottrieteaturesand benefits ottrie Tool include: 

a Intemet based intormation delivery: Access intormation tromanywriere in trie world using Internet Explorers or 
Netscape^Webbrowserand an Internet connection. 

a Convenient user intertace: Our user triendlyintertacetacilitates easy navigation by dividing site functionality 
five site sections: Sriared Reports (sriows reports available toagroupot users), My Reports (sriows reports 
available to trie specific use), Create Reports, History List, and Preferences 

a Extensive portfolio of pre-defined,flexible reportwizards:Crioose from over 20 pre-defined reportwizards 
a Orapri information on your browserdisplay: visualize information to spottrends and exceptions quickly 
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B Download your reports directly to Microsoft Excel®: Use Excel® to further manipulate and analyze your data. 
B Drill up, down, across and through report data: A robust multidimensional data model enables users to drill in 

virtually any direction. 
B Secure Data transmission: Firewall, filter and encryption technology protects trie integrity and confidentiality of 

your data. 
a Customized reporting: Custom report builder makes it easy for users to focus on data that is important to their 

business. 

a High-speed parallel processing database: Complex queries and reports are returned to trie desktop in minutes. 

Data Elements 
Trie reporting tool captures and reports on multiple data elements that can be displayed under various categories, 
including plan, drug, Member, pharmacy, medical group, primary care provider, and prescriber categories. Standard 
data elements include those shown in trie table below. 

Approved Amount Due 
Approved Copayment 
Amount 
Approved Dispensing Fee 
Approved Ingredient Cost 
Approved Patient Pay 
Amount 
Approved Sales Tax 
Care Facility Information 
Claim Counter 
Claim Number 
Claim Sequence Number 
Client 
Cost Type 
Customer Location 
DAW 
Days Supply 
Dispensing Fee 

Available Data Elements 
Dosage Form 
Drug Administration Route 
Drug Unit of Dose/Unit of Use 
Gender 
Generic Indicator Information 
GPI Information 
Gross Amount Due 
Member Date of Birth 
Member ID 
Member Name 
Metric Quantity NABP Number 
NDC Information 
New Refill Code 
Paid Amount Due 
Person Code 
Priarmacy Address 
Pharmacy ID 
Pharmacy Name 

Plan Drug Status 
Prescriber ID 
Prescriber Name 
Prescription/OTC Indicator 
Primary Prescriber ID 
Prior Authorization Number 
Prior Authorization Reason 
Code 
Refills 
Reimbursement Flag 
Relationship Code 
SBM Ingredient Cost 
Specialty Code 
Submitted Date 
Submitted Prescription Number 
Tax 
TCD Claim Status 
U&C 
Zip Code 

Many ofthese elements can be displayed on an aggregate basis, including per Member per month (PMPM), Per 
Utilizing Member Per Month (PUMPM), Per Member Per Year (PMPY). 

Standard Online Reports 

We offer a standard catalog of reports that trie Board can use to analyze various performance and utilization data 
elements. Trie tool also includes a user-friendly report wizard that offers a step-by-step process for generating 
specialized report templates that can be saved and reused. 

Some of our standard, pre-designed online reports include: 

• Drug Detail 
• Member Detail 
• Pharmacy Detail 
B Medical Group Detail 
B PCP Detail 
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• Prescriber Detail 
• Top Cost Effective Alternatives (shows potential cost savings for generic drugs) 
B Top Medical Groups 
B Top PCPs 
B Top Prescribers 
B Top Drugs 
B Top Members 
a Top Pharmacies 
B General Performance Statistics 
B General Client Comparison 
B General Medical Group Utilization Summary 
B General Formulary Management. 

Book-of-business and Benchmark Data 

Through trie online tool, users can easily generate specific benchmark reports that compare performance and 
utilization across plan, drug, Member, pharmacy, medical group, primary care provider, and prescriber categories. 
These reports can help identify specific patterns or trends within certain categories on an aggregate or individual 
basis. For example, benchmark reports can assist with identifying outlier prescribing patterns across all medical 
groups or within one specific medical group. 

This benchmark reporting capability is available only for trie MS CH IP-specific plan data. Trie Board cannot access 
data for other UnitedHealthcare plans via our online tool. However, we do provide book-of-business reports through 
our standard quarterly and annual reporting packages, which are delivered by trie account management team. We 
are also willing to accommodate ad hoc requests for book-of-business comparison statistics. We can tailor these 
reports to include clients that are similar to trie MS CHIP plan in terms of size, location, Member demographics, and 
other key factors. 

Report Formats 

Our tool supports various report views and options for printing and saving reports. Users can hide fields or toggle 
between grid and graphic report displays or select a combination view. A pivot function that switches views between 
a row or column display is also available. Users can also select page divisions that break up reports into meaningful 
sections and choose preferred header titles and colors. All reports are formatted for easy export to a plain text or 
Excel format. This export function allows users to further manipulate data and create customized charts and 
graphical displays. 

Technical Requirements 

Users of trie Online Reporting Tool must have trie appropriate permissions to access their own computer network(s) 
and trie internet. The following table outlines trie minimum and recommended requirements to run trie Online 
Reporting Tool: 

Hardware Requirements j Minimum 
Processor (CPU) speed 

Random Access Memory 
(RAM) 

Internet access 

Operating system 

Office Software 

333 megahertz (MHz) 

32 megabytes (MB) 

Recommended 

500 MHz or higher 

128 MB or greater 

(High-speed access recommended for High-speed access (cable, digital 
best results) subscriber line (DSL)) 
Microsoft (MS) Windows 98 MS Windows 2000 or later 

MS Office 97 MS Office 2000 or later 
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Hardware Requirements Minimum 
Internet browser Standard browser that supports the 

following: 

a Hypertext markup language 
(HTML) capabilities 

B 128-bit encryption (SSL) 
E Forms compatibility 
B Cookie enablement 

Recommended 
MS Internet Explorer 6.0 or later 

\ 

Access and Security 

We protect the confidentiality ofthe data warehoused in our Online Reporting Tool by using advanced firewall, filter, 
and 128-bit encryption technology. We also apply stringent user ID and password policies that facilitate secure 
access by authorized users. We can restrict access type (read only versus write access) for specific users based on 
client input and requirements. Internally, we apply similar restrictions by providing access only to those employees 
who need access to client data in order to perform their job duties. 

Yes, trie Board can conduct on-demand business information analysis and reporting using trie Online Reporting Tool. 
It is a flexible, state-of-the-art reporting system that the Board can use to access data and generate ad hoc reports. 
Using a Web interface, trie Board will be able to view and download accurate and easy-to-comprehend information 
on: 

• Overall utilization data in a summarized format 
m Provider-specific utilization information 
B Trend information 
B Recommendations to improve performance 
a Forecasting drug expenses to develop strategies to control costs. 

Trie tool is an ad hoc decision support system that provides instant web access to deliver reliable data for managing 
trie utilization of pharmacy products and services. Trie Board can graph, print, and download these reports to a 
Microsoft Excel spreadsheet. Trie Online Reporting Tool can even calculate potential cost savings if Members were 
to switch from a high-cost medication to a medically equivalent low-cost alternative. This tool has provided most 
clients with trie ability to customize their reports with little need for additional customization work by Prescription 
Solutions. 

"Pditeder-^^h^i^e^mli f te i9p.0*ng%#m$ ;-;,j.;:L. _ . ^ .L ' 
Prescription Solutions maintains up to 36 months of historical Member data in the Online Reporting Tool data 
warehouse. Additionally, Prescription Solutions loads and updates claims information for this tool on a daily basis to 
ensure that trie Board will have timely access to Member utilization information. 

Our Clinical Pharmacist and Account Manager will meet with trie Board quarterly to review the prescription drug 
program. This will include, but not be limited to, reviews of utilization, prior authorization activity, rebate programs, 
formulary and clinical agents, MAC pricing, prospective and retrospective DUR, and so on. Trie meetings will also be 
used to discuss proposed program improvements, action items, assignments, and timelines. 

Other meetings may be conducted as needed to discuss items of an urgent nature; for example, benefit design 
changes, emerging clinical issues with specific drugs, and so on. 
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There are no additional fees for the web-based Online Reporting Tool. 

If customized reports are required that cannot be produced by the Online Reporting Tool, we will negotiate additional 
costs, which will depend on the complexity of the custom requirements. Custom programming services are available 
at $150 per hour. 

Provider Services 
rt'AMi'ia-'SSi'iSfi gassswxw 
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Our office will be open and staffed with trained personnel, including a Manager of Provider Services and Provider 
Service Representatives (PSRs), Monday through Friday from 8:00 a.m. until 5:00 p.m. CST. We will maintain a 
distinct team of PSRs in our call center to respond to MS CHIP providers. PSRs are available from 8 a.m. to 6 p.m. 
CST. After normal business hours, providers have access to UnitedHealthcare's interactive voice response (IVR) 
system. The IVR is a toll-free voice portal that gives providers access to claims, benefits and eligibility, credentialing 
and appeals and grievances. 
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Our automated IVR system routes incoming calls to recorded announcements, options that are available using a 
touch-tone phone and to the next available representative. To maximize efficiency and get providers information they 
need quickly, we customize the call scheme to enable the provider to choose topics including eligibility issues, benefit 
questions, authorization or claim status. We then efficiently route the call to an experienced PSR who expertly 
responds to trie call. 

UnitedHealthcare has proven monitoring and reporting processes that will ensure responsiveness to providers calling 
the provider service center. Our provider call center management team uses a series of training and monitoring 
applications to aid in auditing our call response rate. We generate specialized reports on a daily basis to identify peak 
call times and quantify PSR productivity. Call auditing provides trie information necessary to determine if staff 
scheduling requires an adjustment during peak hours, if we identify trie need to hire additional staff, or if specific 
PSRs require additional training. Because Member and provider service representatives are cross-trained, 
supervisors are also able to temporarily assign service representatives to trie greatest area of need. 

UnitedHealthcare will generate our Customer Care Daily MIS telephone system report daily. This report provides 
daily, week-to-date and month-to-date information and statistics on call availability, answering speed, on-hold time 
and abandonment rates for trie MS CHIP program. Our experience and record show that we will easily accommodate 
trie MS CHIP RFP requirements of 90 percent answer rate within 30 seconds, 3-minute maximum hold time and less 
than 5 percent abandonment rate. We will provide the State with reports that track trie daily availability of telephone 
service, trie monthly telephone average speed of answer (ASA), trie monthly average on-hold time and trie average 
monthly abandonment rates. In addition, we will supply quarter-end and year-end telephone system reports no later 
than trie last day ofthe month following trie reporting period. 

Our experience and success with call center operations, indicated by trie statistics presented in trie table below, 
ensure that we will answer at least 90 percent of MS CHIP program Member calls within 30 seconds, with less than 
three minute hold times and an average abandonment rate less than 5 percent. The table below demonstrates our 
expertise in responding to large call volumes. 
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Month 
MS CHIP 
Requirement 
Feb 2008 
Mar 2008 
Apr 2008 
May 2008 
Jun 2008 
Jul 2008 
Aug 2008 
Sep 2008 
Oct 2008 
Nov 2008 
Dec 2008 
Jan 2009 
Total/Average 

Total Calls 

46417 
51493 
50009 
47531 
44045 
41454 
41148 
41676 
41891 
35997 
40603 
49824 
532088 

Live Answered 
: Calls 

45225 
50204 
48728 
46096 
43127 
40360 
39512 
39283 
40562 
35032 
39169 
47883 
515181 

<30 seconds 

17 
21 
19 . 
23 
16 
20 
29 
42 
24 
18 
23 
30 
24 

On-Hold 
<3 min. 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

Abandon Rate 
<5% 

3% 
3% 
3% 
3% 
2% 
3% 
4% 
6%* 
3% 
3% 
4% 
4% 
3% 

*ln September 2008, Hurricane Ike devastated Houston and our call center was without power. 

B-977Rbw#yyQU 
The UnitedHealthcare provider education and training program is built on 27 years of experience with providers and 
multi-state Medicaid managed care programs and includes the follow training components: 

H Provider training sessions 
• Provider forums 
B Provider manual 
B Provider website 
B Provider newsletters and fax blasts. 

Our provider education, training, and communications program covers multiple topics and uses various channels to 
give CHIP policy and procedure information to providers. In this section, we cover the following: 

B Topics covered in provider education, training, and communications 
a Provider Training Sessions 
a Department and Staff Roles and Responsibilities 
B Provider Education and Communications Tools. 

Topics Covered in Provider Education, Training, and Communications 

UnitedHealthcare has a strong provider education and training program that begins when the provider first contracts 
to join our network and provides ongoing general and targeted education and training. We ensure that all providers 
understand contract requirements and plan processes related to the MS CHIP program, including but not limited to: 

MS CHIP benefits, exclusions and limitations 
Integration of physical/behavioral health 
Emergency services not requiring authorization 
Services coordinated by MS CHIP or affiliates 
MS CHIP coding and reporting requirements 
Member rights and responsibilities 
UnitedHealthcare network requirements 
Member enrollment/eligibility verification procedures 
Access and availability requirements; including ED 
diversion 

Timely provision of prenatal care 
MS CHIP services 
Coordination with CM program and specialty DM 
and CM programs (for example Healthy First Steps, 
Personal Care Model) 
HIPAA compliance expectations and protocols 
Level of care guidelines 
MS CHIP coding requirements 
Treatment/medical record documentation 
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Transportation access 
Specialty, behavioral health, ancillary, hospital 
network 
Web based tools clinical tools and evidenced based 
medicine 
Referral management and preauthorization 
procedures 
How to read the UnitedHealthcare explanation of 
payment 
Claims mailing address/EDI submission 
requirements 
TPL/Coordination of benefits process and 
requirements 
Provider disputes and claims appeal process 
Complaints and Appeals and process including 
emergency appeals 
Web-based services for provider claims 
inquiry/appeals 
Provider rights and responsibilities 
Fraud/abuse prevention and obligations to allow 
State access 
Prohibition to balance bill Members 

requirements 
PCP selection procedures 
Cultural competence 
Key contacts for UnitedHealthcare 
Provider billing requirements/claims processes 
HIPAA coding requirements 
UnitedHealthcare payor identification number and 
use of NPI 
Proper completion of billing forms 
Timely filing requirements for submission of claims 
Submission process for corrected claims 
Coordination with PBM re: authorization and 
payment 
Medical home model 
Requirements for language 
interpretation/translation 
Special needs accommodation 
State access to financial, clinical & administrative 
records 

Quality management participation & improvement 
initiatives. 

Provider Training Sessions 

Our ongoing training team is led by experienced Provider Relations Managers (PRM) and supported by network 
development, operations and clinical staff (including the CMO). We educate and train every provider within 30 days 
of contract effective date through educational mailings, on-site provider visits and group training. PRMs will assess 
each provider's training needs at trie time of contracting and may conduct in-person training if needed. To assess 
training needs, we will coordinate with all key provider associations along with our Quality Management Committee 
(QMC). PRMs will review weekly reports from our provider contract management database to contact providers not 
yet trained to ensure they get trie required training. 

Group trainings will be used for new providers and continuing education. Within the first 90 days of contract 
implementation, UnitedHealthcare will schedule group trainings for providers and their billing staff. This training will 
be at different times of day, in multiple locations throughout trie region to be within a 60 minute drive of all contracted 
providers and in locations that will generate high local participation. PCPs, high volume specialists and hospitals will 
receive on-site orientations based on volume of Member contact. 

Through provider complaints, staff feedback, trended claims data, associations and advisory councils, 
UnitedHealthcare identifies common topics or opportunities for retraining as well as specific providers for focused 
retaining. We monitor to ensure effectiveness and provide additional education when we identify common issues of 
interest. We send mailings and fax blasts to all providers on relevant training topics and update our training 
curriculum on an ongoing basis to better communicate information, especially on common issues such as billing and 
eligibility verification. 

Department of Finance and Administration (DFA) 
Health Insurance Coverage under CHIP 

-173-

March 30. 2009 



un^dHea^a^ M^SS^CH^ 
byAmehChoioe 

Oepartment and Sta^Rofos and Responsible^ 

^ e o f ^ e ^ o ^ e r ^ e ^ e s ^ a ^ e n t 

Tbe RreviderSe^oesOepadmentw^ mailourfransitionotcare pol^ 
implementation. Tbe ietterandpoiioywiii be also posted on tbe web podai and we will send provide 
UnitedHealtboareAled reminding tbemottbe policy and instructing tbem to logon to tbe podaltorimpod^^ 
intormation about ensuring continuity otMembers'care. We will also conduct inperson education. Oû  
Oare Managers will individually contact all key provider̂ ^ 
populations, sucri as triose requiring private du^ nursing (RON^We will coverourtransitlon policy and process 
during providerorientation group trainings priorto implementation. 

UnitedHealtricare Provider Services Management (RRM)stattwill visit key primary care sites eacri week to cover 
topics listed above as well asemerging billing trends, key initiatives and trie providerrepod card Attriese^̂ ^̂ ^ 
meetwitri trie RORto identity any issues orproblemstriat require attention orimprovement, and develop appropriate 
action plansAtterimplementation,we will meet at least quaderiywitriourlarge providers and hospital 
will make quarterly presentations torsmallerproviders, to ensure triatproviders understand trie newprogram and 
riowto padicipateln addition, we will reacrioutto our providers to assess pedormance by placingaminimumottO^ 
20 random outbound calls perweek to providers in trireeprovidercategories: 

B Provider 
a Hospital 
a Ancillary. 

PSRs will entertrie results into an Access database and sod by providertype, county and call center rating. 
Managers and supervisors will send task reminders outto trie PSRs wbentollow-up is needed. Managers and 
supervisors will monitortask completion and trieoutcomeottrie call. 

We also bold quaderiy Joint Operating Committee meetings witri keytacilities to resolve bi l l ings 
time training and feedback. 

^eo f ^e^ed^a / sec to r 

Our Medical Oirecfors are an essential component ot provider education.Pirst,ourMedicalOirectors will meetwî ^ 
key priysiciansonaquarterly basis to review providerscorecards. Second, wrien issues are raised regardinga 
deficiency in previdercompliance witri policies, trie Medical Oirectorwill review and may lead trie ettod^ 
provideroroffice staff along witri trie ProviderRelationsriipManager.Pinally,ourOuality Managements^ 
built around trie involvement of network priysicians and will serve as an on-going oppodunityforidentifyingtrendsor 
criallenges in trie practice environmenttriat may be improved witri education and training 

Provider Education and Communications Tools 

Provider ^ a n ^ 

Anotrierkey component ofUnitedHealtricare'sprovidereducation is our ProvidermanualWitriin 30 days ofcontract 
award,we will update triisdraftandpostittoourproviderwebsitefordistributiontoall MS CHIP providersTrie 
manual includes information abouttrie MS CHIP program benefitsandourpolicies and procedures, as well as 
information regarding paymentterms and utilization review 

Provider ̂ ewsfe t̂er and ̂ ervfce^/e^ns 

We will also include training and educational information in ourquaderiyprovidernewsletterTbe newsletters^ 
any program updates, claimsguidelines, information regarding policiesand procedures, culturalco 
linguistics information, clinical practice guidelines, information on special initiatives an^ 
topics ofimpodance to Members. Trie newsletters also include notifications regarding crianges in laws, regula^^ 
and subcontract requirements 

t ^ 
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UnitedHealthcare will also use facsimile service bulletins (fax blasts) to distribute urgent information that impacts trie 
entire network. We will e-mail service bulletins to providers' offices that have electronic communication capabilities. 
Trie service bulletins are also listed on the website and recapped in the Provider Newsletter. 

Provider Portal 

UnitedHealthcare promotes trie use of web-based functionality among its provider population. Our web-based 
provider portal supports our MS CHIP providers through many innovative features and tools and is integrated with 
our key systems. Our interactive website enables providers to electronically determine Member eligibility, submit 
claims and ascertain trie status of claims. UnitedHealthcare also offers an internet-based prior authorization system, 
iExchange, which allows providers who have internet access trie ability to request their medical prior authorizations 
online rather than telephonically. Trie provider website will contain an online version ofthe Provider Manual, trie 
Provider Directory, trie Preferred Drug List (both searchable and comprehensive listing), clinical practice guidelines, 
quality and utilization requirements and educational materials such as cultural competency information, newsletters, 
recent fax service bulletins and other provider information. We will also post notifications regarding changes in laws, 
regulations and subcontract requirements. 

Through our Provider Portal, providers can view their provider profiles, check Member eligibility, submit claims and 
check claims status, request claim adjustments, view claim trends and view summary data. Our Provider Portal 
allows providers to monitor their own performance and progress toward goals by viewing their individual profiles and 
comparing their performance to overall plan performance. Underperforming providers can easily identify the specific 
areas they should target for improvement. The portal also supports clinical practice by giving PCPs a list of Members 
with upcoming and missed preventive visits as well as other missed care opportunities that are in line with clinical 
practice (for example, a diabetic missing an annual eye or foot exam). 

Trie Quick Reference Guide, electronic UnitedHealthcare Alerts and blast faxes and material are also available on 
the provider portal. 

w _ : K % a 4 % ^ ; x / r n 7 ^ % . ' c # x t ^ t A ^ ^ 
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No, we will meet or exceed all requirements in Section 9 ofthis RFP, and are not requesting any exceptions. 
UnitedHealthcare has 27 years of experience providing excellent service to its providers in 22 states. This 
experience, as well as our proven policies and processes ensure comprehensive and compliant service delivery to 
our CHIP providers in Mississippi. 

~JilPlP^:?; ''•i : i # S # # 9 ! 2 « 

No, our Provider Manuals will meet or exceed all requirements stipulated in Section 9.2 of the RFP. UnitedHealthcare 
will produce and distribute a fully compliant Provider Manual that incorporates all features listed in trie MS CHIP RFP. 
Our Provider Services staff has developed, distributed and maintained comprehensive provider manuals to providers 
in 22 states. 

We will distribute a provider manual to each network provider which will include an overview ofthe program, toll free 
number to our provider services hotline, a removable quick reference guide and a list of additional provider resources 
and incentives. Our provider manual will be available online and will include trie following: 

• An introduction to trie MS CHIP benefits plan 
B UnitedHealthcare's organization and administrative structure 
B A description of all covered medical services, excluded medical services and benefit limitations 
a Billing and encounter submission instructions, including specifics form, field, code requirements and payment 

terms 

a HIPAA EDI-compliant electronic claims submission instructions 
B Performance expectations, including UM and QA criteria and process 
a Utilization review 
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B Emergency room utilization information and guidelines 
H Paper and electronic claims filing procedures 
H Key UnitedHealthcare contacts and telephone numbers 
a Prior authorization requirements, including referrals and use of non-participating providers 
& Complaint and grievance/appeal instructions 
B Quality improvement programs 
a Grievance/Appeal procedures. 

Mississippi CHIP 
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The top three complaints by our network providers and UnitedHealthcare's targeted improvement activities are 
discussed in the following table. 

Complaint Action Office Responsible 
H Claims/Billing PSR in collaboration with Claims 

Manager 

Authorization Process PSR in collaboration with 
Medical Director 

PCP Change PSR 

a Educate provider on plan 
policies and procedures 
regarding claims and billing 
through face-to-face interaction 
and distribution of targeted 
printed material 

a Increase provider education with 
emphasis on authorization 
policies and procedures 

B For trended complaints, conduct 
root cause analysis and 
communicate results back to 
providers 

• Increase provider education with 
emphasis on PCP selection 
through provider visits and 
distribution of targeted printed 
material 

B Strengthen provider/Member 
communication through PSR 
outreach 

We address all our provider complaints through increased provider communications and education, as well as 
evaluation of our provider processes. If call center trends or provider satisfaction survey results indicate specific 
problem areas, we implement Targeted Improvement Plans to address trie issue. In addition, we increase our regular 
visits to provider offices and add identified problem areas to our training materials and activities. We use our Joint 
Operating Committee forum and our provider Town Meetings to resolve problems and communicate new policies and 
procedures to providers. Our health plan management team, including our Provider Services Manager, Claims 
Manager and Director of Operations, develop action plans to address provider complaints. 
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Annually, UnitedHealthcare conducts large scale, ongoing assessments of provider satisfaction as part of our 
continuous quality improvement efforts. Our Provider Satisfaction Surveys and Targeted Improvement Plans ensure 
thorough assessment and promotion of provider satisfaction. Our most recent survey showed 27.7 percent of our 
providers reporting dissatisfaction, and our Targeted Improvement Plans are addressing any issues. We share 
survey results with our executive team and staff, and ensure that the results are communicated and acted upon 
throughout the organization. In response to the survey results, we create and execute specific work plans to address 
areas rated as primary and secondary improvement targets. To improve the value ofthe provider survey and to 
expedite the resolution of issues, we will encourage (but not require) providers to identify themselves in their 
response. Identification will allow us to follow-up directly with providers to address their concerns and improve our 
relationships and performance. 

Objectivity is our utmost concern in the survey process. UnitedHealthcare works with Survey Research Solutions, a 
product of our sister company, Ingenix, and the Center for Study Services (CSS) to conduct our annual provider 
satisfaction survey(s). We survey primary care physicians (PCPs) and high volume specialists. CSS draws the 
survey samples of eligible physicians working within UnitedHealthcare's networks from lists provided by Ingenix. The 
survey protocol includes a pre-survey notification letter addressed to the practice manager of the physician, followed 
by two mailings of a cover letter and questionnaire to all physicians in the sample. There is typically a four-week 
interval between the initial survey mailing and the replacement survey mailing. In some areas, our provider relations 
team hand delivers the replacement survey to non-responding physicians. 

Survey results from all UnitedHealthcare health plans are aggregated annually and reported to our National Quality 
Management Oversight Committee (NQMOC). The results are compared by health plan year over year and also in 
comparison to other UnitedHealthcare plans across trie country. Trie survey results include key strengths, secondary 
strengths, key improvement targets and secondary improvement targets. 

For 2008 UnitedHealthcare's key strengths included: 

B Trie utilization review process 
B Clinical appropriateness of trie utilization review decisions 
B Assistance provided by care management staff in facilitating treatment coordination. 
a Ease of prior authorization process 
B Timeliness of claims payment process 
n Accuracy of claims payment process 
a Assistance provided by trie provider service center or 1 -800 provider help line 
a Disease management and health education programs for your patients 
H Care management programs provided for your patients 
• Care management program for your Medicare patients. 

For 2009 our key improvement targets include: 

a Coordination of care with the behavioral health specialist 
e Exchange of information with the behavioral health specialist is timely 
a Range of choices in trie formulary 
B Ease of trie pharmaceutical pre-authorization process' 
B Timeliness of claims dispute process. 
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impreveme^ action with nation impaoL^add^ 
Subcommittee (SOiS) reviewstheirdat^ using yeartoyear resui^ 
identifies actions for imprevement specific to their previdernetwo^.TheSQiSm^ 
groups to partnerwithpian physician advisory committees to discoverthe most elective approaches to solving 
providersatistactionissuesAnnuai survey results are also published in the providernewsietterandourprovider 
relations representatives follow up with individual providers to assure satistaction 

Utilization Management 

UnitedHealthcare has managed utilization in compliance with state and federal regulations across the nation in 
various Medicaid programs for over 25 yearsOurutilization management program, based on ournatlonal 
experience and tailored tocomplywitri all Mississippi SCHIP reguirements, evaluates the appropri^ 
necessity,etficiency and efficacy ofriealtri care services and proceduresltalsoevaluatesappropriatenessoffacility 
orlocafion ofservices using establisried criteria orguidelinesOurprogrem ensures triatservices are not arbi^^ 
inappropriately denied orreduced in amount, duration orscope and places significant emphasison maintaining 
compliance witri Mississippi SCHIP reguirements. 

UnitedHealtricare's Utilization Management (UM) Program, undertrie direction oftrie ChiefMedicalOfficer,is 
designed to employacompreriensiveapproacri to riealtri care. The goal oftrie UM Program is to manage the 
medical care of ourMembers by effectively utilizing existing resources while assuring triat quality care I s d e ^ 
Medical necessity of services is determinedby severity of illness, intensity of service and appropriateness oflevel of 
care We empriasize coordinating trie Member's trensitiontrireugri the full continuum of care UnitedHealthcare w 
collaborativelywitri its Members, practitioners, and otrierriealtri care providerstopromoteaseamless delivery of 
riealtri care services UnitedHealtricare'sUM Program integrates the medical benefits package as well as 
coordinating trie beriavioral riealtri and priarmacy benefits according to statecontract reguirements, reimbursement 
structure, Member and practitioner education,and quality managementto monitor cost and quality ofservices to Its 
Members. 

^ ^ ^ ^ ^ ^ ^ ^^^^ B ^ ^ ^ ^ 

^are^ B ^ ^ 
^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ 

UnitedHealthcare of Mississippi's health plan management services, including all utilization management, are 
performed by UnitedHealthcare Services, Inc. (UHS). UHS organizes employees into the following segments relevant 
to the MS CHIP contract: UnitedHealthcare for all medical services and United Behavioral Health (UBH) for 
behavioral services. 

Medical UM: UnitedHealthcare, Inc. 

Behavioral health UM: United Behavioral Health 

Medical UM: Houston, Texas (precertification) Nashville, Tennessee (concurrent review, second level review, case 
management) 

Behavioral health UM: Atlanta, Georgia 

v ^ ' K m ^ K a ^ 
Medical UM: 4 years 

Behavioral health UM: 27 years 

Medical UM: Monday through Friday, 8:00 a.m. to 5:00 p.m. CST 

Behavioral health UM: 24 hours a day, 7 days a week 
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UnitedHealthcare's utilization management services are provided through our sister UnitedHealth Group (UHG) 
company, UHS. UHS is appropriately licensed in Mississippi as a Private Review Agent and operates in accordance 
with all requirements of Section 41-83-1 through Section 41-83-29 ofthe Mississippi Code. 
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UnitedHealthcare has been providing efficient and effective utilization management services for CHIP programs since 
2000. We currently provide CHIP services in 17 states. This experience, together with our proven policies and 
processes ensure our successful administration of all preferred features listed in Section 4.15 and other 
UnitedHealthcare best practices for utilization management. 

We are committed to providing a fair and timely process for resolving Member grievances and appeals. 
UnitedHealthcare is proposing as both a fully-insured and self-insured entity forthe MS CHIP bid. As a fully insured 
proposer and the entity conducting UM for MS CHIP services, we agree to adhere to the grievance and appeals 
procedures outlined in Section 5 of the RFP. 

im^^^^^^^^^^^^^^^mm^m^M^^^^^^^^^^m 

UnitedHealthcare, as a self-insured proposer and the entity conducting UM for MS CHIP services, agrees to fully 
comply with or exceed the procedures outlined in Section 6 ofthe RFP. 
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UM Telephone System 

UM staff is available via a toll free number 7:00 a.m. to 6:00 p.m. local time throughout the service area Monday 
through Friday. Our automated IVR system routes incoming calls to the next available UM clinician through a menu 
option accessed using keys on a touch-tone phone. After hours and on weekends, callers receive a message to call 
back during normal business hours. Members can contact us after hours through the nurse triage line, which is 
available 24 hours a day, 7 days a week. Providers may also fax their authorization requests to trie call center 24 
hours a day, 7 days a week or use our web-based prior authorization system, iExchange. 

Telephone System Productivity Reports 

Our Virtual Call Center telephone system generates routine daily, weekly, monthly and annual reports on call 
availability, answering speed, on-hold time and abandonment rates. We confirm that our system can produce reports 
specific to MS CHIP and easily accommodate trie MS CHIP RFP requirements of 90 percent answer rate within 30 
seconds, 3-minute maximum hold time, and less than 5 percent abandonment rate. We will provide trie Board with 
reports that track trie daily availability of telephone service, the monthly telephone answering speed, trie monthly 
average on-hold time, and trie average monthly abandonment rates. In addition, we will supply quarter-end and year-
end telephone system reports no later than trie last day of trie month following trie reporting period. 

Determining and Maintaining Sufficiency of Incoming Lines 

Our call center currently has trie capacity to expand call volume for several years without adding additional incoming 
lines. Annually we project call volume based on historical data on the number and duration of calls, and monitor 
performance on a monthly basis We have proven monitoring and reporting processes that will ensure 
responsiveness to providers calling the UM unit. Our highly skilled call center management team uses a series of 
training and monitoring applications to aid in auditing our call response rate. We generate specialized reports on a 
daily basis to identify peak call times and quantify staff productivity. Call auditing provides trie information necessary 
to determine if staff scheduling requires an adjustment during peak hours, if we need to hire additional staff, or if 
specific PSRs require additional training. Because Member and provider service representatives are cross-trained, 
supervisors are also able to temporarily assign service representatives to trie greatest area of need. 
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We use the Goal Lengths of Stay in Milliman USA Healthcare Management Guidelines to estimate the length of stay 
for a hospital admission. These guidelines are integrated into CareOne, our health management system. Milliman's 
Goal Length of Stay information provides a snapshot ofthe recovery times possible in the most efficient healthcare 
delivery systems across the nation and does not vary by state or geographic area. These target lengths of stay cover 
the entire spectrum of medical and surgical services. Most importantly, the Care Guidelines provide clinical indicators 
of when it is appropriate to transition a patient to the next level of care. 

When applying the guidelines, our UM reviewers always evaluate the individual circumstances ofeach patient in the 
context of the attending healthcare professional's clinical judgment in determining treatment patterns and goal 
lengths of stay. Our national Executive Medical Policy Committee, the National Quality Management Oversight 
Committee and the health plan's Utilization Management Committee review guidelines annually. We use inter-rater 
reliability studies, chart audits and medical director reviews to ensure appropriate application of these guidelines. 
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Behavioral Health 

Behavioral Health Level of Care Guidelines are internally developed and based upon nationally accepted standard 
clinical practice guidelines derived primarily from the American Psychiatric Association (APA), American Academy of 
Child and Adolescent Psychiatry (AACAP), and trie American Society of Addiction Medicine (ASAM). Level of Care 
Guidelines inform utilization management determinations by standardizing utilization management decisions 
regarding the most appropriate and available level of care needed to treat a Member's presenting problems, given his 
or her symptoms and levels of functioning. 

We apply guidelines based on Members' individual needs and circumstances, and take into account variables such 
as whether the Member's benefit plans include a particular level of care, unique nature oftrie Member's presenting 
problems, Member's history of treatment, Member's ability to utilize treatment at a particular level of care, Member's 
age developmental level, Member's social circumstances, resources, risk factors, and barriers to care. 

Trie flexibility of our behavioral health Level of Care Guidelines allows us to manage care according to regional 
variations. This approach considers trie availability of facility-based treatment programs across trie continuum of 
care, as well as guidelines that are in effect in a given state. In conducting reviews and determining the most 
appropriate level of care, behavioral health Care Advocates consider trie geographic accessibility of local services 
and match trie Member with trie resources that are most clinically appropriate. 
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We use nationally recognized, evidence-based clinical criteria to guide our medical necessity decisions, including 
Milliman USA Healthcare Management Guidelines; Apollo Medical Review criteria; and CMS policy guidelines. 
Milliman is widely regarded for its scientific approach, using comprehensive medical research to develop 
recommendations on optimal length of stay goals, best-practices care templates, and key milestones for trie best 
possible treatment and recovery. 

Behavioral Health UM guidelines are internally developed and based upon nationally accepted standard clinical 
practice guidelines derived primarily from trie APA, AACAP, and trie ASAM. Trie UBH Level of Care Guidelines 
inform utilization management determinations by standardizing utilization management decisions regarding trie most 
appropriate and available level of care needed to treat a Member's presenting problems, given his or her symptoms 
and levels of functioning. 

We review all criteria annually and made them available to network practitioners (subject to specified license and 
copyright requirements). 

i Are services subject to UM? If, ! 
| yes. indicate the primary source j To the extent UM only applies to 
I for the written screening criteria specific procedures or services, 
j used please list Service 

Surgery 

Diagnostic services 

Durable medical equipment 
Corrective appliances/prosthetics 
Home health, private duty nursing 
and home infusion therapy services 
Mental health and substance abuse 
outpatient visits 

Yes, Milliman 

Yes, Milliman 

Yes, Milliman 
Yes, Milliman 
Yes. Milliman 

All outpatient surgeries except 
office-based procedures by network 
providers 
MRI, MRA, and PET Scans 
(ambulatory and non-emergency) 
> $500 per item 
> $500 per item 
All 

Yes, UBH Level of Care Guidelines All 
for Outpatient Treatment 
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Service 
Hospice home care 
Occupational and physical therapy 
Manipulative therapy 
Physician specialty care visits 

Other, please list: 
Speech Therapy 

.UnitedHealthcare'. 
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! Are services subject to UM? If, 
yes, indicate the primary source To the extent UM only applies to 
for the written screening criteria specific procedures or services, 

1 used . please list . 
Yes, Milliman 
Yes, Milliman 
Yes, Milliman 
Yes, Milliman 

Yes, Milliman 

All 
After 6th visit 
All 
Non-contracted providers 

After 6th Visit 

'£v.5j3^«mTL«^.«rs35r^ji^^ n.^'./AW..- •zs* 

In instances where national criteria do not exist, the Medical Director makes trie medical decision based on clinical 
judgment specific to that case. We also contract with a company that has a panel of subject matter experts (SMEs) in 
subspecialty area that support our Medical Directors, when trie case falls outside trie scope of their practice 
experience. Typically we will authorize treatment if any oftrie following apply: 

s The service or benefit will, or is reasonably expected to, prevent trie onset of an illness, condition or disability. 
a Trie service or benefit will or is reasonably expected to, reduce or ameliorate the mental, physical, or 

developmental effects of an illness, condition, injury or disability. 
B The service or benefit will assist the Member to achieve or maintain maximum functional capacity in performing 

daily activities, taking into account both trie functional capacity ofthe Member and those functional capacities 
that are appropriate for Members of trie same age. 

We also develop state-specific criteria to address benefits or services not addressed by our existing criteria. For 
example, we developed private duty nursing criteria in Tennessee. To develop criteria, we will do the following: 

a survey specialists and medical societies 
B perform literature search 
B consult trie State Medical Director 
B draft guidelines and approve through trie Quality Management Committee. 

CTzMsc fYa 

Yes, UnitedHealthcare's clinical management system, CareOne has the capability to store clinical criteria and 
indicators used in authorization determination in trie case file. When reviewing authorization requests our clinical UM 
reviewers can access online criteria and copy trie relevant criteria into trie case notes where it is stored permanently 
as part of trie case file. If trie Medical Director denies an authorization, CareOne imbeds trie clinical criteria in into trie 
denial letter. We train clinical UM reviewers on documentation requirements and monitor trie process through 
monthly audits of nurse and behavioral health reviewers, and quarterly reviews of Medical Directors' decisions and 
case notes. Trie CareOne system is presently being deployed in trie two newest regions in TN and has been 
functioning in Middle Region; the system now covers 500,000 members in TN. 
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When, after consideration of all unique Member characteristics, the case does not meet established clinical criteria, 
trie nurse refers trie case to a Medical Director for further review and consideration. For behavioral health cases, trie 
clinical reviewer refers trie case to trie behavioral health Medical Director or a Peer Reviewer. Medical Directors/Peer 
Reviewers may consult with the requesting provider as appropriate. To refer the case, trie reviewer documents trie 
information into the case record on CareOne, our clinical management system, and routes trie case to the physician 
review queue. If the authorization is for expedited review, trie reviewer also calls trie Medical Director to provide an 
alert that a particular case needs escalation. Trie reviewing practitioner retrieves trie case from trie queue and uses 
clinical guidelines, best practice models and judgment to approve or deny trie request. When reviewing the case, trie 
reviewing practitioner takes into consideration factors such as individualized circumstances, psychosocial issues, 
accepted practice patterns, evidence-based studies and trie local health care delivery system characteristics. After 
making a determination, trie Medical Director enters trie information into trie clinical system and routes the case back 
to trie nurse in trie form of a task. 

Trie Medical Director conducts rounds to review inpatient stays that are close to or over LOS guidelines and help with 
discharge planning and CM cases. These rounds, attended by nurse and behavioral health reviewers, occur 3-5 
times per week depending on inpatient census and market. 

Percent of Precertification Cases Typically Requiring Physician Involvement 

Clinical reviewers refer all cases that do not meet criteria to a physician for final decision on authorization. Trie 
percentage of cases referred to trie Medical Director or other physician reviewer varies depending on how long our 
UM program has been in place for trie local providers. Through ongoing training and interactions with our UM team, 
providers become more familiar with utilization requirements and criteria overtime. As a result, trie number of 
requests for services that require physician review will decrease over trie first few years of a contract. On an average, 
the percentage of precertification cases referred for physician review averages approximately 25 percent. 

As previously stated, we use retrospective and prospective methods to ensure potential high-risk Members are 
identified as early as possible. To identify Members who meet criteria for disease and care management, we 
continuously forecast risk through predictive modeling of our claims data. To supplement our retrospective, 
claims-based approach, we perform an automated, mini health risk assessment. In addition, we also review with 
authorization requests, hospital and ER use, Rx data and referrals from providers, Members and their 
family/caregivers as well as UnitedHealthcare clinical staff. Individuals identified for possible care management go 
through a more in-depth, scored comprehensive assessment and are routed to trie appropriate DM or CM program 
based on the outcome of that scoring. 

Retrospective Risk Modeling—UnitedHealthcare uses a risk scoring and stratification system within Impact Pro, 
our multi-dimensional, episode-based predictive modeling tool. Impact Pro enables care managers to identify need, 
stratify Member risk and coordinate services with Members and providers. It is designed to identify a cohort of 
Members who specifically have multiple chronic diseases and supports enhanced care management by targeting trie 
highest risk Members and gaps in care. Impact Pro compiles information from multiple sources including claims, 
laboratory and pharmacy data, and uses it to predict future risk for intensive care services. Our care management 
department evaluates trie information and identifies individuals with trie highest level of risk for further assessment. 

Prospective Identification—UnitedHealthcare uses numerous data sources to identify Members with a diagnosis for 
which we have a disease management program as well as those whose utilization reflects high-risk and/or complex 
conditions. These data sources include but are not limited to: 

a Short health risk assessments conducted during new Member welcome calls 
• Member reported health needs in calls made to our Member Service Department 
a Pharmacy and lab data indicating trie incidence of a specific condition (for example, insulin or inhalers) 
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B Emergency room utilization reports, hospital inpatient census reports, authorization requests and transitional 
care coordination requests 

a Physician referrals 
B Referrals from health departments, rural health clinics and FQHCs 
a UnitedHealthcare clinical staff referrals. 

Risk Stratification—All identified Members complete a health risk assessment that scores them into risk categories. 
Based on trie actionable population and aid categories of each health plan and state program, we determine trie 
specific Impact Pro threshold for each care and disease management level. Generally, we use trie following HRA 
score and Impact Pro results to stratify Members into three care management levels and assign to trie appropriately 
qualified staff. 

I ' l l l i ^ i ^ 
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We do not simply rely on a list of diagnoses to identify cases. UnitedHealthcare's approach to care management 
takes into account the holistic health status of the individual, irrespective of the illnesses or conditions that occur 
simultaneously. Our Personal Care Model ensures that with this holistic approach, each condition is adequately 
addressed through personalized interventions. 
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The typical high risk Medicaid Member has multiple co-morbid conditions. These 
conditions occur simultaneously, often with each condition linked to trie other(s). 
Behavioral, social and environmental factors add to trie complexity of trie Member's 
health needs and increase risk levels. For such Members, a single-condition care 
management program is not effective. In recognition ofthe multiple co-morbidities, 
UnitedHealthcare uses a patient-centric case management model to assess and track 
determinates of health and well-being across all conditions which may be present. Our 
model addresses medical, behavioral, social and environment factors simultaneously 
through a holistic care plan with established timelines/priorities for activities that 
maximize quality outcomes and cost benefit. 

To ensure that each Member is linked to trie care manager with trie right expertise, our PCM includes a hierarchy of 
conditions that ranks trie impact of conditions by inherent severity (see text box). For example, pregnancy is trie 
highest ordered condition followed by certain behavioral diagnosis. We use this hierarchy to ensure that trie care or 
disease manager with trie right level of clinical expertise is assigned to trie Member. For further clinical support, that 
disease or care manager has access to clinical protocols for all of our DM programs as well as access to other 
care/disease manager experts in other areas, clinical supervisors, and trie medical director. 

Once a Member has been identified, trie Care Manager will contact trie Member's parent or caregiver via a telephone 
call and may send program and health education materials to trie Member. The accompanying letter informs trie 
Member's parent or caregiver how to use trie care management services, how trie Member became eligible to 
participate in trie program and how to opt out if they do not wish to participate. During trie call, trie Care Manager 
administers a more detailed health assessment to determine gaps in care to be used in development of a plan of 
care. Working with trie Member, trie Member's parent or caregiver and primary care physician, the Care Manager 
develops a Member-centric plan of care with interventions that support self-management/self-efficacy and Member 
education. Trie plan of care's interventions also ensure appropriate medical care referrals and assure appointments 
are kept, immunizations are received, and the Member is connected with available and appropriate community 
support groups, for example, nutrition programs or caregiver support services. Trie Care Manager continues to 
monitor trie Member's progress, adjusting trie plan of care as necessary to meet trie Member's needs and desires 
until trie Member reaches trie plan goals and trie case is closed. 
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UnitedHealthcare provides case management for CHIP programs in 17 states through our Care Management (CM) 
program. Our CM program is guided by the principles of our Personal Care Model, which we developed to address 
the needs of medically underserved and low-income populations. The Personal Care Model emphasizes the whole 
individual, including environment, background and culture. Our approach achieves optimal outcomes through: 

B Member-driven process of coordinated care—physical, behavioral, social and environmental 
• Population based, predictive modeling to understand and address health risks 
B Multi-disciplinary team to meet diverse needs 
B Evidence-based best practices 
a Physician-directed management that instills clear accountability for medical home responsibilities 
a Online and interactive medical practice support 
a Culturally appropriate online and interactive self-help tools for Members 
n Engagement with community supports such as local health departments, rural health clinics, Federally Qualified 

Health Centers (FQHCs), Mississippi Faith Based Coalition and other organizations. 

Through our extensive experience in operating CM Programs, we have learned trie importance of focusing our efforts 
on those Members who are most at risk and able to benefit from personal intervention. Using Impact Pro, our multi­
dimensional, episode-based predictive modeling tool, we identify and stratify Members' risk and assign Members into 
service categories based on risk and intensity of needs using risk stratification algorithms. Members in care 
management receive a supplemental condition-specific assessment, a Comprehensive Personal Care Plan intensive 
care coordination and outreach, and ongoing follow-up as clinically appropriate. Trie care manager consults with our 
multidisciplinary team to ensure trie right care is provided to improve quality of life and outcomes. 

We employ a number of strategies to contact these Members as soon as possible after enrollment. Once a Member 
agrees to enroll in trie CM Program, trie Care Manager performs a comprehensive health risk and needs assessment 
that identifies additional risk factors, current and past medical history, personal behaviors, family history, social 
history, and environmental risk factors. This information is used to augment and validate the risk stratification of 
Members. 

Our CM program is supported by UnitedHealthcare's integrated clinical system; CareOne which includes basic and 
comprehensive supplemental assessments (for example, Health and Functional Assessments), facilitates the 
development of integrated care plans, and includes ongoing monitoring and evaluation tools. CareOne serves as thei 
framework within which to share clinical information across clinical domains and departments and to serve as the 
health plan's virtual medical record, tracking clinical information longitudinally. CareOne can produce reports that can 
be shared with providers to aid in their decision making. 

A key component of our care management programs for CHIP Members is ensuring access to all needed services for 
children with special health care needs (CSHCN). In addition to our CSCHCN programs, we have implemented a 
number of innovative case management initiatives for providing services to children, including an in home nursing 
pay for performance program in Pennsylvania, collaboration with school-based services in Maryland, and 
coordination of benefits for a Child Rehabilitative Services (CRS) in Arizona. These programs are described in our 
response to Question 218. 

fcTT, " r ^ ^ r r 

Yes, UnitedHealthcare will impose prior authorization requirements for certain types of outpatient prescription drug 
therapies. 
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(a) Drug Therapies Requiring Prior Authorization 
UnitedHealthcare requires prior authorization for the drug therapies shown in the table below. 

SHipJ 

-.- •' Therapeutic Category 
Anti-lnfectives 

Antineoplastic & 
Immunosuppressant Drugs 

Autonomic & CNS Drugs, Neurology 
& Psych 

Autonomic & CNS Drugs, Neurology 
& Psych 

Therapeutic Subcategory 
Antivirals 

Antifungals 

N/A 

Narcotics 

Narcotic Antagonists 

Anticonvulsants 

Miscellaneous Neurological Therapy 

Miscellaneous Antidepressants 

SSRI's 

Miscellaneous Psychotherapeutic 
Agents 

Cardiovascular, Hypertension & 
Lipids 

Adrenergic Antagonists & Related 
Drugs 

Dermatologicals/Topical Therapy Therapy For Acne 

Endocrine/Diabetes 

Gastroenterology 

Immunology, Vaccines & 

Antipsoriatic/Antiseborrheic 

Miscellaneous Dermatologicals 

Miscellaneous Hormones 

Miscellaneous Agents 

Diabetes Therapy 

Proton Pump Inhibitors (PPI's) 

Erythroid Stimulants 

Drugs Requiring Prior 
Authorization 
Ribavirin (ex. Rebetol, Copegus) 

Fluconazole, Itraconazole, Vancocin 

Lupron, Hycamtin, Revlimid, Sutent, 
Tykerb 

Fentanyl Transdermal, OxyContin 

Suboxone 

Gabitril, Lamotrigine, Levetiracetam, 
Topamax, Trileptal, Zonisamide 
Copaxone, Xenazine 

Bupropion SR. Cymbalta, Effexor 
XR 

Citalopram (2nd to age edit) 

Adderall XR, Amphetamine Salt 
Combination (2nd to age edit only), 
Methylphenidate (2nd to age edit 
only), Methylphenidate Sustained 
Release (2nd to age edit only), 
Dextroamphetamine (2nd to age 
edit only), Dextroamphetamine 
Sustained Release (2nd to age edit 
only) 

Catapres-TTS 

Tretinoin Cream (2nd to age edit 
only), Isotretinoin 

Calcipotriene (Dovonex) 

Elidel 

Androderm, Testim 

Kuvan, Sensipar 

Insulin Pens / Cartridges 

Pantoprazole / Protonix 

Aranesp, Epogen, Procrit 
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Therapeutic Category 
Biotechnology 

Therapeutic Subcategory 
Myeloid Stimulants 

Interferons 

Growth Hormones 

Interleukins 

Musculoskeletal & Rheumatology Miscellaneous Rheumatological 

Agents 

Respiratory, Allergy, Cough & Cold Miscellaneous Pulmonary Agents 

Diagnostics & Miscellaneous Agents N/A 

Drugs Requiring Prior 
Authorization 
Leukine, Neulasta, Neupogen 

Rebetron, Alferon-N, Roferon-A, 
Avonex, Betaseron, Copaxone, 
Peg-lntron, Pegasys, Intron A, 
Actimmune 

Humatrope, Norditropin, Nutropin / 
Nutropin AQ, Serostim, Tev-Tropin 

Neumega 

Leflunomide, Enbrel, Kineret, 
Humira 

Singular, Revatio, Pulmozyme 

Increlex, Chantix 

In addition, UnitedHealthcare imposes Step Therapy requirements for various therapeutic agents. These are listed in 
the table below. 

Therapeutic Category Therapeutic Subcategory 
Autonomic & CNS Drugs, Neurology Muscle Relaxants & Antispasmodic 
& Psych 

Cardiovascular, Hypertension & 
Lipids 

Ear, Nose, & Throat Medications 

Endocrine/Diabetes 

Ophthalmology 

Respiratory, Allergy, Cough & Cold Antihistamines 

Beta Agonists 

Agents 

Hypnotic Agents 

Angiotensin II Receptor Blockers 
(ARB's) 

Lipid/Cholesterol Lowering Agents 

Otic Steroid/Antibiotic 

Oral Hypoglycemic Agents 

Miscellaneous Ophthalmologics 

Inhaled Corticosteroids 

j Drugs Requiring Prior 
I Authorization 

Enablex, Oxybutynin Sustained 
Release, Oxytrol 

Zaleplon, Zolpidem 

Benicar / Benicar HCT, Cozaar/ 
Hyzaar, Diovan / Diovan HCT 

Antara, Fenofibrate, Triglide, Vytorin 

Ciprodex 

Actos, ActoPlus Met, Avandamet, 
Avandaryl, Avandia, Janumet, 
Januvia 

Optivar 

Fexofenadine 

Xopenex Nebs 

Advair Diskus / Advair HFA 

Name and Location of Entity Performing Prior Authorization 

UnitedHealthcare will use two facilities for pharmacy Prior Authorization activities. One is in Houston, TX; trie other in 
Pittsburgh, PA. Both are UnitedHealthcare facilities, not subcontractors. Using two facilities for Prior Authorization 
provides a number of benefits to trie Board, including redundancy in trie event of a systems outage or disaster, as 
well as rollover coverage in times of high demand. 
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Process^O^imng Prior Authori^on 

U ^ d ^ ^ r e ^ a c o m p r e ^ ^ i n h o u 5 e ^ ^ 
lowing section we discus 

a Trie PriorA^ori^on^ocess(ove^ew) 
B Exooptionsforomorge^s^etions 
a Oeoision processes in prior eutriorizetion 
a Ensuring continuity of cere 
a Oeveioping prior eutriorizetion criteria 

P^orA^or^atfon and ̂ ce^ons Process for ̂ on ^referre^O^s 

UnitedHeaitricare's Prior Autriorization program assesses medication appropriateness, safety and^ 
Estabiisried guidelines may require prioruseototriertormuiaryand/orcost ettective medications. 

UnitedHeaitricare'spriorautriorizationprocedureenriancestormuiary/POL compliance, faciiitat̂ ^ 
prescribing, and promotes riigri guality cost effectlve priarmaceuticalcare AII requestsforautriorizat^ 
non-formulary medications must be initiated by providers prescribing trie medications We issue decisions w 
boursofreceipt and track ourperformance in meeting triistimeframeOuractual average reviewtime is 
considerably srioder,atapproximately4riours.Torequestanautriorizationfortrie use ofamedicationtriatis 
non-fon^ularytrie prescribing priysicianmustfax or prioneapriorautriorizationrequesttoOnitedHealtricare's 
Priarmacy team triat includes trie following information: 

a Patients name 
a UnitedHealtricare Plan 10 number 
a Trie requested drug, dose and frequency desired 
a Oocumentatlon ofwriicri formulary drugs riave been tried to treattrieMember'scondition 
a Oocumentatlon of any adverse reactions trie Member experienced wrien using formulary drugs 
a Otrier relevant clinical Information, wriicri substantiates trie need for an exception to trie formulary/POL. 

We evaluate trie requestbased on medical necessity,taking into accounttrie availability of alternative formu^ 
agents tbat can effectivelytreattrie stated condition. Priortrialsofformulary/POL alternatives mustsufticiently 
demonstrate triattriefon^ulary/POL alternatives are eltrierineffectiveorinappropriateattrietimeoftrie request.̂  
UnitedHealtricare priarmacy services representative (PSP), In consultation witriaPriarmacist,^ 
autriorizationrequestsTriepriarmacistorPSPmayapproveordenyarequesf 

Exce^ons^an^er^enf^af^on 

In emergencysituations, trie retail priarmacist may notbe able to speak witri trie prescribing priysician immediate^ 
trie priam âcist determines triattriere is an Immediate need foran exception, trie priam^aclstriastrieautriorityto 
initiate an override foraone-time 5-day supply ofanewly prescribed,non-formulary medication attrie point ofsale 
witriout contacting UnitedHealtricareWereceiveadailyrepod itemizing all overridestbatautrioriz^^ 
ofmedication on trie previousday,allowing us to monitoremergencyfllls and to contacttrie priarmacy and/or 
priysician as needed to facilitate prior autriorization request and review. 

PrforA^or^zafion^ec^on processes 

AUnltedHealtricarecertitiedpriarmacytecrinician(OPriT) documents trie request in trie priorautriorizationc^^ 
managementsystemlftrie request does not meettrieguidelinesfor approval, it Is referred toaclinicalpriarmaclst 
forrevlew Trieclinical priarmacistorOPriTmayapproveordenyarequest. Weoperatea^peer-to-peer̂ process, 
trirougri wriicri priysicians may conferwitri our Priarmacy Oi re^ 
are not in agreementwitriapriorautriorizatlon decision and wlsri to discusstrieirconcems 
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Wrienapriorau^oozationreq^ 
^ f o m a n d n o ^ ^ e ^ u ^ o g p ^ o ^ ^ ^ e ^ ^ 
and Member via fo^oneorfocsim^w^ab^e^a^ 
written continuation of^edeniai—within 24 boors oftriedeniaid^^ 
trie Memberittî opriysioian'sottioohasaseoure taxiing the Phan^aoyOeniai^^ 
trie time trie request is tinaiized Trie Oeniai Notice oieariy indicates trie reasons tortrie denial a 
and process to tiieagrievance 

Con^^o fCare 

in emergent situations, we ofteratemporary,5-day continuation otcare supply ot medication Wrien priarma 
initiateatemporarycoverageoverride (TOO) by entering an electronic code toracontinuationot care supply.trie 
system automatically generatesacustomized TOO letter. The letterincludesintormation on trie alternative 
medicationstorthenon-preterred/priorautriorizedagent(s)and riowto reguestapriorautriorizationtortriespecitic 
nonpreterred/priorautriorized medication trirougri trie Member's priysicianprovider.it appropriate. 

^eve fo^en to f^o rA^o^a^on^ te^a 

Trie approval criteria torall drugs requiring priorautriorizationaredeveloped by UnitedHealthcare's P&T Oomm^ 
and are based on inton^ationtrom the POA and manutacturers, medical literature, actively practicing consultant 
priysicians and appropriateextemal organizations. 

UnitedHealtricare monitors utilization otriigri dollarmedications, along with tteatmentguidelinesfo^ 
requiring specitic treatmentalgoritrims UnitedHealtricare's Clinical Coordinatorordelegate identities areas^^^ 
drugs ordisease states) triatrequiregreateroversigritbytrie plan due to misuseorabuse and compiles and reviews 
relevant data, wriicri may include intormation on new drugs and existing treatment guidelines (tor example, whetrierî  
isatirst-lineorsecondline trierapy).Based on triis researcri, trie Clinical Coordinatordevelopscl^ 
relating to trie tollowing: 

a Clinical intormation required to suppodtrie request, tor example.,diagnosis, lab work, list ot medications 
previously used tortriis indication including dose, duration and outcome 

a Pormulary alternatives appropriate as tirst line trierapy 
a Appropriate lengtriottrierapytorinitialtreatment, re-treatment, etc 

Oncedeveloped, trie priorautriorization criteria are trientorwarded to the P&T Committee, wriicri reviews triem tor 
appropriatenessUpon P&T approval, trie guidelines are senttorpeer review by practicing priysicians in trie relevant 
specialtywrio does notparticipate in trie P&T Committee 

^te^T^era^y 

OurStep Trierapy program assesses medication appropriateness, satetyand/oretticacy and provides incentives to 
reduce costs wrien medically appropriate. Oursubcontractor,Prescription Solutions, riasapoint-otsaleeditintrieir 
claims system triat allows claims tormedications to pay ittrie system recognizesaprecursormedication in trie 
Member's till riistory. 
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We seek to provide the right behavioral services in the right location at the right time. As such, we believe that many 
Members can often be fully engaged in their plan of recovery without accessing more restrictive levels of care such 
as residential treatment (RTC) and partial day hospital (PHP). We believe triat RTC and PHP continue to have their 
place in a full continuum of care that includes both traditional and community-based services. When either of triese 
services provides the most appropriate level of care and place of service, we work with trie local provider community 
to ensure that care meets trie guidelines put forth in our proprietary level otcare guidelines. These guidelines are 
reviewed at least annually with input from both internal and external subject matter experts such that they reflect trie 
most current thinking regarding both these levels of care. Behavioral health Care Advocates and Physician 
Reviewers work to ensure that Members in higher levels of care such as RTC and PHP are given the support and 
tools they need to meet goals for discharge to a lower, less restrictive level of care. 

Community-based alternative programs such as psychosocial rehabilitation and illness management and recovery 
provide alternatives and flexibility to more traditional RTC and PHP programs. We are committed to continue 
expanding community-based services for MS CHIP to support children and adolescents in meeting their resiliency 
goals and working their individual plans of recovery. Our behavioral health subcontractor, affiliated UHG business 
United Behavioral Health, will build a full array of community-based services including crisis intervention, respite 
care, Assertive Community Treatment (ACT), psychosocial rehabilitation and peer run services to best support MS 
CHIP Members and provide trie most cost-effective, clinically driven care. 

A core component of UBH's service delivery system in Mississippi will be trie network of community mental health 
centers. (CMHCs) With their significant degree of familiarity with this population, CMHCs are ideally positioned to 
provide an array of services that provide effective community-based treatment to MS CHIP children and adolescents. 
In addition to access to child/adolescent psychiatrists, CMHCs provide case management, Assertive Community 
treatment, psychosocial rehabilitation, illness management and recovery and other Member-focused services in trie 
least restrictive environment. UBH will work to leverage successful CMHC-based services in one part of Mississippi 
to develop similar services in other parts oftrie state, such that clinically sound programs are accessible to all MS 
CHIP Members. Partnering with trie CMHC community, UBH will work to ensure that cost effective treatment 
alternatives that emphasize principals of recovery and resiliency are available throughout trie MS CHIP service area 
to provide safe, cost effective and clinically sound diversion alternatives to traditional hospital and office based 
services. We have already begun meeting with local consumer organizations and CMHCs, including: 

• MS NAMI 
• MS Families as Allies for Children's Mental Health - Federation of Families MS Chapter 
• Hinds Behavioral Health Services (Jackson region 9 CMHC) 
In addition, we monitor utilization by contract for each of these levels of care on a monthly basis and trends quarterly. 
Metrics here include, but are not limited to: 

• Admits/1000 
• Days/1000 
• Average length of stay (ALOS) 
• Readmission with 30, 90,180 days. 

We compare utilization trends against similar products within trie behavioral health book of business as well as 
externally validated norms, when available. Goals/goal ranges are set against which to compare utilization in any 
given period and, in combination with volume metrics from other levels of care as well as on a standalone basis, we 
assess issues of either over-or under-utilization. 

By using community-based alternatives to RTC and PHP and by monitoring both individual cases closely using 
proprietary level of care guidelines, aggregate data and comparing trended utilization both to similar books of 
business as well as externally validated benchmarks, we believe that we a offer a well-positioned solution to control 
both cost of care as well as offer quality utilization for MS CHIP Members. 

— -
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At the present time, UnitedHealthcare provides all aspects of our case management program and does not 
subcontract with any organization to provide services. We are however, evaluating numerous opportunities to engage 
Mississippi community-based entities to provide in-home care management training in support of new mothers. Our 
staff will work with these community-based entities such as Alpha-Maxx to conduct in-home post-discharge 
management of high-risk mothers and babies. In addition, our program will follow all NICU graduates until their first 
birthday. Our goal is to provide trie new mother: 

B Responses to her concerns about such issues as breastfeeding, contraception, tobacco use, shaken baby 
syndrome, domestic violence and post-partum depression 

• Information on local community resources such as WIC, parenting classes and new mother support classes 
B Assistance with scheduling her post-partum and well-baby visits. 

^ # # u ^ # ^ ; t # n ^ ^ a ^ ^ ^ ^ ^ # ^ # % ; # ^ # ^ ^ ^ # # ^ # ^ # ^ ^ . % 
t ' ::>j! i£i^ 
CHIP has developed and refined our approach to providing case management for trie CHIP population over trie past 
nine years managing their care. As noted earlier, our Personal Care Model programs are designed to meet trie needs 
of medically underserved and low-income populations. Within trie PCM, we have established child-oriented tools and 
procedures where appropriate. For example, our clinical team uses a specialized Pediatric Health Risk Assessment 
(PHRA) as trie initial means of assessing children who have been identified for case management. Another example 
is our targeted program for CSHCN, which is staffed by pediatric specialists who work with trie Members, families, 
and providers to ensure that these children receive coordinated services to meet all their health care needs. 

We also provide high risk pregnancy management and discharge planning for NICU-admitted babies through our 
Healthy First Steps (HPS) program. HPS nurses conduct in-home post-discharge management of high-risk mothers 
and babies. Our first of life program within HPS provides newborns, including NICU graduates, with ongoing medical 
needs. Those with certain family resource or psychosocial needs are provided care management to age one. Trie 
HPS care managers assist with newborn educational needs as well as assistance accessing all MS CHIP services. 

In addition to our core PCM services, we have initiated a number of activities and programs to meet trie specific 
needs for our state customers and will do trie same for Mississippi. Examples of some of UnitedHealthcare's 
innovative case management initiatives for children in other state programs include trie following: 

In -Home Nursing Pay for Performance Program—Our Pennsylvania health plan initiated an innovative pay for 
perfomnance program for providers of in home nursing services for children to increase availability of staff while 
monitoring quality of care and flexibility for Members and their families. Trie providers receive incentives to improve 
ongoing coverage of home care cases: Incentive payments are based on trie achievement of trie pre-defined 
benchmark identified by the homecare agencies as an opportunity to improve their service to our Members. Trie 
incentives address weekend reimbursement, full coverage and quality improvement. In addition to providing 
incentives, trie health plan hires, educates and deploys an experienced pediatric nurse for each agency to act as 
liaison to providers/families. Trie Liaison's responsibilities include oversight of trie initiatives and managing trie 
financial incentives. A UnitedHealthcare team comprised of trie Pediatric Medical Director, Manager of Pediatrics, 
Shift Care Coordinator and Clinical Liaison evaluates indicators and outcomes. 

Maryland School Based Health Center Program—Our Maryland health plan established a program for 
co-management of care for students enrolled in Maryland's HealthChoice program and in a school based health 
center (SBHC). In this program, we reimburse SBHCs for trie same types of services that would be provided in an 
office by a primary care provider (PCP). We also developed a communications protocol in conjunction with SBHCs 
that includes care coordination/ co-management protocols. The SBHCs agree to participate in our Ql program 
activities, follow established practice guidelines, and meet our standards for medical record keeping. Trie benefits of 
a co-management model of care between a PCP and SBHC is that there is an increased likelihood of accessing 
quality health and mental health services in a setting that is easily accessible and where both students and their 
families are familiar and comfortable. 

— -
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Child Rehabilitative Services—In Arizona, the UnitedHealthcare's health plan has a contract to provide carved out 
Child Rehabilitative Services (CRS) for 25,000 eligibles. CRS maximizes the quality of life and improves services for 
children who have chronic and disabling or potentially disabling health conditions. We transformed fragmented 
services into a single statewide, seamless service delivery system with maximized accessibility through a broadened 
statewide network, coordinated chronic care management and innovation through modem technology such as 
telemedicine. Because primary benefits were provided by separate health plans, we established mechanisms with 
the other Acute Care plans to coordinate care management of their CRS-eligible Members; work with their claims 
departments to ensure that CRS claims did not adjudicate as Acute Care claims or vice versa; and to gather 
historical patient data to better assess and manage each CRS participant. 

Referral Process 

^IJiHowtfo^ 
PCPs are generally responsible for initiating and coordinating referrals of Members for medically necessary services 
beyond the scope of their practice. PCPs monitor the progress of referred Members' care and ensure that Members 
are returned to their care as soon as medically appropriate. We require prior authorization of all out of network 
referrals. The request is generally processed like any other authorization request. Trie nurse reviews trie request for 
medical necessity and/or service. If the case does not meet criteria, trie nurse routes trie case to trie Medical Director 
for review and determination. Out of network referrals are generally approved for, but not limited, to trie following 
circumstances: 

• Continuity of care issues exist 
a Necessary services are not available in network. 
Out of network referrals are monitored on an individual basis and trends related to individual physicians or 
geographical locations are reported to Network Provider Services to assess root causes for action planning. Services 
that require prior authorization include trie following: 

Emergency Department services provided in an out-of network hospital do not require prior authorization; however, 
hospitals must notify UnitedHealthcare within one business day after an emergency inpatient admission. 

Nurse Triage Service 

UnitedHealthcare will subcontract with NurseLineSM, an affiliated United HealthGroup,entity, to perform nurse triage 
services. NurseLine is a market leader in symptom support and health care information. Through a single point of 
contact, 24 hours a day, 365 days a year, NurseLine helps direct individuals to appropriate care resources to drive 
improved outcomes. NurseLine supports 6.5 million public sector lives. 

Eight inbound Care Solution Centers are located throughout the country in: 

n Albany, New York 
a Buffalo, New York 
a Charleston, West Virginia 
a Cyprus, California 
a Dayton, Ohio 
a Bloomington, Minnesota 
a Piano, Texas 
a San Antonio, Texas*. 

cammmKE?^^ 
NurseLine has been in operation for 29 years. 
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*Our San Antonio, Texas Call Center is the call center we would propose for the State of Mississippi's NurseLine 
program. Existing staff is already in place to offer culturally competent services to CHIP beneficiaries. While we 
recognize that CHIP programs have similarities, we know that MS CHIP) will have unique nuances, and we will offer 
training specific to this program. This approach ensures we will deliver sensitive and relevant services to meet the 
needs of Mississippi membership. 

Trie San Antonio staff undergoes Medicaid and CHIP immersion training sessions, and nurses on this team includes 
ones that are highly skilled, trained, and understanding ofthe needs of those enrolled in CHIP programs. 

Recent survey findings show that: 

• Over 95 percent of respondents were satisfied or very satisfied with our services overall. 
B Over 90 percent of respondents felt trie nurse's recommended action plan was effective and over 70 percent 

indicated that their overall health and well being have improved because of using our services. 
B 90 percent of respondents indicated that they would be more likely to select a health care plan that included our 

services. 
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Our flexible telephone system is configured and monitored to manage high call volumes with minimal delays. We 
currently manage over 4000 calls per day. 

During client implementation, we collect call volume, average talk time, average handle time, and busy hour data, if 
available, in orderto determine whether current capacities are adequate or need to be supplemented with additional 
network resources. Network monitoring is conducted on an ongoing basis to ensure network blockages do not occur. 

In addition, prior to peak season, we analyze each new program to estimate anticipated call volumes in orderto 
determine if additional network capacity is required to meet trie additional volumes. If so, additional capacity is 
ordered, tested and put into production prior to call volume escalation. 
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Call Tracking 

We will provide reports through NurseLine exclusively for the MS CHIP program that capture call availability, 
answering speed, and abandonment rates. We will not report against hold times since Members are not placed on 
hold. NurseLine reports provide timely and relevant trend analysis, a record of quality improvement activities, and 
measures trie ways trie program benefits an organization. Data provided in these reports not only reflect trie value of 
trie program, but also can help customers understand and manage participants' health trends and formulate specific 
organizational strategies and decisions. 

NurseLine data collection processes are fully automated. Demographic data about callers, as well as trie reason for 
trie call, topics discussed, and recommendations delivered are collected online by the nurses during their discussions 
with callers. Quality measurements such as speed of answer and satisfaction rates are also included in trie report. 
Aggregate results are analyzed and reported back to trie To trie UnitedHealthcare of Mississippi clinical team. 

Standard Reports 

Standard reports include monthly or quarterly delivery of program performance, outcomes, and usage trends. Trie 
standard reports include a variety of content and media options, including trie following: 

• Utilization report: Our utilization report begins with a five-page, executive-style summary report, including 
service delivery details, most frequent topics discussed, issue resolution trends, and detailed utilization 
information. Trie balance oftrie report includes program usage detail including monthly usage figures, trending of 
usage rates, and a detailed listing of all topics discussed with participants. 

• Outcomes report: Participant survey results, demonstrating caller health and well-being, health decision making, 
willingness to select a particular benefits package option, and satisfaction levels as a result of their experience 
with us. 

Quarterly or monthly reports will be provided that address call availability, answering speed, and abandonment rates 
exclusively for trie MS CHIP program. 

^ ^ ^ ^ ^ ^ ^ 
^ . ^ ^ . B ^ 
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Yes, our nurse triage subcontractor, NurseLine, can perform and administer all oftrie program requirements outlined 
in Section 4.16. 

All NurseLine registered nurses have a minimum of three years of recent clinical experience in emergency room 
nursing, pediatrics, geriatrics, obstetrics, critical care or urgent care clinic nursing or medical/surgical nursing. In 
addition, our nurses are trained to be effective listeners, communicators, and good problem-solvers, as well as 
empathetic to trie individual's condition. Our clinical training is composed of four key components and prepares trie 
staff to deliver trie highest level of quality care: 

• Core curriculum training 
• Continuing education (ongoing) 
a Client-specific training (as required) 
a Quality improvement training (ongoing). 

A new registered nurse in trie training and on-boarding phase has 100 percent of his or her calls and call records 
monitored and reviewed. As trie nurse gains competency and experience in handling these calls, he/she is advanced 
to trie next level of monitoring. 
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Staff to rely on past experience and training 
Staff to follow written computerized criteria 
Staff to ask specific questions on an algorithm directed toward prompt clinical 
assessment/triage 
Other (Describe) 

10% 
10% 
80% 

Total 100% 

NurseLine nurses use nationally accepted evidence-based guidelines and contents that tie together clinical (for 
example, safety, efficacy, effectiveness), humanistic (for example, quality of life, Member satisfaction) and cost-
effective outcomes. Using our own guidelines allows us to tune dispositions to the needs of our customers as they 
include services like convenience care (Minute Clinics, on-site services, etc.). It also allows nurses to respond quickly 
to provide support for issues like disease outbreaks or medication recalls, by adding a new guideline within hours, 
rather than waiting weeks for a vendor to update a purchased system. 

Our guidelines serve as the primary tool to delineate the nurse's thought processes to provide credible, consistent, 
and accurate information to a caller. This is accomplished through a series of intuitive, step-by-step prompts and 
screens, which are supported by the clinical guidelines referred to above. Please see our Pediatric Guidelines 
Sample provided as Attachment 225 in Section 7, Appendix of Other Materials. Additional resources may include 
audio library topics and medical director-approved Internet resources, as well as local and national resources. 
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The software is internally developed. NurseLineSM clinical guidelines are an advanced adult and pediatric triage 
system developed to support trie practice of telephonic nursing. This unique set of guidelines represents a 
comprehensive body of knowledge designed to offer trie specificity of an algorithmic approach with trie flexibility of a 
guideline. NurseLine is a business of a larger UHG entity, OptumHealth. OptumHealth's clinical services are fully 
accredited through trie American Accreditation HealthCare Commission/URAC. 

A team of registered nurse specialists with a broad medical knowledge base and experience, research, develop and 
review trie adult and pediatric triage and health education content. Current medical textbooks, scientific journals, 
on-line searches and other clinical gold standard references are used to assure it's evidenced based and 
scientifically accurate. Trie guidelines are also crosschecked with medical management guidelines (Preference, 
Knowledge Library, Milliman & Robertson, etc.) to assure that trie clinical content is appropriate. 

Guideline development and review is an ongoing process witri every topic, both adult and pediatric, going through trie 
review process at least annually. 

NurseLine is supported by a review process which involves trie department manager coordinating with a medical 
review physician consultants and Sr. Medical Director These consultants make up an expert panel of over forty 
board-certified generalist and specialist physicians in trie areas of family practice, internal medicine, emergency 
medicine, cardiology, OB/GYN, etc. Physician review and approval is required before trie guidelines are available 
on-line for trie nurse. 
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The medical content team, which supports NurseLine, has the ability to respond to emergent community needs. The 
day following September 11,2001, the team developed an educational topic on bioterrorism with chemical agent 
data. The content was coordinated with two national medical director's offices, the CDC, local and regional health 
departments, a variety of medical/governmental Web sites, as well as trie director of trie Center for Infectious 
Disease Research and Policy. The content was monitored daily and continuously updated. More recently, we 
developed a health education and symptom triage guideline for trie SARS outbreak. Through these processes, trie 
clinical content department strives to provide trie nurses with trie most up-to-date, accurate and thorough medical 
information available. 

)^%l^.tn^ "SCiir. tiii 
Yes, NurseLine referrals to network providers is a key part oftrie service to callers. Access to current accurate 
UnitedHealthcare network providers is critical in triage and routine referral scenarios. It is a cornerstone oftrie 
NurseLine service. 

Trie NurseLine role is to help people find trie right care, at trie right time, at trie right place, with trie right provider. 
Thus, talking with Members about their choices for service location is part of each NurseLine conversation. Trie 
program can capture Member considerations that influence service locations. 

Since NurseLine services are proposed through a sister UHG business, NurseLine nurses also bring trie additional 
knowledge oftrie company and network and can help direct CHIP families to service locations most likely to help 
them address their needs. 

With each conversation in non-emergency situations, trie nurse reminds trie callers that it is their responsibility to 
verify that trie physician and/or facility are a participating provider in their plan at trie time ofservice delivery. 

^ ^ ^ ^ 
^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ 
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Nu^eLineoftera^range of opportunities for sucoessfolp^ 
infroduotionorredosignofhea^oerobenotifo often resuifin trie need for^^ 
Oommunioetions solutions ere designedfopromofotî eaveiiebie services end d ^ 
end frieirfomiiies.Treditionei Memberoomrnû  
eobieve these goeis.NurseLine'sin-bouseoepebiiitiesereexfensiveBnoiudingoomm 
end design resources, end sfote-of-the-ertpnnting end distribution partners. Some ofthe Membero^^ 
programs include: 

a Brochures—Topromofo our infografod services, brochures containing product descriptions and often durables 
(magnet and wallet card) provide trie Memberv f̂ri information on trie services availabfo and reasons to ca^ 
brochure, magnet, and wallet card are all imprinted witriaprogram toll-free number.so trie numberis readily 
available to eacri individual. 

a Postcards—Use of postcardsoffersagreat deal of customization flexibility at no additional cost. Topics are 
selected based on yourpopulation's needs and interests, sucri as high medical cost driversPostcardsalso 
include information on the services available and reasons to call. 

a Tip sheets—Onepage sheets otferafaglance information designed to inform and reinforce useofNurseLine 
servicesTopicsincludeawide range ofhealth Issues sucri as riealtriy aging, nutrition, crironiccondltions. riealtri 
care consumerism, men's, women's and criildren's healtri. and mucri more Promotional tip srieets focusing on 
trie value ofservices also are available. Eacrisheetincludes the client'stollfreenumberandaUPL as 
applicable 

a E-mail message—NurseOnecommonly provide elecfronice^mail messages promoting services, including the 
tollfreenumberandaUPLasapplicable.Ourstandard e-mail program freguency is montrily 

a Promotlonal/bealthtext—Promotional textdescribesservices and is developed in coordination with monthly 
healfri promotion topics. Triese piecescan be used as articles in client communication veriiclesoras letters. 
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Among o^ifoms. we have found tri^^^ 
fo the needs of ourhee^ plan ousfome^ end fheirmembe^^lnoo^ 
infoofrier^enoommunioetionsorMembermefena^suohesE^enefion 
reinforcing fheeveile^ify of our program eseresource.Triisoffenwo^ 
piensoommunifyiieisonsendfheirMemberservioesdepedmenfs 

in addition, besed on ourrenfbeheviorairieei^ 
end targeting messages foinoiudefopiossuories depression menegemenf end fheimporfenoe of psyohosooiei 
supports for users of beriavioraiheaifri benefits 

On an ongoing basis, we are committed to working wifb tbe State to determine tbe bigboostdnvers andthe 
and preferences oftbe membership. Utilization of program services and tbe reasons for usage are monitored to 
determine tbe effectiveness of communications activity. Tbis information is used to estabiisbacustornized 
communication plan. Tbis plan can include direct mail pieces. Tbe mail pieces can inciudecustomized.Stateof 
Mississippi-branded tip sheets, letters, postcards and newsletterarticlesTbese mail pieces will i n c ^ 
monthlytopics driving participants to relevant programs and services 

^ B ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ w ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ 
NurseLine integrates well with other plan resources.such as case and disease management. Ournurses serve asa 
key navigational hub. guiding Members toawide range ofotherprograms including case and disease management, 
mental health assistance, wellness services and community based programs thathelp Members achieve theirgoals 
for better health 

Ournurses receive extensive training in telephone tnage before pertormlng these responsibilities.^ 
tactile assessment, the telephonic nurse is limited to auditory, verbal and emotional cues. We rely upon the training 
and sensitivity ofthese experienced registered nurses to understand not onlywhatthecalleris saying.butalso to be 
attuned to the emotional stateofthecallerand the apparantabilityofthecallerto understand the information being 
discussed Itisthecombinationofagualitiedtnagenur^e and medically approved userfnendlyguidelinesthatma 
telephone triage successful 

a Triage guidelines are symptom and condltionbased.allowing the nurse to provideacallerwith the appropriate 
level ofcarc and treatment, as well as providing self-care information. We have over 320 guidelines fortnaging 
adults and pediatncs 

a Condition and health education is intended to educate the caller onawide variety of disease and medical health 
topics, diagnoses, tests, treatments, medications, prevention, and self care. as well as assist clients wl^ 
decisions abouttreatment options forsenous conditions. Close to 400 topics are used to deliverthisservlce 

We understand that deploying comprehensive solutions relies heavily on the abilityto seamlessly integrate benefits 
and servicesforall participants. We havedesignedourprcgrams with an ôpen architectures allowing usto integrate 
with currentorfuture partners, both cllnical^^ 
services of more than t20 external programs, including over50 health plans and third-party program providers, into 
ourclients'customized serviceoffenngs during the pastfouryears 

In partnering with these external organizationstoprovideaseamless and integrated service offering.we develop an 
integration strategy during program implementation triatwould focus on: 

a Identification ofhealth plan services offerings foryour Members, and trie appropriate contact Infomnation for 
eacri 

a Working witri yourriealtri plan partners to identify preferredc 
transmission.orsecure messaging) 

a Information reguirements to supportaseamless participant experience 

We can accept data from riealtri plans and eligibilityvendors via dynamic data excriange. utilization management 
systems, and riealtri risk appraisalsWe welcome trie opportunitytofurtrierdiscussyourspecitic reguirements. 
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In a study of a recent 12-month period, 28 percent of calls (53 percent of triage calls) from Members presented a 
referral opportunity—more than 80,000 in all. Referrals were made to more than 50 different internal and external 
programs. This includes referrals to internal programs like case and disease management, complex condition support 
and behavioral health programs. We also made referrals to external disease management programs from well known 
vendors, and external behavioral health and wellness organizations. 

Yes. Our administrative system contains an automated reminder system that prompts nurses to place follow-up calls 
at a time and number preferred by the participant. 

Our nurses have some latitude in determining when a follow up call would be appropriate. They are typically used 
when a caller seems unclear about their care plan, is hesitant to comply with a care plan, or when additional 
reinforcement would be appreciated by the participant. 

J t - r a — iKrr.ra •;rri--^ •T.-QV-B-.—*: .•W-.-t; ^c^wc 

NurseLine uses our Daily Activity Report (DAR) when notification services are required for triage calls. This report 
can be expanded to all calls—including program referrals. It can also help identify callers more inclined to use more 
intense health care resources, including emergency rooms. Many customers use the DAR to allow timely follow up by 
case managers or others involved in clinical management. This process can also be used to provide notification to 
primary physicians, for an additional per call fee. 

Consent is not generally required to provide this information to a plan administrator for medical management use. 
Their provider notification process includes an avenue for allowing callers to opt-out if they do not want their 
physician to be notified of their call. 

Standard reports include monthly or quarteriy delivery of program performance, outcomes, and usage trends. The 
standard reports include a variety of content and media options, including trie following: 

• Utilization report—Our utilization report begins with an executive summary report overview within trie first four 
pages, including service delivery details, most frequent topics discussed, issue resolution trends, and detailed 
utilization information. The balance oftrie report includes program usage detail for clients who are interested in 
trie deeper details, including monthly usage figures, trending of usage rates, and a detailed listing of all topics 
discussed with participants. 

a Outcomes report—Participant survey results, demonstrating caller health and well-being, health decision 
making, willingness to select a particular benefits package option, and satisfaction levels as a result of their 
experience with us. 

The above reports may be delivered via e-mail as an Adobe® PDF file or on paper and are sent within 30 days 
following trie last day ofthe reporting period. Standard report production is automated. Samples ofthese reports 
have been provided as Exhibit Q in Section 6, Required Exhibits. 
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Member Services 

UnitedHealthcare—by AmeriChoice (UnitedHealthcare) will have a fully-functional Member Services office in 
Mississippi no later than 30 days prior to contract go-live. We are currently working to identify facilities for our 
Mississippi Member Services office. We will we use our Kingsport, TN call center to provide support to our MS CHIP 
Members until our permanent office is operational, and for overflow call support as needed. Our Virtual Call Center 
(VCC) telephony solution, including call sequencers and seamless data management, combined with our 
Mississippi-based Member Services operation will ensure comprehensive service coverage for our Members from trie 
start. Please refer to UnitedHealthcare's MS CHIP Implementation Plan for specific dates and activities, provided as 
Attachment 246 in Section 7, Appendix of Other Materials. 

UnitedHealthcare has operated fully compliant Member Services offices for 27 years in 22 states, serving over 2.3 
million Members. We will leverage this experience and our proven Member Services processes to ensure timely and 
effective service delivery for our MS CHIP Members. 

mmm^K^Mmmz^ 
UnitedHealthcare MS CHIP offices will be staffed and open during normal business hours 8:00 a.m. to 5:00 p.m. 
CST., Monday through Friday. Our Member Service Representatives in our call center will be available to answer 
Member calls Monday through Friday from 8:00 a.m. to 6:00 p.m. CST. In addition, our interactive voice response 
(IVR) telephone system is available to Members 24 hours a day, 7 days a week, and our nurse triage hotline is 
available through our IVR for health-related issues. 
^^r-.r 

>..': 
nua 

mm 
M M .veia % 

inenee 

i...:.- ;i%%B4S*gemi%*''&'; tSapVi* ^2 

• V). m 
•51^ 

X$&&'&J$$S' 

m •STBE 
i m K ts* '&*•*.•••••{. 

:MM^tM 
rt-i; 

^J^m^mm^^m^mksm^^^mm^^m^^ 
m Sv>. 

i 
- M i ' - r . 

mm m& m &m%~ i ' t 

^ - . . ^ a ^ i ^ S B ^ a w , . ^ 

UnitedHealthcare will staff our Mississippi Member Services office with 10 MSRs and one Member Services 
Supervisor. Our Kingsport, TN office staff, presented above, will support our Mississippi office throughout the 
contract. 
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UnitedHealthcare's MS CHIP telephone lies will be available to answer Member questions with live personnel during 
normal business hours Monday through Friday from 8:00 a.m. to 6:00 p.m. After hours and weekends, Members can 
access information via our 24 hours a day, 7 days a week IVR phone system. For health-related issues, our 
Members can access our nurse triage hotline through our IVR system. Our IVR system will be available to MS CHIP 
Members no later than January 1, 2010 and will include information on accessing trie Member website. 
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UnitedHealthcare will monitor and record all call information through our VCC technology, and will use the results to 
ensure an adequate number of lines for the MS CHIP call center. The VCC system allows for an extremely high 
service availability and will capture data and generate reports on call availability, answering speed, on-hold time and 
abandonment rates forthe MS CHIP program. If we identify any deficiencies in capacity in our Mississippi call center, 
we will immediately install additional lines, and calls can be transferred to another call center in trie event of a high 
influx of calls. Any other call-handling deficiencies identified by our system reports or audit processes will be 
corrected through training and other processes identified below. 

UnitedHealthcare has extensive experience in providing 24 hours a day, 7 days a week support to our Members. We 
will provide our Mississippi Members with outstanding service using our NurseLine. NurseLine is an always-available 
network extender that supports Members in a variety of medical situations, from advice about a particular problem, to 
guidance on how to prevent a problem, to triage and support in a medical emergency. NurseLine value-added 
services are geared to deliver the following outcomes: 

• Higher and more targeted levels of participation in disease management, quality improvement and wellness 
• Increased Member satisfaction through the promotion of wellness, health literacy and 24 hours a day, 7 days a 

week access to help 
• Health care decision support for people in remote rural areas where transportation challenges are common 
• Reduction of emergency room use through timely and appropriate handling of medical concerns, including 

referrals to PCPs, specialists and urgent care (as appropriate). 

Our NurseLine value-added services include quarterly utilization reporting and daily activity reports focusing on triage 
and referrals. Interpretation services are available for non-English speaking Members. 

Standards for Rates of Response 

UnitedHealthcare monitors MSRs' performance using trie VCC system, which captures data that includes answered 
calls, abandonment rates and average length of call. Supervisors routinely monitor queues to ensure targets are met 
and to identify and respond to potential issues. Supervisors review performance results hourly and daily and meet 
each morning with MSRs to review trie previous day's results. They also review weekly performance in staff meetings 
and report results monthly on business segment scorecards. Supervisors use load balancing analytics to balance 
workload and employ a variety of variable staffing techniques in orderto accommodate anticipated volume. Trie 
following table demonstrates our success in managing large call volumes. 
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Month 
MS CHIP 
Requirement 
Feb 2008 
Mar 2008 
Apr 2008 
May 2008 
Jun 2008 
Jul 2008 
Aug 2008 
Sep 2008 
Oct 2008 
Nov 2008 
Dec 2008 
Jan 2009 
Total/Average 

Total Calls 

46417 
51493 
50009 
47531 
44045 
41454 
41148 
41676 
41891 
35997 
40603 
49824 
532088 

Live Answered 
Calls . 

45225 
50204 
48728 
46096 
43127 
40360 
39512 
39283 
40562 
35032 
39169 
47883 
515181 

<30 seconds 

17 
21 
19 
23 
16 
20 
29 
42 
24 
18 
23 
30 
24 

On-Hold 
Time 
< 3 min. 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 

Abandon Rate 
<5% 

3% 
3% 
3% 
3% 
2% 
3% 
4% 
6%* 
3% 
3% 
4% 
4% 
3% 

'In September 2008, Hurricane Ike devastated Houston and our call center was without power. 

UnitedHealthcare will generate our Customer Care Daily MIS Report telephone system report daily. This report 
provides daily, week-to-date and month-to-date information and statistics on call availability, answering speed, 
on-hold time and abandonment rates for the MS CHIP program. Our experience and record show that we will easily 
accommodate trie MS CHIP RFP requirements. We will provide trie State with reports that track trie daily availability 
of telephone service, trie monthly telephone answering speed, trie monthly average on-hold time and the average 
monthly abandonment rates. In addition, we will supply quarter-end and year-end telephone system reports no later 
than trie last day ofthe month following trie reporting period. 
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Our experience and success with call center operations, indicated by the statistics presented in the table below, 
ensure that we will answer at least 90 percent of MS CHIP program Member calls within 30 seconds, with less than 
three minute hold times and an average abandonment rate less than 5 percent. 

Average number of calls completed 
per hour per Member Service 
Representative in an average week 
Length oftime a Member is on hold 
before speaking to a Member Service 
Representative 
Overall abandonment rate 

Reporting Period: 2/08-1/09 
Actual 
8-10 calls per hour 

24 seconds average 

3% average 

NA 

< 30 seconds 

<5% 
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Our experience shows^edu^ng new member must b e a m ^ ^ 
teleprionicoutreecri,in person meetings witri groups et convenient comm 
conversations it neoessery.Eeoriottrieseorienneis will reeori some ot our membersriip end even ourproviderswî  
pleyecriticel role in rounding out our ettorts to ensure triat our members know riowto use trieir benefits 

Welcome^Welcome Call and MemberOrlentatlon 

UnitedHealtricare provides eacri new MemberaNew Member Welcome Kitwitriin5business days ot receipt ot 
enrollment data tortrieMemberTrie New Member Welcome Kit indicates trie Member's first ettective date ot 
enrollmentWe use first class mail delivery services tortrie New Member Welcome Kit. Trie Kit IncludesaWelcome 
Letter.aMS CHIP Memberidentification card. UnitedHealtricare'sProviderNetwork Director 
Member Handbook andabrocriure on Advanced OirectlvesTrie Provider Directory includes names, teleprione 
numbers and intormation identitying any providers wrio are notaccepting new patients. Tbe ProviderOirectory 
includesspecific intormation on primary care priysicians. specialistsand riospitals.idenfitying any r e s ^ 
could impacttrieMember'streedomotcriolce among network providers. All ottrie material In trie New Member 
Welcome Kitwill be updated on an annual basis andacopyottrie revised packetwill be torwarded to tbe Board tor 
review 

Trie tollowing intormation is included in trie New MemberWelcome Kit packet: 

a General intonriation about trie basic features otcare coordination, wriicri populations are excluded trom 
enrollment and wriicri are subjectto mandatory enrollmentand trie responsibilities otUnitedHealtricare tor 
coordination otaMember'scare 

a Specific intormafion about UnitedHealtricare and trie MS CHIP Program, including covered services, names. 
locations, teleprione numbers ot and trie identification otproviders and priarmacies in UnitedHealtricare's 
network triat are not accepting new patients 

a Covered services tbat are available trirougri UnitedHealtricare butare not covered underMS CHIP.Include 
intormation on bow and wriere Members may obtain triese benefits 

a Trie amount, duration and scope ofcovered riealtri and priarmacy services available in sutticientdetailtoensure 
triat Members understand trie benefits to wriicri trieyareentitled 

a Proceduresforobtaining covered riealtri and priarmacyservlces 
a Trie extentto wriicri and riow Members may obtain covered riealtri services including family planning services, 

from outofnetwork providers 
a How and trie extentto wriicri after riours and emergency coverage are provided including: 

- Wriat constitutes an emergency medical condition, emergency services and post-stabilization services, witri 
reference to triedefinitions in 42 CPP Section 438.tt^a) 

- Trie facttriat prior autriorization is not required for emergency services 
- Trie process and procedures for obtaining emergency services, including use oftrie Ottteleprione system 

orits local equivalent 
- Trie locations of any emergency settings and otrierlocationsatwriicriprovldersandriospltalsfumisb 

emergency services and post-stabilization services covered 
- Members riavearigritto use any riospltal or otrier setting for emergency care 
- Triepos^stabilizationcareservicesrulessetfodriat42CPPSection422t^c) 

- UnitedHealtricare's policy on referralsforspecialty care and forotriercovered riealtri and priarmacy services 
notfumisriedbytrie Member's primary care provider. 
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In addition, our Member Service staff will place a Welcome Call to all new Members with a telephone number listed 
in their initial enrollment information. These scripted calls include providing trie Member with information on all 
covered health and pharmacy services. Trie MSR will offer to assist trie Member with scheduling an initial 
appointment with trie Member's primary care provider. Any questions the Member may have about covered services, 
providers and pharmacies available to trie Member will also be addressed by trie MSR. 

A sample ofthe New Member Welcome Kit and its contents has been provided as Attachments 237(1) through 
237(4) in Section 7, Appendix of Other Materials. 

New Member Orientations 

UnitedHealthcare has begun developing relationships with over 50 community-based organizations (CBOs), 
faith-based organizations, advocacy groups, and schools in Mississippi to discuss the MS CHIP program and 
Member education activities. All organizations contacted have expressed interest in working with UnitedHealthcare to 
ensure coverage and education for our Members. These groups will continue to be an integral part of our Member 
Services education and service delivery and for new members are potential sites for New Member Orientations. 
These New Member Orientations will be used as additional venues for reaching our members and will particularly 
effective during trie initial implementation phase oftrie transition from trie current vendor. 

Face-to-face and Provider Support 

Our local Member Services office will be available if Members desire a face-to-face personal orientation meeting with 
a MSR. Our MSRs will utilize UnitedHealthcare's proven approach to assisting Members with covered benefits and 
access requirements in Mississippi. We will leverage our experience to provide useful and easy to understand 
orientation and informational materials and services that will quickly and efficiently give Members the information they 
need. Our communication approach is designed to ensure appropriate provision of covered services without regard 
to payor source, race, color, creed, gender, religion, age, national origin (including those with limited English 
proficiency), ancestry, marital status, sexual orientation, or physical or mental disability, except where medically 
indicated. Our Member communications create a comfort level with trie delivery system, empower Members to 
self-manage their conditions and promote an understanding oftrie importance of preventive care. 

Finally, we will educate our providers with information about the transitions happening for our members. FQHCS, 
rural health clinics, local health departments and other provider venues will display information and many will allow us 
to set up orientation sessions to help their staff answer questions and educate members about he transition and help 
new members understand their benefits. 

^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ 
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UnitedHealthcare has a comprehensive Member education and outreach approach, which includes the following: 

• Comprehensive Coverage of Topics of Interest to Members 
n Written Member Materials 
B Use of Healthcare Informatics to Track Member Compliance 
a Outreach Contacts for All Members. 

These are described in the following sections. 

Comprehensive Coverage of Topics of Interest to Members 

Our MS CHIP educational materials and activities will include: 

a Prenatal care 
B Immunizations and preventive services 
B AIDS and HIV 
• Accessing network health services 

_ _ 
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a Lea^gcausesofhospifo^tion 

a Apprcpriafoeme^ency room use 
a Oom îanf grievance and appeals prooesses^^ 
a Ofestylecrioices and ways to promote good riealtri 
a Family planning 
a Disease management services 

Written Member Materials 

Acore elementotourMembereducatlonefrortisourcadreotwritten materials, many otwriicriaredesigned to rielp 
Members access care witriinacomplexdeliverysystemTriese materials include trie OnitedHealtrica 
Handbookand otrier elements ottrie Welcome Kit. along witri brocriureson trie following topics: 

a Adult Orieckups 
a Oriild Immunizations 
a Diabetes Oare 
a Domestic Violence 
D Flu 
a Lead Screening 
a Nutrition 
a Fregnancy/Newborns 
a Special Needs Froviderrigrits and responsibilities 
a Astrima 
a Oriolesterol 
a Dental Oare 
a Family Planning 
a Heart and Blood Pressure 
a Mammogram 
a Pap Smears 
a Smoking Oessation Services tor people witri visual impairments. 

Written Membermaterialsarecreatedinaminimumt^pointtont. in an easily readable styleUnitedHealtricare 
ensurestriatall intormation is presented atasixtri-grade reading level. DrattwrittenMembermaterialsare review 
torreadingsixtri-gradeEnglisri using trie FlescriKincaid Grade Level toolUpon request. U n ^ 
alternative formats available tor Members wrioriave visual impairments. Materials requiring approval are submitted t̂  
trie Board for review and before printing. Membermaterials are supplemented witri riealtri-related educational 
brocriuresdeveloped by national organizations recognized bytbe Board. Before uslngtrieseeducatlonal materials. 
UnitedHealtricare reviews trie materials toensure^servlcesarecoveredbytbe MS OHIPprogram.^trie 
information is accurate and^trieintonnation is culturally sensitive 

UnitedHealtricare will produce written Membermaterials in Englisri and Spanisri. In addition. UnltedHealtri^^ 
translate written materials including trie MemberHandbookwrien 200 Members. ortO percent oftotal 
UnitedHealtricare program membersriipiflesstrian 200 Members. Is non-Englisb speaking and speaksacommon 
language. Members are notified trirougri trie MemberHandbook. in trie appropriate language, triattrieymay request 
information in Arabic. Oantonese. Mandarin. Pomanian. Russian. Somali and Vietnamese Materials will be provided 
In tbese languages and otbers as needed, including alternative formats forvisually impaired Members. We usee 
translation vendorfortranslatlonotmaterials and providecertlflcatesofautrienticity upon completion of eacri 
translation. 
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Member Handbook 

UnitedHealthcare's Member Handbook explains how to navigate our health plan and access the care Members need 
to remain healthy or treat a medical condition. We distribute trie handbook to Members within 5 business days of 
receiving Member enrollment information and distribute revised handbooks when changes occur or upon request. 
Our Member website prominently displays a link to our Member Handbook. UnitedHealthcare's procedural 
information follows trie current National Committee for Quality Assurance (NCQA) requirements. Trie Member 
Handbook will cover all of trie sections required in trie RFP, including: 

a MS CHIP benefits and scope of coverage, including Member responsibilities, cost-sharing and, co-payment and 
out-of-pocket maximums 

a A complete description of covered services, service limitations, exclusions and UnitedHealthcare liabilities, 
a Access to services, including appropriate utilization, self-referral and referral requirements for non-participating 

providers 

a Emergency and urgent medical care access and utilization 

• Member Services description and contact information 

• NurseLine nurse triage toll-free hotline 

a Reference information to any health-care specific information not included in trie handbook 

a Complaint, grievance and appeal procedures, including information on independent review rights 

n Preventive health guidelines and preventive care 

a Coordination of benefits and third-party liability 

a Advance directives 

a Managed care plan overview. 

Provider Directory 

UnitedHealthcare MS CHIP Members will receive a provider directory in their New Member Welcome Kit that lists 
names, locations and telephone numbers of PCPs, specialists, hospitals and other providers. Trie directory also 
includes information on providers who are not currently accepting new patients and information on restrictions that 
could impact trie enrollee's freedom of choice among network providers. 

Provider directories are also available on our website. Trie directories are updated weekly and are searchable by 
provider name, location or specialty. Members can also call Member Services to request that a MSR mail a copy to 
them. If our provider network changes, we will update and reprint directories and mail them to all Members within trie 
first quarter of each year. 

Member Identification Cards 

UnitedHealthcare commits to providing MS CHIP Members with Member Identification (ID) cards within 5 business 
days of receipt of enrollment data from DOM. Our streamlined process for trie production and distribution of Member 
ID cards provides us with trie opportunity to serve Members in an expeditious manner and decrease interruption of 
service for Members who are at high risk. 

UnitedHealthcare's core transaction system is Facets, a Windows-based managed care information system that 
provides eligibility, enrollment, claims processing and reporting capabilities to fulfill trie Plan's information system 
requirements. 

Upon receipt of trie monthly enrollment report from trie Division of Medicaid (DOM), UnitedHealthcare enrollment 
coordinators transfer Member and provider data into Facets. Enrollment coordinators perform a quality check to verify 
Members' selection of a Primary Care Provider (PCP). Members who have not indicated a medical home are 
assigned a PCP within trie DOM's access parameters using their home zip code and, where appropriate, by specialty 
and grouping by family. 

-205-
Department of Finance and Administration (DFA) 
Health Insurance Coverage under CHIP March 30, 2009 



UnitedHealthcare* Mississippi CHIP 
by AmeriChoice 

Enrollment coordinators transmit information to a Member ID file nightly. The data is encrypted and securely 
transmitted to the vendor. On days three and four following receipt ofthe 834 files from DOM, the vendor will produce 
and mail the ID card to the Member via first class or priority mail. MS CHIP Member ID cards will closely mirror trie ID 
cards UnitedHealthcare issues to its commercial clients and will include: 

• Member name and Member identification number 
• Effective date of coverage 
• Name of trie Benefit Plan 
• Toll-free nurse triage/nurse triage telephone number and that trie service is available 24 hours a day, 7 days a 

week 
a Telephone number for Member services (if different) 
B Telephone number for providers to verify eligibility 
B Instruction on obtaining prior authorization for use of non-participating providers, including telephone number to 

call 
a Instructions on what to do in an emergency 
B Copayment requirements. 

Trie figure below presents a sample of our ID card and will be modified as needed to meet trie requirements of trie 
MS CHIP Members' ID card. 

AmeriChoice 
by UnitsdHwjItixafB 

Hcalm Plsr tKKWOi 911-95378-08 
Member ID 999999999 
Member 
PAMELA BROWN 

^ ^ 
DateOIBimv 1W01.'19S2 Sffecavo Dffie 

03A31/2009 
C O P A % ^ g p W o ^ 

Ai-ranaarea ay M^o^rKmn^^a^S^MSy^iv. 

h w c w * 1 

You muit Qlwoy* *oc your Primary Gam Provider (PCP) before rewlvirra J 
meclcal treitrieni frem any provfefw (wtcepi tor croeisenctes). m a msafeal j 
einctycrjcy, csro may be obtirinad from ifre doses! rncdtcol cisre prouder. , 
Noafy bom your Prtmo.7 Cam'ProvWer ~ J —""^ ' •"— 
v/tthin *8 hours of receiving such cam. 
Noafy bom your Prtmory CwoProvWer and your local AmertChoico ofllco 

" living : 

For Members: wv/w.uhcrtvervalley.com saweo-woo 
Nurseline: «(»i««;w 
Mental Health: exweo-iwe 
Doral Dental: eMcsMZK 

For Providers: vAww.uhcftveryalley.com aotxeo-iooe 
Medical Claim Address: PO to szzo. wnjion NT laa-saa 

Use of Healthcare Informatics to Track Member Compliance 

UnitedHealthcare will use our Universal Tracking Database™ (UTD) to educate Members on Member responsibilities 
and compliance. UTD incorporates submitted claims, allowing near real-time tracking of Member compliance. 
Preventive Services staff use UTD to check Member compliance with MS CHIP services and to develop lists for each 
provider showing compliance of their Members. We will provide these lists quarterly as well as on request. As of early 
2009, PCPs will receive UnitedHealthcare Alerts when Members are overdue for immunizations, giving birth, or 
screenings or have received no services for a year. 

Outreach Contacts for All Members 

UnitedHealthcare conducts at least six outreach contacts per year for all Members under 21 and their 
parents/guardians and will conduct at least one additional contact per quarter to encourage them to make and keep 
screening appointments. The additional contact per quarter goes beyond minimum requirements for contacting 
Members who are overdue for screening. The materials used for quarteriy contacts may include calendar stickers, 
bookmarks and postcards. These materials are available online and, upon request, in alternative formats such as 
audiotape, large print and Spanish. When mail is undeliverable, we attempt to contact trie Member via automated 
phone messaging (see TeleVox, below), mail to the new address obtained from trie post office and/ or our MS CHIP 
staff go to trie Member's address. We document these attempts in our UTD. Welcome calls to all new Members 
contain a message about MS CHIP services. When Members call trie Customer Service line, our hold message 
contains MS CHIP program information, with a prompt allowing Members needing services to transfer directly to our 
Disease Management and MS CHIP staff. We mail each Member an annual birthday screening reminder that offers 
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Our MemberwebsiteinoiudesaOHiP Handbook w ^ 
addition to tbe website and ourmaiiings and pboneoontaots.UnitedHeaitî oarawiii use innovative, n̂ ^̂ ^ 
approaobes to ensure oomprebensive delivery and provide exceptional education to pnonty or bard to-reaob 
Members We will use in-person outreacbtrom individuals witbin tbe community and specialty case/dise^ 
management programs UnitedHealtbcare will partnerwitb community leaders, taitb based organizations and 
advocacy groups to reacb Members and potential Members. We bave bad discussions witb many groups sucb as tbe 
Boys and Oirts Clubs otOentral Mississippi, wboareentbusiasticaboutworkingwitb us todeliver bealtb education 
and benefit intormation to tbecommunitiestbattbey serve 

UnitedHealtbcarebas already metwitb over50community based organizations (CBOs). taitb basedorganizat^ 
advocacy groups, and schools in Mississippi todiscuss tbe MS CHIP program. All organizationscontacted bave 
expressed interest in working witb UnitedHealthcare to ensure compliant, comprehensive coverage tor ourMembers 
We will continue to work with these groups to ensure that our educational programs are specific to the MS CHIP 
population 

Special Populations 

In n̂ ral areas, we will work on outreach strategies with county health departments and POHCs. We will Institutea 
guarterlyteennewsletterwhlch provides immunization reminders, screenings in high schools with numerous 
noncompliant Members, intensive phoneoutreach and screening incentives torteens.OurBe Wise Immunize 
program mails immunization reminders according to COC recommendations to all tamilies. Healthy Pirst Steps, our 
program toready pregnancy identification and care managementtorat-risk pregnant Members, provides MS CHIP 
intormation to expectant mothers upon program entry and during the post-partum penod The program holds Baby 
Showers toeducatehighrisk pregnant Members about MS CHIP.ottenngnominalvalueglttssuchasdlapersWe 
are partnering with local authonties tor expert advice on outreach to deat and hearing impaired Members and 
parents/guardians 

National (Outbound)CallCenter(NCC) 

UnitedHealthcare currently uses the NCCtorhealth educator coaching callstorMembers in ourdisease 
management programsOurMedicaid-tocused service centerwillcomplementTelevox (automated message system 
descnbed below) wlthapersonalphonecalltosupportMS CHIP and HEOISinitiativesand help Members address 
compliancechallenges 

Televox 

Televox delivers recorded outbound calls and can be tailored to subpopulations. such as those overdue tor 
screenings, those who have received no services, orteenagers. We currently use itto increase breast cancer 
screening rates and tocontactMemberstorwhom we have received undelivered mail. 

Community and PalthDBased Outreach 

UnitedHealthcare will conductinperson outreach tailored to specificcommunltles in Mississippi.The 
UnitedHealthcare Partners in Care (PIC) Program will hire HealthAdvocatestrom the local andtaithbased 
communities toconduct outreach at churches, community eventsandotherlocalsitesTheircommunity integration 
will help them reach Members who otherwise may notrespond to MS CHIP outreachWe will provide enhanced Care 
Management and MS CHIP outreach activities tornewbomsto age one and to othertamilies with children up to age 
^ Activities will include MS CHIP education via mailings and pre/post partum phone contacts. 
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Well Child Inc (WCI) 

This best practice approach provides wellness services from a nurse practitioner to high risk Members in schools. 
WCI performs outreach and in-school screenings at selected schools. To encourage participation, we give the school 
a gift card in an amount equal to $5.00 for every screening performed on our Members at their school. WCI will link 
Members back to the medical home, provide scheduling heip for children with positive screens and track referred 
Members to ensure appointments are kept. WCI will notify the PCP and UnitedHealthcare when Members miss 
appointments. 
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UnitedHealthcare performs annual Member surveys to gain standardized Member feedback. This approach includes 
the CAHPS survey. Annually, a NCQA-certified CAHPS vendor conducts a Member satisfaction survey, CAHPS, 
following HEDIS technical specifications. UnitedHealthcare uses the CAHPS survey to understand Member 
satisfaction levels with service, access and availability, UM and other operations and correlates results to Member 
complaints and appeals. Upon completion, the Service Quality Improvement Subcommittee (SQIS) analyzes the 
results, compares UnitedHealthcare's performance to other UnitedHealthcare plan performance as well as national 
and regional data where available. The SQIS identifies barriers to optimal performance, improvement opportunities 
and designs, develops and implements improvement initiatives to improve Member satisfaction. UnitedHealthcare 
uses the Member satisfaction survey results to track overall performance year-to-year. 
UnitedHealthcare will conduct an annual Member satisfaction survey forthe MS CHIP population and will tabulate 
and report the results to the Board exclusively for MS CHIP Members. We will report Member satisfaction survey 
results to trie Board no later than March 31s t following trie end oftrie contract year. 
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In UnitedHealthcare's February 2009 post-call Member survey, 90.67 percent of our Members indicated overall 
satisfaction with our services. 

The top three complaints by our Members and UnitedHealthcare targeted improvement activities are discussed in the 
following table. 

Complaint 
a Dissatisfaction with Formulary 

Action 
Reinforce Member 
understanding of plan 
parameters, benefit structure, 
and plan policies and 
procedures through Member 
contact and distribution of 
targeted printed material 
Strengthen Member/provider 
communication 
Analyze patterns/trends of 
specific drug coverage 
dissatisfaction 

Responsible Office 
Member Sen/ices (MSR) 

PBM and Medical Director 
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Complaint 
Medical Necessity (related to 
ER) 

Action I Responsible Office 

Provider Balance Billing 
Member 

Increase Member education with 
emphasis on emergency room 
use and reimbursement 
parameters procedures through 
Member contact and distribution 
of targeted printed material 
Strengthen Member/provider 
communication through PSR 
outreach 
Increase provider education on 
contract terms 
Communicate plan policies and 
procedures regarding billing 
through distribution of targeted 
printed material 

Member Services (MSR) 

MSR and PSR 

Member Services (MSR), 
Provider Services (PSR) and 
Network Management 

Provider Services (PSR) 

We address Member complaints through increased Member communications and education, as well as evaluation of 
our Member processes. If call center trends or satisfaction survey results indicate specific problem areas, we 
implement Targeted Improvement Plans to address the issue. In addition, we increase our regular interactions with 
Members and community organizations and add identified problem areas to our training materials and activities. 

assa 
UnitedHealthcare ensures rapid resolution of all claims appeals through one level of claims appeal. MSRs and our 
Claims department work together to ensure that we review all appealed claims and communicate resolution to trie 
Member within 30 days of receipt. When a claim is appealed, our MSRs work with trie Member to ensure that they 
understand all benefits and payment parameters oftrie plan and communicate the result ofthe claims review. Trie 
MSRs also ensure, through telephone communications and trie Member Handbook, that the Member understands 
their right to appeal an adverse determination to the applicable State regulatory body. 

i 2## jp## , . , . .. ........, 
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UnitedHealthcare does not currently refer adverse determination claims appeals to an independent review 
organization. As stated in the Member Handbook, Members can contact the applicable State regulatory agency for 
an adverse determination on a claim. 
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UnitedHealthcare will provide translation services for our telephone lines and Member/provider interactions and 
produce written Member materials in any language when 200 Members, or 10 percent of total UnitedHealthcare 
program membership if less than 200 Members is non-English speaking and speaks a common language. 

MSRs receive training specific to cultural sensitivity, with a special focus on how to respond to calls from Members 
who have Limited English Proficiency (LEP). UnitedHealthcare employs bi-lingual MSRs to assist Members with LEP 
and our phone line prioritizes call routing to Spanish-speaking MSRs with a single button option. For languages other 
than Spanish and English, we provide translation through the Language Line, wriicri provides translation capabilities 
in over 170 languages using interpreters trained in medical terminology. Trie MSR transfers trie caller seamlessly to a 
translator and remains on trie call through resolution. 
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MSRs receive training on handling calls from Members with hearing impairments. Members with hearing impairments 
have access to MSRs by using the toll-free relay line listed in our Member materials. The Telecommunications 
Device for the Deaf (TDD) operator conducts a three-way call with the MSR and the Member. All Member materials 
explain how to access communications services for Members with Limited English Proficiency and for those who 
have hearing impairments. 

MSRs taking calls from Members who are facing barriers due to a visual impairment offer these Members several 
options. The MSR will initially offer to assist trie Member verbally with their needs, that is, providing answers to their 
questions from trie Member handbook or provider directory. At trie Member's request, UnitedHealthcare provides 
alternate formats, including audio tapes, large print or Braille of written materials. 

Implementation 
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UnitedHealthcare has a proven, reliable, repeatable approach to ensure timely integration of multiple functions to 
create a smooth transition for Members and providers who are part of the MS Chip program. In the past 15 months, 
UnitedHealthcare has successfully implemented two new Regions in TN covering over 300,000 Members, a 
statewide Children's Rehabilitative Services contract covering over 20,000 AZ children, a new health plan in CT and 
an expansion into new counties in FL. These effective implementations have been achieved by using a replicable 
process and a dedicated team of experienced Project Managers who organize and manage trie implementation 
process on a full time basis. In addition to trie people, our focus on continuous improvement has led to a very 
comprehensive project management tool that ensures that each functional team (clinical, technology, operations, 
etc.) can simultaneously achieve trie milestones within their units yet stay connected on those active 
interdependencies across multiple functions. 

Our Process 

Our approach is based upon a cross functional executive steering committee that meets regularly (at least weekly) to 
address progress toward milestones and to encourage rapid resolution of issues or barriers. Each functional sub 
team also meets as needed to achieve the objectives ofthe project. Each team reports progress and challenges and 
trie resources of the organization are directed to ensure that key milestones are met. Our accomplishments in trie 
past 15 months attest to trie effectiveness ofthis process. 

At each stage we are in constant with our customer—the Board and trie staff assigned to this project. We are fully 
transparent on our progress and welcome close coordination as there are many dependencies that are required, 
especially regarding approval and data interfaces. Our experience in 22 states makes us confident that we can work 
effectively in trie implementation to meet our mutual constituents' needs. 

Our Implementation Plan 

Our implementation plan is updated with each new project to reflect new program requirements and our lessons 
learned from previous projects. Our implementation plan has been developed in collaboration with all functional 
areas. Interdependencies are identified with all predecessors clearly marked. For convenience, UnitedHealthcare is 
providing an overview report in advance oftrie implementation plan so that trie critical paths are clear. 
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Schedules for All Deliverables 

UnitedHealthcare has extensive experience in working through client approval processes and we look forward to 
working with trie Board throughout our implementation process. 

Trie UnitedHealthcare process includes a post 'go live' phase where trie dedicated team remains focused to resolve 
any issues immediately. 

Our implementation work plan has been provided as Attachment 246 in Section 7, Appendix of Other Materials. 
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Performance Standard Measurement, Source of Information and 
Required Reports 

Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

1. Nurse Triage Telephone Hotline 
In accordance with Section 4.16 of this RFP, 
telephone lines are operational twenty-four 
(24) hours per day, seven (7) days a week. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the 
availability of the telephone service for each day 
in the Contract year. Performance may also be 
monitored by random checks of phone 
availability by DOM or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. DOM will use the calendar quarter-
end reports to monitor the Contractor's 
performance. The assessment period will 
begin after DOM's receipt of the required 
Contract year-end (12 month) report from 
the Contractor. 

Liquidated damages will be assessed for 
each day the Contractor was not in 
compliance with the performance 
standard and/or failed to meet the 
reporting requirements for the 
performance standard. 

$500 for each day full telephone service is 
not operational 

In addition. $500 for each calendar day a 
required report is late, incomplete, or 
inaccurate 

2. Nurse Triage Telephone Hotline 
In accordance with Section 4.16 (g) of this 
RFP, 80% of all telephone calls answered 
within 30 seconds. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the average 
telephone answering speed for each calendar 
month in the reporting period. Performance may 
also be monitored by random checks of phone 
availability by DOM or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly answering speed achieved in 
each calendar quarter. DOM will use the 
calendar quarter-end reports to monitor 
the Contractor's performance. The 
assessment period will begin after 
DOM's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full percentage point below 
the performance requirement for each 
calendar quarter 

In addition, S500 for each calendar day a 
required report is late, incomplete, or 
inaccurate 

3. Nurse Triage Telephone Hotline 
In accordance with Section 4.16 (g) of this 
RFP, the maximum length oftime a caller is 
placed on hold not to exceed three (3) 
minutes. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the on-hold 
time for each calendar month in the reporting 
period. Performance may also be monitored by 
random checks of phone availability by DOM or 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly on-hold time achieved in each 
calendar quarter. DOM will use the 
calendar quarter-end reports to monitor 
the Contractor's performance. The 
assessment period will begin after 

$2,500 for each full 30 second increment in 
which the average on hold time is greater 
than 3 minutes for each calendar quarter 
In addition. $500 for each calendar day any 
required report is late, incomplete, or 
inaccurate 



Performance Standard Measurement, Source of Information and 
Required Reports 

Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

its designee. 
All reports are due by the last day of the month 
following the close of the reporting period. 

DOM's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

4. Nurse Triage Telephone Hotline 
In accordance with Section 4.16 (g) of this 
RFP, an average abandonment rate of no 
greater than 5%. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the average 
abandonment rate for each calendar month in the 
reporting period. Performance may also be 
monitored by random checks of phone 
availability by DOM or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly abandonment rate achieved in 
each calendar quarter. DOM will use the 
calendar quarter-end reports to monitor 
the Contractor's performance. The 
assessment period will begin after 
DOM's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/ or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full percentage point the 
average abandonment rate is above 5% for 
each calendar quarter 

In addition, $500 for each calendar day any 
required report is late, incomplete or 
inaccurate 

5. Member Services Telephone Line 
In accordance with Section 10.1 of this RFP, 
telephone lines are operational 8:00 a.m. to 
5:00 p.m. Central Time, Monday through 
Friday. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the 
availability of the telephone service for each day 
in the Contract year. Performance may also be 
monitored by random checks of phone 
availability by DOM or its designee. 
All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. DOM will use the calendar quarter-
end reports to monitor the Contractor's 
performance. The assessment period will 
begin after DOM's receipt ofthe required 
Contract year-end (12 month) report from 
the Contractor. 

Liquidated damages will be assessed for 
each day the Contractor was not in 
compliance with the performance 
standard and/or failed to meet the 
reporting requirements for the 

$500 for each day full telephone service is 
not operational 

In addition. $500 for each calendar day a 
required report is late, incomplete, or 
inaccurate 



Performance Standard Measurement, Source of Information and 
Required Reports 

Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

performance standard. 
6. Member Services Telephone Line 
In accordance with Section 10.2 (d) of this 
RFP, 80% of all telephone calls answered 
within 30 seconds. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the average 
telephone answering speed for each calendar 
month in the reporting period. Performance may 
also be monitored by random checks of phone 
availability by DOM or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly answering speed achieved in 
each calendar quarter. DOM will use the 
calendar quarter-end reports to monitor 
the Contractor's performance. The 
assessment period will begin after 
DOM's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full percentage point below 
the performance requirement for each 
calendar quarter 

In addition, $500 for each calendar day a 
required report is late, incomplete, or 
inaccurate 

7. Member Services Telephone Line 
In accordance with Section 10.2 (d) ofthis 
RFP, the maximum length of time a caller is 
placed on hold not to exceed three (3) 
minutes. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the on-hold 
time for each calendar month in the reporting 
period. Performance may also be monitored by-
random checks of phone availability by DOM or 
its designee. 

All reports are due by the last day of the month 
following the close ofthe reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly on-hold time achieved in each 
calendar quarter. DOM will use the 
calendar quarter-end reports to monitor 
the Contractor's performance. The 
assessment period will begin after 
DOM's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full 30 second increment in 
which the average on hold time is greater 
than 3 minutes for each calendar quarter 

In addition, $500 for each calendar day any 
required report is late, incomplete, or 
inaccurate 

8. Member Services Telephone Line 
In accordance with Section 10.2 (d) ofthis 
RFP, an average abandonment rate of no 
greater than 5%. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the average 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly abandonment rate achieved in 
each calendar quarter. DOM will use the 

$2,500 for each full percentage point the 
average abandonment rate is above 5% for 
each calendar quarter 

In addition. $500 for each calendar day any 



Performance Standard Measurement, Source of Information and 
Required Reports 

Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

abandonment rate for each calendar month in the 
reporting period. Performance may also be 
monitored by random checks of phone 
availability by DOM or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

calendar quarter-end reports to monitor 
the Contractor's performance. The 
assessment period will begin after 
DOM's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/ or 
failed to meet the reporting requirements 
for the performance standard. 

required report is late, incomplete or 
inaccurate 

9. Utilization Management Telephone Line 
In accordance with Section 4.15.2 (j) of this 
RFP, telephone lines are operational 8:00 a.m. 
to 5:00 p.m. Central Time, Monday through 
Friday. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the 
availability of the telephone service for each day 
in the Contract year. Performance may also be 
monitored by random checks of phone 
availability by DOM or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. DOM will use the calendar quarter-
end reports to monitor the Contractor's 
performance. The assessment period will 
begin after DOM's receipt of the required 
Contract year-end (12 month) report from 
the Contractor. 

Liquidated damages will be assessed for 
each day the Contractor was not in 
compliance with the performance 
standard and/or failed to meet the 
reporting requirements for the 
performance standard. 

S500 for each day full telephone service is 
not operational 

In addition, S500 for each calendar day a 
required report is late, incomplete or 
inaccurate 

10. Utilization Management Telephone Line 
In accordance with Section 4.15.2 (k) of this 
RFP, 80% of all telephone calls answered 
within 30 seconds. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the average 
telephone answering speed for each calendar 
month in the reporting period. Performance may 
also be monitored by random checks of phone 
availability by DOM or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly answering speed achieved in 
each calendar quarter. DOM will use the 
calendar quarter-end reports to monitor 
the Contractor's performance. The 
assessment period will begin after 
DOM's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 

$2,500 for each full percentage point below 
the performance requirement for each 
calendar quarter 

In addition, $500 for each calendar day a 
required report is late, incomplete or 
inaccurate 



Performance Standard Measurement, Source of Information and 
Required Reports 

Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

11. Utilization Management Telephone Line 
In accordance with Section 4.15.2 (k) ofthis 
RFP, maximum length of time a caller is 
placed on hold not to exceed three (3) 
minutes. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the on-hold 
time for each calendar month in the reporting 
period. Performance may also be monitored by 
random checks of phone availability by DOM or 
its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly on-hold time achieved in each 
calendar quarter. DOM will use the 
calendar quarter-end reports to monitor 
the Contractor's performance. The 
assessment period will begin after 
DOM's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full 30 second increment in 
which the average on hold time is greater 
than 3 minutes for each calendar quarter 

In addition, $500 for each calendar day any 
required report is late, incomplete, or 
inaccurate 

12. Utilization Management Telephone Line 
In accordance with Section 4.15.2 (k) of this 
RFP, an average abandonment rate of no 
greater than 5%. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the average 
abandonment rate for each calendar month in the 
reporting period. Performance may also be 
monitored by random checks of phone 
availability by DOM or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly abandonment rate achieved in 
each calendar quarter. DOM will use the 
calendar quarter-end reports to monitor 
the Contractors performance. The 
assessment period will begin after 
DOM's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/ or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full percentage point the 
average abandonment rate is above 5% for 
each calendar quarter 

In addition, $500 for each calendar day any 
required report is late, incomplete, or 
inaccurate 

13. Provider Services Telephone Line 
In accordance with Section 9.1 of this RFP. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 

Contractor's compliance will be 
evaluated at the end of each Contract 

$500 for each day full telephone service is 
not operational 



Performance Standard Measurement, Source of Information and 
Required Reports 

Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

telephone lines are operational 8:00 a.m. to 
5:00 p.m. Central Time. Monday through 
Friday. 

calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the 
availability of the telephone service for each day 
in the Contract year. Performance may also be 
monitored by random checks of phone 
availability by DOM or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

year. DOM will use the calendar quarter-
end reports to monitor the Contractor's 
performance. The assessment period will 
begin after DOM's receipt of the required 
Contract year-end (12 month) report from 
the Contractor. 

Liquidated damages will be assessed for 
each day the Contractor was not in 
compliance with the performance 
standard and/or failed to meet the 
reporting requirements for the 
performance standard. 

In addition, $500 for each calendar day a 
required report is late, incomplete, or 
inaccurate 

14. Provider Services Telephone Line 
In accordance with Section 9.3 (h) of this RFP. 
80% of all telephone calls answered within 30 
seconds. 

Contractor is required to provide DOM calendar 
quarter-end reports and a Contract year end 
report of the automated telephone system, which 
documents the telephone answering speed for 
each calendar quarter in the reporting period. 
Performance may also be monitored by random 
checks of phone availability by DOM or its 
designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. The assessment period will begin 
after DOM's receipt of the required 
Contract year-end report from the 
Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the reporting 
period the Contractor was not in 
compliance with the performance 
standard and/or for failure to meet the 
reporting requirements for the 
performance standard. 

$2,500 for each full percentage point below 
the performance requirement for each 
calendar quarter 

In addition. $500 for each calendar day any 
required report is late, incomplete, or 
inaccurate 

15. Provider Services Telephone Line 
In accordance with Section 9.3 (h) of this 
RFP, maximum length of time a caller is 
placed on hold not to exceed three (3) 
minutes. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports a contract year-end 
(12 month) report of the automated telephone 
system, which documents the on-hold time for 
each calendar month in the reporting period. 
Performance may also be monitored by random 
checks of phone availability by DOM or its 
designee. 

Contractor is required to provide DOM a report 
following the end of each calendar year quarter 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly on-hold time achieved in each 
calendar quarter. DOM will use the 
calendar quarter-end reports to monitor 
the Contractor's performance. The 
assessment period will begin after 
DOM's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 

$2,500 for each full 30 second increment in 
which the average on hold time is greater 
than 3 minutes for each calendar quarter 

In addition, $500 for each calendar day any 
required report is late, incomplete or 
inaccurate 



Performance Standard Measurement, Source of Information and 
Required Reports 

Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

of the automated telephone system, which 
documents the on-hold time. DOM will use this 
report to monitor the performance of the 
Contractor. 

All reports are due by the last day of the month 
following the close of the reporting period. 

each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/or 
failed to meet the reporting requirements 
for the performance standard. 

16. Provider Services Telephone Line 
In accordance with Section 9.3 (h) of this 
RFP, an average abandonment rate of no 
greater than 5%. 

In accordance with Section 11.4.2 (a) of this 
RFP, the Contractor is required to provide DOM 
calendar quarter-end reports and a Contract 
year-end (12 month) report of the automated 
telephone system, which documents the average 
abandonment rate for each calendar month in the 
reporting period. Performance may also be 
monitored by random checks of phone 
availability by DOM or its designee. 

All reports are due by the last day of the month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall average 
monthly abandonment rate achieved in 
each calendar quarter. DOM will use the 
calendar quarter-end reports to monitor 
the Contractor's performance. The 
assessment period will begin after 
DOM's receipt of the required Contract 
year-end report from the Contractor. 

Liquidated damages will be assessed for 
each calendar quarter in the Contract year 
that the Contractor was not in compliance 
with the performance standard and/ or 
failed to meet the reporting requirements 
for the performance standard. 

$2,500 for each full percentage point the 
average abandonment rate is above 5% for 
each calendar quarter 

In addition, $500 for each calendar day any 
required report is late, incomplete, or 
inaccurate 

17. Grievance Resolution by Contractor 
The Contractor resolves all Grievances 
within the time frames specified in Section 5 
ofthis RFP. 

In accordance with Section 11.4.2 (b) of this 
RFP. the Contractor is required to provide DOM 
with a Contract year-end (12-month) which 
documents the length of time in which 
Grievances are resolved. Performance may also 
be monitored by random checks the Grievance 
Register by DOM or its designee. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the number of 
Grievances during the Contract year, 
which were not resolved within the 
time periods specified in Section 5 of 
this RFP. The assessment period will 
begin after DOM's receipt of the 
required Contract year-end report from 
the Contractor. 

Liquidated damages will be assessed for 
each Grievance not resolved within the 
time periods specified in Section 5 of this 
and/ or failed to meet the reporting 

52,500 per incidence of non-compliance 

In addition, $500 for each calendar day a 
required report is late, incomplete, or 
inaccurate 



Performance Standard Measurement, Source of Information and 
Required Reports 

Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

requirements for the performance 
standard. 

18. Claims Processing Turnaround Time 
90% of all claims to be completely processed 
within 30 calendar days after they are received 

For the purposes of this standard: 
> A claim is a request for payment of a plan 

benefit by a member or provider (includes 
adjustments) 

> A claim is deemed to have been received 
when it has been time-stamped by the 
Contractor 

> Processing of a claim will be completed 
when it has been approved for payment, 
rejected or denied. 

> The time that elapses between the time a 
claim is pended due to a request for 
additional information from an outside 
party and the time that the additional 
information is received may be deducted 
from the turnaround time provided the 
amount of time deducted does not exceed 
14 calendar days per claim. 

Contractor is required to provide DOM calendar 
quarter-end system generated reports and a 
Contract year-end system-generated report 
documenting the average claims turnaround 
time for the reporting period exclusively for 
the CHIP Plan. 

All reports are due by the last day of the month 
following the close of the reporting period. 

DOM reserves the right to confirm the 
accuracy of the Contractor's internal reports by 
conducting a statistically valid independent 
audit of the Contractor's claims operations 
using a qualified firm, of its own choosing, 
who is experienced in claims auditing. DOM 
will pay the expense of the independent 
auditing firm. The results of the independent 
audit will determine the Contractor's liability 
for liquidated damages, if any. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the average claims 
processing turnaround time for the 
Contract year. DOM will use the 
calendar quarter-end reports to monitor 
the Contract's performance. The 
assessment period will begin after 
DOM's receipt of the required Contract 
year-end report from the Contractor or 
upon inception of an independent audit, if 
such an audit is conducted. 

Liquidated damages will be assessed if 
the overall average annual claims 
turnaround time for the Contract year 
under review was not in compliance with 
the performance standard and/or for 
failure to meet the reporting requirements 
for the performance standard. 

Average Annual 
Turnaround Time Per Member Fee 

Less than 90% but greater than 85% 
of all claims are processed within 30 
calendar days $2.00 

85% or less ofall claims are processed 
within30 calendar days $4.00 

The total dollar amount of the liquidated 
damages shall be determined by multiplying 
the applicable per Member fee by the total 
number of enrolled members as of the last 
month of the measurement period. 
In addition, $1,000 for each calendar day any 
required report is late, incomplete or 
inaccurate. 

19. Claims: Financial Accuracy (Dollar 
Value) 

99% of claims dollars submitted for payment 
will be accurately processed and paid. 

Regardless of whether or not these standards of 
performance are satisfied, the Contractor is to 
adjust the paid claims component of its renewal 
rates by the amount of any overpayments that 
are discovered in the previous experience period 
upon which the renewal rates are based. 

The total absolute value of all overpayments 
and underpayments are subtracted from the 
dollar amount audited and then divided by the 
total paid dollars audited to determine the level 
of payment accuracy. Depending on the 
sampling methodology used, the result may be 
statistically adjusted to reflect the entire 
population of claims for the audited period. 
Payments caused by the failure to provide 
adequate information that are corrected upon 
submission of the missing information, shall 
not be counted as errors for the purpose of 
determining financial accuracy performance. 

Contractor is required to provide DOM copies 
of internal audit reports at the end of each 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall financial 
accuracy for the Contract year. DOM 
will use the calendar quarter-end reports 
to monitor the Contractor's performance. 
The assessment period will begin after 
DOM's receipt of the required Contract 
year-end report from the Contractor or 
upon inception of an independent audit, if 
such an audit is conducted. 

Liquidated damages will be assessed if 
the overall financial accuracy for the 
Contract year under review was not in 
compliance with the performance 

Financial 
Accuracy Per Member Fee 
Less than 99%, but greater than 97% S2.00 

97%. or less $4.00 

The total dollar amount of the liquidated 
damages shall be determined by multiplying 
the applicable per Member fee by the total 
number of enrolled members as of the last 
month of the measurement period. 

In addition, $1,000 for each calendar day any 
required report is late, incomplete or 
inaccurate. 



Performance Standard Measurement, Source of Information and 
Required Reports 

Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

calendar quarter and a Contract (12 month) 
audit report, exclusively for the CHIP Plan, 
which includes the total dollar value of the 
claims audited, the total dollar value of claims 
in error and a detailed listing of each 
overpayment and underpayment, with an 
explanation of the error. 

All reports are due by the last day ofthe month 
following the close ofthe reporting period. 

DOM reserves the right to confirm the 
accuracy of the Contractor's internal reports by 
conducting a statistically valid independent 
audit of the Contractor's claims operations 
using a qualified firm, of its own choosing, 
who is experienced in claims auditing. DOM 
will pay the expense of the independent 
auditing firm. The results of the audit will 
determine the Contractor's liability for 
Liquidated damages, if any. 

standard and/or for failure to meet the 
reporting requirements for the 
performance standard. 

20. Claims: Processing Accuracy (Number 
of Claims) 

95% of all claims will be processed accurately. 
Accurate processing includes payment 
amounts; appropriate communication to the 
provider; payment issued to proper party; 
appropriate investigation of third party 
liability, and absence of data entry errors, 
which may affect current or future benefit 
determinations and management reports. 

Every claim that has a processing error shall be 
subtracted from the total number of claims 
audited and divided by total number of claims 
audited to determine the percentage of claim 
processing accuracy. Errors are not to be 
weighted. 

Contractor is required to provide DOM with a 
Contract year-end (12 month) administrative 
internal audit report, exclusively for CHIP, 
which includes the total number of the claims 
audited, the total number of claims in error and 
a detailed listing of the errors found, will" 
explanation of the error. The Contract > 
end report will be the basis upon which 
liquidated damages are determined. 

All reports arc due by the last day of the month 
following the close ofthe reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year, based on the overall processing 
accuracy for the Contract year. DOM 
will use the calendar quarter-end reports 
to monitor the Contractor's performance. 
The assessment period will begin after 
DOM's receipt of the required Contract 
year-end report from the Contractor or 
upon inception of an independent audit, if 
such an audit is conducted. 

. - -"jmages will be assessed if 
urns processing accuracy for 
/ear under review was not in 

r with the performance 
standard and/or for failure to meet the 
reporting requirements for the 
performance standard. 

Processing 
Accuracy Per Member Fee 
Less than 95%, but greater than 93.5% 
$2.00 

93.5%. or less $4.00 

The total dollar amount of the liquidated 
damages shall be determined by multiplying 
the applicable per member fee by the total 
number of enrolled members as of the last 
month ofthe measurement period. 

In addition, $1,000 for each calendar day any 
required report is late, incomplete, or 
inaccurate. 



Performance Standard Measurement, Source of Information and 
Required Reports 

Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

DOM reserves the right to confirm the 
accuracy of the Contractor's internal reports by 
conducting a statistically valid independent 
audit of the Contractor's claims operations 
using a qualified firm, of its own choosing, 
who is experienced in claims auditing. DOM 
will pay the expense of the independent 
auditing firm. The results of the audit will 
determine the Contractor's liability for 
Liquidated damages, if any. 

21. Network Access 
At the end of first twelve (12) months 
following the Contract effective date, and for 
each twelve (12) month period thereafter 85% 
of members are within the required access 
parameters. 

The access standards for primary care 
physicians, acute hospitals, and retail 
pharmacies are specified in Section 8.10.2 (a), 
(c) and (e) of this RFP. 

To be measured by access reports produced by 
the Contractor, DOM, or its designee (to be 
determined at the discretion of DOM, but no 
less than annually), using GeoAccess or similar 
software. If the Contractor is producing the 
access report information, the results must be 
provided to DOM within 45 days following the 
end of each calendar quarter and Contract year. 
The match is to be conducted separately for 
each provider type for urban/suburban zip code 
areas and for rural zip code areas. The term 
urban/suburban area is defined as a zip code 
with a population density of 1,000 or more 
persons per square mile and a rural area is 
defined as a zip code with a population density 
of less than 1,000 or more persons per square 
mile. The mapping or methodology used to 
measure distance must be based on actual 
driving distance 

The elements used to measure member access 
is as follows: 
> The five digit zip code census of covered 

members as of the end of the measurement 
period; and 

> The five-digit zip code census of the 
provider network (using the address of 
their practice locations) under contract as 
of the end of the measurement period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. DOM will use the calendar quarter-
end reports to monitor the Contractor's 
performance. The assessment period will 
begin after DOM's receipt of the required 
Contract year-end report from the 
Contractor. 

Liquidated damages will be assessed if 
the access for the Contract year-end 
under review for any provider type was 
not in compliance with the performance 
standard and/or for failure to meet the 
reporting requirements for the 
performance standard. 

$5,000 for each full percentage below the 
performance standard for each provider type 
each Contract year 

In addition, $500.00 for each calendar day 
any required report is late, incomplete, or 
inaccurate 
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and Assessment Liquidated Damages for Failure to Meet 
Performance Standard 

Note: PCPs with closed practices, who are 
not serving any CHIP members are to be 
excluded from the PCP provider match. 

Data to the State's 
Management Vendor 

22. Transfer of 
Information 
(IMV) 

Within fifteen (15) calendar days following the 
end of each calendar quarter, the Contractor 
must transfer to the State's IMV enrollment 
and claims data, including outpatient 
prescription drug claims activity, by member 
ID number in a file format to be specified by 
the State. 

Contractor is to provide written verification 
each calendar quarter to DOM as to the date on 
which the data transfer occurred and a Contract 
year-end report documenting the date each 
calendar quarter the required data was transfer 
by the Contractor to the IMV. In addition, 
performance may also be measured based on 
documented receipt date of the data by the 
State's IMV. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. The assessment period will begin 
after DOM's receipt of the required 
Contract year-end report from the 
Contractor or upon inception of an 
independent audit, if such an audit is 
conducted. 
Liquidated damages will be assessed if 
the overall claims processing accuracy for 
the Contract year under review was not in 
compliance with the performance 
standard and/or for failure to meet the 
reporting requirements for the 
performance standard. 

$1,000 per calendar day for each day the 
required data is late, incomplete, or 
inaccurate 

23. Reporting Requirements 
In accordance with Section 11.4 of this RFP, 
the Contractor is to produce and provide DOM 
with reports. The final reporting format and 
elements are to be agreed upon between DOM 
and the Contractor following Contract award. 

Board's date-stamp of receipt. 

All reports are due by the last day ofthe month 
following the close of the reporting period. 

Contractor's compliance will be 
evaluated at the end of each Contract 
year. 

Liquidated damages will be assessed for 
failure to meet the reporting requirements 
for the performance standard. 

$500 for each calendar day a required report 
is late, incomplete, or inaccurate 

11 
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Children's Health Insurance Program (CHIP) Policy 

UnitedHealthcare Insurance Company 
450 Columbus Boulevard 

Hartford, Connecticut 06115-0450 

1-800-357-1371 
This Policy is entered into by and between UnitedHealthcare Insurance Company ("UHC") and the 
"Policyholder", as described in Exhibit 1. 

When used in this document, the words "we," "us," and "our" are referring to UnitedHealthcare Insurance 
Company. 

We agree to provide benefits for Covered Services as set forth in this Policy, including the Benefit Plan 
attached as Exhibit 2 and the Letter of Understanding attached as Exhibit 3, subject to the terms, 
conditions, exclusions, and limitations of this Policy. The Policyholder's application is made a part of this 
Policy. 

This Policy replaces and overrules any previous agreements relating to benefits for Covered Services 
between the Policyholder and UHC. The terms and conditions of this Policy will in turn be overruled by 
those of any subsequent agreements relating to benefits for Covered Services between the Policyholder 
and us. 

This Policy will become effective on the date specified in Exhibit 1 and will be continued in force by the 
timely payment of the required Policy Charges when due, subject to termination of this Policy as provided 
in Article 5. 

When this Policy is terminated, as described in Article 5, this Policy and all benefits under this Policy will 
end at 12:00 midnight on the date of termination. 

This Policy is issued as described in Exhibit 1. 

Issued By: 

UnitedHealthcare Insurance Company 

[Signature of authorized company officer] 

[Title of authorized company officer] 

POL.I.12.MSCHIP 



^ ^ 0 ^ ^ ^ ^ 8 ^ ^ 0 ^ ^ ^ ^ ^ 
The forms used this Policy have theses 
arteohedes Exhibi t 

8eoe^ Plan The benefifo for Covered Services and the provisfoos for the Mississip^ 
Insurance Program as described In the IVIember Handbook attached as Exhibits 

Children's Health Insurance Program (CHIP) The Children's Health Insurance Program authorized by 
5ect lon41861etseg otthe Mississippi Code and T i t l e d ! of the Social Security Act, and administered 
by the Mississippi Oepartment ot Medicaid 

Member An Individual who Is eligible to receive CHIP benefits as determined by tbe Mississippi Olvislon 
of Medicaid and enrolled In the CHIP program 

^ ^ ^ ^ ^ ^ 

Members are entitled to benefits for Covered Services subject to the terms, conditions, limitations and 
exclusions set forth In the Benefit Plan The Benefit Plan attached as Exhlblt^descrlbes the Covered 
Services, required Copayments, and the terms, conditions, limitations and exclusions related to coverage 
under the Benefit Plan 

^ ^ ^ ^ ^ ^ ^ 8 ^ 8 ^ ^ ^ ^ 8 ^ 

^ I P ^ m i o m s 

Monthly Premiums payable on behalf of Members are specified In Exhlblttof this Policy or In any 
attached notice of Change The monthly premium will be calculated besed on terms and conditions 
outlined In the Letter of Understanding attached as Exhibits Exhlblt lot this Policy and the Letter of 
Understanding attached as Exhlblt^descrlbe tbe way In which the premiums are calculated,the timing 
and process for Invoicing, and payments and how adjustments In Members and premiums are made 

^ ^ ^ P ^ i ^ 
Agrace period of15days will be granted for the payment of any premium not paid when due Ourlng the 
grace period, this Policy will continue In force The grace period will not extend beyond the date this 
Policy terminates The grace period will be extended for up to 30 days If there Isadelay In tbe 
Policyholder receiving the federal or state allotment for program funds The Policyholder shall remain fully 
liable for payment of the premium due during the original and any extended grace period 

This Policy terminates as described In Artlcle51lf the grace period expires and the past due premium 
remains unpaid 

^ ^ ^ ^ ^ ^ 8 ^ ^ ^ ^ ^ 

Member eligibility and the effective date for eligibility will be determined In accordance with the process 
conducted by tbe Policyholder by which children are determined to be eligible for the Children's Health 
Insurance Program 

^ ^ 0 ^ ^ ^ ^ ^ ^ 0 8 ^ 0 

^ C o ^ ^ o n s ^ ^ m m ^ ^ ^ ^ ^ n ^ P ^ ^ y 

This Policy and all benefits for Covered Services under this Policy will automatically terminate on the 
earliest of the dates specified below: 

A Upon tbe expiration of the grace periods or 

B Cn the date specified for termination under the terms end conditions of the Letter of Understanding 
attached as Exhibits 

PCLIBI2MSCHIP 2 



^ P ^ m ^ ^ ^ ^ i m ^ ^ m ^ ^ p o n ^ m i n ^ ^ 
Upon any formation Of ^ 5 
and^prem^mswhioh are unpaid af the time of formination,exoepf^ 
failure of fhefedereigovemmenffo provide funds or of fheSfafe of Mississippi 

^ i o ^ ^ ^ ^ ^ ^ ^ ^ o ^ 

^ ^ i ^ P ^ y 
This Poliosincluding Exhidifs^fbe Benefit Pienaffaobed as Exh ib i f^ fheLe^^ 
affaohed as ExbiPlf^fne application of trie Polioyholder, and any Amendmenfs^otioes of Change,and 
Riders, constitute the entire Policy between the parties 

^ O i s p ^ ^ s o ^ i ^ 
The parties will work together in good faith to resolve any disputes pertaining to or arising out of this 
Policy If the parties are unable to resolve the dispute within 30 days following the date one party sent 
written notice of the dispute to tbe other party, tbe parties will submit the dispute to non blndlng mediation 
atalocation and wlthamedlator acceptable to both parties,with costs shared equally between the 
parties 

^enue for any legal action pertaining to or arising out of this Policy shall be in the Pirst judicial Oistrict, 
Hinds County, IVIississippi 

^ ^ i m ^ ^ m ^ o n C ^ ^ O ^ n s ^ s 
l̂ lo statement made by the Pollcyholder,exceptafraudulent statement, can be used to void this Policy 
after it has been in force foraperiod of two years 

^ ^ m ^ ^ m ^ ^ ^ ^ ^ ^ ^ ^ S 
This Policy may be modified, altered, or changed only by written agreement signed by us and the 
Policyholder The parties agree to renegotiate the terms of the Policy if Pederaland/or State revisions of 
any applicable laws or regulations make changes in tbis Policy necessary 

^ ^ ^ ^ s ^ p ^ ^ v ^ n P ^ ^ s 

The relationships between us and network providers, and relationships between us and tbe Policyholder, 
are solely contractual relationships between independent contractors network providers and the 
Policyholder are not our agents or employees, nor are we or any of our employees an agent or employee 
of network providers or the Policyholder 

The relationship betweenanetwork provider and any Member is that of provider and patient The 
network provider Is solely responsible for the services provided by it to any Member 

The Policyholder is solely responsible for eligibility determinations (including termination ofaMember's 
coverage^andforthetimely payment of tbe Premium 

^ ^ ^ m m ^ ^ n ^ M ^ m ^ S 
In the event ofaquestion or dispute concerning benefits for Covered Services,we may reasonably 
require thatahealth care provider,acceptable to us,examine tbe Member at our expense 

^ C ^ m o ^ i ^ C ^ v ^ ^ 
There Is no continuation of coverage available under this Policy or under federal or state law, for 
Members who no longer meet eligibility requirements for the Benefit Plan or when this Policy terminates. 

POLIBI2MSCHIP 



6.9 Certification of Coverage Forms 
As required by the federal Health Insurance Portability and Accountability Act of 1996 (HIPAA), we will 
produce certification of coverage forms for Members who lose coverage under this Policy. The 
Policyholder will provide us with all necessary eligibility and termination data. Certification of coverage 
forms will be based on eligibility and termination data that the Policyholder provides to our eligibility 
systems in accordance with our data specifications, and which is available in our eligibility systems as of 
the date the form is generated. The certification of coverage forms will only include periods of coverage 
that we administer under this Policy. 

POL.I.12.MSCHIP 



^ h ^ ^ 
1 Part i^ The parties to this Policy are U^fodHea^carefo^ 

Mississippi Division ot Medicaid (OOM) OOM is responsible tor making ail payments to United 
United will provide health insurance coverage to children under the Mississippi Chi ldren's^ 
Insurance Program 

2 EttectiveOateotthisPollcv The ettective date ot this Policy is I ^ O t a m on ^anuarv^2013in 
the time zone otthe Policyholder's location 

3 Ettective Pete tor Members The etfectlve date otcoveraoe tor Members who are eliplble on the 
ettective date otthe Policy is ^anuary^2013 

PoraMember who becomes eligible atter the ettective date otthe Policy,his or her ettective date 
ot coverage will be the date established by OOM 

4 Placeotlssuance We are deliverino this Policy in the State otMississiool The laws otthe State ot 
Mississippi are the laws that govern this Policy 

5 MonthlyPremiums The premium rate payable on behaltot each member tor the period ot January 
t,2013tbrough Decembers,20131s ^ ^ ^ p e r month ot coverage The tull monthly premium is 
payable tor any month in whichaMember is enrolled in the program,even It eligibility is tor onlya 
portion otthe month United will provide the Policyholder and the OOM with monthly invoices, 
which sball be payable to United by OCM within thirty (30) days of receipt Terms and conditions 
tor monthly premium determination, member eligibility, Invoicing, payment and payment 
adjustments shall be In accordance with the Letter ot Understanding attached to this Policy as 
Exhibit3 

Annual premium adjustments shall be made In accordance with the Letter ot Understanding 
attached to this Policy as Exhibit3 Changes to premium rates will be attached to this Policy by 
means otal^oticeot Change to this Exhlbitl 

6 notice Any notice sent to us under this Policy must be sent by certified mail and addressed to: 

President 
UnitedHealthcare Community Plany 

795 Woodlands Parkway, Ste 301 
Ridgeland, MS 30157 

Any notice sent to the Policyholder under this Policy must be sent by certified mail and eddressed 
to: 

Executive Director 
Division of Medicaid 
Walter Sillers Building, Suite1000 
550 High Street 
Jackson, Mississippi 302011390 

PCLI12MSCHIP 
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1 
UnitedHealthcare* 

A UnitedHealth Group Company 

Services that Require Prior Authorization 

Cosmetic and Reconstructive Surgery 
Dental Major Services 

Crowns 
Periodontal Procedures Oral Surgery Procedures (excluding extractions) 
Accidental Injury Benefits 
TMJ Coverage Benefit 

Durable Medical Equipment and Supplies > $500 Per Item 
Prosthetics and Orthotics > $500 Per Item 
Home Health Care Services 
• Medication or infusion 
• Therapy services provided in home 
• All other 
Hospice Services - Inpatient and Outpatient 
Hospital Services - Acute Inpatient* 
« Prescheduled procedures - excluding maternity 
Hospital Services - Sub-acute Inpatient 
* Rehabilitation and skilled nursing facility 
Hysterectomy 
MRI, MRA and PET Scans 
Non-contracted Provider Services (hospital and professional) 
Occupational Therapy -performed in an outpatient facility after the initial evaluation and six visits 
Pharmacy - injectables high cost and non formulary drugs/prescriptions 
Physical Therapy - performed in an outpatient facility after the initial evaluation and six visits 
Skilled Nursing Facility Services 
Speech Therapy - performed in an outpatient facility after the initial evaluation and six visits 
Transplantation Evaluations 
Transportation - non-emergent 
Behavioral Health and Substance Abuse - Ambulatory 
• Intensive Outpatient 
• Outpatient Detoxification and Rehabilitation 
• Psychological and Neuropsychological Testing 
• Applied Behavioral Analysis 
« Electro Convulsive Therapy 
Hospital Services - Behavioral Health and Substance Abuse* 
• Inpatient 
• Detoxification 
• Rehabilitation 
• Partial hospitalization 
• Residential treatment facility 
• Emergency admissions do not require prior authorization 



Services that Require Prior Authorization 

Prior Authorization 
Cosmetic Surgery 
Dental Major Services 
• Crowns (excluding D2930 prefabricated stainless steel crowns-primary tooth and D2933 
prefabricated stainless steel crown with resin window-anterior teeth only) 
• Periodontal Procedures 
• Oral Surgery Procedures (excluding extractions) 
• Accidental Injury Benefits 
• TMJ Coverage Benefit 
Durable Medical Equipment and Supplies > $500 Per Item 
Prosthetics and Orthotics > $500 Per Item 
Home Health Care Services 
• Medication or infusion 
• Therapy services provided in home 
• All other 
Hospice Services - Inpatient and Outpatient 
Hospital Services * 
• Inpatient Admissions (emergency admissions do not require prior authorization) 
Hospital Services - Sub-acute Inpatient 
• Rehabilitation and skilled nursing facility 
MRI, MRA and PET Scans 
Non-contracted Provider Services (hospital and professional) 
Occupational Therapy -performed in an outpatient facility after the initial evaluation and six visits 
Pharmacy - injectables high cost and non formulary drugs/prescriptions 
Physical Therapy - performed in an outpatient facility after the initial evaluation and six visits 
Skilled Nursing Facility Services 
Speech Therapy - performed in an outpatient facility after the initial evaluation and six visits 
Transplantation Evaluations 
Transportation - non-emergent 
Behavioral Health and Substance Abuse - Ambulatory 
• Intensive Outpatient 
• Outpatient Detoxification and Rehabilitation 
• Psychological and Neuropsychological Testing 
• Applied Behavioral Analysis 
• Electro Convulsive Therapy 
Hospital Services - Behavioral Health and Substance Abuse* 
• Inpatient 
• Detoxification 
• Rehabilitation 
• Partial hospitalization 
• Residential treatment facility 
*Emergency admissions do not require prior authorization 
Mississippi Administrative Guide 12/09 
www.unitedhealthcare-mississippi.com 
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I Business Associate Agreement 

This) Business Associate Agreement ("Agreement") is entered into between 
Mississippi Division of Medicaid, a State Agency ("DOM") and UnitedHealthcare 
Insurance Company, a corporation qualified to do business in Mississippi 
("Business Associate"). 

I. RECITALS 

aj. DOM is a State Agency that acts both as an employer and as a health 
plan for public benefit with a principal place of business at 550 High 
Street, Suite 1000, Jackson, MS 39201. 

b. Business Associate is a corporation qualified to do business in Mississippi 
that will act to perform health care program services for DOM with a 
principal place of business at 795 Woodlands Parkway, Suite 301, 
Ridgeland, MS 39157. 

ci DOM, as a Covered Entity defined herein under the Health Insurance 
! Portability and Accountability Act of 1996 ("HIPAA") is required to enter 

into this Agreement to obtain satisfactory assurances that Business 
Associate, a Business Associate under HIPAA, will appropriately 
safeguard all Protected Health Information ("PHI") as defined herein, 

j disclosed, created or received by Business Associate on behalf of, DOM. 

DOM desires to engage Business Associate to perform certain functions 
for, or on behalf of, DOM involving the disclosure of PHI by DOM to 
Business Associate, or the creation or use of PHI by Business Associate 
on behalf of DOM, and Business Associate desires to perform such 
functions, as set forth in the contracts or agreements which involve the 
exchange of information, and wholly incorporated herein. 

I 
el The terms used in this Agreement shall have the same meaning as those 

I terms in the Privacy Rule. 

In consideration of the mutual promises below and the exchange of information 
pursuant to this agreement and in order to comply with all legal requirements for 
the protection of this information, the parties therefore agree as follows: 

II. OBLIGATIONS AND ACTIVITIES OF BUSINESS ASSOCIATE 

Business Associate agrees to not use or disclose Protected Health 
Information other than as permitted or required by this Agreement or as 
Required by Law. 

b. Business Associate agrees to use appropriate safeguards to prevent use 
j or disclosure of the Protected Health Information other than as provided 
• for by this Agreement, 

c; Business Associate agrees to mitigate, to the extent practicable, any 
i harmful effect that is known to Business Associate of a use or disclosure 



of Promoted Hea^h I n f o r m a l 
requ^menfsoffhisAgreemeof 

d Business Assooiafe agrees fo report foOOM any ose or disolosore of the 
ProfeofedHeaifhinforrnafionnof provided for by fhis Agreement of w ^ 
if becomes aware 

e Business Associate agrees fo ensure fbaf any agent, including a 
subcontractor^towbom it provides Protected Heaitb information received 
from, orcreated or received by Business Associate on bebaif of OOM 
agrees to tbe same restrictions and conditions tbat apply tbrougb tbis 
Agreement to Business Associate witb respect to sucb information. 

f Business Associate agrees to provide access, at tbe request of OOM, and 
in tbe time and manner determined by OOM, to Protected Heaitb 
information inaOesignated Record Set, to OOMor,as directed by OOM, 
to an individual in order to meet tbe reguirements under ^5 CI^P ^ 

g Business Associate agrees to make any amendment(s) to Protected 
Healtb Information inaOesignated Record Set tbat OOM directs or agrees 
to pursuant to ^5 C F R ^ 1 ^ 5 2 6 at tbe request of OOM or an Individual. 

b Business Associate agrees to make internal practices, books, and 
records, including policies and procedures and Protected Heaitb 
Information, relating to tbe use and disclosure of Protected Heaitb 
Information received from, or created or received by Business Associate 
on bebalf of, and available to OOM, or to tbe Secretary of tbe Oepartment 
ofHealtband Human Service, inat imeandmanner designated by tbe 
Secretary,for purposes of tbe Secretary determiningOOM^s compliance 
witb tbe Privacy Rule 

i Business Associate agrees todocument sucb disclosures of Protected 
Healtb Information andinformationrelated to sucb disclosures as would 
be required for OOM to respond to a request by an Individual for an 
accounting of disclosures of Protected Healtb Information in accordance 
w i t b ^ O P R ^ ^ 5 ^ 

j Business Associate agrees to provide to OOM or an Individual, an 
accounting of disclosures of Protected Healtblnformation in accordance 
w i t b ^ O P R ^ ^ 5 ^ 

^PER^ITTEOUSESANOOiSOLOSORESO^OU^NESSASSOOIATE 

General Use and Oisclosure Provisions 

Refer to underlying agreements and contracts^ 

Except as otberwiselimitedin tbis Agreement, Business Associatemay 
use or disclose Protected Healtb Information to perform functions, 
activities, or services for, or on bebaif of, OOM as specified in tbe service 
agreements and contracts, provided tbat sucb use or disclosure would not 
violate tbe Privacy Rule if done by OOM or tbe minimum necessary 
policies and procedures of OOM 



^ OO^OA^ONSOFOO^ 

a Provisions for OOM to loform Outness Assooiate of Pnv^^ 
Resfriofions 

i OOM shaii notify Business Associate of any ^ 
the notice of Privacy Practicesattached hereto as Exhibit A "and 
whoiiyincorporated herein, in accordance with ^5 OFP^ 16^520,to 
the extent that such limitation may affect Business Associated use or 
disclosure of Protected Heaith information 

ii OOM shall notify Business Associate of any changes in, or revocation 
of, permission by Individual to use or disclose Protected Health 
Information, to tbe extent tbat sucb changes may affect Business 
Associated use or disclosure of Protected Health Information 

iii OOM sball notify Business Associate of any restriction to the use or 
disclosure of Protected Health Information that OOM has agreed to in 
accordance with ^5 O F P ^ 1 ^ 5 2 2 , t o tbe extent that such restriction 
may affect Business Associated use or disclosure of Protected Health 
Information. 

b. Permissible Requests by OOM 

OOM sball not request Business Associate to use or disclose 
Protected Health Information in any manner tbat would not be 
permissible under the Privacy Pule if done by OOM 

^TER^ANOTEP^ INATION 

a Term TheTerm of this Agreement shall be effective as of tbe effective 
dateof tbe agreements and contractsentered into between OOM and 
Business Associate, and sball terminate when all of tbe Protected Health 
Information provided by OOM to Business Associate, or created or 
received by Business Associate on behalf of OOM, is destroyed If it is 
infeasible to destroy Protected Health Information, protections are 
extended to sucb information, in accordance with the termination 
provisions in this Section 

b Termination for Pause UponOOI^s knowledge ofamaterial breach by 
Business Associate, OOM shall, at its discretion, either 
i Provide an opportunity for Business Associate to curethe breach or 

end the violation and terminate tbis Agreement and tbe associated 
Oontractsor Agreements If Business Associatedoes notcuretbe 
breach or end tbe violation within the time specified by OOM^ or 

ii Immediately terminate tbis Agreement and the associated Contracts or 
Agreements if Business Associate has breachedamaterial term of this 
Agreement and cure is not possibles and 

iii In either event, OOM shall report the violation to the Secretary of 
Health and Human Services as required. 



5^eotofTermin8tioo 
4 Except as provided in paragraph^of this seotioo,upon ter^^ 

this Agreemen^tor any reason, Business Associate shaii destroy aii 
Protected Heaith information received from OOM, or created or 
received by Business Associate on behaif of OOM This provision shaii 
appiy to Protected Heaith information that is in the possession of 
subcontractors or agents of Business Associate Business Associate 
sbali retain no copies of the Protected Heaith Information 

ii inthe event thatBusiness Associate determinesthat destroying tbe 
Protected Health Information is infeasible, Business Associate shall 
provide to OOM notification of the conditions that makedestruction 
infeasible Upon notification in writing that destruction of Protected 
Health Informationis infeasible, Business Associate shall extend tbe 
protections of this Agreement to sucb Protected Health Information and 
limit further uses and disclosures of such Protected Health Information 
to those purposes that make the return or destruction infeasible, for so 
long as Business Associate maintains such Protected Health 
Information. 

^ ^ S O E L L A N E O O S 

a Pe^ulatoryPeferences Areference in tbisAgreementtoasection inthe 
Privacy Pule means tbe section as in effect or as amended 

b Amendment Tbe Partiesagreetotakesuch action as is necessary to 
amend tbis Agreement as is necessary to effectively comply with tbe 
termsof any agreements or contracts, o r fo rOOM to comply withthe 
reguirements of the Privacy Pule and tbe Health Insurance Portability and 
AccountabiiityActof 1996, Pub L l̂ lo 10^191 Such modifications 
signed by the parties shall be attached to and become part of tbis 
Agreement 

c. Survival. Tbe respective rights and obligations of Business Associate 
under tbe Section,^Effect ofTermination^ ofthis Agreement sball survive 
the termination of tbis Agreement 

d Interpretation Any ambiguity in tbis Agreement shaii be resolved to permit 
OOM to comply with tbe Privacy Pule 

e Indemnification Business Associate will indemnify and hold harmless 
OOM to this Agreement from and againstall claims, losses, liabilities, 
costs and otberexpenses incurred as a result of, orarising directly or 
indirectly out of or in conjunction witb^ 

i Any misrepresentation, breach ofwarranty or non fulfillment of any 
undertaking on the part of tbe party under tbis Agreements and 

ii. Any claims, demands, awards, judgments, actions and proceedings 
made by any person or organisation arisingoutof or in any way 
connected with the performance of tbeBusiness Associate under 
tbis Agreement 

f Business Associates compliance withHIPAA. OOM makes no warranty 
or representation that compliance by Business Associate with tbis 



Agreeme^ HIPAA or the HIPAA regolatioos will be adequate or 
satisfactory tor Business Associated own 
in Business Associate s possession or control, or transmitted or received 
by Business Associate, is or wil lbe securefrom unauthorized use or 
disclosure Business Associate is solely responsible tor all decisions 
made by Business Associate regarding tbe safeguarding ot PHI 

g notices Any notice required to be given pursuant to tbe terms and 
provisions of tbis Agreement sbali be in writing and may be either 
personally delivered or sent by registered or certified mail in tbe United 
States Postal Service, Return Receipt Requested, postage prepaid, 
addressed to each party at the addresses which follow or to such other 
addresses as tbe parties may hereinafter designate in writing: 

OOM: Office of the Governor 
Oivlslon of medicaid 
^ 0 High Street^ui te 1̂000 
^ a o ^ s o n ^ S ^ ^ 

Business Associate: President 
Unlted^eaithoareOommonityPlan 
^ ^ o o d l a n d s P a r ^ w a y ^ S u i t e d 
P i d g e i a n d ^ S ^ ^ 

Any such notice shall be deemed to have been given, if mailed as 
provided herein, as of the date mailed 

b Obange in Law. In the event that there are subsequent changes or 
clarifications of statutes, regulations or rules relating to Agreement, OOM 
shall notify Business Associate of anyactions itreasonablydeemsare 
necessary to comply with such changes, and Business Associate promptly 
shall take sucb actions In tbe event that there shall beacbange in tbe 
federal or state laws, rules or regulations, or any interpretation or any sucb 
law, rule, regulation or general instructions which may render any of tbe 
material terms of tbis Agreement unlawful or unenforceable, or materially 
affects tbe financial arrangement containedin tbis Agreement, Business 
Associate may, by providing advanced written notice, propose an 
amendment to tbis Agreement addressing such issues 

i Severability In the event any provision of tbis Agreement is held to be 
unenforceable for any reason, the unenforceability thereof sball not affect 
the remainder of tbis Agreement, which sball remain in full force and effect 
and enforceable in accordance with its terms 

^ counterparts. This Agreement may be executed incounterparts, anyof 
which is considered to be an original agreement 

k Governing Law Tbis Agreement shall be construed broadly to implement 
and comply with the requirements relating to the HIPAA laws and 
regulations All other aspects of this Agreement shall be governed under 
the laws of the State of Mississippi 

I Assignment^Subcontracting This Agreement shall inure to tbe benefit of 
and be binding upon tbe parties hereto and their respective legal 
representatives, successors and assigns Except as otherwise provided in 



tbe Ooo^aot and any propose or ^ 
between tbe parties Business Associate may not assign or suboontraot 
tbe rigbts or obligations under tbis Agreement witbout tbe express written 
consent otOOM OOM may assign its rigbts and obligations under tbis 
Agreement to any successor or affiliated entity 

m Entire Agreement Tbis Agreement contains tbe entire agreement 
between partiesand supersedes all priordiscussions, negotiations and 
services for like services 

n. NoTbirdPartyBeneficiaries^lotbingexpress or implied in tbis Agreement 
is intended to confer, nor sball anytbingberein confer, upon any person 
otbertbanOOM, Business Associate and tbeir respective successors or 
assigns, any rigbts, remedies, obligations or liabilities whatsoever 

o Assistance in Litigation or Administrative ProceedingsB Business 
Associate sbali make itself and any agents, affiliates, subsidiaries, 
subcontractors or employees assisting Business Associate in tbe 
fulfillment of its obligations under tbis Agreement, available to OOM, at no 
cost to OOM, to testify as witnesses, or otherwise, in tbe event of litigation 
or administrative proceedings being commenced against OOM, its 
directors, officers or employees based upon claimed violation of HIPAA, 
tbe HIPAA regulations or other laws relating to security and privacy, 
except where Business Associate or its agents, affiliates, subsidiaries, 
subcontractors or employees areanamed adverse party 

IN WITNESS WHEPEOP, tbe parties hereto have duly executed tbis 
agreement to be effective on tbe date first herein written 

DO 

^ 

o By: 

• . ̂ " T ^ r ^ z . e l . Name: " ^ ^ > c J - Oz.eJ^fc. 
Title: Executive Director 
Date: / / 9 / 3 

BUSINESS ASSOCIATE 

VLhMdlSfkML 

/ 

<c 
Name-JT^/W L-
Title: fr&tiL/-
Date: y y / j 
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EXHIBIT "A" 

Notice of Privacy Practices 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT 
CAREFULLY. 

The Office of the Governor, Division of Medicaid (known as DOM) must by law keep your health 
information private and give you notice of its legal duties and privacy practices, for your health information. 
If you have questions about any part of this notice or if you want more information about the privacy 
practices at DOM, please contact: 

Division of Medicaid 
Privacy Officer 
550 High Street, Suite 1000 
Jackson, MS 39201 
(601) 359-6050 
(800) 421-2408 

Effective Date of This Notice: April 14, 2003 

I. How DOM May Use or Disclose Your Health Information 

DOM gets health information from you and stores it in files and on a computer. This is part of your 
Medicaid record. The Medicaid record belongs to DOM, but the information in the medical record belongs 
to you. DOM keeps your health information private. The law lets DOM use or disclose your health 
information for the following purposes: 

1. Treatment. DOM will get or keep information about you regarding your health care treatment and 
options. Although DOM does not give the treatment directly to you, DOM will get some medical history 
and coded information about your health and treatment. DOM does use and keep this specific health 
information to make sure proper payment of benefits, and many times that the best benefits have been 
given to you within Medicaid guidelines. This use or disclosure by DOM does not mean that your health 
providers are not responsible to provide the best care. You and your provider must decide together what 
care is best for you. Example: DOM will get your medical information from your provider, who will send 
billing information to Medicaid for care they provide to you. DOM will then review the billing and 
treatment information to make sure it was correct, based on standards, and DOM will pay your provider 
for the services that you are eligible for at preset rates. 

2. Payment. DOM does get information about you and will use and disclose information about you to 
health care providers, business associates, and other covered entities in order to send and get payments 
for services you get from providers. Example: Your doctor will send certain health and private 
information about you to DOM or a DOM business associate, who will in turn check to be sure you were 
eligible for benefits and will send payment directly to the health care provider for the services you got if 
you were eligible for such. 

3. Regular Health Care Operations. DOM does some contracts with business associates to handle your 
personally identifiable health information. These business associates will often prepare reports, data and 
information for use and disclosure throughout DOM and to any others allowed by law. Also, DOM will use 
and disclose your information as the law allows to conduct an assessment of Medicaid systems and 
training. Example: DOM does plan for future Medicaid services by conducting needs assessments. 
Also, DOM does conduct medical reviews or administrative proceedings to check quality control of 
services available. 



4 ^ o r n ^ o ^ provided toyoo OOM doesietfodividue^requesten o p p o d u n ^ t o s e e f o e h e e ^ 
information about themselves 

5 Notitioetion end oommunioetion with temilv We may disclose your health information to teiletemily 
member, your personal representative or another person responsible for your oare about where you are, 
your general condition or If you die If you are able and can agree or object, OOM will give youachance 
to object prior to making this notification If you are unable orcannot agree orobject, our health 
professionals will use their bestjudgment in telling yourfamlly and others 

6 Reouiredbylaw As required by law, we may use and disclose your health information 

7. Public health As required by law, we may disclose your health information to public health authorities 
for purposes related to: preventing or controlling disease, injury or disability^ reporting child abuse or 
neglects reporting domestic violence: reporting to the Pood and Orug Administration problems with 
products and reactions to medications^ and reporting disease or infection exposure 

8 Health ov^rsioht activities We may disclose your health information to health agencies during the 
course of audits, Investigations, inspections, licensure and other proceedings 

9 Judicial and administrative proceedlnos We may disclose your health Information in the course of any 
administrative or judicial proceeding 

10 Law enforcement We may disclose your health information to a law enforcement official for 
purposes such as identifying or locatingasuspect, fugitive,material witness or missing person,complying 
withacourtorderorsubpoena,and other law enforcement purposes 

11 Oeceased person information We may disclose your health information to coroners, medical 
examiners, and funeral directors 

12 Organ donation We may disclose your health information to organisations involved in procuring, 
banking or transplanting organs and tissues. 

13 Research. We may disclose your health information to researchers doing research that has been 
approved byaOOM approved Privacy Board 

14 Public safety We may disclose your health information to appropriate persons In order to prevent or 
lessenaserious and imminent threat to the health or safety ofaparticular person or the general public 

15 Speciali^d government functions We may disclose your healthinformatlon for military, national 
security, correctional Institutions and government benefits purposes. 

16 Workers compensation We may discloseyour health informatlonasnecessary to comply with 
worker^scomp^nsationlaws 

17 Marketing We may contact you to remind you of appointments or to give you information about 
other treatments or health related benefits and services that may be of interest to you 

IL Wbon OOM May Not Use or Oisclose Your Health Information 

Except as described in this Notice of Privacy Practices, OOM will not use or disclose your health 
information without your written authorisation If you do authorise OOM to use or disclose your health 
information for another purpose, you may take back your authorisation in writing at any time 

Your Health Information R^bts 

1 You have the right to ask for restrictions on certain uses and disclosures of your health 
Information OOM does not have to agree to the restriction that you ask for 

^ 



2 You have the right t o g ^ y o ^ h e ^ f o i ^ 
alterative location You must presentaOOMtormwhlori tells your speoitlo request Trieremaybe 
charges to get this intormation You will be told in advance 

3. . You have trie right to see and oopy your health intormation. There may de toes and charges tor 
the time it takes to copy, prepare, supervise, and mall the intormation you ask tor 

4 You riavearigritto request that OOM change your health intormation that Is not correct ornot 
complete OOM does not have to change your health intormation and will give youlntormatlon about 
OOM not changing the intormation You will be told how you can disagree with the denial 

5 You havearight to getal istot disclosures ot your health Intormation made by OOM,except that 
OOMdoes not have to Include disclosures tor: 1(treatment),2(payment),3(health care operations),4 
(Intormation provided to you),and t6 (certain government functions) otSect lonlot this Notice ot Privacy 
Practices 

6 You havear igbt toapaper copy ot this Notice ot Privacy Practices and can get triis Notice in 
another format. 

^ Changes to tbis Notice ot Privacy Practices 

OOM reserves the right to change this Notice of Privacy Practices at any time in the future, and to make 
tbe new provisions effective for allinformation that It keeps, Includinglnformation that was created or 
received prior to the date of such change. Until sucb change Is made, OOM must by law comply with this 
Notice Upon amaterialcriangeofthis Notice, OOM will send a newNoticewith the changes and 
effective date of change to each current beneficiary 

V. Complaints 

Complaints about tbis Notice of Privacy Practices or riow OOM handles your health information should be 
sent to: 

Olvislon of Medicaid 
Privacy Officer 
550 High Street, Suite 1000 
Jackson, MS 30201 

If you are not satisfied with the manner in which this office riandlesacomplaint, you may submitaformal 
complaint to: 

Oepartment of Health and Human Services 
Office of Civil Rights 
Hubert PI Humphrey Bldg. 
200lndependenceAvenue,SW 
Room 500PPIHH Building 
Washington, OC 20201 

You may also address your complaint to one of the regional Offices for Civil Rights Alist of these offices 
can be found online at http:^www rihs govfocr^regmail.ritml 

Poriostructionson riow toobtain this information in either Brai l leora nonEnglish speaking format, 
please contact your local Olvislon of Medicaid Office for details 
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Report 

1. Claims Lag-All 

2. Claims Lag-Dental 

3. Claims Lag-Medical-Inpatient-Behavioral Health 

4. Claims Lag-Medical-Inpatient-Physical Health 

5. Claims Lag-Medical-Outpatient-Behavioral Health 

6. Claims Lag-Medical-Outpatient-Physical Health 

7. Claims Lag-Medical-Physician-Behavioral Health 

8. Claims Lag-Medical-Physician-Physical Health 

9. Claims Lag-Vision 

10. Member Utilization-Vision 

11. Diagnosis Classification-Inpatient, Outpatient and 
Physician 

12. Fraud and Abuse 
/ 

13. Member and Provider Services Call Metrics 

14. Claims Financial Accuracy-All 

15. Claims Financial Accuracy-Dental 

16. Claims Processing Accuracy-All 

17. Claims Processing Accuracy-Dental 

18. Claims Processing Turnaround Time 

19. Grievance Resolution 

20. Utilization Management Telephone 

21. Executive Management (Summary and Detail) 

Page 1 of 3 

Frequency1 

Monthly, Federal 
Fiscal Year-End 

Monthly 

Monthly 

Monthly 

Monthly 

Monthly 

Monthly 

Monthly 

Monthly 

Monthly 

Monthly, Federal 
Fiscal Year-End 

Monthly 

Quarterly. Contract 
Year-End 

Quarterly, Contract 
Year-End 

Quarterly 

Quarterly, Contract 
Year-End 

Quarterly 

Quarterly, Contract 
Year-End 

Quarterly, Contract 
Year-End 

Quarterly, Contract 
Year-End 

Quarterly, Federal 



22. High Amount Claimant-$75,000 

23. CHIP Program Activity Report 

24. Case Management Activity 

25. Disease Management Activity 

26. Medical Claims and Financial Accuracy by Audit Type 

27. Nurse Triage-Inbound and Outbound, Person Entered, 
Encounter Types, and Member Redirection/Outcomes 

28. PBM Financial Summary 

29. Population Language 

30. Prescription Drug Utilization 

31. Prescription Drug Utilization-In Network 

32. Top 100 Drug Classes by Occurrences 

33. Top 100 Drug Classes by Payments 

34. Top 50 Drugs by Occurrences 

35. Top 50 Drugs by Payments 

36. Geo Access 

37. Immunizations 

38. Prescription Claims Paid by Therapeutic Categories 

39. Claims Financial Accuracy-Pharmacy 

40. Claims Financial Accuracy-Vision 

41. Claims Financial Accuracy-Medical 

42. Claims Processing Accuracy-Pharmacy 

Fiscal Year-End 

Quarterly 

Quarterly, Federal 
Fiscal Year-End 

Quarterly 

Quarterly 

Quarterly 

Quarterly 

Quarterly 

Quarterly 

Quarterly, Federal 
Fiscal Year-End 

Quarterly, Federal 
Fiscal Year-End 

Quarterly 

Quarterly 

Quarterly 

Quarterly 

Quarterly, Contract 
Year-End 

Contract Year-End 

Quarterly, Federal 
Fiscal Year-End 

Quarterly 

Quarterly 

Quarterly 

Quarterly 
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43. Claims Processing Accuracy-Vision 

44. Claims Processing Accuracy-Medical 

45. Nurse Line 

46. Claims Lag-Pharmacy 

47. Out of Pocket Maximum 

48. Annual Experience Accounting 

49. Maternity Claims 

Quarterly 

Quarterly 

Quarterly 

Monthly 

Contract Year-End 

Contract Year-End, 
Fiscal Year-End 

Monthly 
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