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DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop S2-01-16 ‘ M s
Baltimore’ MD 21244_1850 CENTERS FOR MEDICARE & MEDICAID SERVICES

CENTER FOR MEDICAID & CHIP SERVICES
Children and Adults Health Programs Group

July 13, 2022

Jami Snyder

Director

Arizona Health Care Cost Containment System
801 East Jefferson Street

Phoenix, AZ 85034

Dear Ms. Snyder:

Your title XXI Children’s Health Insurance Program (CHIP) State Plan Amendment (SPA) number, AZ-
22-0007, submitted on June 1, 2022, has been approved. Through this SPA, Arizona has demonstrated
compliance with the American Rescue Plan Act of 2021 (ARP). This SPA has an effective date of
March 11, 2021 and extends through the last day of the first calendar quarter that begins one year after
the last day of the COVID-19 emergency period, as described in section 1135(g)(1)(B) of the Social
Security Act (the Act).

Section 9821 of the ARP amended sections 2103(c)(11)(B) and 2103(e)(2) of the Act to mandate
coverage of COVID-19 testing, treatment, and vaccines and their administration without cost-sharing or
amount, duration, or scope limitations. Sections 2103(c)(11)(B) and 2103(e)(2) of the Act also require
states to cover, without cost sharing, the treatment of conditions that may seriously complicate COVID-
19 treatment, during the period when a beneficiary is diagnosed with or is presumed to have COVID-19.
The state provided the necessary assurances to demonstrate compliance with the ARP in accordance
with the requirements of sections 2103(c)(11)(B) and 2103(e)(2) of the Act.

Pursuant to section 1135(b)(5) of the Act, for the period of the public health emergency, CMS is
modifying the requirement at 42 C.F.R. 457.65 that the state submit SPAs that are related to the
COVID-19 public health emergency by the end of the state fiscal year in which they take effect. CMS is
allowing states that submit SPAs after the last day of the state fiscal year to have an effective date in the
prior state fiscal year, but no earlier than the effective date of the public health emergency. Arizona
requested a waiver to obtain an earlier effective date of March 11, 2021. This letter approves Arizona’s
request for a March 11, 2021 effective date.

Your Project Officer is Joyce Jordan. She is available to answer your questions concerning this
amendment and other CHIP-related matters. Ms. Jordan’s contact information is as follows:

Centers for Medicare & Medicaid Services
Center for Medicaid and CHIP Services

7500 Security Boulevard, Mail Stop: S2-01-16
Baltimore, MD 21244-1850

Telephone: (410) 786-3413

E-mail: Joyce.Jordan@cms.hhs.gov



mailto:Joyce.Jordan@cms.hhs.gov
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If you have additional questions, please contact Meg Barry, Director, Division of State Coverage
Programs, at (410) 786-1536. We look forward to continuing to work with you and your staff.

Sincerely,

/Signedby Amy
Lutzky/

Amy Lutzky

Deputy Director

On Behalf of Anne Marie Costello,
Deputy Director

Center for Medicaid and CHIP Services

cc: Courtney Miller, Director, Medicaid and CHIP Operations Group
Jackie Glaze, Deputy Director, Medicaid and CHIP Operations Group
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Section 1. General Description and Purpose of the State Child Health Plans and State Child
Health Plan Requirements (Section 2101)

1.1 The state will use funds provided under Title XXI primarily for (Check appropriate box)

(42 CFR 457.70):
1.1.1 X Obtaining coverage that meets the requirements for a separate child
health program (Section 2103); OR
1.1.2. Providing expanded benefits under the States Medicaid plan (Title
XIX); OR
1.1.3. A combination of both of the above.

In May 1998, the Arizona legislature approved Senate Bill 1008 (Laws of 1998,
Chapter 11) authorizing the implementation of a Title XXI Child Health Insurance
Program. This program is referred to as KidsCare (see Attachment A). The passage of
the legislation was the culmination of many meetings convened by Governor Jane Dee
Hull and legislative hearings which provided a venue for the public to testify about the
proposal. Additionally, staff from AHCCCS, Arizona’s Medicaid program, have met
continually with interested parties to discuss the implementation of the program.

Arizona submitted a Title XXI State Plan to extend health care coverage statewide for
children up to the age of 19. The effective date for the State Plan was October 1, 1997
which enabled the state to prepare for the implementation of the program. Actual
services were rendered beginning November 1, 1998. Income thresholds were set at
150% of federal poverty level (FPL) at the beginning of the program. Beginning
October 1, 1999 income levels were raised to 200% of the FPL. Arizona does not
impose a resource test for this population. AHCCCS performs all KidsCare eligibility
determinations for new applicants and redeterminations of eligibility based on a
simplified eligibility process. A process has been implemented to determine whether a
child is eligible for Medicaid prior to a determination of eligibility for KidsCare.

Arizona provides KidsCare services through established AHCCCS health plans which
are referred to as contractors throughout this document.

All children have a choice of available contractors and primary care providers in a
geographic service area. Additionally, Native Americans can elect to receive services
through the Indian Health Service (IHS), 638 tribal facilities or one of the contractors.
The KidsCare service package is the same service package offered to Medicaid
recipients. AHCCCS coordinates educational activities with the assistance of safety net
providers, other state agencies, tribal entities and organizations, advocacy groups and
other appropriate entities.
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Copayments are assessed for all members, except Native Americans. In addition,
families with income above 100% of FPL are assessed premiums. The total cost for
premiums and copayments will not exceed 5 percent of the family income.

The number of children who are eligible for the program may be capped based on the
available state and federal funding.

AHCCCS coordinates with other private and public programs which provide health care
services to children. Arizona does not want to encourage employers or parents to
discontinue current insurance coverage for children. Therefore, as a protection against
“crowd out”, children must be without group health insurance for three months before
eligibility will be granted for KidsCare.

The three month bare provision will be waived under the following circumstances:
Reached their lifetime insurance limit;

Are newborns;

Are transitioning Title XIX members;

Are applicants who are seriously or chronically ill;

Are Title XXI members who lose insurance coverage;

Are enrolled with Children's Rehabilitative Services; or

Are Native American members receiving services from IHS or a 638 Tribal
Facility.

Nk =

1.2 X Please provide an assurance that expenditures for child health assistance will not
be claimed prior to the time that the State has legislative authority to operate the
State plan or plan amendment as approved by CMS. (42 CFR 457.40(d))

AHCCCS assures that the expenditures for child health assistance are not claimed prior
to the time that the state has legislative authority to operate the State plan or plan
amendment as approved by CMS.

1.3 X Please provide an assurance that the state complies with all applicable civil rights
requirements, including title VI of the Civil Rights Act of 1964, title II of the
Americans with Disabilities Act of 1990, section 504 of the Rehabilitation Act of
1973, the Age Discrimination Act of 1975, 45 CFR part 80, part 84, and part 91,
and 28 CFR part 35. (42CFR 457.130)

AHCCCS ensures that the state complies with all applicable civil rights requirements,
including title VI of the Civil Rights Act of 1964, title II of the Americans with
Disabilities Act of 1990, section 504 of the Rehabilitation Act of 1973, the Age
Discrimination Act of 1975, 45 CFR part 80, part 84, and part 91, and 28 CFR part 35.

14 X Please provide the effective (date costs begin to be incurred) and implementation
(date services begin to be provided) dates for this plan or plan amendment (42
CFR 457.65):
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Original Implementation Date: November 1, 1998

Amendment Effective Date: February 1, 2004 (premiums >150% FPL)
July 1, 2004 (premiums 100%-150% FPL)
May 1, 2009 (premiums >150% FPL)
January 1, 2010 (enrollment cap)

October 10, 2013 (remove wait list)

July 26, 2016 (remove enrollment cap)
August 6, 2016 (premium lock out period)
October 1, 2017 (mental health parity)

July 1, 2018 (Managed Care Regulations)

July 1, 2019 (COVID-19 Disaster Response)
March 11, 2021 (ARP Coverage of COVID-19
Vaccines, Testing and Treatment)

Discontinuation of coverage of children aging out of CHIP during the COVID public health emergency
became effective on June 26, 2020.

In the event of a disaster, the State will notify CMS of its intent to provide temporary adjustments to;
flexibilities around delays in processing applications and renewals, the ability to waive the three month
waiting period for applicants, the ability to waive existing premiums, and the ability to waive the
premium lock-out period. In addition, the state is requesting to temporarily provide continuous eligibility
to its CHIP population.

14-TC Tribal Consultation.
Describe the consultation process that occurred specifically for the development and submission of this
State Plan Amendment, when it occurred, and who was involved.

The State of Arizona seeks advice on a regular, ongoing basis from all of the federally-recognized tribes,
Indian Health Service (IHS) Area Offices, tribal health programs operated under P.L. 93- 638, and urban
Indian health programs in Arizona regarding Medicaid and CHIP matters. These matters include but are
not limited to State Plan Amendments, waiver proposals, waiver extensions, waiver amendments, waiver
renewals, and proposals for demonstration projects. The AHCCCS Tribal Consultation Policy serves as a
guidance document that includes the process by which reasonable notice and opportunity for consultation
should occur and scenarios in which AHCCCS shall engage in the consultative process.

The frequency of consultation is dependent on the frequency in which policy changes are proposed. When
a proposed policy change requires consultation, the State will to its best ability provide notice of the tribal
consultation meeting date as well as a description of the proposed policy change to be discussed. Ideally,
a consultation meeting, which provides an opportunity for discussion and verbal comments to be made
regarding a proposed change, will occur either in-person or by conference call 45 days prior to the
submission of the policy change to CMS. The State will also provide an opportunity for written
comments. Ideally, during the 45-day period, tribes and I/T/U will be provided at least 30 days to submit
written comments regarding the policy change for consideration. Verbal comments presented at the
meeting as well as written comments will be included in an attachment to accompany the submission of a
State Plan Amendment, waiver proposal, waiver renewal, or proposal for a demonstration project.
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In situations that require immediate submission of a policy change to CMS, an expedited process may be
implemented that will have the effect of lessening the time between the consultation meeting and
submission of the policy change to CMS. This process may require for consultation to occur one day
prior to the submission of the policy change to CMS. In order to expedite the process, written comments
may be solicited in the meeting notification with a description of the policy change and the date when the
change will be submitted to CMS. At least 14 days will be provided for the submission of written
comments to be considered. This process would be completed prior to submission to CMS.

A series of meetings with tribes as well as the ITHS, tribal health programs operated under P.L. 93-638,
and urban Indian health programs (collectively referred to as " I/T/U ") have occurred and will continue
to occur in order to make appropriate revisions to the AHCCCS Tribal Consultation Policy, which serves
as a document that guides how the State will consult with tribes and I/T/U.

More specifically, the consultation process for the development and submission of this State Plan
Amendment occurred on May 18, 2016. The attachment submitted to CMS describes in more detail
which parties were notified of the consultation meeting and opportunity for comment, the meeting
agenda, individuals that participated in the meeting, relevant materials that were discussed, and verbal
comments received. It is important to note that this process was intended to be as inclusive as possible.
The following entities in Arizona were notified of the consultation process regarding this State Plan
Amendment.

Tribal Leaders

Tribal Health Directors

Directors of Indian Health Service Area Offices

Directors of Tribal Health Programs Operated under PL. 93-638
Directors of Urban Indian Health Programs

Director of InterTribal Council of Arizona, Inc.

Director of the Advisory Council on Indian Health Care
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Section 2.

2.1.

2.2.

2.2.1.

General Background and Description of State Approach to Child Health Coverage
and Coordination (Section 2102 (a)(1)-(3)) and (Section 2105)(c)(7)(A)-(B))

Describe the extent to which, and manner in which, children in the state including
targeted low-income children and other classes of children, by income level and
other relevant factors, such as race and ethnicity and geographic location, currently
have creditable health coverage (as defined in 42 CFR 457.10). To the extent
feasible, make a distinction between creditable coverage under public health
insurance programs and public-private partnerships (See Section 10 for annual
report requirements). (42 CFR 457.80(a))

When the KidsCare program was implemented, AHCCCS used the CPS methodology
described in Attachment B. Since March 2000, AHCCCS has opted to use the CPS
methodology to describe the manner and extent to which the children in the state
targeted the low-income children and other classes of children, by income level and
other relevant factors to make a distinction between creditable coverage under public
health insurance programs and public private partnerships.

Describe the current state efforts to provide or obtain creditable health coverage
for uncovered children by addressing: (Section 2102)(a)(2) (42CFR 457.80(b))

The steps the state is currently taking to identify and enroll all uncovered children
who are eligible to participate in public health insurance programs (i.e.Medicaid
and state-only child health insurance):

The state is taking a number of steps to identify and enroll children who are eligible for
public health insurance programs. The following describes these programs.

MEDICAID HEALTH INSURANCE

Arizona has several on-going major public efforts aimed at identifying, referring, and
enrolling children in public insurance programs. Arizona currently has a an amendment
to our 1115 Waiver enabling the state to cover persons up to 100% of the FPL, a HIFA
Waiver for parents, and numerous public health programs that provide health care
services to children.

Formal referral processes are in place between governmental and community agencies
which aid in the identification, referral and enrollment of uninsured children in the
appropriate program. For example, by state law, children and pregnant women must be
screened for Medicaid eligibility before applying for state-funded public programs or
private programs. Coordination efforts have become even more critical since the
implementation of KidsCare in November 1998.

Effective Date: 10-01-01 1 Approval Date: 09-20-02



As of May 1, 2002, AHCCCS health plans provided Medicaid services to 680,716 acute
care Medicaid members and 34,334 long term care members enrolled in the Arizona
Long Term Care System. Acute care members are individuals who enrolled with the
AHCCCS health plans but not eligible for the Arizona Long Term Care System.
Included in the acute care population are 73,713 Native Americans who elected to
receive Medicaid services from the THS. Arizona currently serves 371,267 children
under the age of 19 through Medicaid. As of May 1, 2002, 48,212 children were
enrolled in KidsCare.

The state has several agencies who perform eligibility functions. The Arizona
Department of Economic Security (DES) processes applications and determines
eligibility for Medicaid groups, except the SSI Cash, SSI-Medical Assistance Only
(MAO) groups, the Medicare cost sharing programs, and ALTCS. For SSI-Cash, the
Social Security Administration performs the eligibility determinations. AHCCCS
performs eligibility for SSI-MAO, the Medicare cost sharing programs, and ALTCS.
As mentioned in Section 1.1.3, AHCCCS determines KidsCare eligibility.

EFFORTS TO IDENTIFY AND ENROLL CHILDREN IN PUBLIC INSURANCE
PROGRAMS

In addition to Medicaid, Arizona has five public initiatives which identify and help
enroll children in programs that serve children. AHCCCS coordinates with these
programs and initiatives to ensure that children who do not qualify for KidsCare are
referred to other public and private programs.

Outstationed Eligibility Workers

Arizona has outstationed eligibility workers at some of the 14 Federally Qualified
Health Centers (FQHCs), in hospitals which serve a disproportionate number of low
income persons, and at five Arizona Department of Juvenile Corrections locations. At
these outstationed sites, a person applying for Medicaid is assisted by an eligibility
worker who submits a completed application to the appropriate eligibility office.

Community Health Centers

Arizona has 32 community health centers that offer a wide range of health care services
based on a sliding fee scale. Community health centers provide primary care services,
including care for acute and chronic illnesses, injuries, family planning and prenatal
care, emergency care and diagnostic services.

Maternal and Child Health Block Grant

Maternal and Child Health Block Grant funds are administered by the Arizona
Department of Health Services (ADHS). This department funds, monitors and

Effective Date: 10-01-01 2 Approval Date: 09-20-02



evaluates a variety of statewide community-based programs, which provide education
and assistance for enrollment in public health insurance programs. These programs
include: Healthy Start, High Risk Perinatal Programs, Pregnancy and Breast Feeding
Hotline, Children’s’ Information Center, Reproductive Health, County Block Grant and
Children’s’ Rehabilitative Services.

Children’s Rehabilitative Services

Funded by a Title V block grant, the ADHS/Children’s Rehabilitative Services (CRS)
provides health care services to children with special health needs. Additionally,
Medicaid eligible children receive services through CRS and AHCCCS reimburses
ADHS with Medicaid funds for covered services provided by the program. A DES
Family Assistance eligibility worker is located at each CRS site and field clinic to
process applications for public assistance programs.

Indian Health Services (IHS) and Tribal Entities

There are three IHS Area Offices in Arizona: Phoenix, Tucson and Navajo. Each area
office has a designated service delivery area in which IHS Service Units and health
centers provide health care services to Native Americans, including those who are
AHCCCS members.

There are three urban Indian Health Centers in Arizona. Each has a unique relationship
with the IHS and receives an allotment from the IHS federal appropriation to provide
health care services to Native Americans residing in Phoenix, Tucson and Flagstaff.

Tribal governments have established healthcare programs for tribal members. In
general, the majority of these services are behavioral health services and/or alcohol and
substance abuse programs.

The Gila River Indian Community has opted to contract for the delivery of health care
from the Phoenix Area IHS through the P.L. 93-638 contracting process. The Gila
River Health Care Corporation is the tribal governing body which oversees the
operation of the HuHuKam Memorial Hospital which is located on the Gila River
reservation. The hospital provides primary health care services to tribal members and
also operates an outpatient clinic on weekdays with scheduled appointments.

In addition, the Gila River Indian Community Department of Health, operates a
Medicaid Early Periodic Screening Diagnosis and Treatment (EPSDT) program through
an intergovernmental agreement with AHCCCS. This tribal program ensures that
children receive the services required under the EPSDT program.

Effective Date: 10-01-01 3 Approval Date: 09-20-02



2.3.

2.2.2.

AHCCCS continues to look at ways of increasing enrollment of Native American
families in both reservations and urban communities. The KidsCare News is a
newsletter that provides information of special interest to the tribal communities. The
AHCCCS Native American Coordinator is a key link between AHCCCS and the tribal
community promoting communication and education to the members.

The steps the state is currently taking to identify and enroll all uncovered children
who are eligible to participate in health insurance programs that involve a public-
private partnership:

STATE FUNDED PROGRAM

Unlike some states, Arizona does not have public-private partnerships with insurers
which offer child health insurance products. In 2002, the legislature authorized
100%state-funding for the working poor, with income up to 200 percent of FPL.
Persons who are chronically ill as defined in rule, may have household income up to
400 percent of the FPL.

Describe the procedures the state uses to accomplish coordination of SCHIP with
other public and private health insurance programs, sources of health benefits
coverage for children, and relevant child health programs, such as title V, that
provide health care services for low-income children to increase the number of
children with creditable health coverage. (Previously 4.4.5.)

(Section 2102)(a)(3) and 2102(c)(2) and 2102(b)(3)(E)) (42CFR 457.80(c))

Additional efforts by AHCCCS include the partnership with the Department of
Education (DOE) to provide information to families about KidsCare through the Child
Nutrition Program (school lunch program). Due to the success of this partnership,
AHCCCS plans to explore other methods to reach children through the schools.

AHCCCS has also partnered with small businesses and minority business companies in
the community to disseminate information about the SCHIP Program.

AHCCCS has developed and implemented a universal application (Application for
AHCCCS Health Insurance) to simplify the referral and eligibility processes for
individuals and families when applying for SCHIP, Medicaid and state-funded
programs. Users of this application include the general public, eligibility staff,
hospitals, advocacy groups, community organizations and agencies. This application is
also available on the Internet.

AHCCCS is partnering with a group of community health centers to demonstrate a web
based eligibility application. Health-e-Arizona is a partnership between the Community
Health Centers Collaborative Ventures, Inc. (CHCCV), AHCCCS and the Department
of Economic Security (DES). Effective June 17, 2002, Health-e-Arizona is being

Effective Date: 10-01-01 4 Approval Date: 09-20-02



piloted at El Rio Health Center. After a test period, Health-e-Arizona will be piloted at
7 CHCCV member organizations in 35 sites statewide. Deloitte Consulting, (who
developed Health-e-App for the California HealthCare Foundation), worked with
CHCCV, AHCCCS and DES to modify the application to meet Arizona’s requirements.
Health-e-Arizona enables clinic workers to screen for Title XIX and Title XXI
eligibility. Clinic workers will send completed applications, documentation and
signatures electronically to AHCCCS and DES. This project was funded by CHCCV
without Title XIX, Title XXI or state funds.

Effective Date: 10-01-01 5 Approval Date: 09-20-02
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Section 3.

3.1.

Methods of Delivery and Utilization Controls (Section 2102)(a)(4))

Check here if the state elects to use funds provided under Title XXI only to provide
expanded eligibility under the state's Medicaid plan, and continue on to Section 4.

Describe the methods of delivery of the child health assistance using Title XXI
funds to targeted low-income children. Include a description of the choice of
financing and the methods for assuring delivery of the insurance products and
delivery of health care services covered by such products to the enrollees, including
any variations. (Section 2102)(a)(4) (42CFR 457.490(a))

AHCCCS administers the Title XXI KidsCare Program. The program uses Title XXI
funding to provide targeted, low income children with a choice of one of the 10 prepaid,
capitated AHCCCS health plans, the Indian Health Service and P.L. 638 tribal facilities.

AHCCCS HEALTH PLANS

In partnership with AHCCCS, the health plans have been delivering quality, managed
care services for almost 20 years. Their commitment to quality management is
evidenced by the fact that at least half of the contractors voluntarily have sought and
received accreditation from the National Committee for Quality Assurance (NCQA).
Please see Attachment E for a profile of the current health plans who participate in the
KidsCare Program.

AHCCCS health plans have been very successful in assuring access to care. Over 89
percent of practicing physicians in the state participate in the program. Care is available
in a wide range of settings, including FQHCs and many of the Rural Health Centers,
who have elected to subcontract with the health plans.

AHCCCS health plans are held to the same standards for KidsCare that are required for
the Medicaid program. In order to secure a contract to deliver Medicaid services, bidders
must respond to a Request for Proposal (RFP) and submit a proposal with specific
capitation rates for one or more of the nine geographic service areas in the state. A
critical element in the bid evaluation performed by AHCCCS is an assessment of how
each prospective contractor will meet all financial and operational requirements, ensure
quality of care and provide a sufficient network to meet specified accessibility
requirements. Following is a more detailed description of the elements which are scored
during the RFP process:

Program

Member Services

Quality and Utilization Management

Early Periodic Screening Diagnosis and Treatment
Maternal Health/Women’s Health

Behavioral Health Services
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Provider Network
Development of Capacity
Management and Oversight

Organization

Organization and Staffing

Fraud and Abuse

Subcontracts

Claims and Third Party Liability
Liability Management
Grievance and Appeals
Financial Standards

Encounters

Capitation Rates

All offerors submit detailed capitation bids which are evaluated against actuarially sound
rate ranges. For the KidsCare Program, AHCCCS sets the rates based on an actuarial
analysis.

Ongoing Monitoring

AHCCCS monitors the solvency of the health plans and their delivery of health care
services with the following activities:

Quarterly and annual financial reporting

On-site annual operational and financial reviews

Performance measures using administrative data and medical records
Member surveys

Network reporting

Encounter validation studies to determine completeness, accuracy and timeliness
Solvency standards

Coordination of benefits

Educational efforts

Medical studies

Frequent meetings with contractors’ executive management

Other Intergovernmental Agreements

In addition to amending health plan contracts, AHCCCS has amended the the current
Intergovernmental Agreements with the ADHS for behavioral health services and
children’s rehabilitative services, and the DES for KidsCare services provided to foster
care children. Amendments with ADHS are necessary to provide behavioral health
services through the Regional Behavioral Health Authorities for the KidsCare
population and to reimburse ADHS for services provided to KidsCare eligible special
needs children who are also enrolled in the CRS program. The amendment with DES is

Effective Date: 08-24-01 2 Approval Date: 09-20-02



Section 3. Methods of Delivery and Utilization Controls

] Check here if the State elects to use funds provided under Title XXI only to provide
expanded eligibility under the State’s Medicaid plan, and continue on to Section 4
(Eligibility Standards and Methodology).

3.1. Delivery Systems (Section 2102(a)(4)) (42 CFR 457.490; Part 457, Subpart L)

3.1.1 Choice of Delivery System

3.1.1.1

Effective Date: 7-1-18

Does the State use a managed care delivery system for its CHIP
populations? Managed care entities include MCOs, PIHPs, PAHPs,
PCCM entities and PCCMs as defined in 42 CFR 457.10. Please
check the box and answer the questions below that apply to your
State.

[] No, the State does not use a managed care delivery system for
any CHIP populations.

[ ] Yes, the State uses a managed care delivery system for all
CHIP populations.

X Yes, the State uses a managed care delivery system; however,
only some of the CHIP population is included in the managed
care delivery system and some of the CHIP population is
included in a fee-for-service system.

If the State uses a managed care delivery system for only some of
its CHIP populations and a fee-for-service system for some of its
CHIP populations, please describe which populations are, and
which are not, included in the State’s managed care delivery
system for CHIP. States will be asked to specify which managed
care entities are used by the State in its managed care delivery
system below in Section 3.1.2.

All CHIP eligible children — other than American Indians — are
required to receive services through a managed care delivery
system; American Indian children can elect to receive services
through managed care or on a a FFS basis which is referred to as
the American Indian Health Plan (AIHP). Additionally, American
Indian children can receive services from [.LH.S. and 638 facilities
regardless of managed care enrollment.

If the State does not use a managed care delivery system for any or
some of its CHIP populations, describe the methods of delivery of
the child health assistance using Title XXI funds to targeted low-
income children. Include a description of:

Approval Date: 8-15-19



Effective Date: 7-1-18

e The methods for assuring delivery of the insurance products
and delivery of health care services covered by such products
to the enrollees, including any variations. (Section 2102(a)(4);
42 CFR 457.490(a))

e The utilization control systems designed to ensure that
enrollees receiving health care services under the State plan
receive only appropriate and medically necessary health care
consistent with the benefit package described in the approved
State plan. (Section 2102(a)(4); 42 CFR 457.490(b))

AHCCCS enables KidsCare eligible members to access services
covered under one of the available Health Plans. Previously
enrolled members who have been disenrolled for less than 90 days
will be automatically enrolled with the same Contractor, if still
available, pursuant to the terms of the Arizona Medicaid Section
1115 Demonstration Waiver Special Terms and Conditions [42
CFR 438.56(g)].

AHCCCS members eligible under a contracted Health Plan who
become eligible for another AHCCCS Program will be enrolled
as follows:

1. Members determined to have a Serious Mental Illness will
be enrolled with a RBHA, including members with a CRS
designation and KidsCare members; with the exception of
members determined to have an SMI who opt to transfer
from a RBHA to an AHCCCS Complete Care Contractor
for the provision of physical health services only as
outlined in AHCCCS ACOM Policy 442.

2. Children in State custody will be enrolled in DCS/CMDP
to receive physical health services including CRS services
and will be assigned to a RBHA for provision of
behavioral health services.

3. Members eligible for Arizona Long Term Care System
will be enrolled with DES/DDD or an ALTCS E/PD
Contractor, as applicable.

Members who do not choose a Contractor prior to AHCCCS
being notified of their eligibility are automatically assigned to a
Contractor based on re-enrollment rules, family continuity, or the
auto-assignment algorithm. If a member is auto-assigned,
AHCCCS sends a Choice Notice to the member and allows the
member 90 days to choose a different Contractor. See Section D,
Paragraph 6, Auto-Assignment Algorithm, for further
explanation.

American Indians:
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The American Indian Health Program (AIHP) is responsible for
integrated care for American Indian adult and child members who
select AIHP and who have not determined to have Seriously
Mentally Ill. Integrated care services include both physical and
behavioral health services, including services related to a CRS
condition. American Indians not determined to be SMI can choose
to enroll as follows:
1. In an AHCCCS Complete Care Contractor to receive
both physical health services and behavioral services
(adults 18 and over only),
2. In AIHP for physical and behavioral health services,
and
3. In AIHP for physical health services and receive
behavioral health services from a TRBHA.

Indian Health Services/638 Tribal Facilities

AHCCCS also enables KidsCare eligible Native American
children to use the Indian Health Service or 638 facilities
operated by tribal governments who want to participate in the
program. Of course, a Native American child who is eligible for
KidsCare may also elect to enroll with one of the available
AHCCCS health plans or a participating state employee HMO.

3.1.1.2 Do any of your CHIP populations that receive services through a
managed care delivery system receive any services outside of a
managed care delivery system?

X] No
[] Yes

If yes, please describe which services are carved out of your
managed care delivery system and how the State provides these
services to an enrollee, such as through fee-for-service. Examples
of carved out services may include transportation and dental,
among others.

CHIP (Kidscare) members who are American Indian and who are
enrolled in managed care may also receive services at IHS/638
facilities at any time. The claim will be reimbursed by the
member’s enrolled health plan.

3.1.2 Use of a Managed Care Delivery System for All or Some of the State’s CHIP

Populations
3.1.2.1 Check each of the types of entities below that the State will
contract with under its managed care delivery system, and select
and/or explain the method(s) of payment that the State will use:
Effective Date: 7-1-18 Approval Date: 8-15-19



Effective Date: 7-1-18

Managed care organization (MCO) (42 CFR 457.10)
DX Capitation payment
Describe population served:

All Title XXI eligible children receive services through
an MCO, with the exception of American Indians who
elect to receive services on a Fee-For-Service basis
through AIHP.

Prepaid inpatient health plan (PIHP) (42 CFR 457.10)
[ ] Capitation payment
[] Other (please explain)
Describe population served:

Prepaid ambulatory health plan (PAHP) (42 CFR 457.10)
[] Capitation payment
[] Other (please explain)
Describe population served:

Primary care case manager (PCCM) (individual practitioners)
(42 CFR 457.10)

[] Case management fee

[] Other (please explain)

Primary care case management entity (PCCM Entity) (42 CFR
457.10)
[] Case management fee
[] Shared savings, incentive payments, and/or other
financial rewards for improved quality outcomes (see 42
CFR 457.1240(%))
[] Other (please explain)

If PCCM entity is selected, please indicate which of the following
function(s) the entity will provide (as described in 42 CFR 457.10),
in addition to PCCM services:

L]

I I A R O | |

Provision of intensive telephonic case management

Provision of face-to-face case management

Operation of a nurse triage advice line

Development of enrollee care plans

Execution of contracts with fee-for-service (FFS) providers in
the FFS program

Oversight responsibilities for the activities of FFS providers in
the FFS program

Provision of payments to FFS providers on behalf of the State
Provision of enrollee outreach and education activities
Operation of a customer service call center
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3.2.

[] Review of provider claims, utilization and/or practice patterns
to conduct provider profiling and/or practice improvement

[ ] Implementation of quality improvement activities including
administering enrollee satisfaction surveys or collecting data
necessary for performance measurement of providers

[] Coordination with behavioral health systems/providers

[ ] Other (please describe)

3.1.22 X The State assures that if its contract with an MCO, PAHP, or PIHP
allows the entity to use a physician incentive plan, the contract
stipulates that the entity must comply with the requirements set
forth in 42 CFR 422.208 and 422.210. (42 CFR 457.1201(h),
cross-referencing to 42 CFR 438.3(1))

General Managed Care Contract Provisions

321X The State assures that it provides for free and open competition, to the
maximum extent practical, in the bidding of all procurement contracts for
coverage or other services, including external quality review
organizations, in accordance with the procurement requirements of 45
CFR part 75, as applicable. (42 CFR 457.940(b); 42 CFR 457.1250(a),
cross referencing to 42 CFR 438.356(¢))

322X The State assures that it will include provisions in all managed care
contracts that define a sound and complete procurement contract, as
required by 45 CFR part 75, as applicable. (42 CFR 457.940(c))

323X The State assures that each MCO, PIHP, PAHP, PCCM, and PCCM entity
complies with any applicable Federal and State laws that pertain to
enrollee rights, and ensures that its employees and contract providers
observe and protect those rights (42 CFR 457.1220, cross-referencing to
42 CFR 438.100). These Federal and State laws include: Title VI of the
Civil Rights Act of 1964 (45 CFR part 80), Age Discrimination Act of
1975 (45 CFR part 91), Rehabilitation Act of 1973, Title IX of the
Education Amendments of 1972, Titles 1I and III of the Americans with
Disabilities Act, and section 1557 of the Patient Protection and Affordable
Care Act.

324X The State assures that it operates a Web site that provides the MCO, PIHP,
PAHP, and PCCM entity contracts. (42 CFR 457.1207, cross-referencing
to 42 CFR 438.10(¢c)(3))

33 Rate Development Standards and Medical Loss Ratio

3.3.1 The State assures that its payment rates are:
DX] Based on public or private payment rates for comparable services for
comparable populations; and
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DX] Consistent with actuarially sound principles as defined in 42 CFR
457.10. (42 CFR 457.1203(a))

DX] If the State is unable to meet the requirements under 42 CFR
457.1203(a), the State attests that it must establish higher rates
because such rates are necessary to ensure sufficient provider
participation or provider access or to enroll providers who
demonstrate exceptional efficiency or quality in the provision of
services. (42 CFR 457.1203(b))

332X The State assures that its rates are designed to reasonably achieve a
medical loss ratio standard equal to at least 85 percent for the rate year and
provide for reasonable administrative costs. (42 CFR 457.1203(c))

333 The State assures that it will provide to CMS, if requested by CMS, a
description of the manner in which rates were developed in accordance
with the requirements of 42 CFR 457.1203(a) through (c). (42 CFR
457.1203(d))

334X The State assures that it annually submits to CMS a summary description
of the reports pertaining to the medical loss ratio received from the MCOs,
PIHPs, and PAHPs. (42 CFR 457.1203(e), cross referencing to 42 CFR
438.74(a))

3.3.5 Does the State require an MCO, PIHP, or PAHP to pay remittances

through the contract for not meeting the minimum MLR required by the

State? (42 CFR 457.1203(e), cross referencing to 42 CFR 438.74(b)(1))

X No, the State does not require any MCO, PIHP, or PAHP to pay
remittances.

[ ] Yes, the State requires all MCOs, PIHPs, and PAHPs to pay
remittances.

[] Yes, the State requires some, but not all, MCOs, PIHPs, and PAHPs
to pay remittances.

If the State requests some, but not all, MCOs, PIHPs, and PAHPs to pay
remittances through the contract for not meeting the minimum MLR
required by the State, please describe which types of managed care entities
are and are not required to pay remittances. For example, if a state requires
a medical MCO to pay a remittances but not a dental PAHP, please include
this information.

If the answer to the assurance above is yes for any or all managed care

entities, please answer the next assurance:

[ ] The State assures that it if a remittance is owed by an MCO, PIHP, or
PAHP to the State, the State:

e Reimburses CMS for an amount equal to the Federal share of the
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remittance, taking into account applicable differences in the
Federal matching rate; and

Submits a separate report describing the methodology used to
determine the State and Federal share of the remittance with the
annual report provided to CMS that summarizes the reports
received from the MCOs, PIHPs, and PAHPs. (42 CFR
457.1203(e), cross referencing to 42 CFR 438.74(b))

3.3.6 X The State assures that each MCO, PIHP, and PAHP calculates and reports
the medical loss ratio in accordance with 42 CFR 438.8. (42 CFR
457.1203(%))

34 Enrollment

4 The State assures that its contracts with MCOs, PIHPs, PAHPs, PCCMs, and

PCCM entities provide that the MCO, PIHP, PAHP, PCCM or PCCM entity:

e Accepts individuals eligible for enrollment in the order in which they apply
without restriction (unless authorized by CMS), up to the limits set under the
contract (42 CFR 457.1201(d), cross-referencing to 42 CFR 438.3(d)(1));

e Will not, on the basis of health status or need for health care services,
discriminate against individuals eligible to enroll (42 CFR 457.1201(d), cross-
referencing to 42 CFR 438.3(d)(3)); and

e Will not discriminate against individuals eligible to enroll on the basis of race,
color, national origin, sex, sexual orientation, gender identity, or disability and
will not use any policy or practice that has the effect of discriminating on the
basis of race, color, national origin, sex, sexual orientation, gender identity or
disability. (42 CFR 457.1201(d), cross-referencing to 438.3(d)(4))

34.1 Enrollment Process

3.4.1.1[X

3.4.12[X

Effective Date: 7-1-18

The State assures that it provides informational notices to potential
enrollees in an MCO, PIHP, PAHP, PCCM, or PCCM entity that
includes the available managed care entities, explains how to select
an entity, explains the implications of making or not making an
active choice of an entity, explains the length of the enrollment
period as well as the disenrollment policies, and complies with the
information requirements in 42 CFR 457.1207 and accessibility
standards established under 42 CFR 457.340. (42 CFR
457.1210(c))

The State assures that its enrollment system gives beneficiaries
already enrolled in an MCO, PIHP, PAHP, PCCM, or PCCM
entity priority to continue that enrollment if the MCO, PIHP,
PAHP, PCCM, or PCCM entity does not have the capacity to
accept all those seeking enrollment under the program. (42 CFR
457.1210(b))
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3.4.1.3

Does the State use a default enrollment process to assign
beneficiaries to an MCO, PIHP, PAHP, PCCM, or PCCM entity?
(42 CFR 457.1210(a))

X] Yes

[ ] No

If the State uses a default enrollment process, please make the

following assurances:

DX The State assigns beneficiaries only to qualified MCOs,
PIHPs, PAHPs, PCCMs, and PCCM entities that are not
subject to the intermediate sanction of having suspension of
all new enrollment (including default enrollment) under 42
CFR 438.702 and have capacity to enroll beneficiaries. (42
CFR 457.1210(a)(1)(1))

DX The State maximizes continuation of existing provider-
beneficiary relationships under 42 CFR 457.1210(a)(1)(i1) or
if that is not possible, distributes the beneficiaries equitably
and does not arbitrarily exclude any MCO, PIHP, PAHP,
PCCM or PCCM entity from being considered. (42 CFR
457.1210(a)(1)(ii), 42 CFR 457.1210(a)(1)(ii1))

3.4.2 Disenrollment

3421

3422

3.4.23 X

3.4.24

Effective Date: 7-1-18

The State assures that the State will notify enrollees of their right
to disenroll consistent with the requirements of 42 CFR 438.56 at
least annually. (42 CFR 457.1207, cross-referencing to 42 CFR
438.10(H)(2))

The State assures that the effective date of an approved
disenrollment, regardless of the procedure followed to request the
disenrollment, will be no later than the first day of the second
month following the month in which the enrollee requests
disenrollment or the MCO, PIHP, PAHP, PCCM or PCCM entity
refers the request to the State. (42 CFR 457.1212, cross-
referencing to 438.56(e)(1))

If a beneficiary disenrolls from an MCO, PIHP, PAHP, PCCM, or
PCCM entity, the State assures that the beneficiary is provided the
option to enroll in another plan or receive benefits from an
alternative delivery system. (Section 2103(f)(3) of the Social
Security Act, incorporating section 1932(a)(4); 42 CFR 457.1212,
cross referencing to 42 CFR 438.56; State Health Official Letter
#09-008)

MCO, PIHP, PAHP, PCCM and PCCM Entity Requests for
Disenrollment.

Approval Date: 8-15-19
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3.4.2.5

Effective Date: 7-1-18

[X] The State assures that contracts with MCOs, PIHPs, PAHPs,
PCCMs and PCCM entities describe the reasons for which an
MCO, PIHP, PAHP, PCCM and PCCM entity may request
disenrollment of an enrollee, if any. (42 CFR 457.1212, cross-
referencing to 42 CFR 438.56(b))

AHCCCS does not allow MCOs to dis-enroll members.

Enrollee Requests for Disenrollment.

Does the State limit disenrollment from an MCO, PIHP, PAHP, PCCM
and PCCM entity by an enrollee? (42 CFR 457.1212, cross-referencing to
42 CFR 438.56(c))

X Yes

[

No

If the State limits disenrollment by the enrollee from an MCO, PIHP,
PAHP, PCCM and PCCM entity, please make the following assurances
(42 CFR 457.1212, cross-referencing to 42 CFR 438.56(c)):

X

X

The State assures that enrollees and their representatives are given
written notice of disenrollment rights at least 60 days before the start
of each enrollment period. (42 CFR 457.1212, cross-referencing to 42
CFR 438.56(f)(1))

The State assures that beneficiary requests to disenroll for cause will
be permitted at any time by the MCO, PIHP, PAHP, PCCM or PCCM
entity. (42 CFR 457.1212, cross-referencing to 42 CFR 438.56(c)(1)
and (d)(2))

AHCCCS and the KidsCare program are exempt from strict
compliance with some aspects of these provisions as described in
Paragraph 1 of the 1115 demonstration waiver list.

The State assures that beneficiary requests for disenrollment without
cause will be permitted by the MCO, PIHP, PAHP, PCCM or PCCM
entity at the following times:

¢ During the 90 days following the date of the beneficiary's initial
enrollment into the MCO, PIHP, PAHP, PCCM, or PCCM entity,
or during the 90 days following the date the State sends the
beneficiary notice of that enrollment, whichever is later;

e At least once every 12 months thereafter;

e If the State plan provides for automatic reenrollment for an
individual who loses CHIP eligibility for a period of 2 months or
less and the temporary loss of CHIP eligibility has caused the
beneficiary to miss the annual disenrollment opportunity; and

e When the State imposes the intermediate sanction on the MCO,
PIHP, PAHP, PCCM or PCCM entity specified in 42 CFR
438.702(a)(4). (42 CFR 457.1212, cross-referencing to 42 CFR
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438.56(c)(2))

3.4.2.6 [X The State assures that the State ensures timely access to a State

review for any enrollee dissatisfied with a State agency
determination that there is not good cause for disenrollment. (42
CFR 457.1212, cross-referencing to 42 CFR 438.56(1)(2))

35 Information Requirements for Enrollees and Potential Enrollees

351X

3.5.2 [

353

3.5.4 X

3.55 X

The State assures that it provides, or ensures its contracted MCOs, PAHPs,
PIHPs, PCCMs and PCCM entities provide, all enrollment notices,
informational materials, and instructional materials related to enrollees
and potential enrollees in accordance with the terms of 42 CFR 457.1207,
cross-referencing to 42 CFR 438.10.

The State assures that all required information provided to enrollees and
potential enrollees are in a manner and format that may be easily
understood and is readily accessible by such enrollees and potential
enrollees. (42 CFR 457.1207, cross-referencing to 42 CFR 438.10(c)(1))

The State assures that it operates a Web site that provides the content
specified in 42 CFR 457.1207, cross-referencing to 42 CFR 438.10(g)-(1)
either directly or by linking to individual MCO, PIHP, PAHP and PCCM
entity Web sites.

The State assures that it has developed and requires each MCO, PIHP,

PAHP and PCCM entity to use:

e Definitions for the terms specified under 42 CFR 438.10(c)(4)(i), and

e Model enrollee handbooks, and model enrollee notices. (42 CFR
457.1207, cross-referencing to 42 CFR 438.10(c)(4))

If the State, MCOs, PIHPs, PAHPs, PCCMs or PCCM entities provide the
information required under 42 CFR 457.1207 electronically, check this
box to confirm that the State assures that it meets the requirements under
42 CFR 457.1207, cross-referencing to 42 CFR 438.10(c)(6) for providing
the material in an accessible manner. Including that:

e The format is readily accessible;

e The information is placed in a location on the State, MCO's, PIHP's,
PAHP's, or PCCM's, or PCCM entity's Web site that is prominent and
readily accessible;

e The information is provided in an electronic form which can be
electronically retained and printed;

e The information is consistent with the content and language
requirements in 42 CFR 438.10; and

e The enrollee is informed that the information is available in paper
form without charge upon request and is provided the information
upon request within 5 business days.

Effective Date: 7-1-18 Approval Date: 8-15-19
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3.5.6 X

3.5.7[X

Effective Date: 7-1-18

The State assures that it meets the language and format requirements set
forth in 42 CFR 457.1207, cross-referencing to 42 CFR 438.10(d),
including but not limited to:

e Establishing a methodology that identifies the prevalent non-English
languages spoken by enrollees and potential enrollees throughout the
State, and in each MCO, PIHP, PAHP, or PCCM entity service area;

e Making oral interpretation available in all languages and written
translation available in each prevalent non-English language;

e Requiring each MCO, PIHP, PAHP, and PCCM entity to make its
written materials that are critical to obtaining services available in the
prevalent non-English languages in its particular service area;

e Making interpretation services available to each potential enrollee and
requiring each MCO, PIHP, PAHP, and PCCM entity to make those
services available free of charge to each enrollee; and

e Notifying potential enrollees, and requiring each MCO, PIHP, PAHP,
and PCCM entity to notify its enrollees:

o That oral interpretation is available for any language and written
translation is available in prevalent languages;

o That auxiliary aids and services are available upon request and at
no cost for enrollees with disabilities; and

o How to access the services in 42 CFR 457.1207, cross-referencing
42 CFR 438.10(d)(5)(i) and (ii).

The State assures that the State or its contracted representative provides
the information specified in 42 CFR 457.1207, cross-referencing to
438.10(e)(2), and includes the information either in paper or electronic
format, to all potential enrollees at the time the potential enrollee becomes
eligible to enroll in a voluntary managed care program or is first required
to enroll in a mandatory managed care program and within a timeframe
that enables the potential enrollee to use the information to choose among
the available MCOs, PIHPs, PAHPs, PCCMs and PCCM entities:

e Information about the potential enrollee's right to disenroll consistent
with the requirements of 42 CFR 438.56 and which explains clearly
the process for exercising this disenrollment right, as well as the
alternatives available to the potential enrollee based on their specific
circumstance;

e The basic features of managed care;

e Which populations are excluded from enrollment in managed care,
subject to mandatory enrollment, or free to enroll voluntarily in the
program;

e The service area covered by each MCO, PIHP, PAHP, PCCM, or
PCCM entity;

e Covered benefits including:

o Which benefits are provided by the MCO, PIHP, or PAHP; and
which, if any, benefits are provided directly by the State; and
o For a counseling or referral service that the MCO, PIHP, or PAHP

Approval Date: 8-15-19
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does not cover because of moral or religious objections, where and
how to obtain the service;

e The provider directory and formulary information required in 42 CFR
457.1207, cross-referencing to 42 CFR 438.10(h) and (i);

e Any cost-sharing for the enrollee that will be imposed by the MCO,
PIHP, PAHP, PCCM, or PCCM entity consistent with those set forth
in the State plan;

e The requirements for each MCO, PIHP or PAHP to provide adequate
access to covered services, including the network adequacy standards
established in 42 CFR 457.1218, cross-referencing 42 CFR 438.68;

e The MCO, PIHP, PAHP, PCCM and PCCM entity's responsibilities
for coordination of enrollee care; and

e To the extent available, quality and performance indicators for each
MCO, PIHP, PAHP and PCCM entity, including enrollee satisfaction.

AHCCCS and the KidsCare program are exempt from strict
compliance with some aspects of these provisions as described in
Paragraph 1 of the 1115 demonstration waiver list.

358X The State assures that it will provide the information specified in 42 CFR
457.1207, cross-referencing to 42 CFR 438.10(f) to all enrollees of MCOs,
PIHPs, PAHPs and PCCM entities, including that the State must notify all
enrollees of their right to disenroll consistent with the requirements of 42
CFR 438.56 at least annually.

3.59[X The State assures that each MCO, PIHP, PAHP and PCCM entity will
provide the information specified in 42 CFR 457.1207, cross-referencing
to 42 CFR 438.10(f) to all enrollees of MCOs, PIHPs, PAHPs and PCCM
entities, including that:

e The MCO, PIHP, PAHP and, when appropriate, the PCCM entity,
must make a good faith effort to give written notice of termination of a
contracted provider within the timeframe specified in 42 CFR
438.10(f), and

e The MCO, PIHP, PAHP and, when appropriate, the PCCM entity must
make available, upon request, any physician incentive plans in place as
set forth in 42 CFR 438.3(1).

3.5.10 [X The State assures that each MCO, PIHP, PAHP and PCCM entity will
provide enrollees of that MCO, PIHP, PAHP or PCCM entity an enrollee
handbook that meets the requirements as applicable to the MCO, PIHP,
PAHP and PCCM entity, specified in 42 CFR 457.1207, cross-referencing
to 42 CFR 438.10(g)(1)-(2), within a reasonable time after receiving
notice of the beneficiary's enrollment, by a method consistent with 42
CFR 438.10(g)(3), and including the following items:

e Information that enables the enrollee to understand how to

Effective Date: 7-1-18 Approval Date: 8-15-19
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Effective Date: 7-1-18

effectively use the managed care program, which, at a

minimum, must include:

o Benefits provided by the MCO, PIHP, PAHP or PCCM
entity;

o How and where to access any benefits provided by the State,
including any cost sharing, and how transportation is
provided; and

o In the case of a counseling or referral service that the MCO,
PIHP, PAHP, or PCCM entity does not cover because of
moral or religious objections, the MCO, PIHP, PAHP, or
PCCM entity must inform enrollees that the service is not
covered by the MCO, PIHP, PAHP, or PCCM entity and
how they can obtain information from the State about how
to access these services;

The amount, duration, and scope of benefits available under the

contract in sufficient detail to ensure that enrollees understand

the benefits to which they are entitled;

Procedures for obtaining benefits, including any requirements

for service authorizations and/or referrals for specialty care and

for other benefits not furnished by the enrollee's primary care
provider;

The extent to which, and how, after-hours and emergency

coverage are provided, including:

o What constitutes an emergency medical condition and
emergency services;

o The fact that prior authorization is not required for
emergency services; and

o The fact that, subject to the provisions of this section, the
enrollee has a right to use any hospital or other setting for
emergency care;

Any restrictions on the enrollee's freedom of choice among

network providers;

The extent to which, and how, enrollees may obtain benefits,

including family planning services and supplies from out-of-

network providers;

Cost sharing, if any is imposed under the State plan;

Enrollee rights and responsibilities, including the elements

specified in 42 CFR §438.100;

The process of selecting and changing the enrollee's primary

care provider;

Grievance, appeal, and review procedures and timeframes,

consistent with 42 CFR 457.1260, in a State-developed or State-

approved description, including:

o The right to file grievances and appeals;

o The requirements and timeframes for filing a grievance or
appeal;
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3.5.11 X

3.5.12 [X

3.5.13 X

3.5.14 [X

3.5.15[X

3.5.16 [

3.5.17 X

o The availability of assistance in the filing process; and

o The right to request a State review after the MCO, PIHP or
PAHP has made a determination on an enrollee's appeal
which is adverse to the enrollee;

e How to access auxiliary aids and services, including additional
information in alternative formats or languages;

e The toll-free telephone number for member services, medical
management, and any other unit providing services directly to
enrollees; and

e Information on how to report suspected fraud or abuse.

The State assures that each MCO, PIHP, PAHP and PCCM entity will
give each enrollee notice of any change that the State defines as significant
in the information specified in the enrollee handbook at least 30 days
before the intended effective date of the change. (42 CFR 457.1207, cross-
referencing to 42 CFR 438.10(g)(4))

The State assures that each MCO, PIHP, PAHP and when appropriate,
PCCM entity, will make available a provider directory for the MCO’s,
PIHP’s, PAHP’s or PCCM entity’s network providers, including for
physicians (including specialists), hospitals, pharmacies, and behavioral
health providers, that includes information as specified in 42 CFR
457.1207, cross-referencing to 42 CFR 438.10(h)(1)-(2) and (4).

The State assures that each MCO, PIHP, PAHP and when appropriate,
PCCM entity, will update any information included in a paper provider
directory at least monthly and in an electronic provider directories as
specified in 42 CFR 438.10(h)(3). (42 CFR 457.1207, cross-referencing to
42 CFR 438.10(h)(3))

The State assures that each MCO, PIHP, PAHP and when appropriate,
PCCM entity, will make available the MCO’s, PIHP’s, PAHP’s, or PCCM
entity’s formulary that meets the requirements specified in 42 CFR
457.1207, cross-referencing to 42 CFR 438.10(i), including:

e Which medications are covered (both generic and name brand); and

e What tier each medication is on.

The State assures that each MCO, PIHP, PAHP, PCCM and PCCM entity
follows the requirements for marketing activities under 42 CFR 457.1224,
cross-referencing to 42 CFR 438.104 (except 42 CFR 438.104(c)).

The State assures that each MCO, PIHP and PAHP protects
communications between providers and enrollees under 42 CFR 457.1222,
cross-referencing to 42 CFR 438.102.

The State assures that MCOs, PIHPs, and PAHPs have arrangements and
procedures that prohibit the MCO, PIHP, and PAHP from conducting any
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3.5.18 [X

unsolicited personal contact with a potential enrollee by an employee or
agent of the MCO, PAHP, or PIHP for the purpose of influencing the
individual to enroll with the entity. (42 CFR 457.1280(b)(2))

The State assures that each contracted MCO, PIHP, and PAHP comply
with the notice requirements specified for grievances and appeals in
accordance with the terms of 42 CFR 438, Subpart F, except that the terms
of 42 CFR 438.420 do not apply and that references to reviews should be
read to refer to reviews as described in 42 CFR 457, Subpart K. (42 CFR
457.1260)

3.6 Benefits and Services

3.6.1[]

3.6.2[X

3.6.3[X

3.64[X

3.6.5[X

The State assures that MCO, PIHP, PAHP, PCCM entity, and PCCM
contracts involving Indians, Indian health care providers, and Indian
managed care entities comply with the requirements of 42 CFR 438.14.
(42 CFR 457.1209)

CHIP (Kidscare) members are not a qualified population for enrollment in
the American Indian Medical Home (PCCM) program. AHCCCS and the
KidsCare program have authority to claim expenditures for capitation
even though MCOs do not necessarily comply with 4398.14. See
Paragraph 3 of the list of Expenditure Authorities approved as part of the
1115 demonstration.

The State assures that all services covered under the State plan are
available and accessible to enrollees. (42 CFR 457.1230(a), cross-
referencing to 42 CFR 438.206)

The State assures that it:

e Publishes the State’s network adequacy standards developed in
accordance with 42 CFR 457.1218, cross-referencing 42 CFR
438.68(b)(1) on the Web site required by 42 CFR 438.10;

e Makes available, upon request, the State’s network adequacy
standards at no cost to enrollees with disabilities in alternate
formats or through the provision of auxiliary aids and services.
(42 CFR 457.1218, cross-referencing 42 CFR 438.68(e))

The State assures that each MCO, PAHP and PIHP meet the State’s
network adequacy standards. (42 CFR 457.1218, cross-referencing 42
CFR 438.68; 42 CFR 457.1230(a), cross-referencing to 42 CFR 438.206)

The State assures that each MCO, PIHP, and PAHP includes within its
network of credentialed providers:
e A sufficient number of providers to provide adequate access to
all services covered under the contract for all enrollees,
including those with limited English proficiency or physical or
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mental disabilities;

e Women'’s health specialists to provide direct access to covered
care necessary to provide women’s routine and preventative
health care services for female enrollees; and

e Family planning providers to ensure timely access to covered
services. (42 CFR 457.1230(a), cross-referencing to 42 CFR
438.206(b)

3.6.6 X The State assures that each contract under 42 CFR 457.1201 permits an
enrollee to choose his or her network provider. (42 CFR 457.1201(j),
cross-referencing 42 CFR 438.3(1))

3.6.7[X The State assures that each MCO, PIHP, and PAHP provides for a second
opinion from a network provider, or arranges for the enrollee to obtain one
outside the network, at no cost. (42 CFR 457.1230(a), cross-referencing to
42 CFR 438.206(b)(3))

3.6.8[X The State assures that each MCO, PIHP, and PAHP ensures that providers,
in furnishing services to enrollees, provide timely access to care and
services, including by:

e Requiring the contract to adequately and timely cover out-of-
network services if the provider network is unable to provide
necessary services covered under the contract to a particular
enrollee and at a cost to the enrollee that is no greater than if the
services were furnished within the network;

e Requiring the MCO, PIHP and PAHP meet and its network
providers to meet State standards for timely access to care and
services, taking into account the urgency of the need for
services;

e Ensuring that the hours of operation for a network provider are
no less than the hours of operation offered to commercial
enrollees or comparable to Medicaid or CHIP Fee-For-Service,
if the provider serves only Medicaid or CHIP enrollees;

e Ensuring that the MCO, PIHP and PAHP makes available
services include in the contract on a 24 hours a day, 7 days a
week basis when medically necessary;

e Establishing mechanisms to ensure compliance by network
providers;

e Monitoring network providers regularly to determine
compliance;

e Taking corrective action if there is a failure to comply by a
network provider. (42 CFR 457.1230(a), cross-referencing to 42
CFR 438.206(b)(4) and (5) and (¢))

3.6.9 X The State assures that each MCO, PIHP, and PAHP has the capacity to
serve the expected enrollment in its service area in accordance with the
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State's standards for access to care. (42 CFR 457.1230(b), cross-
referencing to 42 CFR 438.207)

3.6.10 [X The State assures that each MCO, PIHP, and PAHP will be required to
submit documentation to the State, at the time of entering into a contract
with the State, on an annual basis, and at any time there has been a
significant change to the MCO, PIHP, or PAHP’s operations that would
affect the adequacy of capacity and services, to demonstrate that each
MCO, PIHP, and PAHP for the anticipated number of enrollees for the
service area:

e Offers an appropriate range of preventative, primary care and
specialty services; and

e Maintains a provider network that is sufficient in number, mix,
and geographic distribution. (42 CFR 457.1230, cross-
referencing to 42 CFR 438.207(b))

3.6.11 [X Except that 42 CFR 438.210(a)(5) does not apply to CHIP, the State
assures that its contracts with each MCO, PIHP, or PAHP comply with the
coverage of services requirements under 42 CFR 438.210, including:

e Identifying, defining, and specifying the amount, duration, and
scope of each service that the MCO, PIHP, or PAHP is required
to offer; and

e Permitting an MCO, PIHP, or PAHP to place appropriate limits
on a service. (42 CFR 457.1230(d), cross referencing to 42 CFR
438.210(a) except that 438.210(a)(5) does not apply to CHIP
contracts)

3.6.12 [ Except that 438.210(b)(2)(iii) does not apply to CHIP, the State assures
that its contracts with each MCO, PIHP, or PAHP comply with the
authorization of services requirements under 42 CFR 438.210, including
that:

e The MCO, PIHP, or PAHP and its subcontractors have in place
and follow written policies and procedures;

e The MCO, PIHP, or PAHP have in place mechanisms to ensure
consistent application of review criteria and consult with the
requesting provider when appropriate; and

e Any decision to deny a service authorization request or to
authorize a service in an amount, duration, or scope that is less
than requested be made by an individual with appropriate
expertise in addressing the enrollee’s medical, or behavioral
health needs. (42 CFR 457.1230(d), cross referencing to 42
CFR 438.210(b), except that 438.210(b)(2)(ii1) does not apply
to CHIP contracts)

3.6.13 X The State assures that its contracts with each MCO, PIHP, or PAHP
require each MCO, PIHP, or PAHP to notify the requesting provider and
given written notice to the enrollee of any adverse benefit determination to
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deny a service authorization request, or to authorize a service in an
amount, duration, or scope that is less than requested. (42 CFR
457.1230(d), cross-referencing to 42 CFR 438.210(c))

3.6.14 [ The State assures that its contracts with each MCO, PIHP, or PAHP
provide that compensation to individuals or entities that conduct
utilization management activities is not structured so as to provide
incentives for the individual or entity to deny, limit, or discontinue
medically necessary services to any enrollee. (42 CFR 457.1230(d), cross-
referencing to 42 CFR 438.210(e))

3.6.15[X The State assures that it has a transition of care policy that meets the
requirements of 438.62(b)(1) and requires that each contracted MCO,
PIHP, and PAHP implements the policy. (42 CFR 457.1216, cross-
referencing to 42 CFR 438.62)

3.6.16 [ The State assures that each MCO, PIHP, and PAHP has implemented
procedures to deliver care to and coordinate services for all enrollees in
accordance with 42 CFR 457.1230(c), cross-referencing to 42 CFR
438.208, including:

o Ensure that each enrollee has an ongoing source of care
appropriate to his or her needs;

e Ensure that each enrollee has a person or entity formally
designated as primarily responsible for coordinating the services
accessed by the enrollee;

e Provide the enrollee with information on how to contract their
designated person or entity responsible for the enrollee’s
coordination of services;

e Coordinate the services the MCO, PIHP, or PAHP furnishes to
the enrollee between settings of care; with services from any
other MCO, PIHP, or PAHP; with fee-for-service services; and
with the services the enrollee receives from community and
social support providers;

e Make a best effort to conduct an initial screening of each
enrollees needs within 90 days of the effective date of
enrollment for all new enrollees;

e Share with the State or other MCOs, PIHPs, or PAHPs serving
the enrollee the results of any identification and assessment of
the enrollee’s needs;

e Ensure that each provider furnishing services to enrollees
maintains and shares, as appropriate, an enrollee health record
in accordance with professional standards; and

e Ensure that each enrollee’s privacy is protected in the process of
coordinating care is protected with the requirements of 45 CFR
parts 160 and 164 subparts A and E. (42 CFR 457.1230(c¢),
cross-referencing to 42 CFR 438.208(b))
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3.6.17 [X

3.6.18 X

3.6.19 X

3.6.20 [

The State assures that it has implemented mechanisms for identifying to
MCOs, PIHPs, and PAHPs enrollees with special health care needs who
are eligible for assessment and treatment services under 42 CFR
457.1230(c), cross-referencing to 42 CFR 438.208(c) and included the
mechanism in the State’s quality strategy.

The State assures that each applicable MCO, PIHP, and PAHP implements
the mechanisms to comprehensively assess each enrollee identified by the
state as having special health care needs. (42 CFR 457.1230(c), cross-
referencing to 42 CFR 438.208(c)(2))

The State assures that each MCO, PIHP, and PAHP will produce a
treatment or service plan that meets the following requirements for
enrollees identified with special health care needs:

e Isin accordance with applicable State quality assurance and
utilization review standards;

o Reviewed and revised upon reassessment of functional need, at least
every 12 months, or when the enrollee’s circumstances or needs
change significantly. (42 CFR 457.1230(c), cross-referencing to 42
CFR 438.208(¢c)(3))

The State assures that each MCO, PIHP, and PAHP must have a
mechanism in place to allow enrollees to directly access a specialist as
appropriate for the enrollee's condition and identified needs for enrollees
identified with special health care needs who need a course of treatment or
regular care monitoring. (42 CFR 457.1230(c), cross-referencing to 42
CFR 438.208(c)(4))

3.7 Operations

371X

3.7.2

The State assures that it has established a uniform credentialing and
recredentialing policy that addresses acute, primary, behavioral, and
substance use disorders providers and requires each MCO, PIHP and
PAHP to follow those policies. (42 CFR 457.1233(a), cross-referencing 42
CFR 438.214(b)(1))

The State assures each contracted MCO, PIHP and PAHP will comply
with the provider selection requirements in 42 CFR 457.1208 and
457.1233(a), cross-referencing 42 CFR 438.12 and 438.214, including
that:

X] Each MCO, PIHP, or PAHP implements written policies and
procedures for selection and retention of network providers (42 CFR
457.1233(a), cross-referencing 42 CFR 438.214(a));

X] MCO, PIHP, and PAHP network provider selection policies and
procedures do not discriminate against particular providers that serve
high-risk populations or specialize in conditions that require costly
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treatment (42 CFR 457.1233(a), cross-referencing 42 CFR
438.214(c));

X] MCOs, PIHPs, and PAHPs do not discriminate in the participation,
reimbursement, or indemnification of any provider who is acting
within the scope of his or her license or certification, solely on the
basis of that license or certification (42 CFR 457.1208, cross
referencing 42 CFR 438.12(a));

X If an MCO, PIHP, or PAHP declines to include individual or groups
of providers in the MCO, PIHP, or PAHP’s provider network, the
MCO, PIHP, and PAHP gives the affected providers written notice of
the reason for the decision (42 CFR 457.1208, cross referencing 42
CFR 438.12(a)); and

X] MCOs, PIHPs, and PAHPs do not employ or contract with providers
excluded from participation in Federal health care programs under
either section 1128 or section 1128A of the Act. (42 CFR
457.1233(a), cross-referencing 42 CFR 438.214(d)).

3.7.3 The State assures that each contracted MCO, PIHP, and PAHP complies
with the subcontractual relationships and delegation requirements in 42
CFR 457.1233(b), cross-referencing 42 CFR 438.230, including that:

X] The MCO, PIHP, or PAHP maintains ultimate responsibility for
adhering to and otherwise fully complying with all terms and
conditions of its contract with the State;

X] All contracts or written arrangements between the MCO, PIHP, or
PAHP and any subcontractor specify that all delegated activities or
obligations, and related reporting responsibilities, are specified in the
contract or written agreement, the subcontractor agrees to perform the
delegated activities and reporting responsibilities specified in
compliance with the MCO's, PIHP's, or PAHP's contract obligations,
and the contract or written arrangement must either provide for
revocation of the delegation of activities or obligations, or specify
other remedies in instances where the State or the MCO, PIHP, or
PAHP determine that the subcontractor has not performed
satisfactorily;

<] All contracts or written arrangements between the MCO, PIHP, or
PAHP and any subcontractor must specify that the subcontractor
agrees to comply with all applicable CHIP laws, regulations,
including applicable subregulatory guidance and contract provisions;
and

DX] The subcontractor agrees to the audit provisions in 438.230(c)(3).

3.74 X The State assures that each contracted MCO and, when applicable, each
PIHP and PAHP, adopts and disseminates practice guidelines that are
based on valid and reliable clinical evidence or a consensus of providers in
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3.75[X

3.7.6 X

3.7.7 X

3.7.8 X

3.7.9 X

the particular field; consider the needs of the MCO's, PIHP's, or PAHP's
enrollees; are adopted in consultation with network providers; and are

reviewed and updated periodically as appropriate. (42 CFR 457.1233(c),
cross referencing 42 CFR 438.236(b) and (¢))

The State assures that each contracted MCO and, when applicable, each
PIHP and PAHP makes decisions for utilization management, enrollee
education, coverage of services, and other areas to which the guidelines
apply are consistent with the practice guidelines. (42 CFR 457.1233(c),
cross referencing 42 CFR 438.236(d))

The State assures that each contracted MCO, PIHP, and PAHP maintains a
health information system that collects, analyzes, integrates, and reports
data consistent with 42 CFR 438.242. The systems must provide
information on areas including, but not limited to, utilization, claims,
grievances and appeals, and disenrollments for other than loss of CHIP
eligibility. (42 CFR 457.1233(d), cross referencing 42 CFR 438.242)

The State assures that it reviews and validates the encounter data
collected, maintained, and submitted to the State by the MCO, PIHP, or
PAHP to ensure it is a complete and accurate representation of the services
provided to the enrollees under the contract between the State and the
MCO, PIHP, or PAHP and meets the requirements 42 CFR 438.242 of this
section. (42 CFR 457.1233(d), cross referencing 42 CFR 438.242)

The State assures that it will submit to CMS all encounter data collected,
maintained, submitted to the State by the MCO, PIHP, and PAHP once the
State has reviewed and validated the data based on the requirements of 42
CFR 438.242. (CMS State Medicaid Director Letter #13-004)

The State assures that each contracted MCO, PIHP and PAHP complies
with the privacy protections under 42 CFR 457.1110. (42 CFR
457.1233(e))

3.8 Beneficiary Protections

3.8.1[X

3.82[X

3.83[X

The State assures that each MCO, PIHP, PAHP, PCCM and PCCM entity
has written policies regarding the enrollee rights specified in 42 CFR
438.100. (42 CFR 457.1220, cross-referencing to 42 CFR 438.100(a)(1))

The State assures that its contracts with an MCO, PIHP, PAHP, PCCM, or
PCCM entity include a guarantee that the MCO, PIHP, PAHP, PCCM, or
PCCM entity will not avoid costs for services covered in its contract by

referring enrollees to publicly supported health care resources. (42 CFR
457.1201(p))

The State assures that MCOs, PIHPs, and PAHPs do not hold the enrollee
liable for the following:
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e The MCO’s, PIHP’s or PAHP’s debts, in the event of the entity’s
solvency. (42 CFR 457.1226, cross-referencing to 42 CFR 438.106(a))

e (Covered services provided to the enrollee for which the State does not
pay the MCO, PIHP or PAHP or for which the State, MCO, PIHP, or
PAHP does not pay the individual or the health care provider that
furnished the services under a contractual, referral or other
arrangement. (42 CFR 457.1226, cross-referencing to 42 CFR
438.106(b))

e Payments for covered services furnished under a contract, referral or
other arrangement that are in excess of the amount the enrollee would
owe if the MCO, PIHP or PAHP covered the services directly. (42
CFR 457.1226, cross-referencing to 42 CFR 438.106(c))

3.9 Grievances and Appeals

3.9.1[X

3.9.2 X

3.93[X

3.94.

3.95[ ]

3.9.6 X

The State assures that each MCO, PIHP, and PAHP has a grievance and
appeal system in place that allows enrollees to file a grievance and request
an appeal. (42 CFR 457.1260, cross-referencing to 42 CFR 438.402(a) and
438.402(c))

The State assures that each MCO, PIHP, and PAHP has only one level of
appeal for enrollees. (42 CFR 457.1260, cross-referencing to 42 CFR
438.402(b))

The State assures that an enrollee may request a State review after
receiving notice that the adverse benefit determination is upheld, or after
an MCO, PIHP, or PAHP fails to adhere to the notice and timing
requirements in 42 CFR 438.408. (42 CFR 457.1260, cross-referencing to
438.402(c))

Does the state offer and arrange for an external medical review?

[] Yes
X] No

The State assures that the external medical review is:

e At the enrollee's option and not required before or used as a deterrent
to proceeding to the State review;

¢ Independent of both the State and MCO, PIHP, or PAHP;

e Offered without any cost to the enrollee; and

e Not extending any of the timeframes specified in 42 CFR 438.408. (42
CFR 457.1260, cross-referencing to 42 CFR 438.402(a) and
438.402(c)(1)(1))

The State assures that an enrollee may file a grievance with the MCO,
PIHP, or PAHP at any time. (42 CFR 457.1260, cross-referencing to 42
CFR 438.402(a) and 438.402(c)(2)(1))
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3.9.7[X The State assures that an enrollee has 60 calendar days from the date on an
adverse benefit determination notice to file a request for an appeal to the
MCO, PIHP, or PAHP. (42 CFR 457.1260, cross-referencing to 42 CFR
438.402(a) and 438.402(c)(2)(i1))

3.9.8[X The State assures that an enrollee may file a grievance and request an
appeal either orally or in writing. (42 CFR 457.1260, cross-referencing to
42 CFR 438.402(a) and 438.402(c)(3)(1))

3.9.9 X The State assures that each MCO, PIHP, and PAHP gives enrollees timely
and adequate notice of an adverse benefit determination in writing

consistent with the requirements below in Section 3.9.10 and in 42 CFR
438.10.

3.9.10 X The State assures that the notice of an adverse benefit determination
explains:

e The adverse benefit determination.

e The reasons for the adverse benefit determination, including the right
of the enrollee to be provided upon request and free of charge,
reasonable access to and copies of all documents, records, and other
information relevant to the enrollee's adverse benefit determination.
Such information includes medical necessity criteria, and any
processes, strategies, or evidentiary standards used in setting coverage
limits.

e The enrollee's right to request an appeal of the MCQO's, PIHP's, or
PAHP's adverse benefit determination, including information on
exhausting the MCO's, PIHP's, or PAHP's one level of appeal and the
right to request a State review.

e The procedures for exercising the rights specified above under this
assurance.

e The circumstances under which an appeal process can be expedited
and how to request it. (42 CFR 457.1260, cross-referencing to 42 CFR
438.404(b))

3.9.11 X The State assures that the notice of an adverse benefit determination is
provided in a timely manner in accordance with 42 CFR 457.1260. (42
CFR 457.1260, cross-referencing to 42 CFR 438.404(c))

3.9.12 X The State assures that MCOs, PIHPs, and PAHPs give enrollees
reasonable assistance in completing forms and taking other procedural
steps related to a grievance or appeal. This includes, but is not limited to,
auxiliary aids and services upon request, such as providing interpreter
services and toll-free numbers that have adequate TTY/TTD and
interpreter capability. (42 CFR 457.1260, cross-referencing to 42 CFR
438.406(a))
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3.9.13 The state makes the following assurances related to MCO, PIHP, and

PAHP processes for handling enrollee grievances and appeals:

DX Individuals who make decisions on grievances and appeals were
neither involved in any previous level of review or decision-making
nor a subordinate of any such individual.

DX Individuals who make decisions on grievances and appeals, if
deciding any of the following, are individuals who have the
appropriate clinical expertise in treating the enrollee's condition or
disease:

e An appeal of a denial that is based on lack of medical necessity.
e A grievance regarding denial of expedited resolution of an appeal.
e A grievance or appeal that involves clinical issues.

X] All comments, documents, records, and other information submitted
by the enrollee or their representative will be taken into account,
without regard to whether such information was submitted or
considered in the initial adverse benefit determination.

DX Enrollees have a reasonable opportunity, in person and in writing, to
present evidence and testimony and make legal and factual
arguments.

DX Enrollees are provided the enrollee's case file, including medical
records, other documents and records, and any new or additional
evidence considered, relied upon, or generated by the MCO, PIHP or
PAHP (or at the direction of the MCO, PIHP or PAHP) in connection
with the appeal of the adverse benefit determination. This information
must be provided free of charge and sufficiently in advance of the
resolution timeframe for appeals.

DX The enrollee and his or her representative or the legal representative
of a deceased enrollee's estate are included as parties to the appeal.
(42 CFR 457.1260, cross-referencing to 42 CFR 438.406(b))

3.9.14 [X The State assures that standard grievances are resolved (including notice
to the affected parties) within 90 calendar days from the day the MCO,
PIHP, or PAHP receives the grievance. (42 CFR 457.1260, cross-
referencing to 42 CFR 438.408(b))

3.9.15[X The State assures that standard appeals are resolved (including notice to
the affected parties) within 30 calendar days from the day the MCO, PIHP,
or PAHP receives the appeal. The MCO, PIHP, or PAHP may extend the
timeframe by up to 14 calendar days if the enrollee requests the extension
or the MCO, PIHP, or PAHP shows that there is need for additional
information and that the delay is in the enrollee's interest. (42 CFR
457.1260, cross-referencing to 42 CFR 42 CFR 438.408(b) and (c))

3.9.16 [X The State assures that each MCO, PIHP, and PAHP establishes and
maintains an expedited review process for appeals that is no longer than
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72 hours after the MCO, PIHP, or PAHP receives the appeal. The
expedited review process applies when the MCO, PIHP, or PAHP
determines (for a request from the enrollee) or the provider indicates (in
making the request on the enrollee's behalf or supporting the enrollee's
request) that taking the time for a standard resolution could seriously
jeopardize the enrollee's life, physical or mental health, or ability to attain,

maintain, or regain maximum function. (42 CFR 457.1260, cross-
referencing to 42 CFR 438.408(b) and (¢), and 42 CFR 438.410(a))

3.9.17[X The State assures that if an MCO, PIHP, or PAHP denies a request for
expedited resolution of an appeal, it transfers the appeal within the
timeframe for standard resolution in accordance with 42 CFR
438.408(b)(2). (42 CFR 457.1260, cross-referencing to 42 CFR
438.410(c)(1))

3.9.18 X The State assures that if the MCO, PIHP, or PAHP extends the timeframes
for an appeal not at the request of the enrollee or it denies a request for an
expedited resolution of an appeal, it completes all of the following:

e Make reasonable efforts to give the enrollee prompt oral notice of the
delay.

e Within 2 calendar days give the enrollee written notice of the reason
for the decision to extend the timeframe and inform the enrollee of the
right to file a grievance if he or she disagrees with that decision.

e Resolve the appeal as expeditiously as the enrollee's health condition
requires and no later than the date the extension expires. (42 CFR
457.1260, cross-referencing to 42 CFR 438.408(c) and 42 CFR
438.410(c))

3.9.19 X The State assures that if an MCO, PIHP, or PAHP fails to adhere to the
notice and timing requirements in this section, the enrollee is deemed to
have exhausted the MCQ's, PIHP's, or PAHP's appeals process and the
enrollee may initiate a State review. (42 CFR 457.1260, cross-referencing
to 42 CFR 438.408(c)(3))

3.9.20 [X The State assures that has established a method that an MCO, PIHP, and
PAHP will use to notify an enrollee of the resolution of a grievance and
ensure that such methods meet, at a minimum, the standards described at
42 CFR 438.10. (42 CFR 457.1260, cross referencing to 42 CFR
457.408(d)(1))

3.9.21 X For all appeals, the State assures that each contracted MCO, PIHP, and
PAHP provides written notice of resolution in a format and language that,
at a minimum, meet the standards described at 42 CFR 438.10. The notice
of resolution includes at least the following items:

e The results of the resolution process and the date it was completed;
and
e For appeals not resolved wholly in favor of the enrollees:
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o The right to request a State review, and how to do so.

o The right to request and receive benefits while the hearing is
pending, and how to make the request.

o That the enrollee may, consistent with State policy, be held liable
for the cost of those benefits if the hearing decision upholds the
MCO's, PIHP's, or PAHP's adverse benefit determination. (42 CFR
457.1260, cross referencing to 42 CFR 457.408(d)(2)(i) and (e))

3.9.22 X For notice of an expedited resolution, the State assures that each
contracted MCO, PIHP, or PAHP makes reasonable efforts to provide oral
notice, in addition to the written notice of resolution. (42 CFR 457.1260,
cross referencing to 42 CFR 457.408(d)(2)(ii))

3.9.23[ ] The State assures that if it offers an external medical review:

e The review is at the enrollee's option and is not required before or used
as a deterrent to proceeding to the State review;

e The review is independent of both the State and MCO, PIHP, or
PAHP; and

e The review is offered without any cost to the enrollee. (42 CFR
457.1260, cross-referencing to 42 CFR 438.408(f))

3.9.24 [X The State assures that MCOs, PIHPs, and PAHPs do not take punitive
action against providers who request an expedited resolution or support an
enrollee's appeal. (42 CFR 457.1260, cross-referencing to 42 CFR
438.410(b))

3.9.25 X The State assures that MCOs, PIHPs, or PAHPs must provide information
specified in 42 CFR 438.10(g)(2)(xi) about the grievance and appeal
system to all providers and subcontractors at the time they enter into a
contract. This includes:

e The right to file grievances and appeals;

e The requirements and timeframes for filing a grievance or appeal;

e The availability of assistance in the filing process;

e The right to request a State review after the MCO, PIHP or PAHP has
made a determination on an enrollee's appeal which is adverse to the
enrollee; and

e The fact that, when requested by the enrollee, benefits that the MCO,
PIHP, or PAHP seeks to reduce or terminate will continue if the
enrollee files an appeal or a request for State review within the
timeframes specified for filing, and that the enrollee may, consistent
with State policy, be required to pay the cost of services furnished
while the appeal or State review is pending if the final decision is
adverse to the enrollee. (42 CFR 457.1260, cross-referencing to 42
CFR 438.414)
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3.9.26 [X

3.9.27 X

The State assures that it requires MCOs, PIHPs, and PAHPs to maintain
records of grievances and appeals and reviews the information as part of
its ongoing monitoring procedures, as well as for updates and revisions to
the State quality strategy. The record must be accurately maintained in a
manner accessible to the state and available upon request to CMS. (42
CFR 457.1260, cross-referencing to 42 CFR 438.416)

The State assures that if the MCO, PIHP, or PAHP, or the State review
officer reverses a decision to deny, limit, or delay services that were not
furnished while the appeal was pending, the MCO, PIHP, or PAHP must
authorize or provide the disputed services promptly and as expeditiously
as the enrollee's health condition requires but no later than 72 hours from
the date it receives notice reversing the determination. (42 CFR 457.1260,
cross-referencing to 42 CFR 438.424(a))

3.10 Program Integrity

3.10.1

3.10.2 X

3.10.3 X

Effective Date: 7-1-18

The State assures that any entity seeking to contract as an MCO, PIHP, or
PAHP under a separate child health program has administrative and
management arrangements or procedures designed to safeguard against
fraud and abuse, including:

X] Enforcing MCO, PIHP, and PAHP compliance with all applicable
Federal and State statutes, regulations, and standards;

DX] Prohibiting MCOs, PIHPs, or PAHPs from conducting any
unsolicited personal contact with a potential enrollee by an employee
or agent of the MCO, PAHP, or PIHP for the purpose of influencing
the individual to enroll with the entity; and

X] Including a mechanism for MCOs, PIHPs, and PAHPs to report to
the State, to CMS, or to the Office of Inspector General (OIG) as
appropriate, information on violations of law by subcontractors,
providers, or enrollees of an MCO, PIHP, or PAHP and other
individuals. (42 CFR 457.1280)

The State assures that it has in effect safeguards against conflict of interest
on the part of State and local officers and employees and agents of the
State who have responsibilities relating to the MCO, PIHP, or PAHP
contracts or enrollment processes described in 42 CFR 457.1210(a). (42
CFR 457.1214, cross referencing 42 CFR 438.58)

The State assures that it periodically, but no less frequently than once
every 3 years, conducts, or contracts for the conduct of, an independent
audit of the accuracy, truthfulness, and completeness of the encounter and
financial data submitted by, or on behalf of, each MCO, PIHP or PAHP.
(42 CFR 457.1285, cross referencing 42 CFR 438.602(e))
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3.10.4 [X The State assures that it requires MCOs, PIHPs, PAHP, and or
subcontractors (only to the extent that the subcontractor is delegated
responsibility by the MCO, PIHP, or PAHP for coverage of services and
payment of claims) implement and maintain arrangements or procedures
that are designed to detect and prevent fraud, waste, and abuse. The
arrangements or procedures must include the following:

e A compliance program that include all of the elements described in 42
CFR 438.608(a)(1);

e Provision for prompt reporting of all overpayments identified or
recovered, specifying the overpayments due to potential fraud, to the
State;

e Provision for prompt notification to the State when it receives
information about changes in an enrollee's circumstances that may
affect the enrollee's eligibility;

e Provision for notification to the State when it receives information
about a change in a network provider's circumstances that may affect
the network provider's eligibility to participate in the managed care
program, including the termination of the provider agreement with the
MCO, PIHP or PAHP;

e Provision for a method to verify, by sampling or other methods,
whether services that have been represented to have been delivered by
network providers were received by enrollees and the application of
such verification processes on a regular basis;

e In the case of MCOs, PIHPs, or PAHPs that make or receive annual
payments under the contract of at least $5,000,000, provision for
written policies for all employees of the entity, and of any contractor
or agent, that provide detailed information about the False Claims Act
and other Federal and State laws described in section 1902(a)(68) of
the Act, including information about rights of employees to be
protected as whistleblowers;

e Provision for the prompt referral of any potential fraud, waste, or
abuse that the MCO, PIHP, or PAHP identifies to the State
Medicaid/CHIP program integrity unit or any potential fraud directly
to the State Medicaid Fraud Control Unit; and

e Provision for the MCO's, PIHP's, or PAHP's suspension of payments
to a network provider for which the State determines there is a credible
allegation of fraud in accordance with 42 CFR 455.23. (42 CFR
457.1285, cross referencing 42 CFR 438.608(a))

3.10.5 [X The State assures that each MCO, PIHP, or PAHP requires and has a
mechanism for a network provider to report to the MCO, PIHP or PAHP
when it has received an overpayment, to return the overpayment to the
MCO, PIHP or PAHP within 60 calendar days after the date on which the
overpayment was identified, and to notify the MCO, PIHP or PAHP in
writing of the reason for the overpayment. (42 CFR 457.1285, cross
referencing 42 CFR 438.608(d)(2))
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3.10.6 [X

3.10.7 [X

3.10.8 [X

3.10.9 [X]

3.10.10 [X]

3.10.11 [X]

3.10.12

The State assures that each MCO, PIHP, or PAHP reports annually to the
State on their recoveries of overpayments. (42 CFR 457.1285, cross
referencing 42 CFR 438.608(d)(3))

The State assures that it screens and enrolls, and periodically revalidates,
all network providers of MCOs, PIHPs, and PAHPs, in accordance with
the requirements of part 455, subparts B and E. This requirement also
extends to PCCMs and PCCM entities to the extent that the primary care
case manager is not otherwise enrolled with the State to provide services
to fee-for-service beneficiaries. (42 CFR 457.1285, cross referencing 42
CFR 438.602(b)(1) and 438.608(b))

The State assures that it reviews the ownership and control disclosures
submitted by the MCO, PIHP, PAHP, PCCM or PCCM entity, and any
subcontractors. (42 CFR 457.1285, cross referencing 42 CFR 438.602(c))

The State assures that it confirms the identity and determines the exclusion
status of the MCO, PIHP, PAHP, PCCM or PCCM entity, any
subcontractor, as well as any person with an ownership or control interest,
or who is an agent or managing employee of the MCO, PIHP, PAHP,
PCCM or PCCM entity through routine checks of Federal databases. If the
State finds a party that is excluded, the State promptly notifies the MCO,
PIHP, PAHP, PCCM, or PCCM entity and takes action consistent with 42
CFR 438.610(c). (42 CFR 457.1285, cross referencing 42 CFR
438.602(d))

The State assures that it receives and investigates information from
whistleblowers relating to the integrity of the MCO, PIHP, PAHP, PCCM,
or PCCM entity, subcontractors, or network providers receiving Federal
funds under this part. (42 CFR 457.1285, cross referencing 42 CFR
438.602(f))

The State assures that MCOs, PIHPs, PAHPs, PCCMs, or PCCM entities
with which the State contracts are not located outside of the United States
and that no claims paid by an MCO, PIHP, or PAHP to a network
provider, out-of-network provider, subcontractor or financial institution
located outside of the U.S. are considered in the development of
actuarially sound capitation rates. (42 CFR 457.1285, cross referencing to
42 CFR 438.602(i); Section 1902(a)(80) of the Social Security Act)

The State assures that MCOs, PIHPs, PAHPs, PCCMs, and PCCM entities

submit to the State the following data, documentation, and information:

X Encounter data in the form and manner described in 42 CFR
438.818.

X Data on the basis of which the State determines the compliance of
the MCO, PIHP, or PAHP with the medical loss ratio requirement
described in 42 CFR 438.8.
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X Data on the basis of which the State determines that the MCO,
PIHP or PAHP has made adequate provision against the risk of
insolvency as required under 42 CFR 438.116.

=4 Documentation described in 42 CFR 438.207(b) on which the State
bases its certification that the MCO, PIHP or PAHP has complied
with the State's requirements for availability and accessibility of
services, including the adequacy of the provider network, as set
forth in 42 CFR 438.206.

X Information on ownership and control described in 42 CFR
455.104 of this chapter from MCOs, PIHPs, PAHPs, PCCMs,
PCCM entities, and subcontractors as governed by 42 CFR
438.230.

=4 The annual report of overpayment recoveries as required in 42
CFR 438.608(d)(3). (42 CFR 457.1285, cross referencing 42 CFR
438.604(a))

3.10.13 The State assures that:

X It requires that the data, documentation, or information submitted
in accordance with 42 CFR 457.1285, cross referencing 42 CFR
438.604(a), is certified in a manner that the MCO's, PIHP's,
PAHP's, PCCM's, or PCCM entity's Chief Executive Officer or
Chief Financial Officer is ultimately responsible for the
certification. (42 CFR 457.1285, cross referencing 42 CFR
438.606(a))

X It requires that the certification includes an attestation that, based
on best information, knowledge, and belief, the data,
documentation, and information specified in 42 CFR 438.604 are
accurate, complete, and truthful. (42 CFR 457.1285, cross
referencing 42 CFR 438.606(b)); and

X It requires the MCO, PIHP, PAHP, PCCM, or PCCM entity to
submit the certification concurrently with the submission of the
data, documentation, or information required in 42 CFR
438.604(a) and (b). (42 CFR 457.1285, cross referencing 42 CFR
438.604(c))

3.10.14X]  The State assures that each MCO, PIHP, PAHP, PCCM, PCCM entity,
and any subcontractors provides: written disclosure of any prohibited
affiliation under 42 CFR 438.610, written disclosure of and information on
ownership and control required under 42 CFR 455.104, and reports to the
State within 60 calendar days when it has identified the capitation
payments or other payments in excess of amounts specified in the contract.
(42 CFR 457.1285, cross referencing 42 CFR 438.608(¢))

3.10.15[X]  The State assures that services are provided in an effective and efficient
manner. (Section 2101(a))

3.10.16 ]  The State assures that it operates a Web site that provides:
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e The documentation on which the State bases its certification that the
MCO, PIHP or PAHP has complied with the State's requirements for
availability and accessibility of services;

e Information on ownership and control of MCOs, PIHPs, PAHPs,
PCCMs, PCCM entities, and subcontractors; and

e The results of any audits conducted under 42 CFR 438.602(e). (42
CFR 457.1285, cross-referencing to 42 CFR 438.602(g)).

3.11 Sanctions

3.11.1[X

3.11.2[X

3.11.3[X

3.11.5[X

3.11.6 [X

3.11.7 X

The State assures that it has established intermediate sanctions that it may
impose if it makes the determination that an MCO has acted or failed to
act in a manner specified in 438.700(b)-(d). (42 CFR 457.1270, cross
referencing 42 CFR 438.700)

The State assures that it will impose temporary management if it finds that
an MCO has repeatedly failed to meet substantive requirements of part
457 subpart L. (42 CFR 457.1270, cross referencing 42 CFR 438.706(b))

The State assures that if it imposes temporary management on an MCO,
the State allows enrollees the right to terminate enrollment without cause
and notifies the affected enrollees of their right to terminate enrollment.
(42 CFR 457.1270, cross referencing 42 CFR 438.706(b))

The State assures that before it imposes intermediate sanctions, it gives the
affected entity timely written notice. (42 CFR 457.1270, cross referencing
42 CFR 438.710(a))

The State assures that if it intends to terminate an MCO, PCCM, or PCCM
entity, it provides a pre-termination hearing and written notice of the
decision as specified in 42 CFR 438.710(b). If the decision to terminate is
affirmed, the State assures that it gives enrollees of the MCO, PCCM or
PCCM entity notice of the termination and information, consistent with 42
CFR 438.10, on their options for receiving CHIP services following the
effective date of termination. (42 CFR 457.1270, cross referencing 42
CFR 438.710(b))

The State assures that it will give CMS written notice that complies with
42 CFR 438.724 whenever it imposes or lifts a sanction for one of the
violations listed in 42 CFR 438.700. (42 CFR 457.1270, cross referencing
42 CFR 438.724)

3.12 Quality Measurement and Improvement; External Quality Review

3.12.1 Quality Strategy

3.12.1.1 X  The State assures that it will draft and implement a written quality

strategy for assessing and improving the quality of health care and
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Effective Date: 7-1-18

services furnished CHIP enrollees as described in 42 CFR
438.340(a). The quality strategy must include the following items:

The State-defined network adequacy and availability of services

standards for MCOs, PIHPs, and PAHPs required by 42 CFR

438.68 and 438.206 and examples of evidence-based clinical

practice guidelines the State requires in accordance with 42

CFR 438.236;

A description of:

o The quality metrics and performance targets to be used in
measuring the performance and improvement of each MCO,
PIHP, and PAHP with which the State contracts, including
but not limited to, the performance measures reported in
accordance with 42 CFR 438.330(c); and

o The performance improvement projects to be implemented
in accordance with 42 CFR 438.330(d), including a
description of any interventions the State proposes to
improve access, quality, or timeliness of care for
beneficiaries enrolled in an MCO, PIHP, or PAHP;

Arrangements for annual, external independent reviews, in

accordance with 42 CFR 438.350, of the quality outcomes and

timeliness of, and access to, the services covered under each
contract;

A description of the State's transition of care policy required

under 42 CFR 438.62(b)(3);

The State's plan to identify, evaluate, and reduce, to the extent

practicable, health disparities based on age, race, ethnicity, sex,

and primary language;

For MCOs, appropriate use of intermediate sanctions that, at a

minimum, meet the requirements of subpart I of 42 CFR Part

438;

A description of how the State will assess the performance and

quality outcomes achieved by each PCCM entity;

The mechanisms implemented by the State to comply with 42

CFR 438.208(c)(1) (relating to the identification of persons

with special health care needs);

Identification of the external quality review (EQR)-related

activities for which the State has exercised the option under 42

CFR 438.360 (relating to nonduplication of EQR-related

activities), and explain the rationale for the State's

determination that the private accreditation activity is
comparable to such EQR-related activities;

Identification of which quality measures and performance

outcomes the State will publish at least annually on the Web site

required under 42 CFR 438.10(c)(3); and

The State's definition of a “significant change” for the purposes

of updating the quality strategy under 42 CFR 438.340(c)(3)(ii).
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3.12.1.2 K

3.12.13 K

3.12.14

3.12.15 K

3.12.1.6 X

3.12.1.7 K

3.12.1.8 X

(42 CFR 457.1240(e), cross referencing to 42 CFR 438.340(b))
The State assures that the goals and objectives for continuous
quality improvement in the quality strategy are measurable and
take into consideration the health status of all populations in the
State served by the MCO, PIHP, and PAHP. (42 CFR 457.1240(e),
cross referencing to 42 CFR 438.340(b)(2))

The State assures that for purposes of the quality strategy, the State
provides the demographic information for each CHIP enrollee to
the MCO, PIHP or PAHP at the time of enrollment. (42 CFR
457.1240(e), cross referencing to 42 CFR 438.340(b)(6))

The State assures that it will review and update the quality strategy
as needed, but no less than once every 3 years. (42 CFR
457.1240(e), cross referencing to 42 CFR 438.340(c)(2))

The State assures that its review and updates to the quality strategy
will include an evaluation of the effectiveness of the quality
strategy conducted within the previous 3 years and the
recommendations provided pursuant to 42 CFR 438.364(a)(4). (42
CFR 457.1240(e), cross referencing to 42 CFR 438.340(c)(2)(1)
and (iii).

The State assures that it will submit to CMS:
A copy of the initial quality strategy for CMS comment and
feedback prior to adopting it in final; and
e A copy of the revised strategy whenever significant changes are
made to the document, or whenever significant changes occur
within the State's CHIP program, including after the review and
update required every 3 years. (42 CFR 457.1240(e), cross
referencing to 42 CFR 438.340(c)(3))
Before submitting the strategy to CMS for review, the State
assures that when it drafts or revises the State’s quality strategy it
will:
Make the strategy available for public comment; and
e If the State enrolls Indians in the MCO, PIHP, or PAHP, consult
with Tribes in accordance with the State's Tribal consultation
policy. (42 CFR 457.1240(e), cross referencing to 42 CFR
438.340(c)(1))
The State assures that it makes the results of the review of the
quality strategy (including the effectiveness evaluation) and the
final quality strategy available on the Web site required under 42
CFR 438.10(c)(3). (42 CFR 457.1240(e), cross referencing to 42
CFR 438.340(c)(2)(ii) and (d))

3.12.2 Quality Assessment and Performance Improvement Program

Effective Date: 7-1-18
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3.12.2.1 Quality Assessment and Performance Improvement Program:
Measures and Projects

3.12.2.1.1 [X] The State assures that it requires that each MCO, PIHP, and

PAHP establish and implement an ongoing comprehensive
quality assessment and performance improvement program
for the services it furnishes to its enrollees as provided in
42 CFR 438.330, except that the terms of 42 CFR
438.330(d)(4) (related to dual eligibles) do not apply. The
elements of the assessment and program include at least:

e Standard performance measures specified by the State;

e Any measures and programs required by CMS (42 CFR
438.330(a)(2);

e Performance improvement projects that focus on
clinical and non-clinical areas, as specified in 42 CFR
438.330(d);

e Collection and submission of performance
measurement data in accordance with 42 CFR
438.330(c);

e Mechanisms to detect both underutilization and
overutilization of services; and

e Mechanisms to assess the quality and appropriateness
of care furnished to enrollees with special health care
needs, as defined by the State in the quality strategy
under 42 CFR 457.1240(e) and Section 3.12.1 of this
template). (42 CFR 457.1240(b), cross referencing to
42 CFR 438.330(b) and (c)(1))

3.12.2.2 Quality Assessment and Performance Improvement Program:
Reporting and Effectiveness

3.12.2.2.1 [X] The State assures that each MCO, PIHP, and PAHP reports

3.12.2.22 X

Effective Date: 7-1-18

on the status and results of each performance improvement
project conducted by the MCO, PIHP, and PAHP to the
State as required by the State, but not less than once per
year. (42 CFR 457.1240(b), cross referencing to 42 CFR
438.330(d)(3))

The State assures that it annually requires each MCO,
PIHP, and PAHP to:

1) Measure and report to the State on its performance using
the standard measures required by the State;

2) Submit to the State data specified by the State to
calculate the MCO's, PIHP's, or PAHP's performance using
the standard measures identified by the State; or

3) Perform a combination of options (1) and (2) of this
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3.12.2.23 X

assurance. (42 CFR 457.1240(b), cross referencing to 42
CFR 438.330(¢c)(2))

The State assures that the State reviews, at least annually,

the impact and effectiveness of the quality assessment and

performance improvement program of each MCO, PIHP,

PAHP and PCCM entity. The State’s review must include:

e The MCO's, PIHP's, PAHP's, and PCCM entity's
performance on the measures on which it is required to
report; and

e The outcomes and trended results of each MCO's,
PIHP's, and PAHP's performance improvement
projects. (42 CFR 457.1240(b), cross referencing to 42
CFR 438.330(e)(1))

3.12.2.2 Quality Assessment and Performance Improvement Program:
Reporting and Effectiveness

312221 X

312222 X

312223

Effective Date: 7-1-18

The State assures that each MCO, PIHP, and PAHP reports
on the status and results of each performance improvement
project conducted by the MCO, PIHP, and PAHP to the
State as required by the State, but not less than once per
year. (42 CFR 457.1240(b), cross referencing to 42 CFR
438.330(d)(3))

The State assures that it annually requires each MCO,
PIHP, and PAHP to:

1) Measure and report to the State on its performance using
the standard measures required by the State;

2) Submit to the State data specified by the State to
calculate the MCQ's, PIHP's, or PAHP's performance using
the standard measures identified by the State; or

3) Perform a combination of options (1) and (2) of this
assurance. (42 CFR 457.1240(b), cross referencing to 42
CFR 438.330(c)(2))

The State assures that the State reviews, at least annually,

the impact and effectiveness of the quality assessment and

performance improvement program of each MCO, PIHP,

PAHP and PCCM entity. The State’s review must include:

e The MCQO's, PIHP's, PAHP's, and PCCM entity's
performance on the measures on which it is required to
report; and

e The outcomes and trended results of each MCO's,
PIHP's, and PAHP's performance improvement
projects. (42 CFR 457.1240(b), cross referencing to 42

Approval Date: 8-15-19
37



CFR 438.330(¢e)(1))
3.12.3 Accreditation

3.12.3.1[X]  The State assures that it requires each MCO, PIHP, and PAHP to
inform the state whether it has been accredited by a private
independent accrediting entity, and, if the MCO, PIHP, or PAHP
has received accreditation by a private independent accrediting
agency, that the MCO, PIHP, and PAHP authorizes the private
independent accrediting entity to provide the State a copy of its
recent accreditation review that includes the MCO, PIHP, and
PAHP’s accreditation status, survey type, and level (as applicable);
accreditation results, including recommended actions or
improvements, corrective action plans, and summaries of findings;
and expiration date of the accreditation. (42 CFR 457.1240(c¢),
cross referencing to 42 CFR 438.332(a) and (b)).

3.12.3.2[X]  The State assures that it will make the accreditation status for each
contracted MCO, PIHP, and PAHP available on the Web site
required under 42 CFR 438.10(c)(3), including whether each
MCO, PIHP, and PAHP has been accredited and, if applicable, the
name of the accrediting entity, accreditation program, and
accreditation level; and update this information at least annually.
(42 CFR 457.1240(c), cross referencing to 42 CFR 438.332(c))

3.12.4 Quality Rating

= The State assures that it will implement and operate a quality rating system that
issues an annual quality rating for each MCO, PIHP, and PAHP, which the State
will prominently display on the Web site required under 42 CFR 438.10(c)(3), in
accordance with the requirements set forth in 42 CFR 438.334. (42 CFR
457.1240(d))

3.12.5 Quality Review

X The State assures that each contract with a MCO, PIHP, PAHP, or PCCM entity
requires that a qualified EQRO performs an annual external quality review (EQR)
for each contracting MCO, PIHP, PAHP or PCCM entity, except as provided in
42 CFR 438.362. (42 CFR 457.1250(a), cross referencing to 42 CFR 438.350(a))

3.12.51 External Quality Review Organization

3.12.5.1.1 [X] The State assures that it contracts with at least one external
quality review organization (EQRO) to conduct either EQR
alone or EQR and other EQR-related activities. (42 CFR
457.1250(a), cross referencing to 42 CFR 438.356(a))

3.12.5.1.2 [X] The State assures that any EQRO used by the State to
comply with 42 CFR 457.1250 must meet the competence
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3.12.5.2

Effective Date: 7-1-18

3.12.5.2.1 [X

312522 ]

3.12.523[]

3.12.52.4 ]

and independence requirements of 42 CFR 438.354 and, if
the EQRO uses subcontractors, that the EQRO is
accountable for and oversees all subcontractor functions.
(42 CFR 457.1250(a), cross referencing to 42 CFR 438.354
and 42 CFR 438.356(b) through (d))

External Quality Review-Related Activities

The State assures that the mandatory EQR-related activities
described in 42 CFR 438.358(b)(1)(i) through (iv) (relating
to the validation of performance improvement projects,
validation of performance measures, compliance review,
and validation of network adequacy) will be conducted on
all MCOs, PIHPs, or PAHPs. (42 CFR 457.1250(a), cross
referencing to 42 CFR 438.358(b)(1))

The State assures that if it elects to use nonduplication for
any or all of the three mandatory EQR-related activities
described at 42 CFR 438.358(b)(1)(i) — (iii), the State will
document the use of nonduplication in the State’s quality
strategy. (42 CFR 457.1250(a), cross referencing 438.360,
438.358(b)(1)(i) through (b)(1)(iii), and 438.340)

The State assures that if the State elects to use
nonduplication for any or all of the three mandatory EQR-
related activities described at 42 CFR 438.358(b)(1)(i) —
(ii1), the State will ensure that all information from a
Medicare or private accreditation review for an MCO,
PIHP, or PAHP will be furnished to the EQRO for analysis
and inclusion in the EQR technical report described in 42
CFR 438.364. ((42 CFR 457.1250(a), cross referencing to
42 CFR 438.360(b))

The State assures that the mandatory EQR-related activities
described in 42 CFR 438.358(b)(2) (cross-referencing 42
CFR 438.358(b)(1)(ii) and (b)(1)(iii)) will be conducted on
all PCCM entities, which include:

e Validation of PCCM entity performance measures
required in accordance with 42 CFR 438.330(b)(2) or
PCCM entity performance measures calculated by the
State during the preceding 12 months; and

e A review, conducted within the previous 3-year period,
to determine the PCCM entity’s compliance with the
standards set forth in subpart D of 42 CFR part 438 and
the quality assessment and performance improvement
requirements described in 42 CFR 438.330. (42 CFR
457.1250(a), cross referencing to 438.358(b)(2))
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3.12.53 External Quality Review Report

3.12.53.1 X

3.125.3.2 [

3.12533 X

3.12.53.4 [X

Effective Date: 7-1-18

The State assures that data obtained from the mandatory
and optional, if applicable, EQR-related activities in 42
CFR 438.358 is used for the annual EQR to comply with 42
CFR 438.350 and must include, at a minimum, the
elements in §438.364(a)(2)(i) through (iv). (42 CFR
457.1250(a), cross referencing to 42 CFR 438.358(a)(2))

The State assures that only a qualified EQRO will produce
the EQR technical report (42 CFR 438.364(c)(1)).

The State assures that in order for the qualified EQRO to

perform an annual EQR for each contracting MCO, PIHP,

PAHP or PCCM entity under 42 CFR 438.350(a) that the

following conditions are met:

e The EQRO has sufficient information to use in
performing the review;

e The information used to carry out the review must be
obtained from the EQR-related activities described in
42 CFR 438.358 and, if applicable, from a private
accreditation review as described in 42 CFR 438.360;

e For each EQR-related activity (mandatory or optional),
the information gathered for use in the EQR must
include the elements described in 42 CFR
438.364(a)(2)(i) through (iv); and

e The information provided to the EQRO in accordance
with 42 CFR 438.350(b) is obtained through methods
consistent with the protocols established by the
Secretary in accordance with 42 CFR 438.352. (42 CFR
457.1250(a), cross referencing to 42 CFR 438.350(b)
through (e))

The State assures that the results of the reviews performed
by a qualified EQRO of each contracting MCO, PIHP,
PAHP, and PCCM entity are made available as specified in
42 CFR 438.364 in an annual detailed technical report that
summarizes findings on access and quality of care. The
report includes at least the following items:

e A description of the manner in which the data from all
activities conducted in accordance with 42 CFR
438.358 were aggregated and analyzed, and conclusions
were drawn as to the quality, timeliness, and access to
the care furnished by the MCO, PIHP, PAHP, or PCCM
entity (described in 42 CFR 438.310(c)(2));

e For each EQR-related activity (mandatory or optional)

Approval Date: 8-15-19
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3.12.5.35[X

3.12.5.3.6 [

3.12.5.3.7 [

3.12.5.3.8 [

Effective Date: 7-1-18

conducted in accordance with 42 CFR 438.358:

o Objectives;

o Technical methods of data collection and analysis;

o Description of data obtained, including validated
performance measurement data for each activity
conducted in accordance with 42 CFR
438.358(b)(1)(1) and (ii); and

o Conclusions drawn from the data;

e An assessment of each MCO's, PIHP's, PAHP's, or
PCCM entity's strengths and weaknesses for the
quality, timeliness, and access to health care services
furnished to CHIP beneficiaries;

e Recommendations for improving the quality of health
care services furnished by each MCO, PIHP, PAHP, or
PCCM entity, including how the State can target goals
and objectives in the quality strategy, under 42 CFR
438.340, to better support improvement in the quality,
timeliness, and access to health care services furnished
to CHIP beneficiaries;

e Methodologically appropriate, comparative information
about all MCOs, PIHPs, PAHPs, and PCCM entities,
consistent with guidance included in the EQR protocols
issued in accordance with 42 CFR 438.352(e); and

e An assessment of the degree to which each MCO,
PIHP, PAHP, or PCCM entity has addressed effectively
the recommendations for quality improvement made by
the EQRO during the previous year's EQR. (42 CFR
457.1250(a), cross referencing to 42 CFR 438.350(f)
and 438.364(a))

The State assures that it does not substantively revise the
content of the final EQR technical report without evidence
of error or omission. (42 CFR 457.1250(a), cross
referencing to 42 CFR 438.364(b))

The State assures that it finalizes the annual EQR technical
report by April 30™ of each year. (42 CFR 457.1250(a),
cross referencing to 42 CFR 438.364(c)(1))

The State assures that it posts the most recent copy of the
annual EQR technical report on the Web site required
under 42 CFR 438.10(c)(3) by April 30th of each year. (42
CFR 457.1250(a), cross referencing to 42 CFR
438.364(c)(2)(1))

The State assures that it provides printed or electronic
copies of the information specified in 42 CFR 438.364(a)
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for the annual EQR technical report, upon request, to
interested parties such as participating health care
providers, enrollees and potential enrollees of the MCO,
PIHP, PAHP, or PCCM, beneficiary advocacy groups, and
members of the general public. (42 CFR 457.1250(a), cross
referencing to 42 CFR 438.364(c)(2)(ii))

3.12.5.3.9 [X] The State assures that it makes the information specified in
42 CFR 438.364(a) for the annual EQR technical report
available in alternative formats for persons with disabilities,
when requested. (42 CFR 457.1250(a), cross referencing to
42 CFR 438.364(c)(3))

3.12.5.3.10 [X] The State assures that information released under 42 CFR
438.364 for the annual EQR technical report does not
disclose the identity or other protected health information
of any patient. (42 CFR 457.1250(a), cross referencing to
42 CFR 438.364(d))

Effective Date: 7-1-18 Approval Date: 8-15-19
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Section 4. Eligibility Standards and Methodology. (Section 2102(b))

Check here if the state elects to use funds provided under Title XXI only to
provide expanded eligibility under the state's Medicaid plan, and continue on to

Section 5.

4.1. The following standards may be used to determine eligibility of targeted low-
income children for child health assistance under the plan. Please note whether
any of the following standards are used and check all that apply. If applicable,
describe the criteria that will be used to apply the standard. (Section
2102)(b)(1)(A)) (42CFR 457.305(a) and 457.320(a))

41.1. X
41.2. X
413. X
4.1.4.
41.5. X
4.1.6.

Effective Date: 10-10-01

Geographic area served by the Plan: Statewide

Age:

KidsCare is available to children under 19 years of age. A child is
considered to be under age 19 through the day before the child's 19th
birthday. Coverage will continue through the month in which the child
turns age 19.

Income:

The combined gross income of the family household members may not
exceed 200% of the FPL. As required by CMS, certain payments and
grants as specified in 20 CFR Part 416, the Appendix to Subpart K, are
excluded when determining gross income. All wages paid by the Census
Bureau for temporary employment related to census activities are
excluded.

See Attachment G for a description of family household income and the
methodology for evaluating family income.

Resources (including any standards relating to spend downs and
disposition of resources):

No resource test.

Residency:

Arizona residency is required. An Arizona resident is a person who
currently lives in Arizona and intends to remain in the state indefinitely.
AHCCCS requires a signature on the application declaring that the child
is an Arizona resident.

Disability Status (so long as any standard relating to disability status
does not restrict eligibility):

1 Approval Date: 09-20-02



41.7. X

418. X

Effective Date: 10-10-01

Access to or coverage under other health coverage:
A child is not eligible for KidsCare if the child is:

Eligible for Medicaid.

Covered under an employer’s group health insurance

plan.

Covered through family or individual health care

coverage.

Eligible for health benefits coverage under a state health

benefits plan on the basis of a family member’s

employment with a public agency (see Attachment H).

Covered under an employer’s group health insurance plan

or by private insurance within the last three months and

the health insurance coverage was terminated for a reason

other than involuntary loss of employment.  This

exclusion does not apply to persons with group health

insurance who resigned from employment to avoid

termination of employment. This exclusion also does not

apply to children who:

Reached their lifetime insurance limit;

Are newborns;

Are transitioning Title XIX members;

Are applicants who are seriously or chronically ill:

Are Title XXI members who lose insurance

coverage;

6. Are enrolled with Children's Rehabilitative
Services; or

7. Are Native American members receiving services
from IHS or a 638 Tribal Facility.

N

Duration of eligibility:
A child who is determined eligible for KidsCare is guaranteed an initial
12 months of continuous coverage unless the child (or parent or legal
guardian if appropriate):

Fails to cooperate in meeting the requirements of the program;
Cannot be located;

Attains the age of 19.

Is no longer a resident of the state;

Is an inmate of a public institution;

Is enrolled in Medicaid;

Is determined to have been ineligible at the time of approval;
Obtains private or group health insurance;

Is adopted and no longer qualifies for KidsCare;

2 Approval Date: 09-20-02



4.1.9. X

e [sapatient in an institution for mental diseases; or

e Voluntarily withdraws from the program.

KidsCare members are notified on the approval notice of the requirement
to report changes that affect eligibility. Ineligibility due to excess income
does not affect the initial 12 months of continuous coverage.

Other standards (identify and describe):

Citizenship or Qualified Alien Status. A child must be a United States
citizen or a qualified alien. Unless one of the exceptions listed in P.L.
104-193 is applicable, a child who is a qualified alien who entered the
United States on or after August 22, 1996 is not eligible for KidsCare until
five years after child became a qualified alien.

Assignment of Rights. Under Arizona law, assignment of payments for
medical care from any first or third party occurs when the application is
signed. Assignment is explained on the application form.

Social Security Number. The application for KidsCare is a joint
application for Medicaid and KidsCare. AHCCCS requests_a Social
Security Number on the KidsCare application but does not deny eligibility
for KidsCare due solely to the failure to provide a Social Security Number
or refusal to apply for a Social Security Number. However, if the financial
screening determines that the child would be eligible for Medicaid if an
application were processed and the child, or responsible party, refuses to
apply for a Social Security Number necessary to complete the Medicaid
application, AHCCCS denies the KidsCare eligibility. Please see the
requirement in Section 4.4.2.

4.2. The state assures that it has made the following findings with respect to the
eligibility standards in its plan: (Section 2102)(b)(1)(B)) (42CFR 457.320(b))

4.2.1. X
4.2.2. X
4.2.3. X

These standards do not discriminate on the basis of diagnosis.

Within a defined group of covered targeted low-income children,
these standards do not cover children of higher income families
without covering children with a lower family income.

These standards do not deny eligibility based on a child having a pre-
existing medical condition.

4.3. Describe the methods of establishing eligibility and continuing enrollment.
(Section 2102)(b)(2)) (42CFR 457.350)
The following describes the methods of establishing and continuing eligibility and

enrollment.

Effective Date: 1-27-20
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The child, a family member or legal guardian, fills out a simple application form which
is submitted to AHCCCS. If assistance with the application is needed, appropriate
personnel assist the applicant. The form also serves as an application for Medicaid.

AHCCCS has published the application form and instructions for completing the form in
English and Spanish. Based on the demographics in Arizona of other ethnic groups,
AHCCCS does not believe that developing the application in other languages is necessary
since no other ethnic group exceeds 3% of the population. However, an interpreter is
provided, if needed.

AHCCCS completes an eligibility determination for KidsCare applications within 30
days from the date of receipt of a signed, completed application in an AHCCCS eligibility
office except in unusual circumstances. One example would be when the agency can not
reach a decision because the applicant failed to provide required information or take
required action.

When information needed to make an eligibility determination is not submitted with the
application, AHCCCS sends a notice to the applicant or the representative outlining the
information required and the time frame for providing the information. AHCCCS gives
applicants ten calendar days to provide any information necessary to enable AHCCCS to
determine the applicant's eligibility.

Applicants must choose a health plan or the IHS before enrollment into the KidsCare
Program.

Written materials about the various health plans and their toll-free telephone numbers are
available with the application form. In addition, the covered services are outlined in the
written materials. If a Native American selects the Indian Health Service or a tribal
facility, AHCCCS provides any KidsCare services not provided by these entities on a
fee-for-service basis off-reservation.

The KidsCare providers are:

e AHCCCS health plans, which includes Comprehensive Medical and
Dental Program (CMDP) for foster care children.

e For Native Americans, any of the above or the Indian Health Service
or a 638 tribal facility.

For eligibility determinations completed by the 25" day of the month, KidsCare
eligibility begins with the first day of the month following the month in which the child
is determined to meet the eligibility criteria for the program. Children who are
determined eligible for the program after the 25" day of the month are eligible for the
program the first day of the second month following the determination of eligibility.

Effective Date: 1-27-20 4 Approval Date: 4-24-20



Once the application is approved, the applicant is enrolled with their chosen provider and AHCCCS
sends a notice confirming the choice and a member identification card to the member. Following
enrollment, the contractor provides a member handbook to the member, which contains important
information about how to access health care for KidsCare eligible children.

AHCCCS approves a newborn of a mother who is eligible for KidsCare on the date the child is born.
The newborn’s KidsCare eligibility begins with the newborn’s date of birth. Once approved for
KidsCare, AHCCCS enrolls the newborn with the mother’s health plan. AHCCCS notifies the mother
by mail of the newborn’s enrollment into KidsCare and is given an opportunity to change health plans
at that time.

A member is allowed to change contractors on an annual basis and when an individual moves into a
new geographic area not served by the current contractor. A member can change PCPs at any time.
The option to change contractors is based on the member’s anniversary date, which is the first day of
the month that the member is enrolled into KidsCare. Ten months following the anniversary date, the
member will be sent an annual enrollment notice advising that a different contractor may be selected.
A list of contractors, with toll-free numbers and the available services, is included. The member, or
parent of the child, has three weeks to change contractors. If a change is requested, the effective date
is a year from the anniversary date. Enrollees must notify AHCCCS of a change in address or other
circumstances that could affect continued eligibility or enrollment.

American Indian children who elect to enroll with the American Indian Health Program are allowed
to disenroll at any time upon request and choose a contractor for all KidsCare services. Similarly,
American Indian children enrolled with a contractor or other providers are allowed to disenroll at
any time upon request and enroll with the American Indian Health Program.

At State discretion, requirements related to timely processing of applications may be temporarily
waived for CHIP applicants who reside and/or work in a State or Federally declared disaster area
for the duration of the declared emergency.

At State discretion, it may temporarily provide continuous eligibility to CHIP enrollees who reside
and/or work in a State or Federally declared disaster area for the duration of the declared emergency.

At State discretion, requirements related to timely processing of renewals and/or deadlines for
families to respond to renewal requests may be temporarily waived for CHIP beneficiaries who
reside and/or work in a State or Federally declared disaster area for the duration of the declared
emergency.

At State discretion, the State may temporarily delay acting on changes in circumstances for CHIP
beneficiaries other than the required changes in circumstances described in 42 CFR 457.342(a)
cross-referencing 42 CFR 435.926(d),applicable to beneficiaries who reside and/or work in a State
or Federally declared disaster area.

At State discretion, the requirement that a child is ineligible for CHIP for a period of three months
from the date of the voluntary discontinuance of employer-sponsored group health insurance or
individual insurance coverage may be temporarily waived for CHIP applicants who reside and/or
work in a State or Federally declared disaster area for the duration of the declared emergency.

4.3.1 Describe the state's policies governing enrollment caps and waiting lists (if any). (Section
2106(b)(7)) (42CFR 457.305(b))

Arizona does not currently have an enrollment cap or wait list in place. AHCCCS will submit
a state plan amendment if the state decides to implement an enrollment cap or waiting list.
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4.4. Describe the procedures that assure that:

4.4.1. Through the screening procedures used at intake and follow-up
eligibility determination, including any periodic redetermination, that
only targeted low-income children who are ineligible for Medicaid or not
covered under a group health plan or health insurance coverage
(including access to a state health benefits plan) are furnished child health
assistance under the state child health plan. (Sections 2102(b)(3)(A)
and 2110(b)(2)(B)) (42 CFR
457.310(b) (42CFR 457.350(a)(1)) 457.80(c)(3))

AHCCCS administers both the Medicaid and KidsCare Program. Medicaid
screening is part of the KidsCare eligibility determination process. Records
of KidsCare eligibility are maintained in a database that is also used for
Medicaid eligibility. The database is checked for current Medicaid eligibility
before determining KidsCare eligibility. Medicaid eligibility always overrides
KidsCare eligibility.

AHCCCS accepts a declaration on the application confirming that there is no
other creditable insurance including the state health benefits plan. A family
member, legal representative or the child is required to report changes in
employer insurance coverage or eligibility for group health insurance or other
creditable insurance.

When conducting a renewal (periodic redetermination) of KidsCare eligibility,
AHCCCS screens for potential Medicaid eligibility, group health plan, health
insurance coverage, or other state health benefits. For review of potential
group health plan coverage see section 4.4.4.1.

Effective Date: 07-26-16 5(a) Approval Date: 7-22-16



4.4.2. The Medicaid application and enrollment process is initiated and facilitated
for children found through the screening to be potentially eligible for
medical assistance under the state Medicaid plan under Title XIX. (Section
2102)(b)(3)(B)) (42CFR 457.350(a)(2))

As stated in subsection 4.4.1, AHCCCS administers both Medicaid and the
KidsCare Program and ensures that any child eligible for Medicaid is enrolled in
Medicaid. The application form used for KidsCare is the same application for
Medicaid, which is determined simultaneously. Medicaid eligibility always
overrides KidsCare eligibility.

If the child is approved for Medicaid, AHCCCS claims Medicaid funding, rather
than KidsCare funding, back to the date of Medicaid eligibility which generally
is prior to the KidsCare eligibility effective date.
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4.4.3.

4.4.4

If the KidsCare staff screen a child both Medicaid and KidsCare ineligible, they
forward the application to the AHCCCS Central Screening Unit (CSU). The
CSU reviews the application and makes a full Medicaid eligibility
determination. If the child is ineligible for Medicaid due to income, the CSU
sends notification of the decision to the family.

The State is taking steps to assist in the enrollment in SCHIP of children
determined ineligible for Medicaid. (Sections 2102(a)(1) and (2) and
2102(c)(2)) (42CFR 431.636(b)(4))

In addition to the process described in subsection 4.4.1. the Department of
Economic Security sends information daily to AHCCCS on children who lose
their Medicaid coverage due to increased income. If eligible, AHCCCS
approves the children for KidsCare.

The insurance provided under the state child health plan does not
substitute for coverage under group health plans. Check the appropriate
box. (Section 2102)(b)(3)(C)) (42CFR 457.805) (42 CFR 457.810(a)-(c))

444.1. X Coverage provided to children in families at or below 200%
FPL: describe the methods of monitoring substitution.
The application requests information about group health plan
coverage within the past three months. If a child is covered by
group health insurance or was covered and the coverage was
voluntarily discontinued, the child is not eligible for KidsCare for
a period of three months unless the child has exceeded the
lifetime limit to his or her insurance policy. AHCCCS grants
exceptions to the three month period of ineligibility as discussed
in4.1.7.

AHCCCS monitors substitution under its Quality Control and
Quality Assurance process to analyze the extent to which an
applicant drops other health plan coverage. Records are
reviewed to ensure that the three month period of ineligibility
policy is applied appropriately. Action is taken as needed.
Trends are monitored to ensure that the policy is consistantly
applied throughout the program.

4.44.2. Coverage provided to children in families over 200% and up
to 250% FPL: describe how substitution is monitored and
identify specific strategies to limit substitution if levels
become unacceptable.

4.4.4.3. Coverage provided to children in families above 250% FPL:
describe how substitution is monitored and identify specific
strategies in place to prevent substitution.
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4.4.4.4. If the state provides coverage under a premium assistance
program, describe:

The minimum period without coverage under a group health
plan, including any allowable exceptions to the waiting
period.

The minimum employer contribution.
The cost-effectiveness determination.

4.4.5 Child health assistance is provided to targeted low-income children in the

state who are American Indian and Alaska Native. (Section
2102)(b)(3)(D)) (42 CFR 457.125(a))
Meetings to discuss the KidsCare Program and education strategies have been
and continue to be held with representatives from the three area IHS agencies,
the Arizona Inter-tribal Council, which represents 20 of Arizona’s 21 Indian
Tribes, the Navajo Nation, Urban Indian Centers and the Indian Health
Advisory Committee. In addition, the Governor’s Office convened a meeting to
discuss the KidsCare Program and invited representatives from the 21 tribes
See Attachment I for a listing of the tribal entities who have participated in the
discussions.

As discussed in Section 3, IHS and participating 638 tribal facilities may
provide KidsCare services. In addition, Native American children may choose
to enroll with a contractor in their geographic area.

Applications and enrollment information are available at IHS and appropriate
tribal locations. AHCCCS also uses Native American events, newspapers, and
radio stations as a forum for outreach. If IHS or tribal staff are willing to assist
applicants in completing the application for AHCCCS health insurance,
AHCCCS provides training.

AHCCCS has a Native American Coordinator who is available to the tribes for
consultation, information and presentations.
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Section 5.

Outreach (Section 2102(c))
Describe the procedures used by the state to accomplish:

Outreach to families of children likely to be eligible for child health assistance or
other public or private health coverage to inform them of the availability of the
programs, and to assist them in enrolling their children in such a program:
(Section 2102(c)(1)) (42CFR 457.90)

Arizona has designed a very effective educational program with the community to
inform families about the availability of KidsCare and assist children with enrollment in
the KidsCare Program. To accomplish these two goals, Arizona has established
numerous coordination procedures as required by Title XXI.

Prior to implementation of KidsCare in 1998, the Governor’s Outreach Work Group,
with representatives from the following agencies/organizations, met several times to
develop a comprehensive education plan:

AHCCCS

Arizona Association of Community Health Centers
Arizona Chapter of Academy of Pediatrics
Arizona Children’s Action Alliance

Arizona Children’s Association
ADHS/Community and Family Health Services
AHCCCS Contractors

Arizona Prenatal Care Coalition

Inter-tribal Council

Phoenix Children’s Hospital

Participating Indian Tribes

The Governor’s Office and AHCCCS worked collaboratively with tribal entities to
inform Native American families about the availability of KidsCare and to assist in
enrolling children in KidsCare. Please refer to Section 4.4.5 for a description of the
Native American activities.
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These efforts by AHCCCS have modeled successful methods used by other child-related
programs (Maternal Child Health Block Grants and Women, Infants and Children
Program [WIC]). The distribution of applications are targeted to those agencies,
organizations and other entities who currently serve low income children. These efforts
include providers for children with special health care needs and traditional safety net
providers such as:

Arizona Chapter of Academy of Pediatrics, including the Medical Home Project
ADHS which administers:

e  Children’s Rehabilitative Services

e Family Planning

e Healthy Start

e Immunization Sites

e  Maternal Child Health
e WIC

Arizona Interagency Farmworkers Coalition

Big Brothers/Big Sisters

Community Family Services Agencies

Community Based Clinics (27, of which 14 are FQHCs)

Community Legal Services

County Health Departments

DES which administers:
e TANF

Food Stamps

Community Services Assistance

Unemployment Insurance

Job Services

Child Support Enforcement

Services for persons with developmental disabilities
e Children Youth and Families Services

Family Crisis Centers

Food Banks

Federation of Teachers

Headstart Programs, including Migrant Headstart program

Homeless Shelters

Hospitals

Indian Health Service

Inter-tribal Council

Other advocate groups

Preschool/Special Education

Professional associations (e.g., local medical and dental)

Schools

Social Security Administration

Arizona Department of Juvenile Corrections

State Education Association

Effective Date: 08-24-01 2 Approval Date: 09-20-02



Subsidized Housing Agencies
Tribal health care and social service programs
YMCA/YWCA.

AHCCCS, and other interested parties, have developed strategies that are culturally
sensitive to Arizona’s diverse population, including the translation of materials in
English and Spanish. These strategies include, but are not limited to the following:

Mass media

Radio

Television advertisement
Brochures

Posters

Flyers

Video

A referral hotline and information number (1 877-764-KIDS (5437)

Training community advocacy groups regarding assistance to families in the completion
of the universal application (Application for AHCCCS Health Insurance)
Statewide community information forums

Information sharing with foundations (The Flinn Foundation and St. Luke’s Charitable
Trust)

Collaboration with minority health groups

Partnerships with various agencies, municipalities, community organizations and
ecumenical groups

In addition to the strategies identified above, informational materials are distributed
through:

AHCCCS participating doctors (approximately 89 percent of all physicians in Arizona)
Faith organizations

Community centers

Day care centers

Grocery stores

Other medical providers, such as hospitals and pharmacies

Public health offices

Schools

HUD

Other appropriate locations
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Education regarding the KidsCare Program conducted through collaborative
arrangements with other state, county and city agencies as well as programs that conduct
education in rural and inner-city areas.

Efforts are designed to inform families about the availability of the KidsCare program,
provide basic information about eligibility and instruct families about how and where to
apply for the program. Information about Medicaid and the state-funded programs is
included as part of the overall strategy for enrollment.

Organizations distributing the applications and information about KidsCare are provided
training as needed to assist with completing the application form and collecting
information as necessary.

An applicant may also receive assistance to complete the application form by calling the
KidsCare Office at their statewide toll free number, 1-877-764- KIDS (5437). The
applicant is assisted by an AHCCCS staff person who:

e Explain the application process, including those items, which will require
verification.

e Explain enrollment and choice.
e  Obtain the necessary information to fill out the application.

e  Mail the application and enrollment packet to the applicant for review,
signature and supply any required verification.

Applications may be mailed to the AHCCCS KidsCare Office for an eligibility
determination. Applications are tracked by source and disposition code, and efforts are
modified based on this data.

To specifically target low income children of migrant workers, the Arizona Interagency
Farmworkers Coalition has agreed to include information about KidsCare in their
newsletters. The Coalition has relationships with a number of the prominent growers in
the state who employ farmworkers. Through the Coalition, AHCCCS is given the
opportunity to distribute KidsCare and Medicaid outreach materials with paychecks
issued to the farmworkers.

The farmworkers typically rely on the WIC program, Headstart programs, FQHCs and
other community-based clinics. Each of these will be actively involved in the KidsCare
education campaign.

In addition, any individual interested in learning about KidsCare may call the main

AHCCCS toll-free hotline number 24 hours a day, 7 days a week or the KidsCare
hotline number to learn more about the program and how to apply for services
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Section 6. Coverage Requirements for Children’s Health Insurance (Section 2103)

O Check here if the state elects to use funds provided under Title XXI only to provide
expanded eligibility under the state’s Medicaid plan, and continue on to Section 7.

6.1. The state elects to provide the following forms of coverage to children:
(Check all that apply.)

6.1.1 O

6.1.1.1. O

6.1.1.2. O

6.1.1.3. O

6.1.2. O

6.1.3. O

6.14 X

Benchmark coverage; (Section 2103(a)(1))

FEHBP-equivalent coverage; (Section 2103(b)(1))
(If checked, attach copy of the plan.)

State employee coverage; (Section 2103(b)(2)) (If checked, identify
the plan and attach a copy of the benefits description.)

HMO with largest insured commercial enrollment (Section
2103(b)(3)) (If checked, identify the plan and attach a copy of the
benefits description.)

Benchmark-equivalent coverage; (Section 2103(2)2)) Specify the
coverage, including the amount, scope and duration of each
service, as well as any exclusions or limitations. Please attach
signed actuarial report that meets the requirements specified
in Section 2103(c)(4). See instructions.

Existing Comprehensive State-Based Coverage; (Section 2103(a)(3))
[Only applicable to New York; Florida; Pennsylvania] Please
attach a description of the benefits package, administration,
date of enactment. If “existing comprehensive state-based
coverage” is modified, please provide an actuarial opinion
documenting that the actuarial value of the modification is
greater than the value as of 8/5/97 or one of the benchmark
plans. Describe the fiscal year 1996 state expenditures for
“existing comprehensive state-based coverage.”

Secretary-Approved Coverage. (Section 2103(a)(4))

Arizona will use the same benefits as are provided under the Medicaid State plan.
Any limitations on the covered services are discussed in this section and will be
delineated in the AHCCCS Medical Policy Manual. The cost sharing
requirements are specified in Section 8 of the State Plan.

Effective Date: 10-01-17
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an AHCCCS health plan or the state employee HMO, if the HMO
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6.1.4.1. X

6.1.4.2.[ ]

6.1.4.3.[ ]

6.1.4.4.[ ]

6.1.4.5.[ ]

6.1.4.6.[ ]

6.1.4.7. [ ]

Elects to participate in the program, will receive the following
KidsCare services, subject to the limitations described below:
Coverage of all benefits that are provided to children that is the same as
the benefits provided under the Medicaid State plan, including Early

Periodic Screening, Diagnostic, and Treatment (EPSDT).

Comprehensive coverage for children under a Medicaid Section 1115
demonstration waiver.

Coverage that the State has extended to the entire Medicaid population.

Coverage that includes benchmark coverage plus additional coverage.

Coverage that is the same as defined by existing comprehensive state-
based coverage applicable only in New York, Pennsylvania or Florida.
(under 42 CFR 457.440)

Coverage under a group health plan that is substantially equivalent to or
greater than benchmark coverage through a benefit by benefit
comparison (Provide a sample of how the comparison will be done).

Other. (Describe)

6.2.  The State elects to provide the following forms of coverage to children: (Check all that apply. If
an item is checked, describe the coverage with respect to the amount, duration and scope of
services covered, as well as any exclusions or limitations) (Section 2110(a)) (42CFR 457.490)

6.2.1. X Inpatient services (Section 2110(a)(1))

a.

Effective Date: 7/1/2019

Inpatient hospital services, including medically necessary ancillary
services, and emergency hospital services, if furnished by a licensed
hospital and provided by or under the direction of a PCP or primary care
practitioner according to federal and state law, rules, and AHCCCS
Policies and Procedures. Inpatient hospital services include services
provided in an institution specializing in the care and treatment of
members with mental diseases.

Services in an Institution for Mental Diseases (IMD) when the member
requires services in an inpatient psychiatric hospital. IMD are available
to members who are determined to require these services after enrollment
in KidsCare. However, applicants in an IMD at the time of application
are excluded from enrollment in KidsCare.

Medically necessary transplant services, which are not experimental, if
provided to correct or ameliorate disabilities, physical illnesses or
conditions. Transplantation services will be authorized in accordance
with AHCCCS transplantation policies.

Approval Date: 9-3-20



6.2.2.[X

6.2.3.[X

6.2.4.X

6.2.5. X

6.2.6.X

6.2.7. X
6.2.8.X

Outpatient services (Section 2110(a)(2))

Outpatient hospital services ordinarily provided in hospitals, clinics, offices and
other health care facilities by licensed health care providers. Outpatient hospital
services include services provided by or under the direction of a PCP or primary
care practitioner or licensed or certified behavioral health professional according
to federal and state law. Certified behavioral health professionals include
certified independent social workers, certified marriage/family therapists, and
certified professional counselors.

Physician services (Section 2110(a)(3))

Physician services if provided by or under the direction of a PCP, psychiatrist, or
under the direction of a primary care practitioner according to federal and state
law. Services are covered whether furnished in the office, the member’s home, a
hospital, a nursing home or other setting.

Only psychiatrists, psychologists, certified psychiatric nurse practitioners,
physician assistants, certified independent social workers, certified
marriage/family therapists, and certified professional counselors may bill
independently for behavioral health services. Other behavioral health
professionals, behavioral health technicians and behavioral health
paraprofessionals shall be affiliated with, an AHCCCS registered behavioral
health agency and services shall be billed through that agency.

Surgical services (Section 2110(a)(4))

Medically necessary surgical services under inpatient and outpatient services
(Sections 6.2.1 and 6.2.2).

Clinic services (including health center services) and other ambulatory health
care services. (Section 2110(a)(5))

a. Outpatient services (Section 6.2.2).

b. Ambulatory services offered by a health center receiving funds under section
330 of the Public Health Services Act.

c. Rural health clinic services and federally qualified health center services and
other ambulatory services.

Prescription drugs (Section 2110(a)(6))

a. Pharmaceutical services provided to a member if prescribed by the attending
physician, practitioner, or dentist.

b. Prescription drugs for covered transplantation services provided according to
AHCCCS transplantation policies.

c. Generally, medications dispensed by a physician or dentist are not covered.

Over-the-counter medications (Section 2110(a)(7))

Laboratory and radiological services (Section 2110(a)(8))

Effective Date: 7/1/2019 Approval Date: 9-3-20



6.2.9.X

6.2.10. [X]

6.2.11. [X]

6.2.12.[ ]

6.2.13. X

6.2.14. X

6.2.15. X

6.2.16. X

Laboratory, radiological and medical imaging services.

Prenatal care and pre-pregnancy family services and supplies (Section
2110(a)(9))

a. The following family planning services:
e Contraceptive counseling, medication, supplies and associated
medical and laboratory exams
e Natural family planning education or referral

b. Infertility services and reversal of surgically induced infertility are not
covered services.
c. Family planning services do not include abortion or abortion counseling.

Durable medical equipment and other medically-related or remedial devices
(such as prosthetic devices, implants, eyeglasses, hearing aids, dental devices,
and adaptive devices) (Section 2110(a)(12))

See Section 6.2.17--Dental services for coverage of dental devices. Vision
services include prescriptive lenses.

Disposable medical supplies (Section 2110(a)(13))

Medical supplies include consumable items that are disposable and are essential
for the member’s health.

Home and community-based health care services (Section 2110(a)(14))

Nursing care services (Section 2110(a)(15))

a. Private duty nursing care, respiratory care services, and services provided by
certified nurse practitioners in a home or other setting.

b. Certified nurse midwife services when they are rendered in collaboration
with a licensed physician or PCP or primary care practitioner in accordance
with AHCCCS Policies and Procedures.

Abortion only if necessary to save the life of the mother or if the pregnancy is the
result of an act of rape or incest (Section 2110(a)(16)

A physician shall provide written certification of necessity of abortion.

Dental services (Section 2110(a)(17)) States updating their dental benefits must
complete 6.2-DC (CHIPRA # 7, SHO # #09-012 issued October 7, 2009)

a. Dental services, including routine, preventive, therapeutic and emergency
services.

b. Dentures and dental devices are covered if authorized in consultation with a
dentist.

Vision screenings and services (Section 2110(a)(24))

Effective Date: 7/1/2019 Approval Date: 9-3-20



6.2.17. X

6.2.18. X

6.2.19. X

6.2.20. [X]

6.2.21. X

6.2.22. X

6.2.23. X

6.2.24.[ ]

6.2.25. X

6.2.26. X

Hearing screenings and services (Section 2110(a)(24))

Case management services (Section 2110(2)(20))

Case management for persons with developmental disabilities.
Care coordination services (Section 2110(a)(21))

Care coordination are available through contractors, primary care providers and
behavioral health providers.

Physical therapy, occupational therapy, and services for individuals with speech,
hearing, and language disorders (Section 2110(a)(22))

Therapy services are covered when necessary to prevent or ameliorate a
condition, illness or injury, to prevent or correct abnormalities detected by
screening or diagnostic procedures or to maintain a level of ability.

Hospice care (Section 2110(a)(23))
Hospice services for a terminally ill member.

EPSDT consistent with requirements of sections 1905(r) and 1902(a)(43) of the
Act

6.2.22.1 [X] The state assures that any limitations applied to the amount, duration,
and scope of benefits described in Sections 6.2 and 6.3- BH of the CHIP state
plan can be exceeded as medically necessary.

Any other medical, diagnostic, screening, preventive, restorative, remedial,
therapeutic, or rehabilitative services. (Section 2110(a)(24))

a. Services provided in a facility, home, or other setting if recognized by state
law.

b. Respiratory therapy.

c. Eye examinations for prescriptive lenses.

d. Immunizations, preventive health services, patient education, age and gender
appropriate clinical screening test and periodic health exams.

Premiums for private health care insurance coverage (Section 2110(a)(25))
Medical transportation (Section 2110(a)(26))

Emergency ambulance and non-emergency transportation are covered services
when the transportation is medically necessary.

Enabling services (such as transportation, translation, and outreach services)
(Section 2110(a)(27))

All printed materials are in English and Spanish. Outreach services will be
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6.2.27

available through AHCCCS, and others as specified in Section 4.4.5 and Section 5.

Any other health care services or items specified by the Secretary and not included under

this Section (Section 2110(a)(28))

1. Nursing facility services in a nursing facility or in an alternative residential setting for a
maximum of 90 days when the medical condition of the person indicates that these services
are necessary to prevent hospitalization.

2. Total parenteral nutrition services.

3. Podiatry services and optometrist services if furnished by a licensed podiatrist or optometrist,
respectively.

4. Other practitioner’s services are covered and include services provided by:

a.

oao o

Respiratory Therapists

Certified Nurse Practitioners

Certified Nurse Anesthetists

Physician Assistants

Nonphysician behavioral health professionals if the services are provided by social
workers, physician assistants, psychologists, counselors, registered nurses, certified
nurse practitioners, behavioral health technicians and other approved therapists who
meet all applicable state standards. Except for behavioral health services provided by
psychologists, psychiatric nurse practitioners, physician assistants, certified
independent social workers, certified marriage/family therapists, and certified
professional counselors, all nonphysician behavioral health professional services shall
be provided by professionals affiliated with an approved behavioral health setting in
accordance with rules and AHCCCS policies and procedures.

5. Home health services

a.

C.

Home health services when necessary to prevent re-hospitalization or
institutionalization, and may include home health nursing services, therapies, personal
care, medical supplies, equipment and appliances and home health aide services.
Nursing service and home health aide if provided on an intermittent or part time basis
by a home health agency. When no home health agency exists, nursing services may
be provided by a registered nurse.

Therapy services.

Covered services are required to be authorized by the appropriate entity, unless otherwise
indicated. Authorization by an appropriate entity shall be performed by at least one of the
following: a PCP, primary care practitioner, or behavioral health professional as required
by rule and AHCCCS policies and procedures. The appropriate entity shall authorize
medically necessary services in compliance with applicable federal and state laws and
regulations, AHCCCS policies and procedures and other applicable guidelines.

Effective Date: March 11, 2021 Approval Date: July 13, 2022



Effective March 11, 2021 and through the last day of the first calendar quarter that begins one
year after the last day of the COVID-19 emergency period described in section 1135(g)(1)(B) of
the Act, and for all populations covered in the CHIP state child health plan:

COVID-19 Vaccine:
e The state provides coverage of COVID-19 vaccines and their administration, in
accordance with the requirements of section 2103(c)(11)(A) of the Act.

COVID-19 Testing:

e The state provides coverage of COVID-19 testing, in accordance with the requirements
of section 2103(c)(11)(B) of the Act.

o The state assures that coverage of COVID-19 testing is consistent with the Centers for
Disease Control and Prevention (CDC) definitions of diagnostic and screening testing for
COVID-19 and its recommendations for who should receive diagnostic and screening
tests for COVID-19.

e The state assures that coverage includes all types of FDA authorized COVID-19 tests.

COVID-19 Treatment:

e The state assures that the following coverage of treatments for COVID-19 are provided
without amount, duration, or scope limitations, in accordance with requirements of
section 2103(c)(11)(B) of the Act:

o The state provides coverage of treatments for COVID-19 including specialized
equipment and therapies (including preventive therapies);

o The state provides coverage of any non-pharmacological item or service described
in section 2110(a) of the Act, that is medically necessary for treatment of COVID-
19; and

o The state provides coverage of any drug or biological that is approved (or
licensed) by the U.S. Food & Drug Administration (FDA) or authorized by the
FDA under an Emergency Use Authorization (EUA) to treat or prevent COVID-
19, consistent with the applicable authorizations.

Coverage for a Condition That May Seriously Complicate the Treatment of COVID-19:

e The state provides coverage for treatment of a condition that may seriously complicate
COVID-19 treatment without amount, duration, or scope limitations, during the period
when a beneficiary is diagnosed with or is presumed to have COVID-19, in accordance
with the requirements of section 2103(¢)(11)(B) of the Act.

6.2-BH Behavioral Health Coverage Section 2103(c)(5) requires that states provide coverage to prevent,
diagnose, and treat a broad range of mental health and substance use disorders in a culturally and
linguistically appropriate manner for all CHIP enrollees, including pregnant women and unborn children.

6.2.1- BH Periodicity Schedule The state has adopted the following periodicity schedule for
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behavioral health screenings and assessments. Please specify any differences between any
covered CHIP populations:

[ ] State-developed schedule

[] American Academy of Pediatrics/ Bright Futures

[] Other Nationally recognized periodicity schedule (please specify: )

[X] Other: The AHCCCS EPSDT Periodicity Schedule is state developed to mirror the
AAP/Bright Future EPSDT Periodicity Schedule. The one significant deviation alignment
is that AHCCCS currently does not cover a thirty (30) month EPSDT Well Child Visit.
To address this, the agency is undertaking an internal discussion and fiscal review to
determine the feasibility of adding this visit to the schedule thus aligning with Bright
Futures.

6.3- BH Covered Benefits Please check off the behavioral health services that are provided to the state’s
CHIP populations, and provide a description of the amount, duration, and scope of each benefit. For each
benefit, please also indicate whether the benefit is available for mental health and/or substance use
disorders. If there are differences in benefits based on the population or type of condition being treated,
please specify those differences.

If EPSDT is provided, as described at Section 6.2.26 and 6.2.26.1, the state should only check off the
applicable benefits. It does not have to provide additional information regarding the amount, duration,
and scope of each covered behavioral health benefit.

6.3.1- BH [X] Behavioral health screenings and assessments. (Section 2103(c)(6)(A))

6.3.1.1- BH [X] The state assures that all developmental and behavioral health
recommendations outlined in the AAP Bright Futures periodicity schedule and
United States Public Preventive Services Task Force (USPSTF) recommendations
graded as A and B are covered as a part of the CHIP benefit package, as
appropriate for the covered populations.

6.3.1.2- BH [X] The state assures that it will implement a strategy to facilitate the
use of age-appropriate validated behavioral health screening tools in primary care
settings. Please describe how the state will facilitate the use of validated screening
tools:

AHCCCS has policies and procedures that outline use of standardized, age-
appropriate, and validated behavioral health screening tools in both primary care
settings as well as behavioral health care settings. These requirements are also
outlined in Contract with MCOs. The MCOs are tasked with educating providers
on the screening tool requirements as well as care coordination and service
referrals if member needs cannot fully be met by the attending provider. The
MCOs have provider relations teams that make contact with providers on at least a
quarterly basis as well as make themselves available any time providers have
questions regarding service delivery. MCOs also send out mass notifications as
warranted as well as utilize their websites and/or provider newsletters to provide
timely updates on programmatic requirements.

6.3.2-BH [X] Outpatient services (Sections 2110(a)(11) and 2110(a)(19))

a. Outpatient behavioral health services, other than substance abuse
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treatment services, including services furnished in a state operated
mental hospital (e.g., IMD) and community-based services.

b. Outpatient behavioral health services includes individual and/or group
counseling/therapy, rehabilitation services, including basic and
intensive partial care, emergency/crisis services, behavior management,
psychosocial rehabilitation, evaluation and behavioral health related
services.

6.3.2.1- BH [X Psychosocial treatment
Provided for:  [X] Mental Health [X] Substance Use Disorder

6.3.2.2-BH [X Tobacco cessation
Provided for:  [X] Substance Use Disorder
6.3.2.3-BH [X Medication Assisted Treatment

Provided for:  [X] Substance Use Disorder

6.3.2.3.1- BH [X] Opioid Use Disorder

6.3.2.3.2- BH [X] Alcohol Use Disorder

6.3.2.3.3- BH [ | Other

6.3.2.4- BH [X Peer Support
Provided for:  [X] Mental Health [X] Substance Use Disorder

6.3.2.5- BH [X Caregiver Support
Provided for:  [X] Mental Health [X] Substance Use Disorder

6.3.2.6- BH [X Respite Care
Provided for:  [X] Mental Health [X] Substance Use Disorder

6.3.2.7- BH [X Intensive in-home services
Provided for:  [X] Mental Health [X] Substance Use Disorder

6.3.2.8- BH [X Intensive outpatient
Provided for:  [X] Mental Health [X] Substance Use Disorder

6.3.2.9- BH [X Psychosocial rehabilitation
Provided for:  [X] Mental Health [X] Substance Use Disorder

6.3.3- BH [X] Day Treatment
Provided for: [X] Mental Health [X] Substance Use Disorder

6.3.3.1- BH [X] Partial Hospitalization
Provided for: [X] Mental Health [X] Substance Use Disorder

6.3.4- BH [X Inpatient services, including services furnished in a state-operated mental
hospital and including residential or other 24-hour therapeutically planned
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structural services (Sections 2110(a)(10) and 2110(a)(18))

a.

C.

Provided for:

Inpatient behavioral health services, other than inpatient and residential
substance abuse treatment services, but including services furnished in a
state operated mental hospital and including residential or other 24-hour
therapeutically planned structured services.

Services in a state operated mental hospital (e.g., Institution for Mental
Diseases). IMD services are only available to members who are
determined to require these services after enrollment. Applicants who are
receiving IMD services at the time of application are excluded from
enrollment in KidsCare.

Partial care services are included as part of the inpatient benefit.

X] Mental Health [X] Substance Use Disorder

6.3.4.1-BH [X Residential Treatment

Provided for:

X] Mental Health [X] Substance Use Disorder

6.3.4.2-BH [X Detoxification

Provided for:

X] Substance Use Disorder

6.3.5- BH [X Emergency services

Provided for:

X] Mental Health [X] Substance Use Disorder

6.3.5.1-BH [X Crisis Intervention and Stabilization

Provided for:

X] Mental Health [X] Substance Use Disorder

6.3.6- BH [X Continuing care services

Provided for:

X] Mental Health [X] Substance Use Disorder

6.3.7- BH [X Care Coordination

Provided for:

X] Mental Health [X] Substance Use Disorder

6.3.7.1- BH [X] Intensive wraparound

Provided for:

X] Mental Health [X] Substance Use Disorder

6.3.7.2-BH X Care transition services

Provided for:

X] Mental Health [X] Substance Use Disorder

6.3.8- BH [X| Case Management

Provided for:

X] Mental Health [X] Substance Use Disorder

6.3.9- BH [ | Other

Provided for:

6.4- BH Assessment Tools

[ ] Mental Health [ ] Substance Use Disorder

6.4.1- BH Please specify or describe all of the tool(s) required by the state and/or each managed

care entity:

[XI ASAM Criteria (American Society Addiction Medicine)

Effective Date: 7/1/2019
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[ ] Mental Health [X] Substance Use Disorders

InterQual
X] Mental Health [X] Substance Use Disorders

MCG Care Guidelines
[ ] Mental Health [_] Substance Use Disorders

CALOCUS/LOCUS (Child and Adolescent Level of Care Utilization System)
X] Mental Health [ ] Substance Use Disorders

CASII (Child and Adolescent Service Intensity Instrument)
X] Mental Health [X] Substance Use Disorders

CANS (Child and Adolescent Needs and Strengths)
[ ] Mental Health [ | Substance Use Disorders

State-specific criteria (e.g. state law or policies) (please describe)
[ ] Mental Health [ | Substance Use Disorders

Plan-specific criteria (please describe)
[ ] Mental Health [ | Substance Use Disorders

0O o oo o x o XKoo X

Other (please describe)
[ ] Mental Health [ | Substance Use Disorders

AHCCCS contract requires validated assessment tools be utilized for EPSDT aged
members, as well as for adult members. AHCCCS required tool is limited to CALOCUS
(formerly CASII). MCG criteria is for both SUD and MH.

[ ] No specific criteria or tools are required
[ ] Mental Health [ | Substance Use Disorders

6.4.2- BH [X] Please describe the state’s strategy to facilitate the use of validated assessment
tools for the treatment of behavioral health conditions.

The state requires the use of the CALOCUS for all child members aged 6 through 18. The ECSII,
is currently required for the 0-5 population only through the Targeted Investments Program. This
is not an exhaustive list, and may differ by provider agency and population served by each.

The state requires contractors to implement validated behavioral health screening tools by
Primary Care Providers (PCPs) to determine if further assessment for behavioral health services
is necessary. The state requires that providers serving EPSDT-aged members utilize AHCCCS
approved EPSDT tracking forms and standardized developmental screening tools and that these
providers are trained in the use of these tools.

For the children's population, Contractors are required to ensure provision of Trauma Informed
Care (TIC) services, including routine trauma screenings and development of a network of TIC-
certified therapists, as well as to promote service delivery for children age birth through five,
including screening and high need identification as directed by AHCCCS through the use of
validated assessment tools. AHCCCS currently requires the use of the Child and Adolescent

Effective Date: 7/1/2019 Approval Date: 9-3-20



Level Of Care Utilization System (CALOCUS) (Formerly Child and Adolescent Service Intensity
Instrument (CASII) tool for children 6-18 years of age, and requires the use of the Early
Childhood Service Intensity Instrument (ECSII) through the Targeted Investments Program for
the 0-5 population.

Contractors are required to promote expansion of services for children age birth through five
through training and monitoring of specialists as directed by AHCCCS and in alignment with
Evidence Based Practices for this population (i.e. Infant Toddler Mental Health Coalition of
Arizona (ITMHCA) standards) and to utilize Substance Use Disorders (SUD) screening tools to
identify youth with substance use disorders and refer to SUD specialty services as appropriate.

The American Society of Adiction Medicine (ASAM) Criteria is required for adults receiving
behavioral health services, who have been identified as having a substance use disorder.

6.2.5- BH Covered Benefits The State assures the following related to the provision of behavioral
health benefits in CHIP:

X All behavioral health benefits are provided in a culturally and linguistically appropriate
manner consistent with the requirements of section 2103(c)(6), regardless of delivery system.

X The state will provide all behavioral health benefits consistent with 42 CFR 457.495 to ensure there
are procedures in place to access covered services as well as appropriate and timely
treatment and monitoring of children with chronic, complex or serious conditions

6.2- MHPAEA Section 2103(c)(6)(A) of the Social Security Act requires that, to the extent that it
provides both medical/surgical benefits and mental health or substance use disorder benefits, a State child
health plan ensures that financial requirements and treatment limitations applicable to mental health and
substance use disorder benefits comply with the mental health parity requirements of section 2705(a) of
the Public Health Service Act in the same manner that such requirements apply to a group health plan. If
the state child health plan provides for delivery of services through a managed care arrangement, this
requirement applies to both the state and managed care plans. These requirements are also applicable to
any additional benefits provided voluntarily to the child health plan population by managed care entities
and will be considered as part of CMS’s contract review process at 42 CFR 457.1201(1).

6.2.1- MHPAEA Before completing a parity analysis, the State must determine whether each covered
benefit is a medical/surgical, mental health, or substance use disorder benefit based on a standard that is
consistent with state and federal law and generally recognized independent standards of medical practice.
(42 CFR 457.496(H)(1)(1))

6.2.1.1- MHPAEA Please choose the standard(s) the state uses to determine whether a covered
benefit is a medical/surgical benefit, mental health benefit, or substance use disorder benefit. The
most current version of the standard elected must be used. If different standards are used for
different benefit types, please specify the benefit type(s) to which each standard is applied. If
“Other” is selected, please provide a description of that standard.

X International Classification of Disease (ICD)

[] Diagnostic and Statistical Manual of Mental Disorders (DSM)

[] State guidelines (Describe: )
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[] Other (Describe: )

6.2.1.2- MHPAEA Does the State provide mental health and/or substance use disorder
benefits?

IXI Yes
[ ]No

6.2.2- MHPAEA Section 2103(c)(6)(B) of the Social Security Act (the Act) provides that to the extent
a State child health plan includes coverage of early and periodic screening, diagnostic, and treatment
services (EPSDT) defined in section 1905(r) of the Act and provided in accordance with section
1902(a)(43) of the Act, the plan shall be deemed to satisfy the parity requirements of section
2103(c)(6)(A) of the Act.

6.2.2.1- MHPAEA Does the State child health plan provide coverage of EPSDT? The State

must provide for coverage of EPSDT benefits, consistent with Medicaid statutory requirements,
as indicated in section 6.2.26 of the State child health plan in order to answer “yes.”

|z| Yes
[ ]No

6.2.2.2- MHPAEA EPSDT benefits are provided to the following:
X All children covered under the State child health plan.
[ ] A subset of children covered under the State child health plan.

Please describe the different populations (if applicable) covered under the State child
health plan that are provided EPSDT benefits consistent with Medicaid statutory
requirements.

6.2.2.3- MHPAEA To be deemed compliant with the MHPAEA parity requirements, States
must provide EPSDT in accordance with sections 1902(a)(43) and 1905(r) of the Act (42 CFR
457.496(b)). The State assures each of the following for children eligible for EPSDT under the
separate State child health plan:

X All screening services, including screenings for mental health and substance use
disorder conditions, are provided at intervals that align with a periodicity schedule that
meets reasonable standards of medical or dental practice as well as when medically
necessary to determine the existence of suspected illness or conditions. (Section 1905(r))

X All diagnostic services described in 1905(a) of the Act are provided as needed to
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diagnose suspected conditions or illnesses discovered through screening services,
whether or not those services are covered under the Medicaid state plan. (Section
1905(r))

X All items and services described in section 1905(a) of the Act are provided when
needed to correct or ameliorate a defect or any physical or mental illnesses and conditions
discovered by the screening services, whether or not such services are covered under the
Medicaid State plan. (Section 1905(r)(5))

X Treatment limitations applied to services provided under the EPSDT benefit are not limited
based on a monetary cap or budgetary constraints and may be exceeded as medically
necessary to correct or ameliorate a medical or physical condition or illness. (Section
1905(r)(5))

X] Non-quantitative treatment limitations, such as definitions of medical necessity or criteria
for medical necessity, are applied in an individualized manner that does not preclude coverage
of any items or services necessary to correct or ameliorate any medical or physical condition
or illness. (Section 1905(r)(5))

X] EPSDT benefits are not excluded on the basis of any condition, disorder, or diagnosis.
(Section 1905(r)(5))

X The provision of all requested EPSDT screening services, as well as any corrective
treatments needed based on those screening services, are provided or arranged for as
necessary. (Section 1902(a)(43))

X1 All families with children eligible for the EPSDT benefit under the separate State child
health plan are provided information and informed about the full range of services available to
them. (Section 1902(a)(43)(A))

6.3 The state assures that, with respect to pre-existing medical conditions, one of the following
two statements applies to its plan: (42CFR 457.480)

6.3.1. X The state shall not permit the imposition of any pre-existing medical
condition exclusion for covered services (Section 2102(b)(1)(B)(ii));
OR
6.3.2. The state contracts with a group health plan or group health

insurance coverage, or contracts with a group health plan to provide
family coverage under a waiver (see Section 6.4.2. of the template).
Pre-existing medical conditions are permitted to the extent allowed by
HIPAA/ERISA (Section 2103(f)). Please describe: Previously 8.6
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6.4

Additional Purchase Options. If the state wishes to provide services under the plan
through cost effective alternatives or the purchase of family coverage, it must request
the appropriate option. To be approved, the state must address the following: (Section
2105(¢)(2) and(3)) (42 CFR 457.1005 and 457.1010)

6.4.1.

6.4.2.

6.4.1.1.

6.4.1.2.

6.4.1.3.

6.4.2.1.

Effective Date: 10-01-01

Cost Effective Coverage. Payment may be made to a state in excess
of the 10% limitation on use of funds for payments for: 1) other
child health assistance for targeted low-income children; 2)
expenditures for health services initiatives under the plan for
improving the health of children (including targeted low-income
children and other low-income children); 3) expenditures for
outreach activities as provided in section 2102(c)(1) under the plan;
and 4) other reasonable costs incurred by the state to administer
the plan, if it demonstrates the following (42CFR 457.1005(a)):

Coverage provided to targeted low-income children through
such expenditures must meet the coverage requirements
above; Describe the coverage provided by the alternative
delivery system. The state may cross reference section 6.2.1
- 6.2.28. (Section 2105(c)(2)(B)(i)) (42CFR 457.1005(b))

The cost of such coverage must not be greater, on an
average per child basis, than the cost of coverage that would
otherwise be provided for the coverage described above.;
Describe the cost of such coverage on an average per child
basis. (Section 2105(c)(2)(B)(ii)) (42CFR 457.1005(b))

The coverage must be provided through the use of a
community-based health delivery system, such as through
contracts with health centers receiving funds under section
330 of the Public Health Service Act or with hospitals such
as those that receive disproportionate share payment
adjustments under section 1886(c)(S)(F) or 1923 of the
Social Security Act. Describe the community based delivery
system. (Section 2105(c)(2)(B)(iii)) (42CFR 457.1005(a))

Purchase of Family Coverage. Describe the plan to purchase
family coverage. Payment may be made to a state for the purpose
of family coverage under a group health plan or health insurance
coverage that includes coverage of targeted low-income children, if
it demonstrates the following: (Section 2105(c)(3)) (42CFR
457.1010)

Purchase of family coverage is cost-effective relative to the
amounts that the state would have paid to obtain
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6.4.2.2.

6.4.2.3.

Effective Date: 10-01-01

comparable coverage only of the targeted low-income
children involved; and (Describe the associated costs for
purchasing the family coverage relative to the coverage for
the low income children.) (Section 2105(c)(3)(A)) (42CFR
457.1010(a))

The state assures that the family coverage would not
otherwise substitute for health insurance coverage that
would be provided to such children but for the purchase of
family coverage. (Section 2105(c)(3)(B)) (42CFR
457.1010(b))

The state assures that the coverage for the family otherwise
meets title XXI requirements. (42CFR 457.1010(c))

9 Approval Date: 09-20-02
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Section 7. Quality and Appropriateness of Care

Check here if the state elects to use funds provided under Title XXI only to provide
expanded eligibility under the state's Medicaid plan, and continue on to Section 8.

7.1.  Describe the methods (including external and internal monitoring) used to assure
the quality and appropriateness of care, particularly with respect to well-baby
care, well-child care, and immunizations provided under the plan. (2102(a)(7)(A))
(42CFR 457.495(a))

The KidsCare Program uses performance measures, quality standards, information
strategies and quality improvement studies to assure high quality care for members.
The tools include:

Quality standards defined in policy and contract

Annual on-site operational and financial reviews
Performance indicator and utilization measurement studies
Compliance with national quality measures

Will the state utilize any of the following tools to assure quality?
(Check all that apply and describe the activities for any categories utilized.)

7.1.1. X

Effective Date: 08-24-01

Quality standards

Each contractor adheres to specific quality/utilization standards
established by AHCCCS for the KidsCare Program. A comprehensive
plan prepared by the contractor includes the following components:

e Program monitoring

e Program evaluation

e Member education

e Provider education

e Compliance with mandatory components of preventive care visits.

Contractors participate in an annual review of the KidsCare program
which includes on-site visits by AHCCCS staff to contractors and
medical record audits.

AHCCCS monitors compliance with quality assurance standards through
an established process of operational and financial reviews for the
Medicaid program. The reviews are conducted by a review team
comprised of AHCCCS staff. The reviews are performed on-site
through interviews with appropriate personnel and through review of
documentation in the following areas:

Administration and Management
Provider Services/Network Management
Grievance and Appeals

Medical Management
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Quality/Utilization Management

Dental Services

Maternal Health/Family Planning

Behavioral Health

Delivery System and Access to Care Standards
Member Services

Financial

The review tool contains standards from the review areas identified
above and provides the basis for assessing contractor performance, as
well as identifying areas where improvements can be made or where
there are areas of noteworthy performance and accomplishment.

7.1.2. X Performance measurement

AHCCCS requires contractors to meet the AHCCCS performance
measures which are defined using HEDIS methodology as a guide. In
particular, performance measurement will focus on the following areas:
o Age appropriate childhood immunizations
o Dental visits
o Well child visits in the first 15 months of life
o Well child visits in the third, fourth, fifth, and sixth year of life
o Access to a regular source of primary care

Indicator Summary Description

1. Childhood Immunization | The percent of members age two who were

Rate continuously enrolled for 12 months and
received recommended immunizations.
2. Annual Dental Visit The percent of members age 3-19 with at least

one dental visit in the reporting year.

15 Months

3. Well Child Visits Under | The percent of children age 15 months who

received all recommended well child wvisits
during the reporting year.

4. Well Child Visits for 3, 4, | The percent of children 3-6 who received a well
5 and 6 Year Olds child visit during the last year.

7.1.3. X

Effective Date: 08-24-01

Information strategies
All contractors must inform new members about services within ten days
of enrollment. Information includes:

o Benefits of preventive care

. A complete description of services available

J How to obtain these services and assistance with scheduling of
appointments
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7.1.4. X

o A statement regarding copayments which may be required

In addition, both eligibility workers and contractors are required to
educate KidsCare Program enrollees about their benefits, rights and
responsibilities. This education focuses on the importance of preventive
services, such as immunizations and dental visits, health promotion
activities and the importance of regular visits to their primary care
provider instead of using the emergency room for primary care.

Quality improvement strategies

AHCCCS began a Quality Improvement Initiative in 1995 designed to
use encounter data to monitor quality and to test new concepts of quality
of care based on many of the recommendations for measurement from
the Quality Assurance Reform Initiative (QARI) and the National
Committee for Quality Assurance. The major components of the
Initiative include:

Performance Measures as listed in subsection 7.1.2.

Financial Measures of health plan fiscal viability, management of care,
timely payment of claims and documentation of medical expenses.

Member Satisfaction Surveys conducted to provide information on
access to care, communication between members and providers, and
quality of care.

Provider Satisfaction Surveys designed to assess primary care
practitioners' satisfaction with the KidsCare Program.

In the future, the Consumer Assessment of Health Plans Survey
(CAHPS) data may be incorporated into AHCCCS’ Quality
Improvement Initiative, as well as any new reporting requirements which
may be developed.

7.2. Describe the methods used, including monitoring, to assure: (2102(a)(7)(B))
(42CFR 457.495)

7.2.1 Access to well-baby care, well-child care, well-adolescent care and
childhood and adolescent immunizations. (Section 2102(a)(7)) (42CFR
457.495(a))

Effective October 1, 2001 Kidscare members are eligible for the same services
covered for members under the Title XIX program, as specified in the acute-
care renewal contract.

The AHCCCS Medical Policy Manual further specifies that KidsCare services
must be provided according to community standards and standards under Title
XIX for Early and Periodic Screening, Diagnosis and Treatment (EPSDT)

Effective Date: 08-24-01
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enrolled members. This ensures access to well-baby care, well-child care, well-
adolescent care and childhood and adolescent immunizations.

The AHCCCS Medical Policy Manual also states that, "Contractors must
comply with all Quality Management and Quality Improvement requirements."
Acute-care contractors are encouraged to include in their EPSDT annual plans
and quarterly progress reports activities that will ensure access to services by
KidsCare members and/or acknowledge that EPSDT activities apply to both
Title XIX and Title XXI members. These reports include monitoring and
evaluation of utilization of services.

Members enrolled under the KidsCare Program are included in analysis of the
AHCCCS acute-care Performance Indicators for well-child and dental visits.
Title XXI members are reported separately for immunizations and children's
access to PCPs. The KidsCare population also is included in medical audits, as
appropriate.

Additional monitoring is accomplished through the OFR process.

7.2.2 Access to covered services, including emergency services as defined in 42
CFR 457.10. (Section 2102(a)(7)) 42CFR 457.495(b))

AHCCCS requires all contractors to have sufficient provider capacity to absorb
the additional KidsCare enrollment. Currently, all AHCCCS members have a
choice of at least two contractors.

Contractors are required to meet the AHCCCS contractual standards for network
capacity for primary care providers (PCPs). These standards include
appointment availability, geographic accessibility, quality and utilization.
AHCCCSA informs all health plans when a PCP, contracted with more than one
contractor, exceeds 1800 AHCCCS members in their panel. This allows the
health plans to more closely monitor these PCPs’ adherence to the standards.
All Contractors have a system in place to monitor and ensure that each member
is assigned to an individual PCP and that PCP assignment data is current.
Members are allowed to choose their initial PCP from the health plan network
and change the assignment should they wish to do so.

In addition, KidsCare enrollees are assured access through existing AHCCCS
standards for appointment standards for emergency, urgent and routine care,
specialty providers, and dentists.

Contractors provide emergency services facilities adequately staffed by
qualified medical professionals to provide emergency care on a 24-hour per day,
7-day per week basis for treatment of medically emergent conditions.
Contractors must educate members about the appropriate utilization of
emergency room services and monitor utilization by both members and
providers.
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AHCCCS, through its operational and financial reviews, monitors contractor
compliance with these standards. The health plans are also required to submit a
description of their networks to the Agency on a quarterly basis.

.2.3 Appropriate and timely procedures to monitor and treat enrollees with

chronic, complex, or serious medical conditions, including access to an
adequate number of visits to specialists experienced in treating the specific
medical condition and access to out-of-network providers when the
network is not adequate for the enrollee's medical condition. (Section
2102(a)(7)) (42CFR 457.495(¢c))
Contractors must follow care coordination policies set forth in of the AHCCCS
Medical Policy Manual. These requirements include policies and procedures for
identifying members with complex, serious and/or at-risk medical conditions,
assessing those conditions, identifying medical procedures to address and/or
monitor the conditions, ensuring adequate care coordination among providers,
and developing a plan of care appropriate to those conditions. The care plan
must eliminate barriers to direct access to specialists, provide adequate access to
support services, be time-specific, and be updated periodically.

Children with certain chronic, complex, or serious medical conditions receive
services related to those conditions through the Children's Rehabilitative
Services (CRS) program administered by the Arizona Department of Health
Services. Contractors refer members who are potentially eligible for CRS
services to the program for evaluation and enrollment if eligible. Contractors
are required to monitor referrals to CRS and ensure that CRS-covered services
are provided in a timely manner to eligible children. PCPs are required to
coordinate care with CRS and to include those services in the member's medical
record.

PCPs are accountable for maintaining a medical record which incorporates
documentation of all health care services provided to assigned members,
including PCP services, specialty medical and/or behavioral health services, all
medications prescribed by the PCP and/or other providers, authorized durable
medical equipment, dental services, emergency care, and hospitalizations, as
required in the AHCCCS Medical Policy Manual. Contractors monitor PCP
compliance with medical record keeping requirements through regular chart
audits.

Contractors must ensure that appointments standards are met for specialty
referrals within the following timeframes: emergency, within 24 hours of
referral; urgent, within three days of referral; and routine, within 45 days of
referral. Contractors monitor provider compliance with appointment standards
through "secret shopper phone calls or regular/periodic on-site visits."
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Indian Health Services and 638 Tribal Facilities are responsible for maintaining
continuity of care and maintaining a complete medical record for each assigned
member, as well as providing necessary referrals for specialty care.

AHCCCS monitors and assesses contractors' care coordination and case
management processes, including referral to Children's Rehabilitative Services
(CRS) and behavioral health services, through the Operational Financial
Reviews (OFRs).  Contractor compliance with appointment availability
standards and QM/QI requirements also are evaluated in the OFRs.

7.2.4 Decisions related to the prior authorization of health services are completed
in accordance with state law or, in accordance with the medical needs of the
patient, within 14 days after the receipt of a request for services. (Section
2102(a)(7)) (42CFR 457.495(d))

The state complies with this requirement of decisions related to the prior
authorization of health services. The timeframe for prior authorization of
decisions is the same in SCHIP as in the Medicaid program.
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Section 8. Cost Sharing and Payment (Section 2103(e))

Check here if the state elects to use funds provided under Title XXI only to provide expanded
eligibility under the state's Medicaid plan, and continue on
to Section 9.

8.1. Is cost-sharing imposed on any of the children covered under the plan? (42CFR 457.505)

8.2.

8.1.1. X YES
8.1.2. NO, skip to question 8.8.

Describe the amount of cost-sharing, any sliding scale based on income, the group or groups
of enrollees that may be subject to the charge and the service for which the charge is
imposed or time period for the charge, as appropriate.

(Section 2103(e)(1)(A)) (42CFR 457.505(a), 457.510(b) &(c¢), 457.515(a)&(c))

At State discretion, premiums may be temporarily waived for CHIP applicants and/or existing
beneficiaries who reside and/or work in a State or Federally declared disaster area for the duration
of the declared emergency.

8.2.1. Premiums:
On October 1, 1999, AHCCCS began imposing monthly premiums on families whose
income exceeded 150 percent of the FPL.

AHCCCS worked collaboratively with KidsCare stakeholders to develop the premium
billing proposal based on these goals:

e Insure more children.

Promote accountability and responsibility.

Notify KidsCare members of their premium rights and responsibilities.

Reduce administrative costs and implement a simplified system.

Have a process that is clear and understandable to the members.

The following is the premium billing and collection process:

e Payments are accepted on a monthly basis.

e The cost sharing methodology does not favor children from families with higher
incomes over families with lower incomes.

e AHCCCS ensures that premiums are not assessed on Native American or Alaska
Native populations.

e AHCCCS monitors the number of persons who are disenrolled due to nonpayment
of premiums and notifies KidsCare members about their premium rights and
responsibilities.

e The first monthly premium is not required prior to initial enrollment in the program.
All premium payments are due by the 15" day of each month of enrollment.

e If the payment is not made by the due date, a past due notice will be sent with a
request for payment no later than the last day of the month.
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Effective May 1, 2009, the premium amounts for children when parents are not enrolled
are as follows:

PREMIUM AMOUNTS
Federal Poverty Levels (FPL) 1* Child More than 1 Child
100% to 150% $10.00 $15.00
151% - 175% $40.00 $60.00 Total
176% - 200% $50.00 $70.00 Total

8.2.2. Deductibles: Not Applicable
8.2.3. Coinsurance or copayments: No copayments are charged.
8.2.4. Other: N/A

8.3. Describe how the public will be notified, including the public schedule, of this cost-
sharing (including the cumulative maximum) and changes to these amounts and
any differences based on income. (Section 2103(e)((1)(B)) (42CFR 457.505(b))
Information about cost sharing is included in the following:

e  Member notices will be sent prior to implementation

e  Education and application materials.

e  Member handbooks provided by KidsCare contractors.

o  Arizona Administrative Register and other rulemaking activities conducted by the
AHCCCS Administration.

e Native American newsletters and meetings make it clear that the Native American
and Alaska Native populations are exempt from paying any cost sharing.

e Posted on the AHCCCS public website

e Presented to the State Medicaid Advisory Committee

8.4. The state assures that it has made the following findings with respect to the cost
sharing in its plan: (Section 2103(e))

84.1. X Cost-sharing does not favor children from higher income families
over lower income families. (Section 2103(e)(1)(B)) (42CFR 457.530)

84.2. X No cost-sharing applies to well-baby and well-child care, including
age-appropriate immunizations. (Section 2103(e)(2)) (42CFR
457.520)

Effective Date: 05-01-09 Approval Date: 04/13/09
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843 X No additional cost-sharing applies to the costs of emergency medical services
delivered outside the network. (Section 2103(e)(1)(A)) (42CFR 457.515(f))
The state assures enrollees will not be held liable for cost-sharing amounts for emergency
services that are provided at a facility that does not participate in the enrollee's managed
care network.

8.5. Describe how the state will ensure that the annual aggregate cost-sharing for a family does not exceed
5 percent of such family's income for the length of the child's eligibility period in the State. Include
a description of the procedures that do not primarily rely on a refund given by the state for
overpayment by an enrollee: (Section 2103(e)(3)(B)) (42CFR 457.560(b) and 457.505(e))
Premiums will not exceed the five percent cumulative maximum. Families are advised on the notice of
approval that the total cost sharing under KidsCare can not exceed five percent of the families’ income.
Families are advised to contact AHCCCS if the total cost sharing exceeds the five percent limit. Upon
notification, AHCCCS makes changes to the system to stop the imposition of monthly premiums.

8.6 Describe the procedures the state will use to ensure American Indian (as defined by the Indian Health
Care Improvement Act of 1976) and Alaska Native children will be excluded from cost-sharing.
(Section 2103(b)(3)(D)) (42CFR 457.535)

The Application for AHCCCS Health Insurance requests information about the child's race. If the child is
American Indian or Alaska Native, AHCCCS does not assess a premium or copayment.

8.7 Please provide a description of the consequences for an enrollee or applicant who does not pay a
charge. (42CFR 457.570 and 457.505(c))

Exception to Disenrollment for Failure to Pay Premiums—At State discretion, premiums may be waived
for CHIP applicants and/or beneficiaries who meet income and other eligibility requirements and who
reside and/or work in Governor or FEMA declared disaster areas for the duration of the declared
emergency. The premium balance will be waived if the family is determined to have been living or
working in FEMA or Governor declared disaster areas based on self-declared application information or
other documentation provided by the family.

A. The consequences for non payment of premium are as follows:

1. If the payment is not made by the due date, AHCCCS sends a past due notice with a request for
payment no later than the last day of the month.

2. If the payment is not received by the 15™ day of the second month, AHCCCS mails a ten-day
discontinuance letter. Services are terminated if the delinquent payment is not received the end
of the second month. If AHCCCS receives the delinquent payment prior to the end of the
second month, there is no break in coverage.

3. Persons may be re-enrolled if all outstanding balances are paid and an updated application is
submitted.

B. The following is the hardship exemption to the disenrollment process:

1. The following definitions apply to this Section:

a. "Major expense" means the expense is more than 10 percent of the household's countable
income
b. "Medically necessary" means as defined in 9 A.A.C. R9-22-101.

2. Whenever a monthly statement includes a past due amount and the benefits are at risk of being
terminated, AHCCCS sends a separate notice with information about and instructions for
requesting a hardship exemption.
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C. The Administration grants a hardship exemption to the disenrollment requirements

under A.R.S. § 36-2982 for a household who:
1. Is no longer able to pay the premium due to one of the hardship criteria listed
below, and
2. Requests and provides all necessary written verification at the time of request.
D. The Administration considers the following hardship criteria:
1. Medically necessary expenses or health insurance premiums that:
a. Are not covered under Medicaid or other insurance and
b. Exceed 10 percent of the household's countable income;
2. Unanticipated major expense, related to the maintenance of shelter or
transportation for work;
3. A combination of medically necessary and unanticipated major expenses in this
section that exceed 10% of the household's countable income; or
4. Death of a household member.

E. The Administration must receive the written request and verification of exemption
eligible criteria by the 10th day of the month in which the household receives the
billing statement containing the current and past due premium notice.

F. The Administration notifies the head of household concerning the approval or
denial of the request for exemption and discontinuance 10 days prior to the end of
the month in which the request was received.

8.7.1 Please provide an assurance that the following disenrollment protections
are being applied:

X State has established a process that gives enrollees reasonable notice

of and an opportunity to pay past due premiums, copayments,
coinsurance, deductibles or similar fees prior to disenrollment.
(42CFR 457.570(a))
Medicaid rules regarding opportunities for impartial reviews prior to
disenrollment apply to SCHIP. The premium payment is due by the 15"
day of each month. If the payment is not made by the due date,
AHCCCS sends a past due notice with a request for payment no later
than the last day of the month. If the payment is not received by the 15™
day of the second month, AHCCCS mails a ten-day discontinuance
letter. Enrollees are ensured the opportunity to continue benefits pending
the outcome of the hearing.

X The disenrollment process affords the enrollee an opportunity to
show that the enrollee's family income has declined prior to
disenrollment for non payment of cost-sharing charges. (42CFR
457.570(b))

KidsCare members may report a change at any time. If a change in
income is reported, AHCCCS reevaluates KidsCare and Medicaid
eligibility and the premium amount.

In the instance mentioned above, that the state will facilitate

enrolling the child in Medicaid or adjust the childs cost-sharing
category as appropriate. (42CFR 457.570(b))

Effective Date: 07/0/04 4 Approval Date: 04/02/04



If a change in income results in a lower premium amount, AHCCCS
adjusts the premium amount the next prospective month after the change
is reported. If the child appears to be Medicaid eligible, AHCCCS refers
the application and documentation to the Department of Economic
Security for a Medicaid determination.

The state provides the enrollee with an opportunity for an impartial
review to address disenrollment from the program. (42CFR
457.570(c))

AHCCCS sends a notice to the household at least 10 days before benefits
are discontinued due to non-payment. The notice includes information
about the right to request a hearing and how to request a hearing. If
AHCCCS receives the hearing request prior to the discontinuance
effective date, AHCCCS may continue benefits pending the outcome of
the hearing. Prior to the hearing date, AHCCCS discusses all
information with the household to determine if the premium was
calculated correctly. If the premium amount is correct, AHCCCS
informs the household that the premium amount is correct and that the
household has the right to request a hearing. If the premium amount is
not correct, AHCCCS corrects the premium amount and the hearing is
not necessary.

8.8 The state assures that it has made the following findings with respect to the
payment aspects of its plan: (Section 2103(e))

88.1. X

8.8.2. X

8.8.3. X

8.8.4. X

8.8.5. X

Effective Date: 07/0/04

No Federal funds will be used toward state matching requirements.
(Section 2105(c)(4)) (42CFR 457.220)

No cost-sharing (including premiums, deductibles, copays,
coinsurance and all other types) will be used toward state matching
requirements. (Section 2105(c)(5) (42CFR 457.224)  (Previously
8.4.5)

No funds under this title will be used for coverage if a private
insurer would have been obligated to provide such assistance except
for a provision limiting this obligation because the child is eligible
under the this title.

(Section 2105(c)(6)(A)) (42CFR 457.626(a)(1))

Income and resource standards and methodologies for determining
Medicaid eligibility are not more restrictive than those applied as of
June 1, 1997. (Section 2105(d)(1)) (42CFR 457.622(b)(5))

No funds provided under this title or coverage funded by this title
will include coverage of abortion except if necessary to save the life
of the mother or if the pregnancy is the result of an act of rape or
incest. (Section 2105)(c)(7)(B)) (42CFR 457.475)
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8.8.6. X No funds provided under this title will be used to pay for any
abortion or to assist in the purchase, in whole or in part, for
coverage that includes abortion (except as described above).
(Section 2105)(c)(7)(A)) (42CFR 457.475)

Effective Date: 07/0/04 6 Approval Date: 04/02/04



Section 9
#

Strategic Objectives and

Performance Goals & Plan
Administration



Section 9. Strategic Objectives and Performance Goals and Plan Administration (Section 2107)

9.1. Describe strategic objectives for increasing the extent of creditable health
coverage among targeted low-income children and other low-income children:
(Section 2107(a)(2)) (42CFR 457.710(b))

Arizona has established the following strategic objectives for the KidsCare Program:

e Decrease the percentage of children in Arizona who are uninsured or who do
not have a regular source of health care.

e Improve the health status of children enrolled in KidsCare in Arizona through
a focus on early preventive and primary care.

e Ensure that KidsCare eligible children in Arizona have access to a regular
source of care and ensure utilization of health care by enrolled children.

¢ Avoid “crowd out” of employer coverage.

e (Coordinate with other health care programs providing services to children to
ensure a seamless system of coverage.

9.2. Specify one or more performance goals for each strategic objective identified:

(Section 2107(a)(3)) (42CFR 457.710(c))

e Decrease the percentage of children in Arizona who are uninsured. (In the first
year of the KidsCare Program, decrease the percentage of children with income
under 150% of FPL who are uninsured and, in subsequent years, decrease the
number of children with income under 200% of FPL who are uninsured.)

e Screen 100 percent of applications to determine if the child was covered by
employer sponsored insurance within the last three months. If however, a child
has exceeded the lifetime limit to his or her employer sponsored insurance policy;
the child will not be required to go bare for three months.

e Improve the number of KidsCare eligible children who receive preventive and
primary care by meeting goals according to Health People 2010:

1. 90 percent of children under two will receive age appropriate immunizations;
90 percent of children under 15 months will receive the recommended
number of well child visits;

3. 90 percent of three, four, five, and six year olds will have at least one well-
child visit during the year;

4. 90 percent of children will have at least one dental visit during the year; and

e Ensure that KidsCare enrolled children receive access to a regular source of care:
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1. 100 percent of enrolled children will be assigned a PCP; and
2. 90 percent of KidsCare children will see a PCP at least once during the first
12 months of enrollment.

9.3. Describe how performance under the plan will be measured through objective,
independently verifiable means and compared against performance goals in
order to determine the state's performance, taking into account suggested
performance indicators as specified below or other indicators the state develops:
(Section 2107(a)(4)(A),(B)) (42CFR 457.710(d))

Check the applicable suggested performance measurements listed below that the
state plans to use: (Section 2107(a)(4))

9.3.1. X

93.2. X

9.3.3. X

9.34. X

9.3.5.

9.3.6.

93.7. X

9.3.8.

Effective Date: 07/01/04

The increase in the percentage of Medicaid-eligible children
enrolled in Medicaid.

The reduction in the percentage of uninsured children.

The increase in the percentage of children with a usual source of
care.

The extent to which outcome measures show progress on one or
more of the health problems identified by the state.

HEDIS Measurement Set relevant to children and adolescents
younger than 19.

Other child appropriate measurement set. List or describe the set
used.

If not utilizing the entire HEDIS Measurement Set, specify which
measures will be collected, such as:

9.3.7.1. X Immunizations

9.3.7.2. X Well child care

9.3.7.3. Adolescent well visits

9.3.7.4. X Satisfaction with care

9.3.7.5. Mental health

9.3.7.6. X Dental care

9.3.7.7. Other, please list:

Performance measures for special targeted populations.
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94. X The state assures it will collect all data, maintain records and furnish
reports to the Secretary at the times and in the standardized format that
the Secretary requires. (Section 2107(b)(1)) (42CFR 457.720)

9.5. X The state assures it will comply with the annual assessment and evaluation
required under Section 10. Briefly describe the state's plan for these
annual assessments and reports. (Section 2107(b)(2)) (42CFR 457.750)
AHCCCS will perform the annual assessments and evaluations required in
Section 10. The annual report will include an assessment and update on the
operation of the KidsCare Progam, including the increase in the percentage of
Medicaid eligible children enrolled in Medicaid and the reduction in the
percentage of uninsured children will be calculated from CPS data.

As addressed in Section 7, AHCCCS will measure the KidsCare Program’s
progress toward meeting its strategic objectives and performance goals through
an evaluation of the contractors using encounter data and medical chart audits,
with particular emphasis on preventive and primary care measures.

In addition, annual Operational and Financial Reviews of the KidsCare
contractors and reviews of the Quality Management Plans addressing quality
standards and how contractors propose to meet those standards will assist
AHCCCS in ensuring the quality of health coverage.

9.6. X The state assures it will provide the Secretary with access to any records or
information relating to the plan for purposes of review of audit. (Section
2107(b)(3)) (42CFR 457.720)

9.7. X The state assures that, in developing performance measures, it will modify
those measures to meet national requirements when such requirements are
developed. (42CFR 457.710(e))

9.8. The state assures, to the extent they apply, that the following provisions of
the Social Security Act will apply under Title XXI, to the same extent they
apply to a state under Title XIX: (Section 2107(e)) (42CFR 457.135)

9.8.1. X Section 1902(a)(4)(C) (relating to conflict of interest
standards)

9.8.2. X Paragraphs (2), (16) and (17) of Section 1903(i) (relating to
limitations on payment)

9.8.3. X Section 1903(w) (relating to limitations on provider donations
and taxes)

9.84. X Section 1132 (relating to periods within which claims must be
filed)

Effective Date: 07/01/04 3 Approval Date: 04/02/04



9.9. Describe the process used by the state to accomplish involvement of the public in

the design and implementation of the plan and the method for insuring ongoing
public involvement. (Section 2107(c)) (42CFR 457.120(a) and (b))
Arizona has developed a collaborative process with many interested parties in the
design, implementation and evaluation of the KidsCare State Plan. The state has a
process for conducting a statewide collaborative effort to provide the community with
awareness, education and an opportunity to shape the KidsCare Program (see
Attachment N). The Children’s Action Alliance also held public forums to discuss the
parameters of the KidsCare Program.

In December 1997, the Governor convened a KidsCare Task Force consisting of state
legislators, state agencies, representatives from the hospital and medical industry,
advocacy organizations and tribal organization to develop recommendations about how
targeted, low-income children could best be served by the funds available under Title
XXI. The members of this task force are identified in Attachment O. The Governor’s
Office also convened a special meeting for the 21 Arizona tribes to discuss tribal issues.

The Governor worked with key legislators and other interested parties to introduce
legislation on KidsCare. This legislation and the public hearings provided significant
opportunities for state legislators and the public to comment and participate in the
development of the KidsCare Program. In these legislative hearings, there has been
overwhelming support from the community as evidenced by the testimony in support of
the program. In addition to the legislative hearings, the community has endorsed this
KidsCare Program as shown in Attachment P.

AHCCCS convened two public hearings to discuss the proposed State Plan. Over 275
persons were sent a copy of the State Plan and invited to the hearings. Over 70 persons
attended the hearings which included an overview of the State Plan and an open forum
for comments, questions and answers. The majority of the discussion involved
questions about the operation of the program or the potential for state legislative
changes which were answered at the hearing. The suggestions for changes to the State
Plan and comments from AHCCCS are summarized in Attachment Q.

As part of Senate Bill 1008, the legislature requires annual reports beginning January 1,
2000, containing the following information:

1. The number of children served by the program.

. The state and federal expenditures for the program for the previous fiscal year.

3. A comparison of the expenditures for the previous fiscal year with the
expected federal funding for the next fiscal year.

4.  Whether the federal funding for the next fiscal years will be sufficient to
provide services at the current percentage of the FPL or whether an enrollment
cap may be needed.

5. Any recommendations for changes to the program will be submitted to the
Governor, the President of the Senate, Speaker of the House of
Representatives, Secretary of State, the Director of the Department of Library,
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As part of the public process, AHCCCS held two public hearings on the proposed State
Plan to provide the public with an opportunity to comment and will also hold public
hearings on all proposed rules for this program.

AHCCCS has included KidsCare as a regular agenda item for discussion with the State
Medicaid Advisory Committee and is working closely with health plans who will be
responsible for the delivery of services through the following forums:

AHCCCS Health Plan meetings

Medical Directors’ meetings

Quality Management and Maternal Child Health meetings

Other types of meetings (e.g., one-on-one meetings, rule meetings and State
Plan meetings).

Please see sections 9.9.1 and 9.9.2 for a description of ongoing public involvement
opportunities.

9.9.1 Describe the process used by the state to ensure interaction with Indian

Tribes and organizations in the state on the development and
implementation of the procedures required in 42 CFR 457.125. (Section
2107(c)) (42CFR 457.120(c))
AHCCCS has an ongoing communication with the tribal communities. (See
section 2.2.1. and 4.4.5. and 8.3.) An article was written in the KidsCare News
to communicate to the communities that no cost sharing is required. The
Application for AHCCCS Health Insurance requests information about the
child’s race. If the child is American Indian or Alaska Native, this information
is input into the KEDS automated system which reads the race code and assigns
a premium amount of zero.

9.9.2 For an amendment relating to eligibility or benefits (including cost sharing
and enrollment procedures), please describe how and when prior public
notice was provided as required in 457.65(b) through (d).

The public has the ability to be involved through the legislative and/or
rulemaking process. During the Legislative session, there are many
opportunities that the public can make comment to the House of Representatives
or Senate. (See section 9.9)

AHCCCS ensures the public has the opportunity to be involved in the
rulemaking process from the beginning to end. Initially, AHCCCS opens a
docket and files a notice with the Secretary of State in the Arizona
Administrative Register. Next, AHCCCS files proposed rules and notice with
the Secretary of State in the Arizona Administrative Register. After that,
AHCCCS receives written and oral comments from the public. The next step,
involves a public hearing. The agency then reviews public comments and
makes necessary changes to the proposed rules. In conclusion, the agency
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submits rules to the Governor's Regulatory Review Council for approval. The agency appears before
the Council to answer questions regarding the rules. At this time, the public has one more opportunity
to express their opinion (approval or disapproval) of the rule. After the Council approves the rules, the
rule package is then filed with the Secretary of State.

Public notice for enrollment cap

Prior public notice of the enrollment cap, effective January 1, 2010, will be communicated to the
public by publication in the Arizona Administrative Register by the Secretary of State, posting on
the AHCCCS Administration’s internet website, written communication to the Legislature and
Governor, the State Medicaid Advisory Committee, and other interested stakeholders. Notice to the
public was also provided on October 9, 2009, when AHCCCS posted information about the potential
impact of implementing a 15% reduction which identified elimination of the KidsCare program as a
discretionary program that would not jeopardize federal stimulus dollars or voter protected
programs. Finally, a public hearing with the opportunity to present public comments will be held on
December 29, 2009 and tribal consultation will be held on December 28, 2009.

Public notice for cost-sharing
AHCCCS provided many avenues for public involvement in the Cost Sharing implementation.

The Office of Community Relations provided Community and Provider Forums in which
participants and AHCCCS staff discussed the cost-sharing changes, as well as additional information
on other AHCCCS program changes and future updates. These forums were held in: Flagstaff,
Tucson, Phoenix (2), and Yuma from August 26, 2003 to September 23, 2003. 404 providers, 356
community members, advocates, interested individuals, etc attended the forums. The Arizona
Republic published a two-paragraph description of the Forums under the Health Briefs.

The Public Information Office had a brief description of the Forums in the Arizona Republic, which is
Arizona's statewide newspaper.

The Office of Legal Assistance conducted Public Hearings in Phoenix, Tucson, and Flagstaff to reach
individuals in the Northern, Central or Southern areas of Arizona. Information about date, time, and
place of the Public Hearings as well as the proposed rule language were posted September 4, 2003 on
the AHCCCS website (www.ahcccs.state.az.us). AHCCCS accepted comments from the public on the
rules from September 4, 2003 until close of business on September 24, 2003.

Seventeen individuals attended the public hearings held in Phoenix, Flagstaff, and Tucson. Prior to the
hearings the agency received 7 written comments and, during the hearings, received public testimony
from another 6 individuals. The majority of comments were from pharmacists or pharmaceutical
companies concerned about the actual implementation of copays at the pharmacy counter. Comments
were reviewed and merits discussed with executive management. On September 29, 2003 the final
rules were filed with the Secretary of State's office and subsequently published in the Arizona
Administrative Register on October 24, 2003. The following is a summary of the principle comments
received at the public hearing and the agency’s response.
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PRINCIPLE COMMENTS AHCCCS RESPONSE

Does pharmacy co-pays suggest The health plan practice regarding
that consumers will have a pharmacy management has not
choice between a branded or changed. A member is not allowed to
generic product? Almost all of pay the higher amount to have brand
the health plans that serve TXIX name medication. However, most
population have a mandatory health plans have brand name

generic policy in place, therefore medication available as off formulary
branded products that have which would require prior

generic equivalents will authorization.

generally reject at the pharmacy
level with a message to use the
generic product. Can you please
clarify the proposed changes for
prescription copayments.

R 9-22-711 E identifies the The implications for the pharmacy are
individuals who are subject to the same as if any other person with
specific brand and generic co- another type of insurance would not
payments and that the provider have the money to pay the copay.

may deny a service if the
member does not pay the
required co-payment. What are
the implications to the pharmacy
if they deny service?
Federal law prohibits services to be

Federal Regulations prohibit denied for the categorical "entitled"
pharmacies from collecting co- groups. However, services can be
payments from Medicaid denied if copayments are not made
population when the individual by the non-categorical groups.

refuses or is unable to pay the
co-payment. Does A.R.S.36-
2903.01 meet the federal
standard? Has it been waived? If
an individual refuses or is unable
to pay the co-payment what
actions may the pharmacy take
regarding prescription services?
Can they deny services
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A Public Hearing was held in Phoenix on January 12, 2004 regarding the
February 1, 2004 premium increase. No testimony was received either verbally
or in writing.

One of the areas targeted by the Arizona legislature in various legislative
hearings was an increase in the monthly premiums that would be paid by
families who had children or adults enrolled in a SCHIP program. The
February 2004 increase is the result of the legislative mandate to enhance cost
sharing. Interested parties had an opportunity to testify in the several public
hearings and during the public hearings on the changes to AHCCCS’ rules. In
addition, the attached notice was sent to all who had children enrolled with
KidsCare who would be affected by the increase in monthly premiums.

Public notice for the July 1, 2004 premium implementation for families with
income between 100% and 150% of the FPL is scheduled for May 7, 2004. The
Public Hearing will be held on June 9, 2004 to hear testimony on this premium
change.

9.10 Provide a one year projected budget. A suggested financial form for
the budget is attached. The budget must describe: (Section 2107(d))
(42CFR 457.140)

Planned use of funds, including --
Projected amount to be spent on health services;
Projected amount to be spent on administrative costs, such as
outreach, child health initiatives, and evaluation; and
Assumptions on which the budget is based, including cost per child
and expected enrollment.
Projected sources of non-Federal plan expenditures, including any
requirements for cost-sharing by enrollees.

See Attachment S for the KidsCare Budget. The state share of the program is
funded with monies from the Tobacco Tax Fund. The removal of the
enrollment cap has no state budget impact because no state match is
required. However, the overall CHIP allotment shortfall has a negative state
budget impact because CHIP funding for the M-CHIP child expansion
population is contingent on availability of funds. Since the CHIP allotment is
insufficient, there is a state general fund cost to cover this population at the
regular FMAP when CHIP is not available.
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Section 10.  Annual Reports and Evaluations (Section 2108)

10.1. Annual Reports. The state assures that it will assess the operation of the
state plan under this Title in each fiscal year, including: (Section
2108(a)(1),(2)) (42CFR 457.750)

10.1.1. X The progress made in reducing the number of uncovered
low-income children and report to the Secretary by January
1 following the end of the fiscal year on the result of the
assessment, and

10.2. X The state assures it will comply with future reporting requirements
as they are developed. (42CFR 457.710(e))

10.3. X The state assures that it will comply with all applicable Federal

laws and regulations, including but not limited to Federal grant
requirements and Federal reporting requirements.
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Section 11.  Program Integrity (Section 2101(a))

Check here if the state elects to use funds provided under Title XXI only to provide
expanded eligibility under the state's Medicaid plan, and continue to Section 12.

11.1 X The state assures that services are provided in an effective and efficient manner
through free and open competition or through basing rates on other public and
private rates that are actuarially sound. (Section 2101(a)) (42CFR 457.940(b))

The award of contracts to managed care organizations, for delivery of health care
services to KidsCare members, is done through a competitive bidding process. During
the last bidding process in 1997, there was competition for the awards in every
geographic service area (GSA) the area which is covered by each contract). Currently,
in each GSA, the member may choose between at least two MCOs.

All capitation rates, paid to the MCOs for KidsCare members, have been certified as
actuarially sound by the Agency’s consultant actuary firm.

11.2. The state assures, to the extent they apply, that the following provisions of the
Social Security Act will apply under Title XXI, to the same extent they apply to a
state under Title XIX: (Section 2107(e)) (42CFR 457.935(b)) The items below were
moved from section 9.8. (Previously items 9.8.6. - 9.8.9)

11.2.1. X 42 CFR Part 455 Subpart B (relating to disclosure of
information by providers and fiscal agents)

11.2.2. X Section 1124 (relating to disclosure of ownership and
related information)

11.2.3. X Section 1126 (relating to disclosure of information
about certain convicted individuals)

11.24. X Section 1128A (relating to civil monetary penalties)

11.2.5. X Section 1128B (relating to criminal penalties for
certain additional charges)

11.2.6. X Section 1128E (relating to the National health care

fraud and abuse data collection program)
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Section 12.  Applicant and enrollee protections (Sections 2101(a))

Check here if the state elects to use funds provided under Title XXI only to provide
expanded eligibility under the state's Medicaid plan.

Eligibility and Enrollment Matters

12.1 Please describe the review process for eligibility and enrollment matters that
complies with 42 CFR 457.1120.
AHCCCS provides the opportunity for an external review (a hearing) with an
Administrative Law Judge who works for the Office of Administrative Hearings. The
Office of Administrative Hearings is a separate State agency. The right to a hearing is
explained on the agency’s decision notices which are sent to the primary informant
when any action is taken to approve or deny eligibility, stop enrollment or increase the
premium amount The notice provides an explanation of the hearing rights and gives the
date by which a hearing must be requested, including the date to request a hearing if the
person wants benefits to continue pending the hearing decision.

Health Services Matters

12.2  Please describe the review process for health services matters that complies with
42 CFR 457.1120.
The Administration provides both an informal and a formal review process to resolve
health service matters presented by enrollees. The formal review process includes the
opportunity for an expedited hearing which includes a formal evidentiary hearing.
The hearing is conducted by an impartial third party, an Administrative Law Judge
(ALJ), employed by an independent state agency, the Office of Administrative Hearings
(OAH).

Enrollees are afforded due process. They may represent themselves or choose to be
represented during the process. Additionally, they may fully participate in the process,
having the opportunity to review all relevant information and to file supplemental
information. If an expedited hearing is requested, it is held within 20-40 days of receipt
of the request. State Law requires that the ALJ issue a recommended decision within 20
days from the date of the hearing, and that the Administration issue a decision adopting,
modifying, or rejecting the ALJ recommended decision within 30 days. On average,
this process is completed in less than 90 days.

If the dispute pertains to a reduction, suspension, or termination of services and the
enrollee files the request for expedited hearing within 15 business days of the postmark
date of the notice, services will be continued until a final decision is rendered. State
regulations and contract additionally authorize a hearing to be conducted on a more
abbreviated timeframe if the enrollee establishes cause. Enrollees also have the option
of challenging health services matters through an informal grievance process. Once a
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grievance determination is issued, the parties may request a formal evidentiary hearing
which is conducted by OAH as generally outlined above

Premium Assistance Programs

12.3 If providing coverage through a group health plan that does not meet the
requirements of 42 CFR 457.1120, please describe how the state will assure that
applicants and enrollees have the option to obtain health benefits coverage other
than through the group health plan at initial enrollment and at each
redetermination of eligibility.

Effective Date: 8-24-01 2 Approval Date: 09-20-02
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CHAPTER 4 Secretary of State

SENATE BILL 1008

AN ACT

AMENDING SECTIOMS 36-2907.06. 36-20907.08. 36-2921 AND 36-2923. ARIZOKA
REVISED STATUTES: AMENDING TITLE 36, CHAPTER 23, ARIZONA REVISED STATUTES.
BY ADDING ARTICLE 4; AMENDING LAWS 1997, CHAPTER 1858, SECTION G; AHMEMDIKG
LAWS 1997, CHAPTER 186, SECTION 8; MAKING APPROPRIATIONS; RELATING TO THE
CHILDREN'S HEALTH INSURANCE PROGRAM; PROVIDING FOR CONDITIOMAL EMACTMENT.

fe 1t enacted by the Legislature of the State of Arizona:

Section 1. Section 365-2947.06, Arirona Revised Statutes, iz Bmended
to read:

36-2907.06. Qualifying community health centers: contracts:

i T 3

A. Subject to the availability of monies as prescribed in section
3E6-2921, ths administration shall enter jnto an intergovernmental agreement
pursuant to title 11, chapter 7. article 3 with the department of health
seryices to contract with qualifying community health centers to provide
primary health care services to indigent or uninsured Arizonans. The
department of health services shall enter into one year contracts with
qualifying community health centers for the centers to provide the following
primary health care services:

1. HMedical care provided through licensed primary care physicians and
licensed mid-level providers as defined in section 36-Z171.

2. PFPrenatal care services. -

3. Diagnostic laboratory and imaging services that are necessary to
complete a diagnosis and treatment, including referral services.

4. Pharmacy services that are necessary to complete treatment,
including referral services.

§. Preventive health services.




¥ |

s (O

L. . T T T T

5.8, 1do8

f. Preventive dental services.

7. Emergency services performed at the qualifying comsunity health
center,

8. Transportation fer patients to and from the qualifying community
health center 1f these patients woduld not receiwe care without this
assiztance.

B. Each contract shall reguire that the qualifying community health
center provide the servicaes prescribed 1n subsection A of this section to
persons who the center determines:

i. Are residents of this state.

2. Are without medical insurance policy coverage.

3. Do not have 3 family income of mare than two hundred per cent of
the federal poverty gufdelines as established annually by the Unfted States
department of health and human services.

4, Have provided verification that the person is not eligible for
enraliment in the Arizona health care cost containment system pursuant ta
thiz chapter.

§. Havye provided verification that the person s not eligible for
medicare.

. The department of health services shall directly administer the
program and fssue requests for proposals for the contracts preseribed in this
section. Contracts established pursuant to subsection A OR & of this section
shall be signed by the department and the contractor prior ta thea
ctransmission of any tobacce tax and health care fund monies to the
contractor.

0. Persons who meet the elfgibility criteria established in subsection
B OR 6 of this section shall be charged for services based upen 4 sTiding fee
schadule approved by the department of health services.

E. In awarding contracts the departmsent of health services may give
preference to gualifying community health centers that have s sliding Tee
schedule. Monies shall be used for the number of patients that exceeds the
number of uninsured sliding fee schedule patients that the gqualifying
comsunity health center served during fiscal year 1994. Each gqualifying
community health center shall make its sliding fee schedule available to the
public on request. The contract shall require the qualifying community
health center to apply 2 sliding fee schedule to all of its uninsured
patients.

F. The department of health services may examine the recards of each
qualifying community health center and conduct audits necessary to determine
that the eligibility determinations were performed accurately and to verify
the number of uninsured patients served by the qualifying community hea1th
center as a result of recsiving tobacce tax and health care fund manies by
the. contract established pursuant to subsection A of this section.
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G. AFTER THE HEALTH CARE FINAHCIHG ADMIMISTRATION APPROVES THE
CHILDREN'S HEALTH INSURANCE PROGRAM ESTABLLISHED PURSUANT TQ ARTICLE 4 OF THIS
CHAPTER. THE DEPARTHMENT OF HEALTH SERVICES SHALL COHTRACT WITH GUALIFYIHG
HEALTH CENTERS TO ALLOW THE QUALIFYINSG HEALTH CENTERS TO DELIVER OR ARRANGE
TO PROVIDE THE HEALTH BEMEFITS PURSUANT TO THIS SECTION TO CHILDREM WHO ARE
DETERMINED ELIGIBLE PURSUAMT TO SECTION 36-2983 AND WHO ELECT TO RECEIVE
GIRECT, SLIDING FEE SCALE MEDICAL AMD HEALTH CARE SERVICES FROM QUALIFYIHG
HEALTH CENTERS FPURSUART TO THIS SECTEON AND WITH HOSPITALS PURSUART TO
SECTION 36-2907.08. THE QUALIFYING HEALTH CENTERS SHALL PROVIDE DATA THE
ADMINISTRATION DETERMIMES IS SUFFICIENT TO ALLON THE STATE TO APPLY FOR
FEDERAL FUNDINS UKDER THE PROGRAH ESTABLISHED PURSUANT TO ARTICLE 4 OF THIS
CHARPTER. FOR THE PURPOSES OF THIS SUBSECTION, "QUALIFYING HEALTH CENTER™
HEANS A COMMUNITY BASED FACILITY THAT ARRANGES TO PROVIDE OR DELIVER MEDICAL
CABE ON A SLIDING FEE SCALE THROUGBH THE EMPLOYMEHT OF RHYSICIANS,
PROFESSIONAL NURSES, PHYSICIAMS ASSISTANTS OR OTHER HEALTH CARE TECHNICAL AKD
PARAPROFESSTOMAL PERSONNMEL.

& H. Contracts established pursuant to subsection A OR & of this
section shall require gqualifying community health center contractors AND
OUALIFYING HEALTH CENTERS AS DEFINED IM SUBSECTION & OF THIS SECTION to
sgbmit information as required pursuant to section 36-2907.07 Tor program
avaluations. ]

#- 1. For the purposes of this section "qualifying community hezlth -
center™ means a community based primary care facility that provides medical
care in medically underserved areas as defimed—purssant—te PROVIDED IN
section 36-2352, or in medically underserved areas or medically underserved
populations as designated by the Unitad States department of heaith and
human services, through the employment of physicians, professional nurses.
phystcian assistants or other health care technical and paraprofessional
personnel.

Sec. 2. Sectfon 16-2907.08. Arizona Revised Statutes, is amended to
read:

36-2907.08. Rasic children's medical zeryices  Drogras:
definition
&, Begtpringanbebeber—3—1856 The basic children’s medical services

program is astablished to provide grants to hospitals that exclusively serve
the medical needs of children or that operate programs designed primarily for
children. The director of the department of health services. pursuant to an
{ntergovern@ental agresment with the director of the Arizona health care cost
containment system ADMINISTRATIOR and subject to the availability of monmies,
shall implement and operate this program only To the extent that funding is
avzilable and has been specifically dedicated for the program.

B. To receive a grant under this section, a hospital shall submit &n
application as prescribed by the director of the department of health

-3 -
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services in a request for proposal that indicates ta the director's
satisfaction that the applicant agrees to:

1. Usze grant program monies to enhance the applicant®s provisien af
additional medical services to children and to fmprove the applicant's
ability to deliver inpatient. outpatient and spécialized clinical services
to indigent, unimsured or underinsured children who are not mligible +e
posstyegpnylaps pades ppdfsameiale PURSUANT TO SECTION 36-2901, PARAGRAPH
4, SOBDIVISIONS [al, (b)Y, fe), (h) OR ©J) OR SECTION 36-29311, PARABRAPH 5.

2. Establish and enforce 2 sliding fee scale for children who are
provided seryices with grant monies.

3. Account for monies collected pursuznt to paragraph 2 af this
subsection separately from 211 other fncome 1t receives and to repart this
income on & quarterly basis to the administration.

4, Use the grant to supplement monies already available to the
applicant,

5. Match the grant as prescribed by the diractor by rile with private
monies the applicant has pledged from private sources. The director shalil
waive this requirement 7 the applicant is seeking the grant ta qualify for
a2 private or public grant for the delivery of inpatient. outpatient or
specfalized clinical eare—sf SERVICES TO indigent, uninsured or underinsured
children who are not eligibla fo—reseiyo—tapyioss—indeathig—aetinia FURSUANT
TO SECTION 36-2901, PARAGRAPH 4, SUBDIVISIONS (&), (b}, (c). {h) OR (j} OR
SECTION 35-2931, PARAGRAPH 5.

8. Proyide a mechanfsm to ensure that grant program monies are not
used for children who are OTHERWISE eligible iur-1t?#1===-tﬂdef-&ﬁ*1~trt+t+t
PURSUANT TO SECTION 36-2901, PARAGRAPH 4, SUBDIVISIONS (al, (B], . (h) OR
(j) OR SECTION 36-2931, PARAGRAPH 5.

7. Not ose grant monies to fund the provisifen of emsrgency room
services.

€. By contract, the director of the department of health services
shall require a grantee to:

1. Annually account for all expenditures it makes with grant program
manies during the previous year.

2. Agree to cooperate with anmy audits or reviews conducted by this
state.

3. Agree to the requiresents of this sectfon and other canditions the
director determines to be nacessary for the effective use of grant program
ponies.

0. The director of the department of health services may Timit either
or both the grant amount per contract or the number of contracts awarded.
In awarding contracts to qualified applicants the directer shall consider:

1. The asount of monies available far the grant program.
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2. The need for grant monies in the area served by the applicant as
stated hy the applicant in the response to the request for proposals and as
researched by the adainistration,

3. The number of children estimated to be served by the applicant with
grant program moniss.

4., The services that will be provided or made available with grant
program monfes. ]

5. The percentages of grant monfes that the appliicant indicates will
be reserved for administrativa expenditures, direct service expenditures and
medical care personnel costs.

§. The financial and gpregrammatic ability of the applicant to meet the
contract's requirements.

E. 1# the department of health services determines that a hospital has
used grant menies in violation of this section it shall prohfbit that
hospital from receiving additfonal grant program sonies until the hospital
reimbirses the department. The department shall impose an interest penalty
as prescribed by the director of the department of health services by rule.
The director shall transmit penalties collected under this szection te the
state treasurer for deposit in the medically needy account of the tebacce tax
and health care fund.

W= F. The department of health services shall directly administer the
grant program and all contracts astablished pursuant to this section. The
directar of the department of health services shall publish rules pursuant
tg title 41, chapter 6 for the grant program before the issuance of the
initial grant program request for propasals. The director of the department
of health services and the contractor shall sign a contract before the
transmissfon of any tobacco tax and health care fund monies to the

contractor.
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+ &. In administering the basic children's medical services program
and awarding contracts established pursuant to this section. the director of
the department of health services shall sesk to efficiently and effectively
coordinate the delivery of services provided through the program with
services proyided through other programs including theose established pursuant
to chapter 2, article 3 of thiz title and sections 36-2907.05 and 36-7907 .06,
The director shall sesk to ansure that thisz coordination results in providing
for either or both the coverage of additional children ar the provision of
additional medically necessary services to childran instead of supplanting
ex7s5ting service opportunities or duplicating existing progcramz with no
attendant increase in coverage. '

H. AFTER THE FEDERAL HEALTH CARE FINANCING ADHINISTRATION APPROYES THE
CHILDREN'S HEALTH IMSURAWCE PROGRAM ESTABLISHED PURSUANT TO ARTICLE 4 OF THIS
CHAPTER, THE DEPARTMENT OF HEALTH SERVWICES SHALL CONTRACT WITH HOSPITALS TO
ENABLE THE HOSPITALS TO DELIVER OR ARRANGE TO PROVIDE COVERAGSE SPECIFIED IN
THIS SECTION TO CHILDREN WHO ARE DETERMINED ELIGIBELE PURSUANT TO SECTION
36-29832 AND WHO ELECT TD RECEIVE DIRECT, SLIDING FEE SCALE MEDICAL AMD HEALTH
CARE SERVICES FROM QUALIFYING HEALTH CENTERS PURSUAMT TO SECTION 16-2907.06,
SUBSECTION & AND FROM MOSPITALS PURSUART TO THIS SECTION. THE CONTRACTING
HOSPITALS SHALL PROVIDE DATA THE ADHIRISTRATION GETERMINES IS SUFFICIENT TO
ALLOW THE STATE TO APPLY FOR FEDERAL FUNDIME UNDER THE PROGRAM ESTABELISRED
PURSUANT TO ARTICLE & OF THIS CHAPTER.

o [. For the purposes of this section, “grant program™ refers ta the
basic children's medical sarvices program.

ec. 3. Section 35-2921, Arizona Revised Statutes, is amended to read:

36-2921. Tobacco %ax allccation

A. Subject to the availability of monies in the medically nesdy
account established pursuant to section &4Z-1241, subsection C, paragraph 3
the admimistration shall use the monies in the account 1n the follewing
order:

1. The adainistration shall withdraw the amount necessary to pay the
state share of costs for providing health care services to any person who is
eligible pursuant to section 36-2901, paragraph 4, subdivisions (a}, (¢} and
ik} and who becomes eligible for a heart, lung, heart-lung, liver eor
autalogous and allogeneic bone marrow transplant pursuant to section 35-2907,
subsection A, paragraph 11. subdivision (d) as determinad by the
administratar and to eny person who is eligible pursuant to sectfon 36-2901,
paragraph 4, subdivision (b) and whe becomes eligible for @ Tung or
heart-Tung transplant pursuant to section 36-2907. subsection A. paragraph
11, subdivision (b)), as determined by the administrator. u =

2. Beginning on August 1, 1995 and on the first day of each month
shereafees UNTIL JULY 1, 1998, the sum of one million two hundred Fifty
thousand dollars shall be transferred from the medically needy account to the

- =
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medical services stabiTization fund Tor uses as prescribed in sectiaon
36-2922.

3. THE ADMINISTRATION SHALL NITHDRAW THE SUM OF NINE MILLION TNO
HUMDRED FIFTY-ONE THOUSAND OME HUNDRED DOLLARS IN FISCAL YEAR 199B8-1999 FOR
DEPOSIT IN THE CHILDREN'S HEALTH INSURANCE PROGRAM FUND ESTABLISHED BY
SECTION 36-2%95 TO PAY THE STATE SHARE OF THE CHILDREN'S HEALTH INSURANCE
PROGRAM ESTABLISHED PURSUANT TO ARTICLE 4 OF THIS CHAPFTER.

4= 4. From and after Awgust 1, 1995 and each year thereatter, tha
adminfstration shall transter the following moniez ta the department of
health services to be allocated as follaows if the department awards 2
contract:

{8} Five million dolliars, Tor the mental heatth grant program
established pursuant to section 36-3414.

{b) S5ix million dollars, for primary care services established
pursuant to section 36-2907.05.

{e} Five million dolilars, Tor grantz to the QUALIFYING commuonity
health centers established pursuant to section 36-2907.06. SUBSECTION A.

= 5. From—ond—efeer—tugeat—1—1995; The adwinistratfon shall
transfer up to five hundred thousand dollars enmeetdy for fiscal yesrs YEAR
1887-19398 for pilet programs providing detoxification services n coupntips
having a populatfon of five hundred thousand persons or less according to the
most recent United 5tates decennial census, The department OF HEALTH
SERVICES shall report to the joint legislative eversight committee on the
tobacco tax and health care fund no Tater than October 1, 1998 regarding the
operation and effectiveness of the detoxification pilet programs funded
pursuant to this =seetten SUBSECTION. The report shall alse inciude
recommendations regarding the contineed funding of these programs.

S5~ 6. The adminiztraticn shall transfer -up to two hundred fifty
thousand dollars annually for fiscal years 1995-1996, 1996-1957 and 1997-1998
for telemedicine pilot programs designed to facilitate the provision of
medical services to persens living in medically underserved zreas as provided
in section 36-2352.

= 7. The administration shall transfer up to two hundred ¥ifty
thousand doliars annually beginning in fiscal year 1986-1997 for contracts
by the department of health services with nonprofit organizations that
primarily assist in the management of end stage remal disease and related
problems. Contracts shall not include payments Tor transportation of
patients far dialysis.

F= B. Contingsnt on the existence of & premium sharing demonstration
project fund, beginning October 1, 1996 and until September 30, 1999, the
gdministration shall withdraw the sum of twenty milljon dolligrs in each of
figcal years 1995-1997, 1997-1998 and 1998-1999 for deposit in the premium
sharing demonstration project fund established by section 35-2923 1o provide
health care services to any person who is eligible for an Arizona health care

e
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cost cantainment systes premium sharing demonstration program enacted by the
Tegislature. The Arizona health care cost containment systesm premium sharing
demanstiration program enacted by the legisTature shall nat Be an entitiement
program. BEGINNING ON OCTOBER 1, 1997, the adminfstraticn shall annually
withdraw monies from the medically needy account net to eXceed twWo per cent
of the sum of any monies transferred pursuant te this paragraph for
administrative costs associsted with the premium sharing demonstration
project.

8= 9. G5Subject to the availability of monies, the Arizona health care
cost containment system administration shall transfer to the department of
health services up to five maillion dollars et y—teginming In Tiscal yeor
YEARS 1995-1997 AND 1997-1998 AND TWO MILLION FIYE HUNDRED THOUSAND DOLLARS
IN FISCAL YEAR 1998-1999 for providing nonentitlement funding for a basic
children’s medical services program established by section 36-2907.08, The
administration may also withdraw and transfer to the department amounts for
program evaluation and for administrative costs as prescribed in section
36-2907.08.

S 10. Subject to the availability of monies, the sum of one million
dollars shall be transferred to the health crisis fund for use a5 prescribed
in sectfon 36-757.

i+ 11. Subject to the availability of monies, the Arizona health care
cost contaimment system shall transfer to the aging and adult administration
in the department of economic security the sum of Tive hundred thousand
dellars annually beginning in fiscal year 1997-1598 for services provided
pursuant to section 456-192, subsection A, paragraph 4. Services shall he
used for persons who meet the low income eligibility criteris devaloped hy
the aging and adult administration.

8. The department of health services shall establish an accounting
procedure to ensure that a1l funds trapsferred pursuant to this section are
maintained separately from any other funds.

C. The administration shall annually withdraw monies From the
medically needy account in the amount necessary to reimburss the department
of health services for administrative costs to {mplement each program
established pursuant to subsection A of this section not to exceed four per
cent of the amount transferred for each program.

OD. The administration shall annually withdraw monies from the
medically nsedy account in the amount necessary to reimburse the departsant
of health services for the evaluations as prescribed by section 35-2907.07.

E. The administration shall annually raport. no later than Kovember
1 of each year, to the joint legislative oversight committes on the tobacco
tax and health care fund the annual revenues deposited in the medically needy
account and the estimated expenditures needed in the subsequent year to
provide funding for services provided in subsection A, paragraph 1 of this
section. The administration shall immediately repert to the cochzirs of the

-8 =
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oversight committee 71 at any tipe the administration estimates that the
amount available in the medically needy account will not be zufficient to
#und the maximum allocations established in this section.
Sec, &, Section 35-2023, Arizona Revised Statules, is amended to read:
36-2923. Prem] ri e raj i
. 1 o ments finit

A. A premium sharing demonstration project fund s established for
casts associated with an Arizona health care cost containment system premium
sharing demonstration project that is to provide upinsured persons access Lo
medical services provided by system providers. The fund consists of monies
deposited from the medically needy ‘account of the tobacco tax and health care
fund pursuant to section 36-29Z1, subsection A; paragraph ¥ B and premiums
collected from demgnstration project participants. The administration shall
administer the fund as a continuing appropriation.

B. Beginning on October 1, 1997, if a premium sharing demonstration
project fs established, the administration shall spend monies in the fund
through the first quarter of fizcal year 2868268t 2001-Z00Z to cover
demanstration project expenditures. The adainistration may continue to make
expenditures from the fund, subject te the availability of monies im the
fund. for covering program costs fncurred but not processed by the
administration during the fiscal years inp which the program officially
sperated.

£. The director may withdraw not more than seventy-five thousand
dollars from the fund for the fifteen month period beginning July 1, 1996 and
ending September 30, 1997 to cover administrative expenditures related to the
development of @ preafum sharing demonstration project proposal or any
premium sharing demonstration project analysis requested by a commitiee of
the legisiziure,

D. Monies in the fund are CONTINUOUSLY hFPEﬂPRIATED_THRnHEH SEFTEMEER
30, 2001 AND ARE exempt from the provisions of section 35-190 refating to
lapsing of appropriations, except that all unexpended and unencumbered monies
remaining on October 1, 288% 2002 revert to the medically needy account of
the tobacco tax and health care fund.

E. The state treasurer shall finvest the monies §n the fund, and
investment income shall be credited to the fund-

F. For purpases of this sectiom, unless otherwise noted, "fund™ means
the premium sharing demonstration project fund.

Sec. §. Title 36, chapter 28, Arizona Ravised Statutes, is amended by
adding article 4, to read:

ARTICLE 4. CHILOREN'S HEALTH INSURANCE PROGRAM

36-2381. [afinitions

I8 THIS ARTICLE, UMLESS THE CONTEXT OTHERWISE REQUIRES:

1. "ADHINISTRATION™ MEANS THE ARIZONA HEALTH CARE COST CONTAINMEKT

SYSTEM ADMINISTRATION.

ol
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the tobacco tax and health care fund.

E. The state treasurer shall finvest the monies §n the fund, and
investment income shall be credited to the fund-
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the premium sharing demonstration project fund.
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5.B. 1008

2. “DIRECTOR™ MEANS THE DIRECTOR OF THE ADMINISTRATION.

3. TCONTRACTOR™ MEANS A HEALTH PLAN THAT CONTRACTS WITH THE
ADMINISTRATION FOR THE PROVISION OF HOSPITALIZATION AND MEDICAL CARE TO
MEMBERS ACCORDING TO THE PROVISIONS OF THIS ARTICLE OR A QUALIFYING PLAM.

4. "FEDERAL POVERTY LEVEL"™ MEANS THE FEDERAL POVERTY LEVEL GUIDELINES
PUBLISHED ANNUALLY BY THE UNITED STATES DEPARTMENT OF HEALTH AND HUMAN
SERVICES.

5. “HEALTH PLAN® MEANS AN ENTITY THAT CONTRACTS WITH THE
ADHINISTRATION FOR SERVICES PROVIDED PURSUANT TO ARTICLE 1 OF THIS CHAFTER.

6. “HEMEER™ MEANS A PERSON WHO IS ELIGISLE FOR AND ENROLLED IN THE
PROGRAM, WHO IS UNDER NIMETEEN YEARS OF AGE AND WHOSE GROSS HOUSEHOLD INCOME
MEETS THE FOLLONING REQUIREMENTS:

(a) FOR FISCAL YEAR 1958-1959, HAS INCOME AT OR BELOW ONE HUNDRED
FIFTY PER CENT OF THE FEDERAL POVERTY LEVEL.

(b) FOR FISCAL YEAR 1999-2000. HAS INCOME AT OR BELON ONE HUNDRED
SEVENTY-FINE PER CENT OF THE FEDERAL POVERTY LEVEL,

(c] FOR FISCAL YEAR 2000-2001 AND EACH FISCAL YEAR THEREAFTER, HAS
INCGME AT OR BELOW THO HUNDRED PER CENT OF THE FEDERAL POVERTY LEVEL.

7. “HONCOMTRACTING PROVIDER™ MEANS AN ENTITY THAT PROVIDES HOSPITAL
OR MEDICAL CARE BUT DOES NOT HAVE A CONTRACT OR SUECONTRACT WITH THE
ADMINISTRATION. .

8, “PHYSICIAN™ MEANS A PERSON LICENSED PURSUANT TO TITLE 32. CHAPTER -
13 OR 17.

§. “PREPAID CAPITATED™ MEANS A METHOD DF PAYMENT BY WHICH A CONTRACTOR
DELIVERS HEALTH CARE SERVICES FOR THE DURATION OF A CONTRACT TO A SPECIFIED
NUMBER OF MEMBERS BASED ON A FIXED RATE PER MEMSER, PER MONTH WITHOUT REGARD
TO THE NUMBER OF MEMBERS WHO RECEIVE CARE OR THE AMOUNT OF HEALTH CARE
SERYICES PROVWIDED TO A MEMEER.

10. TPROGRAM™ MEANS THE CHILOREN'S HEALTH INSURANCE PROGRAM.

11. "PRIMARY CARE PHYSICIAN® MEANS A PHYSICIAN WHO IS A FAMILY
PRACTITIONER, GEMERAL PRACTITIONER, - PEDIATRICIAN, GENERAL INTERNIST,
QBSTETRICIAN OR GYMECOLOZIST.

12, “PRIMARY CARE PRACTITIONER™ MEANS A NURSE PRACTITIONER WHO 15
CERTIFLIED PURSUANT TO TITLE 32, CHAPTER 15 OR A PHYSICIAN ASSISTANT WHO IS
CERTIFIED PURSUANT TO TITLE 32, CHAPTER 25 AND WHO IS ACTING WITHIM THE
RESPECTIVE SCOPE OF PRACTICE OF THOSE CHAPTERS.

13. “"QUALIFYING PLAN" MEAKS A CONTRACTOR THAT CONTRACTS WITH THE STATE
PURSUANT TO SECTION 38-851 TO PROVIDE HEALTH AND ACCIDENT INSURANCE FOR STATE
EMFLOYEES AND THAT PROVIDES SERYICES TO MEMBERS PURSUANT TO SECTION 36-2989,
SUBSECTION A. ~

14. “TRIBAL FACILITY™ MEANS A FACILITY THAT IS OPERATED BY AN IKDIAN
TRIBE AND THAT IS AUTHORIZED TO PROVIDE SERVICES PURSUANT TO PUBLIC LAW

93-638. AS AMEMDED.

= 10 =
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36-23982. ilgren’s h ipsur - : .
norentitlement: enrollment limftation: eligibility

A. THE CHILDREN'S HZALTH INSURANCE PROGRAM IS5 ESTABLISHED FOR CHILDREN
WED ARE ELIGIBLE PURSUART TO SECTION 36-2881, PARAGRAPH 6. THE
ADMINISTRATION SHALL ADMINISTER THE PROGAAM. ALL COVERED SERVICES SHALL BE
PROVIODED 3Y HEALTH PLAMS THAT HAVE COMTRACTS WITH THE ADMINISTRATION BURSUANT
TO SECTION 36-2906, A QUALIFYING PLAK OR BY EITHER TRIBAL FACILITIES OR THE
INDIAN HEALTH SERVICE FOR NATIVE AMERICANS WHO ARE ELIGIBLE FOR THE PROGRAM
AND WHO ELECT TO RECEIVE SERVICES THROUGH THE INDIAW HEALTH SERVICE OR A
TRIBAL FACILITY.

B. THIS ARTICLE DOES NOT CREATE A LEGAL ENTITLEMENT FOR AMY APPLICANT
OR MEMBER WHO IS ELIGIBLE FOR THE PROGRAM. TOTAL ENROLLMENT IS LIMITED BASED
ON THE ANNUAL APPROPRIATIONS MADE BY THE LEGISLATURE AND THE ENROLLMENT CA®P
PRESCRIBED IN SECTION 36-2985.

C. BEGINNING ON OCTOSER . 1997, THE DIRECTOR SHALL TARE ALL 5TEPS
NECESSARY TO IMPLEMENT THE ADMIKISTRATIVE STRUCTURE FOR THE PROGRAM AND TO
BEGIN DELIVERING SEAVICES TO PERSONS WITHIN SIXTY DAYS AFTER APPROVAL OF THE
STATE PLAN BY THE UNITED STATES DEPARTMENT OF HEALTH AND HUMAN SERVICES.

0. THE ADMIMISTRATION SHALL PERFORM ELIGIBILITY DETERMIMATIONS ANKD
REDETERMINATIONS FOR PERSONS APPLYING FOR ELIGIBILITY OR CONTINUED
ELIGIBILITY PURSUANT TO THIS ARTICLE. IF AN ENTITY OTHER THAN THE
ADHIMISTRATION PERFORMS THE ELIGIBILITY DETERMINATIONS, THE ADMINISTRATION
SHALL RECOUP ANY FEDERAL FISCAL SANCTIONS THAT BRESULT FROM IMACCURATE
ELIGIBILITY DETERMINATIONS FOR THESE PERSONS.

E. THE ADMINISTRATION SHALL ADOPT RULES FOR THE COLLECTION OF
COPAYHENTS FROM MEMBERS WHOSE INCOME DOES MOT EXCEED OME HUNDRED FIFTY PER
CENT OF THE FEDERAL POVERTY LEVEL AND FOR THE COLLECTION OF COPAYMENTS AND
PREMIUMS FROM MEM3ERS WHOSE INCOME EXCEEDS ONE HUNGRED FIFTY PER CENT OF THE
FEDERAL POVERTY LEVEL. THE DIRECTOR SHALL ADOPT RULES FOR DISENROLLING A
MEMBER IF THE MEMEER DOES KOT PAY THE PREMIUM REQUIRED PURSUANT TO THIS
SECTION. -

F. BEFORE ENROLLMENT, A MEMBER, OR IF THE MEMBER IS A HINOR, THAT
MEHBER'S PARENT OR LEGAL GUARDIAM. SHALL SELECT AN AVAILABLE HEALTH PLAN IN
THE MEMBER'S GEOGRAPHIC SERYICE AREA OR A QUALIFYING HEALTH PLAM OFFERED IN
THE COUMTY, AMD MAY SELECT A PRIMARY CARE PHYSICIAN OR PRIMARY CARE
PRACTITIONER FROM AMONG THE AVAILABELE PHYSICIANS AND PRACTITIONERS
PARTICIPATING WITH THE CORTRACTOR IN WHICH THE MEMBER IS ENROLLED. THE
CONTRACTORS SHALL ONLY REIMBURSE SERVICES OR COSTS OF RELATED SERVICES
PROVIDED BY OR UNDER REFERRAL FROM A PRIMARY CARE PHYSICIAN OR PRIMARY CARE
PRACTITIONER PARTICIPATING IN THE CONTRACT IM WHICH THE MEMBER IS ENROLLED,
EXCEPT FOR EMERGENCY SERVICES THAT SHALL BE REIMBURSED PURSUANT TO SECTION
36-2987. THE DIRECTOR SHALL ESTABLISH REOUIREMENTS AS TO THE MININUM TIME
PERLOD THAT A MEMBER IS ASSIGMED TO SPECIFIC CONTRACTORS. AN ELIGIBLE CHILD.
08 THAT CHILD'S PARENT OR GUARDIAN, MAY ELECT TO RECEIVE DIRECT, SLIDING FEE
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SCALE MEDICAL AND HEALTH CARE SERVICES FROM OQUALIFYIMG HMEALTH CENTERS
PURSUANT TO SECTION 36-2507.06, SUBSECTION G. AND FROM HOSPITALS PURSUANT TO
SECTION 36-2907.08. AN ELIBIBLE CHILD, OR THAT CHILD'S PARENT OR GUARDIAM.
WHO ELECTS DIRECT SERVICES SHALL NOT BE EWROLLED WITH A QUALIFYING PLAN
UNLESS THE CHILD, OR THAT CHILD'S PARENT OR GUARDIAN, ELECTS TO RECEIVE
SERVICES PURSUANT TO THIS ARTICLE.

6. ELIGIBILITY FOR THE PROGRAM SHALL BE COUNTED AS CREDITABLE COVERAGE
AS DEFINED EN SECTION 20-1379.

H:. OH AFPLICATION FOR ELIGIBILITY FOR THE PROGEAM, TME MEMBER. DR IF
THE MEMBER IS5 A MINOR, THE MEMBER'S PARENT OR GUARDIAN, SHALL RECEIVE AM
APPLICATION FOR AND A PROGRAM DESCRIPTION OF THE PREMIUM SHARING
DEMONSTRATION PRDJECT IF THE MEMBER RESIDES IN A COUNTY CHOSEN TD PARTICIPATE
IN THAT PROJECT.

I. NOTWITHSTAMDING SECTION 36-2983, THE ADHINISTRATION HWAY PURCHASE
FOR A MEMBER EMPLOYER SPOMSORED GROUP HEALTH INSURANCE WITH STATE AND FEODERAL
HOMIES AVAILABLE PURSUANT TO THIS ARTICLE, SUSJECT TO ANY RESTRICTIONS
IMPOSED BY THE FEDERAL HMEALTH CARE FIMANCING ADMINISTRATION. THIS SUBSECTION
DOES NOT APPLY TO MEMBERS WHO ARE ELIGIELE FOR HEALTH BENEFITS COVERAGE UNDER
A STATE HEALTH BEMEFITS PLAN BASED ON A FAMILY MEMBER'S EMPLOYMENT WITH A
FUELIC ABENCY IM THIS STATE.

36-2883. Eligibility for the proarcam

A. THE ADMIMISTRATION SHALL ESTABLEISH A STREAMLINED ELIGIBILITY
PROCESS FOR APPLICANTS TO THE PROGRAM AND SHALL ISSUE A CERTIFICATE OF
ELIGIBILITY AT THE TIME ELIGIBILETY FOR THE PROSRAM IS5 OETERMINED.
ELIGIBILITY SHALL BE BASED ON GRO55S HOUSEHOLD INCOME FOR A HEMBER AS DEFIRED
IN SECTION 36-2981. THE ADMINISTRATION SHALL NOT APRLY A RESOURCE TEST IN
THE ELIGIBILITY DETERMIMATION OR REDETERMINATION PROCESS.

B. THE ADMINISTRATION SHALL USE A SIMNPLIFIED ELIGIBILITY FORM THAT MAY
BE MAILED TO THE ADMINISTRATION. ONCE A COMPLETED APPLICATION IS RECEIVED,
INCLUDING ADEQUATE YERIFICATION OF INCOME, THE ADMINISTRATION SHALL EXPEDITE
THE ELIGIBILITY DETERMIMATION AND EMROLLMENT OM A PROSFECTIVE BASIS.

€. THE DATE OF ELIEIBILITY 15 THE FIRST DAY OF THE MONTH FOLLOWIKS &
CETERMINATION OF ELIGIBILITY IF THE DECISION IS MADE BY THE TWENTY-FIFTH DAY
OF THE MONTH. A PERSON WHO IS DETERMINED ELIGIBLE FOR THE PROGRAM AFTER THE
TWENTY-FIFTH DAY OF THE MONTH I5 ELISIBLE FOR THE PROGRAM THE FIRST DAY OF
THE SECOND MOMTH FOLLOWIMG THE DETERMINATIOM OF ELIGIBILITY.

D. AN APPLICANT FOR THE PROGRAM MUST HAVE A SO0CIAL SECURLITY MUMBER OR
SHALL APPLY FOR A SOCIAL SECURITY NUMBER WITHIN THIRTY DAYS AFTER THE
APPLICANT SUEMITS AN APPLICATIOK FOR THE PROGRAM.

E. IN ORDER TO BE.ELIGIBLE FOR THE PROGRAM, A PERSON SHALL BE A
RESIDENT OF THIS STATE AND SMALL MEET TITLE XIX REQUIREMENTS FOR UNITED
STATES CITIZENWSHIP OR QUALIFIED ALIEN STATUS IN THE MANMER PRESCRIBED IN
SECTION 38-2903.03.

= 12 -
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F. 1IN DETERMINING THE ELIGISILITY FOR ALL QUALTFIED ALIENS PURSUANT
TO THIS ARTICLE, THE INCOME AND RESOURCES OF A PERSOR WHO EXECUTED AR
AFFIDAVIT OF SUPPORT PURSUAMT TO SECTION 213A OF THE IMMIGRATION AND
RATIONALITY ACT ON BEHALF OF THE OUALIFIED ALIEM AND THE INCOME AND RESOQURCES
OF THE SPOUSE, IF ANY, OF THE SPONSORING INDIVIDUAL SHALL BE COQUNTED AT THE
TINE OF APPLICATION AND FOR THE REDETERMINATION OF ELIGIBILITY FOR THE
DURATION OF THE ATTRIBUTION PERIOD AS SPECIFIED IN FEDERAL LAM.

G. PURSUANT TO FEDERAL LAW, A PERSON IS5 NOT ELIGIBLE FOR THE PROGRAM
IF THAT FERSON I5:

1. ELISIBLE FOR TITLE XIX OR OTHER FEDERALLY OPERATED OR FIMANCED
HEALTH CARE IMSURANCE PROGRAMS, EXCEPT THE INDIAN HEALTH SERVICE.

2, COVERED BY ANY GROUP HEALTH PLAN OR OTHER HEALTH IMSURANCE COVERAGE
AS DEFINED IM SECTIOM 2791 OF THE PUBLIC HEALTH SERVICE ACT. GROUF HEALTH
PLAN OR OTHER HEALTH INSURANCE COVERAGE DOES WOT INCLUDE COVERAGE TO PERSONS
WHO ARE DEFINED AS ELIGIBLE PURSUANT TO SECTION 36-2901, PARAGRAFH 4,
SUBOIVISION (a), (c) OR (h) OR THE PREMIUM SHARING PROGRAM.

3. A MEMBER OF A FAMILY THAT IS ELIGIBLE FOR HEALTH BEMEFITS COVERAGE
UNDER A STATE HEALTH BENEFIT PLAN BASED ON A FAMILY MEMBER'S EMPLOYMENT WITH
A PUBLIC AGENCY INH THIS STATE.

4. AN INMATE OF A PUBLIC INSTITUTION OR A PATIENT IN AN EINSTITUTION
FOR MENTAL DISEASES. THIS PARAGRAPH DOES NOT APPLY TO SERVICES FURNISHED IN
A STATE OPERATED MENTAL HOSPITAL OR TO RESIDENTIAL OR OTHER TWENTY-FOUR HOUR
THERAPEUTICALLY PLAMNED STRUCTURED SERVICES.

H. A CHILD WHO IS5 COVERED UNDER AN EMPLOYER'S GROUP HEALTH INSURAKCE
PLAM OR THROUGH FAMILY OR INDIVIDUAL HEALTH CARE COVERAGE SHALL KOT BE
ENROLLED IN THE PROGRANM. IF THE HEALTH IMSURANCE COVERAGE 15 DISCONTINUED
FOR ANY REASON. EXCEPT FOR THE LOSS OF WEALTH INSURANCE DUE TO LOSS OF
ENPLOYMENT. THE CHILD IS MOT ELISIBLE FOR THE PROGRAM FOR A PERIOD OF SIX
MONTHS FROM THE DATE THAT THE HEALTH CARE COVERABE WAS DISCONTINUED.

I. PURSUANT TO FEDERAL LAN. A PRIVATE INSURER. AS DEFINED BY THE
SECRETARY OF THE UNITED STATES DEPARTMENT OF HEALTH AND HUMAN SERVICES, SHALL
NOT LIMIT ENROLLMENT BY CONTRACT OR ANY OTHER MEANS BASED ON THE PRESUMPTION
THAT A CHILD MAY BE ELIGIELE FOR THE PROGRAM.

26-2984. rage;

Loyerage

A. THE CONTRACTORS SHALL OFFER HEALTH INSURANCE COVERAGE TO THE FARENT
0R LEGAL GUARDIAN OF A CHILD WHO IS ELIGIBLE FOR THE PROGRAM. THE
COMTRACTORS SHALL ESTABLISH RATES THAT ARE APPROVED BY THE ADHINISTRATION.
THE COMTRACTORS SHALL INCLUDE PROVISIONS FOR PREEXISTING CONDITIONS AND ANY
OTHER MEDICAL UNDERWRITING CONSIDERATIONS THAT -ARE MECESSARY TO PROTECT THE
CONTRACTORS FROM ADYERSE RISK,

B. A PARENT OR LEGAL BUARDIAN WHO SELECTS COYERAGE PURSUANT TO
SUBSECTION A OF THIS SECTION SHALL PAY THE FULL COST OF THE PREMIUM.

- 1% =
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5.B. 1008

C. HEALTH INSURANCE COVERAGE UNDER THIS SECTION IS5 CREDITABLE COVERAGE
AS DEFINED IN SECTION 20-1379.

D. TITLE XXI FEDERAL MONIES SHALL MOT BE USED TO SUBSEDIZE THE USE OF
FAMILY COVERAGE.

36-2985. m 1 rminatign: spending

limiftation

A. 1F THE DIRECTOR DETERMINMES THAT MOMIES MAY BE [HNSUFFICIENT FOR THE
PROGRAM THE DIRECTOR SHALL IMMEDIATELY NOTIFY THE GOYERMOR, THE FRESIDENT OF
THE SENATE AND THE SPEAKER OF THE HOUSE OF REPRESENTATIVES. AFTER CONSULTIHG
WITH THE BOVERNOR, THE ADMINISTRATION SHALL STOP FROCESSING MEW APPLICATIONS
FOR THE PROGRAM UNTIL THE ADMINISTRATION 15 ABLE TO YERIFY THAT FUKDINMG 15
SUFFICIENT TO BESIN PROCESSING APPLICATIONRS AND THE GOYERNOR AGREES THAT THE
ADMINISTRATION WAY BEGIN PROCESSING APPLICATIONS.

B. IF THE FEDERAL GOVERNMENT ELIMINATES FEDERAL FUKDINE FOR THE
PROGRAM OR SIGNIFICANTLY REDUCES THE FEDERAL FUNDING BELOW THE ESTIMATED
FEDERAL EXPEMDITURES, THE ADMINISTRATION SHALL IMMEDIATELY STOP PROCESSING
ALL APPLICATIONS AND SHALL PROVIDE AT LEAST THIRTY DAYS® ADVANCE WOTICE TO
CONTRACTORS AND MEMBERS THAT THE PROGRAM WILL TERMINATE.

C. THE TOTAL AMOUNT OF STATE MONIES THAT MaY BE SPENT IN ANY FISCAL
YEAR BY THE ADMIMISTRATION FOR HEALTH CARE PROVIDED UNDER THIS ARTICLE SHALL
NOT EXCEED THE AMOUNT APPROPRIATED OR AUTHORIZED BY SECTIOR 35-173.

0. THIS ARTICLE DOES MWOT IMPOSE A DUTY ON AN DFFICER, AGEKT OR
EMPLOYEE OF THIS STATE TO OISCHARGE A RESPORSIBLILITY OR TO CREATE ANY RIGHT
IN A PERSON OR GROUP IF THE DISCHARGE OR RIGHT WOULD REQUIRE AM EXPENDITURE
OF STATE MONIES IN EXCESS OF THE EXPENDITURE AUTHORIZED BY LESISLATIVE
APPROPRIATION FOR THAT SPECIFIC PURPOSE.

16-2986. Admipistragion: powers and duties of director

A. THE DIRECTOR HAS FULL OPERATIONAL AUTHORITY TO ADOPT RULES OR 7O
USE THE APPROPRIATE RULES ADOPTED FOR ARTICLE 1 OF THIS CHAPTER FOR AMY DF
THE FOLLOWING:

1. CONTRACT ADMINISTRATION AND OVERSIGHT OF CORTRACTORS.

2. [DEVELOPHENT OF A COMPLETE SYSTEM OF ACCOUNTS AMD CONTROLS FOR THE
PROGRAM INCLUDINE PROVISIONS DESIGNED TO ENSURE THAT COVERED HEALTH AND
MEDICAL SERVICES PROVIDED THROUGH THE SYSTEM ARE MOT USED UNNECESSARILY OR
UMREASONABLY IHELHH?HE INPATIENT BEHAVIORAL HEALTH SERVICES PROVIDED IR A
HOSPITAL.

3. ESTABLISHMENT OF PEER REVIEW AND UTILIZATION REVIEW FUNCTIONS FOR
ALL CONTRACTORS.

4. [DEVELOPMENT AMD MAMAGEMEMT OF A CONTRACTOR PAYHENT SYSTEM.

§. ESTABLISHMENT AND MAKAGEMENT OF A COMPREHENSIVE SYSTEM FOR ASSHRING
QUALITY OF CARE.

6. ESTASLISHMENT AND MARAGEMENT OF A SYSTEM TD PREVENT FRAUD BY
MEMBERS, CONTRACTORS AMD HEALTH CARE PROVIDERS.

- 14-.-
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5.8. 1008

COMTRACTOR FOR FIYE YEARS. THE DIRECTOR SHALL ALSO REQUIRE THAT THESE
RECORDS ARE AVAILABLE BY A CONTRACTOR OM REQUEST OF THE SECRETARY OF THE
UNITED STATES DEPARTHENT OF HEALTH AND HUMAN SERVICES.

E. SUBJECT TO EXISTING LAN AELATING TO PRIVILEGE AND PROTECTION, THE
DIRECTOR SHMALL PRESCRIBE BY RULE THE TYPES OF INFORMATION THAT ARE
CONFIDENTIAL AND CIRCUMSTAMCES URDER WHICH THIS INMFORMATION MAY BE USED OR
RELEASED, INCLUDING REQUIREMENTS FOR PHYSICIAN-PATIENT COMFIDENTIALITY.
ROTWITHSTANDING ANY OTHER LAW, THESE RULES SHALL BE DESIGNED TG PROVIDE FOR
THE EXCHAMGE OF NECESSARY INFORMATION FOR THE PURPOSES OF ELIRIBILITY
DETERMIMATION USDER THIS ARTICLE. NOTWITHSTAMDING ANY OTHER LAW, A MEMBER'S
MEDICAL RECORD SHALL BE RELEASED WITHOUT THE MEMBER'S CONSENT IN SITUATIONS
OF SUSPECTED CASES OF FRAUD OR ABUSE RELATING TO THE SYSTEM TD AN DFFICER OF
THIS STATE'S CERTLFIED ARIZOMA HEALTH CARE COST CONTAIMMENT SYSTEM FRAUD
CONTROL UKIT WHO MAS SUBMITTED A WRITTEN REQUEST FOR THE MEDICAL RECORD.

F. THE DIRECTOR SHALL PROVIDE FOR THE TRANSITION OF MEMBERS BETWEEN
COMTRACTORS AND NONCONTRACTING PROVIDERS AND THE TRANSFER OF MEMBERS WHO HAVE
BEEN DETERMIMED ELIGIBLE FROM HOSPITALS THAT DO NOT HAVE CONTRACTS TO CARE
FOR THESE PERSOMS.

&. TO THE EXTENT THAT SERVICES ARE FURKISHED PURSUANT TO THIS ARTICLE
A CONTRACTOR IS NOT SUBJECT TO THE PROVISIONS OF TITLE 20 UNLESS THE
CONTRACTOR IS A QUALIFYING PLAN AND HAS ELECTED TO PROVIDE SERVICES PURSUANT
TO THI® ARTICLE.

H. AS A CONDITION OF A CONTRACT, THE DIRECTOR SHALL REQUIRE CONTRACT
TERM5 THAT ARE NECESSARY TO ENSURE ADEQUATE PERFORMANCE BY THE CONTRACTOR.
CONTRACT PROVISIONS REOUIRED BY THE DIRECTOR INCLUDE THE MAINTEMANCE OF
DEPOSITS, PERFORMANCE BONDS, FIMANCIAL RESERVES OR OTHER FINANCIAL SECURITY.
THE DIRECTOR MAY WAIVE REQUIREMENTS FOR THE POSTING OF BOMDS OR SECURITY FOR
CONTRACTORS WHO HAVE POSTED OTHER SECUREITY, EQUAL TO OR GREATER THAN THAT
REQUIRED BY THE ADMIMISTRATION, WITH A STATE AGENCY FOR THE PERFORMANCE OF
HEALTH SERVICE CONTRACTS IF WOWIES WOULD BE AVAILABLE FROM THAT SECURITY FOR
THE SYSTEM ON DEFAULT BY THE CONTRACTOR.

1. THE DIRECTOR SHALL ESTABLISH SOLVENCY REQUIREMENTS IN CONTRACT THAT
MAY INCLUDE WITHHOLDING OR FORFEITURE OF PAYMENTS TO EE MADE TO A CONTRACTOR
3Y THE ADMIMISTRATION FOR THE FAILURE OF THE CONTRACTOR TO COWPLY WITH A
PROVISION OF THE CONTRACT WITH THE ADMINISTRATION. THE DIRECTOR HAY ALSO
REQUIRE CONTRACT TERMS ALLOWING THE ADMINISTRATION T0 OPERATE A CONTRACTOR
DIRECTLY UNDER CIRCUMSTANCES SPECIFIED IN THE CONTRACT. THE ADMINISTRATICN
SHALL OPERATE THE CONTRACTOR ONLY AS LONG AS IT IS NECESSARY T0 ASSURE
DELIVERY OF UNINTERRUPTED CARE TO KMEMBERS ENROLLED WITH THE CONTRACTOR AND
TO ACCOMPLISH THE ORDERLY TRANSITION OF MEMBERS TO OTHER CONTRACTORS OR UNTIL
THE CONTRACTOR REORGANIZES OR OTHERWISE CORRECTS THE CONTRACT PERFORMANCE
EATLURE. THE ADMINISTRATION SHALL NOT OPERATE A CONTRACTOR UMLESS. BEFORE
THAT ACTION, THE ADMINISTRATION DELIVERS NOTICE TO THE CONTRACTOR PROVIDING
AN OPPORTUNITY EOR A HEARIME IN ACCORDANCE WITH PROCEDURES ESTABLISHED BY THE
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DIRECTOR. NOTWITHSTAHDING THE PROVISIONS OF A CONTRACT, IF THE
ADMINISTRATION FINDS THAT THE PUBLIC HEALTH, SAFETY OR WELFARE REQUIRES
EMERGENCY ACTION, IT MAY OPERATE AS THE CONTRACTOR ON NOTICE TO THE
CONTRACTOR AND PENDING AN ADMINISTRATIVE HEARING, WHICH IT SHALL PROMPTLY
INSTITUTE.

J. FOR THE SOLE PURPOSE OF MATTERS CONCERNING AND DIRECTLY RELATED To
THIS ARTICLE, THE AOMINISTRATION IS5 EXEMPT FROM SECTION 41-197.

K. THE OIRECTOR MAY WITHHOLD PAYMENTS TO A NONCONTRACTING PROVIDER IF
THE NONCONTRACTING PROVIDER DOES NOT COMPLY WITH THIS ARTICLE R ADOPTED
RULES THAT RELATE TO THE SPECIFIC SERVICES RENDERED AMD BILLED TO THE
AOMINISTRATION. : '

L. THE DIRECTOR SHALL:

1. PRESCRIBE UNIFORM FORMS TO BE USED BY ALL CONTRACTORS AND FURNISH
UNIFORM FORMS AND PROCEDURES, INCLUDING METHODS OF IDENTIFICATION OF MEMBERS.
THE RULES SHALL TNCLUDE REQUIREMENTS THAT AN APPLICANT PERSONALLY COMPLETE
OR AS3IST IN THE COMPLETION OF ELIGIBILITY APPLICATION FORMS, EXCEPT IN
SITUATIONS IN WHICH THE PERSOM IS DISABLED.

2. BY RULE, ESTABLISH A GRIEVANCE AND APPEAL PROCEDURE THAT CONFORMS
WITH THE PROCESS IN ARTICLE 1 OF THIS CHAPTER. IF THE PROGRAM IS SUSPENDED
OR TERMINATED PURSUANT TO SECTIOM 36-2985, AM APPLICANT OR MEMBER IS5 NOT

ENTITLED TO CONTEST THE DENIAL, SUSPENSION OR TERMINATION OF ELIGIBILITY FOR

THE PROGRAM,

3. APPLY FORA AND ACCEPT FEDERAL MONIES AVAILABLE UNDER TITLE XXI GF
THE 5SOCIAL SECURITY ACT.  AVAILABLE STATE MONIES APPROPRIATED TO THE
ADHINISTRATION FOR THE OPERATION OF THE PROGRAM SHALL BE USED AS MATCHING
MONIES TO SECURE FEDERAL MOKIES PURSUANT TO THIS SUBSECTION.

M. THE ADMINISTRATION IS ENTITLED TO ALL RIGHTS PROVIDED TO THE
ADMINISTRATION FOR LIENS AND RELEASE OF CLAIMS AS SPECIFIED IN SECTIONS
36-2915 AND 35-291%,

H. THE DIRECTOR SHALL FOLLOW THE SAME PROCEDURES FOR REVIEW
COMMITTEES, IMMUNITY AND CONFIDENTIALITY THAT ARE PRESCRIBED IN ARTICLE 1 OF
THIS CHAPTER.

36-2987. Reimbyrsement for the program

A. FOR INPATIENT HOSPITAL SERVICES. THE ADMINISTRATION SHALL REIMSURSE
THE IMDIAN HEALTH SERVICE OR A TRIBAL FACILITY FOR INPATIENT HOSPITAL
SERYICES BASED ON THE REIMBURSEMENT RATES FOR THE INDIAN HEALTH SERYICE AS
PUBLISHED AWKUALLY IN THE FEDERAL REGISTER. FOR OUTPATIENT SERVICES, THE
ADMINISTRATION SHALL REIMBURSE THE INDIAN HEALTH SERVICE OR A TRIBAL FACILITY
BASED ON THE CAPPED FEE-FOR-SERVICE SCHEDULE ESTABLISHED BY THE DIRECTOR.
IF CONGRESS AUTHORIZES ONE HUNDRED PER CENT PASS-THROUGH OF TITLE £XI MONIES
FOR SERVICES PROVIDED IN AN INDIAN HEALTH SERVICE FACILITY OR A TRIBAL
FACILITY, THE ADMINISTRATION SHALL REIMBURSE THE INDIAM HEALTH SERVICE OR THE
TRIBAL FACILITY WITH THIS EMHANCED FEDERAL FUNDIMG BASED ON THME REIMEURSEMENT

- 17 +
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5.8. 1008

RATES FOR THE IKDIAN HEALTH SERVICE OR THE TRIBAL FACILITY AS PUSLISHED
ANNUALLY IN THE FEDERAL REGISTER.

B. CONTRACTORS SHALL REIMBURSE IMFATIENT AMD OUTPATIENT SERVICES BASED
ON THE REIMBURSEMENT METHODOLOSY ESTABLISHED IM SECTION 36-2904 OR THE
HOSPITAL REIMBURSEMENT PILOT PROGRAM ESTABLISHED BY THIS STATE.

C. FOR SERVICES RENDERED ON AND AFTER OCTOEER 1. 1998, THE
ADMINISTRATION AND THE CONTRACTORS SHALL PAY A HOSPITAL'S RATE ESTABLISHED
ACCORDING TO THIS SECTION SUBJECT TO THE FOLLOWING:

1. IF THE HOSPITAL'S BILL IS PAID WITHIN THIRTY DAYS AFTER THE DATE
THE BILL WAS RECEIVED, THE ADMINISTRATION SHALL PAY NINETY-NINE PER CENT OF
THE RATE. :

2. IF THE HOSPITAL'S BILL IS PAID AFTER THIATY DAYS SUT WITHIN SIXTY
DAYS AFTER THE DATE THE BILL WAS RECEIVED. THE ADWINISTRATION SMALL PAY ONME
HUNDRED PER CENT OF THE RATE.

3. IF THE HOSPITAL'S BILL IS PAID ANY TIME AFTER SIXTY DAYS AFTER THE
DATE THE BILL WAS RECEIVED, THE ADMINISTRATION SHALL PAY ONE HUNDRED PER CENT
OF THE RATE PLUS A FEE OF ONE PER GCENT A MOMTH FOR EACH MONTH O PORTION OF
A MONTH FOLLOWING THE SIXTIETH DAY OF RECEIPT OF THE BILL UNTIL THE DATE OF
PAYMENT .

O. THE ADMINISTRATION AND THE CONTRACTORS SHALL PAY CLAIMS PURSUANT
TO THE METHODOLOGY. DEFINITIONS AND TIME FRAMES SPECIFIED FOR CLEAN CLAIMS
IN SECTION 38-2904, SUBSECTION H.

E. THE DIRECTOR SHALL SPECIFY ENROLLMENT PROCEDURES INCLUOIKE NOTICE
TO CONTRACTORS OF ENROLLMENT. THE ADMINISTRATION SHALL SPECIFY IN CONTRACT
WHEN A PERSON WHO HAS BEEN DETERMINED ELIGIBLE WILL BE ENROLLED WITH A
CONTRACTOR AND THE DATE ONM WHICH THE CONTRACTOR WILL BE FIMANCIALLY
RESPONSIBLE FOR HEALTH AND MEDICAL SERVICES TO THE PEASON.

F. THE DIRECTOR SHALL MONITOR ANY THIRD PARTY PAYMENT COLLECTIONS
COLLECTED BY CONTRACTORS AMD NOMCOMTRACTING PROVIDERS ACCORDING TO THE SAME
PROCEDURES SPECIFIED FOR TITLE XIX PURSUANT TO SECTION 35-2903.01,
SUBSECTION M. ;

G. OM ORAL OR WRITTEN MOTICE FROM THE MEMBER, OR THE MEMEER'S PARENT
OR LEBAL GUARDIAN, THAT THE MEMBER, PARENT OR LESAL GUARDIAN BELIEVES A CLAIM
SHOULD BE COVERED BY THE PROGRAM, A CONTRACTOR OR NONCOMTRACTIRS PROVIDER
SHALL HOT DO EITHER OF THE FOLLONIMG UNLESS THE CONTRACTOR OR MONCONTRACTING
PROVIDER MAS VERIFIED THROUGH THE ADHINISTRATION THAT THE PERSON I35
INELIGIELE FOR THE PROGRAM. HAS WOT YET BEEN DETERMINED ELIGIBLE OR. AT THE
TIME SERVICES WERE REMDERED, WAS NHOT ELIGIBLE OR ENROLLED IN THE PROSRAM:

1. CHARGE, SUBMIT A CLAIM TO OR DEMAMD OR OTHERWISE COLLECT PAYMENT
FROM & MEMBER OR PERSON WHO HAS BEEN DETERMINED ELIGIBLE.

2. REFER OR AEPORT A MEMBER OR PERSOM WHO HAS BEEN DETERMINED ELIE!BLE
TO A COLLECTION AGEMCY OR CREDIT REPORTIME AGENCY FOR THE FAILURE OF THE
MEMBER OR PERSON WHO HAS BEEN DETEAMIMED ELIGIELE TO PAY CHARGES FOR COVERED
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5.B. 1008

SERVICES UNLESS SPECIFICALLY AUTHORIZED BY THIS ARTICLE OR RULES ADOPTED
PURSUANT TO THIS ARTICLE.

. THE ADMINISTRATION MAY CONDUCT POSTPAYMENT REVIEW OF ALL PAYMENTS
MADE BY THE ADHINISTRATION AND MAY RECOUP ANY MONIES ERRONEOUSLY PAID. THE
DIRECTOR MAY ADOPT RULES THAT SPECIFY PROCEDURES FOR CONDUCTING POSTPAYMENT
REYIEW. CONTRACTORS MAY CONDUCT A POSTPAYMENT REVIEW OF ALL CLATIHS PAID TO
PROVIDERS AND MAY RECOUP WONIES THAT ARE ERRONEQUSLY FPAID.

I. THE DIRECTOR OR THE DIRECTOR'S DESIGNEE MAY EMPLOY AND SUPERVISE
PERSONNEL WECESSARY TO ASSIST THE DIRECTOR IN PERFORMING THE FUNCTIONS OF THE
PROGRAM.

36-2988. Delivery of seryiges: health plans: reqyuirements

A. TO THE EXTENT POSSIBLE, THE ADMINISTRATION SHALL USE CONTRACTORS
THAT HAVE A CONTRACT WITH THE ADMINISTRATION FURSUANT TO ARTICLE 1 OF THIS
CHAPTER OR QUALIFYING PLANS TO PROVIDE SERVICES TO MEMBERS WHO QUALIFY FOR
THE PROGRAM. !

B. THE ADMINISTRATION HAS FULL AUTHORITY TO AMEND EXISTING CONTRACTS
AWARDED PURSUANT TO ARTICLE 1 OF THIS CHAPTER.

C. AS DETERMINED BY THE DIRECTOR, REINSURANCE MAY BE PROVIDED AGATNST
EXPENSES IN EXCESS OF A SPECIFIED AMOUNT ON BEHALF OF ANY MEMBER FOR COVERED
EMERGENCY SERVICES. INPATIENT SERVICES OR OUTPATIENT SERVICES IN THE SAME
HANNER AS REINSURANCE PROVIDEOD UNDER ARTICLE 1 OF THIS CHAPTER. SUBJECT To
THE APPROVAL OF THE DIRECTOR. REINSURAMCE MAY BE OSTAINED AGAINST EXPENSES
IN EXCESS OF A SPECIFIED AMOUNT ON BEHALF OF ANY MEMBER,

D. NMOTWITHSTANDING ANY OTHER LAW. THE ADMINISTRATION MAY PROCURE,
PROVIDE OR COORDINATE COVERED SERVICES BY INTERAGENCY AGREEWENT WITH
AUTHORIZED AGENCIES OF THIS STATE FOR DISTINCT GROUPS OF MEMBERS. INCLUDING
PERSONS ELIGIBLE FOR CHILDREN'S REHABILITATIVE SEAVICES THROUGH THE
DEPARTMENT OF HEALTH SERVICES ARD MEMBERS ELIGIELE FOR COMPREHENSIVE MEDICAL
AND DENTAL BEWEFITS THROUGH THE DEPARTMENT OF ECONOMIC SECURITY.

E. AFTER CONTRACTS ARE AWARDED PURSUANT TO THIS SECTION, THE DIRECTOR
MAY WEGOTIATE WITH ANY SUCCESSFUL BIDDER FOR THE EXPANSION OR CONTRACTION OF
SEAYICES DR SERVICE AREAS.

F. PAYMENTS TO CONTRACTORS SHALL BE MADE HONTHLY AND MAY BE SUBJECT
TO CONTRACT PROVISIONS REQUIRING THE RETENTION OF A SPECIFIED PERCENTASE OF
THE PAYMENT BY THE DIRECTOR, A RESERVE FUND OR ANY OTHER CONTRACT PROVISIONS
BY WHICH ADJUSTMENTS TO THE PAYMENTS ARE MWADE BASED ON UTILIZATION
EFFICIENCY. INCLUDING INCENTIVES FOR MAINTAINING QUALITY CARE AND MINIKIZING
UNMECESSARY INPATIENT SERVICES. RESERVE HONIES WITHHELD FROM CONTRACTORS
SHALL BE DISTRIBUTED TO PROVIDERS WHO MEET PERFORMANCE STANDARDS ESTABLISHED
BY THE DIRECTOR. ANY RESERVE FUND ESTABLISHED PURSUANT TO THIS SUBSECTION
SHALL BE ESTABLISHED AS A SEPARATE ACCOUNT NITHIN THE ARIZONA HEALTH CARE
COST CONTAINMENT SYSTEM.

- 19 -
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3.8. 1008

GB. THE DIRECTOR MAY MEGOTIATE AT ANY TIHE WITH A HOSPITAL ORN BEMALF
OF A CONTRACTOR FOR IMPATIENT HOSPITAL SERVICES AND QUTPATIENT HOSPITAL
SERYICES PROVIDED PURSUANT 7O THE REQUIREMENTS SPECIFIED IN SECTION 36-2904.

H. A CONTRACTOR HMAY REQUIRE THAT SUBCOKTRACTING PROVIDERS OR
HONCONTRACTING PROVIDERS BE PAID FOR COYERED SERVICES, OTHER THAMN HOSPITAL
SERVICES, ACCORDING TO THE CAPPED FEE-FOR-SERVICE SCHEDULE ADOPTED BY THE
ADHINISTREATION OR AT LOMER RATES A5 MAY BE WESOTIATED BY THE CORTRACTOR.

I. THE ADHINISTRATION AND CONTRACTORS SHALL NOT CONTRACT FOR ANY
SERYICES OR FUNCTIONS RELATED TO THIS ARTICLE WITH A SCHOOL DISTRICT
INCLUDIRG CONTRACTIMGE FOR THE DELIYERY OF SERVICES, SCREENING, OUTREACH DR
INFORMATION THAT INVOLVES THE USE'OF SCHOOL STAFF AND FACILITIES.

J. THE ADHINESTRATION IS5 EXEMPT FAOH THE PROCUREMENT CODE PURSUART TO
SECTION 41-2501.

16-298%, 1th and m  modifications:

T1var f ryi r irem

A, EXCEPT A% PROVIOCED IN THIS SECTIOR, THE DIRECTOR SHALL ESTABLISH
A SPECIFIC HEALTH BENEFITS COVERAGE PACKAGE THAT IS5 AS REARLY AS PRACTICABLE
THE 3ZAME AS THE LEAST EXPENMSIVE HEALTH BEMEFITS COVERABE PLAN OR PLANS THAT .
ARE OFFERED THROUGH A HEALTH CARE SERVICES ORBANIZATION AVAILABLE TO STATE
EMPLOYEES UNDER SECTION 28-651. THE PACKASE SHALL TINCLUDE THE FOLLOWING
COVERED SERVICES:

1. TIHPATIENT HOSPITAL SERVICES THAT ARE ORDINARILY FURRISHED BY A
HOSPITAL FOR THE CARE AMD TREATMENT OF INPATIENTS, THAT ARE MEDICALLY
HECESSARY AND TMAT AHE PRAOVIDED UNDER THE DIRECTION OF A PHYSICIAM OR A
FRIMARY CARE PRACTITIONER. FOR THE PURPOSES OF THIS PARAGRAPH. INPATIENT
HOSPITAL SERYICES EXCLUDE SERVICES IM AR THSTITUTION FOR TUBERCULOSLES OR
MERTAL DISEASES UNLESS AUTHORIZED BY FEDERAL LAW.

2. OUTPATIENT HEALTH SERVICES THAT ARE MEDICALLY NECESSARY AND
ORDINARILY PROVIDED IN HOSPITALS, CLINICS, OFFICES AND OTHER HEALTH CARE
FACILITIES BY LICENSED HEALTH CARE PROVIDERS. FOR THE PURPOSES OF THIS

' PARAGRAPH, "OUTPATIENT HEALTH SERVICES™ INCLUDES SERVICES PROVIDED BY OR

UNDER THE DIRECTION OF A FHYSICIAN OR A PRIMARY CARE PRACTITIONER.

3, OTHER LABORATORY AND X-RAY SERVICES ORDERED BY A PHYSICIAN OR A
PRIMARY CARE PRACTITIOMER. ;

4. MEDICATIONS THAT ARE MEDICALLY NECESSARY AND ORDERED ON
PRESCRIPTION BY A PHYSICIAN, A PRIMARY CARE PRACTITIONER OR A4 DENTIST
LICENSED PURSUANT TO TITLE 32, CHAPTER 11.

5. MEDICAL SUPPLIES, EQUIPHENT AND PROSTHETIC DEVICES.

6. TREATMENT OF MEDICAL CONDITIONS OF THE EYE INCLUDING OME EYE
EXAMINATION EACH YEAR FOR PRESCRIPTIVE LENSES AND THE PROVISION OF OME-SET
OF PRESCRIPTIYE LEMSES EACH YEAR FOR MEMBERS.

7. MHEDICALLY MECESSARY DENTAL SERVICES.

B. WELL CHILD, TMMUNIZATIONS AND PREVENTION SERVICES.

- 0 -
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5.08. 1008

§. FAMLILY PLANMING SERVICES THAT DO NOT INCLUDE ABORTION OR ABORTION
COUNSELINE. TF A CONTRACTOR ELECTS NOT TO PROYIDE FAMILY PLANNING SERVICES,
THIS ELECTION DOES HOT DISOQUALIFY THE CONTRACTOR FROM DELIVERING ALL DTHER
COVERED HEALTH AND MEDICAL SERVICES UMDER THIS ARTICLE. 1IN THAT EVEMT, THE
ADMINISTRATION MAY CONTRACT DIRECTLY WITH AMOTHER CONTRACTOR, INCLUDING AN
QUTPATIENT SURGICAL CENTER OR A NONCONTRACTING PROVIDER, TO DELIVER FAMILY
PLANNING SERVICES TO A MEMBER WHOD IS ENRODLLED WITH A CONTRACTOR WHO ELECTS
KOT TGO PROYIDE FAMILY PLANHING SERYICES.

10. PODIATRY SERVICES THAT ARE PERFORMED BY A PODIATRIST LICENSED
PURSUANT TO TITLE 32. CHAPTER 7 AND THAT ARE ORDERED BY A PRIMARY CARE
FHYSICIAN OR PRIMARY CARE PRACTITIOKER.

11. MEDICALLY MECESSARY PAMCREAS, HEART, LIVER, KIDNEY. CORNEA. LUNE
AND HEART-LUNG TRAMSPLANTS AND AUTOLOGOUS AND ALLOGENEIC BONE MARROW
TRANSPLANTS AND IHMUNOSUPPRESSANT MEDICATIONS FOR THESE TRANSPLANTS ORDERED
ON PRESCRIPTION BY A PHYSICIAN LICENSED PURSUANT TO TITLE 32, CHAPTER 13 OR
17.

1Z, MEDICALLY KECESSARY EMWERGENCY TRANSPORTATION,

13. IHPATIENT AND OUTPATIENT BEHAVIORAL HEALTH SERVICES. INPATIENT
BEHAYIORAL HEALTH SERVICES ARE LIMITED TO NOT MORE THAN THIRTY DAY3 FOR EACH
THELVE MONTH PERIOD FROM THE BOATE OF INITIAL ENROLLMENT OR THE
REDETERMINATION OF ELIGIBILITY. OUTPATIENT BEHAYIORAL SERYICES ARE LIMITED
TO NOT HWORE THAW THIRTY YISITS FOR EACH TWELYE MONTH PERIOD FROM THE DATE OF
INITIAL ENROLLMENT OR THE REDETERMINATION OF ELIBIBILITY.

B, THE ADMINISTRATION SHALL PAY NONWCONTRACTINE PROVIDERS OMLY FOR
HEALTH AND MEDICAL SERVICES AS PRESCRIBED IN SUBSECTION A OF THIS SECTION.

€. TO THE EXTENT POSSIBLE AMD PRACTICABLE, THE ADWINISTRATION AND
CONTRACTORS SHALL PROVIDE FOR THE PRIOR APPROVAL OF MEDICALLY NECESSARY
SERVICES PROVIODED PURSUANT TO THIS ARTICLE.

0. THE DIRECTOR SHALL MAKE AVAILABLE HOWE HEALTH SERYICES IN LIEU QF
HOSPITALIZATION PURSUANT TO CONTRACTS AWARDED UNDER THIS ARTICLE.

E. EXCEPT FOR HEMBERS WHO ARE EIGHTEEN YEARS OF ABE AND WHO ARE NOT
SERLOUSLY MENTALLY ILL. BEHAYIORAL HEALTH SERVICES SHALL BE PROVIDED TO
HEMEERS THROUGK THE AOMINISTRATION'S INTERGOVERNMENTAL AGREEMERT WITH THE
DIVISION OF BEHAVIORAL HEALTH IN THE DEPARTMENT OF HEALTH SERVICES. THE
DIVISION OF BEHAVIORAL HEALTH IN THE DEPARTHENT OF HEALTH SERVICES SHALL USE
ITS ESTABLISHED DIAGNOSTIC ANMD EVALUATION PROGRAM FOR REFERRALS OF CHILDRER
WHO ARE MOT ALREADY ENROLLED PURSUANT TO THIS ARTICLE AND WHO MAY BE IN NEED
OF BEHAVIORAL HEALTH SERVICES. I[N ADOITION TO AN EVALUATION, THE DIVISION
OF BEHAYIORAL HEALTH SHALL ALS0 IDENTIFY CHILDREN WHO MAY BE ELIGIBLE UNDER
SECTION 35-2901, PARAGRAPH 4, SUBDIVISION (b) OR SECTION 36-2331, PARAGRAFH
5 AND SHALL REFER THE CHILDREN TO THE APPROPRIATE AGENCY RESPONSIBLE FOR
MAKING THE FINAL ELIGIBILITY DETERMINATION. MEMBERS WHO ARE EIGHTEEM YEARS
OF AGE AND WHO ARE NOT SERIOUSLY MENTALLY ILL SHALL BE REFERRED TO THE
CORTRACTORS FOR BEHAVIORAL HEALTH SERVICES.
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5.8. 1008

F. THE DIRECTOR SHALL ADOPT RULES FOR THE PROVISION OF TRAMSPORTATION
SERVICES FOR MEMEERS. PRIOR AUTHORIZATION 1S NOT REQUIRED FOR MEDICALLY
NECESSARY AMBULANCE TRANSPORTATION SERVICES RENDERED TO MENBERS INITIATED BY
DIALING TELEPHONE NUMBER 911 OR OTHER DESIGNATED EMERGENCY RESPONSE SYSTEMS.

6. THE DIRECTOR MAY ADOPT RULES TO ALLON THE ADMINISTRATION TO USE A
SECOND OPIRION PROCEDURE UNDER WHICH SURSEZRY MAY NOT BE ELIGIBLE FOR COVERAGE
PURSUANT TO THIS ARTICLE WITHOUT DOCUMENTATION AS TO WEED BY AT LEAST TNO
FHYSICIANS OR PRIMARY CARE PRACTITIOMERS.

H. ALL HEALTH AND MEDICAL SERVICES PROVIDED UNDER THIS ARTICLE SHALL
BE PROVIDED IN THE COUNTY OF RESIDENCE OF THE MEMBER, EXCEPT:

1. EMERGENCY SERVICES AMOD SPECIALTY SERVICES.

2. THE DIRECTOR MAY PERMIT THE DELIVERY OF HEALTH AND MEDICAL SERVICES
IN OTHER THAN THE COUNTY OF RESIDENCE IN THIS STATE OR IN AN ADJOIKING STATE
IF IT 15 DETERMINED THAT MEDICAL PRACTICE PATTERNS JUSTIFY THE DELEIVERY OF
SERVICES IN OTHER THAN THE COUNTY OF RESIDENCE OR A MET REDUCTION IN
TRAMSPORTATION COSTS CAN REASONABLY BE EXPECTED. NOTWITHSTANDIMG SECTION
36-2981, PARAGRAPH 7 OR 12, IF SERVICES ARE PROCURED FROM A PHYSICIAN OR
PRIMARY CARE PRACTITIONER IM AN ADJOINING STATE, THE PHYSICIAN OR PRIMARY
CARE PRACTITIOMER SHALL BE LICEMSED TO PRACTICE IN THAT STATE PURSUANT TO
LICENSING STATUTES 1IN THAT STATE THAT ARE SIMILAR TO TITLE 32, CHAPTER 13,
15, 17 OR 25,

I. COVERED OUTPATIENT SERVICES SHALL BE SUBCONTRACTED BY A PRIMARY
CARE PHYSICIAKR OR PRIMARY CARE PRACTITIONER TO OTHER LICENWSED HEALTH CARE
PROVIDERS TO THE EXTENT PRACTICABLE FOR PURPOSES OF MAKING HEALTH CARE
SERVICES AVAILABLE TOD UMDERSERVED AREAS, REDUCING COSTS OF PROVIDING MEDICAL
CARE AKD REDUCING TRANSPORTATION COSTS.

J. THE DIRECTOR SHALL ADOPT RULES THAT PRESCRIBE THE COORDIMATION OF
MEDICAL CARE FOR MEMBERS AMD THAT IMCLUDE A MECHANISM TO TRAMSFER MEMBERS AND
MEDICAL RECORDS AND IMITIATE MEDICAL CARE.

K. THE DIRECTOR SHALL ADOPT RULES FOR THE RETMBURSEMENT OF SPECIALTY
SERVICES PROVIDED TO THE MEMBER IF AUTHORIZED BY THE MEMBER'S FRIMARY CARE
PHYSICIAN OR PRIMARY CARE FRACTITIONER.

36-2990. Quality of health care wsonftoring stapdard:

development; adoption: wyse: additfonal monffgring:
EDSES

A. THE ADMINISTRATION SHALL DEVELOP STANDARDS OF CARE THAT EACH
CONTRACTOR SHALL USE TO MONITOR THE QUALITY OF HEALTH CARE RECEIVED BY
MEMBERS,

B. THE DIRECTOR SHALL PERIODICALLY DETERMINE WHETHER EACH CONTRACTOR
HAS PROPERLY ADOPTED AND IMPLEMENTED STANDARDS TO ENSURE THE QUALITY_DF
HEALTH CARE. IF THE DIRECTOR DETERMINES THAT A CONTRACTOR IS5 OUT OF
COMPLIAMCE, THE DIRECTOR SHALL UMDERTAKE ADDITIONAL EFFORTS TO MONITOR AND
ASSESS THE QUALITY OF HEALTH CARE PROVIDED BY THAT CONTRACTOR FOR THE PERIOD
OF TIME THAT THE DIRECTOR DEEMS NECESSARY. THE DIRECTOR SHALL DETERMINE THE

-'EE_
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COST INCURRED IN UNDERTAKING THESE SPECIAL EFFORTS AND SHALL DEDUCT THAT
AMQUNT FROM ANY PAYHENT OWED TO THE CONTRACTOR.
36-2991., FErapd: penalties: gnforcement: yiolationg
] Ficati

A. A PERSON SHALL NOT PROVIDE OR CAUSE TO BE PROVIDED FALSE QR
FRAUDULENT INFORMATION OM AN APPLICATION FOR ELIGIBILITY PURSUANT TO THIS
ARTICLE.

B. A PERZON WHO VIODLATES SUBSECTION A OF THIS SECTION, WMO IS
DETERMIMED ELIGIBLE FOR SERYICES PURSUANT TO THIS ARTICLE AND WHO WOULD HAVE
BEEN DETERMINED IMELIGIBLE IF THE PERSON HAD PROVIDED TRUE AND CORRECT
IRFORMATION IS5 SUBJECT, IH ADDITICHN TO AMY OTHER PEWALTIES THAT HAY BE
PRESCRIBED @Y FEDERAL OR STATE LAW, TO A CIVIL PENALTY OF HOT MORE THAN THE
AMOUNT INCURRED BY THE SYSTEM, INCLUDING CAPITATION PAYMENTS MADE ON BEHALF
OF THE PERSOM. TN ADDITION, THE PERSON'S ELIGIBILITY MAY BE DISCONTINUED IN
ACCORDANCE WITH RULES ADORTED BY THE DIRECTOR.

C. 1IN ADDITIOK TO THE RECQUIREMENTS OF STATE LAW, ANY APPLICABLE FRALD
ARD ABUSE CONTROLS THAT ARE EHACTED UNDER FEDERAL LAW APPLY TO PERSONS WHO
ARE ELIGIBLE FOR SERYICES UMDER THIS ARTICLE AND TO CONTRACTORS ARD
MONCONTRACTING PAOYIDERS WHO PROVIDE SERVICES UMDER THIS ARTICLE.

0. THE DIRECTOR SHALL MAKE THE DETERMINATION TO ASSESS A CIVIL PENALTY
AND I35 RESPONSIELE FOR COLLECTION OF THE PENALTY. THE DIRECTOR MAY ADOPT
RULES THAT PRESCRIBE PROCEDURES FOR THE DETERMINATION AND COLLECTION OF CIVIL
PENALTIES. THE DIRECTOR MAY COMPROMISE CIVIL PENALTIES IMPOSED UNDER THIS
SECTION IN ACCORDANCE WITH CRITERIA ESTABLISHED IN RULES.

E. THE DIRECTOR SHALL ADOGPT RULES PROVIDING FOR THE APPEAL OF A
DECISION BY A PERSON ADVERSELY AFFECTED BY A DETERMINATION MADE BY THE
DIRECTOR UNDER THIS SECTION. THE DIRECTOR'S FIMAL DECISION IS SUBJECT TO
JUDICTAL REVIEW PURSUANT TO TITLE 12. CHAPTER 7. ARTICLE 6.

F. AMOUKTS PAID BY THE STATE AND RECOVERED UMDER THIS SECTION SHaLL
BE DEPOSITED IN THE STATE GEMERAL FUMD, AND ANY APPLICABLE FEDERAL SHARE
SHALL BE RETURNED TO THE UNITED STATES OEPARTHENT OF HEALTH ARD HUMAN
SERVICES.

6. IF A CIYIL PENALTY IMPOSED PURSUANT TO SUBSECTION O OF THIS SECTION
IS NOT PAID, THE STATE MAY FILE AN ACTION TO COLLECT THE CIVIL PENALTY IN TRE
SUPERIOR COURT IN MARICOPA COUNTY. MATTERS THAT WERE RAISED OR COULD HAVE
BEEN RAISED IN A HEARING BEFORE THE DIRECTOR OR IM AN APPEAL PURSUANT TO
TITLE 12. CHAPTER 7. ARTICLE 6 MAY MOT BE RAISED AS A DEFENSE TO THE CIVIL
ACTION. AN ACTION BROUBHT PURSUANT TO THIS SUBSECTION SHALL BE INITIATED
WITHIN SIX YEARS AFTER THE DATE THE CLAIM IS5 PRESENTED.

H. A PERSON WHO ENOWINGELY AIDS OR ABETS ANOTHER PERSON PURSUANT-TO
SECTION 13-301, 13-302 OR 13-303 IN THE COMMISSION OF AN OFFENSE UNDER THIS
SECTION OR SECTION 13-3713 IS GUILTY OF A CLASS 5 FELONY.
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5.68. 1008

36-2992, DOuty to report fraud or Abuge: gmunitve

unprgfgg;fgng! canduct

A. ALL CONTRACTORS AND NOMCONTRACTING PROVIDERS SHALL ADVISE THE
DIRECTOR QR THE DIRECTOR'S DESIGNEE IMMEDIATELY IN A WRITTEN REPORT OF ANY
CASES OF SUSPECTED FRAUD OR ABUSE, THE DIRECTOR SHALL REVIEW THE REPQRT AND
CONDUCT A PRELIMINARY INVESTIGATION TO DETERMINE IF THERE IS5 A SUFFICIENT
BASIS TO WARRANT A FULL INVESTIGATEION. IF THE FINDINGS OF A PRELIMINARY
INVESTIGATION GIVE THE DIRECTOR REASON TO BELIEVE THAT AN INCIDENT OF FRAUD
OR ABUSE HAS OCCURRED, THE MATTER SHALL BE REFERRED TO THE ATTORNEY SENERAL.

B. ANY PERSOM MAKING A COMPLAINT OR FUHNISHIME A REPORT, INFORMATION
OR RECORDS IN GOOD FAITH PURSUANT TO THIS SECTION IS IMMUNE FROM ANY CIVIL
LIABILITY BY REASON OF THAT ACTION UNLESS THAT PERSOM HAS BEEN CHARBED WITH
OR 15 SUSPECTED OF THE REPORTED FRAUD OR ABUSE.

C. AMY HEALTH CARE PROVIDER WHO FAILS TO REPORT PURSUANT 7O THIS
SECTION COMMITS AM ACT OF UNPROFESSIONAL CONDUCT AND IS SUBJECT TO
DISCIPLINARY ACTION BY THE PROVIDER'S LICEMSING BOARD OR DEPARTMENT.

356-2993. Prohibited acts: pemalfies

A. A PERSON SHALL NOT PRESENT OR CAUSE TO BE PRESENTED TO THIS STATE
OR TO A CONTRACTOR:

1. & CLAIM FOR A MEDICAL SERVICE OR ANY OTHER ITEM THAT THE PERSON
KMOWS OR HAS REASON TO KNOW WAS NOT PROVIDED AS CLAIMED.

2. A CLAIN FOR A MEDICAL SERVICE OR ANY OTHER ITEM THAT THE PERSOM
KMOWS OR HAS REASON TO KNOW IS5 FALSE OR FRAUDULENT.

3. A CLAIM FOR PAYMENT THAT THE PERSON KNOWS DR HAS REASON TO KHOW MAY
HOT BE MADE BY THE ADMINISTRATION BECAUSE:

{a) THE PERSON WAS TERMINATED OR SUSPENDED FROM PARTICIPATION IN THE
FROGRAM OH THE DATE FOR WHMICH THE CLAIM I3 BEING WADE.

thl THE ITEM OR SERVICE CLAIMED IS SUBRSTANTIALLY IM EXCESS OF THE
NEEDS OF THE IHDIVIODUAL OR OF A QUALITY THAT FAILS TO MEET PROFESSIONALLY
RECOGHIZED STANDARDS OF HEALTH CARE.

fc) THE PERSOM WAS NOT A MEMBER ON THE DATE FOR WHICH THE CLAIM I3
BEING MADE.

4. A CLAIM FOR A SERVICE OR AN ITEM BY A PERSON WHO KNOWS OR HAS
REASON TO KNOW THAT THE INDIVIDUAL WHO FURNISHED OR SUPERVISED THE FURNISHING
OF THE SERVICE:

ta) WAS MNOT LICENSED AS A PHYSICIAM OR ANOTHER HEALTH CARE
PROFESSIONAL REQUIRING STATE LICENSURE.

(b} OBTAINED THE INDIVIDUAL'S LICENSE THROUGH A MISREPRESENTATION OF
MATERIAL FALCT.

(c) REPRESENTED TO THE MEMBER AT THE TIME THE SERVICE WAS FURNISHED
THAT THE PHYSICIAN WAS CERTIFIED IM A MEDICAL SPECIALTY BY A HEDICAL
SPECIALTY BOARD IF THE INDIVIDUAL WAS NOT CERTIFIED.

T
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5.8. 1002

5. A REQUEST FOR PAYMENT THAT THE PERSON ENOWS OR HAS REASCN TO KNOW
IS IN VIOLATION OF AN AGREEMENT BETWEEM THE PERSON AND THIS STATE OR THE
ADMINISTRATION.

B. A PERSON WHO YIOLATES THIS SECTION IS SUBJECT, IN ADOLTION TO ANY
OTHER PEMALTIES THAT MAY BE PRESCRIBED BY LAN, TO A CIVIL PENALTY OF NOT MORE
THAN THO THOUSAND DOLLARS FOR EACH ITEM OR SERVICE CLAIMED AND I5 SUBJECT TO
AN ASSESSHENT OF NOT MORE THAM TWICE THE AMOUNT CLAIMED FOR EACH ITEW OR
SERYICE.

£. THE ODIRECTGR OR THE DIRECTOR'S DESIGNEE GSHALL MAKE THE
DETERMIMATION TO ASSESS CIVIL PENALTIES AWD IS RESPONSIBLE FOR THE COLLECTION
OF FERALTY AND ASSESSMENT AROUNTS. THE DIRECTOR SHALL ADOPT RULES THAT
PRESCRIBE PROCEDURES FOR THE DETERMINATION AND COLLECTION OF CIVIL PENALTIES
AND ASSESSMENTS. CEVIL PEMALTIES AND ASSESSMENTS IMPOSED UNDER THIS SECTION
MAY BE COMPROMISED B3Y THE DIRECTOR OR THE DESIGNEE IN ACCORDANCE WITH
CRITERIA ESTABLISHED IM RULES. THE DIRECTOR OR THE DIRECTOR'S DESIGNEE NAY
MAKE THIS DETERMIMATION IN THE SAME PROCEEDING TO EXCLUDE THE PERSON FROM
FARTICIPATION IN THE PROGRAM.

O. A PERSON ADVERSELY AFFECTED BY A DETERMINATION OF THE DIRECTOR OR
THE DIRECTDR'S DESIGNEE UMDER THIS SECTION MAY APPEAL THAT DECISION 1IN
ACCORDANCE WITH PROVIDER GRIEVANCE PROVISIONS PRESCRIBED BY RULE. THE FINAL
DECISION IS SUBJECT TO JUDICIAL REVIEW PURSUANT TO TITLE 12, CHAPTER /.
ARTICLE &.

E. THE ADMIMISTRATION SHALL TRANSMIT MONIES COLLECTED FURSUANT TQ THIS
SECTION 7O THE STATE TREASURER FOR DEFOSIT IN THE STATE GENERAL FUND. THE
AMOUNT OF THE PEMALTY OR ASSESSMENT MAY BE DEDUCTED FROM ANY AMOUNT THEN OR
LATER OWING BY THE ADMINISTRATION OR THIS STATE TO THE PERSON AGAINST WHOM
THE PEMALTY OR ASSESSMENT HAS BEEN IMPOSED.

F. IF A CIVIL PENALTY OR ASSESSMENT IMPOSED PURSUAMT TO THIS SECTION
TS NOT PAID, THIS STATE OR THE ADMINISTRATION SHALL FILE AN ACTION TO COLLECT
THE CIVIL PENALTY OR ASSESSMENT IN THE SUPERIOR COURT IN HARICOPA COUNTY.
MATTERS THAT WERE RAISED OR COULD HAVE ‘BEEN RAISED IN A WEARING BEFORE THE
DIRECTOR OR IN AN APPEAL PURSUANT TO TITLE 12, CHAPTER 7. ARTICLE B MAY NOT
BE RAISED AS A DEFENSE TO THE CIVIL ACTION. AN ACTION BROUGHT PURSUANT TO
THIS SUBSECTION SHALL BE INITIATED WITHIN SIX YEARS AFTER THE DATE THE CLAIM
WAS PRESENTERD.

36-2954. i

A. THE DIRECTOR SHALL INCLUDE IN THE MONTHLY REPORT SUBMITTED TO THE
PRESIDENT OF THE SENATE AND THE SPEAKER OF THE HOUSE OF REPRESENTATIVES
PUASUANT TO SECTION 36-2920 THE FOLLOWING INFORMATION ABOUT THE PROGRAH:

1. THE ACTUAL YEAR TO DATE EXPENDITURES AND PROJECTED ANKUAL
EXPEHDITURES.

2, THE ACTUAL MEMBER MONTHS.

9. MONIES RECOVERED MONTHLY FROM THIRD PARTY PAYORS.
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4. THE AMOUNT AMD ORIGIN OF ANY DONATION OR GRANT FROM A PRIVATE
ENTITY AND THE IMPACT ON THE IMPLEMENTATION OF THE PROGRAM.

B. THE REPORT SHALL BE SUBMITTED OM OR BEFORE THE TWENTY-FIFTH DAY OF
THE FOLLOWIMG MONTH.

C. THE DIRECTOR SHALL PROYIDE A COPY OF THE MONTHLY REPORT 7O THE
CHAIRMEN OF THE HOUSE OF REPRESENTATIVES AMD SEMATE STANDING COMMITTEES OK
APPROPRIATIONS AND HEALTH.

36-2995. ;h_LJ.;Lun_L.:.alth 1n:uu.n.u program fund: sources gf

A. THE CHILDREN'S HEALTH IHSUHAHEE PROGRAH FUND IS5 ESTABLISHED. THE
ADMINISTRATION SHALL ADMINISTER THE FUND AND SHALL USE FUND MONIES TO PAY
ADMINISTRATIVE AKD PROGRAM COSTS ASSOCIATED WITH THE OPERATION OF THE PROGRAM
ESTABLISHED BY THIS ARTICLE.

B. SEPARATE ACCOUNTING SHALL BE MADE FOR EACH SOURCE OF MONIES
RECEIVED PURSUANT TO SUBSECTION C OF THIS SECTION FOR EXPEMSES AND TNCOME
ACTIVITY ASSOCIATED WITH THE PROGRAM ESTASLISHED PURSUANT TO THIS ARTICLE.

€. MONIES IN THE FUND ARE COMPRISED OF:

1. FEDERAL MOMIES AVAILABLE TO THIS STATE FOR THE OPERATION OF THE
PROGRAM.

2. TOBACCO TAX MONIES AFPROPRIATED AS STATE MATCHING MONILES.

3. GIFTS, DONATIONS AND GRANTS FROM ANY SOURCE.

4. INTEREST PAID ON MONIES DEPOSITED IM THE FUND.

5. THIRD PARTY LIABILITY RECOVERIES.

0. IF A GIFT. A DONATION OR A GRANT OF OVER TEN THOUSAND DOLLARS
RECEIVED FROM ANY PRIVATE SOURCE CONTAINS A CONDITION. THE ADMINISTRATICON
SHALL FIRST MEET MWITH THE JOINT LEGISLATIVE STUDY COMMITTEE ON THE
INTEGRATION OF HEALTH CARE SERVICES TO REHIIH THE CONDITION BEFORE IT SPENDS
THAT GIFT. DONATION OR GRANT.

£, ALL MONIES IN THE FUND OTHER THAN MOMIES APPROPRIATED BY THIS STATE
D0 NOT LAPSE.

F. MONIES APPROPRIATED FROM THE MEDICALLY WEEDY ACCOUNT OF THE TOBACCO
TAX AND HEALTH CARE FUND PURSUANT TO SECTION 35-292Z1 ARE EXEMPT FROM SECTICN
15-190 RELATING TO LAPSING OF APPROPRIATIONS. MOTWITHSTANDING SECTICN
35-191, SUBSECTION B. THE PERIOD FOR ADMINISTRATIVE ADJUSTMENTS EXTENDS FOR
OKLY SI¥ MONTHS FOR APPROPRIATIONS MADE FOR ADMINISTRATION COVERED SERVICES.

G. NOTWITHSTANDING SECTIONS 35-190 AND 35-191, ALL APPROVED CLAINS FOR
SYSTEM COVERED SERVICES PRESENTED AFTER THE END OF THE FISCAL YEAR IN WHICH
THEY WERE INCURRED SHALL BE PAID EITHER IN ACCORDANCE WITH THIS SECTION OR
IN THE CURRENT FISCAL YEAR WITH THE MOMIES AVAILABLE IN THE FUNDS ESTABLISHED
BY THIS SECTION.

H. CLAIMS FOR COVERED SERVICES THAT ARE DETERMINED TO BE VALID BY THE
DIRECTOR AMD THE GRIEVANCE AND APPEAL PROCEDURE SHALL BE PAID FROM THE
CHILDREN'S HEALTH INSURANCE PROGRAM FUND.
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5.E. 1008

I. ALL PAYMENTS FOR CLAIMS FROM THE CHILDRER'S HEALTH INSURANCE
PROGRAM FUND SHALL BE ACCOUNTED FOR BY THE ADMINISTRATION BY THE FISCAL YEAR
IN WHICH THE CLAIMS WERE INCURRED, REBARDLES: OF THE FISCAL YEAR IN WHICH THE
PAYMENTS WERE MADE.

J. NOTWITHSTAMDING ANY OTHER LAW, COUNTY OWMED OR CONTRACTED PROVIDERS
ARE SUBJECT TO ALL CLAIMS PROCESSING AND PAYHENT REQUIREMENTS OR LIMITATIONS
OF THIS CHAPTER THAT ARE APPLICABLE TO WONCOUNTY FROVIDERS.

Sec. §. Laws 1997, chapter 186, section 6 1% amended to read:

Sec. 6. Heporting reguirements

A, Beginning om April 1. 1998, the director of the Arizona health care
cost containment system administPation shall report semfannually to the
prezfuz sharing <demonstration project oversight committes on the
implementation 2nd operation of the premium shering demonstraticn project.
The administration shall submit the report to the gevermer, the president of
the senate and the speaker of the hcuse of representatives. The director of
the administration shall include in the report recommendations on shifting
premfum sharing demonstration project enrolleas who have fncomes that are
less than one hundred per cent of the federal poverty guidelines as published
annually by ths United States department of health and human services into
the new plan, when the federal waiver for eligibility based on one hundred
per cent of the federa] poverty level is approved by the health care
financing administration.

B, Beginning on April 1, 1938, the Arizona legislative cauncil shall
submit 2 report semignnually to the premium sharing demonstration project
oversight comsittee. The report shall centain the fallowing informatica
regarding the demonstraticn project:

1. An analysis of client satisfection.

2. Program enrolIment information.

3. The average annual income of the enrollee.

4. The annual medical service expenditure.

5. The total monies collected from enrcllees.

6. Information necessary to analyze and evaluate the project®s
effectiveness or fmpact.

7. A review of the actual medical costs incurred and the premiums
charged.

£. On or before Jdanuary 1, 2933 E000, the premium sharing
demonstration project oversight committee shall submit & report to the
governar, the speaker of the house of representatives and the president of
the senate containing its findings regarding the overall success of the
demonstration project and recommending its continuation or discontinuatian.

€ac. 7. Laws 1997, chapter 186, section B is amended to read:

sec. B.

Sections 3 through 7 of this act are repealed from and after September
30, 2888 2001.
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LSec. B. ink lpgi i i i r il

health care seryices

A. The jeint legislative study committee an the integration of health
care saryices is established consisting of five members of the house of
representatives appointed by the speaker of the house of representatives and
Fiye members of the senate appointed by the president of the senate. Mot
more than three membars of the hovse of representatives or senate may
représent the same political party.

B. The committes shall meet on the call of either cochairpersen.

C. The committes shall:

1. Determine the feasibility of jintegrating health care services
offered pursuant to title 36, chapter 29, article 4, Arizona Revised
Statutes, as added by this act, Laws 1957, chapter 1BE, sections 3 through
8 and proposition 203, as passed by the voters in the 1996 general election,
and for thase who are classifisd as medically indigent pursuant to section
11-797, Arizona Revised Statutes, and for those classified as medically naedy
pursuant to section 36-2905, Arizana Revised Statutes.

2. Examine the benefits of and determine the figcal impact of
integrating the programs identified in paragraph 1.

3, Study the impact on the eligibility reguirements of each program
identified in paragraph 1.

4. Study proposals to maximize health insurance coverage for families
through the use of existing federal, state and local resources in order to
receive the highest benefit from investment of those resources.

5. Study the covered health and medical services %o be provided under
section 36-2989, Arizona Revised Statutes, as added by this act, and compars
these services with the health and medical service bemefit packages allowed
srder the federal and state children's health insurance program Tegislatian
including the benefit package currently offered to state employees and their
dependents.

§. HReyiew other state children’s-health insurance program proposals.

7. Examine the use of vouchers, tax credits and the use of private
health insurance for the program including coverage provided to the parent
or legal guardian.

B. Determine the coverage of children under the program who are
coversd under a health care insurance plan, including employer sponsored

health care coverage.
0. The committee shall report its findings and recommendations to the

governor, the speaker of the house of representatives, the president of the
senate, the secretary of state and the director of the department of library,
archives and public records on ar before December 15, 15999 and shall sutmit
a preliminary report on or before December 15, 1998.
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Sec. 9. Annugl repart
Beginning on January 1, 2000, the Arjzona health care cost containment

system administratfan shall annually report the following information
relating to the children's health insurance pregram established pursuant to
title 36, chapter 23, article 4, Arizona Revised Statutes, as added by this
act. to the governor, president of the senate, speaker of the house of
representatives, secretary of state and directer ef the department of
1ibrary, archives and public records:

1. The numbar of children served by the program.

2 The state and federal sxpenditures for the program for the previous
fiscal year. g

3. A compariscn of the expenditures for the previous fiscal year with
the expected fedaral funding for the next fiscal year. )

4  Whether the federal funding for the next fiscal year will be
sufficient to proyide services at the current percentage of the federal
poverty level or whether an enrollimant cap may be needed.

5. Any recommendations for changes to the program.

Sec., 10. [irect services: gualifying commynity health centers:

hospitals: eligibility screening

A child who receives services pursuant to section 36-2907.05, section
16-2907 .06, subsection A aor section 36-2907.08. subsection A. Arizonz Revised
Statutes, shall be screened for potential eligibility by the gualifying
community health center or hospital that cantracts with the department of
heaith services pursuant to section 38-2807.06 or section 36-2907.08, Arizona
Revised Statutes. [f 1t appears that the child may be eligible, the
qualifying community health center or hospital may provide services and shall
refer the child for an eligibility determinatiaon by the Arizona health care
cost containment system adainistration.

Eeg. 11. 1 mT o]

A. The Arizona health care cost containment systea administration and
the department of health services are exespt from the rule making
requirements of title 41, chapter B, Arizona Revised Statutes, for ane year
after the effective date of this act tTo implement this act. The
administration and the department shall hold hearings to give the public an
opportunity to comment on the proposed rules. The administration and the
department shall hold at least one of these hearings fm a county with 2
population of less than five hundred thousand persons acearding to the most
recent United States decennial census.

8. The department of health services is exempl from the provigions of
title 41, chapter 23, Arizona Revised Statutes, relating to the procurement
code, for the purpase of procuring contracts with qualifying health centers
pursuant to section 36-2907.06, cubsection §. Arizona Revised Statutes, or
haspitals pursuant te section 1§-2907.08, subsectfon H. Arizona Revised

Statutes.
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Sec. 12. Intent
It is the intent of the Tegislature that the Arizoma health care cost

coptainment system administration submit a state plan requesting approval
from the Tedera] health care Tinzncipg administration to implement a title
Y¥I echildren's health care program that will provide health insurance
coverage for uninsured, low income children who are under nineteesn years of
age. Subject ta an appropriation by the legislature, tobacce tax monies will
be used az the state matching monies. The program will operate within the
funding allocated by the legisliature, and a cap may be imposed on enro] lment
if it appears the program will exceed the available funding. If federal
monies become unavailable, the program §5 repealed and services will be
terminated.

Sec. 13. Additignal emplovess: authorization

The Arizona health care cost containment sSystem administration is
authorized to hire up to fifty-nine additional fuli-time equivalent employees
to perform eligibility determinations and ether requirements of this act.

sec. L4, f i o

This act is effective from and after Septembar 30, 1997 but only 1f the
Arizona health care cost containment system administration's application for
a title XXI state children's health insurance program is approved by ths
federal health care financing administration. If the federal health care
financing administration does not approve this act as of QOctober 1. 1938,
this act s effective on the date that agency notifies the administration of
its approval. The administratien shall natify the director of the Arizona
legislative council of the date of this netification.

Sec. 15. [Delaved repeal

tection B of this act, relating to the joint legislative study
committee on the integraticn of health care services, is repealed from and
aftter Decembar 31, 2001.

Sec, 18, Conditional repeal

This act is5s repealed on the date the Arizona health care cost
containment system administration determines that federal monies are not
available for the program pursuant to section 36-2984, Arizona Revised
Statutes, as added by this act. The director of the administration shall
notify the director of the Arizona legislative council of this date. The
legislature shall submit Tegislation to restore any statutory sections
affected by this conditional repeal.

Sec. 17. Aporopriation

The sum of $38,400,000 is appropriated from the children’s health
insurance program fund established pursuant to section 36-2995, Arizana
Revised Statutes, as added by this act. to the Arizona health care cost

- contzinment system for fiscal year 1998-1939 for the purpose of implementing

the children®s health insurance program established pursuant to titTe 36,
chapter 29, article 4, Arizona Revised Statutes, as added by this act. All
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5.5. 1008

monies remaining unexpended and unencumbered on QOctober 1, 1999 revert ta the
children's health insurance program fund.

Sec. 18. Eeimhprzoment for contractors

Befora the implementation of the children's health insurance program
authorized in title 36, chapter 29, article 4, Arizona Revized Statutes, az
added by this act, the Arizona health care cost conteinment system shall
develop actuarially sound rates that shall be used to reimburse the
contractors as defined in saction 35-2981, Arfzona Hevised Statutes. as added
by this act.

Sec. 19. Medical savings accoynts: direct service contracts

A. Within one hundred twenty days after the approval of the title XXI
state plan submitted to the federal health care financing administration, the
Arizona health care cost contazinment systam administration shall sobmit 2
medical savings account amendment to the joint legislative study committee
on the integration of health care services. The committee shall-review the
amendment and provide input on the amendment. Once the joint legislative
study committee on the integration of health care sarvices reviews the
amendment, the Arizona health care cost containment system administration
=hall submit the amendment to the federal health care financing
administration requesting appraval te offer medical savings accounts az an
option to the services that are provided to eligible ¢hildren under title 36,
chapter 29, article 4, Arizoma Revised Statutes. as added by thisz act.

B. On or before July 1, 1999, the Arizona health care cost containment
system administration shall submit 3 direct service contracts amendment to
the title ¥XI state plan to the joint legislative study committee om the
integration of health care services. The study committee shall review the
amendment and provide input on the amendment. Once the study committee
reviews the amendment, the Arizena health care cost containment system
pdministration shall submit the amendment to the federal health care
financing administration tc secure title XXI funding to reimburse qualifying
health centers and hospitals that contract with the department of health
services pursuant to sections 36-2907.06 and 36-2907.08, Arizona Revised
Statutes.

C. 0On or before July 1, 2000, the Arizona health care cost containment
system administratfon shall sobmit a direct service contracts amendment for
waiver authorization to spend more than ten per cent of the monies for
administration, outreach and direct services to the joint legislative study
committes on the integration on health care services. The study committes
shall reyiew the amendment and provide input on the amendment. Once the
study committes reviews the amendment, the Arizona health care cost
containment system adminfstration shall submit the amendment to the fedaral
health care financing administration requesting waiver agthorization ta offer
services through direct service contracts as an option to the services that

- 3j =
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are provided to eligihle children under title 36, chapter 23, article 4,
Arizana Revised Statutes, as added by this act.

Sec. 20. ifyi n

A. A qualifying plan, as defined in section 36-2981, Arizona Revised
Statutes, as added by this act, may elect to participate in the children's
health insurance program established pursuant %o Title 36, chapter 23,
article 4, Arizona Revised Statutes, as added by this act. subject to all
requirements establizhed in that article and fn accordance with section
15-2989, subsection A, Arizona Revised Statutes. as added by this act.

B, Tha director of the Arizona health care cost containment system
chall estahlish the terms and conditions that shall be used to exercise the
gption to participate.

Sec. 21. Tghacco lawsuit: yse of settlement gr cospromise

A reasonable portion of any monies that this state receives from 2
judgement, settlement or compromise of any action or claim against tobacco
companies, related parties. less litigation related expenses, shall be used
to maintain existing proven health care programs.

SEC. 2L« r ; i

A. The sum of $5.000.000 is appropriated from the tobacco tax and
health care fund medically needy account to the department of health seryices
for fiscal year 1998-1995 for grants to contracting qualifying health centers
purseant to section 36-2907.06, subsection &, Arizona Revised Statutes.

E. The sus of $3,000,000 fs appropriated from the tobacco tax and
health care fund medically nesdy account to the department of health services
for fiscal year 1998-1999 for grants to contracting hospitais pursuant to
caction 36-2907.08, subssction H, Arizona Revised Statutes.

€. The appropriations made in subsections A and E of this section
shall be used for medical and health care services to children who are under
nineteen years of age &nd have income at or balow onz hundred fifty per cent
of the federal poverty Tevel.

0. The appropriations made in subsections A and B of this section are
exempt from the provisiens of section 35-180, Arizona Revised Statutes.
relating to lapsing of appropriations.

Sec. Z3. i

The director of the department of health services shall provide to the
legislature the following information fer services provided pursuant to
sections 36-2907.06 and 36-2907.08, Arizoma Revised Statutes:

1. The numbar of members served.
5 The number of encounters and the average cost for each encounter.

1. The number of sarvices and the average cost for each servinaL
4. The actual vyear to date expenditures and projected annual

expenditures.

MAY 20321998,

FILED TN THE OFFICE OF THE SECRET STATE MAY 20, 1998
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ATTACHMENT B
DESCRIPTION OF DEMOGRAPHIC TABLES

Each table in Attachment B is based on March Current Population Survey (CPS) data. Different years of CPS
data are used; however, the methodology for obtaining the estimates contained in the tables is the same. This
methodology has been used by Arizona in the population estimates for the 100% of FPL waiver submission and
differs from that used by the Census Bureau as described in the next paragraph.

CPS Estimation Methodology

Arizona has made changes in the methodology used to construct the CPS sample on which estimates are based.
These changes were instigated by research conducted by the Rand Corporation on problems in using the CPS
data to produce state level estimates. The changes in the methodology address concerns raised by Rand

researchers, as well as other issues identified through internal conversations after the Rand article was
published.

The following changes will make the numbers used in estimating the population eligible for KidsCare andother
health coverage expansions as precise and accurate as possible:

The faniily unit is redefined so it more closely resembles AHCCCS eligibility.

The U.S. Department of Health and Human Services (DHHS) poverty guidelines are used to determine poverty
level rather than the Census Bureau poverty thresholds used in the CPS.

Three years of CPS data are pooled, excluding re-interviews, rather than taking the average of three years of
CPS estimates.

Estimates of low-income and uninsured populations, however defined, are consistently higher by a couple of
percentage points than the Census Bureau's estimates. The main difference is attributable to the redefinition of
family units. By redefining "family", many family units are separated into several individual families. This
often reduces some family's income and thus increases the poverty estimate.

Attachment Tables
Attachment B includes four tables:

B-1: Insurance Coverage of Children in Arizona by Selected Demographic Characteristics, 1994 -
1996 Merged CPS, Weighted Percent Applied to 1998 Census Bureau Population Projection for
Arizona

B-2: Insurance Coverage of Children in Arizona by Selected Demographic Characteristics, 1994-1996
Merged CPS, Unweighted Cell Counts

B-3: Insurance Coverage of Children in Arizona by Eligibility Status, 1994 - 1996 Merged CPS,
Weighted Percent Applied to 1998 Census Bureau Population Projection for Arizona

B-4: Insurance Coverage of Children in Arizona by Eligibility Status, 1994 1996
Merged CPS, Unweighted Cell Counts



The tables that give unweighted cell counts are for information purposes. They illustrate the small size of the
sample for many. of the category estimates. Categories were broken out based on two criteria: resulting cell size
and importance of the breakout for policy considerations. Under coverage type "other public" was included with
Medicaid because the cell size for "other public was so small as to be meaningless. It is also our understanding
that after KidsCare implementation, it is not clear that the CPS data will be able to distinguish between
KidsCare enrollees and Medicaid enrollees.

Arizona considers the Native American population important from a policy perspective. Therefore, in order to
ensure a large enough cell size for a reliable estimate, anyone in the Native American category who also
reported their ethnicity as Hispanic were included. If the Native American who reported Hispanic ethnicity
were included with all other Hispanics, it would have reduced the Native American cell size by approximately
one-third. Some of the cells still have quite small unweighted counts. Caution should be used in comparing
across years when cell sizes are so small - what appears to be a large change may in fact be meaningless.

Because the tables by demographic characteristics only look at one dimension, they do not discern the eligible
population, which is defined by age and FPL level. The tables by eligibility status distinguish between those
who are currently eligible and those who will be eligible under KidsCare, so that coverage may be tracked
across time.

There are some discrepancies in the data with respect to coverage. First, there are a large number of children
whose ages and incomes would suggest they are Medicaid eligible, yet they report having no insurance
coverage. Secondly, there are large numbers of children whose family income exceeds, 175% of FPL, yet they
report having Medicaid coverage. Some of this is undoubtedly Medicare, CHAMPUS, MI/MN (or other state
coverage) or IHS. However, some of it is reported Medicaid. There is not a good explanation for these
discrepancies except interviewer error or respondent misreporting due to recall problems, confusion over
question or deceit.



ATTACHMENT B

Table B-1

Insurance Coverage of Children in Arizona
by Selected Demographic Characteristics
1994 - 1996 Merged CPS
Weighted Percent Applied to

1998 Census Bureau Population Projection for Arizona -

TYPE OF|COVERAGE
Uninsured Medicaid and Private/Group Total
Other Public3
Percent] Number| Percent Number| Percent Number| Percent|Number
Age Group
<1 1.37% 18,114  2.77% 36,624 2.57% 33,980 6.71% 88,718
1 through 5 5.92% 78,273 10.68% 141,208  15.52% 205,202 32.121/6 424,083
6 through 14 8.38%| 110,798] 11.24% 148,612 24.87%~ 328,825 44. 49% .688,236
15 through 18 5.01%| 66,241 2.72% 35,963 8.95% 118,735' 16.68% .220,539.
Total 20.68%| 273,426| 27ATIA 362,408 51.91% 686,341 100.00%| .1,322,176
FPL Level,
<31% 2.96% 39,136] 3.70% 48,920 0.98.% 12,9157, 7.64% .101,014
32%-100% 5.39% 71,265| 10.14% 134,069 1.65% 21,816 17.18% 227,150,
101%-150% 4.70%| 62,142 5.87% 77,612 4.71% 62.,274. 15.28% 2021010
151%-175% 1.58%| 20,890 1.36% 17,982 2.43% 32,129, 6.37% '71,001
176%-200% 1.70% 22,477  0.55% 7,272  4.1.8%. 55,267 6.43% 45,016.
>200% 4.35% 57,515  5.79% 76,554 .37.95% 501,785. 48.00%. 635,834
Total 20.68%| 273,426| 27A1% 362,408 51.90% 686,209. 99.99% 1,322,043
Race/Ethnicity*
American Indian 0.42% 5,553  2.36% 31,203 0.67% 8,859 3.45% 45,616,
Hispanic 12.49%| 165,140 9.32% 123,227 13.18% 174,263' 34.99% 462,620.
Mite Non-Hispanic 7.42% 98,105 13.51% 178,626 35.44%| 468,579~ 56.37% 745,310
Black Non-Hispanic 0.27% 2.11% 27,898 1.26% 16,659 3.640/6 48,127
Other Non-Hispanic 0.08% 1,058 0.11% 1,454 1.34% 17,717 1.530A 20,229
Total 20.68%| 273,426 27.41% 362,408 51.89%| 686,9077 99.98% 1,321,911
Location
Urban/Suburban® 14.94%| .197,533| 20.29% 268,269 45.15% 596,962 80.83% 1,062,764
Rural 5.75% 76,025  7.12% 94,139 .6.74% 89,115 19.61% 259,279
Total 20.69%| 273,658|127.41% 362,408 51.89% 686,077 99.99% 1,322,043

'Data reflects calendar years 1993 - 1995.

"Population Projections for States: by Age, Sex, Race and Hispanic Origin: 1995 to 2025" (PPL - 47)

Series A

*Medicaid and Other Public are collapsed due to small cell size. After I(ids Care implementation, it is unclear whether or not Title XXI
enrollees Will be distinguishable from Medicaid enrollees.

*American Indian includes Hispanic respondents. Hispanic includes all other Hispanic respondents.

®Urban/Suburban includes anyone living within a metropolitan statistical area (MSA).

Note: Total percent and number may not sum exactly across categories due to rounding.



ATTACHMENT.B
Table B-2
insurance Coverage of Children in Arizona
by Selected Demographic Characteristics
1994 - 1996 Merged CPS

Unweighted Cell Counts
TYPE OF COVERAGE
Uninsured Medicaid and |Private/Group |[Total
Other Public
Age Group
<1 17 32 30 79
1 through 5 78 128 199 405
6 through 14 113 145 309 667
15 through 18 70 33 103 206
Total 278 338 641 1,257
FFIL Level
<1 41 43 14 98
31%
32%-100% 75 137 23 235
101%-150% 69 62 67 198
151%-175% 21 17 27 65
1715%-200% 20 8 53 81
>2130% 52 71 457 580
Total 278 338 641 1,257
Race/Ethnicity®
American Indian 7 26 8 41
Hispanic 185 147 219 551
VVhlte Non-Hispanic 83 142 385 610
Black Non-Hispanic 2 21 14 37
Other Non-Hispanic 1 2 15 18
Total 278 338(641- 1,257
Location
Urban/Suburban’ 202 246 546 994
Rural 76 92 95 263
Total 278 338 641 1,267

'Data reflects calendar years 1993 - 1995.

2Medicaid and Other Public are collapsed due to small cell size. After Kids care implementation, it is unclear whether or not Title XXI
enrollees will be distinguishable from Medicaid enrollees.

3American Indian includes Hispanic respondents. Hispanic includes all other Hispanic respondents.
“Urban/Suburban includes anyone living within a metropolitan statistical area (MSA).

Note: Total percent and number may not sum exactly across categories due to rounding.



ATTACHMENT B
Table B-3
Insurance Coverage of Children in Arizona by Eligibility Status

1994 - 1996 Merged CPS
Weighted Percent Applied to
1998 Census Bureau Population Projection for Arizona 2

TYPE OF|COVERAGE
Uninsured Medicaid and Private/Group Total
Other Public'

Percent| Number| Percent|Number | Percent| Number| Percent|Number
Eligibility Category
Title XIX (AHCCCS) Eligibity | 8.85%| 117,012 16.12%| 213,135 3.29%| 43,500 28.26%| 373,647
Td-le XXI EilgibleA
Eligible up to 150% FPL 4.21%| 55,664 3.59%| 47,466| 4.05%| 53,548| 11.85%| 156,078
Eligible up to 175% FPL 1.58%| 20,890| 1.36%| 17,982 2A3-/'| 32,129'.| 5.37% 71,001
Income > 175% FPL 6.05%| 79,992 6.34%| 83,826| 42.13%|557.032.| 54.52%| 120,050
Total 20.69%| 273,568| 27.41%| 362,408| 51.90%| 686,209(100.00%| 1,322,175

'Data reflects calendar years 1993 - 199'5..

2"Populaldon Projections for States: by Age, Sex, Race and Hispanic Origin: 1995 to 2025!'(PPL - 47) Series A.

‘Medicaid and Other Public are collapsed due to small cell size. After Kids Care implementation, it is unclear whether or not Title XXI
enrollees will be distinguishable from Medicaid enrollees.

4Includes children < 1 under 140% FPL, 1 through 5 under 133% FPL, 6 through 14 under 100% FPL and

15 through 18 under 31 % FPL

'income above current AHCCCS eligibility level.

Note: Total percent and number may not sum exactly across categories due to rounding.




ATTACHMENT B
Table B -4
Insurance Coverage of Children in Arizona by Eligibility Status
1994 - 1996 Merged CPS
Unweighted Cell Counts

TYPE OF COVERAGE
uninsured Medicaid and Private/Group Total
Other Public

Eilgibilty Category I

Title XIX (AHCCCS) Eligible® 121 203 45 369
Title XXI Eligible®

Eligible up to 150% FPL 64 39 59 162
Eligible up to 175% FPL 21 17 27 66
Income > 175% 72 79 510 661
Total 278 338 641 1,257

'Data reflects calendar years 1993 - 1995.

2Medicaid and Other Public are collapsed due to small cell size. After Kids Care implementation, it is unclear whether or not roe XXI
enrollees will be distinguishable from Medicaid enrollees.

sIncludes children < 1 under 140% FPL, 1 through 5 under 133% FPL, 6 through 14 under 100% FPL and 15 through 18 under 31 %
FPL.

4 Income above cu rrent AHCCCS eligibility level.

Note: Total percent and number may not sum exactly across categories due to rounding.
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ATTACHMENT G
FAMILY & INCOME OVERVIEW

AHCCCS determines the family's total gross monthly income at the time of application
and redetermination.

FAMILY

Family includes the following categories of persons when residing together:

A married couple and children of either one or both

An unmarried couple with a common child and other children of either one or both

A single parent and his or her children

A child under age 19 who does not live with a parent

A child and an unborn of the child is included in its parent’s household

Grandparent or other non-parent relatives of a child are not considered part of the
household, unless the parent of the child is a minor and lives in the household with

the child and grandparent. A child living with a grandparent or other relative instead
of a parent is its own household.

INCOME

AHCCCS counts the families’ total gross monthly income after excluding any
payments and grants, as specified in 20 CFR Part 416, the Appendix to Subpart K,.
No other income deductions or disregards are applied when determining gross
income.

In determining the eligibility for a qualified alien, AHCCCS counts income of any
person who executed an affidavit of support on behalf of the qualified alien and the
income of the spouse, of the sponsoring individual, as family household income.

The agency accepts the declaration of income provided on the application. The
agency does not perform additional verification, unless there are inconsistencies with
information already available to the agency or obtained through data matching or the
income is from self-employment.

For income from self-employment, the agency accepts the self-employed person’s
income tax records accompanied by the person’s statement that current income is
consistent with the tax records. In the absence of income tax records, the agency
accepts the self-employed person’s itemized accounts. When itemized accounts are



not available the agency accepts the self-employed person’s declaration of proceeds
and subtracts expenses that are verified by vendors or other creditors.

DETERMINING MONTHLY INCOME

AHCCCS projects monthly income based on a reasonable expectation and knowledge of
the family's current, past, and future circumstances. AHCCCS converts income received
more frequently than monthly by multiplying:

e Weekly amounts by 4.3;
o Bi-weekly amounts by 2.15; and
e Semi-monthly amounts by 2.

AHCCCS converts income received less frequently than monthly as follows:

If the amount is received quarterly, divide by 4.

If the amount is received semi-annually, divide by 6.

If the amount is received annually, divide by 12.

If the amount is received to cover a specific period of time, such as educational
benefits, prorate the amount over the period intended to cover.
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Jane Dee Hull
Governor

J. Elliott Hibbs
Director

1Arizona Department of Administration
Human Resources Division - Employee Benefits Program
Joanne Carew, Acting Manager
1624 W. ADAMS - PHOENIX, ARIZONA 85007
(602)542-5008 FAX:-(602)542-4744

April 27,1998

Jack H. Kelly, Director

Arizona Health Care Cost Containment System
801 E. Jefferson

Phoenix, Arizona 85034

Dear Mr. Kelly:

Pursuant to Arizona Revised Statutes, the Arizona Department of
Administration is'authorized to provide health and accident insurance to officers and
employees of the state and their dependents (A.R.S. 38-651), to former employees
who have retired and their dependents, and to disabled employees (A.R.S.
38-651-01). Coverage also is available to those eligible pursuant to COBRA
regulations.

You may contact the Group Benefits Office at 542-5008 if further details are
needed.

Sincerely,

Joanne Carew
Acting Benefits Manager
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ATTACHMENT I
TRIBAL ENTITIES

John Lewis, Executive Director
Inter Tribal Council of Arizona
2214 N. Central; Suite 100
Phoenix, AZ 85004

(602) 258-4822

Native American Community Health Center

Mr. Marc Harrison, Executive Director
300 North 3rd Street, Suite 310

Phoenix, AZ 85012

(602) 279-5262 fax: (602) 279-5390

Native Americans for Community Action
Family Health Center Clinic

Dana Russell, Chief Executive Officer
1355 N. Beaver St., Suite 160

Flagstaff, AZ 86001-3101

(520) 773-1245 fax: (520) 773-9429

Native Connections
650 N. 2nd Avenue
Phoenix, AZ 85003
(602) 254-3247

American Indian Chamber of Commerce
1301 E. University Drive

Tempe, AZ 85281

(480) 497-1997

Native Scene (newspaper)
2601 N. 3rd

Phoenix, AZ 85012

(602) 212-0741

Phoenix Indian Center

2601 N. 3rd St, Suite 100
Phoenix, AZ 85004
(602) 263-1017

Tucson Indian Center

Mr. Jacob Bernal131 East Broadway
Tucson, AZ

(520) 884-7131

Effective Date: 09/01/04

I-2

Approval Date:



Native Americans for Community Action
Main Office

Dana Russell, Chief Executive Officer
2717 N. Steves Blvd.

Suite 11

Flagstaff, AZ 86004-3959

(520) 526-2968 fax: (520) 526-0708

I-3
Effective Date: 09/01/04 Approval Date:
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ATTACHMENT M
COPAYMENT SCHEDULE

There are no copayments for children receiving benefits under
KidsCare.

Effective Date: 10-01-03 1 Approval Date: 12/16/03
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ATTACHMENT N
KidsCare Implementation Structure

Governor

Janet Napolitano

Outreach
Work Group

[_

Cost Sharing Eligibility
Work Group Work Group

AHCCCS
Implementation Team

Community Native
Health American

Centers Groups/ Tribal
Leaders/ IHS

Arizona
Department of
Health
Services

Department of
Economic
Security

Other
Interested
Parties
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ATTACHMENT O
GOVERNOR’S TASK FORCE

CONVENED BY GOVERNOR JANE DEE HULL

Wendy Baldo
Senate Majority Staff
Arizona State Senate

Mark Barnes
County Supervisor’s Association

Cheryl Becker
Mental Health Association of Arizona

Tom Betlach
Governor’s Office of Strategic Planning
and Budgeting

Jason Bezozo
Senate Health Analyst
Arizona State Senate

Michael Bradley
House Leadership Staff
House of Representatives

Sue Braga
Executive Director
American Academy of Pediatrics

Carole Brazsky
Maricopa County-Department of Health

Marianna Bridge
Office Chief
ADHS/Maternal and Child Health

Barbara Burkholder
Arizona Public Health Association

Susie Cannata
Williams, LaSota & Miller Law Firm




LeAnn Corbin
American Academy of Pediatrics

Lisa Cotter
Joint Legislative Budget Committee

Senator Ann Day
Arizona State Senate

Monte DuVal, M.D.

Rob Evans
Intertribal Council of Arizona

Elsie Eyer

Bureau Chief
ADHS/Community and Family
Health Services

Michael Fronske
House Staff
House of Representatives

Robert Ganelin, M.D.
Arizona Pediatric Society

Tonia Garrett
Research & Policy Analyst
Greater Phoenix Leadership

Sue Glawe
Director of Public Affairs
Blue Cross Blue Shield

Kristin Greene
Arizona Association of Community
Health Centers

Teri Greer-Barnes
Maricopa County Government Relations

Michele Hanigsberg
Senate Staff
Arizona State Senate




Jeannie Harmon
DES

Rory Hays
Attorney
Arizona Nurses’ Association

Representative Herschella Horton
House of Representatives

Don Isaacson
Ridge and Isaacson Law Firm

Carol Kamin
Children's Action Alliance

Representative Laura Knaperek
House of Representatives

Merrill Krenitz
ADHS/Community and Family
Health Services

David Landrith
Executive Vice President
Arizona Medical Association

Laurie Lange
AZ Hospital and Health Care Association

Tim Lawless
President & CEO
Arizona Chamber of Commerce

Susan Madison
Executive Director
Governor's Council of Developmental. Disabilities

Liana Martin
House Staff
House of Representatives

Brian McNeil
Department of Health Services




Myra Millinger
Associate Director
The Flinn Foundation

Alida Montiel
Health Policy Analyst
Inter-Tribal Council of Arizona Inc.

Kevin Moran
AZ Association of Community Health Centers

Rachel Moritz
ADHS Health Systems Development

Representative Andy Nichols
House of Representatives

Nancy Novick
Phoenix Health Plan

Ron Ober
Policy Development Group-
Phoenix Memorial Hospital

Fran Ourso
Arizona's Children Association

Jane Pearson
St. Lukes Charitable Health Trust

Aimee Petrosky
Governor’s Office of Strategic Planning and Budgeting

Andy Rinde
AZ Association of Community Health Centers

Shirley Rodriquez
School Nurse Organization

Monsignor Edward Ryle
Arizona Catholic Diocese

Richard Salinas
Com. & Gov’t. Relations Advocate
Maricopa Co.-Dept. of Medical Eligibility




Steve Schnall
Phoenix Children’s Hospital

Marty Schultz
Director of Governmental Relations

Shelli Silver
Senior Budget Analyst
Governor’s Office of Strategic Planning & Budgeting

Terrence Slaven
Phoenix Children’s Hospital

Christopher Smith
Senate Majority Staff
Arizona State Senate

Peggy Stemmler, M.D.
Senior Program Associate
Children's Action Alliance

Jennifer Vermeer
Joint Legislative Budget Committee

Debi Wells
Policy Advisor
Office of the Governor

Gay Ann Williams
AZ Association of HMOs

Vince Wood
DES

Diane Zipley
Arizona Prenatal Care Coalition
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Arirrngr Education Ascodcation

dnzona Head Stant Assocaton
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Children’s Coyncl {Prescalt)
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Forence Crittendon Sarvices
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Doctors Endorsing HE2659—-KidsCare
Updated April 21, 1891

Rene Amaya, M.D. (Phoanix)
Micholas Argyros, M.O.

{ Phoenix)

W, Sundin Applegate, M.,
M.P_H. (Phoanix)

Matarajan Asckan, M.D. (Parker)
Robart Baday, M.D. (Phoanix)
Faul Bakerman, M.O. (Fhoenix)
G.L. Bansal, M.D. (Mesa)

Faul V., Baranko, M.D. (Fhoenix)
Erich Batra, M.0. {Fhaoenix)
Charles Bajarana, M.O.
Claypocd)

IIIliii@lrruala Bingham, M.D.{Phoenix)
Karlz L. Birkhoiz, M.D.
(Glendala)

Courtney Hishop, M.D. (Phoenix)
Robin Krause Blitz, M.D.
(Scotisdale)

Susan Brallier, 0.0, (FPheesnix)

Kathryn Brown, 0.0, (Phoanix]

Juiie A, Brozio, M.D. (Temoe)

Sonja Burrell, M.D. (Fhoenix)

DOeifine Candalana Jr., M.D.

{Phoenix}

Jeff Cars, M.O. (Lake Havasu

ity

Alan Chang, M.D. (Mesa)

Kipp Chariton, M.D. (Phoenix)

Jack Choi, M.O. (Lake Havasu

City}

Michaed 5. Clement M.D.

{Mesa}

Daniel Cloud, M.D. {th-m]xj
Melvin L. Cohen, M.D, (Phoenb)
Peter M. Cole, M.O. (Scotisdale)
Catherine M, Consenting, M.O.
{Tucson)

. Peter Crowe, M.D. {Tucsan)
Anita J, Culp, M.D. (Phoenix)
Robert T, Daehier, M.O.
{Phoenix}

Mara Frances Daly, M.D.
(Chandler)

Regina Ann D'Ambrosic, M.D.
(Fhoenix)

Michaal Dirmber, M.D. (Fhosnix)
Emest J. Dorama, M.0O.
{Phoanix)

Sam W. Dewning, M.D-
{Prescott)

Charies P. Dries. M.D. (Phoenkx)

Ll
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David C. Dunean, M.D.
(Frascatt)

Keith Dvairn, MO, (Tussan)
John O. Eckstein, M.O.
{Phcenix)

Fred Edwards, M.D. {Scotisdale)
David Epstain, M.0. (Scattsdala)
Julie H, Emast, MO, (Fhaenix)
Michael M, E=l Jr, M.C.
{Phosnix)

F. Gerald Figgs, M.O,
{Fhoenix)

Barmy Fisher, M.0. (Fhoenix)
David P. Falkestad, M.D.
{Phoenix)

Stuart Friedman, D.0.
{Scattsdale)

Robart Ganelin, M.O.
(Scattsdala)

Mark M. Garsxaf, M.O.
{Lakeside)

Paul Gee, MO, (Tucson)

Mary Ja Ghary, M.D. (Tueson)
David E. Glow, M.D. {Paysan}
Gerald N. Galdberg, M.D.
(Tueson) _
Falipa Gonzelex, M.0. {(Fhoenix)
R. Scott Gorman, M.0.
iScottsdale)

Theress A Grebe, M.C.

(P hoanix)

Lourdes Guermern-Tira, M0,
(Phoenix) _
Kent O. Hanson, M.D. (Phoenix}
Qliver Harper, M.D. (Pearia)
Ciliffard J. Haris, M.D. FACF
{Mesa)

Khalid 5. Hasan, M.D. (Phoenix)
Roxanne Hecht, M.D. (Phoenix)
Malvin Hectar, M.D. {Tucsen)
Erahodh &, Hammady, M.
(Phaeniz)

Jack Herchald, M.0. (Phoenix)
David Hirsch, M.D. (Fhoenix)
A.D. Jacobson, M.D. (Phoent)
Cynihiz J. Jacquemart, M.D.
{Glendala)

Douglas Johnston, D.0.
(Phosnk)

Mark Joseph, M.C. (Phoenix)
Bryce A, Keriin, M.D. (Fhoenix)
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Clibor Kaigl, M.D. (Phoenix)
Howard M. Kandell, M.D, (Phoanix)
John K. Kerr, M.D.[Mesa)

Lecnard Kirschnar, M.D. {Litchfield Park)
Kevin 5. Kioppenstein, M.D. (Parkear)
Fobin Laks, M.D. (Phoanix)

Marz L. Leib, M.D. (Tucsan)

Richard J. Leonard, M.O. {(Phoenix}
taran Lewis, M.D. (Phoenix)

James A_Lindgren, M.D. {Surprisa)
Mike Lucherini, M.D. (Phoenix)
Wendy Lucid, M.D. (Fhoenix)
Willlam J, Maier, M.D. (Tucson)
Harold Magalnick, M.0. (Phoanix)
Lynnetie J. Mattingty, M.D. (Phosnix)
Michelle May, M.D. (Fhoenix)
Aubrey Maza, MO, [Phoenix)

Patar McHeallar, M.D. {Phoenilx)
Elizabeth McKenna, M.D., (Chandler)
Shawn MchMahon, M.D. (Phaoenix)
Melissa Miller, M.D. {Tucson)

ESteve Milliner, M.D. (Phoenix)

Anita C. Murcka, M.D. (Fhoenix)
Famela 5. Murphy, M.D. (Fhoenix)
Kathlean A, Michols, M.D. (Phoenix)
Auguste Ortiz, M.D. (Tucson)
Ronald E. Pariit, M.D, (Flagstaff)
Douglas E. Parkin, M.D. {Casa Grande)
Edward L. Pattersan, M.D. (Fhoenix)
M. Peggy Pearson, M.D. (Phoenix)
Arthur L. Palberg, M.D. (Phoenix)
Gary L. Petersen, M.O. (Masa)

Juiie Lee Peterson, M.O. (Phoanix)
Fay Finkard, M.D. (Phoenix)

Janice P. Piatt, M.D. (Phoenix)
Charles W, Pullen, M.D. (Tucsan)
Edward E. Quiroz, M.0. (Phoeriix)
John Raines, M.D, (Phoenix)

Habib Rathle, M.D., F.AAP. (Yuma)
Jacob Redekop, M.D, (Tucson)
Melissa Redleaf, M.O. (Phoenix)
Richard H. Reznick, M.D. (Scottsdale)
Dalphis C. Rlchardsan, M.D. (Mesa)
Mary Rimsza, M.D. (Phoenix)
Gearge L Ritter, D.0. (Prescalt)

H. Arena Ross, M.D. (Phoenix)
Mark Rudinsky, M.D. (Phoenix)
Morman Saba, M.D. (Phoanix)
Steve Serdin, M.D. (Phoenix)

Eve Shapirg, M.D. (Tucson)

Mitchell Shub, M.D. {Phoanix)

Brian Schneider, M.0. (Phoenix)
Jennifer Schatt, M.D. (Phoenix)
Albert Schwartz, M.D. (Mesa)
Shirley J. Sheinkopf, M.0. (Glendala)

Amy Shoptaugh, M.D. (Tempe)

Gary Silber, M.D. (Phoenix)

Alan Singer, BM.D. {Phoanix)

Daie Anne Singar, M.0. (Phoenix)
James A, Smidt, M.D., P.C. (Phoenix)
Barbara Smith, M.D. (Tucson)

Dean F. Emith, M.D. (Fhoenix)

David Solemon, M.O. (Phoenix)
Margaret Stemmler, M.D. (Scottsdals)
Susan M. Stephens-Groff, M.O. (Tempe)
Jahn Stock, M.E. (Fhoarnix)

Tadd B. Taylor, M.D. (Phoenix)

Foy Teramota, M.D. (Phoanix)
Marman L Thoempson, M.D. (Fhoanix)
Layes G. Trunza, MO, FAAP
(Scotisdale)

Temy H. Vondrak, M.D. (Tucsan)
Anthony 7, Viutura, M.O., M_P.H. (Tucson)
Paige C. Walend, M.D. (Phoanix)
Mark R. Wallaca, M.D. (Fhoenix)
Glann W. Waterkotte, M.D. (Fhoenix)
William R. Webb, M.D. (Flagstaff)
Jeffrey Weiss, M.D. (Fhaenix)

Dwight D. Wensel, 0.0, (Bisbes)
Sfephen Weast, M.C. (Glendala)
Joseph 8. Whalen, M.C. {Tucson)
Susan M. Whitely, M.D., (Phoenix)
Tarnra Whitaley-Myers, M.D. (Tucson)
Rieky L. Williams, M.D. (Tucsan)
Marcia Wissing, M.D. (Sierra Vista)
Victer Zapanta, M.D. {(Phoenix)
Jogaph T. Zerella, M.C. (Phoenix)

J. Carlas Zomilka, M.D. (Phoenix)
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ATTACHMENT Q
COMWNTS FROM THE PUBLIC
AND AHCCCS'RESPONSES

The following are the maior comments that AHCCCS received in the two public hearings on the State Plan and in letters
received by the agency. Following the comments are AHCCCS' responses. Please note that these comments do not include
questions which were asked and answered in the public hearings.

Some of the persons commenting did not believe that they had sufficient time for public comments. AHCCCS
acknowledges that the time for comment on the State Plan was compressed in order to submit the State Plan as quickly as
possible. However, the State Plan is a reflection of the federal enactment of the Child Health Insurance Plan. and the state
legislation which had significant discussion in the past seven months.

Comment - Under Strategic Goals and Objectives, AHCCCS should include an evaluation of special needs of children
and assess the adequacy of the provider networks for this population.

Response - AHCCCS will evaluate all children through the indicators rather tim by a diagnosis. AHCCCS contractors
must meet the needs of avacnhild and ensure that specialty providers are available. The ' network is a critical component
in the evaluation of a contractor's ability to deliver services and will be evaluated by AHCCCS before the KidsCare
Program begins and during the annual operati6nal reviews.

Comment - AHCCCS may have problems attaining the goal of immunizing 80 percent of the children since there are
many locations where a child can be immunized. How will AHCCCS work with the county health departments?

Response: The 80 percent goal is one that AHCCCS believes is attainable. Currently, AHCCCS health plans immunize
75% of Medicaid eligible children. Regarding coordination with other entities who immunize children, AHCCCS is part
of a group working on an automated system to track immunizations. This ability will improve the reporting of
immunizations.

Comment - The state Plan states that it will decrease the number of uninsured children in the state. This goal does not
take into account that some children may receive clinic services as needed but are not considered uninsured.

Response: Added this comment to the State Plan.

Comment - The proposal to add Medical Savings Accounts in the future may be confusing for the parents and not really
an option that makes sense for children.

Response - If HCFA approves this proposal, AHCCCS will try to make this option as clear as
possible.



Comment. Concerned that prior authorization requirements will hinder special needs children from accessing specialty
care.

Response All KidsCare children must have accessible specialty care. By contract, the AHCCCS health plans must meet
strict appointEnent standards. For example, if specialty care is needed on an emergency basis, care must be available
within 24-hours of referral. For routine, the care must be available within 30 days of referral.

Comment - Special needs children should be able to di senroll from a health plan during the first three months of
enrollment.

Response - AHCCCS will provide 12 months of guaranteed enrollment in the first year of enrollment, allow a family to
choose the hi~alth plan, commercial carrier, the IHS or 638 tribal facilities and choose an available primary care
practitioner. All children will. remain enrolled with their chosen provider until the next 12 month anniversary date.
AHCCCS does have special circumstances that allow disenrollment before the anniversary date, such as continuity of
care, which will be applied to the KidsCare Program.

Comment - Families may not want their child screened for Medicaid.

Response - AHCCCS must ensure that children who are enrolled with KidsCare are not eligible for Medicaid. The family
will not be required to enroll a child in Medicaid but KidsCare coverage will not be available for a Medicaid eligible
child.

Comment - The immunization package is not as comprehensive as Vaccines for Children coverage. Hepatitis A
immunizations should be required for children entering day care.

Response - AHCCCS will use the same vaccine schedule that is required under Medicaid. This schedule is more
comprehensive than the Intergroup coverage contained in Attachment K. The Hepatitis A vaccme will be provided.

Comment - Requiring a social security number may be a barrier for some families, including tribal members.

Response - AHCCCS will request a social security number from KidsCare applicants but will not deny eligibility if the
family does not provide the social security number and the child is not Medicaid eligible. However, if the child is eligible
for Medicaid, a social security number is required and will be requested. If the family does not provide a social security
number, AHCCCS cannot enroll a child into KidsCare who is Medicaid eligible.

Comment - An adequate number of applications must be available throughout the state. Please consider allowing sites to
duplicate the applications and be sure that the literacy level is appropriat e.



Response - AHCCCS will ensure that sufficient applications are available throughout the state, including tribal lands, in a
literacy level that makes the application easy to complete. Duplication of the application will be allowed.

Comment - There were many comments expressing concern about the limitations on behavioral health services of 30
inpatient days and 30 outpatient days per year.

Response - This was a legislative decision that AHCCCS must follow. It is more generous than the benchmark coverage
under Intergroup. The only way to change this limitation is by an amendment to the KidsCare legislation.

Comment - Would like to see an indicator for well-child visits.
Response - Well child visits are two performance measures -that AHCCCS will use. Please refer to Section 7.
Comment - The 5.0% performance goal for dental visits and 70% for visiting a PCP are too low.

Response - The percentages are higher than most other states can attain through Medicaid. AHCCCS understands that it is
not optimum and will work with the contractors and community to improve the percentages.

Comment Cost sharing should be kept at a minimum.

Response AHCCCS will develop the premium levels and share that information with the community before
implementation of the premium schedule. The legislature clearly intended that families share in the cost of care based on
income. AHCCCS is mindful that copayments and premiums cannot exceed 5% of gross household income.

Comment - Native American children should have an equal opportunity to enroll in the KidsCare Program. How will the
eligibility cap impact rural areas if the state is running out of YjdsCare money?

Response - AHCCCS intends to conduct outreach in all areas of , the state, including onreservation, to maximize the
opportunity for all persons in the state to apply for the program. Secondly, AHCCCS does not believe that the cap will be
reached for'several years, if at all.

Comment - IRS is not allowed to impose cost sharing for tribal members. Several members commented that premiums
and copayments should not be assessed on Native Americans whoreceive services from the IHS or 638 tribal facilities.

Response - The legislature established copayments and premiums for all KidsCare enrollees. The Inter Tribal Council did
testify before the House Health Committee opposing cost sharing for Native Americans. The Committee did not waive
Native Americans from this requirement.



AHCCCS has posed the question to HCFA whether cost sharing is allowed under KidsCare for Native Americans who
receive services from an IHS or 638 facility. HCFA has verbally said cost sharing was allowed. AHCCCS will request a
written response from HCFA on this issue.

Comment - The Inter Tribal Council of Arizona sent a written comment which stated that minimal tribal consultation has
taken place and statements in the State Plan about consultation activities are misleading.

Response - AHCCCS is completely perplexed about this comment. As'a member of the Governor's Task Force, the ITCA
agreed to facilitate communication, ensure the tribes were iniFormed about the KidsCare Program and encourage tribes to
participate in the many meetings. AIJCCCS views ITCA as a key partner in this process and, prior to this letter, neither
AHCCCS nor the Governor's Office had been advised that the ITCA believed that communication and consultation with
the-tribes was lacking.

The Governor's Office convened a Task Force with Indian representation and established subcommittees to discuss
eligibility, outreach and cost sharing for KidsCare. All interested parties were invited. AHCCCS did not ask ITCA if they
invited representatives from the tribes to these meetings. Although ITCA did attend some of these meetings, tribes did not
participate in these subcommittees.

AHCCCS has provided information about KidsCare in many different forums: a newsletter which was ' mailed to all tribes
describing KidsCare with an offer to meet or answer questions, a letter to all tribes offering a presentation on KidsCare
and an opportunity for them to comment and meetings with various tribal organizations. AHCCCS then met with any tribe
who requested a presentation. AHCCCS also invited all tribes to participate in meetings and outreach strategies and
convened a meeting with the Urban Indian Health Care Directors to discuss their issues. The Governor's Office also
invited all tribes to attend a special meeting to discuss the KidsCare proposal and any tribal issues. All tribes were sent a
copy of the State Plan and were invited to the. two public meetings on the State Plan.

In addition, AHCCCS was contacted by the, ITCA to help with legislation to include 638 tribal facilities in the KidsCare
legislation. AHCCCS drafted this legislation for the ITCA and requested that it be included in the final bill, which it was.

Comment - Children should be allowed to disenroll from a contractor and enroll with THS or a 638 tribal facility.

Response - Agree. Native American children will be allowed to disenroll from a contractor upon request and enroll with
the IHS or 638 tribal facility.

Comment- THS and the tribes cannot provide services under the Premium Sharing Program or Baby Arizona. IHS and the
tribes have problems getting Medicaid reimbursement



Response - The Baby Arizona Program does not provide services. It is a program that allows staff in physician offices to accept
Medicaid applications from pregnant women and. assist applicants in providing required verification. This facilitates DES in
expediting eligibility for pregnant women, There is no reimbursement to the physicians for this assistance. The Premium
Sharing Program is a 100% state flanded program established by the legislature as a pilot in four counties. If ITCA believes that
IHS or tribal facilities should be allowed to provide the services offered under the Premium Sharing Program, they should
approach the legislature for an amendment.

Comment - The existing Medicaid enrollment structure will be used and will have a negative impact on enrollment for Native
American children.

Response - The existing Medicaid enrollment structure Will not be used. Rather, AHCCCS, for the first time, will be

performing eligibility for an acute care program. -- The application wil be streamlined, mail-in applications Will be accepted
and outreach efforts throughout the state, including tribal lands, will be significant. Native American children have all the
enrollment options of all other children plus IHS and 638 entities, plus they are allowed to disenroll from a contractor and
enroll with IHS a 63 8 tribal entity.

Comment - The cap on the program will be reached before eligible Native American children can be enrolled into KidsCare.

Response - AHCCCS does not believe the cap will be reached for several years, if at all. All children in the state will have an
equal opportunity to enroll in the KidsCare Program in the first few years. If a cap is imposed at a later date, it will affect all
children in the same manner in the state.. AHCCCS understands the need to ensure that Native Americans are informed early

about the program, which is why the agency has been working with the tribes on outreach strategies.

Comment - . AHCCCS needs to provide a portion of the 10% administrative funds to tribal governments to intensify outreach
and coordination efforts.

Response - AHCCCS is meeting with tribal representatives to develop strategies that are culturally sensitive and that will be
effective for tribal lands and urban Indians. The administrative and outreach funds are extremely tight in the first year of the
program. Although no decision has been made to pay for outreach services in any part of the state, AHCCCS is cognizant about
tribal resources and will work with the tribes to maximize resources.

Comment -children in Arizona.

The demographic information may underestimate the number of Native American

Response - Agree. However, this is the CPS data provided by the federal government and the best tool we have for estimates.

Comment - Native American children in rural areas do not have access to transportation.



Response - AHCCCS understands that it is difficult in rural areas to access services when nonemergency transportation is
not provided. Since the legislature decided that the KidsCare Program would not provide non-emergency transportation,
AHCCCS cannot pay for this service for any KidsCare eligible child.

Comment - The state must include all state agencies and external agencies who are responsible for children in the
outreach activities for Native American children.

Response - AHCCCS agrees that outreach efforts should be as inclusive as possible.
CL7mment - Initial outreach efforts must be expanded to Indian and rural communities.

Response - Strongly agree that outreach is important to Indian communities and rural communities. This is part of the
outreach strategy.

Omment - State must continue to work with the tribes, Indian organizations and three IHS offices in disseminating
relevant information.

Response - Agree. AHCCCS has every intention of continuing to work not only with the entities listed above but Urban
Indian Centers and other appropriate parties.

Comment - The state must ensure the participation of 638 tribal facilities which provide behavioral health services. Prior
approval and referral process should not hinder services to children.

Response AHCCCS has mailed a letter to each tribe and the 638 Urban Indian Centers advising them about the program
and the option for them to use 638 tribal facilities or the Centers to provide care. It will be up to each tribe whether they
want to participate. AHCCCS will do all possible to streamline prior approval and referral processes.
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KidsCare Budget



CHIP Budget Plan

State: Arizona
SPA Number: AZ-16-0016-CHIP

Federal Fiscal Year

Net Change Due to

Costs Amendment
Federal Fiscal Year (FFY): 2017
Enhanced FMAP rate: 100.00% 100.00%
Benefit Costs
Managed care $92,114,800 $90,438,000
Fee for Service $5,433,500 $5,358,800
Premium Assistance Insurance Payments $0 $0
Other $0 $0
Total Benefit Costs $97,548,300 $95,796,800
Offsetting beneficiary cost sharing payments $12,881,700 $12,630,900
Net Benefit Costs $84,666,600 $83,165,900
Administration Costs
Personnel $7,873,900 $7,734,300
General administration $602,100 $591,400
Contractors/Brokers (e.g., enroliment contractors) $0 $0
Claims Processing $931,300 $914,800
Outreach/marketing costs $0 $0
Health Services Initiative $0 $0
Other $0 $0
Total Administration Costs $9,407,300 $9,240,500
10% Administrative Cost Ceiling (net benefit costs / 9) $9,407,400 $9,240,700
Federal Share (multiplied by E-FMAP rate) $94,073,900 $92,406,400
State Share $0 $0
TOTAL PROGRAM COSTS $94,073,900 $92,406,400
Note: The Federal Fiscal Year (FFY) runs from October 1st through September 30th.
Budget Assumptions:
FFY: # of eligibles $ PMPM
Managed Care 30,490 $216.55
Fee for Service 759 $596.71
Total PMPM (Net Benefit) 31,249 $225.78

Source(s) of non-federal funding used for state match:

Other Assumptions:
Open enrollment effective September 1, 2016.

Phase-in enroliment over 9 months. September 2017:

Does not show total shortfall (incl. M-CHIP) of:

No state match.

34,621
$219,726,200

PMPMs decrease from FFY 2016 to FFY 2017 due to lower Health Insurer Fee and no prior year adjustments

7/22/2016

S:\BUD\SHARE\FY17 Prog\KidsCare\Title XXI Scenarios\KidsCare Restoration - May 2016 (CMS)
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