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1-000 INTRODUCTION

1-001 SCOPE AND AUTHORITY: These regulations govern Nebraska's Medicaid
| Managed Care program.;-known-as-the-Nebraska-Health-Connection(NHC)-

1-001.01 lLegal Basis: The Nebraska-Medical-Assistance Medicaid Program;-alse-known
as-Medicaid; is authorized by the State’s Medical Assistance Act. Nebraska’s Managed
Care Program is authorized under Section 1932 of the Social Security Act, which permits
a state to operate a managed care program through its State Plan. Nebraska operates a
1915(b) waiver to require special needs children and Native-Americans to participate in
the Physical Health Managed Care Program.

| 1-001.02 Purpose: Fhe-NHCEManaged Care was developed to improve the health and
wellness of Nebraska’s Medicaid clients by increasing their access to comprehensive
health services in a way that is cost effective to the State.

| 1-002 DEFINITIONS: The following definitions apply:-underthe-NHC:

Advance Directive means a written instruction, such as a living will or durable power of
attorney for health care, recognized under State law, relating to the provision of healthcare
when the individual is incapacitated.

Adverse Action means (In the case of anrManaged Care Organization {MCO} health plan):

1. Denial or limited authorization of a requested service, including the type or level
of service;

Reduction, suspension, or termination of a previously authorized service;

Denial, in whole or in part, of payment for a service;

Failure to provide services in a timely manner; and

Failure of an MCO health plan to act within grievance process timelines.

G @ N

ADA means the Americans with Disabilities Act of 1990 as amended, 42 U.S.C. 12101 et
seq.

Auto-Assignment means the process by which a client-in-the-designated-coverage-area

for-the-Basic-Benefits- Package; who does not select a physical health plan and Primary
Care Physician-Provider (PCP) within a predetermined length of time during enroliment

activities, is automatically assigned to a health plan and PCP. Also referred to as
Assignment or Default Assignment.

Basic Benefits Package means the following physical health services that represent a
minimum benefits package that must be provided by the health plan to clients enrolled in
| the NHCManaged Care:

1. Inpatient hospital services (see 471 NAC 10-000);

2. Outpatient hospital services (see 471 NAC 10-000, 21-000, 26-000, and 22-
000);

3. Clinical and anatomical laboratory services, including administration of blood
draws completed in the non-mental health physician office or non-mental
health outpatient clinic for Mental Health/Substance Abuse (MH/SA)
diagnoses (see 471 NAC 10-000 and 18-000);
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4. Radiology services, excluding radiology services related to MH/SA (see 471
NAC 10-000 and 18-000);

5. HEALTH CHECK (Early Periodic Screening and Diagnosis and Treatment as
federally mandated) services (see 471 NAC 33-000 and 482 NAC 5-003.02);

6. Physician services, including nurse practitioner services, certified nurse
midwife services, and physician assistant services, anesthesia services
including a Certified Registered Nurse Anesthetist, excluding anesthesia for
MH/SA (see 471 NAC 18-000 and 29-000);

7. Home health agency services (see 471 NAC 9-000). (This does not include
non-home health agency approved Personal Assistance Services under 471
NAC 15-000);

8. Private duty nursing services (see 471 NAC 13-000);

9. Therapy services, including physical therapy, occupational therapy, and
speech pathology and audiology (see 471 NAC 14-000, 17-000, and 23-000);

10. Durable medical equipment and medical supplies, including hearing aids,
orthotics, prosthetics and nutritional supplements (see 471 NAC 7-000 and
8-000);

11. Podiatry services (see 471 NAC 19-000);

12. Chiropractic services (see 471 NAC 5-000);

13. Ambulance serV|ces (see 471 NAC 4-000);

15. Visual services (see 471 NAC 24-000);

16. Family Planning services (see 471 NAC 18-000 and 482 NAC 4-004.03);

17. Emergency and post stabilization services (see 471 NAC 10-000 and 482
NAC 4-004.04);

18. Federally Qualified Health Center (FQHC), Rural Health or Tribal Clinic
services (see 471 NAC 11-000, 29-000, 34-000 and 482 NAC 5-004.06);

19. Skilled/Rehabilitative and Transitional Nursing Facility services (see 471 NAC
12-000 and 482 NAC 2-004.04);

20. Transitional Hospitalization services (see 471 NAC 10-000, 482 NAC
2-002.04D, 2-003.03 and 2-004.01A); and

21. Transitional Transplantation services (see 471 NAC 10-000 and 482 NAC
2-004).

Capitation Fee-Payment means the fee paid by the Department to an MCO-Managed

Care-Organization(MCO) on a monthly basis for each client enrolled with the physical
health plan. The fee covers all services required to be provided by the MCO to the client,

regardless of whether the client receives services or not.

Carve-Out means that the mental health and substance abuse package is separated or
"carved-out" from the Basic Benefits Package for administrative purposes.ease—of

WWMWMWWMMK&#%&H%W

- This also means those

services that are not mcluded |n the Ba5|c Beneflts packaqe

CFR means Code of Federal Reqgulations

Claim means a request for payment for services rendered or supplies provided by the
provider to a client.
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Clean claim means a claim that has no defect or impropriety, including any lack of
required substantiating documentation, or particular circumstances requiring special
treatment that otherwise prevents timely payment being made on the claim.

CMS means the Centers for Medicare and Medicaid Services - the division within the
federal Department of Health and Human Services responsible for administering the
| Medicare, Medicaid, and Children's Health Insurance programs.

Provider (PCP) and-physical-health-plan-from-all-available-eptions within the health plan
network.Nebraska—Health-Connection-in-the-designated-coverage—areas- Enrollment for

the Mental Health and Substance Abuse Package is "automatic" and does not require a
choice of provider or plan.

‘ Choice means the client's freedom to choose a health plan and Primary Care Physician

Client means any individual entitled to benefits under Title XIX or XXI of the Social

‘ Security Act, and under Medicaidthe-Nebraska-Medical-Assistance-Program as defined in

the Nebraska Administrative Code. This term is used interchangeably with member and
enrollee.

Contract means the legal and binding agreement between the Nebraska Department of
Health and Human Services Division of Medicaid and Long-Term Care and any of the
| vendors participating in Managed Carethe-Nebraska-Health-Connection.

Cutoff means 5:00 p.m. Mountain Standard Time on the fourth working night before the
end of the month. Data must be entered on the Department’'s computer system by this
| deadline in order for changes to be effective the first of the next month.

Department means the Department of Health and Human Services Division of Medicaid
and Long-Term Care.

Designated Specialty Care Physician means a specialty care physician who has
enhanced responsibilities for clients with special health care needs, designated upon
review and concurrence by the Primary Care Physician (PCP) and the physical health
plan providing the Basic Benefits Package. The designation of the specialty care
physician allows for greater continuity of care between the PCP and specialty care
phyS|C|an such as open referrals shared PCP respon5|b|I|t|es etc. Ihe—p;w&en—ef—a
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Disenrollment means a change of a client’s enrollment from one physical health plan to

another (i.e. transfer).

Emergency Medical Condition means a medical condition, the onset of which is sudden,
that manifests itself by symptoms of sufficient severity, (including severe pain) that a
prudent layperson, who possesses an average knowledge of medicine and health, could
reasonably expect the absence of immediate medical attention to result in:

1. Placing the health of the individual (or with respect to a pregnant woman, the
health of the woman or her unborn child) in serious jeopardy;

2. Serious impairment to bodily functions; or

3. Serious dysfunction of any bodily organ or part.

Emergency Services means covered inpatient and outpatient services that are furnished
by a qualified Medicaid provider and are needed to evaluate or stabilize an emergency
medical condition.

Encounter Data means detailed—claims—informationline-level utilization and expenditure
data for services furnished to clients and submitted by a Managed Care Organization_to

the Department.representing all- services rendered-to-a client,

Enrollment means completion by the client of all requirements of the enrollment process in
the desighated—coverage areas for purposes of the physical health managed care,
including receiving managed care information, and selecting a physical health plan and
Primary Care Physician-Provider (PCP). In some cases, if a client does not complete
enrollment, s/he is auto-matically—assigned- to a physical health plan and PCP.

Enrollment Broker Services (EBS) means a contracted entity that is responsible for
enrollment activities and choice counseling.

Enrollment Month means enrollment period for a client is-effective the first of the month
through the end of the month.

Enroliment Report means a data file provided by the Department to the MCO health plan
and the MH/SA plans that lists all clients enrolled and disenrolled/waived for the
enrollment month in that plan. The enroliment report is used as the basis for the monthly
capitation payment to the plan.

Entity means a generic term used to reference any of the contracted vendors participating
in Managed Carethe-NebraskaHealth-Connection.

Established Only Client means a Primary Care Physician's-Provider’s (PCP) intent to only
provide a “medical home* to a client with whom the PCP has a previous physician-patient
relationship.

External Quality Review Organization (EQRO) means an organization that meets the
competence and independence requirements to perform analysis and evaluation of
aggregated information on quality, timeliness, and access to the health care services that
an-MCOhealth plan furnishes to Medicaid clients.






| REV.-(3-28-2012) NEBRASKA DEPARTMENT OF NMMCP
MANUAL LETTER # HEALTH AND HUMAN SERVICES 482 NAC 1-002 (40f8)

Family Planning Services means services to prevent or delay pregnancy, including
counseling services and patient education, examination and treatment by medical
professionals, laboratory examinations and tests, medically approved methods,
procedures, pharmaceutical supplies and devices to prevent conception. This includes
tubal ligations, vasectomies, and treatment for sexually transmitted diseases (STD). This
does not include hysterectomies or other procedures performed for a medical reason,
such as removal of an intrauterine device due to infection, or abortions

Fee-for-Service means payment of a fee by-the-Nebraska-Medical-AssistanceProgram-for

each service provided to a client who is not enrolled in Managed CaretheNebraska
Health-Connection(NHC) or for services excluded from the Basic Benefits Package.

Grievance means an expression of dissatisfaction about any matter. The term is also
used to refer to the overall system that includes grievances and appeals handled at the
| MEOhealth plan level and access to the State fair hearing process.

Health Maintenance Organization (HMO) means a type of managed care organization that
has a Certificate of Authority to do business in Nebraska as an HMO through the
Nebraska Department of Insurance.

Interim PCP means a Primary Care Physician-Provider (PCP) designated by the physical
health plan when the client’s chosen or assigned PCP is not available and_the duration is
onIy appllcable until the client requests a dlfferent PCP Ih&eluraﬂe#eﬁa#m{eﬂmﬁeﬂls

Lock-In means a method used by the Department to limit the physical health services of a
client who has been determined to be abusing or over utilizing services provided_by

Medicaid by-the-Nebraska—Medical-Assistance-Program-without infringing on the client’s

choice of a provider.

Managed Care Plan (Health Plan) means a contracted managed care entity that provides

physical health services to members enrolled in Managed Care.

Managed Care Organization (MCO) means an organization that has or is seeking to
qualify for a comprehensive risk contract to provide services to Medicaid managed care
enrollees. An entity that has, or is seeking to qualify for a comprehensive risk contract that
is:
1. A Federally qualified HMO that meets the advance directives requirements of 42 CFR
489, Subpart I; or
2. Any public or private entity that meets the advance directives requirements and is
determined to also meet the following conditions:
| a. Makes itsthe services it provides to its Medicaid enrollees as accessible (in terms
of timeliness, amount, duration, and scope) as those services are to other
Medicaid recipients within the area served by the entity; and
b. Meets the solvency standards of 42 CFR 438.116.
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Medical Home means a community-based primary care setting which provides and

coordinates high quality, planned, family-centered: health promotion, acute illness care
and chronic condition management.

Medical Necessity means health care services and supplies which are medically
appropriate and -

1. Necessary to meet the basic health needs of the client;

2. Rendered in the most cost-efficient manner and type of setting appropriate for
the delivery of the covered service;

3. Consistent in type, frequency, duration of treatment with scientifically based
guidelines of national medical, research, or health care coverage organizations
or governmental agencies;

4. Consistent with the diagnosis of the condition;

5. Required for means other than convenience of the client or his or her physician;

6. No more intrusive or restrictive than necessary to provide a proper balance of
safety, effectiveness, and efficiency;

7. Of demonstrated value; and

8. No more intense level of service than can be safely provided.

The fact that the physician has performed or prescribed a procedure or treatment or the
fact that it may be the only treatment for a particular injury, sickness, or mental illness does
not mean that it is covered by Medicaid. Services and supplies which do not meet the
definition of medical necessity set out above are not covered.

Mental Health/Substance Abuse (MH/SA) Network means the network of MH/SA providers
that constitutes the MH/SA services component of Managed Carethe—Nebraska—Health
Connection,

Mental Health and Substance Abuse (MH/SA) Package means the following MH/SA
service:

1. Outpatient services, including -
a. Evaluations _and assessments by physicians, LIMHP, and licensed

stchologls —by—a—heeﬂsed—pnaemlenet—et—the—heahng—aﬁs—whe—ts—abte—te

b. Pre treatment assessment

bc. Individual psychotherapy;

ed. Individual substance abuse counseling (for clients age 20 and younger
only);

de. Group psychotherapy;

ef. Group substance abuse counseling (for clients age 20 and younger only);

fg. Family psychotherapy services;

gh. Family substance abuse counseling (for clients age 20 and younger only);
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hi. Family assessment;
i.  Conferences with family or other responsible persons advising them on how
to assist the client (for clients age 20 and younger only)

k. MH/SA Community Treatment Aides (for clients age 20 and younger); and
l. Pre-treatment-assessment23:59 Hours of Observation Services;

Intensive Outpatient Services;

Day treatment;

Professional Resource Family Care (PRFC)Freatment-fostereare (for clients age
20 and younger);

45. TherapeuticTreatment Ggroup Hhome (ThGH) (for clients age 20 and younger);
56. Psychiatric Residential Ttreatment Facilityeenter(PRTF) (for clients age 20 and
younger);

clo‘w[\)

L-l mMan a

7. Partlal HospltallzanonAeu%e—HesprtaLseMees
8. Acute Psychiatric Hospital ServicesFamily-preservation;

Adult Substance Abuse Services (for clients age 21 and older):
9. Outpatient Substance Abuse Services; Hpatient-services;

a. Substance Abuse Assessments;

b. Community Support;

c. Group Therapy;

d. Family Therapy;

e. Family Therapy without the Client;

f. Individual Therapy;

10. Intensive Outpatient ServicesNoen-emergenecy-er-non-drgent-transportation;
11. Partial HospitalizationCeerdinated—MH/ISA-—services{see471-NAC-32-000-and

482 NAC-5-006)-and;
12. Clinically Managed Low Intensity Residential Treatment;Clieat—Assistance
Program-
a. Halfway House Dual Diagnosis Capable;
13. Clinically Managed Medium Intensity Residential Treatment which includes:
a. Intermediate Residential (dual diagnosis capable);
b. Therapeutic Community (dual diagnosis capable);
14. Clinically Managed High Intensity Residential Treatment —
a. Short-term Residential (dual diagnosis capable);
b. Dual Diagnosis Residential Treatment Services;
15. Ambulatory Detoxification with Extended Onsite Monitoring
16. Clinically Managed Residential Social Detoxification;

Medicaid Rehabilitation Option for Psychiatric Services
17. Assertive Community Treatment (ACT);

18. Alternative Assertive Community Treatment (Alt. ACT)
19. Community Support — Mental Health;

20. Day Rehabilitation Services;

21. Secure Residential Rehabilitation;

22. Residential Rehabilitation;

23. Medicaid Psychiatric Injectable Medications
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NAC means the Nebraska Administrative Code.

NMES means the Nebraska Medicaid Eligibility System, which is an automated eligibility
verification system for use by Medicaid providers of service.

NMMCP means the Nebrska Medicaid Managed Care Program.

Patient-Centered Medical Home means an enhanced model of primary care in which a
patient establishes an ongoing relationship with a Primary Care Provider (PCP) and a
PCP-directed team of health care providers. This team coordinates all aspects of a
patient's physical and mental health care needs, including prevention and wellness, acute
care and chronic care, across the health care system in order to improve access and
health outcomes in a cost effective manner.

PCP Transfer means a change in a client's assignment from one Primary Care_Provider
(PCP) to another PCP.

Peer Review Organization means an organization under contract with the State to perform
a review of health care practitioners of services ordered or furnished by other practitioners
in the same professional fields.

Per Member Per Month (PMPM) means the basis of capitation payment for a Managed
Care Organization (MCO).

Physician Extender means a nurse practitioner, physician assistant, certified nurse

midwife, or second-year and third-year resident who meet the requirements for practicing
in Nebraska, and Who is enrolled Wlth Medlcald —m—the—Nebraska—Meeheal—As&st&nee

Plan means a generic term used to reference any of the contracted health plans
participating in Managed Carethe—Nebraska—Health-Connection. This is a healthcare
entity that meets the definition of a Managed Care Organization for the provision of the
Basic Benefits Package and referenced in the Title as the "physical health plan." For
purposes of the Mental Health and Substance Abuse Package, this is referenced as the
"MH/SA plan."

Primary Care Physician-Provider (PCP) means a physician-provider chosen by the client
or assigned by the Department who provides a—medical-home fortheclient-and-whose
primary-expertise-is-i-primary care services. Provider types that can be a PCP are from
any of the following practice areas: fFamily -Ppractice, pPediatrics, gGeneral pPractice,
iinternal mMedicine, eroQbstetrics/gGynecology (OB/GYN), Advanced Practice Nurses
(APRNs), and Physician Assistants (PAs) (when PAas are practicing under the
supervision of a physician specializing in Family Practice, Pediatrics, General Practice,
Internal Medicine, or OB/GYN). A PCP may patrticipate in the NHC with any of the
contracting physical health plans. The PCP must be a Medicaid-enrolled provider. A
specialty care physician may have enhanced responsibilities in certain circumstances, to
promote greater continuity of care between the PCP and specialty care physician.
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Primary Care Services means all health services and laboratory services customarily
furnished by or through a general practitioner, family physician, internal medicine
physician, OB/GYN, or pediatrician, to the extent the furnishing of those services is legally
authorized in the State in which the practitioner furnishes them.

Provider Agreement means any written agreement between the provider and the
Department, for the purpose of enrolling as a Medicaid provider, or between the physical
health or MH/SA plan and the provider for the purpose of participating in Managed
Carethe-Nebraska-Health-Connection.

Returned Claim means a claim that has not been adjudicated because it has a material
defect or impropriety.

Risk Contract means a contract under which the contractor:

| 1.  Assumes risk for the cost of there services covered under the contract; and
2. Incurs loss if the cost of furnishing the services exceeds the payments under the
contract.

Slots means a designated number of clients for whom a Primary Care Physician-Provider
agrees to provide a medical home under Managed Carethe-NebraskaHealth-Connection.

| Subcontract means any written agreement between the pPhysical hHealth or MH/SA plan
and another party to fulfill the requirements of 482 NAC except Provider Agreements as
defined above.

Substitute Health Services means those services a health plan uses as a replacement for
or in lieu of a services covered in the Basic Benefits package because the health plan has
determined: (1) the health plan reimbursement for the Substitute Health Service is less
than the MCO reimbursement for the covered service would have been had the covered
service been provided; and (2) that the health status and quality of life for the client is
expected to be the same or better using the Substitute Health Services as it would be
using the covered service.

TPL (Third Party Liability) means any individual, entity, or program that is, or may be,
liable to pay all or part of the cost of medical services furnished to a client.

Waiver of Enrollment means a case-by-case determination by which a mandatory client is
| not required to participate in Managed Carethe-Nebraska-Health-Connection.
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| 2-000 NEBRASKA—HEALTH CONNECHON {(NHC} —CLIENT PARTICIPATION AND
ENROLLMENT — PHYSICAL HEALTH MANAGED CARE

2-001 MANDATORY AND EXCLUDED CLIENTS

2-001.01 Mandatory for Physical Health Managed Care: The following Medicaid-eligible
clients are required to participate in Physical Health Managed Carethe- NHC—#-the-¢client

resides-in-the-designated-coverage-areas;-unless excluded in 482 NAC 2-001.03.

1.  Clients participating in the Aid to Dependent Children Program - Grant/Medical
| (see Title 468 NAC). For purposes of Managed Carethe-NHC, this includes

clients participating in the Medical Assistance Programs for Children (i.e.,
Ribicoff), Medical Assistance for Children (MAC), School Age Medical (SAM)
and Kids Connection (see Title 477 NAC);

2. Clients participating in the Aid to Aged, Blind, and Disabled Program -
Grant/Medical (see Title 469 NAC); and

3.  Clients participating in the Child Welfare Payments and Medical Services
Program (i.e., IV-E, Non-IV-E, Former Wards, Subsidized Guardianship
cases) (see Title 479).

The client’'s managed care status (mandatory or excluded) is determined by an automated
| interface between the Department’s eligibility system and the Managed Care-File_system,
and is based on information entered on the eligibility system by the Department of Health
and Human Services' staff, and known at the time of the time of the interface. Clients
| mandatory for managed care cannot voluntarily waive enrollment from-the-NHC-unless
excluded under 482 NAC 2-001.03.






REV. (3-28-2012) NEBRASKA DEPARTMENT OF NMMCP
MANUAL LETTER # HEALTH AND HUMAN SERVICES 482 NAC 2-001.03 (10f2)

2-001.03 Excluded Clients: The following clients are excluded from Physical Health
Managed Care (based on the information known to the DHHS eligibility system):

1. Medlcald clients Who have GGFE&I—H—GI—hEFhE&Kh—IFEH—F&HGG—FHGIHﬁHHg—MGdIC&FG

mqm#ed%e—paﬁretpatewNH@ésee%ﬁA@%—@@@)—Thls exemptlon does not
apply to the MH/SA services components of Managed Carethe-NHC;

2. Medicaid clients who reside in Nursing Facilities (NF) at custodial levels of
care or in Intermediate Care Facilities for Mental Retardation (ICF/MR) (see
471 NAC 12 000 471NAC 31 000 and 482 NAC 2 004 04)

43. Medlcald cllents who part|C|pate in a Home and Communlty Based Walver
(HCBS). This includes adults with mental retardation or related conditions,
aged persons or adults or children with disabilities (AD waiver), children with
mental retardation and their families, clients receiving Developmental
Disability Targeted Case Management Services, adults with traumatic brain
injury (TBI waiver), and any other group for whom the State has received
approval of the 1915 (c ) waiver of the Social Security Act;

54. Medicaid clients for any period of retroactive eligibility. Managed Care
enrollment is for prospective only;

85. Clients residing out-of-state or those who are considered to be out-of-state
(i.e., children who are placed with relatives out-of-state, and who are
deS|gnated as such by DHHS personnel)

86. Aliens who are eligible for Medicaid for an emergency condition only (see
Titles 468, 469, 477, 479 NAC);

97. Clients participating in the Refugee Resettlement Program - Grant/Medical
(see Title 470 NAC);

108. Clients who have excess income (i.e., spenddown - met or unmet) or who are
designated to have a premium due ;

119. Clients participating in the State Disability Program (see Title 469 NAC);

4210.Clients eligible during a period of presumptive eligibility (see 471 NAC 28-00);

4311.0rgan transplant recipients from the day of transplant forward (see 471 NAC
10-000 and 482 NAC 2-004);

1412.Clients who have received a disenrollment/waiver of enroliment (see 482 NAC
2-004);

1513.Clients who are patrticipating in the Breast and Cervical Cancer Prevention
and Treatment Act of 2000 (Every Woman Matters Program);

1614.Clients receiving Medicaid Hospice Services;
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| 1715.Individuals who are patients in Institutions of Mental Disease (IMD) who are
between the ages 21-64; and

| 4816. Clients participating in the Subsidized Adoption Program, including those who
receive a maintenance subsidy from another state (see 469 NAC).

Medicaid coverage for clients excluded from Managed CareNHC participation remains on
a fee-for-service basis. Clients who are excluded frem-NHC-cannot voluntarily enroll.-in
the NHC-

Due to changes in a client’'s Medicaid eligibility and/or mandatory for managed care
status, a client’s enrollment in managed care may periodically change. The physical

| health plan is responsible for the provision of the NHCBasic Benefits Package for the
client as long as s/he is identified as a member of that health plan.

| 2-002 ENROLLMENT FOR THE NHC PHYSICAL HEALTH MANAGED CARE

2-002.01 Purpose of Enrollment Process: The Department maintains responsibility for
the enrollment of clients into a Physical Health Managed Care Plan ( health plan), through
departmental and contractual arrangements. The use of an enrollment broker precludes
any direct enrollment activities by the health plan. The role of the enrollment broker
services (EBS) is the enrollment of the mandatory managed care clients into a health plan

and assignment of a Primary Care Physician-Provider(PCP)-in-the-Designated-Coverage

The enrollment broker services are intended to assist the client in understanding

| enrollment requirements and participation in Managed Carethe-NHC. To facilitate this
effort, the health plan is required to have an understanding of the client population and the
enrollment process, and to assist the Department and the enrollment broker in providing
adequate information to the client. The health plan is also required to work cooperatively
with the Department and EBS to resolve issues relating to client participation and
enrollment, and to have the technological capability and resources available to interface
with the Department’s support systems.

2-002.02 (Reserved)

2-002.03 Enrollment Activities in the Physical Health MCO: The client must, after
receiving NHEManaged Care information, choose a Physical Health plan and Primary
Care Physician-Provider(PCP)_(i.e. voluntary choiceenroliment). Note: Family members
may select different PCP and health plans but will be encouraged to choose the same
health plan.

Selection—Voluntary choiceenreliment—oefa—health-—plan—and—PCP—and all enroliment
activities must be completed and entered on the Managed Care F#e— system by the EBS

within fifteen calendar days following
cibeead o be Lopeinen e cllgdb b oo o0 cn e e cne e the date of the notice
sent to the client informing of the need to enroll. After fifteen calendar days, if a choice
has not been made_(i.e. voluntary choice), automatic assignment (see 482 NAC 2-002.06)
will be completed by the Department and will become active the first of the next month
possible, given system cutoff. Enroliment activities may be completed via, telephone call,
or by mail.
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The health plan must agree to accept Medicaid clients in the order in which they are
enrolled through the EBS _and the Department’s auto-assignment process.

The client must have the opportunity to choose the health plan and PCP of his/her choice,
to the extent possible and appropriate.

Enrollment in Managed Carethe-NHC is prospective, and is activated the first of the next
month, given system cutoff.

2-002.03A Reenrollment: If the client is identified as mandatory for enrollment in
the Managed CareNHE within two months of loss of Medicaid eligibility, the client
will automatically be enrolled with the previous health plan and-PCP-effective the
first of the next month possible given system cutoff. The Department will send the
client notification of the re-enrollment.

The client is free to choose a different health plan_only in these circumstances: ard
PCP-(a) if the reenrollment is during the initial ninety (90) day period; (b) during the
open enrollment period; or (c) for cause (see 482 NAC 2-003.02) by contacting the

EBS and completlng enrollment actlvmes Jih&ehent—&ehmee—wHJ—tak&pFeeedenee
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2-002.03B2  Departmental Wards/Foster Care Clients: The EBS must
coordinate enrollment activities with the Child and Family Services Specialist
(CFS Specialist) responsible for the case management of the ward/foster
child. The CFS Specialist must work with the client and the client’s family or
legal representative, as appropriate, to explore the most appropriate choice of
health plan and PCP.

The CFS Specialist must notify the EBS of the choice of health plan and PCP.

2-002.03C Enrollment of a Weman-and-Her Newborn Child: During the enroliment
process for the newborn, an eligible woman is required to choose the same health
plan, but not necessarily the same PCP, for herself and her eligible newborn child.
Enroliment changes (i.e., to a different health plan) may be made ence-every12
months-as allowed for any other client participating in the Managed CareNHE. (see
482 NAC 2-003.02)

2-002.03E _Changes in Enrollment StatusEligibility: The EBSclient will be notified
by the Department’s—interface—with—the—eligibilitysystem if the client's Managed

CareNHC-status changes, e.g., mandatory to excluded. Depending on the status

change, Change-in-status-may-require-the EBS-client may be required to contact the
ehent-EBS and complete an enroliment-in-the-NHC, unless reenrolliment rules apply

(see 482 NAC 2-002.03A).
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2-002.03F Follow-Up Contact by the EBS: The EBS must conduct follow-up until
enrollment occurs or the client is automatically assigned to a health plan and PCP.
The EBS must make reasonable efforts to contact those clients who have been

automatically assigned but who have not had the benefit of an explanation of
Managed Carethe-NHC.

Follow-up contact may include, but is not limited to, the following:

1.  Telephone calls; and
2. Informational mailings.





REV. (3-28-2012) NEBRASKA DEPARTMENT OF NMMCP
MANUAL LETTER # HEALTH AND HUMAN SERVICES 482 NAC 2-002.04

2-002.04 Enrollment Rules: The client or the client’s legal representative must complete
the enrollment process. For purposes of completing the enroliment process, the following
rules apply:

1. A friend or relative of the client, who does not have legal authority, may
complete the informational portion of the enroliment process if the individual is
determined to have sufficient knowledge of the client’s health status;

2. The client or his/her legal representative (i.e., guardian, conservator, or
Durable pPower of aAttorney (DPOA) if the DPOA has this level of authority)
must make the choice of the health plan and PCP; and

3. The CFS Specialist may-must act on a Department ward’s behalf. The child’s
foster parents must be involved in the selection of the health plan and PCP.
The CFS Specialist must consider whether it is appropriate for the biological
parents to be involved in the enrollment activity.

The MCO must not have any direct contact with the client or the client’'s legal
representative, family or friends prior to the client becoming enrolled with the MCOs health
plan, unless the contact is initiated by the EBS in an effort to facilitate the choice of health
plan and PCP and as it relates to continuity of care issues.

2-002.05 Effective Date of Managed Care NHC Coverage: The effective date of
Managed CareNHC coverage is the first day of the month following the month during
which enrollment is completed in the system, given system cutoff.  Exception:
Hospitalization at the time of enroliment (see 482 NAC 2-002.05D).

2-002.05A  Services Before Enrollment in _Physical Health Managed Care:
Medicaid-coverable services received before the month of physical health managed
care coverage becomes effective will be paid on a fee-for-service basis under the

rules and regulations_of Medicaid —the-Nebraska—Medical-Assistance—Program—in
Title 471 NAC.

2-002.05B Notification of Managed CareNHC Coverage: The client or the client’s
legal representative will be notified of Managed CareNHE coverage.

The client's status must be verified by the medical provider through:

1. The Department's Internet Access for Enrolled Providers
www-dhhs-ne-gevmedfinternetacess-htm);http://dhhs.ne.gov/medicaid/Pag
es/med_internetaccess.aspx

2. The Nebraska Medicaid Eligibility System (NMES) at 800-642-6092 (in
Lincoln 471-9580);

3. The Medicaid Inquiry Line at 877-255-3092 (in Lincoln 471-9128); or

4. The standard electronic Health Care Eligibility Benefit Inquiry and Response
transaction (ASC X12N 270/271).
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Through the EBS functions, and written materials and notice, the client will be kept
informed of his/her right to change health plans and/or PCP.

The health plan will be notified of clients enrolled with their plan via an menthly
enrollment report (in the form of a data file). The Department electronically
transmits the enrollment report to the health plan before the first day of each
enrollment month. The enroliment report provides the plan with ongoing information
about its clients and will be used as the basis for the monthly capitation payments.

If the client does not voluntarily enroll, the enrollment report will not list a Primary
Care Provider. The health plan is responsible for the assignment of the PCP for
clients who do not voluntarily enroll.

The health plan is responsible for providing the services in the Basic Benefits
Package to clients listed on the enrolliment report generated for the month of
enrollment. Any discrepancies between the client notification and the enrollment
report must be reported to the Department for resolution. The plan must continue to
provide and authorize services until the discrepancy is resolved. The Department
will be responsible for all covered services in the event that a client is not reflected
on the enrollment report.

The Department’s Eligibility and Enrollment databases used to build the Enroliment
File is the official source of validation in the case of a discrepancy. Once the cause
for the discrepancy is identified, the Department will work cooperatively with the
health plan to identify responsibility for the client’s services until the cause for the
discrepancy is corrected. In reconciling the discrepancy, an adjustment will be
made in the following manner:

1. If the Department assumes claims payment for the client, the health plan
must reimburse the Department for any capitation payment made for
that month of service;

2. If the health plan assumes claims payment for the client, the plan will
receive a capitation payment; and/or
3. If the error results in an incorrect amount of capitation payment, the

difference will be appropriately reimbursed, either to the health plan or
to the Department.

2-002.05C Transition Period: Within the first month of enrollment, the health plan is
responsible for providing each member general information about the plan, e.g.,
member handbook, etc.

The health plan must work cooperatively with a client who is experiencing difficulty
in transitioning to a managed care environment during the first sixty days of
enrollment.

The health plan must continue all services that have been authorized by the
Department or the Department's Peer Review Organization (PRO) prior to the client
becoming enrolled in Managed Carethe-NHC. These services must be continued
until the health plan determines that the service no longer meets the definition of
medical necessity.
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The transitional period may require, but is not limited to, the health plan providing
additional case management and member services, contracting with out-of-network
providers to ensure continuity of care, and taking into consideration the unique
needs of the client in understanding and following the managed care rules, e.g.,
referral and prior authorizations for services.

2-002.05D Hospitalization: When a Medicaid client is an inpatient in an acute care
medicalfsurgical or rehabilitation facility on the day that the client’s participation in
Physical Health managed care is effective, the Department remains responsible for
the hospitalization until the client is discharged from the facility or transferred to a
lower level of care. Authorization for inpatient hospitalizations for rehabilitation
services must be obtained from the Department’'s contracted peer review
organization (PRO).

The health plan is responsible for a Managed CareNHC client, who is an inpatient
for acute medicalisurgical or rehabilitation services on the first of the month that the
Medicaid eligible client is no longer enrolled in a medical/surgieat-health plan (i.e.,
disenrolled termed enrollment or waiver of enrollment) until the client is dlscharged
from the facility or transferred to a different level of care.

2-002.06 Automatic Assignment for the Physical Health Managed Care: All enroliment
activities must be concluded within fifteen calendar days. If a choice of health plan and
PCP, is not made, the client will be automatically assigned to a health plan ard-PCSP
based on criteria established by the Department (see 482-000-3, Auto-Assignment
Procedure Guide).

The Department provides a report to the EBS prior to the effective date of the auto-
assignment enrollment. The EBS must complete any necessary transfers if an incorrect

erinappropriate-assignment is identified.

Auto-assignment of a client is indicated on the health plan’s Enrollment Report.

The Department’s auto-assignment algorithm gives priority to provider-client proximity and
will maintain family members with the same health plan ard-RPCSP-as much as possible

The Department attempts, but does not guarantee, an equal distribution of clients to
available health plans during auto-assignment.
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2-003 DISENROLLMENT/TRANSFERS: Disenrollment for the purposes of this section is a

change in a client’'s enrollment from one Physical Health Managed Care plan (health plan) to

another.

A transfer is a change in a client's assignment from one PCP to another PCP. A
disenroliment/transfer may be made at the client’s request (482 NAC 2-003.01) or at the PCP
and/or health plan’s request (482 NAC 2-003.03). A transfer may also be made because the
client requires an Interim PCP (482 NAC 2-003.03E).

2-003.01 Client Transfer Requests: The client must contact the health plan to request a

PCP transfer. A client may request a transfer from one PCP to another PCP at anytime.

Discussing the reasons for transfer with the client and attempting to resolve
any conflicts when in the client’s best interest;

Reviewing the client’s needs to facilitate the client’s choice of PCP;
Processing the client request; and

Notifying the Department of the PCP transfer via the PCP Transfer file. The
PCP transfer will be updated on the client's Managed Care File.

If a client is requesting a PCP transfer, the health plan should carefully document the
reason. Any transfer for a client under a "lock-in" provision must be completed per lock-in
procedures (see 482-000-7).

2-003.02 Client Disenrollment Requests: A client may request a change from one health

plan to another by contacting the EBS as follows:

1.
2.

With cause, at any time;

During the 90 days following the date of the client’s initial enroliment with the
MCO, or the date the Department sends the client’s notice of enroliment,
whichever is later;

Without cause once every 12 months thereafter;

Upon automatic reenrollment if the temporary loss of Medicaid eligibility has
caused the client to miss the annual disenrollment opportunity; or

When the Department imposes the Department-established intermediate
sanctions on the health plan.

2-003.02A Cause for Disenrollment: The following are cause for disenrollment:

a. The client moves out of the MCO’s designated coverage area,;
b. The health plan does not, because of moral or religious objections, cover
the service the client seeks;
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c. The client needs related services (for example a cesarean section and a
tubal ligation) to be performed at the same time; not all related services
are available within the network; and the client's PCP or another provider
determines that receiving the services separately would subject the client
to unnecessary risk; or

d. Other reasons, including but not limited to, poor quality of care, lack of
access to providers experienced in dealing with the client’s health care
needs or lack of access to services covered under the contract.

The disenrollment will be effective the first of the month following the request
but no later than the second month following the request, given system cutoff.

2-003.02B Determination of Disenrollment for Cause: When the client
disenroliment request is for cause, the EBS must complete Form MS-25, “Plan
Disenrollment Client Request Form,” (see 482-000-3) with the client and forward
the request to Departmental staff for a decision. Departmental staff will take
action to approve or deny the request based on the following:

1. Reasons cited in the request;
2. Information provided by the health plan at the Department’s request; and
3. Any of the reasons cited in 482 NAC 2-003.02A.

The effective date of an approved disenrollment will be no later than the first day
of the second month following the month in which the request was filed. If
Departmental staff faill to make a disenrollment determination within this
timeframe, the disenroliment is considered approved.

Departmental staff will process the disenroliment and enter the information in
the Managed Care-Filesystem. A notice is issued by the Department to the
client or his/her legal representative when the disenrollment is completed. The
health plan will be notified via the menthly-Enroliment Report.

The health plan may work with the EBS to resolve any issues raised by the
client at the time of request for disenrollment but may not coerce or entice the
client to remain with them as a member.

2-003.02C EBS Responsibilities: The EBS must also discuss with the client
when processing a disenrollment request the following:

1. The importance of maintaining a medical home;

2. How the client's medical care may be affected by the transfer and what
the client's responsibility is in obtaining new referrals or authorizations;

3. That outstanding services may require additional referrals/authorizations
in order to maintain the continuation of medical care; and

4. That services approved or authorized by one PCP and/or health plan is
no guarantee of approval/authorization of the same services with the
new PCP and/or health plan.
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Any transfer-disenrollment for a client under a "lock-in" provision must be completed per
lock-in procedures (see 482-000-7).

2-003.03 _Primary Care Physician—Provider(PCP) Transfer Requests: The PCP may

request that the client be transferred to another PCP, based on the following situations:

1.

2.

The PCP has sufficient documentation to establish that the client’s condition
or illness would be better treated by another PCP;

The PCP has sufficient documentation to establish that the client/provider
relationship is not mutually acceptable, e.g., the client is uncooperative,
disruptive, does not follow medical treatment, does not keep appointments,
etc.;

The individual physieian-provider retired, left the practice, died, etc.; or

Travel distance substantially limits the client’s ability to follow through the PCP
services/referrals.

The PCP must maintain responsibility for providing the services in the Basic Benefits

Package to

the client until a transfer is completed.

The health plan must assist its PCPs and specialists in their efforts to provide reasonable
accommodations, e.g., provide additional funding and support to obtain the services of
consultative physicians, etc., for clients with special needs, e.g., HIV/AIDS.

2-003

.03A Procedure for PCP Transfer Requests: The following procedure applies

when

a PCP requests a transfer:

1. The PCP must contact the health plan for which the client is enrolled
and provide documentation of the reason(s) for the transfer. The health
plan is responsible for investigating and documenting the reason for the
request. Where possible, the health plan must provide the PCP with
assistance to try to maintain the medical home;

2. The health plan must review the documentation and conduct any
additional inquiry to clearly establish the reason(s) for transfer;

3. The health plan must submit the request to the Department for approval
within then (10) working days of the request;

45. If a PCP transfer is approved, the health plan will contact the client and
assist the client in choosing a new PCP;

56. If the client does not select a PCP within fifteen (15) calendar days after
the decision, the health plan will automatically assign a PCP.

6Z. The health plan must enter the approved transfer of PCP on the PCP
file for the information to be reflected in the Managed Care system;
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The criteria for terminating a Medicaid client from a practice must not be more
restrictive than the PCP's general office policy regarding terminations for non-
Medicaid clients.

The PCP-and health plan must provide documentation to the Department prior to
submitting the PCP transfer request that attempts were made to resolve the PCP-
client issues (see 482-000-3 Health Plan Disenrollment/Primary Care
ProviderPhysician (PCP) Transfer Procedure Guide).

2-003.03B__Interim PCP_Assignment: The health plan will be responsible for
assigning an Interim PCP in the following situations:

1. The PCP has terminated his/her participation with the health plan, e.qg.,
PCP retires, leaves practice, dies, no longer participates in managed
care;

2. The PCP is still participating with the health plan but is not participating
at a specific location and the client requests a new PCP (i.e., change in
location only); or

3. A PCP/health plan initiated transfer has been approved (see 482 NAC
2-003.03A) but the client does not select a new PCP.

The health plan must immediately notify the client, by mail or by telephone, that the
client is being temporarily assigned to another PCP within the same health plan and
that the new PCP will be responsible for meeting the client's health care needs until
a transfer can be completed.

2-003.03B1 Client Notification: The notification sent to client by the health
plan must include the following information:

Client name, address and Medicaid number;

Reason for the change;

Name, address and telephone number of the new PCP;
Notification that the client has fifteen calendar days to contact the
health plan if s/he wishes to change the temporary PCP
assignment. If the client does not contact the health plan to effect
a change, the temporary PCP will Zautomatically~ become
permanent; and

5. Information on how to contact the health plan.

Pwn =
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2-003.03B2 (Reserved) Departmentand HealthPlanCooerdination—The

actual-transier-of-the client from-the client'scurrent PCP-to-the-health-plan-

2-003.04 Physical Health Plan Disenrollment Requests: The Physical Health Managed
Care plan (health plan) may request that the client be disenrolled from the plan and re-
enrolled in another plan, based on the following situations:

1. The health plan has sufficient documentation to establish that the client’s
condition or illness would be better treated by another health plan; or

2.  The health plan has sufficient documentation to establish fraud, forgery, or
evidence of unauthorized use/abuse of services by the client.

The health plan must provide documentation showing attempts were made to resolve the
reason for the disenrollment request through contact with the client or his/her legal
representative, the PCP, or other appropriate sources.

The health plan must maintain responsibility for providing the services in the Basic
Benefits Package to the client until a disenrollment is completed.

The health plan is prohibited from requesting disenrollment because of a change in the
client’s health status or because of the client’s utilization of medical services, diminished
mental capacity, or uncooperative or disruptive behavior resulting from his/her special
needs.
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2-003.04A Procedure for Physical Health Managed Care Plan Disenroliment

Requests: The following procedure applies when the health plan requests a client
disenrollment:

1. The health plan for which the client is enrolled must provide

| documentation to the Department which clearly establishes the

reason(s) for the disenrollment request;

2. The health plan must submit the request to the Department via Form
NHC-5 Nebraska—Health—Connection—{NHC)—Plan/PCP Reguested
Fransfer (see 482-000-3);

3. The health plan must send notification of the disenrollment request to

the client at the same time the request is made to the Department. The

client notification must include the cllent S grievance and appeal rlghts

S, eobepesbmertolantor cne cocioiop s b Mlascee Cone ilee The
client, PCP and health plan are notified of the approval or denial of the
transferdisenrollment request and information will be made available
electronically.

65. If approved, the disenroliment will become effective the first day of the
following month, given system cut-off.

2-003.05 Hospitalization During Transfer: When a_Managed Carer—NHC client is
hospitalized as an inpatient for acute medical/surgical or rehabilitation services on the first
day of the month a transfer to another physical health plan is effective, the physical health
plan which admitted the client to the hospital is responsible for the client (i.e.,
hospitalization and the related services in the Basic Benefits Package) until an appropriate
discharge from the hospital or for sixty days, whichever is earlier. The physical health
plan the client is transferring to is responsible for the client (i.e., hospitalization and the
related services in the Basic Benefits Package) beginning the day of discharge or on the
61st day of hospitalization following the transfer, whichever is earlier. The physical health
plan must work cooperatively with the EBS and the Department to coordinate the client’s
transfer.

2-004 WAIVER OF ENROLLMENT: Waiver of enroliment is the determination that a client is
| not mandatory for the- NHC physical health managed care.

2-004.01 Waiver of Enrollment Due to Eligibility Changes: Waiver of enroliment will occur
automatically in the following situations:

1. The client’s Medicaid case is closed or suspended; or
| 2. The client is no longer mandatory for Managed CareNHC (see 482 NAC 2-
001.03).

The Department will notify the client and health plan of the waiver of enrollment. Waiver
of enrolliment is prospective and is effective the first of the next month possible, given
system cutoff.
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2-004.01A Hospitalization-Related Waivers of Enrollment: Waiver of enrollment

from Managed Carethe-NHC will occur automatically in the following situations due

to a change in mandatory status for Managed Carethe—NHC. If the client is
receiving inpatient hospital services at the time of waiver, the following rules apply:

1.

Waiver of enrollment due to loss of Medicaid eligibility: When a
Managed Carer-NHC client is receiving inpatient acute-medical/surgical
or rehabilitation hospital services on the first day of a month that the
client is no longer eligible for Medicaid benefits, the health plan is not
responsible for services effective the first day of the month the client is
no longer Medicaid eligible.

Waiver of enroliment due to Medicare eligibility: When an NHC client is
receiving inpatient acute—medical/surgical or rehabilitation hospital
services on the first day of the month that the client’'s Medicare coverage
has been entered on the Department’s eligibility system and is effective,
the health plan is no longer responsible for the hospitalization effective
with the client’s waiver of enrollment from Managed Carethe-NHC.

The health plan is responsible for coordinating benefits with Medicare
and is responsible for all applicable coinsurance/copayments until the
client’s disenrollment from Managed Care-NHC is effective.

Waiver of enroliment due to transplant: All services provided to the
Managed CareNHC client from the day of the transplant or the day that
preparatory treatment (chemotherapy or radiation therapy) for bone
marrow/stem cell transplants begins, the health plan is no longer
responsible for the hospitalization and the provider will be reimbursed
on a fee-for-service basis by the Department. The transplant procedure
must be prior authorized by Department staff. The health plan must
notify the Department of the date of the transplant.

The Department will initiate the waiver of enrollment of the client from
Managed Carethe-NHC. The Department’s eligibility system will reflect
the client’s waiver of enrollment from Managed Carethe-NHC the first
month possible, given system cutoff.  Transplant recipients are
permanently excluded from Managed CareNHEC participation.

Waiver of enrollment due to Level of Care Change: When a Managed
CareNHC client is receiving inpatient acute—medical/surgical or
rehabilitation hospital services and the client’s enrollment from_Managed
Care-the-NHC is waived due to a level of care change, e.g., the level of
care the client requires changes from acute care services to custodial
care, the health plan is responsible for the hospitalization and all
services provided in the Basic Benefits Package until disenroliment
waiver of enrollment occurs.

Waiver of enrollment due to eligibility category change: When Managed
Carean—NHC client is receiving inpatient for acute medical/surgical or
rehabilitation hospital services and has enrollment waived from
Managed CareNHE due to an eligibility status change, e.g., the client is
no longer in a mandatory group for Managed CareNHEC participation, the
health plan is responsible for the hospitalization and services provided
in the Basic Benefits Package until waiver of enrollment occurs.
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2-004.02 Waiver of Enrollment Due to Special Circumstance: The Department will
manually waive the client from Managed Carethe-NHC in the following situations by
entering the waiver of enrollment in the Managed Care File:

1. The client is a transplant recipient;

he managed

clientto-remain-in-physical-health-managed-care; or

3.  The client begins receiving hospice service.;-e¢

4.  Fheclentisinthethirdtrimesterof pregnaneyand-iseurrenty-accessing-care

Waiver of enrollment is prospective and is effective the first of the next month possible
following the decision, given system cutoff.

Fhe Bepartment-will-nretify-tThe client shall receive notification of the waiver of enroliment;
i alicibl caid oo basis,

Fhe-Department-willreportaAll waivers of enrollment will be provided to the health plan

on the enrollment report.

2-004.03 Admission to Nursing Facility Care: Admission to a nursing facility may affect
the client’s enrollment in Managed Carethe NHC. The following rules apply:

1. When a Managed CareNHC client is admitted to a nursing facility, the health
plan must determine the level of care the client requires - skilled/rehabilitative
or custodial/maintenance - using Medicare’s definition of skilled care.

When the level of care the client requires is skilled/rehabilitative, the health
plan is responsible for payment of services for the client while receiving skilled
level of care services.

2. When the client is admitted to a nursing facility for custodial care (i.e., long
term care), the client will be waived from enrollment. The Department will
assume financial responsibility for the facility charges beginning on the date
the custodial level of care determination is made. Payment for all services
included in the Basic Benefits Package will be the responsibility of the health
plan until the waiver of enrollment from Managed Carethe-NHC is effective.

3. Waiver of enrollment from Managed Carethe-NHE will be effective the first of

the next month possible, given system cutoff.

4.  When the client is admitted to a nursing facility for custodial care and the
client's PCP does not see patients at the facility, the health plan must work
cooperatively with the client and the nursing facility to locate a PCP for the
client. The health plan must make arrangements to ensure reimbursement of
PCP services provided by the client’s nursing facility physician, for referrals,
and for all services included in the Basic Benefits Package until the client’s
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For purposes of Managed Care-the-NHC, skilled nursing services are those nursing
facility services provided to eligible clients which are skilled/rehabilitative in nature
as defined by Medicare and the nursing facility admission is expected to be short
term. Custodial services are those nursing facility services as defined in 471 NAC
and the nursing facility admission is expected to be of long term or permanent
duration.

(See 482-000-6, Nursing Facility Procedure Guide.)
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4-000 THE PHYSICAL HEALTH MANAGED CARE BASIC BENEFITS PACKAGE

4-001 INTRODUCTION: 482 NAC 4-000 sets forth the responsibilities of the Primary Care
Physician-Provider(PCP) and Managed Care Organization (MCO) health plan in delivering the
Physieal-Health-Basic Benefits Package to the Managed CareNHC client. While the PCP is
responsible for providing the client a patient centered medical home and ensuring appropriate
health care services, the medicalisurgical-health plan, as the contracting entity with the
Department, assumes primary administrative and operational responsibility for the
implementation of the NHE-Managed Care programmatic requirements. The Managed Care
Organization’s physical health plan (health plan) must incorporate the information contained in
this Title, as well as 471 NAC, which defines in detail the minimum service provisions required
for the NHC-Physical Health services under Medicaid.

The NHC-delivers—Physical Health Managed Care Program administers the Basic Benefits
Package to Medicaid clients through one or more Managed Care Organizations (MCOs) and/or
a Primary Care Case Management (PCCM) Network.

4-002 PRIMARY CARE PHYSICIAN-PROVIDER (PCP): The following provisions describe the
Primary Care Physician’'s—Provider's (PCP’s) responsibilities in the NHCPhysical Health
Managed Care program.

4-002.012 Types of PCP Providers: To participate in the-NHCPhysical Health Managed
Care program, a PCP must be a primary-care-physician-Medical Doctor (MD) or Doctor of
Osteopathy (DO) whose primary—expertisespecialty is in fFamily pPractice:, gGeneral
pPractice;, pPediatrics;, ilnternal mMedicine;, e+ eObstetrics/gGynecology, or Advanced
Practice Nurses (APNs), or Physician Assistants (when practicing under the supervision
of a physician _specializing in_Family Practice, General Medicine ,Internal Medicine,

Pediatrics, or Obstetrlcs/Gvnecoquv) as—relemlﬁeel—as—the—pﬁmary—speed%y—m—the

For approved Graduate Medical Education (GME) programs, the resident or intern may be
assigned as the PCP.
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4-002.012A Designated Specialty Care Physicians: Managed CareFhe-NHE allows
for the designation of appropriate specialists to function in an extended capacity with
the PCP for clients with chronic conditions requiring specialty care.

The PCP for the client does not change, only the shared responsibility and ease of
referral patterns between the PCP and the designated specialist under the health
plan’s oversight. The health plan must also consider providing consultative services
to the PCP and/or specialist for certain experience-sensitive conditions, e.g.,
HIV/AIDS.

The designated specialty care physician must have enhanced responsibilities for
clients with special health care needs designated upon review and concurrence of
the specialist and the health plan. The designation of the specialty care physician
allows for greater continuity of care between the PCP and specialty care physician,
such as open referrals, shared PCP responsibilities, etc.

4-002.023 Limit on Number of Enrollees: A PCP is allowed to care for no more than 1500
Medicaid clients. When-a-PCP-employs—one-or-more-physician-extenders—{i-e—nurse
d —the PC a—carefor up-to—an --e-.v!! jents—fora—totalo '!
Medicaid-clients—This allowable limit is referred to as PCP "slots." PCP limitations will be
maintained in the Department’s Provider Network File.

4-002.034  Primary Care Provider (PCP)_Qualifications and Responsibilities: To
participate in the Managed CareNHE, the PCP must:
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Be a Medicaid-enrolled physieian—provider and agree to comply with all
pertinent Medicaid regulations;

Sign a contract with the MCOs physical health plan as a PCP which explains
the PCP’s responsibilities and compliance with the following Managed
CareNHGC requirements:

a.
b.

Treat Managed CareNHC clients in the same manner as other patients;
Provide the services in the Basic Benefits Package per 471 NAC to all
clients who choose or are assigned to the PCP’s practice according-to
the—Enrollment-Report—and comply with all requirements for referral
management and prior-authorization;

Provide a patient-centered medical home to coordinate comprehensive,
accessible, and continuous evidence-based primary and preventive care
for the client's health care needs across the health care system.the-NHC
cliepnt—with—a—medical-home—including;—whenAs medically necessary,
coordinate appropriate referrals and follow-upte for services that
typically extend beyond those services provided directly by the PCP,
including but not limited to specialty services, emergency room services,
hospital services, nursing services, mental health/substance abuse
(MH/SA), ancillary services, public health services, and other community
based agency services;

As appropriate, work cooperatively with specialists, consultative services
and other facilitated care situations for special needs clients such as
accommodations for the deaf and hearing impaired, experience-
sensitive conditions such as HIV/AIDS, self-referrals for women’s health
services, family planning services, etc.;

Provide continuous access to PCP services and necessary referrals of
urgent or emergent nature available 24-hour, 7 days per week, access
by telephone to a live voice (an employee of the PCP or an answering
service) or an answering machine that must immediately page an on-call
medical professional so referrals can be made for non-emergency
services or so information can be given about accessing services or
procedures for handling medical problems during non-office hours;

Not refuse an assignment or transfer a client or otherwise discriminate
against a client solely on the basis of age, sex, race, physical or mental
handicap, national origin, type of illness or condition, except when that
illness or condition can be better treated by another provider type;
Ensure that ADA requirements and other appropriate technologies are
utilized in the daily operations of the physician’s—provider’s office, e.g.,
TTY/TDD and language services, to accommodate the client’s special
needs.

Request transfer of the client to another PCP only for the reasons
identified in 482 NAC 2-003.03 and continue to be responsible for the
client as a patient until another PCP is chosen or assigned;

Comply with 482 NAC 4-002.05 if disenrolling from participation in
Managed Carethe-NHE and notify the health plan in a timely manner so
that an Interim PCP (see 482 NAC 2-003.03E) can be assigned,;
Maintain a medical record for each client and comply with the
requirement to coordinate the transfer of medical record information if
the client selects another PCP;
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Maintain a communication network providing necessary information to
any MH/SA services provider as frequently as necessary based on the
client’s needs.

Note: Many MH/SA services require concurrent and related medical
services, and vice versa. These services, include, but are not limited to
anesthesiology, laboratory services, EKGs, EEGs, and scans. The
responsibility for coordinating services between the Basic Benefits
Package and the MH/SA Package (see 482 NAC 4-004.05), and in
sharing and coordinating case management activities, is shared by
providers in both areas.

A focused effort to coordinate the provision, authorization, payment and
continuity of care is a priority for providers participating in Managed
Carethe- NHC. Each medical/surgieal-health plan must monitor overall
coordination between these  two service areas (.e.,
medical/surgicalphysical health and MH/SA). The
medical/surgicalhealth  plan must ensure the PCP is knowledgeable
about the MH/SA Package and other similar services and ensure that
appropriate referrals are made to meet the needs of the client;
Communicate with agencies including, but not limited to, local public
health agencies for the purpose of participating in immunization
registries and programs, e.g., Vaccines for Children, communications
regarding management of infectious or reportable diseases, cases
involving children with lead poisoning, special education programs, early
intervention programs, etc.;

Comply with all disease notification laws in the State;

Provide information to the Department as required;

Inform clients about al-treatment options, regardless of cost or whether
such services are covered by Medicaidthe-Nebraska-Medical-Assistance

Program; and

3. Provide accurate information to the health plan in a timely manner so that
PCP information can be exchanged with the Department via the Provider
Network File.

4-002.045 PCP Voluntarily Termination: A PCP may voluntarily terminate his/her

participation from Managed Carethe-NHC. If the PCP voluntarily terminates participation
from_Managed Care-NHC, s/he may remain active as a Medicaid provider on a fee-for-

service basis for clients not participating in Managed CaretheNHC if all Department
regulations continue to be met. The termination is reported by the health plan in the
Provider Network File.

4-002.045A

Interim PCP_Assignment: The health plan will be responsible for

assigning an interim PCP in the following situations:

1.

The PCP has terminated his/her participation with the health plan, e.g.,
PCP retires, leaves practice, dies, no longer participates in managed
care; or

The PCP is still participating with the health plan but is not participating
at a specific location (i.e., change in location only); or
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The h

3. A PCP/plan initiated transfer has been approved (see 482 NAC 2-
003.03A) but the client does not select a new PCP.

ealth plan is responsible for ensuring a smooth transition for the client through

the assignment of an interim PCP.

The health plan must immediately notify the client, by mail or telephone that the

client

is being temporarily assigned to another PCP within the same health plan and

the new PCP will be responsible for meeting the client’'s health care needs until a
transfer can be completed.

4-002.045A1 Client Notification: The notification sent to client by the health
plan must include the following information:

1. Client name, address and Medicaid number;

2. Reason for the change;

3. Name, address and telephone number of the new PCP;

4, Notification that the client has fifteen working days to contact the
health plan if s/he wishes to change the temporary PCP
assignment. If the client does not contact the health plan to effect
a change, the temperary-interim PCP will 2automatically* become
permanent; and

5. Information on how to contact the health plan.

If a PCP changes location, the health plan, after considering the needs of the
client, may use its judgment in determining whether the client should be
moved with the PCP or remain with a different PCP at the same location. The
health plan must notify the client of the change in location. If the client is not
satisfied with the PCP's new location, s/he can request a new PCP.

Exception: If the PCP has actually moved out of state, and the PCP is no
longer within coverage distance to the Nebraska Medicaid client, the PCP
should be treated as a terminated PCP.

4-002.045A2 Department and Physical Health Plan Coordination: The actual
transfer of the client from the client's current PCP to the health plan
designated Interim PCP will be accomplished by the health plan and the
Department via an exchange of information that will systematically be loaded
into the Managed Care File-system by the Department. The Department will
process the transfer immediately upon receipt of the information and activate
the assignment the first of the next month possible, given system cutoff. The
client can change the “interim“ transfer at any time by following standard
transfer procedures.
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4-003 PHYSICAL HEALTH MANAGED CARE PLAN REQUIREMENTS: Managed CareFhe

NHC-delivers-administers the Basic Benefits Package to Medicaid clients through two or more
Managed Care Organizations (MCOs) physical health plans (health plan)-andier—ene—Primary

Care-Case-Management{(PCCM)-Network. The following provisions describe the health plan
responsibilities-ir-the- NHC:

4-003.01 General Requirements: The health plan is required to comply with, but is not

limited to, the following general requirements and as specified in the contract between the
Department and the MCO:

1.

Provide the services in the Basic Benefits Package according to all provisions
in 482 NAC 4-000 and 471 NAC and ensure the services in the Basic Benefits
Package are provided to clients in the same manner (i.e., in terms of
timeliness, amount, duration, quality and scope) as those services provided to
the non-managed care Medicaid client;

Maintain sufficient numbers of Primary Care Physician-Provider (PCP) slots
to ensure adequate access to clients enrolled in Managed Carethe-NHC,
notify the Department via the Provider Network Enrollment File prior to the
effective date of any PCP change whenever possible and if required, notify the
client of an interim PCP (see 482 NAC 4-002.05A);

Use only providers enrolled in Medicaid to provide the services in the Basic
Benefits Package-uhderthe- NHC;
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4.

10.

11.

12.

13.

Provide an appropriate range of services and access to preventive and
primary care services in the designated coverage areas, and maintain a
sufficient number, mix, and geographic distribution of providers that are skilled
in areas such a cultural diversity and sensitivity, languages, and accessibility
to clients with mental, physical and communication disabilities;
Provide services directly or arrange for services through subcontractors;
Ensure the PCPs participating in the health plan’s network comply with all
PCP requirements identified in 482 NAC 4-002.04;
Accept the client’s choice of PCP and health plan;
Provide case management (see 482-000-823, Case Management
Requirements);
Provide a client handbook to the clients enrolled with the health plan, and
other informational materials about Managed CareNHC benefits that are easy-
to-read and understand. The health plan must also provide the information in
the guidebook in Spanish and alternative formats in a manner that takes into
consideration the special needs of those who, for example, are visually limited
or have limited reading proficiency;

Provide a comprehensive list of PCP's, Specialists, Hospitals, Urgent Care

Centers, and ancillary service providers_participating in the health plan’s

network.

The health plan is prohibited from performing any direct solicitation to

individual Medicaid clients. Any general marketing to Medicaid clients must be

approved by the Department prior to implementation.

The health plan must comply with the following marketing guidelines:

a.  Obtain Departmental approval for all marketing materials;

b. Ensure marketing materials do not contain any false or potentially
misleading information (in a manner that does not confuse or defraud
the Department);

C. Ensure marketing materials are available for the client population being
served in the designated coverage areas;

d.  Avoid offering other insurance products as an inducement to enroll;

e. Comply with federal requirements for provision of information including
accurate oral and written information sufficient for the client to make an
informed decision about treatment options; and

f. Avoid any direct or indirect door-to-door, telephonic or other "cold-call"
marketing;

Meet all requirements of the Americans with Disabilities Act (ADA) and

provide appropriate accommodations for clients with special needs. Ensure

PCPs and specialists are equipped in appropriate technologies, e.g.,

TTY/TDD and language services, or are skilled in various languages and

areas of cultural diversity/sensitivity, and/or the network is appropriately

staffed to ensure an adequate selection for those clients who have special
cultural, religious or other special requests;

Coordinate activities with the Department, other Managed CareNHC

contractors, and other providers for services outside the Basic Benefits

Package, as appropriate, to meet the needs of the client, and ensure systems

are in place to promote well managed patient care, including, but not limited

to:






REV.-(3-28-2012)

NEBRASKA DEPARTMENT OF NMMCP

MANUAL LETTER #- HEALTH AND HUMAN SERVICES 482 NAC 4-003.01 (20f3)

14.
15.

16.

17.
18.

19.

a. Management and integration of health care through the PCP, and
coordination of care issues with other providers outside the health plan,
for services not included in the Basic Benefits Package, e.g., MH/SA
services, Pharmacy, Dental Services, etc., or for services requiring
additional Departmental authorization, e.g., abortions, HEALFH-CHECK

Lol peopdpnese corocne wol coanier b glhe Mebpss s liociosl
Assistance-Program;-transplants (except corneal);
Required |eIe|_ HPHO au_ltlheuzat on ;nequ ements—io edicahy

eb. Provision of or arrangement for emergency medical services, 24 hours
per day, seven days per week, including an education process to help
assure clients know where and how to obtain medically necessary care
in emergency situations;

dc.  Unrestricted access to protected services such as emergency room
services, family planning services, tribal clinics, etc., according to 471
NAC;

ed. Clearly identified expectations for the PCPs, subcontractors and any
other service providers participating in the client’'s managed care and
documentation of that care for quality assurance/quality improvement
purposes;

fe. Retention of plan-maintained records and other documentation during
the period of contracting, and for six-ten (10) years after the final
payment is made and all pending matters are closed, plus additional
time if an audit, litigation, or other legal action involving the records is
started before or during the original six-ten (10) year period ends; and

gf.  Adequate policy regarding the distribution of the client’'s medical records

if a client changes from one PCP to another—erfrom-one-health-plante

Comply with regulations providing for advance directives;

The health plan is prohibited from refusing enroliment of a client, disenrolling a

client or otherwise discriminating against a client solely on the basis of age,

sex, race, physical or mental handicap, national origin, or type of illness or
condition;

Require that all subcontractors meet the same requirements as are in effect

for the health plan that are appropriate to the service or activity delegated

under the subcontract;

Provide Member services;

Maintain, at all times, an appropriate certificate of authority to operate issued

by the Nebraska Department of Insurance;

Provide for a Physician Incentive Program (PIP) only if:

a. No specific payment is made directly or indirectly under a PIP to a
physician or physician group as an inducement to reduce or limit
medically necessary services furnished to a client;

b. The health plan provides PIP information to any Medicaid client, upon
request, including a statement on its marketing materials disclosing the
client'’s right to adequate and timely information to related physician
incentives;

C. The health plan does not have PIPs placing a physician or physician
group at substantial financial risk for the cost of services; and

d.  Where appropriate, the physician or physician group provides adequate
stop-loss protection to the individual physicians.
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20.

21.
22.

23.

24,

25.

26.

27.
28.

29.
30.

31.

32.

Comply with all applicable state and federal regulations, such as the
prohibition against assisted suicide; inappropriate use of funds/profits, lack of
mental health parity, and the noncompliance with the provisions of the Hyde
Amendment;

Prohibit discrimination against providers based upon licensing;

Prohibit hiring, employing, contracting with or otherwise conducting business
with individuals or entities barred from participation in Medicaid or Medicare;

Ensure adequate numbers of medical-specialistsproviders in its network to
meet the needs of its members Clients—with—chronic—or-severemedical

Ensure that PCPs inform clients about all treatment options, regardless of cost
or whether such services are covered by the health plan, and that health care
professionals are not prohibited or otherwise restricted from advising clients
about their health status, medical care, or treatment regardless of benefit
coverage if the professional is acting within his/her scope of practice. This
does not require a health plan to cover counseling or referral if it objects on
moral or religious grounds and makes available information regarding policies
to clients who are enrolled with the health plan, or who may enroll with the
health plan, within ninety days of a policy change regarding such counseling
or referral services;

Provide written notice to the client of any adverse action {-e—denial-or
adtherization) regarding the provision of services that complies with all federal
and state requirements. Allow clients to ehallenge-appeal decisions to deny,
limit or terminate authorization, coverage, or payment of services. Clients
must be allowed to file complaints, grievances and appeals, according to 482
NAC 67-000;

Comply with the Maternity and Mental Health Requirements in the Health
Insurance Portability and Accountability Act (HIPPA) of 1996 the maternity
length of stay and mental health parity requirements specifically requiring
coverage for a hospital stay following a normal vaginal delivery not be limited
to less than forty-eight hours for both the mother and newborn child, and the
health coverage for a hospital stay in connection with childbirth following a
cesarean section not be limited to less than ninety-six hours for both the
mother and newborn child;

Provide assurances that any amount expended for home health care services
be provided with the appropriate surety bond,;

Report all fraud and abuse information to the Department;

Comply with the provisions of 482 NAC 4-003.04 for provider payments;

Sign a contract with the Department and comply with all contract requirements
and any other responsibilities specified by the Department in the overall
operation of Managed Carethe—NHCG, and any other activities deemed
appropriate by the Department and supported in regulations and/or
contractual amendments; and

Comply with all applicable requirements of the Health Insurance Portability
and Accountability Act (HIPAA) of 1996 and Balanced Budget Act of 1997.
Assign the PCP for clients who do not voluntarily enroll within one (1) month of

the effective date of enrollment for initial and re-enrollments and within fifteen
days (15) days for the Interim PCP assignment.
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4-003.02 HEALTH CHECK (EPSDT): The health plan must develop a program to ensure
the delivery of HEALTH CHECK (i.e., Early and Periodic Screening, Diagnosis and
Treatment or EPSDT services).

The health plan must contact HEALTH CHECK (EPSDT) eligible families (families who
have children age twenty (20) and younger) within sixty days of enroliment and encourage
them to make an appointment for the required components of HEALTH CHECK. The
required components are health screening, including medical, vision, hearing and dental
screening (see 471 NAC 33-000). The health plan must also counsel the family regarding
the importance of health supervision and regular check-ups and assist in removing
barriers to care. If necessary, the health plan must assist families with appointment
scheduling and arranging transportation.

At a minimum, efforts must include:

1. HEALTH CHECK (EPSDT) Screening: The health plan must provide

HEALTH CHECK (EPSDT) services according to 471 NAC Chapter 33-000.

a. The health plan must outreach to HEALTH CHECK (EPSDT) eligible
children who need to be scheduled for HEALTH CHECK (EPSDT)
examinations. Targeted groups are -

(1) Newly Medicaid-eligible and other children who have not had a
timely HEALTH CHECK (EPSDT) examination;

(2) Children who have been identified as not having ever been
screened or not having received HEALTH CHECK (EPSDT)
services within established timelines based on the periodicity
schedule; and

(3) Children from birth to the second birthday, that may need
immunizations, lead level testing, developmental testing and
hearing testing.

b. The health plan must contact the client regarding -

(1) Screening appointments missed without cancellation to determine
the barriers to care, to assist in rescheduling the appointment, and
to counsel the family about keeping appointments; and

(2) Screening results from a referral for treatment and the client who
does not follow up with treatment services as identified by the
medical/surgicalhealth plan.

C. The health plan may assist the PCP to establish a reeal-notification
system for HEALTH CHECK (EPSDT) examinations. The recall
notification systems may be provided retification through phone calls or

sectensdmallings, Fheheslhslon s eose mmonsgemant e s onbatiivie
theirrecall-system-in-place-of-the-PCP’s; and

d. The health plan must use continuous quality improvement methods to
achieve a performance goal of HEALTH CHECK (EPSDT) screens at

the recommended participation rate;—aceerding-to-the-contract-with-the
Department.





REV.-(3-28-2012) NEBRASKA DEPARTMENT OF NMMCP
MANUAL LETTER #- HEALTH AND HUMAN SERVICES 482 NAC 4-003.02 (20f2)

days%ebseqeem—sScreemng exams (mcludlng vision and hearlng, medlcal
and referral for dental) are to be provided according to the periodicity

schedule—er—an—inter-periodic—examination—if—appropriate. The minimum

schedule of health screening examinations is the "Recommendations for
Preventive Pediatric Health Care" published by the Bright Futures/American

Academy of Pediatrics.

3. The health plan is responsible for the administration of immunizations per the
standardized Periodicity and Immunization Schedules. All PCPs, as
appropriate, must participate in the Vaccines for Children (VFC) program to
provide childhood immunizations to Medicaid eligible children. The
requirements of the VFC program administered will be reported with the
appropriate procedure code and modifier to identify them as VFC vaccine
immunizations. Vaccine not available through the VFC program, but
recommended and published by the Advisory Committee on Immunization
Practices (ACIP) or the American Academy of Pediatrics must be provided
and reimbursed by the health plan to the PCP.

4, The health plan must take a proactive approach to ensure clients obtain
HEALTH CHECK (EPSDT) screening services and medically necessary
diagnosis and treatment services. A proactive approach includes:

a. Written notification and phone protocols for upcoming or missed
appointments;

b. Protocols for conducting outreach with non-compliant members;

C. Case Management to children with special health needs, e.g., children
in foster care, pregnant adolescents; and

d. Referrals to public health agencies for environmental assessments and
caregiver education services for children with lead poisoning.

5. Medically necessary treatment will be provided according to 471 NAC 33-000;
e.g., diagnosis and treatment, covered by Medicaidthe—Nebraska—Medical
Assistance—Program, federally defined and medically necessary, to treat,
prevent or ameliorate a condition; to promote growth and development; to
attain or maintain functional status; or prevent deterioration. Treatment
services also include rehabilitative and habilitative services for HEALTH
CHECK (EPSDT) eligible children. The health plan must provide information
and referral in addressing somal educational, and other health needs as
requested

6. Using pediatric specialists for children where the need for pediatric specialty
care is significantly different from the need for adult specialists, e.g., pediatric
cardiologist for children with congenital heart defects.





REV.-(3-28-2012) NEBRASKA DEPARTMENT OF NMMCP
MANUAL LETTER #- HEALTH AND HUMAN SERVICES 482 NAC 4-003.03

4-003.03 Third Party Liability (TPL) Requirements: The MCO physical health plan (health

plan) must utilize a cost avoidance methodology whenever there is a verified third party
resource (TPR). Under Federal Law, the Department is required to identify legally liable
third parties and treat verified TPL as a resource of the client. The plan, or its
subcontractors or providers, must not pursue collection from the client, but directly from
the liable third party payers, except as allowed in 468 NAC, 469 NAC and 477 NAC. The
health plan must assume responsibility for all TPL requirements.

The health plan shall exercise full assignment rights as applicable and shall be
responsible for making every reasonable effort to determine third parties to pay for
services rendered to enrollees and cost avoid and/or recover any such liability for the third

party.

The health plan shall coordinate benefits in accordance with 42 CFR 133.135 et seq. and
471 NAC 3-004, so that costs for services otherwise payable by the health plan are cost
avoided or recovered from a liable party. The two methods used are cost avoidance and
post-payment recovery.
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4-003.04 Provider Payments: The following provisions apply:

4-003.04A Timeliness of Provider Payments: The health plan must provide
payment to a provider of services on a timely basis, consistent with Medicaid claims
payments procedures and the minimum standards provided below, unless the
health care provider and health plan agree to a capitated payment schedule or other
arrangement.

The health plan must maintain a health information system that includes the
capability to electronically accept claims for adjudication and make payments in
accordance with the standards set forth in the Health Insurance Portability and
Accountability Act (HIPAA) of 1996. Such electronic system must have the ability to
transmit data to a central data repository which complies with the requirements for
confidentiality of information under the Medicare program.

The health plan must comply with the following minimum timeframes for the
submission and processing of clean claims. Timeframes are calculated from the
day the clean claim is received by the health plan until the date of the postmark that
either returns the claim to the provider or until posted on an electronic system.

The health plan must pay 90% of all clean claims from practitioners, who are in
individual or group practice or who practice in shared health facilities, within 30 days
of the date of receipt. The date of receipt is the date the physical health plan
receives the claim. The health plan must also pay 99% of all clean claims from
practitioners, who are in individual or group practice or who practice in shared health
facilities, within 90 days of the date of receipt. The health plan must pay all other
claims within 12 months of the date of receipt.
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4-003.04A1 Prompt Investigation and Settlement of Claims: The health plan
must comply with the requirements related to claim forms as set forth in 471
NAC. This must include the use of Form CMS-1500, Health Insurance Claim
Form and the standard electronic Health Care Claim: Professional transaction
(ASC X12N 837) for providers of outpatient services and Form CMS-1450
(UB-92) and the standard electronic Health Care Claim: Institutional
transaction (ASC X12N 837) for hospitals providing inpatient or outpatient
services.

4-003.04A2 System Requirement: The health plan must maintain an editable
system for recording all claims, clearly indicating the date on which a claim is
received and the date(s) any action(s) on the claim occur—which-must-alse

4-003.04A3 Payment Standard: The health plan must pay clean claims
promptly as provided above after the date of receipt of or electronic notice of
the claim. If, for whatever reason, the claim is submitted electronically and in
written form, the date of the earlier submission of the claim will be the date of
notice from which the health plan must calculate the maximum thirty day
period.

4-003.04A4 Notice of Contested Claim: The health plan must provide written
or electronic notice to the provider of a determination by the health plan that
the claim is a contested claim with the returned claim. The written or
electronic notice must comply with the provisions in 482 NAC 4-003.04.

4-003.04A5 Notice Requirement for Partially Contested Claim: If the health
plan determines that part of a claim is a contested claim and returns the claim,
the health plan must provide written or electronic notice of that determination
to the entity submitting the claim and must proceed to pay the portion of the
claim determined by the health plan to be a clean claim timely.

4-003.04A6 Prohibited Action: In no instance will the health plan contest or
return a claim or a portion of a claim because the claim fails to provide certain
information if the information determined to be lacking has no factual impact
upon the health plan's ability to adjudicate the claim.

4-003.04A7 Notice of Insufficient Information: If the health plan determines
that a claim provides insufficient information for the payment of the claim, the
health plan must provide written or electronic notice of this determination to
the entity submitting the claim timely including the following information:
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1. All of the reasons for the denial of the claim;

2. The date the service was rendered, the type of service rendered,
the name of the provider who rendered the service and the name
of the person to whom the service was rendered; and

3. The address of the office responsible for handling the claim, and
means by which the office may be contacted without toll charges
exceeding the charges that otherwise apply for the provider or
member to place a call in his/her areas code.

4-003.04A8 Effective Notices and Payments: Written notice of a claim will be
effective upon the date that the claim is received. Electronic transmission of
the claim will be-the date the claim is posted to the electronic transfer system.

Payment and Notices from the health plan will be effective as of the date that:

1. A draft or other valid instrument equivalent to payment is placed in
the United States mail in a properly address, postage-paid
envelope;

2. The date of posting of the item to an electronic transfer system; or

3. The date of delivery of the draft or other valid instrument
equivalent to payment if 1 or 2 do not otherwise apply.

Payment and notices distributed by a health plan's subcontractor must be
effective when made in compliance with this section, as appropriate.

4-003.04A9 Contents of a Notice of a Contested Claim: The health plan must
specify in its notice of a returned claim at least the following information:

1. The name, address, telephone number and facsimile number of
the office handling the claim or other designated claims
representative knowledgeable about the claim with which the
person submitted the claim, or provider should communicate to
resolve problems with the claim;

2. The date of the service, the type of service, the provider of the
service, and the name of the person to whom the service was
rendered to the extent that this information is known to the health
plan;

3. The specific information needed by the health plan to make a
determination that the claim is a clean claim; and

4, The date the claim was received.

In addition, the health plan must include in a notice regarding a claim
determination in part a contested claim, a statement specifying those portions
of the claim that are considered to be clean claim, and the amounts payable
with respect to the clean claim portion.
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Requests for information made by the health plan on a contested claim must
be reasonable and relevant to the determination of whether the claim is a
clean claim or claim that must be denied.

4-003.04A10 Use of Intermediaries: A health plan's use of subcontractors to
perform one or more of the health plan's claims handling functions must not in
any way mitigate the health plan's responsibility to comply with all of the terms
of 482 NAC.

4-003.04A11 Electronic Remittance Advice: Electronic remittance advice
must be provided in accordance with the standards set forth in the Health
Insurance Portability and Accountability Act (HIPAA) of 1996.

4-003.04A12 Claim_Status Inquiry and Response: Electronic claim status
inquiry and response must be provided in accordance with the standards set
forth in the Health Insurance Portability and Accountability Act (HIPAA) of
1996.

4-003.04B Encounter Data: The health plan must maintain an information
system that includes the capability to collect data on client and provider
characteristics, and claims information through and encounter data system.
The health plan must submit encounter data to the Medicaid Management
Information System (MMIS) monthly per Departmental specifications.
Encounter data submission must:

1. Be submitted on a monthly basis;

2. Be submitted accurately and meet the Departmental standard of 95%

submission-compliance rate;

3. Include all clean claims adjudicated by the MCO; and

4. Include all services provided to the Managed CareNHC client,

contracted or delegated.

Encounter data that does not meet the 95% submission rate will be rejected
and returned to the health plan. The health plan is required to re-submit
corrected encounter data in a timely manner. Health plan’s which fail to meet
compliance standards for submission of encounter data for three consecutive

months will have the-auto-assignmentalgorithm-changed-to-limit-enrollimentin
the-health-plan-unti-the-health-planadministrative actions taken until the health

plan comes into compliance_as specified in the contract between the
Department and the MCO.
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4-004 BASIC BENEFITS PACKAGE GENERAL PROVISIONS: All services provided under
physical health managed care must meet the requirements of 471 NAC unless specifically
waived by the Department. The MCO'’s physical health plan (health plan) must apply the same
guidelines for determining coverage of services for the Managed CareNHC client as the
Department applies for other Medicaid clients. Actual provision of a service included in the
Basic Benefits Package must be based on whether the service could have been covered under

Medicaid the-Nebraska-Medical-AssistanceProgram-on-a-fee-for-service basis under Title 471
NAC.

All services in the Basic Benefits Package must be provided or approved by the health-plan-and
Primary Care Physician (PCP). All providers of services in the Basic Benefits Package must be
Medicaid-enrolled providers.

In addition to the health plan provision/approval, the following services must be prior authorized
by the Department:

1. HEALTH CHECK (EPSDT)-treatmentservicesnotcovered-by-the State Plan-{see
471 NAC):

21. Abortions (see 471 NAC); and

32. Transplants (see 482 NAC 2-004).

Family planning services (see 482 NAC 4-004.03), emergency services, and Native Americans
seeking tribal clinic or Indian Health hospital services do not require prior authorization or
provision by the PCP_or participating network provider. All covered emergency services (see
482 NAC 4-004.04) must be available 24 hours per day, seven days per week, and are not to be
limited to plan-affiiatednetwork providers. The client may access these services from any
Medicaid-enrolled provider s/he chooses, and the client may access these services without a
referral.

The Department requires the health plan to reimburse providers, network and out-of-network,
for appropriate medical screening performed during an emergency room visit. The payment of
claims to out-of-network providers are subject to the requirements in 482 NAC 4-003.04.

Electronic referral/authorization must be provided in accordance with the standards set forth in
the Health Insurance Portability and Accountability Act (HIPAA) of 1996.
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4-004.01 Services in the Basic Benefits Package: Services included in the Basic Benefits
Package:

1. Inpatient hospital services (see 471 NAC 10-000);

2. Outpatient hospital services (see 471 NAC 10-000);

3 Clinical and anatomical laboratory services, including administration of blood
draws completed in the non-mental health physician office or non-mental
health outpatient clinic for MH/SA diagnoses.(see 471 NAC 10-000 and 18-
000);

4. Radiology services (see 471 NAC 10-000 and 18-000);

5. HEALTH CHECK (Early Periodic Screening and Diagnosis and Treatment as
federally mandated) services (see 471 NAC 33-000 and 482 NAC 5-003.02);

6. Physician services, including nurse practitioner services, certified nurse
midwife services, and physician assistant services, clinic administered
medications/injections, and anesthesia services including a Certified
Registered Nurse Anesthetist, excluding anesthesia for MH/SA (see 471 NAC
18-000 and 29-000);

7. Home health agency services (see 471 NAC 14-000). (This does not include
non-home health agency approved Personal Care Aide Services under 471
NAC 15-000);

8. Private duty nursing services (see 471 NAC 13-000);

9. Therapy services, including physical therapy, occupational therapy, and
speech pathology and audiology (see 471 NAC 14-000, 17-000, and 23-000);

10. Durable medical equipment and medical supplies, including hearing aids,
orthotics, prosthetics and nutritional supplements (see 471 NAC 7-000 and
8-000);

11. Podiatry services (see 471 NAC 19-000);

12. Chiropractic services (see 471 NAC 5-000);

13. Ambulance services (see 471 NAC 4-000);

. I ces:

4514.Visual services (see 471 NAC 24-000);

16815. Family Planning services (see 471 NAC 18-000 and 482 NAC 5-004.03);

1716.Emergency and post stabilization services (see 471 NAC 10-000 and 482
NAC 5-004.04);

1817.Federally Quality Health Center (FQHC), Rural Health or Tribal Clinic services
(see 471 NAC 11-000, 29-000, 34-000 and 482 NAC 4-004.06);

1918. Skilled/Rehabilitative and Transitional Nursing Facility services (see 471 NAC
12-000, and 482 NAC 2-004.04);

2019.Transitional Hospitalization services (see 471 NAC 10-000, 482 NAC
2-002.04D, 2-003.03 and 2-004.01A); and

2120. Transitional Transplantation services (see 471 NAC 10-000 and 482 NAC
2-004).
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The services above represents covered services under Medicaid. The physical health
plan is responsible for working with the Department to ensure the client has access to all
services.

The health plan must provide the above services in amount, duration and scope defined
by the Department in 471 NAC. The health plan must provide care and services when
medically necessary to ensure the client receives necessary services. The health plan
must also ensure that the services provided to the client are as accessible (in terms of
timeliness, amount, duration and scope) as those services provided to the non-enrolled
Medicaid client.

The health plan is allowed to provide medically necessary services to the client that are in
addition to those covered under Medicaid. The health plan is also allowed to provide
substitute health services when the health plan has determined to be more cost effective
than the covered service and the health status of the client is expected to improve or at
least stay the same. If additional or substitute health services are provided, the total
payment to the health plan will not be adjusted but will remain within the certified rates
agreed upon in any resulting contract and approved by CMS.

4-004.02  NHC Excluded Services: The following Medicaid-coverable services are
excluded from the Managed CareNHC Basic Benefits Package, and are not the
responsibility of the health plan:

1. Pharmacy Services (471 NAC 16-000);

2. Nursing Facility Services - custodial level of care (i.e., long term care) (see
471 NAC 12-000 and 482 NAC 2-004.04);

3. ICF/MR services (see 471 NAC 31-000);

4. Home and community based waiver services (see Title 480 NAC);

5. School-based services covered under Medicaid in Public Schools (see 471
NAC 25-000);

6. Optional targeted case management services (see Title 480 NAC);

7 Mental Health/Substance Abuse (MH/SA) Services (see 471 NAC 20-000 and
32-000);

8. Dental Services_(see 471 NAC 6-000); and

9. Non-Home Health Agency Approved Personal Care Aide Services (471 NAC
15-000); and

10. Medical transportation services (see 471 NAC 27-000).-

These services are paid on a fee-for-service basis. Clients must access these services
through Medicaid (i.e., 471 NAC or 480). For all Medicaid-covered services, the health
plan is required to coordinate the client’s care to promote continuity of care for the client.

The health plan and EBS must inform the client of the availability of these services and
how to access them.

4-004.03 Family Planning Services: Approval by the client's PCP and health plan is not
required for family planning services. The health plan and EBS must inform_Managed
Care-NHC clients-_their freedom of choice for family planning services is not restricted to a
provider participating in Managed Carethe—NHC but that they must use a Medicaid
enrolled provider.
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Family planning services are services to prevent or delay pregnancy, including counseling
services and patient education, examination and treatment by medical professionals,
laboratory examinations and tests, medically approved methods, procedures,
pharmaceutical supplies and devices to prevent conception. This includes tubal ligations
and vasectomy. Treatment for sexually transmitted diseases (STD) is to be reimbursed
by the health plan in the same manner as family planning services, without referral or
authorizations.

Family planning services do not include hysterectomies, other procedures performed for a
medical reason, (such as removal of an intrauterine device due to infection) or abortions.

Family planning services are to be paid by the health plan even if the provider is not part
of the health plan’s network.

4-004.04 Emergency Services: Approval by the client's PCP and health plan is not
required for receipt of emergency services. The health plan and EBS must inform NHC
clients that approval of emergency services is not required and must educate clients
regarding the definition of an "emergency medical condition," and how to appropriately
access emergency services.

4-004.04A Emergency Services Provided to Managed CareNHC-Clients: The
health plan must cover and pay for emergency services regardless of whether the
provider that furnishes the services has contracted with the health plan.

An emergency medical condition is a medical condition, that manifests itself by
acute symptoms of sufficient severity (including severe pain) that a prudent
layperson, who possesses an average knowledge of medicine and health, could
reasonably expect the absence of immediate medical attention to result in a) placing
the health of the individual (or, with respect to a pregnant woman, the health of the
woman or her unborn child) in serious jeopardy, b) serious impairment to bodily
functions, c) serious dysfunction of any bodily organ or patrt.

4-004.05 Mental Health/Substance Abuse (MH/SA) Coordination Issues: The following
rules apply when coordination of services is required between the health plan responsible
for the Basic Benefits Package and the MH/SA plan responsible for the MH/SA services,
as addressed by the Department in regulations governing both components of Managed
Carethe-NHC. In situations where the client isn’t enrolled in both components of Managed
Carethe—NHC, the associated service is coordinated with the Nebraska Medicaid
Assistance Program on a fee-for-service basis.

4-004.05A Emergency Room Services for MH/SA Services: Emergency room
services provided to a client who is enrolled in the MH/SA component of Managed
Carethe-NHGC is the responsibility of the client’s health plan regardless of the client’s
final or principle diagnosis.
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At the time a MH/SA provider initiates an evaluation and/or treatment for the client,
the health plan is no longer responsible for MH/SA related service. Authorization for
MH/SA services from that point forward must be obtained from the MH/SA plan.

4-004.05B Admissions for 24-Hour Observation: When a client who is enrolled in
the MH/SA component of Managed Carethe-NHGC is admitted to an acute care (i.e.,
medical/surgical) facility as an outpatient for 24-hour observation for purposes of a
MH/SA diagnosis, the MH/SA plan is responsible for authorization of the observation
stay.

The MH/SA plan is no longer responsible for the service at the time that a
psychiatrist initiates an evaluation and/or treatment of the client and determines that
the client does not have a MH/SA diagnosis. Authorization for acute care services
from that point forward must be obtained from the health plan.

4-004.05C _Chemical Detoxification Services and Substance Abuse Treatment:
Chemical detoxification is a covered hospital service for clients of any age.
Coverage for hospital admissions must be provided by the health plan.

Substance abuse treatment services are covered for Medicaid-eligible clients age
20 and younger only. Allowable substance abuse services for a client must be
authorized by the MH/SA plan for clients enrolled in the MH/SA plan.

4-004.05D History and Physical (H&P) Exams for Inpatient Admissions for MH/SA
Services: The H&P completed for an inpatient admission for MH/SA services is the
responsibility of the health plan for which the client is enrolled.

Inpatient MH/SA services provided to clients enrolled in the MH/SA component of
Managed Carethe-NHC in a freestanding or hospital-based residential treatment
center (RTC), treatment group home are the responsibility of the MH/SA plan. The
History & Physical provided for these allowable services are the responsibility of the
health plan for which the client is enrolled.

4-004.05E Ambulance Services for Managed CareNHC Clients Receiving MH/SA
Treatment Services: Emergency medical transportation, regardless of diagnosis or
condition is the responsibility of the health plan.

All other MH/SA related medically necessary ambulance services are the
responsibility of the MH/SA plan, if the client is enrolled in the MH/SA component of
Managed Carethe-NHC.

Non-ambulance and non-emergency medical transportation for MH/SA services is
the responsibility of the MH/SA plan, if the client is enrolled in the MH/SA
component of Managed Carethe-NHC.
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4-004.05F Injections Associated with MH/SA Services: Injections of psychotropic
drugs in an outpatient setting are the responsibility of the MH/SA plan, if the client is
enrolled in the MH/SA component of Managed Carethe-NHC.

4-004.05G Lab, X-Ray and Anesthesiology Associated with MH/SA Services:
Services associated with the treatment of MH/SA services and authorized by a
MH/SA provider participating in the MH/SA plan’s network, such as lab fees, x-ray
charges and the administration of anesthesiology, is the responsibility of the MH/SA
plan, if the client is participating in the MH/SA component of Managed Carethe
NHC.

4-004.06 Federally Qualified Health Centers (FQHC): The health plan must contract with
any FQHC located within the designated coverage area or otherwise arrange for the
provision of FQHC services. If an FQHC is reimbursed by the health plan on a fee-for-
service basis, it cannot pay less for those services than it pays other providers. FQHC'’s
electing to be reimbursed on a negotiated risk basis are not entitled to reasonable cost
reimbursement. If the FQHC requests reasonable cost reimbursement, the health plan
must reimburse the FQHC at the same rate it reimburses its other subcontractors of this
provider type. The health plans must report to the Department the total amount paid to
each FQHC. FQHC payments include direct payments to a medical provider who is
employed by the FQHC.

In Managed Carethe-NHC, the client chooses to participate with the FQHC by selecting
the physician as his/her PCP.

The same reasonable efforts that are applied to the FQHC, apply to the Rural Health
Clinics and Tribal Clinics.

4-005 PAYMENT FOR SERVICES: The Department pays a monthly capitation fee to the
Managed Care Organization’s (MCQ'’s) physical health plan (health plan) for each enrolled client
for each month of Managed CareNHC coverage (per member per month). The monthly
capitation fee includes payment for all services in the Basic Benefits Package.

The health plan must provide payment to providers for services rendered on a timely basis
consistent with Medicaid claims payment procedures, unless the health care provider and
organization agree to an alternative payment schedule.

Payment to the health plan is payment in full for all services included in the Basic Benefits
Package. No additional payment may be requested of the Department or the client.

The capitation rates are actuarially determined and are based on geographic location, eligibility
category, gender, age and type of services. The Department will adjust rates, and complete all
necessary contract amendments, when it is determined appropriate, based on any changes in
Medicaid fee-for-service (FFS) rates, or in instances where the an error or omission in the
calculation of the rates has been identified.
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4-005.01 Enroliment Report: On or before the first day of each month, the Department
will provide to each health plan a monthly enroliment report that lists all enrolled and
disenrolled clients for the that month. This report will be used as the basis for the monthly
capitation payments to the health plan. The health plan is responsible for payment of all
services in the Basic Benefits Package provided to clients listed on the enroliment report
generated for the month of coverage. If an eligible client is not listed on the enrollment
report, the Department will be responsible for all medical expenses (see 482 NAC 2-
002.05.)

4-005.02 Coverage for Pregnant Women/Newborns: Coverage for a pregnant woman
and/or the newborn is provided within the following parameters:

1. Pregnant Woman and Newborn are Medicaid Eligible: Coverage is provided
for the pregnant woman from the month of enrollment until disenroliment
occurs; and for the newborn from the month of birth until disenrollment occurs.
Payment to the health plan is made for the month(s) of enrollment for the
pregnant woman and the newborn until disenrollment occurs.

2. Only the Newborn is Medicaid Eligible: Coverage is provided for the pregnant
woman from the month of enroliment until disenrollment occurs. Coverage for
the birth and post partum care for the mother is provided for the month of birth
through the month in which the 60th day following the month of birth occurs.
Coverage for only the newborn continues past the 60-day postpartum period
as long as the newborn remains eligible and enrolled. Payment to the health
plan is made for the month(s) of enroliment for the pregnant woman and the
newborn until disenrollment occurs.

4-005.03 Billing the Client: The health plan may not bill a client for a Medicaid coverable
service, regardless of the circumstances.

The provider of service may only bill the client pursuant to 471 NAC.

The health plan may or may not be responsible for an out-of-network service if the service
is a Medicaid-coverable service. Whether the health plan is responsible to pay the
provider is determined by the agreement the health plan has with that provider. In some
cases, the provider may not get paid.

The health plan is not required to pay a non-Medicaid enrolled provider for a Medicaid-
covered service.





