MED-16-018

Second Amendment to the Tlowa Health Link Contract

This Second Amendment to Contract Number MED-16-018 between the lowa Department of
Human Services (Agency) and Amerigroup Towa, Inc. (Contractor) is hereby amended as noted
below. This Second Amendment is effective as of April 1, 2016.

Section 1: Amendment fo Contract Language
The Contract is amended as follows:

Revision 1. Seetion 1.5 of the Special Terms Appendix 1 —Scope of Work (hereafter
“Scope of Work”), as weil as all subpart of Section 1.5, are amended to read as follows:

15  General Contractor Responsibilities
I "1.'5:1“Fed'era!"-and-'State'Laws--and--Regulations, :
Contractor shall:

(1) Comply with all applicable Federal and State laws and regulations
including Title VI of the Civil Rights Act of 1964; Title IX of the
Education Amendments of 1972 (regarding education programs and
activities); the Age Discrimination Act of 1975; the Rehabilitation Act
of 1973; the Americans with Disabilities Act of 1990 as amended; and
section 1557 of the Patient Protection and Affordable Care Act.

(2) Comply with the conflict of interest safeguards described in 42
C.F.R, § 438.58 and with the prohibitions described in section
1902(a)(4)(C) of the Social Security Act applicable to contracting
officers, employees, or independent contractors.

1.5.2 Qualifications

The Contractor represents and warrats that it is experienced in the business of
furnishing Medicaid and CHIP capitated services comparable in size and
complexity to the requirements of this Contract.

Revision 2. Scope of Work section 2.2.6 is amended to read as follows:

2 2.6 Protecting Members Against Liability for Payment

In compliance with 42 CFR, §438.100, Contractor’s Medicaid Members shall not
be held liable for any of the following:
{a) The Contractor’s debts, in the event of Contractor’s insolvency.
(b) Covered services provided to the Member, for which—
(1)  The Agency does not pay the Contractor; of
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(2) The Agency, or the Contractor does not pay the individual or health care
provider that furnished the services under a contractual, referral, or other
arrangement,

(c) Payments for covered services furnished under a contract, referral, or other
arrangement, to the extent that those payments are in excess of the amount that the
Member would owe if the Contractor covered the services directly.

Revision 3. Scope of Work seetion 2.3.1 is amended to read as follows:

2.3.1 Solvency

The Contractor shall maintain a fiscally solvent operation in accordance with federal
requirements and Iowa Insurance Division requirements for minimum net worth, The
ultimate controlling parent of the Contractor, if any, shall guarantee it will provide . ..
financial resources to the Contractor sufficient to maintain a 200% or higher RBC ratio as
defined by the NAIC. This guarantee shall be for the term of the Contract and shall be
submitted in writing to the Agency prior to Contract signature.

(a) Assurances.

(1) Contractor shall provide assurances satisfactory to the Agency showing
that its provision against the risk of insolvency is adequate to ensure that its
Medicaid Members will not be liable for the Contractor’s debts if the Contractor
becomes insolvent.

(2) Federally qualified HMOs, as defined in section 1310 of the Public
Health Service Act, are exempt from this requirement.

(b} Other requirements——

(1) General rule. Except as provided in paragraph (b)(2) of this section, if
Contractor is an MCO or PIHP, Contractor must meet the solvency standards
established by the State for private health maintenance organizations, or be
licensed or certified by the State as a risk-bearing entity.

(2) Exception. Paragraph (b)(1) of this section does not apply to an MCO
or PIHP that meets any of the following conditions:

(i) Does not provide both inpatient hospital services and physician
services.

(ii) Is a public entity.

(iii) Is (or is controlled by) one or more Federally qualified health
centers and meets the solvency standards established by the State for
those centers.

(iv) Has its solvency guaranteed by the State,

Revision 4. Scope of Work section 2.5.2 is amended to read as follows:

(a) The Contractor shall not contract with any of the following entities.
(1) An entity that could be excluded under section 1128(b)(8) of the Social Security Act
as being controlled by a sanctioned individual.
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(2) An entity that has a substantial contractual relationship as defined in 42 C.F.R. §
431.55(h)(3) of this chapter, either directly or indirectly, with an individual convicted
of certain crimes as described in section 1128(b)(8)(B) of the Social Security Act or an
individual described in 42 C.F.R. § 438.610(a} and (b).

(3) An entity that employs or contracts, directly or indirectly, for the furnishing of health
care, utilization review, medical social work, or administrative services, with one of
the following:

{i) Any individual or entity described in 42 C.F.R. § 438.610(=) and (b).
(i) Any individual or entity that would provide those services through an individual or
entity described in 42 C.F.R. § 438.610(a) and (b).

Revision 8. Scope of Work section 2.5.13 is amended to read as follows:

2.5.13 Prohibited Affiliations = . .

(a) In compliance with 42 C.F. R. § 438. 610 Contractor may not knowmgly have a
relationship of the type described in paragraph (c) of this section with the following:

(1) An individual or entity that is debarred, suspended, or otherwise excluded from
participating in procurement activities under the Federal Acquisition Regulation or
from participating in nonprocurement activities under regulations issued under
Executive Order No. 12549 or under guidelines implementing Executive Order No.
12549.

(2) An individual or entity who is an affiliate, as defined in the Federal
Acquisition Regulation at 48 C.F.R. § 2.101, of a person described in paragraph (a)(1)
of this section.

{(b) Contractor may not have a relationship with an individual or entity that is excluded
from participation in any Federal health care program under section 1128 or 1128A of the
Social Security Act.

(¢) The relationships described in paragraph (a) of this section, are as follows:

(1) A director, officer, or partner of the Contractor.

(2) A subcontractor of the Contractor, as governed by 42 C.F.R. § 438.230.

(3) A person with beneficial ownership of 5 percent or more of the Contractor’s
equity.

(4) A network provider or person with an employment, consulting or other
arrangement with the Contractor for the provision of items and services that are
significant and material to the Contractor’s obligations under the Contract.

(d) If the Agency finds that Contractor is not in compliance with paragraphs (a) and (b) of
this section, the Agency:

(1) Will notify the Secretary of the noncompliance.

(2) May continue an existing agreement with the Contractor unless the Secretary
directs otherwise.

(3) May not renew or otherwise extend the duration of an existing agreement with
the Contractor unless the Secretary provides to the Agency and to Congress a written
statement describing compelling reasons that exist for renewing or extending the
agreement despite the prohibited affiliations.
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(4) Nothing in this section must be construed to limit or otherwise affect any
remedies available to the U.S. under sections 1128, 1128A or 1128B of the Social
Security Act.

(e) Consultation with the Inspecior General. Any action by the Secretary of HHS described in
paragraphs (d)(2) or (3) of this section is taken in consultation with the Inspector General.

Revision 6. Scope of Work section 2.5.19 is deleted and marked “Reserved.”

Revision 7. Scope of Work section 2.6 is deleted and marked “Reserved.”

Revision 8. Scope of Work section 2.15 is amended to read as follows:
2.15 Confidentiality of Member Medical Records and Other Information
“The Contractor shall develop, implement, and adhere to written policies and procedures,
subject to Agency review and approval, pertaining to maintaining the confidentiality of

all medical records and other pertinent information, including, but not limited to, health
and enrollment information.

In compliance with 42 C.F.R. § 438.224, for medical records and any other health and
enrollment information that identifies a particular Member, Contractor shall only use and
disclose such individually identifiable health information in accordance with the privacy
requirements in 45 CFR parts 160 and 164, subparts A and E, to the extent that these
requirements are applicable,

The Contractor shall also comply with all other applicable State and Federal privacy and
confidentiality requirements. The Contractor shall protect and maintain the
confidentiality of mental health information by implementing policies for staff and
through contract terms with network providers which allow release of mental health
information only as allowed by lowa Code §228. Further, the Contractor shall protect
and maintain the confidentiality of substance use disorder information, allowing the
release of substance use disorder information only in compliance with policies set forth in
42 C.F.R, Part 2 and other applicable State and Federal law and regulations. The
Contractor shall notify the Agency of a HIPAA-related breach in accordance with the
terms of Section 1.5 of the Contract’s Special Terms. The Contractor shall notify the
Agency within one (1) Business Day upon discovery of a non-HIPAA-related breach.

For members enrolled in the Family Planning Waiver demonstration who requested
confidentiality, any communications from the Contractor shali go to the address provided
by the member with the address identified in the Family Planning system, rather than the
address identified in MMIS.

Revision 9. Scope of Work section 3.2.1 is amended to read as follows:
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3.2.1 General

The Contractor shall provide, at minimum, all benefits and services deemed medically
necessary services that are covered under the Contract with the Agency. In accordance
with 42 C.F.R, § 438.210(a)(3), the Contractor shall furnish covered services in an
amount, duration and scope reasonably expected to achieve the purpose for which the
services are furnished. The Contractor may not arbitrarily deny or reduce the amount,
duration and scope of a required service solely because of diagnosis, type of illness, or
condition of the Member. The Coniractor may place appropriate limits on 4 service on
the basis of medical necessity criteria for the purpose of utilization control, provided the
services can reasonably be expected to achieve their purpose. Further information on
allowable and required utilization control measures is outlined in Section 11. The
Contractor shall not avoid costs for services covered in the Contract by referring

__members to publicly supported health care resources. The Contractor shall notdeny .
reimbursement of covered services based on the presence of a pre-existing condition. The
Contractor shall ensure that the principles of the Americans with Disabilities Act (ADA)
and Olmstead Act principles are incorporated into the delivery and approval of all
services.

In compliance with 42 C.F.R, § 438.3(l), Contractor shall allow each Member to choose
his or her network provider to the extent possible and appropriate.

Revision 10, Scope of Work section 3.2.5 is amended to read as follows. This Revision does
not impact the subsections under Section 3.2.5:

3.2.5 Emergency Services
(a) Definitions. As used in this section—

Emergency medical condition means a medical condition manifesting itself by acute
symptoms of sufficient severity (including severe pain) that a prudent layperson, who
possesses an average knowledge of health and medicine, could reasonably expect the absence
of immediate medical attention to result in the following:

(i) Placing the health of the individual (or, for a pregnant woman, the health of the
woman or her unborn child) in serious jeopardy.

(if) Serious impairment to bodily functions.

(iif) Serious dysfunction of any bodily organ or part.

Emergency services means covered inpatient and outpatient services that are as
follows:

(i) Furnished by a provider that is qualified to furnish these services under Title
XIX of the Social Security Act.

(i) Needed to evaluate or stabilize an emergency medical condition,

Poststabilization care services means covered services, related to an emergency medical
condition that are provided afier a Member is stabilized to maintain the stabilized condition, or,
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under the circumstances described in paragraph (e) of this section, to improve or resolve the
Member's condition.

(b) Coverage and payment: General rule. The Contractor is responsible for coverage and
payment of emergency services and poststabilization care services.

(¢) Coverage and payment: Emergency services. (1) Contractor

(1) shall cover and pay for emergency services regardless of whether the
provider that furnishes the services has a contract with the Contractor; and

(ii) shall not deny payment for treatment obtained under either of the
following circumstances:

(A) A Member had an emergency medical condition, including
cases in which the absence of immediate medical attention would not
have had the outcomes specified in paragraphs (1), (2), and (3) of the
definition of emergency medical condition in paragraph (a) of this

_section.. .. R e

(B) A representative of the Contractor instructs the Member to seek
emergency services.

(2) Reserved.

(d) Additional rules for emergency services. (1) Contractor shall not -

(i) Limit what constitutes an emergency medical condition with reference
to paragraph (a) of this section, on the basis of lists of diagnoses or symptoms;
and

(ii) Refuse to cover emergency services based on the emergency room
provider, hospital, or fiscal agent not notifying the Membet's primary care
provider, MCO, PIHP, PAHP or applicable State entity of the Membet's
screening and treatment within 10 calendar days of presentation for emergency
services.

(2) A Member who has an emergency medical condition may not be held liable for
payment of subsequent screening and treatment needed to diagnose the specific
condition or stabilize the patient.

(3) The attending emergency physician, or the provider actually treating the
Member, is responsible for determining when the Member is sufficiently stabilized for
transfer or discharge, and that determination is binding on the entities identified in
paragraph (b) of this section as responsible for coverage and payment.

(e) Coverage and payment: Posistabilization care services. Poststabilization care services
are covered and paid for in accordance with provisions set forth at 42 C.F.R. § 422.113(¢). In
applying those provisions, reference to “MA organization” and “financially responsible” must
be read as reference to the entities responsible for Medicaid payment, as specified in paragraph
(b) of this section, and payment rules governed by Title XIX of the Social Security Act and the
States.

(F) Applicability to PIHPs and PAHPs. Reserved.

Emergency services shall be available twenty-four (24) hours a day, seven (7) days a week.
Contractor shall pay non-contracted providers for emergency services at the amount that would
have been paid if the service had been provided under the Agency’s fee-for-service Medicaid
program.
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Revision 11. Seope of Work section 3.2.5.2 is amended to read as follows:

3.2.5.2 Claim Ceverage

If an emergency screening examination leads 1o a clinical determination that an actual
emergency medical condition exists, the Contractor shall pay for both the services involved
in the screening examination and the services required to stabilize the member. The
Contractor shall be required to pay for all emergency services which are medically
necessary until the clinical emergency is stabilized.

Revision 12. Scope of Work section 3.2.5.3 is deleted and marked “Reserved.”
- . ...Revision 13. Scope of Work section 3.2.5.4 is amended to read as follows:

The requirements at 42 C.F.R. § 422.113(c) are applied to the Contractor. This includes
all medical and behavioral health services that may be necessary fo assure, within
reasonable medical probability, that no material deterioration of the member’s condition
is likely to result from, or occur during, discharge of the member or transfer of the
member to another facility.

Revision 14. Scope of Work section 3.2.15.3 is amended to read as follows:
3.2.15.3 Cost Sharing and Patient Liability
The Contractor and all providers and subcontractors shall not require any cost sharing or
patient Hability responsibilities for covered services except to the extent that cost sharing
or patient Hability responsibilities are required for those services in accordance with law
and as described in Section 5. Further, the Contractor and all providers and

subcontractors shall not charge members for missed appointments.

Revision 15. Scope of Work section 5.1 is amended to read as follows. This Revision does
not impact the subsections under Section 5.1;

5.1 Gemeral Provisions

In accordance with 42 C.F.R. § 438.108, Contractor shall not impose any cost sharing
on Medicaid Members that is not in accordance with 42 C.F.R. §§ 447.50 through
447.82, all applicable State Plan obligations, and any approved waivers of that State
Plan.

Revision 16. Scope of Work section 6.1.5 is amended to read as follows:

6.1.5 Provider-Patient Communications
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(a) General rules.

(1) Pursuant to 42 C.F.R. § 438,102, Contractor shall not prohibit, or otherwise
restrict, a provider acting within the lawful scope of practice, from advising or
advocating on behalf of an Member who is his or her patient, for the following:

(i) The Member's health status, medical care, or treatment options,
including any alternative treatment that may be self-administered.

(ii) Any information the Member needs to decide among all relevant
ireatment options.

(iii) The risks, benefits, and consequences of treatment or non-treatment.

(iv) The Member's right to participate in decisions regarding his or her
health care, including the right to refuse treatment, and to express preferences
about future treatment decisions.

(2) Subject to the information requirements of paragraph (b) of this section, if
Contractor would otherwise be required to provide, reimburse for, or provide coverage

of, o couniseling or referral s8ivice because of the requirement in paragraphi (a)(1) of
this section, Contractot is not required to do so if the Contractor objects to the service
on moral or religious grounds,

(b) Information requirements: Contractor responsibility.

(1)) If Contractor elects the option provided in paragraph (a)(2) of this section,
Contractor must furnish information about the services it does not cover as follows:

(A) To the Agency—
(1) With its application for a Medicaid contract.
(2) Whenever it adopts the policy during the term of the
contract.
(B) Consistent with the provisions of 42 C.F.R. § 438.10, to
Members, within 90 days after adopting the policy for any particular
service.

(i) In addition to the provisions and timeframe provided in (b)(1)(i)
above, and consistent with the requirements of 42 C.F.R. § 438.10(g)(4), the
Contractor shall furnish to the Agency the information as required in section
(b)(1) at least 30 days before the effective date of the policy.

(2) As specified in 42 C.F.R. § 438.10(g)(2)(ii}A) and (B), the Contractor must
inform Members how they can obtain information from the Agency about how to
access the service excluded under paragraph (a)(2) of this section.

(¢) Information requirements: Agency responsibility. For each service excluded by an
Contractor under paragraph (a)(2) of this section, the Agency will provide information to
Members on how and where to obtain the service, as specified in 42 C.E.R. § 438.10.

(d) Sanction. If Contractor violates the prohibition of paragraph (a}(1) of this section, itis
subject to intermediate sanctions as set forth in 42 C.F.R. part 438, subpart I and this Contract.

Revision 17. Scope of Work section 6.1.9.4 is deleted in its entirety.
Revision 18. Scope of Work section 6.2.2.5 is amended to read as follows:

6.2.2.5 (a) General rules. (1) In accordance with 42 C.F.R. § 438.12, Contractor
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shall not discriminate in the participation, reimbursement, or indemnification of
any provider who is acting within the scope of his ot her license or certification
under applicable State law, solely on the basis of that license or certification. If
Contractor declines to include individual or groups of providers in its provider

network, it must give the affected providers written notice of the reason for its
decision.

(2) In all contracts with network providers, Contractor shall comply with the
requirements specified in 42 C.F.R. § 438.214.

(b) Construction. Paragraph (a) of this section may not be construed to—

(1) Require the Contractor to contract with providers beyond the number
_necessary to meet.the needs.of its Members;. .. ..

(2) Preclude the Contractor from using different reimbursement amounts for
different specialties or for different practitioners in the same specialty; or

(3) Preclude the Contractor from establishing measures that are designed to

maintain quality of services and control costs and are consistent with its
responsibilities to Members.

(¢) The Contractor shall not limit any providers from providing services to any
other 1A Health Link MCO.

Revision 19. Scope of Work section 7.3 is amended to read as follows:
7.3 Enrollment Discrimination
In compliance with 42 C.F.R § 438.3(d), the Contractor:

(1) shall accept individuals eligible for enroliment in the order in which they apply
without restriction (unless authorized by CMS), up to the limits set under the Contract.

{2) Reserved,

(3) shall not, on the basis of health status or need for health care services, discriminate
against individuals eligible to enroll.

(4) shall not discriminate against individuals eligible to enroll on the basis of race, color,
national origin, sex, sexual orientation, gender identity, or disability and will not use any
policy or practice that has the effect of discriminating on the basis of race, color, or
national origin, sex, sexual orientation gender identity, or disability.
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Revision 20. Scope of Work section 7.4 is amended to read as follows. This Revision does
not impact the subsections under Section 7.4

7.4 Member Disenroliment

(a) Applicability. The provisions of this section apply to all managed care programs and
applies specifically to Contractor.

(b) Disenrollment requested by the Contractor.

(1) Reserved.

(2) Contractor shall not request disenrollment because of an adverse change in the
Member's health status, or because of the Membet's utilization of medical services,
diminished mental capacity, or uncooperative or disruptive behavior resulting from his
or her special needs (except when his or her continued enrollment in the Contractor

..seriously. impairs the entity's ability to furnish services to.either this particular Member. ... .

or other Members).

(3) Contractor shall assure the Agency that it does not request disenrollment for
reasons other than those permitted under the Contract. All requests by the Contractor
for the Agency to disenroll a Member shall be in writing and shall specify the basis for
the request. The Contractor shall provide evidence to the Agency that continued
enroliment of a Member seriously impaits the Contractor’s ability to furnish services to
cither this particular Member or other Memibers. If applicable, the Contractor’s request
must document that reasonable steps were taken to educate the Member regarding
proper behavior, and that the Member refused to comply. The Agency retains sole
authority for determining if conditions for disenroliment have been met and
disenrollment will be approved. The Agency will review and approve all MCO
initiated requests for disenroflment. The Agency retains sole authority for determining
if this condition has been met and disenrollment will be approved.

(c) Disenrollment requested by the Member. A Member may request disenroliment as
follows:

(1) For cause, at any time.

(2) Without cause, at the following times:

(i) During the 90 days following the date of the Member's initial
enrollment into the Contractor, or during the 90 days following the date the
Agency sends the Member notice of that enrollment, whichever is later.

(ii) At least once every 12 months thereafier.

(iii) Upon automatic reenrollment under paragraph (g) of this section, if the
temporary loss of Medicaid eligibility has caused the Member to miss the
annual disenrollment opportunity.

(iv) When the Agency imposes the intermediate sanction specified in 42
C.F.R. § 438.702(a)(4) and this Contract.

(d) Procedures for disenrollment—

(1) Request for disenrollment. The Member (or his or her representative) must
submit an oral or written request, as required by the Agency—

(1) Reserved.,

(i1) To the Contractor.
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(2) Cause for disenroliment. The following are cause for disenroliment:

(i) The Member moves out of the Contractor’s service area.

(ii) The Contractor does not, because of moral or religious objections,
cover the service the Member seeks.

(iii) The Member 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 provider network; and the Member's primary care
provider or another provider determines that receiving the services separately
would subject the Member to unnecessary risk.

(iv) For Members that use MLTSS, the Member would have to change
their residential, institutional, or employment supports provider based on that
provider's change in status from an in-network to an out-of-network provider
with the Contractor and, as a result, would experience a disruption in their

. 1eSidence 0L BMPIOYIMBIL,

(v} Other reasons, including but not limited to poor guality of care, lack of
access to services covered under the Contract, or lack of access to providers
experienced in dealing with the Membet's care needs.

(3) Contractor action on request.

(i) If the Contractor receives a Member’s request for disenrollment, the
Contractor shall address the request through the Contractor’s grievance process
and, if the Member remains dissatisfied with the result of the grievance process,
the Contractor shall thereafier refer the request to the Agency.

(if) If the Agency fails to make a disenrollment determination so that the
Member can be disenrolled within the timeframes specified in paragraph (e)(1)
of this section, the disenrollment is considered approved.

(4) Agency action on request. For a request received directly from the Member,
the Agency will refer the request fo the Contractor to be addressed through the
Contractor’s grievance process. For a request referred by the Contractor following the
Contractor’s grievance process, the Agency must take action to approve or disapprove
the request based on the following:

(i) Reasons cited in the request.

(ii) Information provided by the Contractor at the Agency's request.

(iii) Any of the reasons specified in paragraph (d)(2) of this section.

(5) Use of the Contractor's grievance procedures.

(i) The Agency requires that the Member seek redress through the
Contractor’s grievance system before making a determination on the Member's
request.

(if) The grievance process must be completed in time to permit the
disenrollment (if approved) to be effective in accordance with the timeframe
specified in paragraph (e)(1) of this section. Contractor shali follow the
timelines of an expedited grievance.

(1ii) Reserved.

(e) Timeframe for disenrollment determinations.
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(1) The effective date of an approved disenroliment made by the Agency must be
no later than the first day of the second month following the month in which the
Member requests disenrollment or Contractor refers the request to the Agency.

(2) If the Agency fails to make the determination within the timeframes specified
in paragraph (e)(1) of this section, the disenrollment is considered approved for the
effective date that would have been established had the Agency complied with
paragraph {e)(1) of this section.

(f) Notice and appeals. The Agency will:

(1) Provide that Members and their representatives are given written notice of
disenroflment rights at least 60 days before the start of each enrollment period. The
notice must include an explanation of all of the Member's disenroliment rights as
specified in this section.

(2) Ensure timely access to State fair hearing for any Member dissatisfied with an
Agency determination that there is not good cause for disenroliment.

o) Automatic-reenrollment. Any Member who is disenrolled solely because he-orshe- e

loses Medicaid eligibility for a period of 2 months or less will be reenrolled with the
Contractor.

Revision 21. Scope of Work section 7.4.1 and all of its subparts is deleted in its entirety and
marked “Reserved.”

Revision 22. Scope of Work section 7.4.2 is amended to read as follows:
7.4.2 Agency Initiated Disenroliment

Agency-initiated disenrollment may occur based on changes in circumstances including:
(i) ineligibility for Medicaid; (ii} shift to an eligibility category not covered by the
Contract; (iii) change of place of residence to another state; (iv) the Agency has
determined that participation in the Health Insurance Premium Payment Program (HIPP)
is more cost-effective than enrollment in the Contract; and (v) death.

Revision 23, Scope of Work section 8,1 and all of its subparts are amended to read as
follows:

8.1  Marketing
8.1.1 Marketing Activities

(a) Definitions. As used in this section, the following terms have the indicated
meanings:

Contractor includes any of the entity's employees, network providers, agents, or
contractors.

Cold-call marketing means any unsolicited personal contact by the Contractor
with a potential Member for the purpose of marketing as defined in this paragraph (a).
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Marketing means any communication, from Contractor to a Medicaid Member
who is not enrolled in Contractor, that can reasonably be interpreted as intended to
influence the Member to enroll in Contractor’s Medicaid product, or either to not enroll
in or to disenroll from another MCOQ's, PIHP's, PAHP's, PCCM's or PCCM entity's
Medicaid product. Marketing does not include communication to a Medicald Member
from the issuer of a qualified health plan, as defined in 45 CFR § 155.20, about the
qualified health plan.

Marketing materials means materials that-—

(i) Are produced in any medium, by or on behalf of Contractor; and

(ii) Can reasonably be interpreted as intended to market the Contractor to potential
Members.

MCO, PIHP, PAHP, PCCM or PCCM entily include any of the entity's
employees, network providers, agents, or contractors.

... Private insurance does not include a qualified health plan, as defined in 4S CFR §.. ...

155.20.

(b} Requirements.

{1) Contractor——

(i) shall not distribute any marketing materials without first obtaining Agency
approval.

(i1) shall distribute the materials statewide.

(iil) Reserved.

(iv) shall not seek to influence enrollment in conjunction with the sale or offering
of any private insurance.

(v) shall not, directly or indirectly, engage in door-to-door, telephone, email,
texting, or other cold-call marketing activities.

(2) The Contractor shall ensure that a potential member can make his or her own
decision as to whether or not to emxoll. Contractor’s marketing materials shall be
accurate and not mislead, confuse, or defraud the beneficiaries or the Agency.
Satements that will be considered inaccurate, false, or misleading include, but are not
limited 1o, any assertion or statement (whether written or oral) that-

(i) The Member must enroll with Contractor to obtain benefits or to not lose
benefits; or

(ii) The Contractor is endorsed by CMS, the Federal or State government, or
similar entity; or

(iii) The Contractor’s health plan is the only opportunity to obtain benefits under
the program; or

(iv) The Contractor’s marketing materials mislead or falsely describe covered or
available services, membership or availability of network providers, and qualifications
and skills of network providers.

(c) Agency review. The Contractor is encouraged to market its products to the
general community and potential Members. All marketing activities shall be provided
at no additional cost to the Agency. The contractor shall comply with all applicable
laws and regulations regarding marketing by heaith insurance issuers. The Contractor
shall obtain Agency approval for all marketing materials at least thirty (30) days or
within the timeframe requested by the Agency, prior to distribution. In reviewing the

Pape 13 of 33
8/23/2017



MED-16-018

marketing materials submitted by the entity, the Agency will consult with the Medical
Care Advisory Committee established under 42 C.F.R. § 431.12 or an advisory

committee with similar membership, for all materials intended for distribution to the
Medicaid population.

8.1.1.1 Permissible Marketing Activities

The Contractor may market via mail and mass media advertising such as radio, television
and billboards. Participation in community oriented marketing such as participation in
community health fairs is encouraged. Tokens or gifts of nominal value may be
distributed at such events to potential Members, so long as the Contractor acts in
compliance with all law and policy guidance regarding inducements in the Medicaid
program, including marketing provisions provided for in 42 C.F.R. § 438.104.

Revision 24. Scope of Work section 8.9 and all of its subparts are amended to read as

follows:
8.9 Advance Directive Information

The Contractor shall comply with the advance directive requirements outlined in Section
8.9.1 and Section 8.9.2 below.

8.9.1 Advance Directives

(1) If Contractor is an MCO or PIHP as defined in 42 C.F R. part 438, the
Contractor shall comply with the requirements of 42 C.F.R. § 422.128 for maintaining
written policies and procedures for advance directives, as if such regulation applied
directly to the Contractor.

(2) If Contractor is a PAHP as defined in 42 C.F.R. part 438, the Contractor shall
comply with the requirements of 42 C.F.R. § 422.128 for maintaining written policies
and procedures for advance directives as if such regulation applied directly to
Contractor if the Contractor inchudes, in its network, any of those providers listed in 42
C.F.R. § 489.102(a).

(3) Contractor shall provide adult Members with written information on advance
directives policies, and include a description of applicable State law.

(4) The information provided adult Members must reflect changes in State law as
soon as possible, but no later than 90 days after the effective date of the change.

8.9.2 No Discrimination
Contractor shall not condition the provision of care or otherwise discriminate against an
individual based on whether or not the individual has executed an advance directive.
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Revision 25. Scope of Work section 8.10 and all of its subparts are amended to read as
follows:

8.1 Member Rights

(a) General rule. In compliance with 42 C.F.R. §438.100 or 42 CF.R. § 457.1220, as
applicable:

(1) Contractor shall have written policies regarding the Member rights specified
herein; and
(2) Contractor shall comply with any applicable Federal and State laws that pertain
to Member rights, and ensure that its employees and contracted providers observe and
protect those rights.
(b) Specific rights—

(1) Basic requiremeni. Contractor shall ensure that eac_b_ Mg_n}b;r‘_is‘ggg;gm@d the

" rights as specified in paragraphs (b)(2) and (3) below.

(2) An Member with the Contractor has the following rights: The right to-—

(i) Receive information in accordance with 42 C.F.R. § 438.10.

{ii) Be treated with respect and with due consideration for his or her
dignity and privacy, including but not limited to the right to fully participate in
the community and to work, live and learn to the fullest extent possible; and

(iii) Receive information on available treatment options and alternatives,
including treatment in the least restrictive setting, presented in a manner
appropriate to the Member's condition and ability to understand. (The
information requirements for services that are not covered under the contract
because of moral or religious objections are set forth in 42 CF.R. §
438.10(2)(2)(D)(A) and (B).)

(iv) Participate in decisions regarding his or her health care, including the
right to refuse treatment.

(v) Be free from any form of restraint or seclusion used as a means of
coercion, discipline, convenience or retaliation, as specified in other Federal
regulations on the use of restraints and seclusion,

{vi) Request and receive a copy of his or her medical records, and request
that they be amended or corrected, as specified in 45 CFR 164.524 and 164.526.

(3) An Member with the Contractor (consistent with the scope of the contracted
services if the Contractor is a PAHP) has the right to be furnished health care services
in accordance with 42 C.F.R. §§ 438.206 through 438.210.

(¢) Free exercise of rights. The Agency must ensure that each Member is free to exercise
his or her rights, and that the exercise of those rights does not adversely affect the way the
Contractor and its network providers or the Agency treat the Member. .

(d) Compliance with other Federal and Stote laws. Contractor shall comply with any
other applicable Federal and State laws (including: Title VI of the Civil Rights Act of 1964 as
implemented by regulations at 45 C.F.R. part 80; the Age Discrimination Act of 1975 as
implemented by regulations at 45 C.F.R. part 91; the Rehabilitation Act of 1973; Title IX of
the Education Amendments of 1972 (regarding education programs and activities); Titles 11
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and 11 of the Americans with Disabilities Act; and section 1557 of the Patient Protection and
Affordable Care Act.

Revision 26. Scope of Work section 10.3.2.2 is amended to read as follows:

16.3.2.2 Incentive Payment Restrictions

(1) In compliance with 42 C.¥.R. § 438.3(i}, Conttactor shall comply with the
requirements set forth in 42 C.F.R. §§ 422.208 and 422.210 related fo physician incentive
plans.

(2) In applying the provisions of 42 CFR. §§ 422.208 and 422,210, references to “MA
organization,” “CMS,” and “Medicare beneficiaries” must be read as references to
“Contractor,” “State,” and “Medicaid beneficiaries,” respectively.

Revision 27. Secope of Work section 10.5 and all of its subparts are amended to read as

10.5 Provider Preventable Conditions

In accordance with 42 C.F.R. § 438.3(g), Contractor shall comply with the requirements
mandating provider identification of provider-preventable conditions as a condition of
payment, as well as the prohibition against payment for provider-preventable conditions
as set forth in 42 C.F.R. § 434.6(a)(12) and 42 C.F.R. § 447.26. Contractor shall report all
identified provider-preventable conditions in a form and frequency as specified by the
Agency. The Contractor shall comply with any future additions to the list of non-
reimbursable provider-preventable conditions.

Revision 28. Scope of Work section 11.2.8 is deleted in its entirety.
Revision 29. Scope of Work, Exhibit A labeled “Definitions” is modified as follows:

The definition of “Cold Call Marketing” is removed.,

The definition of “Emergency Medical Condition” is removed.
The definition of “Emergency Services” is removed.

The definition of “Marketing” is removed.

The definition of “Marketing Materials” is removed.

The definition of “Post-stabilization Services” is removed.

S e b

Revision 30. Scope of Work section 2.20 is hereby added, which reads as follows:
2,20 Material Change to Operations

A material change to operations is any change in overall business operations, such as
policy, process or protocol which affects, or can reasonably be expected to affect, more
than five percent (5%) of the Contractor’s membership or provider network and that a
reasonable person would find to be a significant change. Prior to implementing a material
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change in operation, the Contractor shall notify the Agency. The notification shall
contain, at minimum: {i) information regarding the nature of the change; (ii) the rationale
for the change; (iii) the proposed effective date; and (iv) sample member and provider
notification materials. All material changes shall be communicated to members or
providers at least thirty (30) days prior to the effective date of the change. The Agency
reserves the right to deny or require modification to proposed material changes if it is
determined, at the sole discretion of the Agency, that such change will adversely impact
quality or access.

Revision 31. Scope of Work section 2.5.1 is deleted and marked “Reserved.”

Revision 32. Scope of Work section 8.2.8 is amended to read as follows. All subsection
under 8.2.8 remain unchanged:

‘828 Notification of Significant Change

In addition to notification of a material change in operation as described in Section 2.20,
the Contractor shall provide written member notice when there is a significant change,
defined as any change that may impact member accessibility to serveies and benefits, in:

Revision 33. Scope of Work section 6.1.9.1 is amended to read as follows.
6.1.9.1 Maintenance and Retention

The Contractor shall maintain a medical records system which: (i) identifies each medical
record by State identification number; (ii) identifies the location of every medical record;
(iif) places medical records in a given order and location; (iv) maintains the
confidentiality of medical records information and releases the information only in
accordance with applicable law; (v) maintains inactive medical records in a specific
place; (vi) permits effective professional review in medical audit processes; and (vil)
facilitates an adequate system for follow-up treatment including monitoring and follow-
up of off-site referrals and inpatient stays.

Revision 34. Scope of Work section 3.3 is amended to read as follows. This Revision does
not impact the subsections under Section 3.3:

3.3  Continuity of Care

The Contractor shall implement mechanisms to ensure the continuity of care of members
transitioning in and out of the Contractor’s enroliment. Possible transitions include, but
are not limited to: (i) initial program implementation; (ii) initial enroliment with the
Contractor; (iii) transitions between program Contractors during the first ninety (90) days
of a merber’s enrollment: and (iif) at any time for cause as described in the Section 7.4.

Revision 35. Reserved.
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Revision 36. The definition of “Enrollee” in Exhibit A to the Contract is hereby amended
to read as follows:

Enrollee. A person who has been determined eligible by the Agency for Medicaid or a
recipient of services provided under the State Children’s Health Insurance Program
operated by the Agency and who has been enrolled in either program in the Iowa
Medicaid Management Information System (see Member, also).

Revision 37. The definition of “Member” in Exhibit A to the Contract is hereby amended
to read as follows:

Member. A Medicaid recipient or a recipient of services provided under the State
 Children’s Health Insurance Program operated by the Agency who is subject to

mandatoryenroiimemor is currently enrolled in the Contractor’s coverage under the -

Contract for the program.
Revision 38. Scope of Work section 2.7 is amended to read as follows:

2.7 Medical Loss Ratio

The Contractor shall maintain, at minimum, an annual Medical Loss Ratio (MLR) as set
forth in Attachument 2.7 — Medical Loss Ratio. The Agency will define how the MLR will
be calculated within each period’s contracted rates. Until such time as future federal
regulations or federal guidance the Agency will use the MLR definition outlined in
Attachment 2.7 — Medical Loss Ratio. If MLR is defined in federal regulations or federal
guidance in the future, such definition shall control over any contrary language in this
Contract as of the effective date of such definition as set forth in such regulations ox
guidance. The Agency reserves the right to adjust this definition after giving written
notice to the Contractor. In the event the MLR falls below this target, the Agency shall
recoup excess capitation paid to the Contractor,

Revision 39. Scope of Work section 14.2.7 is amended to read as follows:
14.2.7 Medical Loss Ratio

The Contractor shall maintain, at minimum, a medical loss ratio as set forth in
Attachment 2.7, '

Revision 40. The document attached to the Contract as Attachment 2.7 is hereby deleted
and replaced with the document attached to this Second Amendment as Amendment 2,
Exkibit B.

Page 18 of 33
8/23/2017



MED-16-318

Revision 41. The document attached to this Amendment as Amendment 2, Exhibit Cis
hereby incorporated into the Contract as new Special Contract Attachment 3.2-03.
Attachment 3.2-01 and Atftachment 3.2-02 to the Contract are hereby deleted.

Revision 42. Section 1.3.3.1 of the Contract is amended to read as follows:

1.3.3.1. Pricing In accordance with the payment terms outlined in this section and the Contractor’s
completion of the Scope of Work as set forth in this Contract, the Agency will make capitation payments
to the Contractor on a monthly basis or upon occurrence of a qualifying maternity delivery. The
capitation payments include both per member per month capitation rates and maternity case rate
payments. The capitation payments and any Case rate shall be payment in full for goods and services
provided pursuant to this Contract. Retroactive adjustments to reflect the actual cost of goods and
services provided pursuant to the Contract are prohibited.

© “I'he parties anticipate Contractor to-begin providing managed care services 10 its assigned Medicaid
population on March 1, 2016. However, if the implementation date is delayed for any reason, Contractor
shall not be entitled to payments pursuant to this Contract until Contractor begins providing managed care
services for its patient population consistent with the Scope of Work as set forth in this Contract. The
Agency has sole discretion to determine the implementation date.

For each capitated rate period, the parties will agree on a matrix specifying the payment for each enroilee
by the categories determined by the Agency to be appropriate. These categories will be determined by the
Agency. Nothing in this Contract shall limit the ability of the Agency to require the determination of a
state-wide average even if the Contractor is not prov iding services for members in all counties in the
State. The rate-setting methodology will be in compliance with federal requirements and approved by
CMS before the parties may contractually agree to the established rates.

For the initial rate period spanning from April 1, 2016 to June 30, 2017, the parties agree to the rates set
forth in Special Contract Attachment 3.2-01. Note, the capitation rates shown in the Attachment will be
subject to risk adjustment as outlined in Appendix 1 Section 2.3.3 Risk Adjustment. In each subsequent
rate period, the Agency’s actuarial contractor will analyze data to determine actuarially sound rates to be
offered fo Contractor. The Agency and Contractor may discuss proposed capitation rates, but the
Agency’s actuarial contractor will ultimately be responsible for establishing the actuarially-sound rates to
be offered and attesting to the capitation rates to be presented to CMS. Following CMS approval of the
final rates, the Agency will present the approved capitation rates 10 the Contractor in Centract
Amendment form. After the first rate period, subsequent capitated rates will be added fo the Contract in
sequentially numbered Special Contract Attachments (i.e., Attachment 3.2-02, Attachment 3.2-03, etc.).
Contractor and the Agency must mutually agree to the capitation rates and signify this agreement by
executing the Contract amendment, Capitation rates within any rate period are subject to amendment,
which shall only occur through formal Contract amendment and only after the proposed rate changes have
been approved by CMS.

The parties agree to work diligently and in good faith to establish and agree to capitation rates before the
expiration of any rate period. If the parties are unable to establish new capitation rates for a subséquent
rate period due to delays or disagreements, the Agency will either terminate the Contract or continue
paying Contractor based on the last rates from the then expired rate period until such time as the newly
established capitation rates are incorporated into the Contract, Upon agreement to the capitation rates, the
Agency will perform a reconciliation between the capitation rates paid and the newly agreed upon rates
for the rate period. Any discrepancy will be reconciled through the capitation rate payment process.
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By agreeing to the rates offered to Contractor through the Contract amendment process, Contractor
irrevocably and unconditionally releases, acquits, and forever discharges the State of Jowa, the Agency,
and all of the Contractor’s officers, directors, employees, agents, and attorneys, from any and all liability
whatsoever from any and all claims, demands and causes of action of every nature whatsoever that
Contractor may have or may ever claim to have now existing or hereafter arising that relate to or arise out
of any assertion regarding the actuarial soundness of the agreed rates.

The Agency will make capitation payments to the Contractor based on the Confractor’s Medicaid-

member enroliment as reflected on the monthly HIPAA 834 file (full positive file). Contractor shall
reconcile Contractor’s HIPAA 820 capitation file with the monthly HIPAA 834 file (full positive file) on

a monthly basis. Any discrepancies found between these two files shall be reported to the Agency within
forty-five (45) Days from the date the Contractor receives the HIPAA 820 capitation file. No adjustments
to the capitation payment may be claimed by Contractor for any discrepancies reported after the forty-five
(45) Day period. The capitation payments will be subject to retroactive changes to the Medicaid-member
eligibility criteria. This may include, but is not limited to, Medicaid-members moving from Medicaid-
only eligibility to Medicare and Medicaid eligibility. The Agency will adjust payments to Contractor to
reflect the Member enrollment changes.

In addition to the monthly capitation payment made to Contractor, the Agency will also make a payment
to Contractor when a Medicaid member assigned to the Contractor gives birth and the member is in the
population designated in the Contract’s then current rate sheet as subject to a payment for giving birth.
The amount of this payment, commonly referred to as a “maternity case rate payment,” shall be in an
amount established as part of the capitation rate-setting process and included in the rate matrix applicable
to the given Contract period. The Contractor shall supply documentation of the birth in a form and format
determined by the Agency. Upon verification by the Agency of the birth, the Agency shall cause the
maternity case rate payment to be made separately and apart from the usual capitation payment for
contracted services. Contractor shall diligently monitor births in its assigned Medicaid population and
claim a maternity case rate payment for each birth in the assigned Medicaid population for which a
maternity case rate payment is available no later than 60 Days following the date on which the Contractor
was made aware of the birth. The Agency shall have no obligation to pay a maternity case rate payment
for a birth that occurred more than 120 Days prior to Contractor’s ciaim for a maternity case rate
payment,

The capitation rates will be subject to a withhold amount as shown in the capitation rate matrix. The
withhold will be retained by the Agency until the period for determination of return of the withhold to the
Contractor. The determination of the return of the withhold is outlined in Appendix 1 Exhibit F, Pay-for-
Performance requirements.

The actuarially sound capitation rates will include an amount for payment of the health insurer fee, as
outlined in Section 9010 of the Affordable Care Act. The health insurer fee will be paid on a
retrospective basis upon receipt of information regarding the amount of the fee due by the Contractor for
the premium earned under the terms of this contract. The retrospective payment will include an
adjustment for related income taxes and other adjustments, including tax credits. The Contractor will be
responsible for submitting any requested documentation to the Agency regarding the amount of the fee.
A corporate officer for the Contractor will also need to attest to the accuracy of the documentation.

For updated capitation rates effective April 1, 2016 and July 1, 2016 included in Special Contract
Aftachment 3.2-03, capitation rates shall be paid in accordance to a reprocessing schedule defined by the
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Agency, Reprocessing shal! proceed subsequent to CMS approval of the updated capitation rates, but no
tater than the first contract term ending March 31, 2019.

Section 2: Ratification & Authorization

Except as expressly amended and supplemented herein, the Contract shall remain in full force
and effect, and the parties hereby ratify and confirm the terms and conditions thereof. Each party
to this Amendment represents and warrants to the other that it has the right, power, and authority
to enter into and perform its obligations under this Amendment, and it has taken ali requisite
actions (corporate, statutory, or otherwise) to approve execution, delivery and performance of
this Amendment, and that this Amendment constitutes a legal, valid, and binding obligation.

Section 3: CMS Contingency.
This Amendment is contingent on the approval of CMS.

Sectior 4: Execution

IN WITNESS WHEREOF, in consideration of the mutual covenants set forth above and for
other good and valuable consideration, the receipt, adequacy and legal sufficiency of which are
hereby acknowledged, the parties have entered into the above Amendment and have caused their
duly authorized representatives to execute this Amendment.

Contractor, Amerigroup lowaTns, Agency, lowa Depariment of Human Services

| Date: ’Sllgymmed Repr iver— Date!
£\ 9/5/ 7 o iy

l‘idf@ Name: | @VNT%—%«Q M Mﬂ-&DdN M rifted-Mame: Jerry Foxhoven

Tile:

Plin P P{W < —"| Title: Director

Aanerd o AOUP ‘Towht
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Amendment 2. Exhibit B:

Attachment 2.7 Medical Loss Ratio

PART A: Applicable to Contractor Medical Loss Ratio (“MLR”) reporting submitted after the end of the
State Figcal Year 2018 (June 30, 2018).

(2) Applicability. The following MLR standards apply to both Title XIX and Title XX1 capitation
payments. Contractor shall report separate MLRs for the Title XIX and Title XXI populations.

(b} Definitions. As used in this section, the following terms have the indicated meanings:

Credibility adjustment means an adjustment to the MLR for a partially credible MCO, PIHP, or
PAHP to accomnt for a difference between the actual and target MLRs that may be due to random
Cgtatistical variation. - - - -

Full credibility means a standard for which the experience of an MCO, PIHP, or PAHP is
determined to be sufficient for the calculation of a MLR with a minimal chance that the difference
between the actual and target medical loss ratio is not statistically significant. An MCO, PIHP, or PAHP
that is assigned full credibility (or is fully credible) will not receive a credibility adjustment to its MLR.

Member months mean the number of months a member or a group of members is covered by
Contractor over a specified time period, such as a year.

MLR reporting year means a period of 12 months consistent with the State fiscal year.3.2

No eredibility means a standard for which the experience of an MCO, PIHP, or PAHP is determined
to be insufficient for the calculation of a MLR. An MCO, PIHP, or PAHP that is assigned no credibility
(or is non-credible) will not be measured against any MLR requirements.

Non-claims costs means those expenses for administrative services that are not: Incurred claims (as
defined in paragraph (e)(2) of this section); expenditures on activities that improve health care quality (as
defined in paragraph (€)}(3) of this section); or licensing and regulatory fees, or Federal and State taxes (as
defined in paragraph (£)(2) of this section).

Partial credibility means a standard for which the experience of an MCO, PIHP, or PAHP is
determined to be sufficient for the calculation of a MLR but with a non-negligible chance that the
difference between the actual and target medical loss ratios is statistically significant. An MCOQ, PIHP, or
PAHP that is assigned partial credibility (or is partially credible) will receive a credibility adjustment to
its MLR.

(c) MLR guarantee. A minimum MLR of 88% must be achieved for each MLR reporting year by the
Contractor, consistent with this section. Contractor has a Target Medical Loss Ratio of eighty-eight
percent (88%) aggregate for all covered populations. If the Medical Loss Ratio calculated as set forth
below is less than the Target Medical Loss Ratio, Contractor shall refund to the State an amount equal o
the difference between the calculated Medical Loss Ratio and the Target Medical Loss Ratio (expressed
as a percentage) multiplied by the Coverage Year Revenue. The Agency shall prepare a Medical Loss
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Ratio Calculation which shall summarize Contractor’s Medical Loss Ratio .for Enrollees under this
Contract for each Coverage Year. The Medical Loss Ratio Caloulation shall be determined as set forth

below; however, the Agency may adopt modified reporting standards and protocols after giving written
notice to Contractor.

(d) Calculation of the MLR The MLR experienced for Contractor in a MLR teporting year is the
ratio of the numerator {as defined in paragraph (e) of this section) to the denominator (as defined in
paragraph (f) of this section). A MLR may be increased by a credibility adjustment, in accordance with
paragraph (h) of this section.

(e) Numerator—(1) Required elements. The numerator of Contractor’s MLR for a MLR reporting
year is the sum of the Contractor’s incurred claims (as defined in (e)}(2) of this section); the Contractor’s
expenditures for activities that improve health care quality (as defined in paragraph (e)(3) of this section);
and fraud reduction activities (as defined in paragraph (e}(4) of this section).

(2) Incurred claims. (i) Incurred claims must include the following:
(A} Direct claims that the Contractor paid to providers (including under capitated confracts with

network providers) for services or supplies covered under the contract and services meeting the
requirements of 42 C.F.R. § 438.3(e) provided to members.

(B) Unpaid claims liabilities for the MLR reporting year, including claims reported that are in the
process of being adjusted or claims incurred but not reported.

(C) Withholds from payments made to network providers to the extent that such withholds have
been finalized to be paid or have been paid.

(D) Claims that are recoverable for anticipated coordination of benefits.
(E) Claims payments recoveries received as a result of subrogation.

(F) Incurred but not reported claims based on past experience, and modified to reflect current
conditions, such as changes in exposure or claim frequency or severity.

(G) Changes in other claims-related reserves.

(H) Reserves for contingent benefits and the medical claim portion of lawsuits.

(iiy Amounts that must be deducted from incurred claims include the following:

{A) Overpayment recoveries received from network providers.

(B) Prescription drug rebates received and accrued.

(iii) Expenditures that must be included in incurred claims include the following:

(A) The amount of incentive and bonus payments to network providers fo the extent that such bonus

payments have been finalized to be paid or have been paid.
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(B) The amount of claims payments recovered through fraud reduction efforts, not to exceed the
amount of fraud reduction expenses. The amount of fraud reduction expenses must not include activities
specified in paragraph (e)}(4) of this section.

(iv) Amounts that must either be included in or deducted from incurred claims include, respectively,
net payments or receipts related to State mandated solvency funds.

{(v) Amounts that must be excluded from incurred claims;

(A) Non-claims costs, as defined in paragraph (b) of this section, which include the foliowing:

(7y Amounts paid to third party vendors for secondary networl savings.

(2} Amounts paid to third party vendors for network development, administrative fees, claims
. processing, and utilization management.

(3) Amounts paid, including amounts paid to a provider, for professional or administrative services
that do not represent compensation or reimbursement for State plan services or services meeting the
definition in 42 C.F.R. § 438.3(c) and provided to a member. Payments under this subsection (3) are only
to be considered incurred claims if the following four-factor test is met:

I. The entity contracts with an issuer to deliver, provide, or arrange for the delivery and
provision of clinical services to the issuer’s enrollees but the entity is not the issuer with
respect to those services;

J1. The entity contractually bears financial and utilization risk for the delivery, provision,
or arrangement of specific ¢linical services to enrollees;

1. The entity delivers, provides, or arranges for the delivery and provision of clinical
services through a system of integrated care delivery that, as approptiate, provides for the
coordination of care and sharing of clinical information, and which includes programs
such as provider performance reviews, tracking clinical outcomes, communicating
evidence-based guidelines to the entity’s clinical providers, and other, similar care
delivery efforts; and

V. Functions other than clinical services that ave included in the payment (capitated or
fee-for-service) must be reasonably related or incident to the clinical services, and must
be performed on behalf of the entity or the entity’s providers.

(4) Fines and penalties assessed by regulatory authorities.

(B) Amounts paid to the Agency as remittance under paragraph (j) of this section,

(C) Amounts paid to network providers under to 42 C.F.R.
§ 438.6(d).
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(vi) Incurred claims paid by one Contractor that is later assumed by another entity must be reported
by the assuming Contractor for the entire MLR reporting year and no incurred claims for that MLR
reporting year may be reported by the ceding Contractor.

(3) dctivities that improve healih care quality. Activities that improve health care quality are limited
to 2% of capitation payments and must be in one of the following categories:

(i) A Contractor activity that meets the requirements of 45 C.FR. § 158.150(b) and is not excluded
under 45 C.F.R, § 158.150(c).

(i) A Contractor activity related to any EQR-related activity as described in 42 C.FR.
§ 438.358(b) and {c).

(iii) Any Contractor expenditure that is related to Health Information Technology and meaningful
use, meets the requirements placed on issuers found in 45 CF.R. § 158.15], and is not considered
“incurred claims, as defined in paragraph (€)(2) of this section, ' o ' ‘

(4) Fraud prevention activities. Contractor expenditures on activities related to fraud prevention as
adopted for the private market at 45 C.F.R, part 158. Expenditures under this paragraph must not include
expenses for fraud reduction efforts in paragraph (e}(2)(ili)(B) of this section.

(f) Denominator—(1) Required elements. The denominator of Contractor’s MLR for a MLR
reporting year must equal the adjusted premium revenue. The adjusted premium revenue is the
Confractor’s premium revenue (as defined in paragraph (f)(2} of this section} minus the Contractor’s
Federal, State, and local taxes and licensing and regulatory fees (as defined in paragraph {H)(3) of this
section) and is aggregated in accordance with paragraph (i) of this section.

(2) Premium revenue. Premium revenue includes the following for the MLR reporting year:

(i) Agency capitation payments, developed in accordance with 42 C.FR. § 438.4, to the Contractor
for all members under a risk contract approved under 42 C.F.R. § 438.3(a), excluding payments made
under to 42 CF.R. § 438.6(d).

(ii) Agency-developed one time payments, for specific life events of members.
(iii) Other payments to the Contractor approved under 42 C.F.R. § 438.6(5)(3).

{iv) Unpaid cost-sharing amounts that the Contractor could have collected from members under the
Contract, except those amounts the Contractor can show it made a reasonable, but unsuccessful, effort to
collect.

(v) All changes to unearned premium reserves,

(vi) Net payments or receipts related to risk sharing mechanisms developed in accordance with 42
CFR.§438.5or42 CFR. §438.6.

(3) Federal, State, and local taxes and licensing and regulatory fees. Taxes, licensing and regulatory
fees for the MLR reporting year include:
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(i) Statutory assessments to defray the operating expenses of any State or Federal department.
(ii) Examination fees in lieu of premium taxes as specified by State law.

(iii) Federal taxes and assessments allocated to Contractor, excluding Federal income taxes on
investment income and capital gains and Federal employment taxes,

(iv) State and local taxes and assessments including:

{A) Any industry-wide (or subset) assessments (other than surcharges on specific claims) paid to the
State or locality directly.

(B) Guaranty fund assessments.

. {C) Assessments of State or locality industrial boards or other boards for operating expenses or for.
benefits to sick employed persons in connection with disability benefit laws or similar taxes Jevied by
States.

(D) State or locality income, excise, and business taxes other than premium taxes and State
employment and similar taxes and assessments.

(E) State or locality premium taxes plus State or locality taxes based on reserves, if in lieu of
premium taxes.

(v) Payments made by Contractor that are otherwise exempt from Federal income taxes, for
community benefit expenditures as defined in 45 C.F.R. § 158.162(c), limited to the highest of either:

(A) Three percent of earned premium; or

(B) The highest premium tax rate in the State for which the report is being submitted, multiplied by
the Contractor’s earned premium in the State.

(4) Denominator when Contractor is assumed. The total amount of the denominator for Contractor
if Contractor is later assumed by another entity must be reported by the assuming MCO, PIHP, or PAHP
for the entire MLR reporting year and no amount under this paragraph for that year may be reported by
Contractor.

(g) Alfocation of expense—(1) General requirements. (i) Each expense must be included under only
one type of expense, unless a portion of the expense fits under the definition of, or criteria for, one type of
expense and the remainder fits into a different type of expense, in which case the expense must be pro-
rated between types of expenses.

(ii) Expenditures that benefit muitiple contracts or populations, or contracts other than those being
reported, must be reported on a pro rata basis.

(2) Methods used to allocate expenses. (i) Allocation to each category must be based on a generally
accepted accounting method that is expected to yield the most accurate results.
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(ii) Shared expenses, including expenses under the terms of a management contract, must be
apportioned pro rafa to the contract incurring the expense.

(iif) Expenses that relate solely to the operation of a reporting entity, such as personnel costs

associated with the adjusting and paying of claims, must be borne solely by the reporting entity and are
not to be apportioned to the other entities,

(h) Credibility adjustment. (1) Contractor may add a credibility adjustment to a calculated MLR if
the MLR reporting year experience is partially credible. The credibility adjustment must be added to the
reported MLR caleulation before calculating any remittances.

(2) Contractor may not add a credibility adjustment to a calculated MLR if the MLR reporting year
experience is fully credible.

- {3) If Contractor’s experience is-non-credible, it is presumed to meet or exceed the MLR caloulation- -
standards in this section.

(4) On an annual basis, CMS will publish base credibility factors for MCOs, PIHPs, and PAHPs that
are developed according to the following methodology:

(1) CMS will use the most recently available and compiete managed care encounter data or FFS
claims data, and enrollment data, reported by the states to CMS. This data may cover more than 1 year of
experience.

(ii) CMS will calculate the credibility adjustment so that a MCO, PIHP, or PAHP receiving a
capitation payment that is estimated to have a medical loss ratio of 85 percent would be expected to
experience a loss ratio less than 85 percent 1 out of every 4 years, or 25 percent of the time.

(iii) The minimum number of member months necessary for a MCO's, PIHP's, or PAHP's medical
loss ratio to be determined at lzast partially credible will be set so that the credibility adjustment would
not exceed 10 percent for any partially credible MCO, PIHP, or PAHP. Any MCO, PIHP, or PAHP with
enrollment less than this number of member months will be determined non-credible.

(iv) The minimum number of member months necessary for an MCO's, PIHP's, or PAHP's medical
toss ratio fo be determined fully credible will be set so that the minimum credibility adjustment for any
partially credible MCO, PIHP, or PAHP would be greater than 1 percent. Any MCQO, PIHP, or PAHP
with enroilment greater than this number of member months wiil be determined to be fully credibie.

(v) A MCO, PIHP, or PAHP with a number of member months between the levels established for
non-credible and fully credible plans will be deemed partially credible, and CMS will develop
adjustments, using linear interpolation, based on the number of member months.

(vi) CMS may adjust the number of member months necessary for a MCO's, PIHP's, or PAHP's
experience to be non-credible, partially credible, or fully credible so that the standards are rounded for the
putposes of administrative simplification. The number of member months will be rounded to 1,000 or a
different degree of rounding as appropriate to ensure that the credibility thresholds are consistent with the
objectives outlined herein.
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(1) Aggregation of data. MCOs, PIHPs, or PAHPs will aggregate data for all Medicaid eligibility
eroups covered under the contract with the Agency and will aggregate data for all Title XXI eligibility
groups covered under the Contract with the Agency consistent with the requirement to report the two
populations separately as noted in subsection (a) above.

(i) Remittance to the Agency if specific MLR is not mef. Contractor must provide a remittance for an

MLR reporting year if the MLR for that MLR reporting year does not meet the minimum MLR standard

of 88 percent. Contractor shall remit payment to the Agency within 90 days of submission of the MI.LR
report for any MLR falling below the MLR standard.

(k) Reporting requirements. (1) Contractor shall submit a report to the Agency that includes af least
the following information for each MLR reporting year:

(1) Total incurred claims with IBNR reported separately.
(i) Expenditures on quality improving activities.
(ili) Expenditures related to activities compliant with 42 C.F.R. § 438.608(a)(1) through (5), (7), (8)
and (b).
(iv) Non-claims costs.
{v) Premium revenue.
{vi) Taxes, licensing and regulatory fees.
(vii) Methodology(ies) for allocation of expenditures.
(viil) Any credibility adjustment applied.
(ix) The calculated MLR.

(x) Any remittance owed to the Agency, if applicable.

{(xi) A comparison of the information reported in this paragraph with the audited financial report
required under 42 C.F.R. § 438.3(m).

(xii) A description of the aggregation method used under paragraph (i) of this section,

(xiit) The number of member months.

(2) Contractor must submit the report required in paragraph (k)(1} of this section in a timeframe and
manner determined by the Agency, which must be within 12 months of the end of the MLR reporting

year.

(3) Contractor must require any third party vendor providing claims adjudication activities to
provide all underlying data associated with MLR reporting to Contractor within 180 days of the end of the
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MLR reporting year or within 30 days of being requested by the Contractor, whichever comes sooner,
regardless of current contractual limitations, to calculate and validate the accuracy of MLR reporting,

(1) Newer experience. The Agency, in its discretion, may exclude a Contractor that is newly
contracted with the Agency from the requirements in this section for the first year of the Contractor’s
operation. Such Contractor’s must be required to comply with the requirements in this section during the
next MLR reporting year in which the Contractor is in business with the Agency, even if the first year was
not a full 12 months.

(m) Recaleulation of MLR. In any instance where an Agency makes a retroactive change to the
capitation payments for a MLR reporting year where the report has already been submitted to the Agency,
the Contractor must re-calculate the MLR for all MLR reporting years affected by the change and submit
a new report meeting the requirements in paragraph (k) of this section.

(n) Attestation. Contractor must atiest to the accuracy of the calculation of the MLR in accordance
-with requirements of this section when submitting the report required under paragraph (k) of this section.

PART B: Medical Loss Ratio Provision Applicable through the end of State Fiscal Year 2017 (6/30/17)
The Medical loss ratio definitions and calculation methodology set forth below are applicable only to
contract periods through the end of State Fiscal Year 2017 (6/30/2017) (i.e., for the first contract period
from April 1, 2016 to June 30, 2017); thereafter, Part A of this attachment applies.

Medical Loss Ratioc Guarantee: Contractor has a Target Medical Loss Ratio of eighty-eight percent
(88%) aggregate for all covered populations. If the Medical Loss Ratio calculated as set forth below is
less than the Target Medical Loss Ratio, Contractor shall refund to the State an amount equal to the
difference between the calculated Medical Loss Ratio and the Target Medical Loss Ratio (expressed as a
percentage) multiplied by the Coverage Year Revenue, The Agency shall prepare a Medical Loss Ratio
Calculation which shall summarize Contractor’s Medical Loss Ratio for Enrollees under this Contract for
each Coverage Year. The Medical Loss Ratio Calculation shall be determined as set forth below;
however, the Agency may adopt modified reporting standards and protocols after giving written notice to
Contractor.

Revenue. The revenue used in the Medical Loss Ratio calculation will consist of both Capitation and
Risk Corridor revenue. Capitation revenoe will be the Capitation payments made by the Agency to
Contractor adjusted to exclude any supplemental payments, taxes, and regulatory fees due from and or
received from the Agency for setvices provided during the Coverage Year. Capitation payments will be
determined on a gross basis without regard to whether the health plan recovers the performance withhold,
Any risk corridor payments from the Agency to the Contractor or from the Contractor to the Agency will
be considered as premium revenue in the calculation of the contractually required 88% minimum loss
ratio.

Benefit Expense. The Agency shall determine the Benefit Expense using the following data:
»  Paid Claims. Paid Claims shall be included in Benefit Expense. The Agency shall use
Encounter Data claims for all dates of service during the Coverage Year and accepted by
the Agency within six (6) months after the end of the Coverage Year, If the Contractor
and Agency are unable to resolve Encounter Data systems issues pricr to calculation of
the MLR, a mutually agreed upon alternative method of calculating paid claims expense
will be used. Encounter Data claims covered by sub-capitation contracts shall be priced at

Contractor’s Fee-For-Service rate for Covered Services or the Agency’s designated
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pricing. Contractor shall provide clear supporting documentation of these sub-capitaled
arrangements. Incurred expenditures may, af the discretion of the Agency, be repriced at
the Agency’s Medicaid fee-for-service equivalent rates.

e Incurred But Not Paid Claims. Claims that have been incurred but not paid (IBNP), as
submitted by the Contractor, The Agency’s actuary will review this submission for
accuracy and reasonableness.

» Provider Incentive Payments. Provider incentive payments shall be made within Contract
requirements set forth in Section 10.3.2. Incentive payments to providers paid within six
(6) months after the end of the Coverage Year for performance measured during the
Coverage Year provided the payments are made pursuant to agreements in place at the
start of the measurement period under which the benchmarks triggering payments and the
methodology for determining payment amounts are clearly set forth shall be included in
Benefit Expense.

o Other Benefit Expense. Any service provided directly to an Enrollee not capable of being
sent as Encounter Data due to there not being appropriate codes or similar issues may be
sent to the Agency on & report identifying the Enrollee, the service and the cost, along
with clear documentation of the methodology for determining payment amounts. Such
costs will be included in Benefit Expense upon the Agency’s approval, Other Benefit
Expense will be limited to State Plan approved services and B3 services for the Member
and will not include any additional value added services.

o Supplemental Payments. Supplemental payments shail be excluded from the Benefit
Expense.

Data Submission. Contractor shall submit data to the Agency, in the form and manner prescribed by the
Agency in Section 13 of the Contract. The Contractor sha!l submit information to the State within 30 days
following the six (6) month claims run-out period.

Medical Loss Ratio Calculation and Payment. Within ninety (90) days following data submission, the
Agency shall calculate the Medical Loss Ratio by dividing the Benefit Expense by the Revenue. The
Medical Loss Ratio shall be expressed as a percentage rounded to the second decimal point. For example,
a Medical Loss Ratio calculated at 87.95% does not meet the minimum Medical Loss Ratio requirements
of 88%. Contractor shall have sixty (60) days to review the Agency’s Medical Loss Ratio Calculation.
The Agency and Contractor shall have the right to review all data and methodologies used to calculate the
Medical Loss Ratio.

Any payments due to the Agency are due and payable by the Contractor within 15 days of the end of the
third calendar quarter of each Coverage Year.

Coverage Year. The Coverage Year will initially be considered a fifteen (15) month period followed by
subsequent twelve (12) month periods. The Medical Loss Ratio Caleulation shall be prepared using all
data available from the Coverage Year, including IBNP and six (6) months of run-out for Benefi{
Expense.

Risk Corridor for Long Term Services and Supports.
in addition, the parties to the Contract agree to impose a LTSS risk corridor (LTSS RC). This risk
corridor shall be based on a per member per month basis using incutred expenditures specific to the
LTSS categories of service (Institutional & Waiver) and shall be applicable only to the first contract
period from April 1, 2016 to June 30, 2017.
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The risk corridor amounts utilized as the benchmark shall be the risk-adjusied LTSS gross capitation
rates by rate cell for the April to June 2016 and July 2016 to June 2017 time periods excluding the
administrative component and member participation component of each rate cell. This benchmark is
defined as the farget LTSS RC rates.

Risk corridors are defined as follows:

IA Heolth Link Risk Corridor for LTSS

Target LTSS RC rate values arve presented in Exhibit B

+ 2% of target LTSS
RC rate

Contractor is responsible for 100% of losses greater than target LTSS RC
rate and less than or equal to 102% of target LTSS RC rate,

+ 2% to 4% of target
LTSS RC rate

Contractor is responsible for 75% of losses greater than 102% of target
LTSS RC rate and less than or equal to 104% of target LTSS RC rate.

Agency is vesponsible for 25% of losses greater than 102% of target LTSS
RC rate and less than or equal fo 104% of target LTSS RC rate

+ 4% 10 6% of rarget
LTSS RC rate

Contractor is responsible for 50% of losses greater than 104% of target

LTSS RC rate and less than or equal to 106% of target LTSS RC rate.

Agency is responsible for 50% of losses greater than 104% of target LTSS
RC rate and less than or equal fo 106% of targer LTSS RC rate.

+ 6% to 8% of target
LTS8 RC rate

Contractor is responsible for 25% of losses greater than 106% of target
LTSS RC rate and less than or equal to 108% of target LTSS RC rate.

Agency is responsible for 75% of losses greater than 106% to torget LTSS
RC rate and less than or equal to 108% of target LTSS RC rate.

+ 8% to 12.5% of

Agency is responsible for 100% of losses greater than 108% of target

target LTSS RC rate. LTSS RC rate and less than or equal to 112.5% of target LTSS RC rate.

>+ 12.5% of target | Coniractor is responsible for 100% of losses greater than 112.5% of
LTSS RC rate target LTSS RC rate.

_ 2% of the LTSS cost | Contractor retains 100% of gains less than target LTSS RC rate and
component greater than or equal to 98% of target LTSS RC rate.

- 2% fo 4% of target | Contractor retains 75% of gains less than 98% of target LTSS RC rate and
LTSS RC rate greater than or equal to 96% of target LTSS RC rate.

Agency retains 25% of gains less than 98% of targer LTSS RC rate and
greater than or equal 10 96% of target LTSS RC rate.

- 4% to 6% of target
LTSS RC rate

Contractor retains 50% of gains less than 96% of target LTSS RC rate and
greater than or equal to 94% of target LISS RC rate.

Agency retains 50% of gains less than 96% of target LTSS RC rate and
areater than or equal to 94% of target LTSS RC rate,

- 6% to 8% of target
LTSS RC rate

Contractor retains 25% of gains less than 94% of target LTSS RC rate and
greater than or equal to 92% of target LTSS RC rate.

Agency retains 75% of gains less than 94% of target LTSS RC rate and
greater than or equal to 92% of target LTSS RC rate.

- 8% to 12.5% of | Agency retains 100% of gains less than 92% of target LTSS RC rate and
farget LTSS RC rate greater than or equal to 87.5% of target LTSS RC rate.
<12.3% of target | Contractor retains 100% of gains less than 87.5% of target LTSS RC rate.
LTSS RC rate
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The following terms and conditions will apply to the LTSS risk corridor:

The LTSS Risk Corridor shall apply to claims incurred and premium revenue earned during the first
contract year from April 1, 2016 through June 30, 2017, The calculation of the LTSS risk corridor
shall be a comparison of the claims cost component of the capitation rates to actual incurred
expenditures. The calculation of the LTSS risk corridor shall not be a medical loss ratio calculation.
The risk corridor amounts utilized as the benchmark are the risk-adjusted LTSS gross capitation rates
by rate cell for the April to June 2016 and July 2016 to June 2017 time periods excluding the
administrative component. The risk-adjusted LTSS gross capitation rates by rate cell to be utilized for
the LTSS risk corridor calculation are presented in Exhibit B. The LTSS risk corridor calculation
shall reflect a blend of the April to June 2016 and July 2016 to June 2017 gross capitation rates based
on actual enrollment for the 15-month rating period. The LTSS risk corridor is specific to the LTSS
component of the capitation rates and shall be performed on a composite basis across all LTSS rate
cells.

Capitation revenue used in the LTSS risk corridor calculation shall be the LTSS component of the
capitation rates inherent in capitation payments made by the Agency to Contractor adjusted to
exclude any supplemental payments, taxes, and regulatory fees, due from and or received from the
Agency for services provided during the Coverage Year including amounts withheld. Capitation
payments shall be determined on a gross basis without regard to whether the Agency recovers the
performance withhold.

Benefit Expense. The Agency shall determine the Benefit Expense for the LTSS RC using the
following data:

e Paid Claims. Paid Claims shali be included in Benefit Expense. The Agency shall use Encounter
Data clatms for all dates of service during the Coverage Year and accepted by the Agency within
six (6) months after the end of the Coverage Year. If the Contractor and Agency are unable to
resolve Encounter Data systems issues prior to calculation of the LTSS RC, a mutually agreed
upon alternative method of calculating paid claims expense will be used. Encounter Data claims
covered by sub-capitation contracts shall be priced at Contractor's Fee-For-Service rate for
Covered Services or the Agency's designated pricing. Contractor shall provide clear supporting
documentation of these subcapitated arrangements. Incurred expenditures may, at the discretion
of the Agency, be repriced to the Agency’s Medicaid fee-for-service equivalent rates.

o Incurred But Not Paid Claims. Claims that have been incurred but not paid (IBNP), as submitted
by the Contractor. The Agency's actuary will review this submission for accuracy and
reasonableness.

e Incurred expenditures shall include costs for services rendered for long term services and
supports. Services identified as long term services and supports shall be consistent with capitation
rate setting methodology. Incurred expenditures shall not include costs related to acute care,
behavioral health, shott term institutional, or short term home and community based services.

o Incurred expenditures will not include quality improvement expenses, case management
expenses, or other administrative expenses.

e Incurred expenditures shall be net of patient participation amounts without regard to whether the
Contractor collects these amounts. Incurred expenditures will reflect the application of any
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member copayments specific to LTSS, without regard to whether the Agency collects these
amounts.

e Provider Incentive Payments. Provider incentive payments shall be made within Contract
requirements set forth in Section 10.3.2. Incentive payments to providers paid within six (6)
months after the end of the Coverage Year for performance measured during the Coverage Year
provided the payments are made pursuant to agreements in place at the start of the measurement
period under which the benchmarks triggering payments and the methodology for determining
payment amounts are clearly set forth shall be included in Benefit Expense.

o  Supplemental Payments. Supplemental payments shall be excluded from the Benefit Expense.

Data Submission. Contractor shall submit data to the Agency, in the form and manner prescribed by
the Agency in Section 13 of the Contract. The Contractor shall submit information to the State within
30 days following the six (6) month claims run-out period.

L¥SS risk corridor Calculation and Payment, Within ninety (90) days foliowing data submission,
the Agency shall calculate the LTSS risk corridor by comparing actual benefit expense to capitation
revenue across the applicable services and populations. The capitation revenue used in the risk
corridor calculation shall reflect & weighted average of the Target LTSS RC rate values effective
April 1, 2016 and July 1, 2016 using actual enrollment for the Contractor for the evaluation peried
(i.e., April 1, 2016 to June 30, 2017). A sample calculation illustrating the LTSS risk corridor
calculation shall be provided by the Agency in Exhibit B.02.

Contractor shall have sixty (60) days to review the Agency's LTSS risk corridor calculation. The
Agency and Contractor shall have the right to review all data and methodologies used to calculate the
LTSS RC payment obligation.

The payments are due to either the Agency or the Contractor plan no later than October 15, 2018.

Acceptance by Coniractor of any Agency risk corridor payment for either the medical risk cortidor or
the LTSS RC irrevocably and unconditionally releases, acquits, and forever discharges the State of
Towa, the Agency, and all of the Agency's officers, directors, employees, agents, and attorneys, from
any and all liability whatsoever from any and all claims, demands and causes of action of every
nature whatsoever that Contractor may have or may ever claim to have now existing or hereafter
arising that relate to or arise out of any assertion regarding the reasonableness of the associated
medical risk corridor or LTSS RC calculation and/or payment.
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State of lowa - Dapartment of Human Services, Divistan of Medical Services

Gross Hase RISK

Gross Base Adjusted
Medical Medical

Capitation Rale Gell Capitation Capitation
Children 0-52 days M&F § 1.844.73 $1,844.73
Chilrer 60-364 days MEF 218,43 216,43
Chidren 1-4 M&F 740 117.00
Chitdran §-14 M&F 128.20 12868
Chitdren 15-20 F 222.21 22128
Childran 15-20 8 201,29 20044
Non-Expansion Adults 24-34 F 330.84 33173
Non-Expansion Aduils 21-34 M 222.8% 223.55
Nen-Expansion Adulls 35-48 F 479.94 481.52
Nop-Expansion Adults 3840 M 40117 402,49
ton-Expansion Adulls $0+ M&F SEET §72.46
Pregrant Wormen 338,60 336.60
GHEP - Children 0-5% days M&F § 182473 $ 4,036.88
CHIP - Children 60-384 days M&F 21643 215,62
CHIP - Chlgren 1-4 MBF 1749 1T
CHIP - Children 5-14 MaF 12620 126,68
CHIP - Children 1S-20F 2t 22128
CHIP « Chiidren 5-20 M 201.28 20044
CHIF - Hawked $1565.76 158576
TANF Maternlly Case Rate 3817205 §$8,172.06
Pregnast Women Matersily Case Rate $ 546080 § 5,468.90
Wellness Plan 1524 F (Medically Exempi) 5 434.25 $B36.01
Weliness Plan 1824 M (Medically Exempy §17.58 519.24
Wellnssy Pian 25-34 F (Medicaly Exompt} 768148 764,00
Wellness Pfan 26-34 M {Medically Exempl) 756,28 T5B.78
Wellness Plen 3549 F (Medically Bxempt) 121848 1,242.20
Welinuss Plen 3548 M {Medically Exempt) 118874 1,185.64
Walinass Plan 50+ M &F (Medically Exempt) $1.582.05 §1.537.11
Waliness Plan 1924 ¥ {Non-Medically Exempl} §202.24 §202.9¢
Waliness Plan 18-24 M (Nen-Mstically Exempl) 185,87 196,52
Wellness Plan 25-34 F (Non-Medlcally Exernpty 28B.78 289,73
Wellnoss Plan 25-34 8 (Non-Medically Exempt) 28660 2B7.75
Wellness Pian 3549 ¥ (Non-Medically Exempt) 48272 464,28
Wailness Plan 35-49 M {Non-Medically Exempt} 448.84 480,32
Weliness Plen 50+ MEF {Non-Madically Exempt} §582.25 $ 58417
Family Planning Walver %18.44 31844
ABD Nan-Diual <21 M&F $ 61833 5620.06
ABD NonwDual 21+ M&F 1.164.8% 1,171,385
Breast and Corvical Cancer 171820 1,727.82
Residentlsl Care FacHily % 1,027.58 §1,827.58
Duai Eligible §-G4 M&F $ 458.36 § 458,35
Dual Eligible 65+ MEF §228.81 §222.61
Custodial Care Nursing Facility 5+ §128.98 312348
Hesploe B5+ 12386 123,88
Elderly BCBS Waivir $242.74 $2dard

L1565 wills MCO-Specific Rebalencing and Risk Adjustment
Custodial Car Nursing Faclity <566 $814.20 $ 814,20
Hoopice <GB 894,20 814,20
Non-Dua! Skdfied Nursing Faciiity 2,546.68 2.545.58
Dual HCBE Walvers: PIX, H&D 3066.49 649
Nen-Dual HCBS Walvers: PO H&D, AIDS 162281 1,622.81
Fralp Injury BCES Yialver 82681 587883

LTSS wily MCO-Specific Rebalancing and Risk Adjustrant
ICFIMR 548045 $ 489,45
Stale Resouroe Center 183.25 163,25
Intefloctust Cisablily HOBS Waiver £483381 5 B33

LTSS with MCO-Spedific Rebal 1y and Risk Ad)
Childron in & Pgychizidc Mentat nstitule (PMIC) $oBs.18 $£85.18
Chideon's Montat Haslih HCBS Waiver $974,5C 27480

LTSS with MCO-Specifis Rebalancing and Risk Adjusiment

Amerigroup B Apr 2016
Saecond Amendment, Exhibit A
Bpecial Gontract Amendment 3.2-G3

#iltiman, ino,

lowi Miedicaikl Enderprise
1A Houlth Link
Apil , 2018 Lo dune 30, 2076 Capitation Rate Summisry
Healih Plan: Amerigroup

#fedical Gross Capllation

GME UIHG
PR i Suppl fal Gross Totaj
4915b(3) PNEM FHMPM
§0.60 $6.28 $40.94 §1,880.15
- 528 1142 233.13
0,02} 5.28 539 12765
{0.36) 528 3.11 13668
{2.9%) .28 838 23004
14.08) 5,28 3.32 204.96
{8.37) 5,28 2.92 338.56
{171 523 4,84 28198
14.74) 5.28 15,80 499,86
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{484} 528 Lich ) 589.34
{8.27} 528 2128 362.90
$5.00 5000 §0.00 £1,838.98
- - - 21562
{002y - .o PR LAl
{0,356} " . 12830
@81} - - 21837
4.08) - - 195,38
$0.00 $0.00 £0.00 § 155,76
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50,00 $0.00 $06.00 $ 5,468.80
$(1.49) 5 0.00 $9.74 § 544,34
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§0.00 $6.00 $0.00 3 18.44
${2.57) $5.28 51240 $835.01
{8.76} 528 26.27 1,403.14
(1.203 " 22.24 1,748,680
$(31.73) $5.28 $11.43 $1,812.59
$(18.18) §0.00 3000 $ 44317
${1.15) $0.00 $0.00 $ 22846
$(0.07}) $0.00 $0.00 §123.88
0.07) - - 123.89
${1.50) $0.00 $0,00 841,24
§ {2.39) $5.28 §22.50 $ 830,59
[2.35) 5.28 22,80 B35.59
{0,168} 528 80.70 2.811.48
$5.91) - - 360,08
2.21) 5.28 38.85 1.664.73
$.(6.43) 5528 4188 $ 887,78
$1{0.00) $5.28 $10.28 § 504.94
(0.0 528 6.47 184,99
FACKL §8.20 §2n88 £552.97
${21.49) $628 $ 10651 $674.50
S44TD $5.28 s182 §882.89
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4.74
+50
1.84
8.27

$0.06

ooz
036
2m
408
000

F0.00
000

$1.41
0.5%
8
127
1.74
113
$o2z

50,64
AL
1.06
048
.86
A3

$0.08

F9.00

$2.51
9.75
120
$8LT3

3 15.18
$1.1%

s0.07
007
$1.50

5239
2,39
0.46
594
221

$643

$0.07
o1
2521

$29.48
FENA)
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Bi302017

MED-16-018
Stata of lowa ~ Departmend of Human Services, Divislen of Medical Services
fowa Maticaid Enterpsise
{A Health Link
April 1, 2048 to June 3¢, 2418 Capitatlon Rate Bummary
Heatth Plan: Amerigroup
Medigai Not Gapltation
MGt Hage Kisk
Gross Todal Net Base Adjusted GME YIHC
State Flan plus Kedical Medical Supplemental  Swppiomental  Nef Totad State
Capitation Hate Cetl 1815h{3} Rate Capitation Gagitation 1H155(3) PMPR PRPM Plar Rate 1915k{3)
Chitdran 6-89 days ME&F 5 1.880,15 4 1,807.8¢ §1,807.54 $ &.00 §$528 $40.14 § 185026 §0.00
Children 60-3854 days MEF bl 212,41 21211 4 5.28 11,42 228,81 -
Chiidren: $-4 M&T 127.87 11545 14487 {0.02) H.28 S48 12532 G.0Z
Children 514 M&F 137,05 126.82 26,09 {0.26) 528 311 13492 036
Children 15-20 F 23255 211,76 216.65 (2.86) 528 6.39 224668 2.86
Childien 15-20 M 208,04 197.28 196.43 {3.88) 5.28 852 201,04 359
Non-Expansion Adults 25-34 F 345,83 374.03 32840 {8.21) 5.28 @02 332,09 821
NorvExpansioh Adults 2134 M 23367 21835 21507 {168 3.28 4.84 22759 168
Non-Expansion Aduis 3646 F 498.8G 47034 471.8% (4.64) 5,28 11.80 484,33 464
Non-Expansion Adulls 35-48 M 415,84 39514 38444 (1.47) 5.28 817 406.42 147
Nor-Expangion Adully 50+ M&F St 558,87 55071 (189} 528 13,75 71,92 1.81
Pregnent Wormen 365.97 33183 33183 {617} 628 2128 35823 517
CGHIP - Childran 0-68 days M&F $1,828.88 5 1,807.84 § 480025 000 000 $0.00 $ §,B00.35 5§ 0.00
CHIP - Children 50-364 days MSF 21552 212,14 29122 - - - 211.22 -
CHIP ~ Chidren 1-4 M&F 11700 B bR 1487 . {0.02) - . 114.65 o0z
CHIP ~ Childron 5-14 M&F 12868 126.62 £20.0% (0.36) . - 12673 0.36
CHIP - Children 15-20 F 22128 217,76 716.85 (Z.86) - - 21380 286
CHI# - Children 15-20 M 200.44 197.26 196,43 {2.99) - - 19244 3,99
CHIP - HawkA §156.76 §182.64 3 152.64 5080 $0.00 sqon § 16264 $0.00
TANF Matemity Case Rate $6,172.08 56,04661 $6,048.61 3000 $0.00 $0.00 $o.048.61 §90.00
Pregaant Wormen Malemily Case Rale $ 5.468.50 $5,350.53 5535953 $ 000 $0.00 5000 $ 535983 50.00
Wellnoss Plan 19-24 F {Medleally Exempt) § 845,75 § 523.58 § 525,28 ${1.3n 30400 s34 $533.68 5137
Weilness Pian 1824 M (Medically Exempl} Gz24.84 U718 508.56 (0.50) ~ 660 513,85 0.50
Wellnass Fiar 25-34 F (Medionlly Exempt) 6.8 746.26 748.72 (2.78) . 1226 ToB25 273
Wallness Plan 2534 M (Medicelly Exempl) 76702 74148 14380 (1.25) . 8.24 750,58 1.25
Weliness Plan 35-49 F (Medically Exempl} 1,240,837 1,153.82 1,187,768 {1.72) - 1847 121421 172
Weliness Plan 35-43 M {(Medically Exemp} 1,390.77 1,188,168 1,181,892 {1.11) 3 34,13 1,174.94 114
Wellngss Plzn 50+ M &F (Medically Exemply $1.658,18 §$1.501.41 §1,508.36 $(024) $0.00 $21.08 §1.527.20 £D.24
Weliness Plan 1824 # (Noh-Medicaliy Exempt) 21086 § 198.20 $ 19585 %(0.69) $0.00 87074 $208.07 £0.53
Wellness Flan 1%-24 M {Non-Medically Exempl) 20098 191,86 192.59 {019 - 4.4G 186.86 018
Wellness Plan 25-34 F (Non-Madleally Exempl} ARG.48 283,50 263,93 {.04) - 8975 20264 .04
Weliness Plan 25-3¢ M {Non-Medizally Exempt) a3 281,06 201.89 {3.4B) - 656 28807 48
Waellness Plap 35-48 F (Non-Medicelly Exempl) 47671 46847 A5487 (0.65) - 14.48 468,78 0es
Welinsss Plar 35-49 M (Non-Madicelly Exomply 461.57 430,86 44131 (043} - .28 452.1% 0.43
Wallness Plan 50+ M&F (Mon-Madically Exempt) $ 500,95 557661 §572.49 § (0.09) $ o0 51678 $ 589,18 $0.09
Family Planning Waiver $18.44 51807 $18.07 $0.00 $000 5660 g§13.07 50.00
ABD MNon-Bual <21 MEF $637.52 $806.86 $807.85 5 (2.46) $528 $18.18 § 622,68 §2.46
ABD Noh-Dual 21+ M&F 1.202.80 1,144 .53 1,147.92 {0.57} 628 2527 1,168.80 8.57
Braast and Cervical Gancer 1,750.06 1,583.84 1588327 {117 . 2224 1.714.24 117
Residentiul Care Faciity $1,844.28 $1,791.0% $14,791.03 $(31.10) §$5128 51143 $1,776.04 $31.10
{unl Bligibie 0-§4 MEF § 458,35 § 44618 $4a918 §{14.58) S0.00 $0.00 £434,30 $14.58
Liual Eligibte 65+ MEF $ 22061 § 22500 $ 226,04 $(1.43) $4.00 §$9.00 $ 223,88 §1.13
Cusiodis! Care Nursing Facility 65+ $125.96 § 12148 312148 ${0.07) $000 $0.00 § 12841 $0.07
Hospice B5+ 123.96 12148 121.48 0.07) . - hraka D47
Eiterly HOBE Walver 24074 FART89 237,88 $.0147 5000 £0.008 £22642 5147
LTES with MCC-Specific Rebalanaing and Risk Adjustment
Custedlal Care Nursing Facility <65 $841.98 $ 797,51 § TH7.91 ${2.36) §$6.28 $22.50 5 82554 $2.35
Hospleo <65 841,98 797.8% 7. {2.25) 5.28 250 B23.34 235
Non-Duat Skifled Nurshig Fociily 2,591.56 248467 2,494.67 {0.18) 5.28 60,70 2,660.49 016
Dugt HORS Walvers: PDj H&D 366.48 359,16 359,16 {5.78) - - 353,37 578
Non-{us] HOBS Walvera: PD; HED: AIDS 1,568.64 1.580.36 1,590,385 {2.147) 628 38,85 163231 247
Brain vty BCRS Walver $B74.18 3.810.37 $850.37 ${53W 55328 $44.08 §£851.01 $§630
LT8S with MCO-Spesific Rebalancing and Risk Ad)
ICFAR $505.01 § 479,68 § 4T0.66 $ {007 5528 $10.28 $495.15 §0.07
State Resource Canter 195.00 176,58 17958 {001} 5.28 647 19132 4.01
Intel 1 Blzabitity HCBS Walver §56R.88 §522.04 $h22.84 i £5.28 2899 § 552,42 £879
LTSS with MCO-8pecifc R g and Risk Adjusiment
Children in a Paychiatric Ments Instiluie {FMIC) $B0LOT § 573.48 § 673,48 § (21.08) 5528 $ 10,81 $ 566.31 $21.08
s Menh h HCBS Waive $997.40 $56040 $956.40 482 5528 £7.22 §963.28 3482
LTSS with MCO-Spaciic Rebalancing and Risk Adjustment
Amarigroup EH Apr 2018
Second Amendment, Exhivt A
Special Contract Amendment 3,203 Page 2 of 3
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Eapliation Rate Cull

Chiidren 0-59 days M&F
Children 60-364 days M&F
Childron -4 M&F

Children §-14 M&F

Chiidren 4620 F

Chiidren 16-20 M
Nen-Expansion Adults 21-34 F
Non-Expansion Adils 21-34 M
Non-Expansion Adults 35.48 F
Nom-Expansion Adults 35-49 M
Non-Expantion Adills 50+ MaF
Fragrant Wemen

CHIP « Children 0-59 days M&F
CHIP - Children 60-364 days M&F
CHIP - Ghilidrens 1-4 MGF.

CGHIP - Chifdran 5-14 MEF

CHIP - Chlidran 15-20 F

CHIP - Children 1520 M

CHIP - Hawkd

TANF Malemily Case Rele
Pregnant Wornen Malernily Case Rale

Weliness Pian £9-24 F {Medically Exompl)
Wellness Plan $0-24 M (Medically Exampl}
Wellness Plan 25-34 F (Medically Exempl)
Weliness Plan 25-3¢ M (Medloally Exempl)
Wefhess Plan 3549 F (Medicatly Exampt)
Wellness Plan 35-48 M fMedically Exempl)
Wellness Plan 60+ M &F (Medicaty Exermpty

Woellness Plan £9-24 F {Non-Medically Exompt)
Weilness Plan 19-24 M (Non-Medically Exempty
Waliness Plap 25.34 F (Non-Medically Exempt)
Waliness Plan 25-34 M (Non-Medically Exeniph)
Wellness Fian 35-48 F {Non-Madically Exenspt)
Wellnoss Plan 35-48 M {Non-Medicaly Exemot)
Weliness Plan 60+ M&F {Non-Medically Exernpt)

Family Planning Walver

ABD Non-Dual <21 M&F
ABD Nen-Dual 21+ M&F
Breas! and Garvicni Cencer
Resldential Care Fadlily

Duat Flkyible 0-64 M&F
Duatl Edtgible 85+ M8F

Cuslodial Care Nursing Fucdily 6B+
Hespice 85+
Elderly HOBS Yialyar
LTSS with MO D-Spocific Rebalancing and Risk Adjustment

Custodial Gare Nursing Facility <65
Hesplce <68
Non-Dual Skifled Nursing Facillly
Dzl HEBES Walvers, PD; HaD
Non-Dual HCBS Wakvars: PD; B&D; AIDS
Broin Injury HEES Waiver
LI5S with MCO-$pacifio Rebalanting and Risk Adjustment

HIFMR
State Resewce Center
Intetect iaatiBity HCH: lvar

£ TES with M00-Specific Rebalancing and Risk Adjustment

Chilgzan in & Peychiatilc Mental institule (FMIC)

Chlldren's Mental Health HOBS Weiver
LTSS with MCO-Spetific Rabaiancing and Risk Adjustment

Amerigroup EF Apr 2016
Seeond Amendment, Exhibit A
Special Contract Amendment 3.2-03

Tofal Paid

Wadical Rate

§ 1553.26
278,81
12534
$34.48
226,62
503
345.30
22%.48
488.87
40788
519.74
358,40

$1,80025
2ite2

414,67

126.0%
216.85
166.43
518264

$8.048.61
£ 5,369.63

$535.03
514.45
760,98
751.84
123682
117608
$1,527.44

$208.50
197,05
203,68
288,56
46843
452,56
$5688.27

$18.07

$825.12
117847
1.795.54
$1.807.74

§ 442,18
a5

$121.48
421.48
5237,88

§825.50
82508
2,550,65
359.18
163448
$80r6t

40522
19133
§$558.24

§5£9.87
£967.90

State of lowa - Department of Human Services, Division of Medical Serviges

LTES Qross Capitation

towa Medivald Enterprise
1A Health Link
Aprll 1, 2016 to June 30, 2016 Capitetlan Rale Summpry
Health Pran: Arerigroup

Gross Base
Gross Base Risk Adjustod MetBase LTSS Totat Paid LTSS
LTSS Capltation LTSS Capitation Capitetion Rate

NiA Nin N NIk
WA NiA NiA NiA
NiA Ni& NiA Nra
A NiA NiA N
A NA WA NS
NA NiA WA NIA
NiA NI NIA A
NIA MNIA Nia N
A NIA HiA NIA
NiA NiA MA N/A
NiA NIA NA NiA
NIA WA A NA
HHA NIA NIA MNIA
[S12Y kA NiA RA
WA N/A WA NIA
NiA A A A
A NIA NfA A
A HiA NfA WA
NiA A i NiA
MiA A A NiA
NIA MNiA A NiA
NIA Nk NIA NIA
/A KA s BA
NIA NIA NIA NA
MNIA N7A Nia NiA
NIA N Nin NiA
MiA MiA NiA NfA
MiA NiA NIA HiA
NIA WA NI NiA
MiA i A NiA
B4 A NiA NA
A MiA NAA A
NiA NiA A NIA
NiA A HA NiA
NiA WA A NiAy
Nf&, NrA NiA NiA
NIA A NIA NiA
NIA NIA MIA NIA
NiA NIA Hia WA
NiA WA HiA Wi
NfA NiA NiA NA
NIA NiA NiA N
3179 [ NIA NIA
NIA NiA HIA NIA
NIA HiA HiA NIA
$328B397 § 326858 5322318 $3,2002%
NiA WA Nia NIA
NiA NiA Nif Ni&
NIA NIA NIA A
A FIA A NIA
NIA A NiA NIA
NiA A A A
$3.43757 §334662 $338882 $3,279569
A NiA NiA Nia
NIA NiA NiA NIA
A NIA iy INiA
$86,736.38 $6.453.45 56801865 $8,324.28
NiA A NIy N/A
NiA A A NA
$2.979.85 §3.00608 $2,8420.26 5294598

MHlirnan, e,

LTS3 net Capitation

B/A0/2017
MED-18-018

Page 3 of &



Capitation Rate Coll

Chitdren 0-59 days M&F
Chititen B0-364 days MSF
Childron 1-4 M&F

Chiidren 5-14 M&F

Children 1520 F

Chiidren 1520 M
MNon-Expansion Adults 234 F
Non-Expansioh Adulls 2834 M
Nop-Expansion Adulls 36-48 F
Nen-Expansion Adulls 3649 M
Mon-Expansion Adults 56+ M&F
Pregnant Wamen

CHIP ~ Chileren 0-69 days M&F
CHIP - Childran $0-384 days MBF
CHIP - Cilidran 14 MBF _

CHIF - Children 514 MAF

CHIP - Chitgron 1520 F

CHIP - Childian 1520 M

CHIP « IHawk-i

TANF Materatly Cage Rate
#ragnant Woman Malemily Cese Rale

Wetlngss Pian 19-24 F (Medically Bxempl)
Watllness Plan 18-24 M (Medically Exampt)
Woaliness Plan 25-34 F (Medically Exempl)
VWelineas Plan 25-34 M (Madically Exempl)
Weliness Plan 35-48 F (Medically Exempl)
Wellness Plan 35-49 M (Madically Exempt)
Weliness Plan 50+ M &F (Medically Exemply

Wallness Plan 19-24 F (Non-Medically Exermpty
Wellness Plan 19-24 M (Non-Madically Exempl)
Wallness Plan 2834  {Non-Medically Exempt)
Walngss Plan 26.-34 M (Non-Meditally Exempf)
Wollness Pion 35-49 F {Non-Madicelly Exempt)
Watlness Plan 35-48 M (Non-Medically Exempty
Welnass Plan 50+ M&F (Mon-Madically Exempt)

Family Planning Walver

ABD Non-Oual <29 M&F
ABD Non-Dual 21+ M&F
Broust und Cervical Cancor
Restdentiat Grra Faciily

Deal Ellglole 064 MEF
Dual Elightte 65+ M&F

Cuslodia! Care Nursing Facifity 65+
Hosplte 65+
Elday HOBS Waivey

LTSS with MCO-Spacifs lansing and Risk Ad)

Cuslodiat Care Nursing Fality <65
Hospics <85
NorwDual Skilled Nursing Faciity
Duat HCBS Walvers: PD; H&D
Non-Dupat HCBS Walvers: PD; H&D; AIDS
Beain Inlury HOBS Waiver
LTSS with MCO-Specific Rebalansing and Risk Ad)

IGFAMR
State Resource Centar

inteflectia! Disnbif
LTSE vilh MCO-8pecific Rebalanclng and Risk Adj

Children In 2 Peychlatric Menial Instilute (PMIC)

Ghidran's Montat Hesith HCBS Walver
LTS8 with MCO-Spusilic Rebalansing and Risk Adh

Amerigroup Eif Jul 208
Sevond Amendmant, Exhibit A
Spactal Gonract Amendment, 3.2.03

BRAY201T

MED-16-018
State of lowa - Copartmant of Human Services, Division of Medieal Services
lowa Medicaid Enterprse
[A Heatth Link
Judy 1, 2016 {0 June 30, 2017 Capltation Rate Summary
Heaith Plan: Amarigroup
Medioxt Gross Capitation
Groes bage Risk
Gross Base Adjusted GME U
Medica) Medical Pr Supal tal Grase Total
Cupltetion Capitatloh 19156{3} PMPN PUPH State Plan Mate NERELIE)]
§1.544.80 $ 1.844.80 $0.00 $5.28 $ 40,14 $1,890.32 $0.00
21652 216.52 . 5.28 1142 283,22 -
117,53 117.04 (0.02) 5.28 5.39 12768 0,02
128,20 28.86 {0.20) 628 3,11 13689 0,36
22221 223.28 {z.81) 528 6,38 236.04 281
201.29 200,44 {4.08) 528 3.32 264.96 408
320.64 331,78 837 528 g.92 330.56 437
el 22367 {1.71} 528 4.84 231,48 1.71
479,97 481.55 (474} 528 1180 A4%3.69 474
40%.19 402.51 {1.50) 528 847 414.45 150
87045 57233 £1.84) 28 13.75 588,62 184
33863 33863 {5.27} 528 2129 159,83 5.27
$ 1,544.50 § 1,837.15 $6.00 $0400 5000 $1.887.18% 50.00
21682 21581 - - - 215.61 -
117.53 1704 [(sXr3 ] - - 117,02 . 0,02
12820 12846 0.36) - - 128.30 0,36
222,71 221,28 (2.91) - - 21857 283
20129 200,44 (4.08) - - 198,36 4,08
$15576 $ 166,76 $0.00 §0.00 $0.00 §155.78 $0.00
$8,172.04 $6,172.05 5000 50.00 $o.00 $6,§72.05 $0.00
$5,468.90 $ 646B.80 $0.00 $0.00 $0.00 $5,468.50 $0.00
§534.28 § 536,04 ${141 §0.00 $9.74 $544.37 §1.44
847.56 G927 .51 - 5.80 52436 .81
76154 754,08 {2.78) - 122§ 11353 274
766.38 756.86 {121 - 524 6583 127
1,.218.21 122223 (1.74) - 1847 123868 5,74
1,181.79 1,318589 (1.43) - 14,13 1,195.6% 18
$153223 5 1,537.28 § (029 000 $21.08 $1,550.14 $0.23
520225 § 202,82 $ (0.64) 5060 §7.78 521042 $0.54
195.58 196.53 {0.18) - 448 200,80 019
208.80 280.78 (1.06) - 8.75 288,44 1.06
286,83 287,78 D.40) - 6.56 203.86 048
462,73 464,268 (0.5} . 14.48 478,08 066
448.86 450.34 {0.43} - 11.25 461,48 043
$582.32 §584.24 $1{0.09) $0.00 318,78 $ 600,93 $0.08
31044 §18.44 $0.60 $0.00 $0.00 $ 18.44 $0.00
$61018 §620.92 5 (2514 $6.28 § 12,18 $635.87 F2.61
4,195.38 1,111.91 [N 528 2627 1,183.70 876
171847 1,728.0% (1.20) - 2224 1,748.13 1.20
$1,820.08 $ 1.828.08 $(31.73) §a.z8 $11.43 §1.813.04 $31.73
$ 45879 5 468.79 31519 $0.00 $0.60 $443.61 $15.18
$228.82 § 220,82 §{118) §0.00 $0.00 228,77 §1.15
% 122.86 $ 12386 ${0.07) $0.00 $000 3 123.89 5007
123.96 123,98 ©.07) - - 12389 8.07
$742.74 £242.74 5 {1.80) £5.00 $0.00 $241.24 $1.50
§814.20 $814.20 $(2.33) §528 $22.50 $ 839,59 $228
8{4.20 91420 {R.39} 528 2250 34.69 238
254558 2,545.58 {0.16} §28 860.70 281840 .18
366.4¢ 386,49 (5.8%) - - 2606.58 581
162281 4,822.8% {2.29) 528 3886 168473 224
584691 582604 §{843) §5.28 $41.98 §887.72 §£5.43
§ as9.45 548845 5{007) $5.28 $10.20 $504.84 30.07
483.25 18325 .01} 5.28 B.47 194.5¢ 0.01
353383 53261 3501} $528 $29.09 $ 5za7 £691
§ 535,18 $585.48 $121.49) §5.28 $ 1081 $876.58 $21.48
$574.90 S (474 $608 sh22 2882.69 $4.77
Paga1ofd
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B30T

MED-16-018
State of lown - Department of Human Sewvices, Division of Medical Services
|ewa #Medloald Enterprise
A Heallk Link
July 1, 2016 $o Jutte 30, 2017 Capifation Rate Summary
Henith Plan: Amerigroup
Muaricn] Net Capitation
Nk Bane Kisi
Gross Total fet Base Adjusted GME LHC
State Plan plus Hedical Hedioal Suppl Supplemantsl  Nat Tota) Stale
Capitation Rate Geli 1915043} Rate Capitation Capltatl 1845b{3) BMPM FMPIM Plan Rete 1916043}
Children 0-59 days M&F 5188052 $1,808.01 $1,808.81 5900 $8.38 $40.14 § 1.853.43 $ .ok
Children 60-364 days MaF 233.22 21248 212,18 - 5,28 1142 228.88 -
Chitdtan 1-4 M&F 2774 11618 114,74 (0.62) 528 5,39 125,38 002
Children 5-14 M&F 137.05 12862 126,00 €C.26) 528 AL 134.12 0.36
Chiidren 1820 F 23245 21718 216.86 £2.86) 528 8,34 22566 288
Chittren 16-20 M 209,04 0726 186.43 {2.99} 5.28 3.32 20164 398
Nor-Expansion Adults 21-34 F 346,92 324,03 32610 8.2% 5.28 9.02 332.08 821
Non-Expansion Adulls 21-34 M 233.69 21837 21908 (1.68) 528 484 22753 1.68
Non-Expansion Adulls 38-49 F 488.63 470,37 47192 (4.64) 5.28 1180 484,36 454
Non-Expansion Adulls 35.48 M 41605 8318 184,46 (1.47) 628 817 40644 1.47
Nen-Expansions Adufls 50+ MaF 591,36 558.03 550,67 (1.81) 528 1375 67805 1.81
Pregnant Womsn 6520 33188 331.86 {B.4N 528 2128 363.26 517
GHIP - Children 0-59 days M&F §1,837.15 $ 1,808.01 5180042 $0.00 50,00 $0.00 §1,800.42 80.00
CHIP - Childran B0-364 days M&F 21567 21248 244,20 - - - 21129 -
CHIP - Chitdran 14 M&F L e #1518 194,7% (.02) - - 1HE8 Q.02
GHIP - Chlldren 5-14 MBF 12856 126,62 126.09 6.36} - - 12673 0.6
CHIP - Ghiltdren 15-20 F 224628 217,76 21686 {2,868} - - 2388 286
CHIP - Children 15-20 M 20044 107.26 195.43 (3.85) « - 19244 298
CHIP - Hawk-t 5 185.76 ¢ 152684 516254 $0.00 30.00 §0.00 § 15264 $0.60
TANF Migiemity Case Rate $6,172.05 $6.048.61 $5,048.61 $0.00 $0.00 $0.00 56,0486 §0.00
Pregnant Women Malemity Gase Rate $ 5,468.90 $ 5,359,569 §5,358.6% $0.00 $0.00 $0.00 $ 5,358,53 50.00
Wefiness Pian 19-24 F {Medlcally Exempl) 554878 352360 $525,33 (.30 $0.00 §874 §533.70 51.37
Weliness Plan 18-24 M {Madioaity Exompt) 52487 507.21 SDB.B8 ©.60 - 580 §13.88 Q.60
Wellness Plat: 25-34 F (Madically Exempt) 776.31 78631 MBIT (279 - 12.26 768,30 278
Wellness Plan 25-34 M (Medically Exempl} 787,10 T2 74368 {1.26) - 8,24 6067 125
Welinegs Plan 3549 ¥ (Medically Exempt} 1,240,840 1.199.84 1,197.78 {172} - 108,47 1,214.23 172
Weliness Plan 35-49 M {Medically Exempl) 1,190,862 ,158,16 1,161.98 (119 - 14,13 1,175.08 114
Wefinass Plan 50+ M &F (Medlcally Exempt) $1,558,37 % 1,B01.69 5 1,606.55 § (0.24) $0.00 $21.08 §1,527.38 §0.24
Waliness Plan 49-24 F (Non-Medically Exempt) $210.87 $188.21 § 108.85 % (0.5%) $0.00 §7.75 § 20808 $0.43
Wellness £lan 1224 M {Non-Medically Exempi} 200.99 10187 192,60 (0.189) - 445 166,87 0.1%
Weliness Plan 26-34 F {Non-Medically Exempt) 289.50 283.02 233.95 (1.04) 3 .75 292,65 1.04
Wekineas Plar 25-34 M (Noa-Madically Exempt) 294.34 281.02 28202 (0.48) - 6.56 288.10 0.48
Waliness Plan 3848 F (Non-Medically Exenmpt) 478,72 45348 454,58 {D.65) - 14,48 488.79 065
Wellness Plan 35-43 i (Non-Medlcally Exerrpl) 451,58 439,88 44138 {0.43; - 11.25 452.16 343
Wellness Plan 50% M&F (Non-Medically Exempt) $604.02 5670460 §5TR56 §{0.00} $0.00 £16.78 $ 58925 §0.09
Family Planning Welver $ 0,44 3 €807 $18.07 3000 S0.00 $0.00 s1807 $0.60
ABD Non-Dhual <21 M&F § 83636 5 605.8¢ $ 608.51 §(2.45) 5828 51216 S 623.6% §2.46
ABD Non-Txial 21+ MEF 1.20%.46 1,142.07 1,148.47 {3.57) $.28 28.27 1,170.48 85!
Breast and Cervical Cancar 1,750.33 168410 1,683.53 {157} . 22,24 1,714.60 147
Resldential Care Faciily 51,844.37 §1,701.50 § 1,781.50 531,40 §6.28 § §1.43 $1.777.11 $31.10
Dual Bligible 064 M&F $458,78 § 4a8.92 § 44062 §{14.88) % 0.00 50.00 § 434,74 & 14.88
tust Eligihle 65+ MEF $ 220,82 822532 §226.32 § (1.4 $0.00 $0.00 $224.19 $143
Custodiat Care Nursng Faciily 85+ $123,98 512148 $11.48 ${0AT $0.00 $0.00 § 1214t $0.07
Hosplee 85+ 123.08 121.48 12.48 (0.07) - . 12541 6.07
Elderly HOBS Walver $242.74 $237.89 8287.09 $ {147 25,40 $0,00 §28847 %147
LTSS wilth MCO-Specific Rebalancing and Risk Adustmant
Custodiat Care Nursing Facllity <85 $841.08 $797.94 §797.51 § (2.35) $56.28 $22.50 $82524 $2.35
Hospice <85 841,88 78781 79791 {2,35) §.28 AR50 823.34 2.35
Non-Dual Bkilled Mursing FacHiyy 281168 249467 240487 ©.18) 528 5076 2.560.4% 016
Dual HCBS Walvers: PR; HAD 366.49 998 354,18 {5.79) - - 35337 5.7%
Non-Dual HOBS Walvers: PD HED; AIDS 1,668.94 1,580,258 1,590,358 217 528 38.86 1,682.3¢ 217
Braln Intury, HEBS Walver 87415 $.81037 503087 $¢6.30) $528 §41.96 64,31 6,30
1TSS with MCO-Spscific Rebalsnsing and Risk Adjustmant
JCFMR $ £05.01 $ 479066 §479.56 §(0.07) $5.28 §10.28 $495.13 $0.07
Siate Resource Conler 195.00 178.58 178,58 Qo 628 647 181.32 G.04
Intelioctunt Disabiity HEBS Weiver § 568,88 840294 §.422.94 EXGHE) 5528 §29.99 § 553,42 ERIR
LTSS with MCO-Specific lancing and Risk A
Chitdren I a Psyehialiic Mental institute (PMIC) $801,07 5 57348 $673.48 $(21.08} S528 $10.81 § 568,31 §21.06
Chitdren's Mental Heakh 4GBS Waiver $957.40 5 965.40 S05540 edaR 3528 $232 $963.28 462
LTSE wills MCO-Spesific Robolancing end Risk Adjustment
Amerigroup Ef Jul 2015
Second Amentment, Exhicit A
Spaciat Conlract Amendmerd, 3.2.03 Paje 20f 3
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MED-16-018

State of lowa - Departrmont of Human Ssrvices, Divislon of Medical Services
fows Madicald Enterpyice
A Heaith Link
July %, 2016 ta June 30, 2047 Capltation Rate Summary
Health Plan: Amerigroup

LTSS Gross Capitation LTSS net GupHation
Gross Base
Folal Paid Gross Base Risk Adjusied MNet Base LTSS Total Faid LTSS
Gapitation Rate Cell Hedical Rate LTSS Caplintion LT5S Capifation Capltatlon Rate

Chiltran 9-58 days M&F 5165543 NIA MiA A MiA
Children 60364 days M& 22688 NA MiA NIA MIA
Chidren 1-4 M&F 12538 NIA N NiA NA
Chiidren 5-14 M&F 134.48 NIA A NiA NIA
Children 1520 F 228.52 BIA N/A Nin MiA
Chilgren 158-20 & 208.03 MNiA A NiA NA
Non-Expunsion Adulls 21-34F 34,20 Nid A Nit NIA
Mon-Expansion Adulls 21-34 M 228.2% NiA N MIA Nia
Non-Expanslon Adults 35-48 F 482.0¢ NiA WA Ni& NiA
Non-Expansion Adults 3548 M 407,61 NiA WA NA NiA
Non-Expansion Aduits S0+ M&F §79.90 NA NiA N NiA
Pragnanl Women 35843 NiA NiA NIA NiA
CHIP - Childron G-6 days M&F $ 1,50042 NiA Nif Nia NIA
CHEP - Children 60-364 days M&F 24128 Nia NiA WA N/A
CHI® - Shildrery 1.4 M&F 11471 WIA HiA WA MiA
CHIF - Childrens 5-14 M&F 126.08 s TelA WA MNiA
CHIP - Chiidran 15-20F 218.85 NIA A NiA MNia
CHIP - Chitdran 15-20 M 186.43 NiA NIA A Nia
CHIP - Hovated $ 152,84 NIA NiA A WA
TANF Maternlly Case Rats §6,048.61 NiA RiA Ni& LIS
fregnant Women Matersily Gase Rale $5,269.53 NIA MNiA NIA NiA
Weliness Plan 18-24 F (Medically Exermpt) §$ 636.07 NIA NiA WA MiA
Welinoss Plan 19-24 M (Medically Exermpt) §14.40 NiA NiA A NIA
Wellness Pian 25-34 F {Medicaly Exempt) 6403 1Y MNA NiA hA
Weliness Plan 25-34 M {Medicelly Exermpt) 754.02 NiA A MNiA WA
Wellness Plen 35-48 F (Medically Exempt) 1,215.96 NIA MNIA NiA A
Wellness Plan 3848 M (Medically Exempl 1,476.11 NiA NiA A N/A
Wellness Plan S0+ M &F (Medically Exempl) §1,527.63 Nih A A NiA
Wetiness Plan 19-24 F {Non-Madically Exatpt) $z08.61 NFA NI A NiA
Welinoss Flan 19-29 M (Non-Megically Exempl) 197,08 NiA NiA A A
\Weliness Plan 25-34 F (Non-Madically Exempl} 293,70 Nia NiA EULY NiA
Weliness Plan 25-34 M (Non-Medleally Exempl} 288,68 NIA Ni& WA NiA
Weliness Plan 35-49 F Non-Medleally Exempt) 450,44 NfA NA WA MIA
Wallness Plan 3540 M {Non-Madically Exempt) 452,68 NIA NIA NiA RUA
Wellness Plan 50+ M&F {fNon-Medically Exerrpl) §588.94 NiA Nia NiA MNA
Family Planning Walver 318.07 NiA NiA A NiA
ABD Non-Otal <21 WM&F §625.97 NfA A WA NA
ABD Nen-Dual 28+ M&F 118002 NA Nz A NiA
Brosst und Cervical Cancer 1157 NIA NiA A NiA
Residentlal Gare Fachiy §1,808.21 WA A WA NIA
Dual Eligible 0-64 M&F $449.62 NIA NiA NiA A
{ual Siigible 85+ MEF §2a6.32 A NiA NiA NiA
Custodial Care Nursing Facllily 9+ $121.48 NrA NiA NiA NfA
Hospice 65+ 12148 NIA WA NiA NfA
ESiderly 1OBS Walver 237,89 Ni& A NIA [y
LTSS wilh MGO-Spacific Reb g end Risk Adj $3.20472 §3,214.30 $3.2726.84 $3,208.82
Custodind Care Nursing Facility <68 $025.59 WA NiA NIA PIA
Hosplce <G5 826,69 NiA NiA NiA NIA
Non-Dual Skiled Nursing Facilly 2,580,665 Nia NiA NIA hUTY
Dhsat HCBS Walvers: PD; 8D 352,18 HNiA NiA NIA NiA
Mon-Dugl KOBES Walvers: PD; H&D; AIDS 1834.48 WA NiA Nif NIA
aln Infury HCH alvar $.351.61 5 Nia Nig NIA
LTSS with MCO-Specifie [ebat and Risk Ad t $3,449.18 §3,358.12 $3,380.20 $3,280.96
ICFVR § 498,22 WA NIA NIA Nin
Stote Rasowrce Cenler 191.33 NiA BitA WA NIA
Intslleiunt Disabillity HOBS VWaiver §558.08 HiA MA M Nia
LTBS wilh MCO-Specific Rebalancing and Risk Adustmant $8,764.41 $6,470.72 $6,618.32 $6.341.31
Chyildren Ia 2 Psyci¥alic Menta ingtitute {FMIC) § 58837 MNA NiA NA NiA
Children's Mantal Hoalth HESS Walvar 5 957.90 Na HiA, MA MIA
LTS5 wilh MOO-Spasific Ret ang Risk Adjustmant §2.98389 $3,000.06 §2,924.02 $ 2.048.75

Amerigroup Eff Jul 2016
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State of lowa - Department of Human Services, Division of Medical Assistance

B/30/2017
I& Health Link
LT85S Services Risk Conrldur Benchmark PMPMs
Aprif to June 2016
HIsK AUJUSTNEAT FACTONS L 18 KISK LOIMGOT PMITR BENCImMarks
FBLE Uel WY LHPIBIOL A et oF Aanmi Amsrigroup AmeriHealln Linited Ametigroup Amaritesilh Unlted
Cugtodial Care Nursing Facility 65+ $4,285.11 $4,210.11 09885 0.9859 1.0107 $4,196.37 $4,168.48 $4,258,16
Hosplos 65¢ 314351 3.058.51 16006 1.0000 1.0000 3.068.51 3,088.51 306851
Ederly HOBS Walver 1,108.45 956.45 0.0880 1.0102 0.9755 92870 88621 833.02
Custodial Care Nuising Facillly <65 $4,855.82 $4,780.82 0.9686 0.8912 1.0263 $4,728.32 $4,738.75 $4,308.66
Hospice <66 308278 297778 1.0000 1.0000 1.0000 287778 2,977.78 24977.78
non-Ougl Skilled Nursing Faciity 2281184 22,536.64 1.00C0 1.0C20 1.0000 22,536,864 22,536.64 22,586.64
Dual HOBS Waivers: PD; H& 1,201.73 1,65t 73 0.504% 1.01414 0.9952 1,035.1 1.068.56 4,046.66
Non-Duat HCBS Weivers: PD: BER; AIDG 1,874,112 1,524.12 0.9188 1.0284 1.0613 1,387.711 1,567.4% 1,617.85
Brain njury HOBS Waiver 2.579.54 2,379.54 0.6867 1.0149 0.9961 2,100.94 241500 237026
IGFAAR $10,224.88 $10,148.88 1.00%1 0.9802 1.0681 210,161.04 $10,131.61 $10.201.864
State Resaurce Center 25,825.17 25,75017 £.88581 10017 1.0021 25,848.74 25,783.96 25804.25
Irtellectial Disabillty HCBS Weiver 3,481.80 3,.281.80 0.8846 1.00285 0.8215 2,6803.08 3,375.33 2,696.00
Children in & Psychintric Mental Institute $6,658.04 $5,583.04 1.0008 1.0000 1.0000 $5,583.04 $5.505.04 $5,583.04
Childran's Mental Health HCBS Waiver 1.041.29 891.28 1.0432 0.9771 0.9774 928.78 870.88 87415
July 2016 to June 2017
HEsk sdjustment FEctors 1. FUY FISK LONTROT Fivirm Bencnmarks
rate LeIE arouming Lapnion xae NET o1 AGnHN Amerigroup Ameriteaih Urited Amerigroup Ameritisalth United
Guslodial Garg Nuwsing Facility 65+ $4,285.57 $4,210.57 0.8068 0.8851 1.0107 $4,19583 $4,188.94 $4,256.62
Hospice 65+ 3,203.18 2,128.18 10000 1.0000 1.0000 3,128.48 3,128.18 3,128.18
Eiderly HGBS Waiver 1.117.08 9BY.06 0.9648 1o 0.9755 936.98 976,82 943,37
Custodial Carg Nursing Fatlity <65 $4,856,27 $4,781.27 0.9886 0.9%12 1.0263 §4,726,76 $4,739.18 §4,507.02
Hosplce <65 311588 3,036.88 1.0000 1.6000 1.000C 3,036.88 3,036.88 3,006,683
Nor-Dusl Skifled Nursing Faclity 22,612.98 22,637.95 1.8000 1.0000 1.600G 22,537.95 22,537.95 2253785
Duzl HCRS Walvers: PD; HED 1,215.24 1.065.24 09841 10944 0.9852 1,048.30 1,080.26 1,055.13
Nan-Dual HOBS Waivers: PI; H&D, AIDS 1,685,60 1,.545.60 0,806 1.0284 10618 1,407.27 1,589.50 1,640.35
Brain Injury HCBS Waiver 2,602.25 240225 0,8867 10148 0.896% 2,130.08 2,438,04 2,392,868
WFVR $10,224.92 $10,149.92 1.601% (.5582 1.005% $10,161.08 $52,131.85 $16.201.68
Slete Resource Conter 25,62518 26,750.18 09981 1.0017 1.0021 25.5648.75 5,798.96 25,804.26
Intefiectual Disability HCBS Waiver 3,507.83 3,307 83 0.8846 1.0285 0.8248 2,926,141 3,402,10 2,7t7.38
Children in & Psychiateic Mental institute $5,858.04 $5,583.04 1.Ga00 £.0000 1.0000 $5,583.04 $5,583.04 $5,5683.04
Chilldren's Mental Health HCBS Waiver 1,047.88 897 88 1.0432 0.8771 08774 9R6.67 877.32 877 .5e
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