MED-16-020

Second Amendment to the Iowa Health Link Contract

This Second Amendment to Contract Number MED-16-020 between the Iowa Department of
Human Services (Agency) and United Healthcare Plan of the River Valley, Inc. (Contractor) is hereby
amended as noted below, This Second Amendment is effective as of April 1, 2016.

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

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

1.5  General Contractor Responsibilities
1.5.1 Federal 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(2)(4)(C) of the Social Security Act applicable to contracting
officers, employees, or independent contractors.

1.5.2 Qualifications

The Contractor represents and warrants 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 Pavment

In compliance with 42 C.F.R. § 438.106, Contractor’s Medicaid Members shall not
be held liable for any of the following:
(2) The Contractor’s debts, in the event of Contractor’s insolvency.
(b) Covered services provided to the Member, for which—
) The Agency does not pay the Contractor; or
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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
arrapgement.

(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 section 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:

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

(it) 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 indireetly, 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(a) and (b).

(ii) 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 5. 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 knowingly 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 uniess 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 Inspector 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 Iowa 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.FR. 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-HIPA A -related breach.

For members enrolled in the Family Planning Waiver demonstration who requested
confidentiality, any communications from the Contractor shall 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:

Page 4 0133
$/23/2017




MED-16-020

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 iliness, or
condition of the Member. The Contractor may place appropriate limits on a 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 not deny
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(I), 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.

(ii) Serious impairment to bodily functions.

(iii) 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.

(ii) Needed to evaluate or stabilize an emergency medical condition.

Poststabilization care services means covered services, related to an emergency medical
condition that are provided after 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 emetgency services and poststabilization care services.

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

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

(it) 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,

(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 --

(1) 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

(i1) Refuse to cover emergency services based on the emergency room
provider, hospital, or fiscal agent not notifying the Member's primary care
provider, MCO, PIHP, PAHP or applicable State entity of the Member'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.

(€) Coverage and payment: Poststabilization care services. Poststabilization care services
are covered and paid for in accordance with provisions set forth at 42 C.F.R. § 422.113(c). 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.

(D) 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
prograr.
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Revision 11. Scope of Work section 3.2.5.2 is amended to read as follows:

3.2.5.2 Claim Coverage

If an emergency screening examination leads to 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. Scepe 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 to 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 liability responsibilities for covered services except to the extent that cost sharing
or patient liability 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 General 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:

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

(i) Any information the Member needs to decide among all relevant
treatment 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, a counseling or referral service because of the requirement in paragraph (a)(1) of
this section, Contractor 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 clects 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,

(ii) In addition to the provisions and timeframe provided in (b)(1)(1)
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.

(c) Information requirements: Agency responsibilify. 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.F.R. § 438.10,

(d) Sanction. If Contractor violates the prohibition of paragraph (a)(1) of this section, it is
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 or 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 IA Health Link MCO.

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

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

(2) Reserved,

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

(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 Disenrollment

(a) Applicability. The provisions of this section apply to all managed care programs and
applies specifically to Contractor.
(b) Disernrollment 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 Member'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 disenroliment 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
enrollment of a Member seriously impairs the Contractor’s ability to furnish services to
either this particular Member or other Members. 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 disenroliment. 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 disenrollment 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 thereafter,

(iif) Upon automatic reenroliment under paragraph (g) of this section, if the
temporary loss of Medicaid eligibility has caused the Member to miss the
annual disenroliment 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—

(i) Reserved.

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

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

(i) 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 fhat
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
residence or employment.

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

(3) Contractor action on requesi.

(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 thereafter refer the request to the Agency.

(iD) 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 disenroliment is considered approved.

(4) Agency action on request, For a request received directly from the Member,
the Agency will refer the request to 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:

(1) Reasons cited in the request.

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

(iif) 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.

(ii) 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 shall follow the
timelines of an expedited grievance,

(iti) Reserved.

(€) Timeframe for disenroliment determinations.
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(1) The effective date of an approved disenrollment 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
disenrollment rights at least 60 days before the start of each enrollment period. The
notice must include an explanation of all of the Member's disenrollment 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 disenrollment,

(g) Automatic reenrollment: Any Member who is disenrolled solely because he or she
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 Disenrollment

Agency-initiated disenrollment may occur based on changes in circumstances including:
(1) 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 Medicaid 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.

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

Private insurance does not include a qualified health plan, as defined in 45 CFR §
155.20.

(b) Requirements.

(1) Contractor—

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

(ii) shall distribute the materials statewide,

(iii) 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 enroll. Contractor’s marketing materials shall be
accurate and not mislead, confuse, or defraud the beneficiaries or the Agency,
Statements that will be considered inaccurate, false, or misleading include, but are not
limited to, any assertion or statement (whether written or oral) that—

(1) 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 health 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
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marketing materials submitted by the entity, the Agency will consult with the Medical
Care Advisory Cominittee 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 CF.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 includes, 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:

8.10 Member Rights

(a) General rule. In compliance with 42 C.F.R, §438.100 or 42 C.F.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 requirement. Contractor shall ensure that each Member is guaranteed the
rights as specified in paragraphs (b)(2) and (3) below.
(2) An Member with the Contractor has the following rights: The right to—

(1) 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 sefting, 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 forthin42 CF.R. §
438.10(g)(2)(i)(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.

(c) 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 State 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 II
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and I 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:

10,3,2.2 Incentive Payment Restrictions

(1) In compliance with 42 C.F.R. § 438.3(i), Contractor shall comply with the
requirements set forth in 42 C.F.R. §§ 422.208 and 422210 related to physician incentive
plans.

(2) In applying the provisions of 42 C.F.R. §§ 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, Scope of Work section 10.5 and all of its subparts are amended to read as
foHows:

16.5 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.

AN

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 shail
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:

8.2.8 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: (1) identifies each medical
record by State identification number; (ii) identifies the [ocation of every medical record;
(iii) 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 {vii)
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 enrollment. Possible transitions include, but
are not limited to: (i} initial program implementation; (i1) initial enrollment with the
Contractor; (iii) transitions between program Contractors during the first ninety {90) days
of a member’s enrollment; and (iii) at any time for cause as desctribed 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 Apgency 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
mandatory enrollment or 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 Attachment 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 or
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,
Exhibit B.
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Revision 41. The document attached to this Amendment as Amendment 2, Exhibit C is
hereby incorporated into the Contract as new Special Contract Attachment 3.2-03.
Attachment 3.2-01 and Attachment 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,

The parties anticipate Contractor to begin providing managed care services to 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 enrollee
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 providing 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 wili analyze data to determine actuarially sound rates to be
offered to 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 to the Contractor in Contract
Amendment form. After the first rate period, subsequent capitated rates will be added to 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 subsequent
rate period due to delays or disagreements, the Agency will either terminate the Contract or continus
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 lowa, 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 evety nature whatsoever that
Contractor may have or may ever claim to have now existing or hereafier 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 Contractor’s Medicaid-
member enrollment 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 fo pay a maternity case rate payment
for a birth that occurred more than 120 Days prior to Contractor’s claim 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
Contracfor. 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 heaith 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

Attachment 3.2-03, capitation rates shall be paid in accordance to a reprocessing schedule defined by the
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Agency. Reprocessing shall proceed subsequent to CMS approval of the updated capitation rates, but no
later 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 all 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.

Section 4: Execution

IN WITNESS WHEREOQF, 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, Uni’ted Healthcare Plan of the River

Agency, Iowa Department of Human Services

Yalley, Inc. ~
ngrla tyfe-of Authori epresentative: | Date; Signature of i presentative: | Date:
Cprelee (I, {lf: 10723/17

/ et L5 AM /> 4>

Printed Namé:” A ,ﬂL, 4 A P" yrzra

_— | printeFName: Jerry Foxhoven

Title: /¢,

Title; Director
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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 Fiscal Year 2018 (Tune 30, 2018).

(2) Applicability. The following MLR standards apply to both Title XIX and Title XXI capitation
payments. Contractor shall report separate MLRs for the Title X1X 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 MCQ, PIHP, or
PAHP to account for a difference between the actual and target MLRs that may be due to random
statistical 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 MCQ, PIHP, or PAHP
that is assigned full credibility (or is fully credible) will not receive a credibility adjustiment 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 credibility 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 (e)(3) of this section); or licensing and regulatory fees, or Federal and State taxes (as
defined in paragraph (f)(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 MCO, PIHP, or
PAHP that is assigned partial credibility {or is partially credible) will receive a credibility adjustment to
its MLR.

{(¢) 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 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
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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 Calculation 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 reporting 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.

() 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 contracts 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 repotting 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,

(i1) 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.

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

(A) The amount of incentive and bonus payments to network providers to 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 effotts, 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 following:

(1) Amounts paid to third party vendors for secondaty network 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(¢) 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 fo those services;

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

HI. The entity delivers, provides, or arranges for the delivery and provision of clinical
services through a system of integrated care delivery that, as appropriate, 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

IV. Functions other than clinical services that are 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 Ageucy as remittance under paragraph (j) of this section.

{C) Amounts paid to network providers under to 42 CF.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) Activities that improve health care qualify. 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.F.R. § 158.150(b) and is not excluded
under 45 C.F.R. § 158.150(c).

(ii) A Contractor activity related to any FQR-related activity as described in 42 CF.R.
§ 438.358(b) and (¢).

(iii) Any Contractor expenditure that is related to Health Information Technology and meaningful
use, meets the requirements placed on issuers found in 45 CFR. § 158.151, and is not considered
incorred claims, as defined in paragraph (e)(2) of this section.

(4) Fraud prevention activities. Contractor expenditures on activities related to fraud prevention as
adopted for the private matket at 45 C.F.R. part 158. Expenditures under this paragraph must not include
expenses for fraud reduction efforts in paragraph (e}(2)(iii)(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
Contractor’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 (f}(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 teporting year:

(i) Agency capitation payments, developed in accordance with 42 C.F.R. § 438.4, to the Contractor
for ali members under a risk contract approved under 42 C.F.R. § 438.3(a), excluding payments made
under to 42 C.F.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(b)(3).

(iv) Unpaid cost-sharing amounts that the Contractor could have coliected 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 refated to risk sharing mechanisms developed in accordance with 42
C.F.R. §438.50r42 C.F.R. § 438.6.

(3) Federal, State, and local taxes and licensing and regulatory fees. Taxes, licensing and regulatory
fees for the MLR repotting 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.

(iil} 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 indusirial boards or other boards for operating expenses or for
benefits to sick employed persons in connection with disability benefit laws or similar taxes levied 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 eamned 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, PTHP, or PAHP
for the entire MLR reporting year and no amount under this paragraph for that year may be reported by
Contractor,

(g) Allocation 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.

(i) Expenditures that benefit multiple 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 mapagement contract, must be
apportioned pro rata to the confract 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 calculation before caleunlating any remittances.

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

(3) If Contractor’s experience is non-credible, it is presumed to meet or exceed the MLR calculation
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:

(i) CMS will use the most recently available and complete 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 paynent 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.

(iit) The minimum number of member months necessary for a MCO's, PIHP's, or PAHP's medical
loss ratio to be determined at least partially credible will be set so that the credibility adjustment would
not exceed 10 percent for any partially credibie MCG, 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
foss ratio to 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 | percent. Any MCO, PIHP, or PAHP
with enrollment greater than this number of member months will be determined to be fully credible.

{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, vsing 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
purposes 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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(i) Aggregation of data. MCOs, PIHPs, or PAHPs will aggregate data for all Medicaid eligibility
groups 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 met. 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 MLR
report for any MLR falling below the MLR standard.

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

(i) Total incurred claims with IBNR reported separately.
(ii) Expenditures on quality improving activities.

(iii} 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.
(viii) 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 CFR, § 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 activitics 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 MR 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} Recalculation 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 attest 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 Ratio 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 Ratic (expressed as a
percentage} multiplied by the Coverage Year Revenne. The Agency shall prepare a Medical Loss Ratio
Calculation which shall suminarize 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 revenue will be the Capitation payments made by the Agency fo
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. Capitation payments will be
determined on a gross basis without regard to whether the health plan recovers the performance withhold.
Any risk cotridor 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 prior to calcalation 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-capitated
arrangements. Incurred expenditures may, at the discretion of the Agency, be repriced at
the Agency’s Medicaid fee-for-service equivalent rates.

» Incurred But Not Paid Claiims. 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
requitements 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.

» 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 o the Agency on a report identifying the Encollee, 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.

» Supplemental Payments. Supplemental payments shall be excluded from the Benefit
Expense. :

Data Submission. Contractor shafl 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.

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 paymenis 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 Calculation shall be prepared using all
data available from the Coverage Year, including IBNP and six (6) months of run-out for Benefit
Expense.

Risk Coxridor 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 incurred 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-adjusted LTSS gross capitation
rates by rate cell for the Aptil 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 target LTSS RC rates,
Risk corridors are defined as follows:

14 Health Link Risk Corridor for LTSS

Target LTSS RC rate values are presented in Exhibit B

+ 2% of rarget LTSS
RC rate

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

+ 2% to 4% of target
LTS8 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 responsible for 25% of losses greater than 102% of target LTSS
RC rate and less than or equal to 104% of target LTSS RC rate

+ 4% to 6% of target
LTS8 RC rate

Contractor is responsible for 50% of losses greater thom 104% of target
LTSS RC raie and less than or egqual 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 to 106% of target LTSS RC rate.

+ 6% to 8% of target
LTSS 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 target LTSS
RC rate and less than or equal to 108% of target LTSS RC rate.

+ 8% to 12.3% 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 | Contractor 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 targe! LTSS RC rate and
component greater than or equal to 98% of target LTSS RC rate.

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

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

- 4% o 6% of target
LTSS RC rate

Contractor retains 50% of gains less than 96% of target LTSS RC rate and
greater than or equal 1o 94% of target LTSS RC rate,

Agency rvetains 50% of gains less than 36% of target LTSS RC rate and
greater than or equal to 94% of target LTSS RC rate.

- 6% to 8% of target
LTSS RC rate

Contractor retatns 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 123% of

Agency retains 100% of gains less than 92% of target LTSS RC rate and

target LTSS RC rate greater than or equal to 87.5% of target LTSS RC rate,
<-12.5% 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 cortidor:

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 caiculation 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 enroliment 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 ail 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 withhoid.

Benefit Expense. The Agency shall determine the Benefit Expense for the LTSS RC 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 afier 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.

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

o 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, short term institutional, or short term home and community based services.

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

« 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
2MOouIs,

¢ 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.

+  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.

LTSS risk corridor Calculation and Payment. Within ninety (90) days following 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 calcylation shall reflect a weighted average of the Target LTSS RC rate values effective
April 1, 2016 and July 1, 2016 using actual enroliment for the Contractor for the evaluation period
(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 Contractor of any Agency risk corridor payment for either the medical risk corridor or
the LTSS RC irrevocably and unconditionally releases, acquits, and forever discharges the State of
lowa, 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 caleufation and/or payment.
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State of lows - Daparteient of Human Sorvdees, Diviston of Madleal Services
{owa Medisald Enterpdae
1A Health Link
Aprii 4, 2616 to Jurte 30, 2016 Capitation Rate Summary
Health Plan: United Healtheare
Madloal Gress Capltation
{irgas tase HisK
Gross Base Addjusled GME UIHG
Medical Medical Supplermentsd  Supplemantal Grogs Tolal

Capliation Rate Cell Gapitation Capltation 1818h(3) PNPM fadiicad ] Stata Plan Rate 19£8n(3)
Children 0-59 days M&F $1844.73 $1,844.73 §0.00 §6.28 340,14 $1,890.15 $0.00
Chifdran 60-384 days M&F 216.43 216,43 - 5.28 11.42 233,13 -
Chidran 1-4 M&F 1748 11619 ©.02) .28 538 126.84 0.02
Childron B-14 M&F 128.20 1217 ©.48) §.28 a1 135.80 0.36
Chifdran 15-20F 222.21 218,74 {2.89) 528 6,30 22852 289
Children 16-20 M 201.28 199.06 {4.05) 5.28 3,32 2036 4,08
Non-Exgansgion Aduits 21-34 F 33004 327.09 ®2n g.28 982 33492 B.27
Non-Expanslion Aduita 21-34 3 222,84 221,09 (1.89) §.28 484 27848 160
Non-Expansion Aduils 35-48 F 479,24 478,10 {4.68) 5.28 41,80 48860 468
Non-Expansion Aduils 35-49 34 401,17 397,56 (1.49) 528 817 4090.92 149
Hon-Expansion Adutls 50+ MEF 570.27 565,71 (t.52) 6.28 13.75 58242 1.82
Fropnant Wemen 338,60 RALE ) (8.27) 628 21.29 158.90 527
CHIP « Children 0-52 days M&F 5 1,84473 51,62425 $0.00 $0.00 §0.00 §1,824.25 $0.60
CHIP - Children 60-364 days M&F 216.43 21403 - - - 21403 -
GHIP - Chlidran £-4 M&F 1748 118,18 {0.02) - - 1647 0.02
CHIP - Ghildren 5-14 M&F 12928 12777 {0.26) - . 127.41 0.36
CHIP - Children 15-20 F 22221 21874 (2.89) - - 216.85 2.89
CHIP - Ghlldran $5-20 M 20128 189.08 {4.08) u - 185 405
GHIP - Hawk-i §185.76 $185.76 50.00 5900 §0.00 $168.76 $0.00
TANF Malernity Caeo Rate $6,172.05 $6,17205 000 $000 50.00 $6172.05 $0.00
Pragaant Women Matemity Case Rale $5,405.90 $5.486.80 $0.00 $0.00 $ 000 3 5,468.90 $0.00
Weliness Pign 19-24 F (Medically Exempl} § 634.25 $ 62760 §$ (139 $0.00 $9.74 § 536,03 $1.39
Weliness Pisn 19-24 M (Medically Exampl} 517.52 51116 (0.50) - 560 516,24 0.50
Welnass Pian 25-34 F (Madicaliy Exatnpl) 761.49 75212 (2.74) - 1228 76184 274
Welinass Pian 25-34 M (Medicaily Exempt} 756.28 745,98 (1.28) - 824 763.87 128
Weliness Pian 3548 1 (Medlcatly Exempt) $.218.18 1,203.20 (1.7} - 10,47 1,2t9.68 17
Waellnass Fian 35-49 M (Mediaally Exempi} 1,181.74 116720 (1.12) . 14193 1,58C.21 1.2
Weliness Piun 60+ M &F (Medicaly Exempl} § 153205 $1.813.21 $(0.23) 50.00 $21.08 $1,534.08 50.23
Wellness Fian 19-24 F (Non-Madically Exampt) §202.24 $159.75 § (0.63) 50,00 $7.75 $206.97 $0.53
Weliness Plan 19-24 M (Non-Medically Exempt) 195.67 19346 0.19) - 446 197.73 0,19
Wellnass Pian 25-34 F (Nen-Medicaty Exempt} 28878 28623 (1.08) . 975 283.93 1.06
Wellness Pian 25-34 M {Non-Medically Exempf) 286.B0 283.27 (0.47) . 6.56 268.38 047
Wellnass Pian 35-48 F (Non-Medicatly Exampt) 462.72 457,03 (0.65) - 1445 470.84 0.65
Wellness Pian 35-49 M (Non-Medlcally Exempt) 48.64 44332 0.42) - 1128 454.15 042
Wellnees Plan 50+ M&F (Non-Madically Exemp) § 582.25 § 57508 § (009 50.00 $16.70 $591.78 $0.09
Family Ptanning Walver 519.44 $18.44 §0.00 $0.00 $0.00 §18.44 $ 0,00
ABD Non-Duat <21 MBF §619.33 $ 60836 % {2.46) $5.28 51218 §624.36 §246
ABD Nen-Dus! 21+ MEF 1,104,683 118827 (8.46) 5.28 2827 1,160.53 949
Breast and Cervlcal Cancar {.718.20 1,679.03 1.18) - 2224 1,700.11 146
Res|dantial Gare Facility $1,827.58 51.827.58 §{31.73) $528 $11.43 $1,812.66 53173
Duat Efigible 0-84 MAF §458.35 5 458.35 ${15.18) $0.60 §0.00 344347 515,18
Dupgt Eligihle 65+ M&F § 22081 § 22061 ${1.15) £ 0.60 $0.00 $228.46 §1.15
Cuslodizl Gare Nursing Facility 65+ §123.96 $923.96 ${0.07) $0.00 $0.00 512309 §007
Huospice 66+ 123.96 §23.98 {0.67) - - £23.89 nor
Eiderly HCBS Waive §242.74 $24274 ${0.50) £0.4¢ £0,00 524124 3150

L1858 with MCO-Bpeuific Rebalancing and Risk Adustmen!
Custodial Cans Nursing Facllily <65 §814.20 §$814.20 §{2.29) $6.28 $22.50 5830.59 $23g
Haspice <65 814.20 84420 {2.39) 5.28 22.5¢ 839.59 239
Non-Dual Skilled Nursing Faolilly 2,546.68 2,545.58 {0.16) G528 80.70 261140 116
[ual HCBS Walvers: FIY, HAD 366,49 366,48 {5.91) - - 360.58 691
Non-Dual HCBE Waivers: PD; H&D; AIDS 1.622.04 1,622,684 {224 5.28 38.85 1664.73 221
Brain Inlury HOBS Walvar $820.91 $£326.91 $06.,43) $0.28 34196 $067.12 §643

LTS5 with MCO-Spacific Rebalancing and Risk Adj
IGEIMR § 48845 § 4B89.45 $(0.07) 5528 $1028 $504.94 §007
Stal Resource Center 183.25 18325 {0.01) 5.28 6.47 194,89 0.01

allectual Bisabifiyy H Bive $63361 $833.61 $(5.91) $£5.28 329.69 $ 562,97 $5.91

LTS vl MCO-Spesific Rebalancing and Risk Adusimen!
Chiftdten in a Paychlatric Monta! inslituie (PMIC} $ 585,18 §585.18 $(21.49) $526 § 10.61 $570.58 §21.49
Children’s aalih HGHES Walvar §874.90 § 974.80 471 $528 5222 $982,68 $4.01

LTSS with MGO-Spashic Rebalancing end Risk Adjustment
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Gross Tolal

Stats Plan plus
Capitatiop Rafe Gell 19150(3} Rate
Chilgren 0-53 days ME&F 5 1,880.45
Chiidren 60-284 days M&F 233.13
Chtdren 1-4 MAF 126,88
Children 5-14 M&F 136.16
Children 15-2¢F 231.41
Children 15-20 M 207 .66
Non-Expansion Adults 21-34 F 343.19
Non-Expansion Adults 21-34 M IR
Non-Expansion Adulls 35-40 F 483,18
Hon-Expansion Adults 35-40 M 411.41
Hon-Expansion Adults 50+ MAF 684.74
Fregnani Women 365.17
CHIP - Ghidran 0-59 days M&F $4,82426
GHIF - Chidsan 60-384 days MEF 214.05
CHIP - Chiidren 1.4 M&F 118.19
CHIP - Chiidren 5-14 M&F 12737
CHiP - Children 15-20 F 218.74
CHIP - Ghitdren 15-20 M 169.00
CHIP « Hewiek §155.76
TANF Materily Case Rala $6,172.05
Fregnant Women Matemily Case Rale §6,468.80
Wellness Flan 19-24 F (Medicaily Exempl} §537.42
Wellness Plan 12-24 M (Madically Exempl) 516.76
Wellness Plan 25-34 F (Medicaily Exempl) 764,38
Wellngss Flen 25-34 M (Mativally Exampl) 75522
Wellaesa Plan 35-49 F (Medically ExempY) 4,821.37
Velinass Plan 35-49 M (Medically Exempt) 4,181.33
Wallnass Plan 50+ M &F (Madically Exampt) 51,634.2¢
Woellness Flan 19-24 F (Non-Madically Exampt) $ 207.50
Wellness Plan 19-24 M {Non-Medically Exempt} 107.92
Waellnasa Plan 25-34 ¥ {Non-Madically Exempt) 204,98
Woellness Plan 25-34 M {Non-Medically Exempl} 28883
Wellness Plan 35-49 F [Noh-Madically Exempt} 471.d9
Welinass Plan 35-48 M {Noa-Medioally Exempt) 48487
Weliness Plan 50+ M&F (Non-Medicaliy Exernpl} $ 50187
Family Planning Walver 518.44
ABD Nop-Dual <24 M&F $626.62
ABD Non-Dual 21+ M&F 1,169,82
Brewal and Cervical Cancer 1701327
Reskiential Care Fachity $1,844.29
Dak Ellghle 0-64 M&F $488.35
Gk Eligihle 66+ MEF § 220,81
Custodial Care Nursing Facility 65+ §1i23.86
Hospice 86+ 123.86
Eigerly HCBS Waiver $242.74

LTS5 with MCO-Bpecific Rebalanting snd Risk Ad) it
Cuslodisf Care Nurslag Facliity <65 $ 851,58
Hosplee <65 B41.58
Nen-Duel Skiled Nwsing Facility 2811.56
Dual HCBS Waivers: PD; MAD 366.48
Non-Dual HCBS Waivers: PD; HAD; AIDS 1,6686.04
£874.35

LTSS with MCC-8pecific Rebalencing and Rigk Adjusimen]
ICF/MR § 505.01
State Resource Cenler 196.00
ntefieclual Pisabii CBS Walvar 3 .568.88

LTS8 with MGO-8pacific Robalsncing and Risk Adusiment
Children in a Fsychiatic Mental lastitule (PMIC) § 60107
] £267.40

LTSS with MCO-Specific Rebalancing end Risk Adjusiment

United Eff Apr 2016
Sscond Amendment, Exhipli A
Special Contract Amendment 3.2.02

802017

MED-16-020
State of fowa - Dapartmant of Human Services, Divislon of Medlcat Ssryicos
town Madicald Enterprise
1A Realth Link
Aprll £, 2018 to June 30, 2018 Capifation Rate Summary
Health Plan: United Healthoare
Medloal Net Capitztion
Nk Base HIgk
Net Basa Adjusted GME UIHC
Medicaf Medfeal Suppl taf  Suppk fai  Net Yota) Sfate
Capitation Capitation 1815b{3) PMPM PMPM Pran Rate 191503

$1,807.84 §1.807.84 $0.00 $5.28 $40.14 $1,853.26 3000

212.41 2123 - 5.28 1142 228,84 -
11515 113.87 {0.02) 528 5.39 124,82 0.02
12662 12521 {0.36) 828 3.1t 133,24 036
217176 215.34 {2.84) 5,20 8.3% 224,17 284
107.26 185,07 {3.07) 5.28 332 ten.70 347
324.08 321,44 {811 5.26 9.02 328,53 amn
218.35 216.60 {1.65} 5.28 4.84 226.08 166
470.34 466.58 {4.568) 8.28 11.80 ATH.08 4.58
35344 .08 {1.46} 5.28 817 401.98 146
558.87 554,40 .70} §28 13.75 §71.64 179
33182 331,83 {5.17) 5.28 2.0 353.23 6147
$ 1,607.84 §1,787.77 $ .00 §000 $0.00 $1,787.77 $0.00

29241 208,76 - - - 208.76 -
145.15 143.87 {002} - - 113.85 002
2862 125,21 {0.36) - - 124.85 0.36
2%7.76 216834 {2.84) - . 212.50 284
19728 185.07 {3.97) - - 19410 97
§152.64 §152.64 3000 §0.00 $0.00 516284 5000
$6,048.61 $6,040.61 § 0.00 §0.00 $0.00 $6,040.61 $0.00
§5,359,68 $6,358.53 $0.00 §000 $0.00 $5,359.83 §0.00
§ 523.56 §517.12 ${1.35) 000 §8.74 §626.51 $1.356
§07.1 500.94 {0.49) . 560 §08.05 049
748.26 737.08 {2.69} - 12.26 746.095 289
741.16 732,03 {1.23) . 8.24 730,04 123
1,183.02 1, 17044 {1.68) - 16.17 1,185.62 169
1,168.10 1,%43.B% (1.10} - 14.13 1,158.88 110
8 1,801.41 §1,482.04 $1(0,24) $0.00 §21.08 31,503.78 5024
$180.20 §168.78 $({0.52) §0.00 s $202.99 5052
191.96 189.60 (0.19) - 448 193.87 .19
28300 279.52 (1.03) - 9.76 28824 1.03
281.06 21160 047 - 856 28389 047
45347 447 0¢ (0.64) . 1448 461.71 064
439.86 434.45 (0.42) - 1125 445.20 LV
3 570.61 $563.59 $(0.09) $0.00 $16.78 $580.28 50,00
§18.07 §18.07 §0.00 $0.00 $ao $18,07 50.00
$60586 $597.47 $(241) §5.28 $12.18 §61222 s241
1,141,53 1,116.50 (9.30) 528 2a.21 1,137.76 230
1,882.84 484548 (1.13) - 2224 1,666,568 113
$1,791.03 $1,781.03 $(31.10) $85.28 $11.43 8$1,775864 $31.10
$449.18 $449.18 §(14.88) 000 $0.00 $434.30 51488
3 235.01 §226.01 $(1.1Y £0.00 $0.00 $223,88 $1.43
§121.48 §121.48 § (000 §0.00 $0.00 $12441 5007
121.48 121.48 @7 . - 12141 0.07
$237.80 $237,89 $0.00 $000 $236.42 5147
% 797.91 § 797.91 $(2.35) §528 2260 $4823.34 5235
T97.91 78791 {2.35) 528 2250 82334 235
2,494.67 249467 {0.16) fiza &0.70 256049 a.1e
35816 389.16 (8.78) - - w37 5.78
1,680.36 1,6080.38 @17 528 ELEE] 1,632.31 247
381037 $ 81037 $(8.30) $528 $41.96 $851.31 $6.30
347088 8 479,85 § {007} §5.28 310.28 §4u5.18 $0.07
170.58 179.58 (0,01} 5.26 BAT 151.32 0.01
362284 $522.54 $(574) $3.28 33999 355242 §$579
36573.48 §67a.48 §(21.08) $528 $10.61 § 668,31 $21.08
$ 955,40 386540 $(482) $528 $7.22 396328 £467
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873012017

MED-18-020
| State of lowa - Bapartment of Heman Services, Division of Medical Services
lowa Medlcald Erterprise
|1A Health Link
Aprit 1, 2016 fo June 30, 2416 Capitation Rate Summary
Heatth Plan: United Healthoara
LTSS Gross Caplation LTS8 net Capliation
| Grass Hase
: Total Pald Gross Baso Risk Adjusted Nt Base LY58  Tota] Pald LTSS
Capltation Rate Cell Medical Rate LTSS Capltatlon LTSS Capltation Capitation Rate
Children G-58 days M&F $1.853.28 NiA A NIA A
Children 60-384 days M&F 228.81 Nia A NIA hYA
Chitdten -4 MAF 424.54 NIA A NIA NfA
Chiidren 5-14 MaF 13360 NA WA NIA NfA
Children 620 F 22701 NiA NIA Ni NiA
Childzen 15-20 M 20387 Nra NA NIA NiA
Nom-Expansien Adulis 2434 F 330.64 Nia N/A NA NiA
Non-Expansion Adults 2¢-34 M 22672 NiA Ni& NIA NiA
Nor-txpansion Aduls 35-49 F 483,66 NIA NIA NfA NiA
Non-Exgansion Adulis 35-43 M 403,44 NA NiA WA hia
Non-Expansin Adulis 50+ MBF 573.43 Nia A WA A
Pragnant Wemen 358,40 NIA /A NIA NIA
CHIP - Children 0-59 tlays MAF $1,78012 NiA NIA NIA NIA
GHIP - Children 60-384 days M&F 20876 NiA N/A NIA NiA
CHE? - Children 1.4 M&F 113.87 NIA Nit WA NIA
CHIP « Children 5-14 MAF 12521 NIA NiA WA NIA,
CHIP - Children 15-20 F 21634 Nia A N/A NIA
CHiP - Children 16.20 M 195,07 NA NIA NiA NIA
CHIP « Hawk 518284 WA NiA WA NIA
TANF Metemity Case Rale $6,04861 WA Ni& NiA NA
Pregnant Wamen Matemily Case Rale $5,350.53 NiA NiA NA NIA
Wellkiess Plan 18-24 F (Madically Exempt) 5 52686 N/A Nia MIA NfA
Welness Plan 18-24 M {Medically Exempt] . 506.54 NiA NIA NIA WA
Weliness Plan 26-34 F (Medlcally Exempt) 749.84 N/A NI& NiA NIA
Waliness Plan 25-34 M (Madicatly Exempt) 740.27 WA NA NiA NIA
Walinoss Plan 35-49 F (Madically Exernpt) 1,197.31 N/A NIA NiA NIA
Waliness Pias 35-49 M {Medically Exempt)} 1,187.98 NiA NiA NiA NIA
Wellness Plan 504+ M &F (Medically Exempl) § 1.504.02 NiA Nia NfA, WA
Weliness Plan 19-24 F (Non-Medically Exempt} $203.5¢ A NiA NfA NiA
Weliness Plan 19-24 M {Non-Madlcally Exempt) 184.06 NIA N/A NiA NIA
Waliness Plan 26-34 F {Non-Madicaly Exempl} 288.27 WA NiA NIA NiA
Weltness Plan 25-34 M {Non-MedicaRy Exempl) 284,18 NIA NIA NiA NIA
Walinass Plan 35-49 F (Non-Medically Exampl) 482396 NA A NIA NIA
Wellness Plan 35-49 M {Non-Medicaly Exempl) 445,70 WA NIA NIA NIA
Welinese Plan 50+ M&F (Non-Medicafly Exampt) $580.37 WA NiA NiA NIA
Famity f{anning Walvar $16.07 NA NA MIA MIA
ABD Nor-Dural <21 MEF $ 614,63 NIA NiA NiA WA
ABO NoneDual 21+ M&F 1,147.05 NiA N/A NiA WA
Hreaat and Carvical Canssr 1,667 .59 A NIA NiA MN/A
Residentiz! Care Faclity $1,807.74 A WA NIA NiA
Cual Ekglhfe 0-64 MAF $449.18 A NiA Mih NiA
DCual ERglble 65+ MAF $§225.01 A NA Nra, NA
Custodial Cara Nursing Facllity 65+ 3121.48 MNiA WA NIA NiA
Huspics 5+ 2140 A A A Ni&
Eldery HCBS Walye $297.69 N NiA RA hiA
LTS8 with MCO-Bpecific R ¢ and Risk Adjsl | §13,324.32 $3,047.59 $3,057.83 $ 3,28D.63
Custaedial Gare Nursing Facility <65 $ 82569 NiA Nia NA NiA
Hosplee <85 825,89 N/A A BiA NA
Non-Cual Skiled Nursing Facily 2,560.65 NiA NiA KA NIk
Duni HCHS Walvers: PB; H&D 350,18 NiA NiA N/A NiA
Non-Dusl HCBS Waivars: PO; H&D; AIDS 1.634.48 NiA NA DA NiA
5 566761 NiA NIA NA NiA
LTSE with MCQ-Bparific Rebalanclng ang Risk Adjusimsnt 5324000 $3.348.16 83,762,068 $3,200.84
ISFMR $486.22 NiA NIA R/A NIA
State Resourca Canler 191.33 NiA A MIA WA
i $ 56821 A NA WA NiA
LTSS with MCO-Speciic Rebalancing and Risk Adjusiment $6,890.19 $6,230.94 $8,586.30 58,116114
Chiidren I a Psychlzide Manial Institule (PMIC) §580.37 NA Wi NIA NiA
's Menll i $§ 967,90 NA [ NA NIA
LTSS with MCO-8padific Rebalancing and Risk Adjustment $2,827.05 $2,81283 $2.770.51 52,766,38
United E{f Apr 2016
Second Amendment, Exhibit A
Speclal Confract Amendment 3.2.03 Page 3ot 3
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Bra0I2017

MED-16-020
Stata of fowa - Deparlnent of Human Services, Givision of Medizal Services
lowa Medicaid Enterprise
IA Health Link
July 1, 2016 to June 30, 2017 Capitation Rate Summary
Haalth Plan: United Healthcare
Meadioal Gross Capitation
Gross Basa Risk
Gross Baze Adfusted GME WHC Grogs Totzl
Kedical Madical PF tal  Supy tat Groas Total State Plan plus
Capltation Rate Cell Capltat} Capltatie 1916B43) PMPH PIAPM Stale Plan Rate 1815b{3 1215b(3} Rate
Chlidren 0-58 days M&F $ 184450 §1,844.60 $0.00 §5.28 $40.44 $1.88032 $0.00 $ 189032
Children 60-364 days M&F 216.52 21652 - 6.28 142 23322 . 233,22
Children 1-4 M&F 117.53 116.23 {0.02) 528 539 126.83 0.02 126,50
Children §-14 M&F 12820 12777 {0.36) 5.26 a1 135,80 0.36 136.16
Thitdren 158-20F 22221 210.74 {2.89) 5,28 630 22882 288 23144
Chidren 16-20 M 20129 189.06 {4.08) 528 332 20361 405 207,88
Non-Expansion Adults 21-34 F 33064 32789 8.27) 5.26 082 334.92 8.27 34319
Non-Expansion Adufis 21-34 M 22283 221,06 {1.68) §.20 4.84 220,49 168 23117
Non-Expansion Adulls 35-49 F 47087 47643 {4.490) 5.26 .80 488.53 488 483,21
Non-Expansion Aduils 35-40 M A01.19 a97.98 {1.49) 5.28 8,17 409,94 148 41142
Non-Expansion Adulls 504 Mg~ 670.45 565.89 {1.82) 5728 13.75 583.10 1.82 584,02
Pregnant Wamen 338.63 338,63 5.27) 528 21.29 359.93 527 365,20
CHIP - Chlidren 0-59 duys MaF $1,844.90 §1,024.42 $0.00 $000 §0.00 §1,824.42 $0.00 $1,824.42
CHIF - Children §0-384 days M&F 218,52 214.42 . - . 21412 - 214.12
CHIP - Children 1-4 M&F 117.53 116.23 {0.02) . - 1164 b0z 118.23
CHIP - Children 5-14 M&F 129.20 12777 (0.38) - - 12741 038 127.77
CHIP - Chiidren 13-20 F 2222 219.74 (2.88) - - 216.85 2859 216.74
GHIP - Ghildean 15-20 M 201.29 199.08 (4.06) - - 195.0% 4.05 195.06
CHIP - Hawk- $ 166.76 §156.76 $0.00 $0.00 50.00 § 15576 $0.00 $ 165,76
TANF Matemlty Case Rale $6.172.05 $6,172.05 $0.00 $0.00 $90.00 $6,172.06 $0.00 §6,172.05
Frognani Waman Matarally Gasa Rals $ 546090 $£,488.90 $000 3000 §0.00 $ 5,488.50 $0.00 §5,468.80
Welness Piar 19-24 F {Medically Exempl) $ 53428 $ 8211 §(1.39) 50.00 5974 $ 536,08 $1.3e $537.45
Weilness Pian 19-24 M (Madically Exempl) 517.56 11,19 (0.50) - 560 51828 0.50 516.79
Wall Plan 2534 F (Medically Exempt} T61.54 75417 (2.74) - 1228 761,68 274 764.43
Wallness Plan 25-34 M (Medically Exempt) 75636 147.06 (1.26) - 8.24 754.05 125 763.30
Wed Pian 35-49 F {Medically Exempl) 1,218.21 1,203.23 (171} - 1847 1,219.69 173 1,221.4¢
Wellnass Pian 36-48 M (Medically Exempl) 1,181.78 1,167,265 (1.12) - 1443 1,180.28 112 1,184.38
Waliness Plan 50+ M &F {Medicatly Exempl) $ 153223 $1,613.38 §{0.23) $0.00 $2108 $1,834.23 $0.23 §1,534.46
Waliness Pan 48-24 F (Non-Madically Exempl) $20225 5199.78 5{0.53) 3000 §7.75 § 206,83 5053 $207.51
Wellness Plan 18-24 M (Non-Madically Exemnpl) 18588 193.47 {0.19) - 446 107.74 018 197.83
Wellness Pian 25.34 ¥ (Non-Medically Exempt) 208580 28825 {1.06} - 475 293.96 1.05 28500
Wellness Pran 25-34 M (Non-Medically Exarngl) 28583 28330 {0.47) - 6.56 289.38 047 289,88
Well Plan 35-49 F (Nos-Medically Exempt) 462,73 457.04 {0.65) - 1448 470,85 085 471,50
Wallnass Flan 35-48 M (Non-Msdicaly Exemgt) 448 BE 44334 {0.42) - 1125 45417 042 454,59
Wallnsss Flap 50+ MAF (Non-Madically Exemgt) § 582,32 $676.18 §{0.09) $0.00 $16.78 $591.83 $0.05 $ 501,94
Family Planning Waiver 31644 $ 1644 $0.00 3000 $0.00 $ 18,44 §0.00 $ 18.44
ABD Non-ual <21 M&F $6i918 se02¢ 3§ (2.46) $628 512,18 $6826.21 $246 $627.57
ABD Non-Dual 21+ MEF 1,165,328 1,138.81 {9.43) 5.28 282Y 1,160,587 9.49 1,170,36
Braast and Cervical Cancer 1,71847 1,679.28 {1.16) - 2.4 1,700,537 1.18 1,701.53
Residental Care Fachily $1,028.06 $1,828.06 $ (0173 5528 51143 51,613.4 53173 $1.844.77
Dual Eiiglble 0-64 M&F 54560879 5458.79 $(15.18) $0.00 $0.00 § 443 81 51518 $ 458,78
Dual Eflgible 84+ MAF $22092 $27992 §(1.18) $0.00 $0.00 g8 §1.15 §220.92
Cugtodial Care Nurslng Facily 85+ $123.98 $123.98 §(0.07) $0.00 $0.00 312339 F0.07 812386
Heosplee 65+ 123.58 123.85 {0.07} - . 123.88 007 123,98
. §$242.74 S24374 $.01.800 $0.00 50,00 $24124 5150 $242.74
L78S with MCO-Specific Rek g and Risk Ad]
Custodial Care Nussing Faclity <85 §B14.20 $814.20 5(2.3%8) $528 §22.50 §839.50 $2.30 $ 84108
Hospice <65 814.20 81420 (2.39) 528 22,50 539,50 239 84198
Non:Dual Skited Nursing Facity 2,545.85 2,445.58 {0.16) 528 60.70 2511.40 016 261156
Dual HCOS Waivers; PO, HED 386,49 366,48 {8.91) - - 360.68 591 365,49
Non-Dual HCBS Walvers: PD; H&D; AIDS 1,622.81 1.622.81 {z.21) 528 38.85 1884.73 3l 1,666.94
B8 Welva § seeot 5826.91 5 (6.43) $528 $41.88 $ 867,72 643 S B745
L7588 with MCO-Spaciic Rebalancing and Risk Ad}
IGFIMR §489.45 $ 489,45 $ (0.07) 3528 $10.24 § 504,84 $0.07 $505.01
Stale Resource Canter 133.25 183.25 {©.on .28 47 194,89 001 195.00
$533.61 $.533.81 E00.20 1528 32p.09 §562.87 £5.91 50080
LTS5 with MCO-Specifc Rebalancivg and Risk Adj |
Chidren in @ Psychialic Mental Instliuie (PMICY % 585.18 4 686.18 $(21.45) §5.28 $ 10,61 $ 679.58 52148 $601.07
Childran®s Mentat Heallh HCBS Walve $974.50 $074.90 5471 8578 8722 § 082.69 §471 § 957.40

LT88 with MCO-8pecific R obatancing and Risk Adf

United Eff Jul 2016
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et Baue
Madical
Gepltation Rata Call Gapltation
Chiidran 0-5¢ days M&F $ 1.808.01
Chidren 60-354 days M&F 21248
Chidren 1-4 M&F 115.19
Chidren 5-14 M&F 128.82
Children 5-20 F 21708
Chitdran £6-20 M 102.28
Non-Expansion Adults 21-35 F 32483
Nor-Expansion Adults 21-34 8 21837
Non-Expansion Adults 35-49 F 41037
Non-Expangion Adulis 35-49 M 393.16
Non-Expansion Adulis 50+ M&F 559.0%
Pregnant Women 331.86
GHIP - Chdran 0-59 days M&F $ 180001
CHIP - Chidran 80-264 days M&F 21214
GHIP - Chiidren 5-£ MAF 115.19
CHIP - Chidren 6-14 M&F 126 .62
CHIP - Chidren 15-20 F 24778
GHIR - GhAdren 15-20 M 197.26
CHIP « Hawki § 16284
TANF Mateenlty Case Rale § 6,046,564
Pragnant Women Matemity Casa Rate §5,359.53
Wellness Plan 19-24 F {Medicaly Exempt) §$523 60
Walinass Plan 18-24 K {Madieally Exempt} 507.21
Weltnass Plan 26-34 F {Medically Exampt) 74631
Wellness Plan 25-34 M (Medically Exempt} 741.23
Weltness Plan 35-49 F {(MedicaRy Exempt) 1,193.84
Waflness Plan 35-49 M (Madically Exempt} 1,158.18
Wailness Plan 50+ M &F {Medically Exempl} § 150159
Weliness Plan 18-24 F {Non-Medlcally Exempl) $188.21
Wetlness Plan 19-24 M {Non-Medicaily Exampf) 10107
Woellnaxs Plap 25-34 F {Non-Megicaily Exempl) 253,02
Watlhags Plan 25-34 M {Nen-Madically Exemal) 281,08
Wallnass Plan 35-40 F {Non-Medicaily Exempl) 463.48
Welness Plan 36-49 M {Non-Medically Examgpi) 439,88
Wellnose Plan 50+ M&F {Non-Madically Exampi} $670.68
Familly Planning \Waivar §8.07
ABD Non-Dual <24 MEF $606.81
ABD Num-Dual 21+ M&F 1,$42.07
Breast and Cervical Cancer 1884.1¢
Residental Cere Fachily $1.761.60
Dual Eligibte 0-64 MEF §445.82
Dual Eligitte 65+ M&F §225.02
Cuslodial Cars Nursing Faclity 65+ $ i241.48
Hoapice 86+ 121.48
E $237.88
LT85 with MCO-Spacifis Rebalancihg and Risk Adjustment
Cusladial Gare Nursing Faciity <65 §797.91
Hospica <85 7761
Non-Quaf Sklted Nursing Facility 249467
Duat HCBS Waivers: PD; H&D 350,18
Non-Duat HGES Walvers: PO HAD: ADS 1,590,35
Buain fnhey HCHS Walver $6810.37
LTSS with MCO-Spacific Rebal and Risk Adjustment
ICFAMR $479.68
Stale Resourca Contar 179.68
nteliectual Disabl 85 §$622.84
LT85 with MCO-8peelfic Rebalancing end Risk Adjusimani
Chidren in a Psychiatrlc Menle! Institute (PMIC) $573.48
£ aiyar £0855.40

LTSS with MCO-Spacific Rabalansing and Risk Adjusiment

United Eff JJut 2018
Sscond Contract Amandmenl, Exhioit A
Special Contract Amendmednt 3.2.03

813072047

MED-16-020
Stiato of lowa - Department of Human Serviaes, Divislan of Medical Services
lawn Medloaid Enterprisa
1A Healtk Link
July 1, 2016 to fune 30, 2017 Capilation Rate Summary
Heaith Plan: United Healthcare
Madlcal Not Capltatien
Vet Hase Hisk
Adusted GME UG
Medjoat Suppl tat  Buppk al  Net Total State Total Paid
Cagllatlon 1!15b§3 PMPM PMPM Flan Raig 1916b(3) Medioal Rate
§1,808.01 §0.00 $6.28 54014 $ 185343 $0.00 $1,853.43
212.18 - 5.28 1142 22088 - 228,88
113.41 0.02) 5.26 839 124,56 6,02 124.8¢
126.21 [0.28) 5.28 394 133.24 ] 133.60
218,34 [2.84) 8.28 £.39 22447 2.84 227.01
195.07 [3.97 628 332 18870 357 263.67
321,44 8.11) 5.26 9.92 328.53 :NH 336,84
216,62 {1.66) 5.26 484 225.08 1.66 226,74
466.69 {4.58) 5.28 11.80 479,11 4.58 483.69
290.01 (1.48) 528 847 402.00 +.48 403.46
554,56 {1.78) 5.28 13.76 §71.86 1,79 573.58
331,86 5.17) 6.28 21.29 393.26 5147 358,43
$1,787.94 $0.00 $0.00 §0.00 §1,767.94 $0.00 $1,787.94
209,82 . - - 20082 - 209.82
143.91 0.02) - . 113.3% 0.02 113,81
126.2¢ (0.36) - - 124.98 0,38 125.2¢
216494 (2.84) - . 212.50 284 215,34
195.07 {3.97) - - 191.40 .07 185.07
§152.64 $0.00 $0.00 5 0.00 $152.84 §0.00 §152.64
$5,048.64 $0.00 $0.00 $0.00 §6,040.6¢ §0.00 $ 5,048.61
§5,359.63 $0.00 $0.00 $0.00 $6,389.53 §0.00 §5,358.53
$5tr.i8 §(t.,35) $0.00 5974 §$625.55 $1.35 $ 525,90
§00.87 {0.46} - 580 500.08 049 508.57
737,13 {2.69} - 226 48,70 2,89 749.30
73241 {1.23} - 8.24 138002 1.3 740,35
1,170.18 {1.60} - 1817 1,185.64 1.69 1,197.33
1,143,984 {10} - 14.13 1,166.84 i.10 1,158.04
$1.4683.12 ${0.24) 50.00 §21.08 $1,503.96 §0.24 $1,504.20
$105.77 $ (053 s0.00 $775 $203.00 so82 $203.52
189,61 10,19} - 4,48 192.88 0.19 194.07
279.54 {1.03} - 9.75 288.26 1.03 258.29
2itA3 {0.47) - 6.58 263,72 0.47 284.18
447.90 {0.64} - 448 461.72 0.64 462,39
434.47 {0.42} - 1125 445,30 0.42 44572
$663.66 §(0.09) % 0,00 $16.78 $ 580.35 $0.00 § 56044
$18.07 $0.00 $6.00 $0.00 §18.07 30,00 $10.07
$698.01 F(2.41) $5.28 $12.18 $613.08 3241 $61547
111803 18,30} 528 26.27 1.138.28 9.30 1,147.88
1,845.70 .13 - 2.4 166681 113 1,667.94
$1,781.50 5{31.10 $8.28 $1t43 44,7774 §31.10 §1,808.21
§449.82 § [14,88) $0.00 §0.00 S434.74 $14.88 $ 449,62
$225.32 $(1.1%) $6.00 $0.00 $224 19 $1.13 $22532
42148 5{0.07} $0.00 §0.00 51214 soo7 3 121.48
121.48 {0.07) - - 12141 0.07 121,48
237.89 (147} $0.00 5000 $23642 $147 §.237.60
§797.84 §(2.35) $528 $22.50 §823.34 $2.35 § 825,69
797.91 2.36) 5.28 2250 823,34 2.35 82588
240487 (0,18} 8.28 G070 2,560,489 0.16 2,560.65
35918 {6.79) - - 353.37 879 359,16
1,580,35 (2.17) 8.28 38.55 163231 27 1634.44
$810.37 $06.30) $85.28 $41.98 £851,31, £630 $857.61
$470.06 S0.00 $5.20 $10.28 §495.15 $0.07 449522
179.58 {0.01) 5.8 BAT 191.32 0.0t 181.33
$522.94 8.(5.78) $5.28 $20.99 555242 $5.79 $558.21
$573.48 $(21.09) $6.28 § 1051 §9468.31 $21.06 § 588,37
$956.40 §i4.62 $5.28 sra £963.28 §462 $BE7.80
PegeZof 4
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Gapllation Hate Gell

LY33 Gross Capliation

State of lawn - Department of Human Banvicas, Divieon of Medical Services

Fowa Medlcaid Enterprise
{A Health Link

July 1, 2018 to June 30, 2017 Capitation Rate Summary
Health Pian: Unlted Heslthcare

Childran 0-59 days MEF
Children 60-354 days M&F
Chitdren 1-4 M&F

Children 3-14 M&F

Childran 15-20 F

Chlldren 16-20 M
Non-Expansion Adulls 21-34 F
Non-Expansion Adulls 21-34 M
Nonr-gxpansion Aduils 3548 F
Non-Expansion Aduls 3543 M
Nen-Expension Adulls S0+ M&F
Pregnant Woman

CGHIP - Children 0-58 days MEF
CHIP « Children 60-364 ¢sys M&F
CHIP - Children 14 M&F

CHIP - Children 5-14 M&F

CHIP - Children 15-20 ¥

CHIP - Children 15-20 M

CHIP - Hawde-

TANF Maternity Case Rate
Peagnant Woimen Materily Case Rale

‘Weflness Plan 19-24 F {Medically Exampt)
‘Woelinass Plan 19-24 b (Madically Exempl)
Welinass Plan 25-34 F (Medically Exempt)
Wetinass Plan 25-34 M (Medicaily Exempt}
Woellness Plan 36-49 F (Medically Exompt}
Wellness Plen 35-49 M (Medieatly Exempt}
Wslinass Plan 50+ M &F (Medleally Exempl)

Weilness Plan 19-24 F (Non-Medically Exemgt)
Wealinass Plan 19-24 M {Non-Madically Sxampl}
Wallnazs Plan 25-34 F (Non-Madically Exempt}
Wellnass Plan $5-34 M {Non-MadlcaRy Exemp$}
Wallness Plan 35-49 F {Non-Medically Exempt}
VWeilness Plan 35-49 M {Non-Medicaly Exaempt)
Wollness Plan 50+ MAF [Nen-Medically Exampt)

Uniled Eff Jui 2048

Family Planning Watver

ABD Non-Dual <21 M&F
ABU Nor-Dunl 21+ M&F
Breas! and Cervical Cancer
Residentlal Care Faclily

Duat Efigible 0-04 MAF
Dual Eligibla 85+ M&F

Cuslodial Care Nursing Faclily 65+
Hesplce 85+
Eldsrly HCHS Walver

LTSS with MCO-Bpesific Rebal

Cuslodial Care Nursing Facifly <658
Hosploe <65

Non-fual Skilied Nursing Facliity

Dual HCBS Waivers: PD; H&D

Nen-Rusl HCBS Waivers: PD; HAD; AIDS

IGFMR
State Reaource Cenler
nielizcival Dispbility HCBS Vaitver

Chiidren in a Psychialic Manlal Instilule (PMIC)

Gross Base

Gross Dase Risk Adjusfed
1TSS Cap LTS3 Capliation
NiA NIA

NFA WA

NiA NiA

NfA /A

NfA N/A

Nia NAA

NiA NA

NIA WA

N A

NiA WA

NiA DA

Nra WA

NIA A

NrA NA

NA A

NIA MfA

N/A A

MNA hefA

WA NA

NA A

N& NfA

WA A

NIA Ni&

NIA A

N MIA

N/A N/A

WA WA

NiA WA

NIA N/A

WA NA

A NA

NfA NA

NiA NA

WA NA

NEA WA

NA WA

WA WA

A NA

NiA WA

A NA

NIA NIA

A WA

bA N/A

Nia NIA

A NA

and Risk Adjustment $3,329.78 $3,353.62
NIA NiA

NiA NiA

NIA NIA

NiA NA

MA NA

A A

LTE8 with MCO-$pecific Rebalancing and Risk Adjustment §3,258.05 $3,3228,40
N/A MiA

N/A MiA

NIA A

L¥8S with MCO-Specific Rabelancing and Risk Adjustment $6,700.60 %6,250.04
WA NIA

Cl = HIA WA
L¥SS wilh MCO-Spacific Rabalanaing and Risk Adjustment § 2,831.08 $2,818.65

Second Contract Amendment, Exhibit A
Special Contragi Amandmeant 3,2.03

Milman, ns.

LTS8 net Capliation

Net Base LTSS TotutPald LT85

Coplation _ Rate
NiA NiA
NiA Nid
NiA NiA
NiA Nia
NiA NiA
Ni& NiA
11N NIA
NiA Nia
NIA NIA
NiA NiA
N/A NA
N/A WA
NA NIA
WA NiA
NA A
WA NIA
NA NIA
NIA NIA
WA MA
NIA WA
NA NIA
NIA WA
WA M/A
A WA
BIA /A
NIA NiA
NIA NA
NIA MiA
N/A NiA
N/A N/A
WA N
NIA NA
NiA N
NfA Ni&
NfA NiA
NiA Nia,
A NIA
Ni& NiA
BA NiA
NiA NiA
WA Nia
Nia 177
MNiA NA
Nia N/A
NiA N

$3,203,1% §3,286.02
NiA NiA
MA NA
NfA NIA
NIA NIA
NIA NIA
NIA Hia
$3,193.80 $3,261.83
NiA NiA
NI NA
BIA Hin
$6,57544 3 6,132,88
NiA MN/A
NIA A
§2,774.47 % 2,760.32

83072017
MED-$6-020
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Unlled Eff Juf 2016
Second Contract Amendment, Exhibll A
Special Contracl Amendment 3.2.03

Ciapitation Rate Coll

Chilldren 0-53 days M&F
Children 60-364 days M&F
Children 1-4 M&F

Childran 5-14 M&F

Chiidren 15-20 F

Chidran 15-2¢ M
Naon-Expansion Adulis 21-34 F
Non-Expansion Adulls 21-34 M
Non-Expansion Adults 35-40 F
Non-Expansion Adults 35-49 M
Nom-Expansion Adults 50+ M&F
Pragnant Wemsn

CHIF - Chilidren 0-80 days M&F
CHIP - Chiidren 60354 days M&F
GHIP - Childran 1-4 M&F

GHIP - Children 5-14 M&F

CHIP - Children 18-20 F

CHIP - Chitdren 15-20 M

CHIP - Hawk-i

TANF Matsenlly Case Rato
Pragnant Wormen Maternily Case Rate

Wellness Plan 19-24 F {Medically Exempl)
Wellness Plan 18-24 M (Madisaly Exempl)
Wellnass Plan 25-24 F (Meadically Exempt)
Wallnass Plan 25-34 M (Medically Exempi)
Woellness Plan 35-49 F {Medically Exampl)
Wellness Plan 35-49 M {Madizally Exempt)
Wallness Plan 804 M &F {Medically Exempt)

Wellness Plan 19-24 F (Non-Medlcally Fxampt)
Wellness Plan 19-24 3 (Mon-Madically Exerpl)
Wailness Plan 25-34 F (Non-Medically Exampl)
Woliness Plan 25-34 M [Noa-Medically Exempl)
Wellness Plan 35-48 F {Non-Meadlcaliy Exempt)
Wallnsss Plan 36-49 M [Non-Medicelly Exempt)
Wellness Plan 50+ M&F (Noa-Medically Exemply

Family Plansing Waiver

ABD Non-Dual <21 MaF
ABD Non-Dusa! 29+ M&F
Breast and Cervical Cancer
Resldential Care Faelliy

Dual Eligible 0-64 MK
Bual Eligibls 68+ MAF

Custodial Care Nursing Faclity o6+
Hospice 85+
Eldecly MCBS Walver
LTS8 with MGO-Specific Rebalzacing and Risk Adjusiment

Cusladial Cara Nursing Facily <85
Hasplce <65
Non-Duel Skilled Nussing Facility
Duzl HGBS Walvers: PD; HeD
Mon-Dual HCBS Waivers: PD; HAD; AIDS
Bral
LTSS with MCO-Spacific Rebalanting and Risk Adjustmend

ICFIMR
Slate Reseurca Canter
teliaciual Disabl atver
LFSS with MCO-8pecific Rekalanclng and Risk Adjustmand

Childran in a Fsychlefic Mental instfuia {PMIC)

Ghlldran's Mantal Health HOBS Walvar

LTSS with MCO-Speeific Rebalancing and Risk Adiustmant

faliliman, inc.

8/30/20%7
MED-16-020
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State of lowa - Department of Human Services, Division of Medical Assistance

8/30/2017

tA Health Link
LTSS Services Risk Corridor Benchmark PMPMs
Aprif to fune 2016
RISK AUJUSOTERRE FECLOTS L 155 KIBK Lornaer FMPmM Hanschmarks
Hate et wureupng Lapliaucn rare Wet oy Aamiz Amerigroup AmeriHealth United Amerigroup AmerlHealth United
Cusiodial Care Nursing Facllily 65+ $4,285.11 $4,290.11 00,0066 0.9951 1.0t07 $4,195.37 $4.180.48 $4,255.16
Hospice 65+ 3,143.51 3,068,681 £.0000 1.0000 10000 3,086.51 3,068.5¢ 3.068.51
Elderly HOBS Walver 1,106.45 866.45 09669 1.0162 9755 92870 266,29 933,02
Custodial Cars Nursing Facility <65 $4,855.82 $4,780.82 0.9888 0.8912 1.0283 $4,728.32 $4,738.75 $4.906.56
Hoapice <65 3,052.78 2,977.78 1.0000 1.0000 1.0000 2,977.78 2,977.78 2,977.18
Non-Duat Skiled Nursing Faciily 2261164 22,636.64 1.0000 1.0000 1.0000 22,536.64 22,538.64 22,535.64
Dual HCBS Walvers: PD; HBD 1,201.73 1,051,723 0.8841 1.0141 0.9952 1,035.01 1,086.56 1,046.88
Non-Dunl HCBS Waivars: PD; H&D; AIDS 1,674.12 1,524.12 0.9106 1.0284 1.0613 1,387.71 1,667 41 1,617.55
Brain Injury HGBS Walver 2,579,54 2,379.54 08867 1.0948 09961 2,109.94 241500 2,370.26
ICFMR $10,224.89 $10,149.88 1.0011 (.9982 £.0051 $10,161.04 $10,131.6% $10,201.64
Siate Resource Center 245,825.17 2575047 0.9551 +.0047 1.0021 25,649.74 25,793.95 25,804.25
Intoliaciual Disability HCBS Waiver 3,4681.80 3,261.80 0.8846 1.0285 0.8215 2903.08 337833 2,666.00
Children In a Psychiatric Mental Instilute §5,658.04 $5,583.04 1.0000 1.0080 1.0000 $5,583.04 $5,583.04 $5,683.04
Children’s Mental Heafth HCBS Walver 1,041,289 891.29 1.0432 0.9771 0.9774 928,79 870.68 B71.15
July 2016 to June 2017
KISk AOJESIMBNE FALTOrS L 185 RISK Gorndor FMEM senchinarks
Ram L brouping LBPIENOH Kate et o1 Adiin Amsrigroup AmeriHgalth United Amerigroun ArneriHealth United
Custodiai Gare Nursing Faclity 85+ $4,285,57 $4.210.57 0.9865 0.9951 1.0107 §4,198,83 $4,180.94 $4,255.62
Hospice 86+ 3,203.18 3,128,148 1.0000 1.0000 1.0000 3,128.18 312818 3,128.18
Elderly HCBS Waiver 1,117.06 967.06 {.9689 1.0182 0.9755 938,98 §76.92 943.37
Custodiai Care Nursing Faoilify <65 $4,856,27 $4,781.27 0.96856 0.8812 1.0263 $4,728.76 $4,739.19 §4,807.02
Hospice <65 3,111.88 3,036.88 1.0000 1.0000 1.6000 3,036.88 3,035.88 3,036.88
Neon-Dual Skilled Nursing Fackity 22,612.95 22,537.95 1.0000 1.000D 1.0000 22,537.95 22,637.95 22,637.96
ual HCBS Walvers: PD; H&D 1.215.24 1.065.24 0.9841 1.0141 0.9952 1,048.30 1,080.26 1,050.13
Non-Duet HCBS Waivers: PD; H&D; AIDS 1,695,60 1,545.60 0.9105 1.0284 1.0613 1,407.27 1,588.50 1,640.35
Brain Injury RCBS Waiver 2,602,256 2,402.25 0.8867 1.0948 0.9981 2,130.08 243894 2,092 86
iCFIVR $10,224.02 $10,149.92 1.0011 09582 1.0051 $10,165.08 §10,131.65 $10,201.68
Stala Resource Cenler 2582518 25,750.18 0.9561 1.00%7 1.0021 25648.75 25793.95 2580426
Intellactual Disabilty HCHS Waiver 3,507.83 3,307.83 0.80846 +,0285 0.8215 2928.11 3,402 10 2747.38
Chiidran in a Psychiatric Mental Inslitute $5,658.04 $5,503,04 1.0000 1.0000 1.0000 $5,5603,04 $5,583,04 $5,583.04
Chilidron's Mental Heallh HCBS Waivar 1,047 .88 867.88 1.0432 9771 0.9774 936.67 877.32 B71.5¢

Second Amendment, Exhibit B
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State of lowa - Department of Human Services, Division of Medical Services
fowa High Quality Healthcare Initiative IHQHRP

LTSS Risk Corridor Sample Calculation

Category of Service: LTSS {Institutional & Waiver)

Sample Plan Calciiation

Capitation Rates

8/30/2017

Enroliment PMPMs for Risk Corridor

Apritto June 2016 July 2016 to June

April to June 2016 july 2016 to June

Rate Call Grouplng Rates 2017 Rates Rates 2017 Rates Benchmark PMPM_Plan Experience
Custedial Care Nursing Facility 65+ $4,210.11 $4,210.57 9,623 38,516 $4,210.48 $4,210.48
Hospice 85+ 3,068.51 3,128.18 5685 2,260 3,116.25 3,118.25
Elderly HCBS Waiver 956.45 847.06 7,690 30,760 964.94 1.013.18
Custodial Care Nursing Facility <65 $4,780.82 $4,781.27 1,725 8,900 $4,781.18 $4,781.18
Hospice <65 2.977.78 3,036.88 48 195 3.025.06 3,025.08
Non-Duat Skilled Nursing Facility 22,536.64 22,537.95 147 588 22.537.69 22,537.69
Dual HCBS Waivers: PD; H&D 1,051.73 1,065.24 1,111 4,444 1,062.54 1,275.05
Non-Duzal HCBS Waivers: PD; H&D: AIDS 1,524.12 1,545.60 1,158 4,624 1,541.30 1,849.56
Brain Injury HCBS Waiver 2,379.64 2,402.25 1,084 4,338 2.397.71 2.877.25
ICF/MR $10,149.88 $10,140.02 1,384 5,536 $10,149.91 $10,148.91
State Resource Center 2875017 25,750.18 365 1,460 25,750.18 25,750,118
intellectual Disabifity HCBS Waiver 3,281.80 3,307.83 11,157 44,628 3,302.62 3,798.02
Children in a Psychiatric Mental Institute 35,583.04 55,583.04 359 1,596 $5,583.04 $5,583.04
Childrer's Mental Health HCBS Waiver 391.29 B9T.88 580 2,320 895.56 896.56
Shared

Rigk Corridor Calcufation - Sample Plan Savings#{Losses) { Plan Component State Component

TFotal Risk Sharing Claim Cost PMPM {$139.26)} - < {§147:29) - ($41.97)

Risk Sharing Tier 1 {(+/- 2%) B70.21) ©(370.21) $0.00

Rigk Sharing Tier 2 (+/- 2%-4%) (370.21) ($52.66) {$17.55)

Risk Sharing Tier 3 (+/ 4%-6%} (348.84) ($24.42) {$24.42}

Risk Sharing Tier 4 (+/ 6%-8%) $0 $0.00 $0.00

Risk Sharing Tier 5 (+- 8%-12.5%) 30 30 $0

Second Amendment, Exhibit B.02
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