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The Common Sense Initiative was establisbdeby Executive Order 2011-01K and placed
within the Office of the Lieutenant Governor. Under the CSI Initiative, agencies should
balance the critical objectives of all regulabns with the costs of compliance by the
regulated parties. Agencies should promote transparency, consistency, predictability, and
flexibility in regulatory activi ties. Agencies should priotize compliance over punishment,
and to that end, should utilize plain langage in the development of regulations.

Requlatory Intent

1. Please briefly describe the drafregulation in plain language.
Please include the key provisions of thegtgation as well as any proposed amendments.
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Rule 5160-26-02, entitled Managed health caog@ams: eligibility, membership, and automatic
renewal of membership is being proposed for aiment due to five year rule review. The rule
describes the managed care enroliment process amatigories of indiduals who are eligible
for enrollment in MCPs. Changes to the ruliel anodified adjusted gross income (MAGI)-based
Medicaid eligibles to the list of groups ebte for Medicaid managed care. (MAGI)-based
eligibility applies to the Covered Families a@tildren eligibility category. Other amendments
to the rule clarify that this rule does not apf MyCare Ohio plans, clarify the managed care
mandatory and voluntary enrollment criteria, apdate language regarding the coverage of
newborns. Additional amendments to the rule update legal citations and cross-references.

Rule 5160-26-06, entitled Managed health caog@ms: program integrity — fraud and abuse,
audits, reporting and record retention, is bgngposed for amendment due to five year rule
review. The rule sets forth provisions for Mealid MCP program intedy, including specific
requirements on MCPs to guard against fraud and abuse, audits, the submission of reports, and
record retention. Changes tettule clarify language for trenual fraud and abuse report and
record retention requiremengsdditional amendments to thelewpdate legal citations and
cross-references.

Rule 5160-26-07, entitled Managed health caog@ms: annual external quality review, is
being proposed for rescissionupdate policy relating to adnistration of the Medicaid
program. The rule describes the federal requiremegniiring states to contgie external quality
reviews for MCPs.

Rule 5160-26-07.1, entitled Managed health paograms: Quality assessment and performance
improvement program (QAPI), is being proposedréscission due to fivegear rule review. The
rule sets forth the federal quality assessment and performance improvement program (QAPI)
requirements for MCPs.

Rule 5160-26-08, entitled Managed health gaograms: marketing, is being proposed for
amendment due to five year rukview. The rule sets forth marketing requirements for MCPs.
Changes to the rule clarifyriguage regarding marketing actiggiand materials. Additional
amendments to the rule updatgdécitations and cross-references.

Rule 5160-26-08.1, entitled Manadeelalth care programs: infort@n and enroliment services,
is being proposed for rescission due to five yab review. The ruléescribes contracts with
enrollment services entities for Medicaid managed care.

Rule 5160-26-08.2, entitled Manabkealth care programs: memlservices, is being proposed
for amendment due to five year rule review. Thie sets forth requirements for MCPs regarding
services and materials. Changes to theclaefy language regarding member services and
member materials that MCPs must provide torigsmbers. Additional amendments to the rule
update legal citationsnd cross-references.
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Rule 5160-26-08.3, entitled Manadeelalth care programs: membghts, is being proposed for
amendmento update policy relating to the administoatiof the Medicaid program. The rule sets
forth requirements regarding the rights of members in MCPs. Changes to this rule modify
language regarding the MCP members’ abilitpasticipate in their health care decisions.
Additional amendments to the rule upditgal citations and cross-references.

Rule 5160-26-08.4, entitled Manabkealth care programs: MCP grievance system is being
proposed for amendment due to five year rulgeng. The rule sets forth requirements for the
MCP grievances and appeals and descrilveg thvenues allowing a member to challenge
certain actions taken by the MCPL) a grievance process, (2) appeal to the MCP, and (3) a
process allowing members to access the Stagalgny system through the Ohio Department of
Job and Family Services (ODJFS). Chartgdbe rule updatena reorganize language

regarding the obligations of the MCPs with resfpto the grievance and appeals process and the
processes for members to accesshihee avenues available to thekdditional amendments to

the rule clarify that this ruldoes not apply to MyCare Ohio piBrand update legal citations and
cross-references.

Rule 5160-26-08.5, entitled Manadeelalth care programs: responstlak for state hearings is
being proposed for rescission dudit@ year rule review. The rulgets forth the obligations of

the MCPs regarding compliance witate hearing decisions. Thentents of the rescinded rule
have been moved to OAC rule 5160-26-08.4.

Rule 5160-26-09, entitled Managed healthegaograms: reimbursement and financial
responsibility is being proposed for amendmenttdifese year rule review. The rule describes
ODM'’s payments to MCPs and the obligations of the MCPs with respect to financial reporting
and reinsurance. Changes to thie update language regarding finequency of actuarial review
and MCPs’ responsibilities for cost repoatsd reinsurance requirements. Additional
amendments to the rule updatgdecitations and cross-references.

Rule 5160-26-11, entitled Managed health gaggrams: managed care plan non-contracting
providers, is being proposed for amendnmenipdate policy relating to the administration of the
Medicaid program. The rule sets forth requiraetsdor providers thado not contract with
Medicaid MCPs. Changes to the rule add clanfyianguage from state law which specifies that
the compensation for inpatient hospital capstats for emergency services provided by non-
contracting hospitals sli not exceed the maximum amountaddished by the department. Other
amendments clarify the activities related to exdequality reviews andpdate the timeframe for
record retention by non-contraagj providers, consistent with the provisions of OAC rule 5160-
26-06. Additional amendments to the rule updagal citationsrad cross-references.

Rule 5160-26-12, entitled Managed health gaggrams: member co-payments, is being
proposed for amendment to update policy relatintpeécadministration of the Medicaid program.
The rule sets forth requirements for MCPs wtlezy elect to implement a co-payment program.
Changes to the rule simplify and clarifnguage regarding co-payments and update legal
citations and cross-references.
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2. Please list the Ohio statute authorizig the Agency to adopt this regulation.
Ohio Revised Code Section 5167.02.

3. Does the regulation implement a federal regirement? Is the proposed regulation
being adopted or amended to enable theae to obtain or maintain approval to
administer and enforce a feéral law or to participate in a federal program?

If yes, please briefly explain the sourcand substance of the federal requirement.

Yes. 42 C.F.R. Part 438 imposes comprehensive requirements on Medicaid managed care
plans. For example, Section 438.56 imposgsirements for disenrollment of members
from plans, and Section 438.114 addresses thenement to provide emergency and post-
stabilization services even when they amdered by providers who do not have contracts
with managed care plans. Subpart C of the regulations imposesesugrits for enrollee
protections and marketing acities. Subpart F of these regulations (42 C.F.R. 438.400 -
438.424) imposes detailed requirements requigagh Medicaid managed care plan to have
a system in place for enroéle that includes a grievanpeocess, an appeal process, and
access to the State’s fdiearing system. Other riden this Subpart address the
requirements for a notice of action that tharpintends to take, tHendling of grievances
and appeals, and the resolution of appeals and grievances.

4. If the regulation includes provisions not specifically required by the federal
government, please explain the ration& for exceeding the federal requirement.

Although the federal regulations do notpose requirements directly on managed care
plans, they do require state Blieaid agencies to ensure managed care plan compliance with
federal standards.

5. What is the public purpose for this regulatio (i.e., why does the Agency feel that there
needs to be any regulatiomn this area at all)?

These rules perform several functions. Téesure compliance witlederal regulations
governing Medicaid managed card@hey ensure that information maintained by managed
care plans is readily availablfor the State, and if requegidor the Centers for Medicare
and Medicaid Services (CMS).
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6. How will the Agency measure the success ofitregulation in terms of outputs and/or
outcomes?

Through the review of reports, the Agency vesitleat plans are complying with federal
standards. With five plans in the state, all will be expected to gredilar information,
making missing information more obviousgasuring the succeséthe regulation.

The managed care plans must demonstrate tange with several performance measures
that gauge the performance of plans. Successful health outcomes are measured through a
finding of compliance with these standards.

Development of the Regulation

7. Please list the stakeholders included by ¢hAgency in the development or initial review
of the draft regulation.

Medicaid managed care plans and stakeholdeich as the Ohio Hospital Association and
Voices for Ohio’s Children have been involwedhe initial review othe draft regulations.

The MCPs that applied for a request for apations (RFA) in 2012 were aware of the
expectations and requirements tlveyuld be held to if they wete become a Medicaid MCP
for the state of Ohio. Since the regulationgene place prior to the RFA process, these
plans were already aware of the reportingjugrements. The MCPs selected are Buckeye,
CareSource, Molina, Paramount and UnitedHealthCare.

Stakeholders have provided infwal input that hadbeen the basis for the draft regulations.
Additionally, stakeholders provided formaput when the rule was distributed to
stakeholders during the department’s ckeage process from May 7 to May 20, 2014.

8. What input was provided by the stakeholdersand how did that input affect the draft
regulation being proposed by the Agency?

The Department received comments from &iakeholders, specifically, Buckeye, Molina,
Paramount and Marion County Department obdand Family Services (CDJFS). The
comments from Buckeye, Molina, and Paramount pertained to the clarification of revisions
to the primary care provider and subcontract definitions. Paramount also requested
clarification on an operational issue regéing newborn enrollment. Marion CDJFS
requested clarification regardingansportation issues which were not related to the rule
revisions. The Department provided the necessary claribicatio the stakeholders. All
comments received to date have been considered in developing the draft regulations.
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9. What scientific data was used to develop thrule or the measurable outcomes of the
rule? How does this data suppa the regulation being proposed?

No scientific data was used; however, the requirements in these rules are based on federal
regulations as mentioned above.

10.What alternative regulations (or specific piovisions within the regulation) did the
Agency consider, and why did it determine that these alternatives were not
appropriate? If none, why didn’t the Agency consider regulatory alternatives?

The Agency considered performing periodic auditavever, reports provide more real-time
feedback to assure timely access to nesdedces for Medicaid beneficiaries.

11.Did the Agency specifically consider a pedrmance-based regulation? Please explain.
Performance-based regulations define the reéxepal outcome, but don’t dictate the process
the regulated stakeholders must use to achieve compliance.

A performance-based regulation would not cymyth the federal regulations. However,
through the submission of the requested dawAtpency is able to determine whether the
MCPs are meeting the standardesiied in federal regulations.

12.What measures did the Agency take to ensut@at this regulation does not duplicate an
existing Ohio regulation?

All Medicaid regulations governing MCPseapromulgated and implemented by ODM only.
No other state agencies impose requiremeratsate specific to the Medicaid program.
Furthermore, this regulation was reviewed®PM'’s legal and legislave staff to ensure

that there is no duplication within ODM rules.

13.Please describe the Agency’s plan for impmentation of the regulation, including any
measures to ensure that the regulation ispplied consistently and predictably for the
regulated community.

All five MCPs are required to publish clairmsbmission requirements and the required
reports consistenthyA robust effort will be employed liye department to notify the MCPs
and stakeholders of the rules. A varietgoimunication methods wilke used, including,
but not limited to e-maihotification and posting of theiles on the ODM website.

Adverse Impact to Business

14.Provide a summary of the estimated cost alompliance with the rule. Specifically,
please do the following:
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a. ldentify the scope of the inpacted business community;
This rule only impacts MCPs in the SaThe MCPs that will be impacted are
Buckeye, CareSource, Molina, Paramount and UnitedHealthCare.

b. Identify the nature of the adverse impact(e.g., license fees, fines, employer time
for compliance); and

Below is a listing of the natarof the adverse impact (i.@rovision of material and
reports) necessary to comply with the following rules.

5160-26-02:

(C)(3) Newborn notifiation and membership.
(a) The MCP must notify ODM, or its designag directed by ODMf the birth of
any newborn whose mother is enrolled in an MCP.

(D)(4)(c) If the member will be enrolling a new MCP, the disenrolling MCP shall
notify the enrolling MCP of #hinpatient status of themember following verification

of the change or termination by the Memid Consumer Hotline via the consumer

contact record and the disenrollment®PM via the monthly member roster.

(D)(4)(d) The disenrolling MCP shall notifize inpatient facility of the change or
termination in MCP enrdtment including the namef the enrolling MCP, if
applicable.

5160-26-06:

(A) Each MCP must have administnagi and management arrangements or
procedures, including a mandatorympliance plan, to guard against fraud and
abuse that includes:

(A)(1)(d) Prompt reporting odll instances of fraud and abuse to ODM and member
fraud to the CDJFS.

(A)(2) These arrangements or procedunasst be made available to ODM upon
request.
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(A)(3) The MCP must annually submit to O@Meport that summarizes the MCP's
fraud and abuse activitiesrfthe previous year and idéfies any proposed changes
to the MCP's fraud and abuseqgram for the coming year.

(D) The MCP must submit required reports and additional information, as requested
by ODM, as related to their its duties aalligations and where needed to assure
operation in accordance with all state afetieral regulation®r requirements.

(F) Record retention.

The MCP and its subcontractors shall retain and safeguard all hard copy or
electronic records originad or prepared in connection with the MCP's
performance of its obligations undertprovider agreement, including but not
limited to working papers or informatiaelated to the pregration of reports,
medical records, progress notes, charges, journals, ledgedsfiscal reports

in accordance with applicableections of the federalgalations, the Revised Code,
and the Administrative Code. Records stagkttronically must be produced at the
MCP's expense, upon request, in the formatipddy state or féeral authorities.
All such records must be maintained gominimum of eight years from the renewal,
amendment or termination date of the previdgreement, or in the event that the
MCP has been notified that state or fedeuthorities have commenced an audit or
investigation of the provider agreement,iustich time as the matter under audit or
investigation has been resolved. For the initial three years of the retention period,
the MCP and its subcontractors must sttine records in a manner and place that
provides readily available access.

5160-26-07
(C) MCPs must timely submit data and imf@tion, including member medical

records, at no cost to the member or Deépwnt, as requested by the Department or
its designee for the annuakternal quality review.

5160-26-07.1

(A)(4) MCP must report othe status and/or results of each performance
improvement project (PIP) to the Departmeat least annually, icluding a report on
the mechanisms specified in paragraA¥2) and(A)(3) of this rule.
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(A)(5) Submit performance measurement data as required by the Department that
enables the Department to calculatandard measures; and/or uses standard
measures as required by the Department.

(C) Each MCP must establish appropriate adistrative oversightirrangements and
accountability for the guay assessment and performance improvement (QAPI)
program. MCPs must be able to documeippn request, that such arrangements
include: the assignment ofsanior official responsie for the QAPI program;
provision for and a record of ongoingmonunication and coordination between the
area that oversees the QAPI programd relevant functional areas of the
organization; and assurance that the medicagdior is involvedn all clinically-
related projects and that all staff gasnsible for QAPI implementation have
education, experience, and tramgi appropriate to their position.

5160-26-08

(D)(6) An MCP must have a solicitati brochure available to eligible
individuals. The solicitation brochure mustneply with the elements found in rule
5160-26-08.

(F)(6)(e) MCP marketing representativesist offer the ODM-approved solicitation
brochure to the eligiblenidividual(s) at the time dhe marketing presentation and
must provide, at a minimum:

(i) An explanation of the importance reviewing the information in the ODM-
approved solicitation brochure, how the individual can receive additional
information about the MCP prior to mailg an MCP membership selection, and the
process for contacting ODM select an MCP.

(ii) Information that membership itme particular MCP is voluntary and

that a decision to select or not select MMEP will not affect eligibility for Medicaid
or other public assistance benefits.

(ii) Information that each member must choose a PCP and must access providers
and services as directed in the ME€Rember handbook and provider directory.
(iv) Information that all medically-necesgaMedicaid-coveredervices, as well as
any additional services provided by the Rli@vill be available to all members.

(G) Upon request, MCPs must provide eligilsidividuals with gprovider directory
which has been approved by ODM.
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(H)(1) The MCP must immexdely notify ODM in writng of its discovery of
an alleged/ or suspectedarketing violation.

5160-26-08.1

(B) Any entity providing information and etirment services must submit all related
policies, procedures, and mas in writing to the Depament for approval prior to
use.

5160-26-08.2

(A)(3) In the event the consumer contact record (CCR) does not identify a member-
selected primary care provider (PCP) feach assistance group member, or if the
member-selected PCP is rantailable, the MCP must:

(a) Select a PCP for each member prior te #ffective date of coverage based on the
PCP assignment methodology prior-approved by ODM;

(b) Notify each member members of the nantesobr her PCP prior to the effective
date of coverage and pursuant to firevisions rule 5160-26-02 of the
Administrative Code;

(c) Simultaneously notify each member vathMCP-selected PCP of the ability
within the first month aihitial MCP membership to change the MCP-selected
PCP effective on the date @intact with the MCP; and

(d) Explain that PCP change requests after the initial montlGP membership
shall be processed according to the procedures outlined in the MCP member
handbook.

(B)(1) The MCP must develop and disseminatenber materials, including at a
minimum member materials specifiecparagraph (B)(3) of this rule. All MCP

member materials, includg but not limited to thosesed for member education,
member appreciation and member incentive programs, and changes thereto must be
prior-approved in writing by ODM.

(B)(5)If a member's MCP membership is ausbicelly renewed as specified in rule
5160-26-02 of the Administrative Code, the MCP must issue an identification card as
specified in paragraph (B)(3) of this ruleipr to the new effdive date of coverage.
Additionally, in the event the member handbbak been revised since the initial
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MCP membership date of the memberssiance group, the MCP must issue a new
member handbook to the member.

(B)(6) At least annually, the MCmust determine the predominant health care needs
of its Medicaid members and provide heathucation materials aimdicated by these
assessments. The MCP must provide ODddramary of the refis of the health

care needs assessment and a list of the naddadistributedo members as a result of
the assessment.

5160-26-08.3

MCPs must advise members via the merhbadbook of the member rights specified
in paragraph (A) of this rule.

5160-26-08.4

(B) Each MCP must have written padis and procedures for an appeal and
grievance system for members, in commewith the requirements of this rule. The
policies and procedures must be magailable for review by ODM, and must
include the following:

(1) A process by which members maydiievances with the MCP, in compliance
with paragraph (H) of this rule;

(2) A process by which members maydppeals with the MCP, in compliance with
paragraphs (C) through (G) of this rule; and

(3) A process by which members may asche state's heag system through the
Ohio Department of Job and Family Seesq ODJFS) in compliance with paragraph
() of this rule.

(C) When an MCP action has occurred or will occur, the MCP must provide the
affected member(s) with a written NOA.

5160-26-08.5
(A) MCPs must develop and implementteritpolicies and procedures that ensure

the MCP's compliance with the applicablatsthearing provisions specified in
division 5101:6 of the Administrative Code.
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5160-26-09

(B)(5) Copies of all anral and quarterly financial steiments and any revision to
such copies must be submitted to ODM. pamposes of this rule, "annual financial
statement" is the annual statement of finahcondition prescribed by the "National
Association of Insurance CommissiongidAIC) statutory fing of financial
condition as adopted and required by the Ohio department of insurance (ODI) in
accordance with sections 1751.32 and 1751.47 of the Revised Code.

The MCP must submit to ODM a copyitefaudited financial sttement as compiled
by an independent auditor and including the statement of reconciliation with
statutory accounting principles as regedl by ODI in accordance with section
1751.321 of the Revised Code. The statemest be submitted annually to ODM.

The following items must be submitted by each MCP as so indicated:

A copy of the MCP's current license or ttigzate of authority must be submitted to
ODM annually, no later than thirty days after issuance.

Cost reports on ODM forms quarterly and annually. The MCP must adhere to ODM
provider agreement and castport instructions.

Financial disclosure statements to hémitted in conjunction with cost report
submissions as specifiedparagraph (B)(5)(b) othis rule for MCPs. The MCP must
also submit copies of annual financg&htements for those entities who have an
ownership interest totaling five percent or mareéhe MCP, or anrdirect interest of
five percent or more or a combination ofedit and indirect interest equal to five
percent or more in the MCP; and NP(pbhysician incentive plan disclosure
statements and other infoation as required in accordance with 42 C.F.R. 438.6.

A copy of the fully-executed reinsurarmggeement to provide the specified coverage
must be submitted to ODM prior to théeetive date of the provider agreement.

The MCP shall provide written notification to ODM when directed by ODM,
specifying the dates of auission, diagnoses, and estimabéshe total claims
incurred for all Medicaid members farhich reinsurance claims have been
submitted.
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The MCP must give ODM prior vitén notice of any proposed changes or
modifications in the reinsurance agreements for ODM review and approval. Such
notice shall be submitted to ODM thirty dagrior to the intende effective date of

any proposed change and must include theplete and exact text of the proposed
change. The MCP must provide copies of new or modified reinsurance agreements to
ODM within thirty days of execution

5160-26-11

MCP non-contracting providers, incluty MCP non-contracting providers of
emergency services, must contact thenty-four hour post-stabilization services
phone line designated by the MCP tquiest authorization to provide post-
stabilization services in accordance wih60-26-03 of the Administrative Code.

5160-26-12

MCPs may elect to implement a memix@ipayment program pursuant to section
5162.20 of the Revised Code for dentalises, vision services, non-emergency
emergency department services, or presaiptirugs as provided for in this rule.
MCPs must receive prior approval from ODM before notifying members that a co-
payment program will be implemented.

c. Quantify the expected adversémpact from the regulation.

The Ohio Department of Medicaid (ODM) estimates that up to 80-85 employees are
necessary for an MCP to meet the requiretaevithin these regulations. This is

based on input from one of the manageit gdans, CareSource. CareSource has an
enrollment of approximately 1 million Medid members and is paid approximately

$4 billion dollars per year irtapitation payments on behalf of Medicaid members.

All MCPs were aware of the need to ntain and submit various reports prior to
deciding to do business with the Stateroligh the administrative component of the
capitation rate paid to the MCPs by ODM, M€ will be compensated for the cost of
the time required in maintaining and submitting required reports. For CY 2014, the
administrative component tfe capitation rate varies by population/program and
ranges from $2.05 to $5.52 per person per month.
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15.Why did the Agency determine that the regulabry intent justifies the adverse impact to
the regulated business community?

The MCPs were aware of the federal requiratador the reporting of information prior to
seeking contracts with the state, as well asrge$a@ning their contracts with the state. More
importantly, without the requesteeports the State would be aeftcompliance with federal
regulations.

Requlatory Flexibility

16.Does the regulation provide any exemptioner alternative means of compliance for
small businesses? Please explain.

No, as none of the five plans qualifies as a small business.

17.How will the agency apply Ohio Revised Code section 119.14 (waiver of fines and
penalties for paperwork violations and firsttime offenders) into implementation of the
regulation?

The Agency will not apply this section of the ORC as the waiving of penalties would render
Ohio’s Medicaid agency out of cotignce with federbregulations.

18. What resources are available to assisimall businesses with compliance of the
regulation?

None, as none of the five plamsalifies as a small business.
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*** DRAFT - NOT YET FILED ***

5160-26-02 Managed health care programs: eligibility, membership, and
automatic renewal of membership.

elesrgﬂateday—eusteehalrpamﬂﬂhls rule doesnot aDDIv to MvCare Oh|o Dlansas
defined in rule 5160-58-01 of the Administrative Code. The eligibility,

membership.and automatic renewal provisions for MyCare Ohio plans are
describedn rule 5160-58-02f the AdministrativeCode.

(B) Eligibility.

isln mandatorvserwceareasas Dermlttedbv 42 CER

438.52(0Octoberl, 2013).anindividual mustbe enrolledin an MCP if he or
shemeetsthe following criteria and paragraph$B)(2) to (B)(5) of this rule
donotapply:

(a) Feundeligible Eligible for covered families and children (CFC) medicaid
in accordance with Chapt&t64+1-40 5160:1-4 of the Administrative
Code or_modified gross income adjusted (MAGI)-based medicaid
eligibility in accordancewith division 5160:1 of the Administrative

Code-andparagraphtB}2)-to(B)(4)-oHthistule do-notapply; aner

(b) Feundeligible Eligible for aged, blind, or disabled (ABD) medicaid in
accordance with Chapteb164+:1-3%160:1-3 of the Administrative

Code—andparagraphdBH2—BH4)—anrd(BH5)-of-this+ule-do-net
apply.

(2) Individuals who are dually eligible under both the medicaid and medicare
programs are excluded from medicaid MCP membership.

(3) The following individuals are not required to enroll in an MCP:

(a) Children under nineteen years of age and receiving Title IV-E federal
foster care maintenance through an agreement between the local
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5160-26-02 2

children services board and the foster care provider;

(b) Children under nineteen years of age and receiving Title IV-E adoption
assistance through an agreement between the local children services
board and the adoptive parent;

(c) Children under nineteen years of age and in foster care or other
out-of-home placemengrd

(d) Children under nineteen years of age and receiving services through the
Ohio department of health's bureau for children with medical handicaps
(BCMH) or any other family-centered, community-based, coordinated
care system that receives grant funds under Section 501(a)(1)(D) of
Title V of the Social Security Act42 U.S.C.701(a)(1)(D)(asin effect
Decemberl, 2014) and is defined by the state in terms of either
program participation or special health care neads

(e) Indianswho aremembersf federallyrecognizedribes.

£5)(4) Eligible individuals for ABD described in paragraph (B)(1)(b) of this rule are
excluded from MCP membership if they are:

(a) Institutionalized;

(b) Eligible for medicaid by spending down their income or resources to a
level that meets the medicaid program's financial eligibility
requirements; or

(c) Individuals receiving medicaid services through a medicaid waiver
component, as defined in sectib#+1-8%166.02 of the Revised Code.

£6}(5) Individuals are excluded from MCP membership when excluded uader
federallvaDDrovedstatepIan or state Iaw frovaCP enrollmen{a&rﬂematmg
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£8}(6) Nothing in this rule shall be construed to limit or in any way jeopardize an
eligible individual's basic medicaid eligibility or eligibility for other
non-medicaid benefits to which he or she may be entitled.

(C) Mc&P-enrelimenEnroliment.

£3}(1) The following applies ta4ESR enrollmenin anMCP:

(a) The MCP membership musaccepteligible individuals eeewr without
regard toan-ehgible-indivduals race, color, religion, gender, sexual
orientation, age, disability, national origin, military status, genetic
information, ancestry, health status or need for health services. The
MCP will not use any discriminatory policy or practiesspeeified in
accordancevith 42 C.F.R. 438.6(¢¥) (May-+-26430ctoberl, 2013).

©e)b) The MCP must accept eligible individuals who request MCP
membershipandhener without restrictiopthe-PEPR{s)selectedwhen
iable. I . dodin-this rule.
(c) The MCP must acceptPCP(s)selectedby the memberwhen available,
exceptasotherwiseprovidedin thisrule.
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¢)(d) In the event that an MCP member loses medicaid eligibility and is
automatically terminated from the MCP, but regains medicaid
eligibility within a period of sixty days or less, his or her membership in
the same MCP shall automatically serewede-instated.

)(e) ODM shall confirm the eligible individual's MCP membership to the
MCP via an ODM-produced roster of new members, continuing
members, and terminating members.

$(f) The MCP shall not be required to provide coverage until MCP
membership is confirmed via an ODM-produced roster except as
provided in paragraph (€3(3) of this rule or upon mutual agreement
between ODM and the MCP.

£5)}(2) Shoulda serviceareachangefrom voluntaryto mandatorythe noticerights

in_this rule must be followed. M—addmen—te—the—p#ewsrensef—pa#agraphs

)@ When a service area is initially designated by ODM as mandatory for
eligible individuals specified in paragraph (B)(1) of this rule, ODM
shall confirm the eligibility of each eligible individual as prescribed in
paragraphfS3XH(C)(1)(e) of this rule. Upon the confirmation of
eligibility:

(i) Eligible individuals residing in the service area who are currently
MCP members are deemed participants in the mandatory
program; and

(ii) All other eligible individuals residing in the mandatory service area
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may request MCP membership at any time but must select an
MCP following receipt of a notification of mandatory selection
(NMS) issued by ODM.

fe}(b) MCP membership selection procedures for the mandatory program:

(i) An ehgible-assistanregroupindividual that does not make a choice

following issuance of an NMS by ODM and one additional notice
will be assigned to an MCP by ODM, thtEEEmedicaid
consumehotline, or other ODM-approved entity.

(i) ODM or the MESEE medicaid consumerhotline shall assign the

assstaneeg%euplndlwdual to an MCP based on prior medicaid
fee-for-service ard/or MCP membership history, whenever
available, or at the discretion of ODM.

£6)(3) Newborn notification and membership.

(a) The MCP must notify ODM, or its designee, as directed by ODM of the
birth of any newborn whose mother is enrolled in an MCP.

(b) Newborns born to mothers enrolled in an MCP are enrolled in an MCP
from their date of birth through the end of the month of the child's first
birthday,_in accordancevith the enrollmentand disenrollmentcriteria
snecmedln Chapter5160 26uﬂ1essthenewbemrsr&easeaddmendae

beaaeeerdanem%h—@h&pte%&% of the Admlnlstratlve Code

(D) Commencement of coverage.

(1) Coverage of MCP members will be effective at the beginning of the first day of
the calendar month following the confirmation of the eligible individual's
effective date of MCP membership via an ODM-produced roster to the MCP,
except as identified in paragraph {6)(3) of this rule.
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(2) The following coverage responsibilities shall apply for a new member admitted
to an inpatient facility prior to the effective date of managed care coverage
who remains an inpatient on the effective date of coverage in accordance with
the following:

(@) The new member must be enrolling in the MCP from medicaid
fee-for-service. In the event the member is transferring membership
from one MCP to another, the provisions of paragraphs (D)(3) and
(D)(4) of this rule apply.

(b) The MCP shall assume responsibility for all medically necessary medicaid
covered services including professional and ancillary services related to
the inpatient stay beginning with the effective date of membership in
the MCP, except for the inpatient facility charges. Medicaid
fee-for-service shall remain responsible for the inpatient facility charges
through the date of discharge pursuant to fedé:35160-2-07.11 of
the Administrative Code.

(3) The coverage responsibilities listed in paragraph (D)(4) of this rule shall apply
to a member who meets the following criteria:

(a) The member's current MCP membership is changed or terminated for any
reason, including, but not limited to, any of the reasons set forth in rule
5101+:35160-26-02.1 of the Administrative Code, excédpthe member

becomesdneligible for medicaidfer-thereasenspeciiedinparagraph
(SY2Harotrule 5161:3-26-02-bHheAdministrativeCede; and

(b) The member is admitted to an inpatient facility prior to the effective date
of the MCP change or termination; and

(c) The member remains an inpatient in an inpatient facility after the date that
membership in the current MCP ends.

(4) The following coverage responsibilities shall apply to a member who meets the
criteria listed in paragraph (D)(3) of this rule:

(a) The disenrolling MCP shall remain responsible for providing all medically
necessary medicaid covered services through the last day of the month
in which the membership is changed or terminated, and shall remain
responsible for all inpatient facility charges through the date of
discharge. For retroactive disenrollments authorized by ODM, where
the date of inpatient admission is prior to the last day of MCP coverage,
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the disenrolling MCP is responsible for inpatient facility charges
through the date of discharge.

(b) The disenrolling MCP shall receive capitation through the end of the
month in which membership is changed or terminated regardless of the
length of the inpatient stay. Additional capitation payments will not be
made by ODM regardless of the length of the inpatient stay.

(c) If the member will be enrolling in a new MCP, the disenrolling MCP shall
notify the enrolling MCP of the inpatient status of the member
following verification of the change or termination by the MCEC via
the consumer contact record and the disenroliment by ODM via the
monthly member roster.

(d) The disenrolling MCP shall notify the inpatient facility of the change or
termination in MCP enrollment including the name of the enrolling
MCP, if applicable, following verification of the disenrollment by
ODM via the monthly membership roster, but advise the inpatient
facility that the disenrolling MCP shall remain responsible for the
inpatient facility charges through the date of discharge.

(e) If the member will be enrolling in a new MCP, the enrolling MCP shall
assume responsibility for all medically necessary medicaid covered
services including professional and ancillary services related to the
inpatient stay beginning with the effective date of membership in the
MCP, except for the inpatient facility charges.

(f) If the member will be enrolling in a new MCP, the enrolling MCP shall
receive capitation beginning with the effective date of MCP
membership.

(9) If the member will be enrolling in a new MCP, then upon notification of
the inpatient status of the new member as specified in paragraph
(D)(4)(c) of this rule, the enrolling MCP shall contact the inpatient
facility to verify responsibility for all services following discharge for
the member, and to assure that discharge plans are arranged through the
MCP's panel. The enroling MCP shall also verify the MCP's
responsibility for all professional and ancillary charges related to the
inpatient stay beginning with the effective date of MCP membership.

(h) If the member will be enrolling in a new MCP, and if the enrolling MCP
fails to contact the inpatient facility prior to discharge, the enrolling
MCP must honor discharge arrangements until such time that the MCP
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can transition the member to the MCP's participating providers.
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Effective:

R.C. 119.032 review dates:

Certification

Date

Promulgated Under:
Statutory Authority:
Rule Amplifies:

Prior Effective Dates:

119.03

5167.02
5162.03, 5164.02, 5167.03, 5167.10

4/1/85, 2/15/89 (Emer), 5/18/89, 5/1/92, 5/1/93,
11/1/94, 7/1/96, 7/1/97 (Emer), 9/27/97, 12/10/99,
7/1/00, 7/1/01, 7/1/02, 7/1/03, 7/1/04, 10/31/05,
6/1/06, 1/1/07, 7/1/07, 1/1/08, 8/26/08 (Emer),
10/9/08, 7/1/09, 8/1/11



*** DRAFT - NOT YET FILED ***

5160-26-06 Managed health care programs: program integrity - fraud and
abuse, audits, reporting, and record retention.

(A) Each MCPMECPRs must have administrative and management arrangements or
procedures, including a mandatory compliance plan, to guard against fraud and
abuse.

(1) These arrangements or procedures must include the implementation of sound
business practices which support appropriate access to and appropriate
payment for quality services and must include the following:

(a) Written policies, procedures, and standards of conduct that articulate the
MCP's commitment to comply with all applicable federal and state
standards, including the prevention, identification, investigation,
correction, and reporting of fraud and abuse;

(b) Designation of a compliance officer and a compliance committee that are
accountable to senior management;

(c) Effective training and education for the compliance officer and the MCP's
employees;

(d) Effective lines of communication between the compliance officer and the
MCP's employees. To ensure effective communication, the MCP must
organize resources to respond to complaints of fraud and abuse and
have established procedures to process these complaints;

(e) Education of providers and delegated entities about fraud and abuse;

(f) Enforcement of MCP standards through well-publicized disciplinary
guidelines;

(g) Provision for internal monitoring and auditing, including procedures to
monitor service patterns of providers and subcontractors;

(h) Establishment and/or modification of internal MCP controls to ensure the
proper submission and payment of claims;

(i) Provision for prompt response to detected offenses, and for development
of corrective action initiatives relating to the MCP's contract; and
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() Prompt reporting of all instances of fraud and abuse to ODM and member
fraud to the CDJFS.

(2) These arrangements or procedures must be made available to ODM upon
request.

(3) The MCPMERs must annually submit to ODM a repevhiehthat summarizes
the MCP's fraud and abuse activities for the previous year waheth
identifies any proposed changes to the MCP's fraud and abuse program for
the coming year.

(B) ODM or its designee, the state auditor's office, the state attorney general's office, the
MFCU and the U.S. department of health and human services may evaluate or audit
a contracting MCP's performance for the purpose of determining compliance with
the requirements of Chapté#81+:-5160-26 of the Administrative Code, fraud and
abuse statutes, applicable state and federal regulations or requirements under
federal waiver authority.

(C) ODM or its designee may conduct on-site audits and reviews as deemed necessary
based on periodic analysis of financial, utilization, provider panel, and other
information.

(D) The MCP must submit required reports and additional information, as requested by
ODM, as related tahe# its duties and obligations and where needed to assure
operation in accordance with all state and federal regulations or requirements.

(E) Faiture-eflf the MCP fails to submit any ODM-requested materials, as specified in
paragraph (D) of this rule, without cause as determined by ODM, on or before the
due datemaymsu#m—apphea%mqefODM may impose any or all of the sanctions
listed in rule5364:3%160-26-10 of the Administrative Code.

(F) Record retention.

The MCP and its subcontractorshall retain and safequardallA# hard copy or
electronic records originated or prepared in connection with the MCP's
performance of its obligations under the provider agreement, including but not
limited to working papers or information related to the preparation of reports,
medlcal records, progress notes charges journals ledgers, and fiscal negorts,

S in accordance with
appllcable sections of the federal regulatlons the Revised Code, and the
Administrative Code. Records stored electronically must be produced at the MCP's
expense, upon request, in the format specified by state or federal authorities. All
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such records must be maintained for a minimum of eight years from the renewal,
amendment or termination date of the provider agreepnn the event that the
MCP has been notified that state or federal authorities have commenced an audit or
investigation of the provider agreement, until such time as the matter under audit or
investigation has been resolved. For the initial three years of the retention period,
the MCP andits subcontractorgnuststore the recordsustbestered in a manner

and place that provides readily available access.
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Effective:

R.C. 119.032 review dates:

Certification

Date

Promulgated Under: 119.03

Statutory Authority: 5167.02

Rule Amplifies: 5162.03, 5164.02 , 5164.70, 5167.03 , 5167.10
Prior Effective Dates: 4/1/85, 2/15/89 (Emer), 5/8/89, 5/1/92, 5/1/93,

11/1/94, 7/1/96, 7/1/97 (Emer), 9/27/97, 12/10/99,
7/1/00, 7/1/01, 7/1/03, 7/1/04, 10/31/05, 6/1/09



*** DRAFT - NOT YET FILED ***

TO BE RESCINDED

5160-26-07 Managed health care programs: annual external quality
review survey.
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Effective:

R.C. 119.032 review dates:

Certification

Date

Promulgated Under: 119.03

Statutory Authority: 5167.02

Rule Amplifies: 5162.03, 5164.02 ,5167.03,5167.10

Prior Effective Dates: 4/1/85, 5/2/85, 10/1/87, 2/15/89 (Emer), 5/8/89,

11/1/89 (Emer), 2/1/90, 5/1/92, 5/1/93, 11/1/94,
7/1/96, 7/1/97 (Emer), 9/27/97, 7/1/01, 7/1/02, 7/1/03,
7/1/04, 10/31/05, 6/1/06, 1/1/07, 1/1/08, 9/15/08



*** DRAFT - NOT YET FILED ***

TO BE RESCINDED

5160-26-07.1 Managed health care programs: Quality assessment and
performance improvement program (QAPI).
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Effective:

R.C. 119.032 review dates:

Certification

Date

Promulgated Under: 119.03

Statutory Authority: 5167.02

Rule Amplifies: 5162.03, 5164.02 ,5167.10

Prior Effective Dates: 4/1/85, 5/2/85, 10/1/87, 2/15/89 (Emer), 5/8/89,

11/1/89 (Emer), 2/1/90, 5/1/92, 5/1/93, 11/1/94,
7/1/96, 7/1/97 (Emer), 9/27/97, 7/1/00, 7/1/01, 7/1/03



*** DRAFT - NOT YET FILED ***

5160-26-08 Managed health care programs: marketing.

(A) Marketing means any communication from an MCP to an eligible individual who is
not a member of that MCP that can reasonably be interpreted as intended to
influence the individual to select membership in that MCP, or to not select
membership in or to terminate membership from another MCP.

(B) MCPs:

(1) Mustassurensure that representatives, as well as materials and plans, represent
the MCP in an honest and forthright manner, and do not make statements
which are inaccurate, misleading, confusing or otherwise misrepresentative,
or which defraud the eligible individuals @BJ~SODM.

(2) Must assurensure that no marketing activity directed specifically toward the
medicaid population begins prior to approval®pI~SODM.

(3) Are prohibited from engaging directly or indirectly in cold-call marketing
activities including, but not limited to, door-to-door or telephone contact.
Cold-call marketing means any unsolicited personal contact by the MCP with
an eligible individual for the purpose of marketing as defined in paragraph
(A) of this rule.

(4) Must receive prior approval from any event or location where the MCP plans to
provide information to eligible individuals.

(5) Are prohibited from offering material or financial gain, including but not
limited to, the offering of any other insurance, to an eligible individual as an
inducement to select MCP membership.

(6) Are prohibited from offering inducements to CDJFS B¥cEEmedicaid
consumerhotline staff or to others who may influence an individual's
decision to select MCP membership.

(7) Are allowed to offer nominal gifts prior-approved BB3~SDDM to an eligible
individual as long as these gifts are offered whether or not the individual
selects membership in the MCP.

(8) May reference member incentive/appreciation items, as specifipdragraph
B)-of rule 5381:3H160-26-08.2 of the Administrative Code, in marketing
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presentations and materials; however, such member items must not be made
available to non-members.

(9) Must ensurethat marketingrepresentativegepresenthe MCP in an honestand
forthright manner, and do _not _make statementswhich are inaccurate,
misleading.confusing,or otherwisemisrepresentativegr which defraudthe
eligible individualsor ODM.

(10) Are prohibitedfrom makingone-on-onanarketingpresentationg any setting
unlessrequestedby theeligible individual.

(C) MCPs must comply with the followingeguementquirements:

(1) Only ©BJIFDDM-approved MCP marketing representatives may make a
marketing presentation as outlined in paragrapeigg)(e) of this rule to an
eligible individual or in any way advise or recommend to an eligible
individual thathefshehe or she select MCP membership in a particular MCP.
As provided in Chapter 1751. and section 3905.01 of the Revised Code, and
rule 3901-1-10 of the Administrative Code, all non-licensed agents, including
providers, are prohibited from advising or recommending to an eligible
individual thathefshée or she select MCP membership in a particular MCP
as this would constitute the unlicensed practice of marketing.

“4)}2) MCP informational displays do not require the presence of a marketing
representative if no marketing presentation will be made.

(D) Marketing materials are materials produced in any medium by or on behalf of an
MCP and which can reasonably be interpreted as intended to market to eligible
individuals. All new and revised materials, including materials used for marketing
presentations, must be prior approved ®B3SODM. MCPs must include with
each marketing submission an attestation that the material is accurate and does not
mislead, confuse or defraud the eligible individuals@BJ~SODM. Marketing
materialsmustcomplywith thefollowing requirements:

(2) All MCP marketing materials must be available in a manner and format that
may be easily understood.
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(2) Written materials developed to promote membership selection in an MCP must
be available in:

(a) The prevalent non-English languages of eligible individuals in the service
area.

(b) Alternative formats in an appropriate manner that takes into consideration
the special needs of eligible individuals including but not limited to
visually-limited and LRP eligible individuals.

(3) Oral interpretation and oral translation services must be available for the review
of marketing materials at no cost to eligible individuals.

(4) The mailing and distribution of all MCP marketing materials must be
prior-approved byobB3~SODM and may contain no information or text on
the outside of the mailing that identifies the addressee as a medicaid
consumer. Marketing materials must be distributed to the MCP's entire
service area.

(5) ©B3IFSDDM or its designee may, at an MCP's request, mail MCP marketing
materials to eligible individuals. Postage and handling for each mailing will
be charged to the requesting MCP. The MCP address must not be used as the
return address in mailings to eligible individuals processe@®Bg~SDM.

(6) An_MCPMERs must have a solicitation brochure available to eligible
individuals which contains, at a minimum:

(a) Identification of the medicaid consumers eligible for the MCP's coverage.

(b) Information that the MCP's identification card replaces the member's
monthly medicaid health card.

(c) A statement that all medically-necessary medicaid-covered services,
including healthchek (EPSDT) services, will be available to all
members.

(d) A description of any additional services available to all members.

(e) Information that membership selection in a particular MCP is voluntary,
that a decision to select MCP membership or to not select MCP
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membership in the MCP will not affect eligibility for medicaid or other
public assistance benefits, and that individuals may change MCPs under
certain circumstances.

(f) Information on how the individual can request or access additional MCP
information or services, including clarification on how this information
can be requested or accessed through:

(i) Sign language, oral interpretation and oral translation services at no
cost to the eligible individual;

(i) Written information in the prevalent non-English languages of
eligible individuals or members in the MCP's service area;

(iif) Written information in alternative formats.

(g9) Information clearly identifying corporate or parent company identity
when a trade name or DBA is used for the medicaid product.

(h) A statement that this brochure contains only a summary of the relevant
information and that more details, including at a minimum a list of
providers and any physician incentive plans the MCP opetatglt be
provided upon request.

() Information that an individual must choose a PCP from the MCP's
provider panel and that the PCP will coordinate the member's health
care.

() Information that a member may change PCPs at least monthly.

(k) A statement that all medically-necessary health care services must be
obtained in or through thMGP—taerhﬁes—ane#er—pFewdem/ICPs
providers except emergency care, behavioral health services provided
through facilities and medicaid providers certified by the Ohio
departmeniof mental health and addiction servicesthe-OBMH-er-at

OBADAS-eertified-fasiliieswhich-are-medicaid providers, and any
other services or provider types designatedB33~SODM.

(I) A description of how to access emergency services including information
that access to emergency services is available within and outside the
service area.
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(m) A description of the MCP's policies regarding access to providers outside
the service area.

(n) Information on member-initiated termination options in accordance with
paragrapib)-of rule 53064:5160-26-02.1 of the Administrative Code.

(o) Information on the procedures an eligible individual must follow to select
MCP membership in an MCP including any applica@&3~SODDM
selection requirements.

(p) If applicable, information on any member co-payments the MCP has
elected to implement in accordance with r8#04:-35160-26-12 of the
Administrative Code.

(E) An_ MCP MERs must submit an annual marketing plan@®3~SODM whiehthat
includes all planned activities for promoting membership in or increasing
awareness of the MCP. The marketing plan submission must include an attestation
by the MCP that the plan is accurate and does not mislead, confuse, or defraud the
eligible individuals oroB3~SDDM.

(F) An_MCP MEPs that utiize utilizes marketing representatives for marketing
presentations requested by eligible individuals must comply with the following:

(1) All marketing representatives must be employees of the MCP. A copy of the
representative's job description(s) must be submitt€R~SODM.

(2) Marketing representatives must be trained and duly licensed by ODI to perform
such activities.

(3) The MCP must develop and submit @B3~3DM for prior-approval a
marketing representative training program. This training program must
include, at a minimum:

(a) A training curriculum that includes at a minimum:

(i) A full review of the MCP's solicitation brochure, provider directory
and all other marketing materials including all video, audio,
electronic and print materials.

(i) An overview of applicable public assistance benefits, designed to
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familiarize and impart a working knowledge of these programs.

(i) The MCP's process for providing sign language, oral interpretation
and oral translation services to an eligible individual to whom a
marketing presentation is being made, including a review of the
MCP's written marketing materials.

(iv) Instruction on acceptable and appropriate marketing tactics,
including a requirement that the marketing representatives may
not discriminate on the basis of age, gender, sexual orientation,
disability, race, color, religion, national origireterar'military
status geneticinformation, ancestry, health status, or the need for
health services.

(v) An overview of the ramifications to the MCP and/or the marketing
representatives &BJ~SDM rules are violated.

(vi) Review of the MCP's code of condégir ethics.

(b) Methodsthat the MCP will utilize to determine initial and ongoing
competency with the training curriculum.

(4) Any revisionsto the ODM-approvedtraining programmust be submittedto
ODM for reviewandprior approval.

)(5) No more than fifty per cent of each marketing representative's total annual
compensation, including salary, benefits, and bonuses may be paid on a
commission basis. For the purpose of this rule, any performance-based
compensation would be considered a form of commission. The MCP must
make available for inspection, upon request KBISDM, the
compensation package(s) for marketing representatives as its assurance of
compliance with this requirement.

&B)}6) Any MCP staff person providing information on the MCP or making
marketing presentations to an eligible individual(s) must comply with the
following:

(a) The MCPstaff person must not discriminate on the basis of age, gender,
sexual orientation, race, color, religion, national origin,
veterargilitary status, ancestry, disabilitgeneticinformation, health
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status, or the need for health services.

(b) No MCP staff person may ask eligible individual(s) questions related to
health status or the need for health services.

(c) The MCP staffperson must visibly wear or display an identification tag
and offer a business card when speaking to an eligible individual(s) and
provide information which ensures that the stadfson is not mistaken
for an-MESECa medicaidconsumethotline, e federal, state or county
employee.

(d) The MCP staff personmust informirferm eligible individuals that the
following MCP information or services are available and how the
eligible individual can access the information or services:

(i) Sign language, oral interpretation, and oral translation services at no
cost to the member;

(i) Written information in the prevalent non-English languages of
eligible individuals or membersgesiding in the MCP's service
area; and

(iif) Written information in alternative formats.

(e) For the purposes of this rylea marketing presentation is defined as a
one-on-one interaction between an MCP's marketing representative and
an eligible individual(s). MCP marketing representatives must offer the
ObJ3FODM-approved solicitation brochure to the eligible
individual(s) at the time of the marketing presentation and must
provide, at a minimum:

(i) An explanation of the importance of reviewing the information in the
ObJIFSODM-approved solicitation brochure, howtheythe
individual can receive additional information about the MCP
prior to making an MCP membership selecti@md the process
for contactingobJ+$ODM to select an MCP.

(if) Information that membership in the particular MCP is voluntary and
that a decision to select or not select the MCP will not affect
eligibility for medicaid or other public assistance benefits.

(iii) Information that each member must choose a PCP and must access
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providers and services as directed in the MCP's member
handbook and provider directory.

(iv) Information that all medically-necessary medicaid-covered
services, as well as any additional services provided by the MCP,
will be available to all members.

(G) Upon request, MCPs must provide eligible individuals with a provider directory
which isprier-hasbeen approved b@BISODM.

(H) Alleged marketing violations.

(1) The MCP must immediately notif@B3=SDDM in writing of its discovery of
an allegeé#lor suspected marketing violation.

(2) ©bIFODM will forward information pertaining to alleged marketing
violations to©B4 the Ohio departmenbf insurance and thiSUmedicaid

fraudcontrolunit as appropriate.
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Effective:

R.C. 119.032 review dates:

Certification

Date

Promulgated Under: 119.03

Statutory Authority: 5167.02

Rule Amplifies: 5162.03, 5164.02 ,5167.03,5167.10

Prior Effective Dates: 4/1/85, 2/15/89 (Emer), 5/8/89, 5/1/92, 5/1/93,

11/1/94, 7/1/96, 7/1/97 (Emer), 9/27/97, 7/1/00,
7/1/01, 7/1/02, 7/1/03, 7/1/04, 10/31/05, 6/1/06, 7/1/07



*** DRAFT - NOT YET FILED ***

TO BE RESCINDED

5160-26-08.1 Managed health care programs: information and enroliment
services.
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Effective:

R.C. 119.032 review dates:

Certification

Date

Promulgated Under: 119.03

Statutory Authority: 5167.02

Rule Amplifies: 5162.03, 5164.02, 5167.03, 5167.10

Prior Effective Dates: 2/15/89 (Emer), 5/8/89, 5/18/89, 5/1/93, 11/1/94,

7/1/96, 7/1/97 (Emer), 9/27/97, 7/1/01, 7/1/02, 7/1/03,
7/1/04, 10/31/05



*** DRAFT - NOT YET FILED ***

5160-26-08.2 Managed health care programs: member services.

(A) MCP member services program.

(1) Each MCP must establish and operate a member services toll-free telephone
number. This telephone line must have services available to assist:

(a) Hearing-impaired members; and
(b) LEP members in the primary language of the member.

(2) The member services program must, at a minimum, assist MCP members, and,
as applicable, eligible individuals seeking information about MCP
membership, with the following:

(a) Accessing medicaid-covered services;

(b) Obtaining or understanding information on the MCP's policies and
procedures;

(c) Understanding the requirements and benefits of the plan;
(d) Resolution of concerns, questions, and problems;

(e) Filing of grievances and appeals as specified in 8881+:-35160-26-08.4
of the Administrative Code;

(f) Obtaining information on state hearing rights;

(9) Appealing to or filing directly with the United States department of health
and human services office of civil rights any complaints of
discrimination on the basis of race, color, national origin, age, or
disability in the receipt of health services;

(h) Appealing to or filing directly with the®B3~SDDM office of civil rights
any complaints of discrimination on the basis of race, color, religion,
gender, sexual orientation, age, disability, national origin,
veterarAlilitary status,geneticinformation, ancestry, health status, or
need for health services in the receipt of health services; and
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(i) Accessing sign language, oral interpretation, and oral translation services.
The MCPMERs must ensure that these services are provided at no cost
to the eligible individual or membeithe MCPMERSs must designate a
staff person to coordinate and document the provision of these
services.

(3) In the event theconsumer contact record (CCR) does not identify a
member-selecteghrimary care provider (PCB for each assistance group
member, or if the member-selected PCP is not available, the MCP must:

(a) Select a PCP for each member prior to the effective date of coverage
based on the PCP assignment methodology prior-approved by
ObJIFDDM,;

(b) Notify eachmembemrembers of the name dheihis or her PCP prior to
the effective date of coverage and pursuant to the provisions of

paragraphs{B{—and{(B)}2)—of rule 5361:35160-26-02 of the

Administrative Code;

(c) Simultaneously notifeachmemberanember with an MCP-selected PCP
of the ability within the first month of initial MCP membership to
change the MCP-selected PCP effective on the date of contact with the
MCP; and

(d) Explain that PCP change requests after the initial month of MCP
membership shall be processed according to the procedures outlined in
the MCP member handbook.

(B) MCP member materials.

(1) The MCP must develop and disseminate member materials, including at a
minimum member materials specified in paragraph (B)(3) of this rule. All
MCP member materials, including but not limited to those used for member
education, member appreciation and member incentive programs, and
changes thereto must be prior-approved in writing23~SDM.

(2) Member materials must be:
(a) Provided in a manner and format that may be easily understood.

(b) Printed in the prevalent non-English languages of members in the MCP's
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service area.

(c) Available in alternative formats in an appropriate manner that takes into
consideration the special needs of members including but not limited to
visually-limited and LRP members.

(d) Consistent with the practice guidelines specified in paragraph (B) of rule
5104:5160-26-05.1 of the Administrative Code.

(3) At a minimum,Mc&Rghe MCP must provide the following materials to each
member or assistance group, as applicablcPsThe MCP must provide
the materials specified in paragraphs (B)(3)(a) and (B)(3)(c) of this rule by no
later than the effective date of coverage and the materials specified in
paragraphs (B)(3)(b) and (B)(3)(d) of this rule prior to the effective date of
coverage.

(&) The MCP's member handbook as specified in paragraph (B)(4) of this
rule.

(b) An MCP identification card bearing unique features, clearly listing:

(i) The MCP's name as stated in its article of incorporation and any
other trade or DBA name used;

(i) The name(s) of the member(s) enrolled in the MCP #melr each
member's medicaid management information system billing
numbegs);

(i) The MCP's emergency procedures, which must be consistent with
those approved in the member handbook, including the toll-free
call-in system phone numbers as specified in paragraph (A)(6) of
rule 5384+:35160-26-03.1 of the Administrative Code;

(iv) The MCP's toll-free member services number(s) as specified in
paragraph (A)(1) of this rule;

(v) The name(s) and telephone number(s) of the PCP(s) assigned to the
member(s);

(vi) Information on how to obtain the current eligibility status for the
member(s); and
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(vii) Coordinated services program (CSP) information as specified by
OBJFODM.

(c) Information concerning a member's right to formulate, at the member's

option, advance directives including a description of applicable state
law.

(d) A letter informingeachmembemerbers at a minimum of:

(i) The new member materials issued by the MCP, what adtien
membershouldmembersareto take ifthey-havde or shehas not
yet received those materials, and how to access the MCP's
provider directory;

(i) How to access MCP-provided transportation services;
(iif) How to change primary care providers;

(iv) The population groups that are not required to select MCP
membership and what action to takeaiilnemberbelieveshe or

shemeetsremberdselievetheymeet this criteria andedoes not
want to be an MCP member;

(v) The need and time frame f@ membermembers to contact the
MCP if the membermhasnemberdrave a health care condition that
the MCP should be aware of in order to most appropriately
manageor transition thememberstmember's care; and

(vi) The need and how to access information on medications that
require prior authorization.

(4) The MCP's member handbook must be clearly labeled as such and include, at a
minimum:

(a) The rights of members that include at a minimum, all rights found in rule
51014:5160-26-08.3 of the Administrative Code and any member
responsibilities specified by the MCP. With the exception of any
prior-authorization requirements the MC&ipulateglescribes in the
member handbook, the MCP cannot establish any member
responsibility that would preclude the MCP's coverage of a
medicaid-covered service.
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(b) Information regarding services that are excluded from MCP coverage and
the services and benefits that are available at or through the MCP, and
how to obtain them, including at a minimum:

(i) All services and benefits requiring pri@uthorization or referral by
the MCP or the member's PCP;

(if) Self-referral services, including at a minimum Title X services, and
women's routine and preventative health care services provided

by a woman's health specialist as specifieg@ragraphgHH5)
and{H){6)-ef rule 5361:5160-26-03 of the Administrative Code;

(i) FQHCARHC and certified nurse practitioner services as specified

in paragraphgE{A-andH){8)-of rule 5361:35160-26-03 of the

Administrative Code; and

(iv) If applicable, any pharmacy utilization management strategies
prior-approved bYB3~SODM.

(c) Information that emergency services are available to the member, the
procedures for accessing emergency services, and directives as to the
appropriate utilization, including at a minimum:

(i) An_explanation Explaratien of the terms "emergency medical
condition; __"emergency serviceds, and "post-stabilization
services' as defined in rule 5384:3%160-26-01 of the
Administrative Code;

(i) A_statementthat priorPrHer authorization is not required for
emergency services;

(i) An_explanationregardingtheFhe availability of the 914elephone
system or its local equivalent;

(iv) A statementhatmemberMembers have a right to use any hospital
or other appropriate setting for emergency services; and

(v) An__explanation of theFhe post-stabilization care services

requirements  specified in paragraph—(G)r——of rule
5101+:35160-26-03 of the Administrative Code.
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(d) The procedure for members to express their recommendations for change
to the MCP's staff.

(e) Identification of thecategoriesof medicaid consumers eligible for MCP
membership.

(N Information stating that the MCP's identification card replaces the
member's monthly medicaid health card, how often the card is issued,
and how to use it.

(g) A statement that medically necessary health care services must be
obtainedir—ef through theprovidersin the MCP's provider network
exceptfor emergencycare,behavioralhealthservicegprovidedthrough
facilities and medicaidproviderscertified by the Ohio departmenif

mental health and addiction serwces MGP—taeﬂl%res—ane#ererder

and any other services or provider types designateeby=SODM.

(h) Information on the member's responsibility to select a PCP from the MCP
provider directory, how to change PCPs including the ability to change
PCPs no less often than monthly, the MCP's procedures for processing
PCP change requests after the initial month of MCP membership, and
how the MCP will provide written confirmation to the member of any
new PCP selection prior to or on the effective date of the change.

(i) A description of the healthchek (EPSD€arly and periodic screening,
diagnosisandtreatment) program, including who is eligible and how to
obtain healthchek (EPSDT) services through the MCP.

() Information on the additional services available to all members inclyding
at a minimum care management services as specifiegamagraph
AH8)-of rule 5101+:3H160-26-03.1 of the Administrative Code and the
member services toll-free call-in system.

(k) A description of the MCP's policies regarding access to providers outside
the service area for non-emergency services grapjlicable access to
providers within ané/or outside the service area for non-emergency
after-hours services.

() Information on member-initiated termination options in accordance with
paragrapib)-of rule 53064:5160-26-02.1 of the Administrative Code.
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(m) An explanation of automatic renewal of MCP membership in accordance

with paragraph—«(CHaXh)—of rule 5104:F160-26-02 of the

Administrative Code.

(n) The procedure for members to file an appeal, a grievance, or a state
hearing request as specified wiegule 5301+:35160-26-08.4and
5104:3-26-08:5 of the Administrative Code.

(o) Information about MCP-initiated terminations.
(p) The issuance date of the member handbook.

(q) A statement that the MCP may not discriminate on the basis of race, color,
religion, gender, sexual orientation, age, disability, national origin,
veterar‘military status, ancestngeneticinformation, health status, or
need for health services in the receipt of health services.

(r) An explanation of subrogation and coordination of benefits.

(s) A clear identification of corporate or parent identity when a trade name or
DBA is used for the medicaid product.

(t) Information on the procedures for members to access behavioral health
services.

(u) Information on the MCP's policies respecting the implementation of the
member's rights regarding advance directives, including a statement of
any limitation regarding the implementation of advance directives as a
matter of conscience.

(v) Information stating that the MCP provides covered services to members
through a provider agreement wi@bB3~S8DM, and how members can
contactobBJI=SDM, by mail or by telephone, if they so desire.

(w) The toll-free call-in system phone numbers specified in paragraph (A)(1)
of this rule andparagraphtA}6)-of rule 5364:35160-26-03.1 of the
Administrative Code.

(x) A statement that additional information is available from the MCP upon
request including, at a minimum, the structure and operation of the
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MCP and any physician incentive plans that the MCP operates.

(y) Information on how the member can request or access additional MCP
information or services including, at a minimum:

(i) Oral interpretation and oral translation services;

(i) Written information in the prevalent non-English languages of
members in the MCP's service area; and

(iif) Written information in alternative formats.

(z) If applicable, detailed information on any member co-payments the MCP
has elected to implement in accordance with &461+:-35160-26-12 of
the Administrative Code.

(aa) Information on how members can access the MCP's provider directory.

(bb) The standard and expedited state hearing resolution time frames as
outlined in 42 C.F.R. 431.244 {fjOctoberl, 2013).

(5) If a member's MCP membership is automatically renewed as specified in
paragraph(S3)h)-of rule 5304+:3H160-26-02 of the Administrative Code,
the MCP must issue an identification card as specified in paragraph (B)(3) of
this rule prior to the new effective date of coverage. Additionally, in the event
the member handbook has been revised since the initial MCP membership
date of the member's assistance group, the MCP must issue a new member
handbook to the member.

(6) At least annuallyM&Rghe MCP must determine the predominant health care
needs otheHits medicaid members and provide health education materials as
indicated by these assessmeM&PsThe MCP must provideSBI~SDM a
summary of the results of the health care needs assessment and a list of the
materials distributed to members as a result of the assessment.

(7) No information or text that identifies the addressee as a medicaid recipient may
appear on the outside of any MCP or MCP subcontractor mailing.
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Effective:

R.C. 119.032 review dates:

Certification

Date

Promulgated Under:
Statutory Authority:
Rule Amplifies:

Prior Effective Dates:

119.03
5167.02
5162.03, 5164.02, 5167.03, 5167.10, 5167.13
4/1/85, 2/15/89 (Emer), 5/8/89, 5/1/92, 5/1/93,
11/1/94, 7/1/96, 7/1/97 (Emer), 9/27/97, 12/10/99,
7/1/00, 7/1/01, 7/1/03, 7/1/04, 10/31/05, 6/1/06,
1/1/08, 9/15/08, 7/1/09, 8/1/10



*** DRAFT - NOT YET FILED ***

5160-26-08.3 Managed health care programs: member rights.

(A) MCPs must develop and implement written policiesiehthat ensure that members
have and are informed of the following rights:

(1) To receive all services that the MCP is required to provide pursuant to the terms
of their provider agreement with ODM.

(2) To be treated with respect and with due consideration for their dignity and
privacy.

(3) To be ensured of confidential handling of information concerning their
diagnoses, treatments, prognoses, and medical and social history.

(4) To be provided information about their health. Such information should also be
made available to the individual legally authorized by the member to have
such information or the person to be notified in the event of an emergency
when concern for a member's health makes it inadvisable to give him/her
such information.

(5) To be given the opportunity to participate in decisions involving their health
careurlesseontraindicated.

(6) To receive information on available treatment options and alternatives,
presented in a manner appropriate to the member's condition and ability to
understand.

(7) To be-assuredefmaintain auditory and visual privacy during all health care
examinations or treatment visits.

(8) To be free from any form of restraint or seclusion used as a means of coercion,
discipline, convenience, or retaliation.

(9) To request and receive a copy of their medical records, and to be able to request
that their medical records be amended or corrected.

(10) To be afforded the opportunity to approve or refuse the release of information
except when release is required by law.

(11) To be afforded the opportunity to refuse treatment or therapy. Members who
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refuse treatment or therapy will be counseled relative to the consequences of
their decision, and documentation will be entered into the medical record
accordingly.

(12) To be afforded the opportunity to file grievances, appeals, or state hearings
pursuant to the provisions offslegule 5304+:35160-26-08.4 and
5104:3-26-08:5 of the Administrative Code.

(13) To beassuredhataliprovided written member informaticinom previdedby
the MCPis-avaiable:

(a) At no cost to the member,

(b) In the prevalent non-English languages of members in the MCP's service
area, and

(c) In alternative formats and in an appropriate manner that takes into
consideration the special needs of members including but not limited to
visually-limited and LRP members.

(14) To be-assuredthateceivenecessary oral interpretation and oral translation
servicesreavaitable at no cosb-members.

(15) Tobeassuredhatthereceivenecessary services of sign language assistance
No costareavaitablete-hearingimpairedmembers.

(16) To be informed of specific student practitioner roles and the right to refuse
student care.

(17) To refuse to participate in experimental research.

(18) To formulate advance directives and to file any complaints concerning
noncompliance with advance directives with the Ohio department of health.

(19) To change PCPs no less often than montfilge MCPMEPR's must mail
written confirmation to the member éfeihis or her new PCP selection prior
to or on the effective date of the change.

(20) To appeal to or file directly with the United States department of health and
human services office of civil rights any complaints of discrimination on the
basis of race, color, national origin, age or disability in the receipt of health
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services.

(21) To appeal to or file directly with the ODM office of civil rights any complaints
of discrimination on the basis of race, color, religion, gender, sexual
orientation, age, disability, national origiseterars military status,genetic
information, ancestry, health status or need for health services in the receipt
of health services.

(22) To be free to exercise their rights and to be assured that exercising their rights
does not adversely affect the way the MCP, the MCP's providers, or ODM
treats the member.

(23) To be assured that the MCP must comply with all applicable federal and state
laws and other laws regarding privacy and confidentiality.

(24) To choose his or her health professional to the extent possible and appropriate.

(25) Fo-be-assuredthator female membersrave to obtain direct access to a
woman's health specialist within the network for covered care necessary to
provide women's routine and preventive health care services. This is in
addition tothea member's designated PCP if the PCP is not a woman's health
specialist.

(26) To be provided a second opinion from a qualified health care professional
within the MCP's panel. If such a qualified health care professional is not
available within the MCP's panel, the MCP must arrange for a second opinion
outside the network, at no cost to the member.

(27) To receive information on their MCP.

(B) MCPs must advise members via the member handbook of the member rights
specified in paragraph (A) of this rule.
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Effective:

R.C. 119.032 review dates:

07/01/2018

Certification

Date

Promulgated Under:
Statutory Authority:
Rule Amplifies:

Prior Effective Dates:

119.03
5167.02
5162.03, 5164.02, 5167.03, 5167.10
4/1/85, 5/2/85, 10/1/87, 2/15/89 (Emer), 5/8/89,
11/1/89 (Emer), 2/1/90, 5/1/92, 5/1/93, 11/1/94,
7/1/96, 7/1/97 (Emer), 9/27/97, 7/1/00, 7/1/01, 7/1/03,
1/1/08



*** DRAFT - NOT YET FILED ***

5160-26-08.4 Managed health care programs: MCP grievance system.

This rule doesnot apply to MyCare Ohio plans as definedin rule 5160-58-010f the
Administrative Code.Provisionsregardingappealsand grievancegor MyCare Ohio are
describedn Chaptel5160-580f the AdministrativeCode.

(A) GenerakeguirementBefinitions.

For the purpose%f this rule thefollowing termsaredefinedas:

(1) An "action"is the MCP's

(a) Denial or limited authorizationof a requestedervice.including the type
or level of service;

(b) Reduction,suspensionor terminationof servicesprior to the member
receivingthe servicespreviouslyauthorizedy the MCP;

(c) Denial,in whole or part,of paymentfor aservice;

(d) Failure to provide servicesin a timely manner as specified in rule
5160-26-03.f the AdministrativeCode;or

(e) Failureto actwithin theresolutiontimeframesspecifiedin this rule.

(2) An "appeal'is therequesfor an MCP'sreview of anaction.

(3) A "grievance"is an expressiorof dissatisfactiorwith any aspectof the MCP's
or_provider's operation, provision of health care services, activities, or
behaviors otherthanan MCP'sactionasdefinedin paragraphA)(1) of this
rule.

(4) "Resolution"meansa final decisionis madeby the MCP and the decisionis
communicatedo the member.

(5) "Notice of action (NOA)" is the written notice an MCP _must provide to
membersvhenan MCP actionhasoccurredor will occur.

" I s culo thetollowd lofinedas:

; L or limited_authorizationod serviceincluding
brpeorlevelotserviee;
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(B) EachMCP must havewritten policies and proceduredor an appealand grievance
systemfor membersin compliancewith the requirement®f this rule. The policies
and proceduresnustbe madeavailablefor review by ODM, andmustincludethe

(1) A processy which memberanayfile grievancesvith the MCP, in compliance
with paragraph{H) of thisrule;

(2) A processhy which membersmay file appealswith the MCP, in compliance
with paragraph¢C) through(G) of this rule; and

(3) A procesdy which memberanay accesghe state'shearingsystemthroughthe
Ohio Departmentof Job and Family Services(ODJFES)in compliancewith
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paragraphl) of thisrule.

{B)}(C) Notice of action (NOAby anMCP.

(1) When an MCP action hasoccurredor will occur,the MCP must provide the
affectedmember(swith awritten NOA.

AHACR-aetionhase-wi-oceut HoP-mdstprovigetheatected

i i - The NOA must meet the language and
format requirement$or membermaterials specified iparagraphBX2)}-of
rule 530435160-26-08.2 of the Administrative Code and explain:

(a) The action the MCP has taken or intends to take;
(b) The reasons for the action;

(c) The member's or authorized representative's right to file an appéad
MCP;

(d) If applicable, the member's right to request a state hedahr@ughthe
state'dhearingsystem;

(e) Procedures for exercising the member's rights to appeal or grieve the
action;

(f) Circumstances under which expedited resolution is available and how to
request it;

(9) If applicable, the member's right to have benefits continue pending the
resolution of the appeal, how to request that benefits be continued, and
the circumstances under which the member may be required to pay for
the cost of these services;

(h) The date that the notice is being issued;
(i) Oral interpretation is available for any language;
()) Written translation is available in prevalent languages as applicable;

(k) Written alternative formats may be available as needed; and
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(I) How to access the MCP's interpretation and translation services as well as
alternative formats that can be provided by the MCP.

&(3) An MCP MERs must give members a written NOA within the following
timeframes:

(a) For a decision to deny or limit authorization of a requested service,
including the type or level of serviceghe MSPs MCP must issue an
NOA simultaneously with the MCP's decisionMEP—service
auinorzation-deeisions-must—be—maden ae’eelelaneewl_tl’n the
EEI“erE“faEIf“eE 5...55 peﬁelllleel H p:alaglap.lls(; ‘I)(;)(el)(.“). t ‘).(;)(e)("l ')_ and

(b) For reduction, suspension, or termination of services prior to the member
receiving the services previously authorized by the M@ MCP
MEPs must give notice fifteen calendar days before the date of action
except:

(i) If probable recipient fraud has been verified, the MCP must give
notice five calendar days before the date of action.

(i)
accordancanith Under the circumstancesetforth in 42 C.F.R.
431.213 fanuary29-19930ctoberl, 2013) the MCP mustgive
noticeon or beforethe dateof action.

(c) For denial of payment for aoncovered service, MCPs must give notice
simultaneously with the MCP's action to dertlge claim in whole or
part_for a servicethatis not coveredby medicaid.including a service
that was determinedthroughthe MCP's prior authorizationprocessas
notmedicallynecessary.

(d) For untimelyprior authorizationserviee, appeal or grievance resolution,
the MCP MERs must give notice simultaneously with the MCP
becoming aware of the actionA servicé&Serree authorization
deeisiengecision not reached within the timeframes specified in
paragraphs A v —AHAte)vi—anrd LAy A evi—et rule
5304:5160-26-03.1 of the Administrative Cadeonstitute a denial
andaras thusconsideredo be an adverseaetiensction. Notice must be
given on the date that the authorization decision timeframe expires.

£S)(D) Standard appegecest anMCP.
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(1) A member, provider, c&@ member's authorized representative may file an appeal
orally or in writing within ninety days from the date on the NOA. The ninety
day period begins on the day after the mailing date of the N@®oralfiling

(a) Assistmemberghatfile anoral appealby immediatelyconvertingan oral
filing to awritten record;

(b) Ensurethat oral filings are treatedas appealsto _establishthe earliest
possibl€filing datefor theappealand

(c) Considerthedateof the oralfiling asthefiling dateif the membeifollows
theoral filing with awritten appeal.

(2) Fhre-membersadthorizedrepresentativeand-a Any provider acting on the

member's behalf must have the member's written consent to file an appeal.
The M&ks MCP must begin processing the appeal pending receipt of the
written consent.

(3) The MCPMEPRs must acknowledge receipt of each appeal to the individual
filing the appeal. At a minimum, acknowledgment must be made in the same
manner that the appeal was filed. If an appeal is filed in writing, written
acknowledgment must be made by the MCP within three working days of the
receipt of the appeal.

(4) The MCP must provide members a reasonable opportunity to present evidence
and allegations of fact or law, in person as well as in writing. The member
and/or member's authorized representative must be allowed to examine the
case file, including medical records and any other documents and records,
before and during the appeals process.

(5) ME&PksThe MCP must consider the member, menibauthorized representative,
or estate representative of a deceased member as parties to the appeal.

(6) MEPRsThe MCP must review and resolve each appeal as expeditiously as the
member's health condition requirdsut the resolution timeframe must not
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exceed fifteen calendar days from the receipt of the appeal unless the
resolution timeframe is extended as outlined in parag¢&(ir) of this rule.

(7) The MCP must provide written notice to the member, and to the member's
authorized representative if applicable, of the resolution including, at a
minimum, the decision and date of the resolution.

(8) For appeal decisions not resolved wholly in the member's favor, the written
notice to the member must also include information regarding:

(a) Oral interpretatiothat is available for any language;
(b) Written translatiorthat is available in prevalent languages as applicable;
(c) Written alternative formatthat may be available as needed,;

(d) How to access the MCP's interpretation and translation services as well as
alternative formats that can be provided by the MCP;

(e) The right to request a state hearthgpughthe state'shearingsystem;:and

(f) How to request a state hearing; and if applicable:
(i) The right to continue to receive benefits pending a state hearing,
(i) How to request the continuation of benefits; and

(iii) If the MCP action is upheld at the state hearing that the member
may be liable for the cost of any continued benefits.

(9) For appeals decided in favor of the member, the MCP must:

(a) Authorize or provide the disputed services promptly and as expeditiously
as the member's health condition requires if the services were not
furnished while the appeal was pending.

(b) Pay for the disputed services if the member received the services while
the appeal was pending.
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{B}(E) Expedited appeal® anMCP.

(1) EachMEPRaMCP must establish and maintain an expedited review process to
resolve appeals when the MCP determines, or the provider indicates in
making the request on the member's behalf or supporting the member's
request, that taking the time for a standard resolution could seriously
jeopardize the member's life or health or ability to attain, maintain, or regain
maximum function.

(2) ME&Ps|n utilizing an expeditedappealprocessthe MCP must comply with the
standard appeal process specified in paragéepliE) of this rule, excepthe
MGRMCP must:

(a) Not require that an oral filing be followed with a written, signed appeal

(b) Make a determination within one working day of the appeal request
whether to expedite the appeal resolutjon

(c) Make reasonable efforts to provide prompt oral notification to the member
of the decision to expedite or not expedite the appeal resolution

(d) Inform the member of the limited time available for the member to
present evidence and allegations of fact or law in person or in waiting

(e) Resolve the appeal as expeditiously as the member's health condition
requires but the resolution timeframe must not exceed three working
days from the date the MCP received the appeal unless the resolution
timeframe is extended as outlined in paragrégh(F) of this rule;

() Make reasonable efforts to provide oral notice of the appeal resolution in
addition to the required written notificatign

(9) Ensure that punitive action is not taken against a provider who requests an
expedited resolution or supports a member's apgpmad

(h) Notify ©B3~8DDM within one working day of any appeal that meets the
criteria for expedited resolution as specified®pI~SODM.

(3) If the MCP denies the request for expedited resolution of an appeal the MCP
must:
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(a) Transfer the appeal to the standard resolution timeframe of fifteen
calendar days from the date the appeal was received unless the
resolution timeframe is extended as outlined in parag¢epii) of this
rule;

(b) Provide the member written notice of the denial to expedite the resolution
within two calendar days of the receipt of the appeal, including
information that the member can grieve the decision.

{E)(F) Appeal resolution extensions.

(1) A member may request that the MCP extend the timeframe to resolve a standard
or expedited appeal up to fourteen calendar days.

(2) An_MCPMERs may request that the timeframe to resolve a standard or
expedited appeal be extended up to fourteen calendar GagMSRPMCP
mustseeksuchan extensionfrom ODM prior to the expirationof the reqular
appealresolutiontimeframe and its requestmust be supportedby submit
documentation that the extension is in the member's best inter&HIHS
for—priorapproval. IfOBIFDDM approves the extension, the MCP must
immediately give the member written notice of the reason for the extension
and the datéhraby which a decision must be made.

(3) TheMERsMCP must maintain documentation of any extension request.

£-}(G) Continuation of benefitfor anappeako the MCP.

(1) The MCP must continue a member's benefits when an appeal has been filed if
the following conditions are met:

(a) The member or authorized representative files the appeal on or before the
later of the following:

(1) Within fifteen working days of the MCP mailing the NOA; or
(i) The intended effective date of the MCP's proposed action;

(b) The appeal involves the termination, suspension, or reduction of services
prior to the member receiving the previously authorized course of
treatment;
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(c) The services were ordered by an authorized provider;
(d) The authorization period has not expired; and
(e) The member requests the continuation of benefits.

(2) If the MCP continues or reinstates the member's benefits while the appeal is
pending, the benefits must be continued until one of the following occurs:

(a) The member withdraws the appeal;

(b) Fifteen calendar days pass following tnailing dateof the MCP's notice
to the member of an adverse appeal decision unless the member, within
the fifteen-day timeframe, requests a state heastig-continruationef
benefitsandn which casetherefere the benefits must be continued as
specified in rule 5101:6-4-01 of the Administrative Code;

(c) A state hearing regarding thesrtinuation-ef—thebenefitseduction,

suspensior terminationof services is decided adverse to the member;
or

(d) The initial time period for the authorization expires or the authorization
service limits are met.

(3) At the discretion ofoBJSDM, the MCP may recover the cost of the
continuation of services furnished to the member while the appeal was
pending if the final resolution of the appeal upholds the MCP's original
action.

{6)(H) Grievancs to anMCP preeess.

(1) A member or authorized representative can file a grievance. An authorized
representative must have the member's written consent to file a grievance on
the member's behalf.

(2) Grievances may be filednly with the MCP, orally or in writing,enh-with-the
MEP; within ninety calendar days of the date that the member became aware
of the issue.

(3) The Mcks MCP must acknowledge the receipt of each grievance to the
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individual filing the grievance. Oral acknowledgment is acceptablewever
hewever, if the grievance is filed in writing, written acknowledgment must be
made within three working days of receipt of the grievance.

(4) ME&PRsThe MCP must review and resolve all grievances as expeditiously as the
member's health condition requires. Grievance resolutions including member
notification must meet the following timeframes:

(a) Within two working days of receipt if the grievance is regarding access to
services.

(b) Within thirty calendar days of receipt for non claims-related grievances
except as specified in paragraggy(H)(4)(a) of this rule.

(c) Within sixty calendar days of receipt for claims-related grievances.

(5) At a minimum, the MCP must provide oral notification to the member of a
grievance resolution. However, if the MCP is unable to speak directly with
the memberand/or the resolution includes information that must be
confirmed in writing, the resolution must be provided in writing
simultaneously with the MCP's decision.

(6) If the MCP's resolution to a grievance is to affirm the denial, reduction,
suspension, or termination of a service or billing of a member due to the
MCP's denial of payment for that service, the MCP must notify the member
of his or her right to request a state hearing as specified in paragshof
this rule, if the member has not previously been notified.

(1) Access to state hearinggreeessystem.

(1) The MCP must developand implementwritten policies and procedureghat
ensurethe plan's compliancewith the state hearingprovisionsspecifiedin
division 5101:60f the AdministrativeCode.

(2) Membersare not requiredto exhaustthe appealor grievanceprocessthrough
the MCP in orderto accesshe state'shearingsystem.

&)(3) When requiredby paragraph(C) of this rule and division 5101:6 of the
Administrative Code, the MCPMERs must notify members, and any
authorized representatives on file with the MCP, of the right to a state
hearing Thefollowing requirementspply asfelows:
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(a) If the MCP denies a request for the authorization of a service, in whole or
in part, the MCP must simultaneously complete and mail or personally
deliver the "Notice of Denial of Medical Services By Your Managed
Care Plan"$4~SODM 04043,7/2014formerly JFS04043ew-—#2009).

(b) If the MCP decides to reduce, suspend, or terminate services prior to the
member receiving the services as authorized by the MCP, the MCP
must complete and mail or personally deliver no later than fifteen
calendar days prior to the effective date of the proposed reduction,
suspension, or termination, the "Notice of Reduction, Suspension or
Termination of Medical Services By Your Managed Care Plan"
(IFSODM 04066,7/2014formerly JFSO04066/2609).

(c) If the MCP learns that a member has been billed for services received by
the member due to the MCP's denial of payment, and the MCP upholds
the denial of payment, the MCP must immediately complete and mail
or personally deliver the "Notice of Denial of Payment for Medical
Services By Your Managed Care Pland=& ODM 04046, 7/2014
formerly JFS04046ev-—+2009).

(d) If the MCP proposes enrollment in the coordinated services program
(CSP), the MCP must complete and mail or personally deliver no later
than fifteen calendar days prior to the effective date of the proposed
enroliment, the "Notice of Proposed Enroliment in the Coordinated

Services Program (CSBy-ObJI-SO+By—YeurManagedCarePlan”
(S~SODM 0171761+764,7/2014formerly JES0171 fev-—+2041).

(e) If the MCP decides to continue enrollment in CSP, the MCP must
simultaneously complete and mail or personally deliver the "Notice of
Continued Enrollment in the Coordinated Services Program (&$P)

" @S ODM 01705,7/2014

formerly JFS0170%ev-—+2041).

() If the MCP denies a CSP member's request to change designated
provider(s) within the MCP's provider panel, the MCP must
simultaneously complete and mail or personally deliver the "Notice of
Denial of Designated Provida@r Pharmacychange in the Coordinated
Services Program (CS !
(IHS64+766,(0ODM 01718,7/2014formerly JFS01718evw-—+2041 ).

(4) The memberor member'sauthorizedrepresentativenay requesia statehearing
within ninety calendaidaysby contactinathe ODJFSbureauof statehearings
or _local county departmentof job and family services (CDJFES). The
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ninety-dayperiodbeginson the day afterthe mailing dateon the statehearing
form.

(5) Thereare no statehearingrights for a member(s)terminatedfrom the MCP
pursuantto an MCP-initiated membershipgterminationas permittedin rule
5160-26-02.f the AdministrativeCode.

(6) Following the bureauof statehearingshotification to the MCP thata member
hasrequested statehearingthe MCP must:

(a) Completethe "Appeal Summaryfor ManagedCarePlans"(ODM 01959,
7/2014 formerly JFS 01959) with appropriateattachmentsand file it
with the bureauof statehearingsat leastthreebusinesslaysprior to the
scheduledchearingdate.The appealsummarymustprovideall factsand
documentgelevantto the issue,and be sufficient to demonstratghe
basisfor the MCP'sactionor decision.

(b) Senda copy of the completecappeaksummaryto the appellantthe bureau
of statehearingsthelocal agencyandthedesignatedDM contact.

(c) Continueor reinstatethe benefit(s)specifiedin rule 5101:6-4-01of the
Administrative Code. if the MCP is notified that the member'sstate
hearingreqguestvasreceivedwithin the prior notificationperiod.

(d) Not enroll theindividual in the coordinatedservicesprogram(CSP)if the
MCP is notified that the member'sstatehearingrequestwas received
within the prior notificationperiod.

(7) The MCP mustparticipatein the hearingin personor by telephonepn the date
indicated on the "State Hearing Scheduling Notice" (JFS 04002, rev.
09/2012)sentto the MCP by the bureauof statehearings.

(8) In additionto the MCP andmember otherpartiesto a statehearingmayinclude
an authorized representativeof a member, or the representativeof the
member'sstatejf the membelis deceased.

(9) The MCP mustcomply with the statehearingofficer's decisionprovidedto the
MCP via the "State Hearing Decision" (JES 04005, rev. 03/2003).1f the
hearingofficer's decisionis to sustainthe member'sappeal.the MCP must
completethe "StateHearingCompliance'form (JES04068.rev. 05/2001).A
copy of the completedform, including applicabledocumentationis due by
no later than the compliancedate specifiedin_the hearingdecisionto the
bureauof statehearingsandthe designateddDM contact.lf applicable the
MCP must:

(a) Authorizeor providethe disputedservicesoromptly and as expeditiously
asthemember'diealthconditionrequires.
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(b) Payfor thedisputedservicesf the membermreceivedthe disputedservices
while the appealwaspending.

2(10) MEPRsThe MCP must provide a copy of the state hearing forms referenced

in this paragraphto {3 -etthis+ulete—OBIFSDM, as directed by
O©BbJIFSODM.

£}(11) Upon request.the MCP's state hearing policies and proceduresmust be
made available for review by ODM.Fhe-MER—memberand-members

adtherizedepresentativerepartiestothestatehearing.

(J) Logging and reporting of appeals and grievances.

(1) ME&PksThe MCP must maintain records of all appeals and grievances including
resolutions for a period o§ix eight years and the records must be made
available upon request ©B3~SODM and theM~EUmedicaidfraud control
unit .

(2) The MCPMERs must identify a key staff person responsible for the logging and
reporting of appeals and grievances and assuring that the grievance system is
in accordance with this rule.

(3) MEPRsThe MCP is are required to submit information regarding appeal and
grievance activity as directed §BI~SODM.

(K) Otherdutiesof a MyCareOhio planregardingappealsandgrievances.

(1) The MCP must give membersall reasonablassistancén filing_an appeal.a
grievancepr a statehearingrequesincluding but notlimited to:

(a) Explainingthe MCP's processo be followed in resolvingthe member's
appeabr grievance;

(b) Completingforms and taking other proceduralstepsas outlined in_this
rule;and

(c) Providing oral interpreterand oral translationservices,sign language
assistanceand accessto the grievance system through a toll-free
numbermwith texttelephoneyoke(TTY) andinterpretercapability.

(2) The MCP mustensurethatthe individualswho makedecisionson appealsand
grievancesreindividualswho:
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(a) Werenotinvolvedin previouslevelsof reviewor decision-makingand

(b) Are healthcareprofessionalsvho havethe appropriateclinical expertise
in_treating the member'scondition or diseaseif deciding any of the

(i) An appealbf adenialthatis basedon lack of medicalnecessity;

(i) A grievanceregardingthe denial of an expeditedresolutionof an
appealor

(iii) An appealbr grievancehatinvolvesclinical issues.

(3) The procedureto be followed to file an appeal.grievance,or state hearing
requestmustbe describedn the MCP's memberhandbookand mustinclude
the telephonenumber(s)or the MCP'stoll-free memberserviceshotline, the
MCP'smailing addressanda copy of the optionalform(s) thatmembersnay
useto file anappealor grievancewith the MCP. Copiesof the form(s)to file
an appealor_grievancemust also be made available through the MCP's
memberservicegprogram.

(4) Appealsandgrievanceproceduresnustincludethe participationof individuals
authorizedby the MCP to requirecorrectiveaction.

(5) The MCP is prohibited from delegatingthe appealor grievanceprocessto
anotherentity.
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Effective:

R.C. 119.032 review dates:

Certification

Date

Promulgated Under: 119.03

Statutory Authority: 5167.02

Rule Amplifies: 5162.03, 5164.02, 5167.03, 5167.10, 5167. 13

Prior Effective Dates: 7/1/03, 6/1/06, 9/15/08, 7/1/09, 8/1/10



*** DRAFT - NOT YET FILED ***

TO BE RESCINDED

5160-26-08.5 Managed health care programs: responsibilities for state
hearings.
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Effective:

R.C. 119.032 review dates:

Certification

Date

Promulgated Under: 119.03

Statutory Authority: 5167.02

Rule Amplifies: 5162.03, 5164.02, 5167.03, 5167.10, 5167.13

Prior Effective Dates: 7/1/03, 6/1/06, 9/15/08, 7/1/09, 8/1/10



*** DRAFT - NOT YET FILED ***

5160-26-09 Managed health care programs:reimbursemenipayment and
financial responsibility.

(A) Reimbursemeiitayment.

(1) The Ohio departmentof medicaid (ODM) will computemanagedcare plan
(MCP) premiumrateson an actuarially soundbasis.The premiumratesdo
not include any amountfor risks assumedinder any other existing or any
previousagreemenbr contract. ODM will reviewthe premiumratesat least
annuallyandthe rate(s)may be modified basedon existing actuarialfactors
andexperience.

(2) The MCPMERs will receive a monthly premlum payment for each member

(3) Whenan MCP providesor arrangedor maternitycoverage ODM will makea
separatepaymentto the MCP for eachreimbursabledelivery for applicable
covered populationsdescribedin rule 5160-26-02of the Administrative
Code.

3)(4) Ynderfalrisk—arrangementshel he amounts paithty ODM in accordance
with this paragraptAy-efthis+ule represena full-risk arrangemenand

the total obligation o5B3~SDDM to the MCP for the costs of medical care
and services provided. Any savingslosses remaining after costs have been
deducted from the premium will be wholly retained by the M@&Reeptas

(5) Paymentsnadeby ODM in accordancavith this paragraptwill bein effectfor
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the duration of the provider agreemenenteredinto betweenODM and the
MCP_unless restricted in _accordance with rule 5160-26-10 of the
AdministrativeCodeor thetermsof the provideragreement.

HB)Y6) ©BbIFODM may establish financial incentive programs based on
performance for MCPs.

(B) Fiscal responsibility requirements.

(1) EaehAn MCP must maintain a fiscally-sound operation and n@e+3SODM
performance standards.

(2) EaehAn MCP must make provisions against the risk of insolvency.

(3) Neither members n@@B3~SODM shall be liable for any MCP debts, including
those that remain in the event of MCP insolvency or the insolvency of any
subcontractors.

(4) Eaeh An MCP must pay providers in accordance with 42 C.F.R. 447.46
(Octoberl, 2013).

(5) The following requirements apply tan MCP MEPs licensed as &ealth
insuringcorporation(HIC) by the Ohio departmenbf insurancgODI):

(a) A copy of the MCP's current license or certificate of authority must be
submitted to©BJIFDDM annually, no later than thirty days after
iIssuance;

(b) Copies of all annual and quarterly financial statements and any revision to
such copies must be submitted @J3~SDM. For purposes of this
rule, "Arptalnnual financial statement” is the annightementof
financial condition prescribed by the "National Association of

Insurance Commissioners" (NAICkstatutory—fling—of—fHnaneial

conditionasadepted and required bfre-Ohio-departmenbinsuranee
£ODI} in accordance with sections 1751.32 and 1751.47 of the Revised

Code.

(c) Eaefirhe MCP must submit t&BJ3~SDDM a copy of its audited financial
statement as compiled by an independent auditor and including the
statement of reconciliation with statutory accounting principles as
required by ODI in accordance with section 1751.321 of the Revised
Code. The statement must be submitted annual&B3~SODM.
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(6) The following items must be submitted by each MCP as so indicated:

€) EaehMGP—mustsubmﬁeesCost reports ol®@BIFODM forms quarterly
and annually-relaterthanninety-daysafterthecloseof-thecalendar
yeawpasemewﬁespeemedasdlrected by@D&F—S)DM II'—he&HHual

to ODM provideragreemenandcostreportinstructions;

(b) Financial disclosure statements to be submitted in conjunction with cost
report submissions as specified in paragraph (B)(5)(b) of this rule for
MCPs. The MCP must also submit copies of annual financial
statements for those entities who have an ownership interest totaling
five percent or more in th&4SP-MCP, or an indirect interest of five
percent or more or a combination of direct and indirect interest equal to
five percent or more in the MCP; and

(c) MCP physician incentive plan disclosure statementetherirformation
as—requiredbyin _accordancewith 42 C.F.R.4347438.6 (October 1,

2013).

(C) Reinsurance requirements.

(1) Al MCPs must carry reinsurance coverage from a licensed commercial carrier
to protect against catastrophic inpatient-related medical expenses incurred by
medicaid members.

(2) To the extent that the risk for such expenses is transferred to a subcontractor
the MCP must provide proof of reinsurance coverage for that subcontractor in
accordance with the provisions of this paragraph.

(3) A copy of the fully-executed reinsurance agreement to provide the specified
coverage must be submitted @JFSDM prior to the effective date of the
provider agreement. No provider agreement will be signed in the absence of
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such documentation.

(4) The annual deductible must be specified in the reinsurance agreement and must
not exceed the amount specified ®p3~IODM.

(5) The reinsurance coverage must remain in force during the term of the provider
agreement withob3~S$DM and must contain adequate provisions for
contract extensions.

(6) EaehThe MCP shall provide written notification ©B3~S8DDM whendirected
by ODM, specifying the dates of admission, diagnoses, and estimates of the
total claims incurred for all medicaid members for which reinsurance claims

have been submittedFhe-MEP-mustprovidesuchnotificationte-OBJIFSas

(7) The MCP must givé®BJ~SDM prior written notice of any proposed changes
or modifications in the reinsurance agreements@&3~SDM review and
approval. Such notice shall be submitted@B®3~SDM thirty days prior to
the intended effective date of any proposed change and must include the
complete and exact text of the proposed change MCP MEPRs must
provide copies of new or modified reinsurance agreemen8B¢~SODM
within thirty days of execution.

(8) In the event of termination of the reinsurance agreement due to insolvency of
the MCP or the reinsurance carrier, the MCP will be fully responsible for all
pending or unpaid claims.

(9) Any reinsurance agreements which cover expenses to be paid for continued
benefits in the event of insolvency must include medicaid members as a
covered class.

(10) Reinsurance requirements for partial-risk arrangements may differ from those
specified in this paragraph.
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Effective:

R.C. 119.032 review dates:

Certification

Date
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119.03
5167.02
5162.03, 5164.02, 5164.70, 5167.03, 5167.10
4/1/85, 5/2/85, 10/1/87, 2/15/89 (Emer), 5/8/89,
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9/27/97, 7/14/98, 7/1/00, 11/18/00, 7/1/01, 7/1/03,
7/1/04, 10/31/05, 6/1/06



*** DRAFT - NOT YET FILED ***

5160-26-11 Managed health care programs: managed care plan
non-contracting providers.

(A) For the purposes of this rule, the following terms are defined as follows:

(1) "Managed care plan (MCP) non-contracting provider" means any provider with
a medicaid provider agreement with ODM who does not contract with the
MCP but delivers health care services to that MCP's member(s), as described
in paragraphs (C) and (D) of this rule.

(2) "Managed care plan (MCP) non-contracting provider of emergency services"
means any person, institution, or entigrethat does not contract with the
MCP but provides emergency services to an MCP member, regardless of
whether or not that provider has a medicaid provider agreementhai®hio
departmenbf medicaid(ODM).

(B) MCP non-contracting providers of emergency servcesdefiredin—paragraph
AH2-efthisrale; must accept as payment in full from the MCP the lesser of billed

charges or one hundred per cent of the Ohio medicaid prodesier-serviece
reimbursement rate (less any payments for indirect costs of medical education and
direct costs of graduate medical education that is included in the Ohio medicaid
program fee-fer-service reimbursement rate) in effect for the date of service.
Pursuanto section5167.100f the RevisedCode,.the MCP shall not compensata
hospital for_inpatient capital costsin an amountthat exceeds¢he maximum rate
establishedhy ODM.

(C) When the-Ohio—departmentef—medicatld{OBM)ODM has approved an MCP's
members to be referred to an MCP non-contracting hospital pursuaaiagraph

HH9—of rule 530+:3H160-26-03 of the Administrative Code, the MCP
non-contracting hospital must provide the service for which the referral was
authorized and must accept as payment in full from the MCP one hundred per cent
of the current Ohio medicaid prografee-fer-service reimbursement rate in effect
for the date of serviceRursuanto section5167.100f the RevisedCode.the MCP
shallnot compensate hospitalfor inpatientcapitalcostsin anamountthatexceeds

the maximum rate establishedby ODM. MCP non-contracting hospitals are
exempted from this provision when:

(1) The hospital is located in a county in which eligible individuals were required to
enroll in an MCP prior to January 1, 2006;

(2) The hospital is contracted with at least one MCP serving the eligible individuals
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specified in paragraph (C)(1) of this rule prior to January 1, 2006; and

(3) The hospital remains contracted with at least one MCP serving eligible
individuals who are required to enroll in MCPs in the service area where the
hospital is located.

(D) MCP non-contracting qualified family planning providers (QFPPs) must accept as
payment in full from the MCP the lesser of one hundred per cent of the Ohio
medicaid progranfee-fer-service reimbursement rate or billed charges, in effect for
the date of service.

(E) An MCP non-contracting provider may not bill an MCP member unless all of the
following conditions are met:

(1) The member was notified by the provider of the financial liability in advance of
service delivery.

(2) The notification by the provider was in writing, specific to the service being
rendered, and clearly states that the recipient is financially responsible for the
specific service. A general patient liability statement signed by all patients is
not sufficient for this purpose.

(3) The notification is dated and signed by the member.

(4) The reason the service is not covered by the MCP is specified and is one of the
following:

(a) The service is a benefit exclusion;

(b) The provider is not contracted with the MCP and the MCP has denied
approval for the provider to provide the service because the service is
available from a contracted provider, at no cost to the member; or

(c) The provider is not contracted with the MCP and has not requested
approval to provide the service.

(F) An MCP non-contracting provider may not bill an MCP member for a missed
appointment.

(G) MCP non-contracting providers, including MCP non-contracting providers of
emergency services, must contact the twenty-four hour post-stabilization services
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phone line designated by the MCP to request authorization to provide
post-stabilization services in accordance witharagraph—(G)—ef rule
5104:5160-26-03 of the Administrative Code.

(H) MCP non-contracting providers, including MCP non-contracting providers of
emergency services, must allow the MGRdier ODM andODM's erts designee
access to all enrollee medical records for a period not lesssikaight years from
the date of service or until any audit initiated within thixeight year period is
completed. Access must includeleasteneeepycopies of the medical recqig) at
no cost for the purpose aictivities relatedto the annuakxternal quality review
specified by 42.C.F.R.438.358 (October 1, 2013) ir—+ule-5101:3-26-07ef-the
AdministrativeCode.

() When an MCP electdtSPseleet to impose member co-payments in accordance with
rule 5364:35160-26-12 of the Administrative Code, applicable co-payments shall
also apply to services rendered by MCP non-contracting providers. \AMiBICP
hasMEPshave not elected to impose co-payments in accordance with rule
5104+:35160-26-12 of the Administrative Code, MCP non-contracting providers are
not permitted to impose co-payments on MCP members.
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*** DRAFT - NOT YET FILED ***

5160-26-12 Managed health care programs: member co-payments.

(A) Managed care plans (MCPs) may elect to implement a member co-payment program
pursuant to sectioB311-0115162.20 of the Revised CogelSRPsmay-establisha
memberco-paymenipregram for dental services, vision services, non-emergency
emergency department services, or prescription drugs as provided for in this rule.
MCPs must receive prior approval from the Ohio departmennedlicaigeb-and
famiy—services OBIFSODM) before notifying members that a co-payment
program will be implementedThis rule doesnot apply to MyCare Ohio plans
pursuanto Chapter5160-580of the AdministrativeCode.

(B) MCPs that elect to implement member co-payment amounts must:
(1) Exclude the populations and services set forth in paragraph (C) of this rule;
(2) Not deny services to members as specified in paragraph (D) of this rule;

(3) Not impose co-payment amounts in excess of the maximum amounts specified
in 42 C.F.R. 447.540ctoberl, 2013);

(4) Specify in provider subcontractper—paragraph{D)}—efgoverned by rule
5104-35160-26-05 of the Administrative Codesderahathe circumstances

underwhich member co-payment amounts can be requested. For MCPs that
elect to implement a co-payment program, no provider can waive a member's
obligation to pay the provider a co-payment except as described in paragraph
(G) of this rule;

(5) AssurdEnsure that the member is not billed for any difference between the
MCP's payment and the provider's charge or request that the member share in
the cost through co-payment or other similar charge, other than medicaid
co-payments as defined in this rule;

(6) AssurdEnsure that member co-payment amounts are requested by providers in
accordance with this rule; and

(7) Assurgnsure that no provider or drug manufacturer, including the
manufacturer's representative, employee, independent contractor, or agent
shall pay any co-payment on behalf of the member.

(C) Exclusions to the member co-payment program for dental, vision, non-emergency
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emergency department services, and prescription medications include the
following:

(1) Children. Members who are under the age of twenty-one are excluded from
medicaid co-payment obligations.

(2) Pregnant women. With the exception of routine eye examinations and the
dispensation of eyeglasses during a member's pregnancy or post-partum
period, all services provided to pregnant women during their pregnancy and
the post-partum period are excluded from a medicaid co-payment obligation.
The post-partum period is the period that begins on the last day of pregnancy
and extends through the end of the month in which the sixty-day period
following termination of pregnancy ends.

(3) Institutionalized members. Services or medications provided to members who
reside in a nursing facility (NF) or intermediate care facility fbe-mentally
retardeddSFMR)individuals with intellectual disabilities (ICF/IID) are
excluded from medicaid co-payment obligations.

(4) Emergency.MembersreceivirgAn MCP_ shall not impose a co-payment
obligation for emergency services provided in a hospital, clinic, office, or
other facility that is equipped to furnish the required care, after the sudden
onset of a medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) that the absence of immediate
medical attention could reasonably be expected to result in placing the
patlents health in serious jeopardy; serious impairment to bodily functions; or

serious dysfunction of any bodily part or orgasireexeludedfrormedicaid
co-paymentebligations.

(5) Family planning (pregnancy preventfon contraceptive management\n
MCP shall not imposea medicaidco-paymenbbligation on anyAny service
identified by ©B3~S$DM as a pregnancy prevention/contraceptive
management service in accordance with rg#9+:-35160-21-02 and the
appendix to rulés384:35160-9-12 of the Administrative Code and provided

to an individual of child-bearing ages-retsubjectto-amedicaideo-payment
eblgation.

(6) Hospice. Members receiving services for hospice care are excluded from
medicaid co-payment obligation.

(7) Medicare cross-over claims. Medicare cross-over claims defined in accordance
with rule 5384+:35160-1-05 of the Administrative Code will not be subject to
medicaid co-payment obligations.
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(8) Medications administered to a member during a medical encounter provided in
a hospital, clinic, office or other facility, when the medication is part of the
evaluation and treatment of the condition, are not subject to a member
co-payment.

(D) No provider may deny services to a member who is eligiblettier services due to
the member's inability to pay the member co-payment. Members who are unable to
pay their member co-payment may declare their inability to pay for services or
medication and receive their services or medications without paying their member
co-payment amount. This provision does not relieve the member from the
obligation to pay a member co-payment or prohibit the provider from attempting to
collect an unpaid member co-payment. If it is the routine business practice of the
provider to refuse service to any individual who owes an outstanding debt to the
provider, the provider may consider an unpaid medicaid co-payment as an
outstanding debt and may refuse service to a member who owes the provider an
outstanding debt. If the provider intends to refuse service to a member who owes
the provider an outstanding debt, the provider shall notify the individual of the
provider's intent to refuse services. In such situations, MCPs mustsdiirensure
that the member has access to needed services.

(E) MCPs may elect to impose member co-payments as follows:

(1) For dental services, the member co-payment amount may not exees
dellarsperdateef-serviceperprovideras the amount set forth irChapter
5160-5uHe-51064:3-5-01 of the Administrative Code. Services provided to a
member on the same date of service by the same provider are subject to only
one co-payment.

(2) For non-emergency emergency department services, the member co-payment
amount must not exceedhree—deHars—for—renr-emergencyemergency
department-services—adhe amount set forth in Chapter 5160-Zdie
510132211 of the Administrative Code. For purposes of this rule, the
hospital provider shall determine if services rendered are non-emergency
emergency department services and will reptitough claim submission,
the applicable co-payment to the MCP in accordance with medicaid hospital
billing instructions.

(3) For vision services, the member co-payment amounts must not exceed
amountssetforth in Chapter5160-60f the AdministrativeCode:
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(4) For pharmacy servicefhe memberco-paymen@amountsmustnot exceedthe
amountssetforth in Chapter5160-9of the AdministrativeCode . MEPRsmust

netimposeamemberco-paymentreatethan:

(F) Prescriptions for medications are subject to the applicable member co-payment for
medications if they are given to a member during a medical encounter provided in
the emergency department or other hospital setting, clinic, office, or other facility
as a result of the evaluation and treatment of the condigew-+regardlessof
whether they arg¢e-be filled at a pharmacy located at the facility or at an outside
location.

(G) If an MCP has implemented a member co-payment program for non-emergency
emergency department services, as described in paraghgg)(2) of this rule, a
hospital may take action to collect a co-payment by providing, at the time services
are rendered to a managed care member, notice that a co-payment may be owed. If
the hospital provides the notice and chooses not to take further action to pursue
collection of the co-payment, the prohibition against waiving co-payments, as
described in paragraph (B)(4) of this rule, does not apply.

(H) If an MCP elects not to impose a co-payment amount for dental services, vision
services, non-emergency emergency department services or prescription drugs and
the MCP reimburses contracting or non-contracting providers for these services
using the medicaid provider reimbursement rate, the MCP must not reduce its
provider payments by the applicable co-payment amount set forth in this rule.
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