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The Common Sense Initiative was established by 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 regulations with the costs of compliance by the 
regulated parties.  Agencies should promote transparency, consistency, predictability, and 
flexibility in regulatory activi ties. Agencies should prioritize compliance over punishment, 
and to that end, should utilize plain language in the development of regulations.  
 

Regulatory Intent 

1. Please briefly describe the draft regulation in plain language.   
Please include the key provisions of the regulation as well as any proposed amendments. 
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Rule 5160-26-02, entitled Managed health care programs: eligibility, membership, and automatic 
renewal of membership is being proposed for amendment due to five year rule review. The rule 
describes the managed care enrollment process and the categories of individuals who are eligible 
for enrollment in MCPs. Changes to the rule add modified adjusted gross income (MAGI)-based 
Medicaid eligibles to the list of groups eligible for Medicaid managed care. (MAGI)-based 
eligibility applies to the Covered Families and Children eligibility category. Other amendments 
to the rule clarify that this rule does not apply to MyCare Ohio plans, clarify the managed care 
mandatory and voluntary enrollment criteria, and update language regarding the coverage of 
newborns. Additional amendments to the rule update legal citations and cross-references.  

Rule 5160-26-06, entitled Managed health care programs: program integrity – fraud and abuse, 
audits, reporting and record retention, is being proposed for amendment due to five year rule 
review. The rule sets forth provisions for Medicaid MCP program integrity, including specific 
requirements on MCPs to guard against fraud and abuse, audits, the submission of reports, and 
record retention. Changes to the rule clarify language for the annual fraud and abuse report and 
record retention requirements. Additional amendments to the rule update legal citations and 
cross-references. 

Rule 5160-26-07, entitled Managed health care programs: annual external quality review, is 
being proposed for rescission to update policy relating to administration of the Medicaid 
program. The rule describes the federal requirement requiring states to complete external quality 
reviews for MCPs. 

Rule 5160-26-07.1, entitled Managed health care programs: Quality assessment and performance 
improvement program (QAPI), is being proposed for rescission due to five year 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 care programs: marketing, is being proposed for 
amendment due to five year rule review. The rule sets forth marketing requirements for MCPs. 
Changes to the rule clarify language regarding marketing activities and materials. Additional 
amendments to the rule update legal citations and cross-references. 

Rule 5160-26-08.1, entitled Managed health care programs: information and enrollment services, 
is being proposed for rescission due to five year rule review. The rule describes contracts with 
enrollment services entities for Medicaid managed care.  

Rule 5160-26-08.2, entitled Managed health care programs: member services, is being proposed 
for amendment due to five year rule review. The rule sets forth requirements for MCPs regarding 
services and materials. Changes to the rule clarify language regarding member services and 
member materials that MCPs must provide to its members. Additional amendments to the rule 
update legal citations and cross-references. 



 

Rule 5160-26-08.3, entitled Managed health care programs: member rights, is being proposed for 
amendment to update policy relating to the administration of 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’ ability to participate in their health care decisions. 
Additional amendments to the rule update legal citations and cross-references. 

Rule 5160-26-08.4, entitled Managed health care programs: MCP grievance system is being 
proposed for amendment due to five year rule review. The rule sets forth requirements for the 
MCP grievances and appeals and describes three avenues allowing a member to challenge 
certain actions taken by the MCP:  (1) a grievance process, (2) an appeal to the MCP, and (3) a 
process allowing members to access the State’s hearing system through the Ohio Department of 
Job and Family Services (ODJFS).  Changes to the rule update and reorganize language 
regarding the obligations of the MCPs with respect to the grievance and appeals process and the 
processes for members to access the three avenues available to them. Additional amendments to 
the rule clarify that this rule does not apply to MyCare Ohio plans, and update legal citations and 
cross-references. 

Rule 5160-26-08.5, entitled Managed health care programs: responsibilities for state hearings is 
being proposed for rescission due to five year rule review. The rule sets forth the obligations of 
the MCPs regarding compliance with state hearing decisions. The contents of the rescinded rule 
have been moved to OAC rule 5160-26-08.4. 

Rule 5160-26-09, entitled Managed health care programs: reimbursement and financial 
responsibility is being proposed for amendment due to five 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 the rule update language regarding the frequency of actuarial review 
and MCPs’ responsibilities for cost reports and reinsurance requirements. Additional 
amendments to the rule update legal citations and cross-references. 

Rule 5160-26-11, entitled Managed health care programs: managed care plan non-contracting 
providers, is being proposed for amendment to update policy relating to the administration of the 
Medicaid program. The rule sets forth requirements for providers that do not contract with 
Medicaid MCPs. Changes to the rule add clarifying language from state law which specifies that 
the compensation for inpatient hospital capital costs for emergency services provided by non-
contracting hospitals shall not exceed the maximum amount established by the department. Other 
amendments clarify the activities related to external quality reviews and update the timeframe for 
record retention by non-contracting providers, consistent with the provisions of OAC rule 5160-
26-06. Additional amendments to the rule update legal citations and cross-references. 

Rule 5160-26-12, entitled Managed health care programs: member co-payments, is being 
proposed for amendment to update policy relating to the administration of the Medicaid program. 
The rule sets forth requirements for MCPs when they elect to implement a co-payment program. 
Changes to the rule simplify and clarify language regarding co-payments and update legal 
citations and cross-references.  



 

 
2. Please list the Ohio statute authorizing the Agency to adopt this regulation. 

Ohio Revised Code Section 5167.02.  

 

3. Does the regulation implement a federal requirement?   Is the proposed regulation 
being adopted or amended to enable the state to obtain or maintain approval to 
administer and enforce a federal law or to participate in a federal program?  
If yes, please briefly explain the source and 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 imposes requirements for disenrollment of members 
from plans, and Section 438.114 addresses the requirement to provide emergency and post-
stabilization services even when they are rendered by providers who do not have contracts 
with managed care plans. Subpart C of the regulations imposes requirements for enrollee 
protections and marketing activities. Subpart F of these regulations (42 C.F.R. 438.400 -
438.424) imposes detailed requirements requiring each Medicaid managed care plan to have 
a system in place for enrollees that includes a grievance process, an appeal process, and 
access to the State’s fair hearing system.  Other rules in this Subpart address the 
requirements for a notice of action that the plan intends to take, the handling 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 rationale for exceeding the federal requirement. 

Although the federal regulations do not impose requirements directly on managed care 
plans, they do require state Medicaid agencies to ensure managed care plan compliance with 
federal standards. 

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

These rules perform several functions.  They ensure compliance with federal regulations 
governing Medicaid managed care.  They ensure that information maintained by managed 
care plans is readily available for the State, and if requested, for the Centers for Medicare 
and Medicaid Services (CMS).   

 



 

6. How will the Agency measure the success of this regulation in terms of outputs and/or 
outcomes? 

Through the review of reports, the Agency verifies that plans are complying with federal  
standards. With five plans in the state, all will be expected to provide similar information, 
making missing information more obvious, measuring the success of the regulation. 
 
The managed care plans must demonstrate compliance 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 the Agency in the development or initial review 
of the draft regulation.   
 
Medicaid managed care plans and stakeholders such as the Ohio Hospital Association and 
Voices for Ohio’s Children have been involved in the initial review of the draft regulations.  

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

Stakeholders have provided informal input that has been the basis for the draft regulations. 
Additionally, stakeholders provided formal input when the rule was distributed to 
stakeholders during the department’s clearance process from May 7 to May 20, 2014.  

 

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

The Department received comments from four stakeholders, specifically, Buckeye, Molina, 
Paramount and Marion County Department of Job and 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 regarding newborn enrollment. Marion CDJFS 
requested clarification regarding transportation issues which were not related to the rule 
revisions. The Department provided the necessary clarifications to the stakeholders. All 
comments received to date have been considered in developing the draft regulations.  



 

 

9. What scientific data was used to develop the rule or the measurable outcomes of the 
rule?  How does this data support 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 provisions 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 audits; however, reports provide more real-time 
feedback to assure timely access to needed services for Medicaid beneficiaries.   

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

 A performance-based regulation would not comply with the federal regulations. However, 
through the submission of the requested data, the Agency is able to determine whether the 
MCPs are meeting the standards specified in federal regulations. 

12. What measures did the Agency take to ensure that this regulation does not duplicate an 
existing Ohio regulation?   

 All Medicaid regulations governing MCPs are promulgated and implemented by ODM only.  
No other state agencies impose requirements that are specific to the Medicaid program.  
Furthermore, this regulation was reviewed by ODM’s legal and legislative staff to ensure 
that there is no duplication within ODM rules.  

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

All five MCPs are required to publish claims submission requirements and the required 
reports consistently. A robust effort will be employed by the department to notify the MCPs 
and stakeholders of the rules.  A variety of communication methods will be used, including, 
but not limited to e-mail notification and posting of the rules on the ODM website.  

 

Adverse Impact to Business 

14. Provide a summary of the estimated cost of compliance with the rule.  Specifically, 
please do the following: 



 

a. Identify the scope of the impacted business community;  
This rule only impacts MCPs in the State. The 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 nature of the adverse impact (i.e., provision of material and 
reports) necessary to comply with the following rules.  
 
5160-26-02: 
 
(C)(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. 
 
(D)(4)(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 Medicaid Consumer Hotline via the consumer 
contact record and the disenrollment by ODM  via the monthly member roster. 
 
(D)(4)(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. 
 
5160-26-06: 
 
(A) Each MCP must have administrative and management arrangements or 
procedures, including a mandatory compliance plan, to guard against fraud and 
abuse that includes:  
 
(A)(1)(d) Prompt reporting of all instances of fraud and abuse to ODM and member 
fraud to the CDJFS. 
 
(A)(2) These arrangements or procedures must be made available to ODM upon 
request. 
 



 

(A)(3) The MCP must annually submit to ODM a report that summarizes the MCP's 
fraud and abuse activities for the previous year and identifies any proposed changes 
to the MCP's fraud and abuse program for the coming year. 
 
(D) The MCP must submit required reports and additional information, as requested 
by ODM, as related to their its duties and obligations and where needed to assure 
operation in accordance with all state and federal regulations or requirements. 
 
(F) Record retention. 
The MCP and its subcontractors shall retain and safeguard all 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, 
medical records, progress notes, charges, journals, ledgers, and fiscal reports  
in accordance with applicable sections of the federal regulations, 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 such records must be maintained for a minimum of eight years from the renewal, 
amendment or termination date of the provider agreement, or in 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 and its subcontractors must store the records in a manner and place that 
provides readily available access. 
 
5160-26-07  
 
(C) MCPs must timely submit data and information, including member medical 
records, at no cost to the member or Department, as requested by the Department or 
its designee for the annual external quality review. 
 
 
5160-26-07.1 
 
(A)(4) MCP must report on the status and/or results of each performance 
improvement project (PIP) to the Department, at least annually, including a report on 
the mechanisms specified in paragraphs (A)(2) and (A)(3) of this rule. 
 



 

(A)(5) Submit performance measurement data as required by the Department that 
enables the Department  to calculate standard measures; and/or uses standard 
measures as required by the Department. 
 
(C) Each MCP must establish appropriate administrative oversight arrangements and 
accountability for the quality assessment and performance improvement (QAPI) 
program. MCPs must be able to document, upon request, that such arrangements 
include: the assignment of a senior official responsible for the QAPI program; 
provision for and a record of ongoing communication and coordination between the 
area that oversees the QAPI program and relevant functional areas of the 
organization; and assurance that the medical director is involved in all clinically-
related projects and that all staff responsible for QAPI implementation have 
education, experience, and training appropriate to their position. 
 
5160-26-08 
 
(D)(6) An MCP must have a solicitation brochure available to eligible 
individuals. The solicitation brochure must comply with the elements found in rule 
5160-26-08. 
 
(F)(6)(e) MCP marketing representatives must offer the ODM-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 ODM-
approved solicitation brochure, how the individual can receive additional  
information about the MCP prior to making an MCP membership selection, and the 
process for contacting ODM to select an MCP. 
(ii) 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 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 has been approved by ODM. 
 



 

(H)(1) The MCP must immediately notify ODM in writing of its discovery of 
an alleged/ or suspected marketing violation. 
 
5160-26-08.1 
 
(B) Any entity providing information and enrollment services must submit all related 
policies, procedures, and materials in writing to the Department 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) 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 ODM; 
(b) Notify each member members of the name of his or her PCP prior to the effective 

date of coverage and pursuant to the provisions rule 5160-26-02 of the 
Administrative Code; 

(c) Simultaneously notify each member 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)(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 writing by ODM. 
 
(B)(5) If a member's MCP membership is automatically 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 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. 
 
(B)(6) At least annually, the MCP must determine the predominant health care needs 
of its Medicaid members and provide health education materials as indicated by these 
assessments. The MCP must provide ODM 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. 
 
5160-26-08.3 
 
MCPs must advise members via the member handbook of the member rights specified 
in paragraph (A) of this rule. 
 
5160-26-08.4 
 
(B) Each MCP must have written policies and procedures for an appeal and 
grievance system for members, in compliance with the requirements of this rule. The 
policies and procedures must be made available for review by ODM, and must 
include the following: 
(1) A process by which members may file grievances with the MCP, in compliance 
with paragraph (H) of this rule; 
(2) A process by which members may file appeals with the MCP, in compliance with 
paragraphs (C) through (G) of this rule; and 
(3) A process by which members may access the state's hearing system through the 
Ohio Department of Job and Family Services (ODJFS) in compliance with paragraph 
(I) 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 implement written policies and procedures that ensure 
the MCP's compliance with the applicable state hearing provisions specified in 
division 5101:6 of the Administrative Code. 
 
 



 

5160-26-09 
 
(B)(5) Copies of all annual and quarterly financial statements and any revision to 
such copies must be submitted to ODM. For purposes of this rule, "annual financial 
statement" is the annual statement of financial condition prescribed by the "National 
Association of Insurance Commissioners" (NAIC) statutory filing 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 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 annually to ODM.  
 
The following items must be submitted by each MCP as so indicated: 
 
A copy of the MCP's current license or certificate 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 cost report instructions.  
 
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 the 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 MCP physician incentive plan disclosure 
statements and other information as required in accordance with 42 C.F.R. 438.6.  
 
A copy of the fully-executed reinsurance agreement to provide the specified coverage 
must be submitted to ODM prior to the effective date of the provider agreement.  
 
The MCP shall provide written notification to ODM when directed 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 
submitted.  
 



 

The MCP must give ODM  prior written notice of any proposed changes or 
modifications in the reinsurance agreements for ODM review and approval. Such 
notice shall be submitted to ODM thirty days prior to the intended effective date of 
any proposed change and must include the complete 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, including MCP non-contracting providers of 
emergency services, must contact the twenty-four hour post-stabilization services 
phone line designated by the MCP to request authorization to provide post-
stabilization services in accordance with 5160-26-03 of the Administrative Code. 
 
5160-26-12 
 
MCPs may elect to implement a member co-payment program pursuant to section 
5162.20 of the Revised Code 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 ODM before notifying members that a co-
payment program will be implemented.  
 

c. Quantify the expected adverse impact from the regulation.  
 
The Ohio Department of Medicaid (ODM) estimates that up to 80-85 employees are 
necessary for an MCP to meet the requirements within these regulations. This is 
based on input from one of the managed care plans, CareSource. CareSource has an 
enrollment of approximately 1 million Medicaid members and is paid approximately 
$4 billion dollars per year in capitation payments on behalf of Medicaid members.  
 
All MCPs were aware of the need to maintain and submit various reports prior to 
deciding to do business with the State. Through the administrative component of the 
capitation rate paid to the MCPs by ODM, MCPs will be compensated for the cost of 
the time required in maintaining and submitting required reports. For CY 2014, the 
administrative component of the capitation rate varies by population/program and 
ranges from $2.05 to $5.52 per person per month. 
 
 



 

 
15. Why did the Agency determine that the regulatory intent justifies the adverse impact to 

the regulated business community? 

The MCPs were aware of the federal requirements for the reporting of information prior to 
seeking contracts with the state, as well as before signing their contracts with the state. More 
importantly, without the requested reports the State would be out of compliance with federal 
regulations.  

Regulatory Flexibility 

16. Does the regulation provide any exemptions or 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 first-time 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 compliance with federal regulations.  

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

None, as none of the five plans qualifies as a small business.   



*** DRAFT - NOT YET FILED ***
5160-26-02 Managed health care programs: eligibility, membership, and

automatic renewal of membership.

(A) For thepurposeof this rule, "authorizedrepresentative"meansanindividual eighteen
yearsof age or older who standsin the place of the consumer.The authorized
representativemayacton behalfof individualsinsideor outsideof thehouseholdin
which the authorized representativelives. For the purpose of this rule, the
authorizedrepresentativemaybe theprimary informationpersonof thehousehold,
anothermemberof the sameassistancegroup, a custodial parent,or a person
designatedby custodialparent.This rule doesnot apply to MyCareOhio plansas
defined in rule 5160-58-01 of the Administrative Code. The eligibility,
membership,and automatic renewal provisions for MyCare Ohio plans are
describedin rule5160-58-02of theAdministrativeCode.

(B) Eligibility.

(1) For thepurposeof this rule, aneligible individual is a medicaidconsumerwho
is either subjectto mandatoryMCP membershipor hasthe option to select
MCP membership,andisIn mandatoryserviceareasaspermittedby 42 CFR
438.52(October1, 2013),an individual mustbeenrolledin anMCP if heor
shemeetsthe following criteria andparagraphs(B)(2) to (B)(5) of this rule
donotapply:

(a) Foundeligible Eligible for covered families and children (CFC) medicaid
in accordance with Chapter5101:1-40 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, andparagraphs(B)(2) to (B)(4) of this ruledonotapply;andor

(b) Foundeligible Eligible for aged, blind, or disabled (ABD) medicaid in
accordance with Chapter5101:1-395160:1-3 of the Administrative
Code, and paragraphs(B)(2), (B)(4), and (B)(5) of this rule do not
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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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 placement;and

(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 Act,42 U.S.C.701(a)(1)(D)(asin effect
December1, 2014) and is defined by the state in terms of either
program participation or special health care needs.;and

(e) Indianswhoaremembersof federallyrecognizedtribes.

(4) Indians who are membersof federally recognizedtribes are not requiredto
enroll in anMCP, exceptaspermittedunder42 C.F.R.438.50(d)(2)(May 1,
2013).

(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 section5111.855166.02 of the Revised Code.

(6)(5) Individuals are excluded from MCP membership when excluded undera
federallyapprovedstateplan or state law fromMCP enrollmentparticipating
in the caremanagementsystempursuantto section5111.16of the Revised
Code.

(7) Individualsareeligible for MCP membershipin the mannerprescribedin this
rule if ODM has a provider agreementwith an MCP(s) in the eligible
individual'sservicearea.
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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) MCP enrollmentEnrollment.

(1) A managedcareenrollmentcenter(MCEC) shallassisttheeligible individual or
authorizedrepresentativeof any eligible assistancegrouprequestinghelp in
selectinganMCP or otherhealthcareoption.

(2) The ODM, MCEC, or other ODM-approvedentity must acceptand process
initial MCP membership selection transactions on behalf of eligible
individualsin accordancewith paragraph(C)(3)of this rule.

(3)(1) The following applies toMCP enrollmentin anMCP:

(a) The MCP membership mustaccepteligible individuals occur without
regard toan eligible individual's 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 practiceasspecified in
accordancewith 42 C.F.R. 438.6(d)(4) (May 1, 2013October1, 2013).

(b) Exceptfor individuals describedin paragraphs(B)(3) and (B)(4) of this
rule, all eligible individuals in the CFC assistancegroup will be
enrolledin thesameMCP.

(c) MCP membershipfor ABD as describedin paragraph(B)(1)(b) of this
rulemustoccurat theindividual level.

(d) Eligible individuals for CFC, including newborns,who are addedand
authorizedto the assistancegroup after the assistancegroup's initial
MCP membershipeffectivedatewill be enrolledin the sameMCP as
therestof theassistancegroup.

(e)(b) The MCP must accept eligible individuals who request MCP
membership, and honor without restriction, the PCP(s)selectedwhen
available,exceptasotherwiseprovidedin this rule.

(c) The MCP must acceptPCP(s)selectedby the memberwhen available,
exceptasotherwiseprovidedin this rule.

(f) The MCEC shall documentvia the CCR all informationprovidedby the
eligible individual or the authorizedrepresentativeof each eligible
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assistancegroup requesting MCP membership.The MCEC shall
documentvia theCCRthatoral authorizationof MCP membershipwas
givenandthedateof theauthorization.

(g) The MCEC shall completeMCP enrollmentrequestsandassignmentsas
describedin paragraph(C)(5)(c) of this rule. The MCEC shall place
enrollmentinformationon theCCRandforwardtheCCRto theMCP.

(h)(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 berenewedre-instated.

(i)(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.

(j)(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 (C)(6)(3) of this rule or upon mutual agreement
between ODM and the MCP.

(4) ODM maydesignatethatMCP membershipis voluntaryin anyservicearea.

(5)(2) Shoulda serviceareachangefrom voluntaryto mandatory,thenoticerights
in this rule must be followed. In addition to the provisionsof paragraphs
(C)(1) to (C)(3) and(C)(6) of this rule, the following appliesto membership
in serviceareasdesignatedasmandatoryby ODM.

(a) Except as specified in paragraphs(B)(2) to (B)(5) of this rule, MCP
membershipis requiredfor eligible individuals who are residentsof
serviceareasdesignatedasmandatoryby ODM.

(b)(a) 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
paragraph(C)(3)(i)(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.

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

(i) An eligible assistancegroupindividual 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, theMCECmedicaid
consumerhotline, or other ODM-approved entity.

(ii) ODM or the MCEC medicaidconsumerhotline shall assign the
assistancegroup individual to an MCP based on prior medicaid
fee-for-service and/or MCP membership history, whenever
available, or at the discretion of ODM.

(iii ) In the eventthat an eligible assistancegroup doesnot identify to
the MCEC thoseindividualswho arenot requiredto enroll in an
MCP becausethey meet the criteria as specifiedin paragraphs
(B)(3) and(B)(4) of this rule,suchindividualsshallbeenrolledin
the sameMCP asthe restof the assistancegroupuntil suchtime
astheassistancegroupnotifiestheMCEC.

(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 accordancewith the enrollmentand disenrollmentcriteria
specifiedin Chapter5160-26unlessthenewbornis a caseadditiondue
to the mother'seligibility for ABD medicaidasdescribedin paragraph
(B)(1)(b) of this rule. Enrollmentanddisenrollmentof newbornsshall
bein accordancewith Chapter5101:3-26 of the Administrative 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 (C)(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:

(a) 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 rule5101:35160-2-07.11 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, exceptif the member
becomesineligible for medicaidfor the reasonspecifiedin paragraph
(C)(2)(a)of rule5101:3-26-02.1of theAdministrativeCode; 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 disenrollment 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.

(g) 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 enrolling 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: 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), 5/18/89, 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
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*** DRAFT - NOT YET FILED ***
5160-26-06 Managed health care programs: program integrity - fraud and

abuse, audits, reporting, and record retention.

(A) Each MCPMCPs 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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(j) 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 MCPMCPs must annually submit to ODM a reportwhichthat summarizes
the MCP's fraud and abuse activities for the previous year andwhich
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 Chapter5101:35160-26 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 totheir its duties and obligations and where needed to assure
operation in accordance with all state and federal regulations or requirements.

(E) Failure ofIf 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 date,may result in applicationofODM may impose any or all of the sanctions
listed in rule5101:35160-26-10 of the Administrative Code.

(F) Record retention.

The MCP and its subcontractorsshall retain and safeguardallAll 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,
medical records, progress notes, charges, journals, ledgers, and fiscal reports,will
be retainedandsafeguardedby theMCP andits subcontractors in accordance with
applicable sections of the federal regulations, 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 agreement, or in 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 subcontractorsmuststore the recordsmustbe stored 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
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*** DRAFT - NOT YET FILED ***
TO BE RESCINDED

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

(A) ODJFSwill selectanexternalquality revieworganization(EQRO)to providefor an
annual,external,and independentreview of the quality, outcomes,timelinessof
andaccessto servicesprovidedby managedcareplans(MCPs).

(B) MCPsmustparticipatein externalquality reviewactivitiesasspecifiedby 42 C.F.R.
438.358andODJFS.

(C) MCPsmusttimely submitdataandinformation,including membermedicalrecords,
at no costto thememberor ODJFS,asrequestedby ODJFSor its designeefor the
annualexternalquality review.
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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
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*** DRAFT - NOT YET FILED ***
TO BE RESCINDED

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

(A) EachMCP musthavean ongoingQAPI programthat is annuallyprior-approvedby
ODJFS.As partof theQAPI program,theMCP must,ataminimum:

(1) Conductperformanceimprovementprojects(PIPs),includingthosespecifiedby
CMS or ODJFS.The PIPSmustachieve,throughperiodicmeasurementand
intervention, significant and sustained improvement in clinical and
non-clinicalcareareasthat areexpectedto havea favorableeffect on health
outcomesand membersatisfaction.The PIPs must include the following
components:

(a) Measurementof performanceusingobjectivequality indicators;

(b) Implementationof system interventions to achieve improvement in
quality;

(c) Evaluationof theeffectivenessof theinterventions;

(d) Planning, initiation, and implementationof activities for increasingor
sustainingimprovement;

(e) Clinical and non-clinical areasthat are relevant to the MCP member
population and reflect the membersservedin terms of age, disease
categoriesandrisk status;and

(f) Completion in a reasonabletime period in order to produce new
informationonqualityof careeveryyear.

(2) Havein effectmechanismsto detectbothunderutilizationandoverutilizationof
services.

(3) Have in effect mechanismsto assessthe quality and appropriatenessof care
furnishedto memberswith specialhealthcareneeds.

(4) Reporton the statusand/or resultsof eachPIP to ODJFS,at leastannually,
including a report on the mechanismsspecified in paragraphs(A)(2) and
(A)(3) of this rule.

(5) Submitperformancemeasurementdataasrequiredby ODJFSthat:

(a) EnablesODJFSto calculatestandardmeasures;and/or
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(b) Usesstandardmeasuresasrequiredby ODJFS.

(B) ODJFSwill review the impact and effectivenessof eachMCP's QAPI programat
leastannually.Thereviewwill includeanassessmentof:

(1) MCP performance, based on encounter data and other performance
measurementdata;

(2) TheMCP'sreporton thestatusand/orresultsof eachPIP;and

(3) The MCP's self-evaluationof the impact and effectivenessof its QAPI,
including the mechanismsspecifiedin paragraphs(A)(2) and (A)(3) of this
rule.

(C) Each MCP must establishappropriateadministrativeoversight arrangementsand
accountability for the QAPI program. MCPs must be able to document,upon
request,thatsucharrangementsinclude:

(1) Theassignmentof aseniorofficial responsiblefor theQAPI program;

(2) Provisionfor anda recordof ongoingcommunicationandcoordinationbetween
theareathatoverseestheQAPI programandrelevantfunctionalareasof the
organization;and

(3) Assurancethat the medicaldirectoris involved in all clinically-relatedprojects
and that all staff responsiblefor QAPI implementationhave education,
experience,andtrainingappropriateto their position.
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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
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*** 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) Mustassureensure 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 orODJFSODM.

(2) Must assureensure that no marketing activity directed specifically toward the
medicaid population begins prior to approval byODJFSODM.

(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 orMCECmedicaid
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 byODJFSODM 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 specified inparagraph
(B) of rule 5101:35160-26-08.2 of the Administrative Code, in marketing

[ stylesheet: rule.xsl 2.14, authoring tool: i4i 2.0 ras3 Jul 7, 2014 01:53, (dv: 0, p: 119757, pa: 208240, ra: 374017, d: 483470)] print date: 08/20/2014 09:22 AM



presentations and materials; however, such member items must not be made
available to non-members.

(9) Must ensurethatmarketingrepresentativesrepresenttheMCP in anhonestand
forthright manner, and do not make statementswhich are inaccurate,
misleading,confusing,or otherwisemisrepresentative,or which defraudthe
eligible individualsor ODM.

(10) Are prohibitedfrom makingone-on-onemarketingpresentationsin anysetting
unlessrequestedby theeligible individual.

(C) MCPs must comply with the followingrequirementrequirements:

(1) Only ODJFSODM-approved MCP marketing representatives may make a
marketing presentation as outlined in paragraph (F)(5)(6)(e) of this rule to an
eligible individual or in any way advise or recommend to an eligible
individual thathe/sheheor 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 thathe/shehe or she select MCP membership in a particular MCP
as this would constitute the unlicensed practice of marketing.

(2) Must assurethatmarketingrepresentativesrepresenttheMCP in anhonestand
forthright manner, and do not make statementswhich are inaccurate,
misleading,confusing,or otherwisemisrepresentative,or which defraudthe
eligible individualsor ODJFS.

(3) MCPs areprohibitedfrom makingone-on-onemarketingpresentationsin any
settingunlessrequestedby theeligible individual.

(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 byODJFSODM. MCPs must include with
each marketing submission an attestation that the material is accurate and does not
mislead, confuse or defraud the eligible individuals orODJFSODM. Marketing
materialsmustcomplywith thefollowing requirements:.

(1) All MCP marketing materials must be available in a manner and format that
may be easily understood.

5160-26-08 2



(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 byODJFSODM 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) ODJFSODM 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 processed byODJFSODM.

(6) An MCPMCPs 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;

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

(iii) Written information in alternative formats.

(g) 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 operates, will be
provided upon request.

(i) 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.

(j) 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 theMCP facilities and/or providersMCP's
providers except emergency care, behavioral health services provided
through facilities and medicaid providers certified by the Ohio
departmentof mental health and addictionservicesthe ODMH or at
ODADAS-certified-facilities which are medicaid providers, and any
other services or provider types designated byODJFSODM.

(l) 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
paragraph(D) of rule5101:35160-26-02.1 of the Administrative Code.

(o) Information on the procedures an eligible individual must follow to select
MCP membership in an MCP including any applicableODJFSODM
selection requirements.

(p) If applicable, information on any member co-payments the MCP has
elected to implement in accordance with rule5101:35160-26-12 of the
Administrative Code.

(E) An MCP MCPs must submit an annual marketing plan toODJFSODM whichthat
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 orODJFSODM.

(F) An MCP MCPs that utilize 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 submitted toODJFSODM.

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

(3) The MCP must develop and submit toODJFSODM 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.

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

(iii) 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 origin,veteran'smilitary
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 ifODJFSODM rules are violated.

(vi) Review of the MCP's code of conduct/ or ethics.

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

(c) Any revisionsto theODJFS-approvedtrainingprogrammustbesubmitted
to ODJFSfor reviewandprior approval.

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

(4)(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 byODJFSODM, the
compensation package(s) for marketing representatives as its assurance of
compliance with this requirement.

(5)(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,
veteran'smilitary status, ancestry, disability,geneticinformation, health
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status, or the need for health services.

(b) No MCPstaff 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 staffperson is not mistaken
for an MCECa medicaidconsumerhotline, or federal, state or county
employee.

(d) The MCP staff personmust informInform 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;

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

(iii) Written information in alternative formats.

(e) For the purposes of this rule, a 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
ODJFSODM-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
ODJFSODM-approved solicitation brochure, howtheythe
individual can receive additional information about the MCP
prior to making an MCP membership selection, and the process
for contactingODJFSODM to select an MCP.

(ii) 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 is prior-hasbeen approved byODJFSODM.

(H) Alleged marketing violations.

(1) The MCP must immediately notifyODJFSODM in writing of its discovery of
an alleged/ or suspected marketing violation.

(2) ODJFSODM will forward information pertaining to alleged marketing
violations toODI the Ohio departmentof insurance and theMFCUmedicaid
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
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*** DRAFT - NOT YET FILED ***
TO BE RESCINDED

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

(A) ODJFSmay contractwith or designateoneor moreentitiesto provide information
and enrollmentservicesto eligible individuals. Such servicesinclude informing
eligible individuals aboutmanagedcareand membershipoptionsand performing
activitiesrelatedto theselectionof anMCP,or otherhealthcareoption.

(B) Any entity providing information and enrollmentservicesmust submit all related
policies,procedures,andmaterialsin writing to ODJFSfor approvalprior to use.

(C) All initial MCP enrollmentand MCP membershipterminationrequesttransactions
will beprocessedin accordancewith rules5101:3-26-02and5101:3-26-02.1of the
AdministrativeCode.
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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
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*** 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 rule5101:35160-26-08.4
of the Administrative Code;

(f) Obtaining information on state hearing rights;

(g) 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 theODJFSODM office of civil rights
any complaints of discrimination on the basis of race, color, religion,
gender, sexual orientation, age, disability, national origin,
veteran'smilitary 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.
TheMCPMCPs must ensure that these services are provided at no cost
to the eligible individual or member.The MCPMCPs 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-selectedprimary care provider (PCP) 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
ODJFSODM;

(b) Notify eachmembermembers of the name oftheirhis or her PCP prior to
the effective date of coverage and pursuant to the provisions of
paragraphs(D)(1) and (D)(2) of rule 5101:35160-26-02 of the
Administrative Code;

(c) Simultaneously notifyeachmembersmember 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 writing byODJFSODM.

(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
5101:35160-26-05.1 of the Administrative Code.

(3) At a minimum,MCPsthe MCP must provide the following materials to each
member or assistance group, as applicable. : MCPsThe 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.

(a) 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;

(ii) The name(s) of the member(s) enrolled in the MCP andtheir each
member's medicaid management information system billing
number(s);

(iii) 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
rule5101:35160-26-03.1 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
ODJFSODM.

(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 informingeachmembermembers at a minimum of:

(i) The new member materials issued by the MCP, what actionthe
membershouldmembersareto take if theyhaveheor shehas not
yet received those materials, and how to access the MCP's
provider directory;

(ii) How to access MCP-provided transportation services;

(iii) How to change primary care providers;

(iv) The population groups that are not required to select MCP
membership and what action to take ifa memberbelieveshe or
shemeetsmembersbelievethey meet this criteria anddodoes not
want to be an MCP member;

(v) The need and time frame fora membermembers to contact the
MCP if thememberhasmembershave a health care condition that
the MCP should be aware of in order to most appropriately
manage/ or transition themembers'member'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
5101:35160-26-08.3 of the Administrative Code and any member
responsibilities specified by the MCP. With the exception of any
prior-authorization requirements the MCPstipulatesdescribes 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 prior-authorization or referral by
the MCP or the member's PCP;

(ii) 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 specified inparagraphs(H)(5)
and(H)(6) of rule5101:35160-26-03 of the Administrative Code;

(iii) FQHC/,RHC and certified nurse practitioner services as specified
in paragraphs(H)(7) and(H)(8) of rule 5101:35160-26-03 of the
Administrative Code; and

(iv) If applicable, any pharmacy utilization management strategies
prior-approved byODJFSODM.

(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 Explanation of the terms "emergency medical
condition," "emergency services," and "post-stabilization
services," as defined in rule 5101:35160-26-01 of the
Administrative Code;

(ii) A statementthat priorPrior authorization is not required for
emergency services;

(iii) An explanationregardingtheThe availability of the 911-telephone
system or its local equivalent;

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

(v) An explanation of theThe post-stabilization care services
requirements specified in paragraph (G) of rule
5101:35160-26-03 of the Administrative Code.

5160-26-08.2 5



(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.

(f) 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
obtainedin or through theproviders in the MCP's provider network
exceptfor emergencycare,behavioralhealthservicesprovidedthrough
facilities and medicaidproviderscertified by the Ohio departmentof
mentalhealthand addictionservices,MCP facilities and/orproviders
exceptemergencycare,behavioralhealthservicesprovidedthroughthe
ODMH or at ODADAS-certifiedfacilities that aremedicaidproviders,
and any other services or provider types designated byODJFSODM.

(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 (EPSDT, early and periodic screening,
diagnosisandtreatment) program, including who is eligible and how to
obtain healthchek (EPSDT) services through the MCP.

(j) Information on the additional services available to all members including,
at a minimum, care management services as specified inparagraph
(A)(8) of rule 5101:35160-26-03.1 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 and if, applicable, access to
providers within and/or outside the service area for non-emergency
after-hours services.

(l) Information on member-initiated termination options in accordance with
paragraph(D) of rule5101:35160-26-02.1 of the Administrative Code.
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(m) An explanation of automatic renewal of MCP membership in accordance
with paragraph (C)(3)(h) of rule 5101:35160-26-02 of the
Administrative Code.

(n) The procedure for members to file an appeal, a grievance, or a state
hearing request as specified inrulesrule 5101:35160-26-08.4and
5101:3-26-08.5 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,
veteran'smilitary status, ancestry,geneticinformation, 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 withODJFSODM, and how members can
contactODJFSODM, 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 andparagraph(A)(6) of rule 5101:35160-26-03.1 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;

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

(iii) Written information in alternative formats.

(z) If applicable, detailed information on any member co-payments the MCP
has elected to implement in accordance with rule5101:35160-26-12 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 (f). (October1, 2013).

(5) If a member's MCP membership is automatically renewed as specified in
paragraph(C)(3)(h) of rule 5101:35160-26-02 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 annually,MCPsthe MCP must determine the predominant health care
needs oftheirits medicaid members and provide health education materials as
indicated by these assessments.MCPsTheMCP must provideODJFSODM 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: 119.03
Statutory Authority: 5167.02
Rule Amplifies: 5162.03 , 5164.02 , 5167.03 , 5167.10 , 5167.13
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, 6/1/06,
1/1/08, 9/15/08, 7/1/09, 8/1/10
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*** DRAFT - NOT YET FILED ***
5160-26-08.3 Managed health care programs: member rights.

(A) MCPs must develop and implement written policieswhichthat 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
careunlesscontraindicated.

(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 assuredofmaintain 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

[ stylesheet: rule.xsl 2.14, authoring tool: i4i 2.0 ras3 Jun 30, 2014 01:12, (dv: 0, p: 119757, pa: 208240, ra: 374159, d: 484000)] print date: 08/20/2014 09:24 AM



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 ofrulesrule 5101:35160-26-08.4 and
5101:3-26-08.5 of the Administrative Code.

(13) To beassuredthat allprovided written member informationfrom providedby
the MCPis available:

(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 assuredthatreceivenecessary oral interpretation and oral translation
servicesareavailable at no costto members.

(15) Tobeassuredthat thereceivenecessary services of sign language assistanceat
nocostareavailableto 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 monthly.The MCPMCP's must mail
written confirmation to the member oftheirhis 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 origin,veteran's 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) To be assuredthatFor female members, have 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: 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, 7/1/00, 7/1/01, 7/1/03,
1/1/08
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*** DRAFT - NOT YET FILED ***
5160-26-08.4 Managed health care programs: MCP grievance system.

This rule doesnot apply to MyCare Ohio plans as defined in rule 5160-58-01of the
AdministrativeCode.Provisionsregardingappealsandgrievancesfor MyCareOhio are
describedin Chapter5160-58of theAdministrativeCode.

(A) GeneralrequirementsDefinitions.

For thepurposesof this rule thefollowing termsaredefinedas:

(1) An "action" is theMCP's

(a) Denial or limited authorizationof a requestedservice,including the type
or levelof service;

(b) Reduction,suspension,or terminationof servicesprior to the member
receivingtheservicespreviouslyauthorizedby theMCP;

(c) Denial,in wholeor part,of paymentfor aservice;

(d) Failure to provide services in a timely manner as specified in rule
5160-26-03.1of theAdministrativeCode;or

(e) Failureto actwithin theresolutiontimeframesspecifiedin this rule.

(2) An "appeal"is therequestfor anMCP'sreviewof anaction.

(3) A "grievance"is an expressionof dissatisfactionwith any aspectof the MCP's
or provider's operation, provision of health care services, activities, or
behaviors,otherthanan MCP'sactionasdefinedin paragraph(A)(1) of this
rule.

(4) "Resolution"meansa final decisionis madeby the MCP and the decisionis
communicatedto themember.

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

(1) For thepurposesof this rule thefollowing termsaredefinedas:

(a) An "action" is theMCP's:

(i) Denial or limited authorizationof a requestedservice,including the
typeor levelof service;
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(ii ) Reduction, suspension,or termination of servicesprior to the
memberreceivingtheservicespreviouslyauthorizedby theMCP;

(iii ) Denial,in wholeor part,of paymentfor aservice;

(iv) Failure to provide servicesin a timely manneras specified in
paragraph(A)(7)(c) of rule 5101:3-26-03.1of the Administrative
Code;or

(v) Failureto actwithin theresolutiontimeframesspecifiedin this rule.

(b) An "appeal"is therequestfor a reviewof anaction.

(c) A "grievance"is an expressionof dissatisfactionwith any aspectof the
MCP's or provider's operation, provision of health care services,
activities, or behaviors,other than an MCP's action as defined in
paragraph(A)(1)(a)of this rule.

(d) "Resolution"meansa final decisionis madeby theMCP andthedecision
is communicatedto themember.

(e) "Notice of action (NOA)" is the written noticean MCP mustprovide to
memberswhenanMCP actionhasoccurredor will occur.

(2) For the purposesof filing grievancesor appealson behalfof a memberunder
theageof eighteen,written consentto file is not requiredwhentheindividual
filing thegrievanceor appealbelongsto themember'sassistancegroup.

(3) EachMCP mustdevelopand implementa grievancesystemfor membersthat
includesan appealsprocess,a grievanceprocess,anda processto accessthe
state'shearing systemas specified in this rule. MCPs must have written
grievancesystem policies and proceduresand, upon request,the MCP's
policiesandproceduresmustbemadeavailablefor reviewby ODJFS.

(4) MCPs must give membersall reasonableassistancein filing an appeal,a
grievance,or astatehearingrequestincludingbutnot limited to:

(a) Explaining the MCP'sprocessto be followed in resolvingthe member's
appealor grievance.

(b) Completingforms and taking other proceduralstepsas outlined in this
rule.

(c) Providing oral interpreterand oral translationservices,sign language
assistance,and accessto the grievancesystem through a toll-free
numberwith text telephoneyoke(TTY) andinterpretercapability.
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(5) Membersarenot requiredto exhaustthe MCP'sappealor grievanceprocessin
orderto accessthestate'shearingssystem.

(6) MCPs must ensurethat the individuals who make decisionson appealsand
grievancesareindividualswho:

(a) Werenot involvedin previouslevelsof reviewor decision-making.

(b) Are healthcareprofessionalswho havethe appropriateclinical expertise
in treating the member'scondition or diseaseif deciding any of the
following:

(i) An appealof adenialthatis basedon lackof medicalnecessity.

(ii ) A grievanceregardingthe denial of an expeditedresolutionof an
appeal.

(iii ) An appealor grievancethatinvolvesclinical issues.

(7) The procedureto be followed to file an appeal,grievance,or statehearing
requestmustbe describedin the MCP'smemberhandbookandmustinclude
the telephonenumber(s)for theMCP'stoll-free memberserviceshotline, the
MCP'smailing address,anda copyof theoptionalform(s)thatmembersmay
useto file anappealor grievancewith theMCP. Copiesof theform(s) to file
an appealor grievancemust also be made available through the MCP's
memberservicesprogram.

(8) Grievancesystem proceduresmust include the participation of individuals
authorizedby theMCP to requirecorrectiveaction.

(9) MCPsareprohibitedfrom delegatingtheappealor grievanceprocessto another
entity.

(B) EachMCP must havewritten policies and proceduresfor an appealand grievance
systemfor members,in compliancewith therequirementsof this rule. Thepolicies
andproceduresmustbe madeavailablefor review by ODM, andmustincludethe
following:

(1) A processby which membersmayfile grievanceswith theMCP, in compliance
with paragraph(H) of this rule;

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

(3) A processby which membersmayaccessthestate'shearingsystemthroughthe
Ohio Departmentof Job and Family Services(ODJFS)in compliancewith
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paragraph(I) of this rule.

(B)(C) Notice of action (NOA)by anMCP.

(1) When an MCP action hasoccurredor will occur, the MCP must provide the
affectedmember(s)with awrittenNOA.

(1)(2) Whenan MCP actionhasor will occur,the MCP mustprovidethe affected
member(s)with a written NOA. The NOA must meet the language and
format requirementsfor membermaterials specified inparagraph(B)(2) of
rule5101:35160-26-08.2 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 appealto the
MCP;

(d) If applicable, the member's right to request a state hearingthroughthe
state'shearingsystem;

(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;

(g) 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;

(j) Written translation is available in prevalent languages as applicable;

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

(2)(3) An MCP MCPs 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 service,the MCPs MCP must issue an
NOA simultaneously with the MCP's decision.MCP service
authorization decisions must be made in accordance with the
timeframes specified in paragraphs(A)(7)(c)(v), (A)(7)(c)(vi), and
(A)(7)(c)(viii) of rule5101:3-26-03.1of theAdministrativeCode.

(b) For reduction, suspension, or termination of services prior to the member
receiving the services previously authorized by the MCP,the MCP
MCPs 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.

(ii) The MCP must give notice on or before the date of action in
accordancewith Under the circumstancesset forth in 42 C.F.R.
431.213 (January29, 1993October1, 2013), the MCP mustgive
noticeonor beforethedateof action.

(c) For denial of payment for anoncovered service, MCPs must give notice
simultaneously with the MCP's action to deny, the claim, in whole or
part, for a servicethat is not coveredby medicaid,including a service
that was determinedthroughthe MCP'sprior authorizationprocessas
notmedicallynecessary.

(d) For untimelyprior authorization,service, appeal or grievance resolution,
the MCP MCPs must give notice simultaneously with the MCP
becoming aware of the action.A serviceService authorization
decisionsdecision not reached within the timeframes specified in
paragraphs(A)(7)(c)(v), (A)(7)(c)(vi), and (A)(7)(c)(viii) of rule
5101:35160-26-03.1 of the Administrative Code, constitutes a denial
andareis thusconsideredto bean adverseactionsaction. Notice must be
given on the date that the authorization decision timeframe expires.

(C)(D) Standard appealprocessto anMCP.
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(1) A member, provider, ora 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 NOA.An oral filing
mustbe followed with a written appeal.The MCP must:MCPsmustensure
that oral filings aretreatedasappealsto establishthe earliestpossiblefiling
datefor theappeal.An oral filing mustbefollowedwith awrittenappeal.The
MCP must assistthe memberto ensurethat a written appealis filed by
immediately converting an oral filing to a written record. If the member
follows the oral filing with a written appeal,this appealwill supersedethe
written record,however,the dateof the oral filing must be consideredthe
filing dateof theappeal.

(a) Assistmembersthat file anoral appealby immediatelyconvertinganoral
filing to awritten record;

(b) Ensurethat oral filings are treatedas appealsto establishthe earliest
possiblefiling datefor theappeal;and

(c) Considerthedateof theoral filing asthefiling dateif thememberfollows
theoral filing with awrittenappeal.

(2) The member'sauthorizedrepresentativeand a Any provider acting on the
member's behalf must have the member's written consent to file an appeal.
The MCPs MCP must begin processing the appeal pending receipt of the
written consent.

(3) The MCPMCPs 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) MCPsTheMCP must consider the member, member's authorized representative,
or estate representative of a deceased member as parties to the appeal.

(6) MCPsThe MCP must review and resolve each appeal as expeditiously as the
member's health condition requires, but 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 paragraph(E)(F) 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 interpretationthat is available for any language;

(b) Written translationthat is available in prevalent languages as applicable;

(c) Written alternative formatsthat 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 hearingthroughthestate'shearingsystem;and
;

(f) How to request a state hearing; and if applicable:

(i) The right to continue to receive benefits pending a state hearing,

(ii) 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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(D)(E) Expedited appealsto anMCP.

(1) EachMCPsMCP 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) MCPsIn utilizing anexpeditedappealprocess,theMCP must comply with the
standard appeal process specified in paragraph(C) (E) of this rule, exceptthe
MCPsMCP 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 resolution.;

(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 writing.;

(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 paragraph(E) (F) of this rule.;

(f) Make reasonable efforts to provide oral notice of the appeal resolution in
addition to the required written notification.;

(g) Ensure that punitive action is not taken against a provider who requests an
expedited resolution or supports a member's appeal.; and

(h) Notify ODJFSODM within one working day of any appeal that meets the
criteria for expedited resolution as specified byODJFSODM.

(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 paragraph(E)(F) 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 MCPMCPs may request that the timeframe to resolve a standard or
expedited appeal be extended up to fourteen calendar days.The MCPsMCP
mustseeksuchanextensionfrom ODM prior to theexpirationof theregular
appealresolution timeframeand its requestmust be supportedby submit
documentation that the extension is in the member's best interestto ODJFS
for prior approval. If ODJFSODM approves the extension, the MCP must
immediately give the member written notice of the reason for the extension
and the datethatby which a decision must be made.

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

(F)(G) Continuation of benefitsfor anappealto theMCP.

(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:

(i) Within fifteen working days of the MCP mailing the NOA; or

(ii) 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 themailing dateof the MCP's notice
to the member of an adverse appeal decision unless the member, within
the fifteen-day timeframe, requests a state hearingwith continuationof
benefitsandin which casetherefore the benefits must be continued as
specified in rule 5101:6-4-01 of the Administrative Code;

(c) A state hearing regarding thecontinuation of the benefitsreduction,
suspensionor 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 ofODJFSODM, 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.

(G)(H) Grievances to anMCP process.

(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 filedonly with theMCP, orally or in writing,only with the
MCP, within ninety calendar days of the date that the member became aware
of the issue.

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

(4) MCPsThe 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 paragraph(G)(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 member and/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 paragraph(H)(I) of
this rule, if the member has not previously been notified.

(H)(I) Access to state's hearingprocesssystem.

(1) The MCP must developand implementwritten policies and proceduresthat
ensurethe plan'scompliancewith the statehearingprovisionsspecifiedin
division5101:6of theAdministrativeCode.

(2) Membersare not requiredto exhaustthe appealor grievanceprocessthrough
theMCP in orderto accessthestate'shearingsystem.

(1)(3) When requiredby paragraph(C) of this rule and division 5101:6 of the
Administrative Code, the MCPMCPs must notify members, and any
authorized representatives on file with the MCP, of the right to a state
hearing. Thefollowing requirementsapplyasfollows:
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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" (JFSODM 04043,7/2014formerlyJFS04043rev.7/2009).

(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"
(JFSODM 04066,7/2014formerlyJFS040667/2009).

(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 Plan" (JFS ODM 04046, 7/2014
formerlyJFS04046rev.7/2009).

(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
enrollment, the "Notice of Proposed Enrollment in the Coordinated
Services Program (CSP)By ODJFSOr By Your ManagedCarePlan"
(JFSODM 0171701704,7/2014formerlyJFS01717rev.7/2011).

(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 (CSP)By
ODJFSOr By Your ManagedCare Plan" (JFS ODM 01705,7/2014
formerlyJFS01705rev.7/2011).

(f) 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 Provideror PharmacyChange in the Coordinated
Services Program (CSP)By ODJFSOr By Your ManagedCarePlan"
(JFS01706,(ODM 01718,7/2014formerlyJFS01718rev.7/2011 ).

(4) Thememberor member'sauthorizedrepresentativemayrequesta statehearing
within ninetycalendardaysby contactingtheODJFSbureauof statehearings
or local county departmentof job and family services (CDJFS). The
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ninety-dayperiodbeginson thedayafterthemailing dateon thestatehearing
form.

(5) Thereare no statehearingrights for a member(s)terminatedfrom the MCP
pursuantto an MCP-initiatedmembershipterminationas permittedin rule
5160-26-02.1of theAdministrativeCode.

(6) Following the bureauof statehearings'notification to the MCP that a member
hasrequestedastatehearingtheMCP must:

(a) Completethe "AppealSummaryfor ManagedCarePlans"(ODM 01959,
7/2014formerly JFS01959)with appropriateattachments,and file it
with thebureauof statehearingsat leastthreebusinessdaysprior to the
scheduledhearingdate.Theappealsummarymustprovideall factsand
documentsrelevantto the issue,and be sufficient to demonstratethe
basisfor theMCP'sactionor decision.

(b) Senda copyof thecompletedappealsummaryto theappellant,thebureau
of statehearings,thelocalagency,andthedesignatedODM contact.

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

(d) Not enroll the individual in thecoordinatedservicesprogram(CSP)if the
MCP is notified that the member'sstatehearingrequestwas received
within theprior notificationperiod.

(7) TheMCP mustparticipatein thehearingin personor by telephone,on thedate
indicated on the "State Hearing Scheduling Notice" (JFS 04002, rev.
09/2012)sentto theMCP by thebureauof statehearings.

(8) In additionto theMCP andmember,otherpartiesto a statehearingmayinclude
an authorized representativeof a member, or the representativeof the
member'sestate,if thememberis deceased.

(9) TheMCP mustcomplywith thestatehearingofficer'sdecisionprovidedto the
MCP via the "State Hearing Decision" (JFS 04005, rev. 03/2003). If the
hearingofficer's decisionis to sustainthe member'sappeal,the MCP must
completethe"StateHearingCompliance"form (JFS04068,rev. 05/2001).A
copy of the completedform, including applicabledocumentation,is due by
no later than the compliancedate specified in the hearingdecisionto the
bureauof statehearingsand the designatedODM contact.If applicable,the
MCP must:

(a) Authorizeor providethe disputedservicespromptly andasexpeditiously
asthemember'shealthconditionrequires.
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(b) Payfor thedisputedservicesif thememberreceivedthedisputedservices
while theappealwaspending.

(2)(10) MCPsThe MCP must provide a copy of the state hearing forms referenced
in this paragraphto (H)(1) of this rule to ODJFSODM, as directed by
ODJFSODM.

(3)(11) Upon request,the MCP's statehearingpolicies and proceduresmust be
made available for review by ODM.The MCP, member, and member's
authorizedrepresentativearepartiesto thestatehearing.

(I)(J) Logging and reporting of appeals and grievances.

(1) MCPsThe MCP must maintain records of all appeals and grievances including
resolutions for a period ofsix eight years and the records must be made
available upon request toODJFSODM and theMFCUmedicaidfraudcontrol
unit .

(2) TheMCPMCPs 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) MCPsThe MCP is are required to submit information regarding appeal and
grievance activity as directed byODJFSODM.

(K) Otherdutiesof aMyCareOhioplanregardingappealsandgrievances.

(1) The MCP must give membersall reasonableassistancein filing an appeal,a
grievance,or astatehearingrequestincludingbutnot limited to:

(a) Explaining the MCP'sprocessto be followed in resolvingthe member's
appealor grievance;

(b) Completingforms and taking other proceduralstepsas outlined in this
rule;and

(c) Providing oral interpreterand oral translationservices,sign language
assistance,and accessto the grievancesystem through a toll-free
numberwith text telephoneyoke(TTY) andinterpretercapability.

(2) The MCP mustensurethat the individualswho makedecisionson appealsand
grievancesareindividualswho:
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(a) Werenot involvedin previouslevelsof reviewor decision-making;and

(b) Are healthcareprofessionalswho havethe appropriateclinical expertise
in treating the member'scondition or diseaseif deciding any of the
following:

(i) An appealof adenialthatis basedon lackof medicalnecessity;

(ii ) A grievanceregardingthe denial of an expeditedresolutionof an
appeal;or

(iii ) An appealor grievancethatinvolvesclinical issues.

(3) The procedureto be followed to file an appeal,grievance,or statehearing
requestmustbe describedin the MCP'smemberhandbookandmustinclude
the telephonenumber(s)for theMCP'stoll-free memberserviceshotline, the
MCP'smailing address,anda copyof theoptionalform(s)thatmembersmay
useto file anappealor grievancewith theMCP. Copiesof theform(s) to file
an appealor grievancemust also be made available through the MCP's
memberservicesprogram.

(4) Appealsandgrievanceproceduresmustincludetheparticipationof individuals
authorizedby theMCP 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
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*** DRAFT - NOT YET FILED ***
TO BE RESCINDED

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

(A) MCPsmustdevelopand implementwritten policiesandproceduresthat ensurethe
MCP'scompliancewith theapplicablestatehearingprovisionsspecifiedin division
5101:6of theAdministrativeCode,includingbutnot limited to:

(1) MCPs must notify membersof their right to a statehearingas specifiedin
paragraph(H) of rule 5101:3-26-08.4of the AdministrativeCode.Members
or their authorizedrepresentativesmay requesta statehearingwithin ninety
calendardays by contactingthe ODJFSbureauof statehearingsor local
agency.Theninety-dayperiodbeginson thedayafter themailing dateon the
statehearingform.

(2) Following the bureauof statehearings'notification to the MCP that a member
hasrequestedastatehearingtheMCP must:

(a) Completethe "Appeal Summaryfor ManagedCarePlans"(JFS01959,
rev. 06/03) with appropriateattachments,at least threebusinessdays
prior to the scheduledhearingdate.The appealsummarymustprovide
all facts and documentsrelevant to the issue, and be sufficient to
demonstratethebasisfor theMCP'sactionor decision.

(b) Senda copy of the completedappealsummaryto the appellant,assigned
hearingssection,localagency,andthedesignatedODJFScontact.

(c) Continueor reinstatethe benefit(s)specifiedin rule 5101:6-4-01of the
Administrative Code, if the MCP is notified that the member'sstate
hearingrequestwasreceivedwithin theprior notificationperiodandthe
memberrequestedthatthebenefitsbecontinued.

(d) Not enroll the individual in thecoordinatedservicesprogram(CSP)if the
MCP is notified that the member'sstatehearingrequestwas received
within theprior notificationperiod.

(3) The partiesto a statehearingincludethe MCP, member,member'sauthorized
representative,andestaterepresentativeof adeceasedmember.

(4) MCPs must participatein the hearingin personor by telephone,on the date
indicatedon the "StateHearingSchedulingNotice" (JFS04002,rev. 09/02)
sentto theMCP by thebureauof statehearings.

(5) MCPs must comply with the statehearingofficer's decisionprovided to the
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MCP via the"StateHearingDecision"(JFS04005,rev.03/03).If thehearing
officer'sdecisionis to sustainthemember'sappeal,theMCP must:

Completethe "StateHearingCompliance"form (JFS04068,rev. 05/01).A
copy of the completedform, including applicabledocumentation,is due by
no later than the compliancedate specified in the hearingdecisionto the
bureauof statehearingsandthedesignatedODJFScontact.If applicable,the
MCP must:

(a) Authorizeor providethe disputedservicespromptly andasexpeditiously
asthemember'shealthconditionrequires.

(b) Payfor thedisputedservicesif thememberreceivedthedisputedservices
while theappealwaspending.

(B) Upon request,the MCP's state hearing policies and proceduresmust be made
availablefor reviewby ODJFS.
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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
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5160-26-08.5 TO BE RESCINDED 3



*** DRAFT - NOT YET FILED ***
5160-26-09 Managed health care programs:reimbursementpayment and

financial responsibility.

(A) ReimbursementPayment.

(1) The Ohio departmentof medicaid(ODM) will computemanagedcare plan
(MCP) premiumrateson an actuariallysoundbasis.The premiumratesdo
not include any amountfor risks assumedunderany other existing or any
previousagreementor contract.ODM will review the premiumratesat least
annuallyandthe rate(s)may be modified basedon existingactuarialfactors
andexperience.

(1)(2) The MCPMCPs will receive a monthly premium payment for each member
from ODM. For the coveredfamilies and children categoryas describedin
paragraph(B)(1)(a) of rule 5101:3-26-02of the AdministrativeCode,when
MCPs provide or arrangematernity coverage,a separatepaymentwill be
madefor eachreimbursabledelivery.Thesepaymentswill bein effectfor the
duration of the agreement unless restricted in accordancewith rule
5101:3-26-10of theAdministrativeCode.

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

(2) The premiumratesarecomputedon an actuariallysoundbasis.This ratedoes
not include any amountfor risks assumedunderany other existing or any
previousagreementor contract.The premiumratewill be reviewedat least
onceeverytwo yearsandmaybemodifiedbasedon existingactuarialfactors
andexperience.

(3)(4) Under full-risk arrangementstheThe amounts paidby ODM in accordance
with this paragraph(A)(1) of this rule representa full-risk arrangementand
the total obligation ofODJFSODM to the MCP for the costs of medical care
and services provided. Any savingsor losses remaining after costs have been
deducted from the premium will be wholly retained by the MCP, exceptas
providedin paragraph(A)(5) of this rule.

(4) Under partial-riskarrangements,the MCP and ODJFSwill partially sharethe
risk for the cost of medicalcareand servicesprovided.Any savingswhich
accruewill alsobeshared.

(5) Paymentsmadeby ODM in accordancewith this paragraphwill be in effect for
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the durationof the provider agreemententeredinto betweenODM and the
MCP unless restricted in accordance with rule 5160-26-10 of the
AdministrativeCodeor thetermsof theprovideragreement.

(5)(6) ODJFSODM may establish financial incentive programs based on
performance for MCPs.

(B) Fiscal responsibility requirements.

(1) EachAn MCP must maintain a fiscally-sound operation and meetODFJSODM
performance standards.

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

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

(4) Each An MCP must pay providers in accordance with 42 C.F.R. 447.46
(October1, 2013).

(5) The following requirements apply toan MCP MCPs licensed as ahealth
insuringcorporation(HIC) by theOhiodepartmentof insurance(ODI):

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

(b) Copies of all annual and quarterly financial statements and any revision to
such copies must be submitted toODJFSODM. For purposes of this
rule, "Annualannual financial statement" is the annualstatementof
financial condition prescribed by the "National Association of
Insurance Commissioners" (NAIC)statutory filing of financial
conditionasadopted and required bytheOhio departmentof insurance
(ODI) in accordance with sections 1751.32 and 1751.47 of the Revised
Code.

(c) EachThe MCP must submit toODJFSODM 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 annually toODJFSODM.

5160-26-09 2



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

(a) EachMCP mustsubmitcostCost reports onODJFSODM formsquarterly
and annually, no later than ninety daysafter the closeof the calendar
yearor asotherwisespecifiedasdirected byODJFSODM. The annual
cost report must be auditedby an independentlicensedauditor and
include a statement of reconciliation with statutory accounting
principles.Theannualcostreportmustalsoincludea descriptionof the
methodologyusedto calculateincurredbut not reported(IBNR) claims
andanannualcertificationsignedby anindependentaccreditedactuary
or licensedauditor that the methodologyis valid. Such certification
must be signed within the preceding twelve months and must be
accompanied by a signed statement from the MCP that the
methodologyhasnot materiallychangedsincethedatethecertification
wassignedby theindependentactuaryor auditorTheMCP mustadhere
to ODM provideragreementandcostreportinstructions;

(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 theMCP ,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 statementsandotherinformation
as required byin accordancewith 42 C.F.R. 417438.6 (October 1,
2013).

(C) Reinsurance requirements.

(1) All 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 toODJFSODM 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 byODJFSODM.

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

(6) EachThe MCP shall provide written notification toODJFSODM 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 submitted.The MCP mustprovidesuchnotification to ODJFSas
partof theODJFS"MedicaidManagedCarePlanCostReport."

(7) The MCP must giveODJFSODM prior written notice of any proposed changes
or modifications in the reinsurance agreements forODJFSODM review and
approval. Such notice shall be submitted toODJFSODM thirty days prior to
the intended effective date of any proposed change and must include the
complete and exact text of the proposed change.The MCP MCPs must
provide copies of new or modified reinsurance agreements toODJFSODM
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

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, 5/2/85, 10/1/87, 2/15/89 (Emer), 5/8/89,

5/1/92, 5/1/93, 11/1/94, 5/8/95, 7/1/96, 7/1/97 (Emer),
9/27/97, 7/4/98, 7/1/00, 11/18/00, 7/1/01, 7/1/03,
7/1/04, 10/31/05, 6/1/06
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*** 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 entitywhothat 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 agreement withtheOhio
departmentof medicaid(ODM).

(B) MCP non-contracting providers of emergency services, as defined in paragraph
(A)(2) of this rule, must accept as payment in full from the MCP the lesser of billed
charges or one hundred per cent of the Ohio medicaid programfee-for-service
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-for-service reimbursement rate) in effect for the date of service.
Pursuantto section5167.10of theRevisedCode,theMCP shall not compensatea
hospital for inpatient capital costsin an amountthat exceedsthe maximumrate
establishedby ODM.

(C) When the Ohio departmentof medicaid (ODM)ODM has approved an MCP's
members to be referred to an MCP non-contracting hospital pursuant toparagraph
(H)(9) of rule 5101:35160-26-03 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 programfee-for-service reimbursement rate in effect
for the date of service.Pursuantto section5167.10of the RevisedCode,the MCP
shallnot compensatea 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 programfee-for-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 withparagraph (G) of rule
5101:35160-26-03 of the Administrative Code.

(H) MCP non-contracting providers, including MCP non-contracting providers of
emergency services, must allow the MCP, and/or ODM, andODM's or its designee
access to all enrollee medical records for a period not less thansixeight years from
the date of service or until any audit initiated within thesixeight year period is
completed. Access must includeat leastonecopycopies of the medical record(s) at
no cost for the purpose ofactivities relatedto the annualexternal quality review
specified by 42.C.F.R.438.358(October 1, 2013) in rule 5101:3-26-07of the
AdministrativeCode.

(I) When an MCP electsMCPselect to impose member co-payments in accordance with
rule 5101:35160-26-12 of the Administrative Code, applicable co-payments shall
also apply to services rendered by MCP non-contracting providers. Whenan MCP
hasMCPs have not elected to impose co-payments in accordance with rule
5101:35160-26-12 of the Administrative Code, MCP non-contracting providers are
not permitted to impose co-payments on MCP members.
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Effective:

R.C. 119.032 review dates: 07/01/2018

Certification

Date

Promulgated Under: 119.03
Statutory Authority: 5167.02
Rule Amplifies: 5162.03, 5164.02, 5167.03, 5167.10, 5167.20,

5167.201
Prior Effective Dates: 5/2/85, 10/1/87, 2/15/89 (Emer), 5/8/89, 5/1/92,

5/1/93, 11/1/94, 7/1/97 (Emer), 9/27/97, 12/10/99,
7/1/01, 7/1/03, 7/1/04, 10/31/05, 1/1/08, 8/26/08
(Emer), 10/9/08

5160-26-11 4



*** 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 section5111.01125162.20 of the Revised Code. MCPsmayestablisha
memberco-paymentprogram 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 department ofmedicaidjob and
family services (ODJFSODM) before notifying members that a co-payment
program will be implemented.This rule doesnot apply to MyCare Ohio plans
pursuantto Chapter5160-58of theAdministrativeCode.

(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. 447.54(October1, 2013);

(4) Specify in provider subcontractsper paragraph(D) ofgoverned by rule
5101:35160-26-05 of the Administrative Codeunderwhatthe 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) AssureEnsure 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) AssureEnsure that member co-payment amounts are requested by providers in
accordance with this rule; and

(7) AssureEnsure 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 forthementally
retarded (ICF-MR)individuals with intellectual disabilities (ICF/IID) are
excluded from medicaid co-payment obligations.

(4) Emergency.Members receivingAn 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
patient's health in serious jeopardy; serious impairment to bodily functions; or
serious dysfunction of any bodily part or organ., areexcludedfrom medicaid
co-paymentsobligations.

(5) Family planning (pregnancy prevention/or contraceptive management).An
MCP shall not imposea medicaidco-paymentobligationon anyAny service
identified by ODJFSODM as a pregnancy prevention/contraceptive
management service in accordance with rule5101:35160-21-02 and the
appendix to rule5101:35160-9-12 of the Administrative Code and provided
to an individual of child-bearing age. is not subjectto a medicaidco-payment
obligation.

(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 5101:35160-1-05 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 eligible forthe 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 must stillassureensure
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 exceedthree
dollars per dateof serviceper provider,as the amount set forth inChapter
5160-5rule 5101:3-5-01 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 exceedthree dollars for non-emergencyemergency
department services, asthe amount set forth in Chapter 5160-2rule
5101:3-2-21.1 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 report, through 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 exceedthe
amountssetforth in Chapter5160-6of theAdministrativeCode.:

(a) A two-dollar memberco-paymentper dateof serviceper claim for the
vision examcodesset forth in rule 5101:3-6-01of the Administrative
Code,and
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(b) A one-dollarmemberco-paymentper dateof serviceper claim for the
dispensingcodesset forth in rule 5101:3-6-01of the Administrative
Code.

(4) For pharmacy services,the memberco-paymentamountsmustnot exceedthe
amountssetforth in Chapter5160-9of theAdministrativeCode.MCPsmust
not imposeamemberco-paymentgreaterthan:

(a) Two dollarsfor selectedtradenamedrugsasindicatedin theappendixto
rule5101:3-9-12of theAdministrativeCode,and

(b) Threedollars for prescriptionmedicationsnot found in the appendixto
rule5101:3-9-12of theAdministrativeCode.

(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 condition,and if regardlessof
whether they areto 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 paragraph(A) (E)(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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Effective:

R.C. 119.032 review dates: 10/01/2016

Certification

Date

Promulgated Under: 119.03
Statutory Authority: 5167.02
Rule Amplifies: 5162.03, 5162.20 , 5164.02 , 5167.03 , 5167.10 ,

5167.12
Prior Effective Dates: 1/1/06, 6/1/06, 1/1/07, 7/1/09, 2/1/10
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