Medi-Cal Dental Program Exhibit A, Attachment 1
Implementation Plan

EXHIBIT A, ATTACHMENT1
IMPLEMENTATION PLAN

This Implementation Plan Deliverables Attachment describe DHCS requirements for specific
deliverables, activities, and timeframes that the Contractor must complete during the
Implementation Period before beginning Operations, unless otherwise specified herein.
Contractor is expected to update throughout the duration of this contract.

All of the items required by this Attachment must be submitted for approval to DHCS thirty (30)
days after contract effective date. Unless specified otherwise herein, Contractor shall have a
continuing obligation to update the deliverables required by this attachment whenever the
information in the deliverables changes in any material respect, or upon revision requested by
DHCS. This obligation extends for the duration of this contract; updates should be submitted to
DHCS, for review and approval, no later than thirty (30) calendar days of any material change.
The approval process for updates shall be in accordance with Exhibit E, Attachment 2, Duties of
the State, Provision E, Approval Process for Submitted Materials during Operations. Unless
expressly requested by DHCS, Contractor is not required to submit any of the items in this
attachment if the item contains current information and is currently on file with DHCS. Al
submitted financial information must adhere to Generally Accepted Accounting Principles
(GAAP), unless otherwise noted.

Contractor shall submit:

A. Organization and Administration of Plan
Submit the following consistent with the requirements of Exhibit A, Attachment 2.

1. Submit documentation of employees (current and former State employees) who may
present a conflict of interest.

2. Submit a complete organizational chart.

3. Submit the following Knox-Keene license exhibits and forms found in 28 CCR
1300.51 et seq reflecting current operation status:

a. Type of Organization: Submit the following applicable exhibits and forms as
appropriate for its type of organization and administration of the dental plan.

1) Corporation: Exhibits F-1-a-i through F-1-a-iii and Corporation Information
Form, Form HP 1300.51-A.

2) Partnership: Exhibits F-1-b-i and F-1-b-ii and Partnership Information Form,
Form HP 1300.51-B.

3) Sole Proprietorship: Exhibit F-1-c and Sole Proprietorship Information Form,
Form HP 1300.51-C.
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4) Other Organization: Exhibits F-1-d and F-1-d-ii, and Information Form for other than
Corporations, Partnerships, and Sole Proprietorships, Form HP 1300.51-D.

5) Public Agency: Exhibits F-1-e-I through F-1-e-iii.

28 CR 1300.51(d)F1a—e

Exhibit F-1-f: Individual Information Sheet (Form HP 1300.51.1) for each person named
in response to item 1) above.

28 CR 1300.51(d)F1f

Exhibits F-2-a and F-2-b: contracts with Affiliated person, Principal Creditors and
Providers of Administrative Services.

28 CR 1300.51(d)F2
Exhibit F-3 Other Controlling Persons.
28 CR 1300.51(d)F

In addition to Exhibits F, Contractor shall demonstrate compliance with requirements of

. 22 CCR 53874 and 53600. Identify any individual named in this item b. that was an

employee of the State of California in the past 12 months. Describe their job position
and function while a State employee.

29 Submit Exhibits N-1 and N-2: Contracts for Administrative Services.

28 CCR 1300.51(d)N1&2

B. Financial Information

Submit the following consistent with the requirements of Exhibit A, Attachment 3.

1.

Submit most recent audited annual financial reports, prepared by a certified public
accountant.

Submit quarterly financial statements with the most recent quarter prior to execution of the
contract.

Submit the following Knox-Keene license exhibits reflecting projected financial viability:

a. Exhibit HH-1
b. Exhibit HH-2
(28 CCR 1300.76)
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c. Inaddition to Exhibit HH-2, include projected Medi-Cal enrollment for each
month and cumulative Member months for quarterly financial projections.

4. Submit Knox-Keene license Exhibit HH-6. Include the following:

Exhibit HH-6-a
Exhibit HH-6-b
Exhibit HH-6-c
Exhibit HH-6-d
Exhibit HH-6-e

®o0To

28 CCR 1300.51(d)(HH)

5. Describe any risk sharing or incentive arrangements. Explain any intent to enter into
a stop loss option with DHCS. Also describe any reinsurance and risk-sharing
arrangements with any subcontractors shown in this proposal. Submit copies of all
policies and agreements. For regulations related to Assumption of Financial Risk and
Reinsurance, see 22 CCR 53863 and 53868.

6. Fiscal Arrangements: Submit the following Knox-Keene license exhibits reflecting
current operation status:

a. Exhibit 11-1
b. Exhibit II-2
c. Exhibit1I-3

28 CR 1300.51(d)(1l)

7. Describe systems for ensuring that subcontractors, who are at risk for providing
services to Medi-Cal Members, as well as any obligations or requirements delegated
pursuant to a subcontract, have the administrative and financial capacity to meet its
contractual obligations. (28 CCR 1300.70(b)(2)(H)1 and 22 CCR 53250.)

8. Submit financial policies that relate to Contractor’s systems for budgeting and
operations forecasting. The policies should include comparison of actual operations
to budgeted operations, timelines used in the budgetary process, number of years
prospective forecasting is performed, and variance analysis and follow-up
procedures.

9. Submit policies and procedures for a system to evaluate and monitor the financial
viability of all subcontracting entities.

C. Management Information System (MIS)
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Submit the following consistent with the requirements of Exhibit A, Attachment 4.
Submit a completed Managed Care Organization (MCO) Baseline Assessment Form.

2. When procuring a new MIS or modifying a current system, Contractor shall provide a detailed
implementation plan that includes:

Outline of the tasks required;

The major milestones;

The responsible party for all related tasks;

A full description of the acquisition of software and hardware, including the schedule for

implementation;

e. Full documentation of support for software and hardware by the manufacturer or other
contracted party;

f. System test flows through a documented process that has specific control points where
evaluation data can be utilized to correct any deviations from expected results;

g. Documentation of system changes related to the Health Insurance Portability and

Accountability Act of 1996 requirements.

oo oo

3. Submit a detailed description of how Contractor will monitor the flow of encounter data from
provider level to the organization.

An encounter data test produced from test data processed by the MIS must be submitted.
Monthly encounter submissions may not take place until this test has been successfully
completed.

5. Submit policies and procedures for the complete, accurate, and timely submission of
encounter-level data.

Submit a work plan for compliance with the Health Insurance Portability and Accountability
Act of 1996.

7. Submit the data security, backup, or other data disaster processes used in the event of a MIS
failure.

8. Contractor’s MIS will be reviewed against the model MIS guidelines. Submit a detailed
description of the proposed and/or existing MIS as it relates to the following subsystems:

Financial

Member/Eligibility

Provider

Encounter/Claims

Quality Management/Utilization

®aoow

9. Submit a sample and description of the following reports generated by the MIS:
a. Member roster
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ms@meaow

Provider Listing

Capitation payments

Cost and Utilization

System edits/audits

Claims payment status/processing
Quality Assurance

Utilization

Monitoring of Complaints

D. Quality Improvement System (QIS)

Submit the following consistent with the requirements of Exhibit A, Attachment 5.

1. Submit a written description of the QIS, including:

a.

A flow chart and/or organization chart identifying all components of the QIS and
who is involved and responsible for each activity.

A description of the responsibility of the governing body in the QIS.

A description of the QI Committee, including Membership, activities, roles and
responsibilities.

A description of how providers will be kept informed of the written QIS, its
activities and outcomes.

2. Submit policies and procedures related to the delegation of the QIS activities.

3. Submit boilerplate subcontract language showing accountability of delegated QIS
functions and responsibilities.

4. Policies and procedures to address how the Contractor will meet the requirements

of:

a.
b.
C.

Quality Improvement Projects
Consumer Satisfaction Survey
Performance Measures

5. Policies and procedures for performance of Primary Care Dentist and specialist site
reviews.

6. Alist of sites to be reviewed prior to initiating plan operation, existing or in expanded
areas.

7. The aggregate results of pre-operational, existing or in expanded areas, site review
to DHCS at least six (6) weeks prior to plan operation. The aggregate results shall
include all data elements defined by DHCS.
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8. Policies and procedures for provider profiling and audits.

9. Policies and procedures for credentialing and revalidation, including licensure and
certification of providers and facilities.

10. Policies and procedures for disciplinary actions including, reducing, suspending, or
terminating a provider’s privileges.

E. Utilization Management (UM)
Submit the following consistent with the requirements of Exhibit A, Attachment 7.

1. Submit written description of UM program that describes appropriate processes to be used
to review and approve the provision of dental services. Include:

Procedures for pre-authorization.

A list of services requiring prior authorization and the utilization review criteria.
Procedures for the utilization review appeals process for providers and Members.
Procedures that specify timeframes for dental authorization.

Procedures to detect both under- and over-utilization of dental care services.

®a0 oo

2. Submit policies and procedures showing how delegated activities will be regularly evaluated
for compliance with contract requirements and, that any issues identified through the UM
program are appropriately resolved, and that UM activities are properly documented and
reported.

F. Provider Network

Submit the following consistent with the requirements of Exhibit A, Attachment 8.

1. Submit a complete provider network that is adequate to provide required covered services
for Members in the service area.

2. Submit policies and procedures describing how Contractor will monitor provider to patient
ratios to ensure they are within specified standards.

3. Submit policies and procedures regarding dentist supervision of non-dentist practitioners.
4. Submit policies and procedures for providing emergency services.
5. Submit a complete list of specialists by type within the Contractor’s network.

6. Submit policies and procedures for how Contractor will meet federal requirements for
access and reimbursement for in- network and/or out-of- network Indian Health Care
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Providers (IHCP) and_Federally Qualified Health Centers (FQHC) services consistent with
Exhibit A, Attachment 8, Provider Network, Provision L, Subcontracts with FQHCs, Rural
Health Clinics (RHC) and IHCPs.

7.

10.

Submit a GeoAccess report (or similar) showing that the proposed provider network
meets the appropriate time and distance standards set forth in Exhibit A, Attachment
8, Provider Network, Provision E, Time and Distance Standard of the Contract.

Submit a report containing the names of all subcontracting provider groups (see
Exhibit A, Attachment 8, Provider Network, Provision H, Plan Provider Network).

Submit an analysis demonstrating the ability of the Contractor’s provider network to
meet the ethnic, cultural, and linguistic needs of the Contractor’'s Members.

Submit all boilerplate subcontracts, signature page of all subcontracts, and
reimbursement rates. DHCS will maintain the confidentiality of the rates to the extent
provided by State law.

Provider Relations

Submit the following consistent with the requirements of Exhibit A, Attachment 9.

1.

2.

3.

Submit policies and procedures for provider grievances.
Submit protocols for payment and communication with non-contracting providers.

Submit copy of Provider Manual.

H. Provider Compensation Arrangements

Submit the following consistent with the requirements of Exhibit A, Attachment 10.

1.

2.

Submit policies and procedures for processing and payment of claims.

Submit excerpt from the Provider Manual that describes the prohibition of a claim or
demand for services provided under the Medi-Cal Dental Managed Care contract, to
any Member.

Submit Federally Qualified Health Centers (FQHC), Rural Health Clinics (RHC), and
Indian Health Care Providers (IHCP) Subcontracts.

Submit schedule of capitation rates and/or fee-for-service rates for each of the
following provider types:
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a. Primary Care Dentists
b. Specialists

c. FQHC

d. RHC

e. IHCP

L Access and Availability
Submit the following consistent with the requirements of Exhibit A, Attachment 11.
2. Submit policies and procedures that include standards for:

Appointment scheduling
Routine specialty referral
Waiting times
After-hours calls
Specialty services

©®aooTw

3. Submit policies and procedures for the timely referral and coordination of covered services
to which the Contractor or subcontractor has objections to perform or otherwise support,
consistent with Exhibit A, Attachment 11, Access and Availability, Provision C, Access to
Services Which Contractor or Subcontractor has a Moral Objection.

4. Submit policies and procedures for standing referrals.

5. Submit policies and procedures regarding 24-hours-a-day access without prior authorization
for emergency dental care services.

6. Submit policies and procedures regarding access for disabled Members pursuant to the
Americans with Disabilities Act of 1990.

7. Submit policies and procedures regarding Contractor and subcontractor compliance with the
Civil Rights Act of 1964.

8. Submit policies and procedures for the provision of 24-hour-a-day interpreter services at all
provider network sites.

9. Submit policies and procedures for disaster recovery.

J. Scope of Services

Submit the following consistent with the requirements of Exhibit A, Attachment 12.
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1. Submit policies and procedures, including standards, for the provision of the
following services for Members under 21 years of age:

a. EPSDT supplemental services

2. Provide a detailed description of the dental health education system including
policies and procedures which address:

a. Oversight of the Dental Health Education Program;
b. Delivery of Dental Health Education Programs, Services and Resources;
c. Evaluation and Monitoring of the Dental Health Education System:
d. Content of the Dental Health Education Program.
K. Case Management and Coordination of Care

Submit the following consistent with the requirements of Exhibit A, Attachment 13.
1. Submit procedures for monitoring the coordination of care provided to Members.

For the remaining items, if these items are included in the Provider Manual,
submitted under item G.3, provide a table/list of where the items can be found in the
Provider Manual. Otherwise, submit each item as listed below and include a
description of how they are communicated to network providers.

2. Submit policies and procedures for coordinating care of Members who are receiving
services from a Primary Care Dentist.

3. Submit policies and procedures for the referral of Members under the age of 21
years that require case management services.

4. Submit a detailed description of Contractor’s program for Children with Special
Health Care Needs (CSHCN).

5. Submit policies and procedures for identifying and referring children with California
Children Services (CCS)-eligible conditions to the local CCS program.

6. Submit policies and procedures for the provision of covered dental services.

L. Member Services

Submit the following consistent with the requirements of Exhibit A, Attachment 14.
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Submit policies and procedures that address Member’s rights and responsibilities. Include
method for communicating them to both Members and providers.

Submit policies and procedures for the training of Member Services staff.
Submit policies and procedures regarding the development content and distribution of
information to Members. Address appropriate reading level and translation of materials and

include evidence that the materials are at that level.

Submit final draft of Member Identification Card and Member Services Guide (Evidence of
Coverage and Disclosure Form).

Submit policies and procedures for Member selection of a Primary Care Dentist.
Submit policies and procedures for Member assignment to a Primary Care Dentist.

Submit policies and procedures for notifying Primary Care Dentist that a member has
selected or been assigned to the provider within ten (10) calendar days.

Submit policies and procedures for notifying Members for denial, deferral, or modification of
requests for prior authorization.

M. Member Grievance and Appeal System

Submit the following consistent with the requirements of Exhibit A, Attachment 15.

1.

Submit policies and procedures relating to Contractor’'s Member grievance and appeal
system.

Submit policies and procedures for Contractor’s oversight of the Member grievance and
appeal system for the receipts, processing and distribution including the expedited review
of grievances. Please include a flow chart to demonstrate the process.

N. Enrollments and Disenroliments

Submit the following consistent with the requirements of Exhibit A, Attachment 16.

1.

Submit policies and procedures for how Contractor will update and maintain accurate
information on its contracting Providers.

2. Submit policies and procedures for how Contractor will access and utilize enrollment data

from DHCS.
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3. Submit policies and procedures relating to Members disenroliment, including
Contractor initiated disenroliment.
0. Marketing
Submit the following consistent with the requirements of Exhibit A, Attachment 17.

1. Submit Contractor’s marketing plan, including training program and certification of
marketing representatives.

2. Submit a copy of boilerplate request form used to obtain DHCS approval of
participation in a marketing event.
P. Confidentiality of Medical Information

Submit the following consistent with the requirements of Exhibit E, Additional Provisions,
Provision 22, Confidentiality of Medical Information.

1. Submit policies addressing Member’s rights to confidentiality of medical/dental
information. Include procedures for release of medical/dental information.
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ATTACHMENT 1-A
IMPLEMENTATION PLAN DELIVERABLE
Plan Name

All implementation deliverables are due 30 days after contract effective date and prior to
contract operations. See Exhibit A, Attachment 1, Provision A thru P, for list and details of
individual deliverables.

Deliverable Provision Date Submitted Completed
Conflict of Interest Exhibit A, Attachment 2,
documentation for Provision C
employees
Organization chart Exhibit A, Attachment 2,

Provision D
Knox Keene License Exhibit A, Attachment 2,
exhibits and forms Provision A
Audited annual financial Exhibit A, Attachment 3,
reports Provision B
Quarterly financial Exhibit A, Attachment 3,
statement issued prior to Provision B
contract
Knox Keene financial Exhibit A, Attachment 3

exhibits HH-1, HH-2,
projected Medi-Cal
enrollment/month

Knox Keene financial Exhibit A, Attachment 3
exhibits HH-6

Risk sharing/incentive Exhibit A, Attachment 3
arrangements

Knox Keene exhibits 11-1, Exhibit A, Attachment 3
[1-2 and II-3

Subcontractors admin and | Exhibit A, Attachment 3
financial capacity to
provide at risk services

Financial Policy for Exhibit A, Attachment 3
budgeting and operations
forecasting.

Policy to monitor financial | Exhibit A, Attachment 3
viability for subcontractors

Managed Care RFP Main, Attachment
Organization Baseline 13
Assessment form

Page 1 of 6



Medi-Cal Dental Program

Exhibit A, Attachment 1-A

Implementation Plan Deliverable

Plan for procuring new or
modifying MIS system

Exhibit A, Attachment 4

Process for encounter
data flow

Exhibit A, Attachment 4,
Provision B

Encounter data test

Exhibit A, Attachment 4.
Provision A

Policy for encounter data
submission

Exhibit A, Attachment 4,
Provision B

Work plan for HIPAA
compliance

Exhibit A, Attachment 4,
Provision D

Process for data security,
backup, disaster

Exhibit A, Attachment 4,
Provision E

Process for MIS
subsystems

Exhibit A, Attachment 4,
Provision A

Sample and description of
MIS reports

Exhibit A, Attachment 4,
Provision A

Description of QIS

Exhibit A, Attachment 5

Policy related to
delegation of QIS
activities

Exhibit A, Attachment 5,
Provision F

Boilerplate subcontract
language of QIS functions
and responsibilities.

Exhibit A, Attachment 5,
Provision F

Policy to address
Contractor requirements

Exhibit A, Attachment 5,
Provision G

Policy for Primary Care
Dentist (PCD) site
reviews

Exhibit A, Attachment 5,
Provision K

List of site reviews prior to
operation

Exhibit A, Attachment 5,
Provision K

Aggregate results of site
review

Exhibit A, Attachment 5,
Provision K

Policy for provider profiling
and audits

Exhibit A, Attachment 5,
Provision K
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Policy for provider
credentialing and
revalidation

Exhibit A, Attachment 5,
Provision L

Policy for disciplinary
actions

Exhibit A, Attachment 5,
Provision K

Processes of Utilization
Management program

Exhibit A, Attachment 7,
Provision A

Policy for evaluating UM
activities for compliance

Exhibit A, Attachment 7,
Provision A

Complete provider
network

Exhibit A, Attachment 8,
Provision A

Policy for monitoring
provider to patient ratios

Exhibit A, Attachment 8,
Provision B

Policy regarding dentist
supervision of non-dentist
practitioners

Exhibit A, Attachment 8

Policy for providing
emergency services

Exhibit A, Attachment 8,
Provision C

Complete list of specialists

Exhibit A, Attachment 8,
Provision D

Policy for reimbursement
of FQHC,RHC and IHCP

Exhibit A, Attachment 8,
Provision L

GeoAccess report of
provider networks

Exhibit A, Attachment 8,
Provision G

Report of all
subcontracting provider
groups

Exhibit A, Attachment 8,
Provision H

Analysis of provider
network meeting ethnic,
Cultural and linguistic
needs of Members

Exhibit A, Attachment 8,
Provision |

All boilerplate
subcontracts

Exhibit A, Attachment 8,
Provision J

Policy for provider
appeals

Exhibit A, Attachment 9,
Provision B
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Policy for payment of
noncontracting providers

Exhibit A, Attachment 9,
Provision C

Provider Manual

Exhibit A, Attachment 9,
Provision D

Policy for payment of
claims

Exhibit A, Attachment
10, Provision D

Excerpt from Provider
Manual describing
prohibition of claim or
demand for services

Exhibit A, Attachment
10, Provision E

FQHC, RHC and Indian
Health Service

subcontracts

Exhibit A, Attachment
10, Provision F

Schedule of per diem rate
and/or FFS rate for each
provider type

Exhibit A, Attachment
10, Provision A

Policy for access and
availability standards

Exhibit A, Attachment
11, Provision B

Policy for referrals

Exhibit A, Attachment
11, Provision B

Policy for emergency
access to services

Exhibit A, Attachment
11, Provision D

Policy for disabled
Members

Exhibit A, Attachment
11, Provision F

Policy for compliance with
Civil Rights Act of 1964

Exhibit A, Attachment
11, Provision G

Policy for 24 hour
interpreter services

Exhibit A, Attachment
11, Provision H

Policy for disaster recovery

Exhibit A, Attachment
11, Provision |

Policy for EPSDT services

Exhibit A, Attachment
12, Provision C
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Policy for health education
system

Exhibit A, Attachment
12, Provision D

Policy for coordination of
care

Exhibit A, Attachment 13

Policy that address
Members’ rights and
responsibilities

Exhibit A, Attachment
14, Provision A

Policy for training of
Members Services Staff

Exhibit A, Attachment
14, Provision B

Policy to provide
information to Members

Exhibit A, Attachment
14, Provision D

Member ldentification
Card and Member
Services Guide

Exhibit A, Attachment
14, Provision D

Policy regarding Member
selection of PCD

Exhibit A, Attachment
14, Provision F

Policy regarding Member
assignment to PCD

Exhibit A, Attachment
14, Provision G

Policy notifying PCD of
Member assignment or
selection

Exhibit A, Attachment
14, Provision G

Policy notifying Members
of action on prior
authorization

Exhibit A, Attachment
14, Provision H

Policy for Member
grievance and appeal
system

Exhibit A, Attachment
15, Provision A & B

Policy for oversight of
Member grievance and
appeal system

Exhibit A, Attachment
15, Provision B

Policy regarding accurate
information on providers

Exhibit A, Attachment
16, Provision A

Policy for utilization of
enroliment data from
DHCS

Exhibit A, Attachment
16, Provision B

Policy for Member
disenrollment

Exhibit A, Attachment
16, Provision D
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Marketing plan

Exhibit A, Attachmen
17, Provision C

Boilerplate request form to
obtain DHCS marketing
approval

Exhibit A, Attachmen
17, Provision B

Policy addressing
Members right to
confidentiality of
medical/dental information

Exhibit E, Additional
Provisions,
Provision 22
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EXHIBIT A, ATTACHMENT 2
ORGANIZATION AND ADMINISTRATION OF THE PLAN

A Legal Capacity

Contractor shall maintain the legal capacity to contract with DHCS and maintain
appropriate licensure as a health care service plan in accordance with the Knox-Keene
Health Care Service Plan Act of 1975, Health and Safety Code Section 1340 et. seq.

B. Key Personnel (Disclosure Form)
1. Contractor shall file an annual statement with DHCS, no later than thirty (30)
calendar days after the beginning of the calendar year, disclosing any purchases or
leases of services, equipment, supplies, or real property from an entity in which any

of the following persons have a substantial financial interest:

a. Any person or corporation also having 5% or more ownership or controlling
interest in the Contractor.

b. Any director, officer, partner, trustee, or employee of the Contractor.
c. Any member of the immediate family of any person designated in a. or b. above.
2. Contractor must submit to DHCS the following disclosures noted below:

a. Forany person (individual corporation) with an ownership or control interest in
the Contractor or its subcontractors:

i. The name and address. The address for corporate entities must include
the primary business address, every business location, and P.O. Box
address, as applicable.

ii. The date of birth and Social Security Number (in the case of an
individual).
b. Other tax identification number of any corporation with:
i.  An ownership or control interest in the Contractor.

ii. Anysubcontractor in which the Contractor has 5 percent or more
interest.
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c. The name of any other disclosing entity in which an owner of the Contractor has
an ownership or control interest.

d. The name, address, date of birth, and Social Security Number of any managing
employee of the disclosing entity.

e. Disclosures pursuantto 42 CFR § 455.104(b) at the following times:

i.  When the Contractor submits a proposal in accordance with DHCS’
procurement process.

i.  When the Contractor executes a contract with DHCS.
iii. When DHCS renews or extends its contract with the Contractor.
iv. Within 35 days of any change in ownership of the Contractor.

f.  Any other data, documentation, or information relating to the performance of the
entity’s obligations pursuant to 42 CFR § 438.604 required by DHCS.

3. Contractor shall comply with federal regulations 42 CFR 455.104 (Disclosure by
providers and fiscal agents: Information on ownership and control), 42 CFR 455.105
(Disclosure by providers: Information related to business transactions), 42 CFR
455.106 and 42 CFR 438.610 (Prohibited Affiliations).

a. Contractor may not knowingly have a relationship of the type described in
paragraph c. of this section with the following;

1) An individual or entity that is debarred, suspended, or otherwise
excluded from participating in procurement activities under the
Federal Acquisition Regulation or from participating in
nonprocurement activities under regulations issued under federal
Executive Order No. 12549 of February 18, 1986 or under guidelines
implementing Executive Order No. 12549.

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

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

c. The relationships described in paragraph a. of this section, are as follows:
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A director, officer, or partner of the Contractor.
A subcontractor of the Contractor, as governed by 42 CFR 438.230.

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

A network provider or person with an employment, consulting or other
arrangement with the Contractor for the provision of items and services.

d. If DHCS finds that Contractor is not in compliance with paragraphs (a) or (b) of this
section, DHCS:

1)

2)

May continue an existing agreement with Contractor unless the Secretary
of Health and Human Services directs otherwise.

DHCS may not renew or extend the existing agreement with the
Contractor unless the Secretary of Health and Human Services provides
to DHCS and to Congress a written statement describing compelling
reasons that exist for renewing or extending the agreement despite the
prohibited affiliations.

C. Conflict Of Interest — Current and Former State Employees

1. This Contract shall be governed by the Conflict of Interest provisions of title 22 CCR §

53600.

2. Contractor shall not utilize, in the performance of this Contract, any State officer or
employee in the State civil service or other appointed State official unless the
employment, activity, or enterprise is required as a condition of the officer's or
employee's regular State employment. Contractor shall not utilize, in the
performance of this Contract, any former State officer or employee or other
appointed official in violation of the provisions of Government Code Section 87406.
For purposes of this Sub-provision 2 only, employee in the State civil service is
defined to be any person legally holding a permanent or intermittent position in the
State civil service.

D. Contract Performance

Contractor shall maintain the organization and staffing for implementing and operating
the Contract in accordance with 28 CCR 1300.67.3 and 22 CCR 53900 et seq.
Contractor shall ensure:
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Organization and Administration of the Plan

1. The organization has an accountable governing body.

2. That the Contractor is committed to making this Contract a high priority and
supplying any necessary resources to assure full performance of the Contract.

3. The parent organization, if Contractor is a subsidiary, shall attest to the compliance
and successful fulfillment of the terms, conditions, provisions and responsibilities set
forth in this Contract. The parent organization shall also attest to providing any and
all necessary resources to assure full performance of the Contract.

4. Staffing in fiscal, administrative, dental and other dental health services are sufficient
to result in the effective conduct of the Contractor’s business.

5. There are written procedures for the conduct of the business of the Contractor,
including the provision of dental services, so as to provide effective controls.

E. Dental Clinical Decisions

Contractor shall ensure that dental clinical decisions, including those by Sub-contractors
and rendering Providers, are not unduly influenced by fiscal and administrative
management.

F. Dental Director

Contractor shall maintain a full time Dentist as Dental Director pursuant to 22 CCR
53913.5. The Dental Director must maintain a current dental license with the State of
California at all times. The license must be in good standing at the time of hire and
throughout their employment. The Dental Director shall not be under any sanction or
adverse action by Medicaid, or under investigation by the Audits & Investigations
Division of DHCS, Department of Justice or any other law enforcement agency. The
Dental Director’s responsibilities shall include, but not be limited to, the following:

1. Ensuring that dental decisions are:

a. Rendered by qualified dental personnel.
b. Are not unduly influenced by fiscal or administrative management
considerations.

2. Ensuring that the dental care provided meets the standards for acceptable dental
care.

3. Ensuring that dental protocols and rules of conduct for plan dental personnel are
followed.
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Organization and Administration of the Plan

4. Developing and implementing dental policy.
5. Resolving grievances related to dental quality of care.
6. Directinvolvement in the implementation of Quality Improvement activities.

7. Actively participate in the functioning of the Contractor’s grievance procedures as
specified in Exhibit A, Attachment 15, Member Grievance and Appeal System.

G. Dental Director Changes

Contractor shall report in writing to DHCS any changes in the status of the Dental
Director within ten (10) calendar days.

H. Administrative Duties/Responsibilities

Contractor shall maintain the organizational and administrative capabilities to carry out
its duties and responsibilities under the Contract. This will include at a minimum the
following:

1. Member and Enrollment reporting systems as specified in Exhibit A, Attachment 4,
Management Information System, and, Exhibit A, Attachment 14, Member Services,
and Exhibit A, Attachment 15, Member Grievance and Appeal System.

2. A Member grievance and appeal procedure, as specified in Exhibit A, Attachment
15, Member Grievance and Appeal System.

3. Data reporting capabilities sufficient to provide necessary and timely reports to
DHCS, as required by Exhibit A, Attachment 4, Management Information System.

4. A full time financial officer to maintain financial records and books of account
maintained on the accrual basis, in accordance with Generally Accepted Accounting
Principles, which fully disclose the disposition of all Medi-Cal program funds
received, as specified in Exhibit A, Attachment 3, Financial Information.

5. Claims processing capabilities as described in Exhibit A, Attachment 10, Provider
Compensation Arrangements, Provision E, Claims Processing.

6. A system for providing Members dental health education services and clinical
Preventive Services consistent with Exhibit A, Attachment 12, Scope of Services,
Provision D, Services for All Members.
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7. Aprovider Appeal procedure.
8. A Quality Improvement System consistent with Exhibit A, Attachment 5.
9. Participate in all meetings with the DHCS.

10. Acknowledge or respond to all correspondence from DHCS in writing.
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EXHIBIT A, ATTACHMENT 3
FINANCIAL INFORMATION

Financial Viability/Standards Compliance

Contractor shall meet and maintain financial viability/standards compliance to DHCS'
satisfaction for each of the following elements:

1.

Tangible Net Equity (TNE).

The Contractor shall be in compliance, at all times, with the TNE requirements in
accordance with 28 CCR 1300.76.

Exhibit A, Attachment 3
Financial Information

2. Minimum Loss Ratio (MLR)

a. The Contractor agrees that once the Contractor’s plan has a minimum of 1,000

enrolled Members per month for six or more months of a benefit year, the
minimum loss ratio for services provided to all Members pursuant to this Contract
shall be eighty-five (85) percent. For reporting purposes, the Contractor’s loss
ratio shall be calculated in aggregate for all Members, using the following
formula:

a/b

Where “a” is: Total covered benefit and service costs of Contractor, including
occurred but not reported claim completion in accordance to 42 CFR 438.8(e)

Where “b” is: Total capitation payments received by Contractor, including any
withhold payments, minus taxes, licensing and regulatory fees, in accordance to
42 CFR 438.8(f).

The Contractor shall report the previous benefit year’s loss ratio annually ninety
(90) days of the end of the reporting year. The annual report must include, at
minimum, the following information:

1) Total incurred claims;

2) Expenditures on quality improving activities;

3) Expenditures related to activities compliant with program integrity
requirements under 42 CFR 438.608(a)(1) through (5), (7), (8) and (b);

4) Non-claims costs;

5) Premium revenue;

6) Taxes, licensing and regulatory fees;

7) Methodology for allocation of expenditures;

8) Any credibility adjustment applied;

9) The calculated MLR;
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10) Any remittance owed to DHCS, if applicable;

11) A comparison of the information reported with the audited financial report;

12) A description of the aggregation method used to calculate total incurred
claims; and

13) The number of member months.

c. The Contractor understands that DHCS may make the results of the loss ratio
report listed in Item 2 above available to the public.

d. The Contractor agrees that if the MLR does not meet the minimum MLR standard
of eighty-five (85) percent, DHCS shall have the right to recover from Contractor
the amount that is in excess.

e. The Contractor agrees that in the event of a retroactive change to the capitation
payments for a MLR reporting year where the MLR report has already been
submitted to the state, the Contractor must recalculate and submit a new MLR
report meeting the applicable requirements.

f.  The Contractor will aggregate data for all Member groups covered under the
contract with the state unless the state requires separate reporting and a
separate MLR calculation for specific members.

g. The Contractor must attest to the accuracy of the calculation of the MLR in
accordance with 42 CFR 438.8.

h. Contractor agrees that each expense must be included under only one type of
expense, unless a portion of the expense fits under the definition of, or criteria
for, one type of expense and the remainder fits into a different type of expense,
in which case the expense must be pro-rated between types of expenses.
Expenditures that benefit multiple contracts or populations, or contracts other
than those being reported, must be reported on a pro rata basis. Allocation to
each category must be based on a generally accepted accounting method that is
expected to yield the most accurate results. Shared expenses, including
expenses under the terms of a management contract, must be apportioned pro
rata to the contract incurring the expense. Expenses that relate solely to the
operation of a reporting entity, such as personnel costs associated with the
adjusting and paying of claims, must be borne solely by the reporting entity and
are not to be apportioned to the other entities.

i. The Contractor may add a credibility adjustment to a calculated MLR if the MLR
reporting year experience is partially credible prior to the State recovering excess
administrative costs in accordance with 42 CFR 438.8. The credibility adjustment
is added before calculating any remittances. If the MLR year is fully credible,
then no adjustment is allowed.
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j-  Ifthe Contractor’'s MLR experience is non-credible, it is presumed to meet or
exceed the MLR calculation standards.

k. The Contractor must submit a comparison of the information reported with the
audited financial report along with MLR report.

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

3. Standards of Organization and Financial Soundness.

Contractor shall maintain an organizational structure sufficient to conduct the
proposed operations and ensure that its financial resources are sufficient for sound
business operations in accordance with 28 CCR 1300.67.3, 1300.75.1, 1300.76.3,
1300.77.1, 1300.77.2, 1300.77.3, 1300.77.4, and Health and Safety Code Section
1375.1.

4. Working capital and current ratio of one of the following:
a. Contractor shall maintain a working capital ratio of at least 1:1; or

b. Contractor shall demonstrate to DHCS that Contractor is meeting financial
obligations on a timely basis and has been doing so for at least the preceding 24
months; or

c. Contractor shall provide evidence that sufficient noncurrent assets, which are
readily convertible to cash, are available to achieve an equivalent working capital
ratio of 1:1, if the noncurrent assets are considered current.

Financial Audit Reports

Contractor shall ensure that an annual audit is performed according to Welfare and
Institutions Code § 14459. Financial statements audited by a Certified Public Accountant
shall be submitted to DHCS no later than one-hundred and twenty (120) calendar days
after the close of Contractor’s fiscal year. Combined financial statements shall be
prepared to show the financial position of the overall related health care delivery system
when delivery of care or other services is dependent upon Affiliates. Financial
statements shall be presented in a form that clearly shows the financial position of
Contractor separately from the combined totals. Inter-entity transactions and profits
shall be eliminated if combined statements are prepared. If an independent accountant
decides that preparation of combined statements is inappropriate, Contractor shall have
separate certified financial statements prepared for each entity.
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1. The independent accountant shall state in writing reasons for not preparing
combined financial statements.

2. Contractor shall provide supplemental schedules that clearly reflect all inter-entity
transactions and eliminations necessary to enable DHCS to analyze the overall
financial status of the entire health care delivery system.

3. In addition to annual certified financial statements, Contractor shall complete the
State Department of Managed Health Care (DMHC) required financial reporting
forms. The DMHC required financial reporting forms shall be submitted to DHCS no
later than one hundred-twenty (120) calendar days after the close of Contractor’s
Fiscal Year.

4. Contractor shall submit to DHCS, no later than ninety (90) calendar days after the
close of the State’s fiscal year, a Statement of Revenues and Expenses for Medi-Cal
Dental only using the reporting forms in Exhibit A, Attachment 20, Deliverable
Templates.

5. Contractor shall submit to DHCS within thirty (30) calendar days after the close of
Contractor’s fiscal quarter, quarterly financial reports. The required quarterly
financial reports shall be prepared on the DMHC required financial reporting forms
and shall include, at a minimum, the following reports/schedules:

a. Jurat

b. Report 1A and 1B: Balance Sheet

c. Report 2: Statement of Revenue, Expenses, and Net Worth

d. Statement of Cash Flow, prepared in accordance with Financial Accounting
Standards Board Statement Number 95. (This statement is prepared in lieu of
Report #3: Statement of Changes in Financial Position for Generally Accepted
Accounting Principles (GAAP) compliance.)

e. Report 4: Enroliment and Utilization Table

f. Schedule F: Unpaid Claims Analysis

g. Appropriate footnote disclosures in accordance with GAAP

h. Schedule H: Aging Of All Claims
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6. Contractor shall authorize its independent accountant to allow DHCS designated
representatives or agents, upon written request, to inspect any and all working
papers related to the preparation of the audit report.

7. Contractor shall submit to DHCS all financial reports relevant to Affiliates.

8. Contractor shall submit to DHCS copies of any financial reports submitted to other
public or private organizations if such reports differ in content from any financial
report already submitted to DHCS.

9. Contractor shall submit to DHCS, within forty-five (45) calendar days after the close
of State’s fiscal quarter, a Statement of Revenues and Expenses for Medi-Cal Dental
only using the reporting form in Exhibit A, Attachment 20, Deliverable Templates.

Monthly Financial Statements

If Contractor and/or subcontractor is required to file monthly Financial Statements with
the DMHC, Contractor and/or subcontractor shall simultaneously file an exact copy of
the monthly Financial Statements with DHCS.

Compliance with Audit Requirements

Contractor shall cooperate with DHCS’ audits. Such audits may be waived at the
discretion of DHCS.

Submittal of Financial Information

Contractor shall prepare financial information requested in accordance with GAAP.
Where Financial Statements and projections are requested, these statements and
projections should be prepared in accordance with the 1989 HMO Financial Report of
Affairs and Conditions Format. Where appropriate, reference has been made to the
Knox-Keene Health Care Service Plan Act of 1975 rules found in 28 CCR 1300.51 et.
seq. Information submitted shall be based on current operations. Contractor and/or
subcontractors shall submit financial information consistent with filing requirements of
the DMHC unless otherwise specified by DHCS.

Solvency Standards

1. Contractor shall comply with the requirements set forth under 42 CFR § 438.116,
which includes, but is not limited to, that the Contractor provide assurances
satisfactory to the State showing that its provision against the risk of insolvency is
adequate such that it ensures that its Medicaid enrollees shall not be held liable for
Contractor’s debts if the entity becomes insolvent. Federally qualified Health
Maintenance Organization (HMO), as defined in Public Health Safety Act Section
§1310, are exempt from this requirement.
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2. Contractor shall meet solvency standards established by the State for private health
maintenance organizations, or be licensed or certified by the State as a risk-bearing
entity. Contractor shall provide the State with a copy of compliance or exception by
January 31t of each calendar year. The above requirement does not apply to a
Managed Care Organization (MCO), or Prepaid Inpatient Health Plan (PIHP) that
meet any of the following conditions:

a.
b.
C.

d.

Does not provide both inpatient hospital services and physician services.
Is a public entity.

Is (or is controlled by) one or more Federally Qualified Health Centers and
meets the solvency standards established by the State for those centers.
Has its solvency guaranteed by the State.
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EXHIBIT A, ATTACHMENT 4
MANAGEMENT INFORMATION SYSTEM (MIS)

A Capability

1. Contractor’s MIS shall have the capability to capture, edit, and utilize various data
elements for both internal management uses as well as to meet the data quality
and timeliness requirements of DHCS’ encounter data submission. All data
related to this contract shall be available to DHCS and to the Centers for
Medicare and Medicaid Services upon request. In addition to the requirements
specified in 42 CFR 438.242 (b), Contractor shall have and maintain a MIS that
provides, at a minimum:

a.

b.

All Medi-Cal eligibility data.
Information of Members enrolled in Contractor's plan.
Provider claims status and payment data.

Dental services delivery encounter data to include but not be limited to:

1) Monthly new users;

2) Monthly all users;

3) Monthly eligible;

4) Monthly disenrolliment for reasons other than loss of eligibility;

5) Monthly eligible less new users seen in prior months in same calendar year;

6) Total paid to each Dentist, including capitation payment, FFS payment,
incentive payment and any other payment;

7) Calculation of required performance measures.

8) The provider who delivers services.

e. Grievance and appeals information.

f.

Provider network information including but not limited to:

1) Provider office location;

2) Provider specialties;

3) Service languages.

4) All additional provider directory elements specified in Exhibit A, Attachment 14

Member Services and Beneficiary Support, Provision D, Written Member
Information.

g. Financial information as specified in Exhibit A, Attachment 3, regarding

Administrative Duties/Responsibilities.

2. Contractor’'s MIS shall have processes that support the interactions between
Financial, Member/Eligibility; Provider; Encounter Claims; Quality
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Management/Quality Improvement/Utilization; and Report Generation subsystems.
The interactions of the subsystems must be compatible, efficient and successful.
Contractor shall be staffed with personnel with expertise and experience necessary
to support the MIS system at the commencement of the Operations Period and for
the duration of this Contract.

3. Contractor shall comply with all DHCS mandated testing of the MIS to determine
Contractor compliance with MIS requirements.

4. In accordance with 42 CFR § 433.139(b)-(f), the Contractor shall comply with DHCS’s
requests to take action to identify, by unique coding, paid claims for Medicaid
beneficiaries that contain diagnosis codes that are indicative of trauma, injury,
poisoning, and other consequences of external causes, for the purpose of
determining the legal liability of third parties so that DHCS may process claims under
third party liability payment procedures.

Encounter Data Submittal

Contractor shall implement policies and procedures for ensuring the complete, accurate,
and timely submission of encounter data for all services for which Contractor has
incurred any financial liability, whether directly or through subcontracts or other
arrangements. Encounter data shall include data elements specified in DHCS' latest
version of the Managed Care Plans, Encounter Data Element Dictionary and All Plan
Letters (APL) related to encounter data reporting for Medi-Cal Dental Managed Care
Plan contractors in the form and manner prescribed in 42 CFR § 438.818. The
contractor shall submit encounter data to the state in standardized Accredited Standards
Committee (ASC) X12N 837 and National Council for Prescription Drug Programs
(NCPDP) formats, and the ASC X12N 835 format as appropriate.

Contractor shall require subcontractors and non-contracting Providers to provide
encounter data to Contractor, which allows the Contractor to meet its administrative
functions and the requirements set forth in this section. Contractor shall have in place
mechanisms, including edits and reporting systems sufficient to assure encounter data is
complete, accurate, and certified by the CEO or CFO prior to submission to DHCS
according to Exhibit E, Section 12, Data Certifications. Contractor shall submit
encounter data to DHCS on a monthly basis in the form and manner specified in DHCS'
most recent Managed Care Plans, Data Element Dictionary.

Upon written notice by DHCS that the encounter data is insufficient or inaccurate,
Contractor shall ensure that corrected data is resubmitted within fifteen (15) calendar
days of receipt of DHCS' notice. Upon Contractor's written request, DHCS may provide
a written extension for submission of corrected encounter data to be captured in the
following month’s production run.

If encounter data is not submitted within fifteen (15) calendar days of receipt of DHCS’
notice and an approved extension was not attained, DHCS will notify the Contractor in
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writing of their violation of contract terms and reserves the right to suspend all new
enrollments.

MIS/Data Correspondence

Upon receipt of written notice by DHCS of any problems related to the submittal of data
to DHCS, or any changes or clarifications related to Contractor's MIS system, Contractor
shall submit to DHCS a corrective action plan with measurable benchmarks within thirty
(30) calendar days from the date of the postmark of DHCS' written notice to Contractor.
Within thirty (30) calendar days of DHCS' receipt of Contractor's corrective action plan,
DHCS shall approve the corrective action plan or request revisions. Within fifteen (15)
calendar days after receipt of a request for revisions to the corrective action plan,
Contractor shall submit a revised corrective action plan for DHCS approval.

Health Insurance Portability and Accountability Act of 1996 (HIPAA)

Contractor shall comply with Exhibit G, Health Insurance Portability and Accountability
Act of 1996 (HIPAA) requirements and all federal and State regulations promulgated
from HIPAA, as they become effective. The Contractor shall also comply with the
requirements of the DHCS’ Information Security Office Information Technology Project
Security Requirements 1 (SR1). (See Data Library for document)

Data Security and Backup

Contractor must submit a data security backup plan to include data disaster recovery
processes in the event of an MIS failure for DHCS approval. Contractor shall submit any
revisions, updates and/or changes in writing to DHCS for approval fifteen (15) calendar
days prior to implementing the proposed revision, update and/or change.
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EXHIBIT A, ATTACHMENT 5
QUALITY IMPROVEMENT SYSTEM

A General Requirement

1.

Contractor shall implement an effective Quality Improvement System (QIS) in
accordance with the standards in 28 CCR §1300.70. Contractor shall monitor,
evaluate, and take effective action to address any needed improvements in the
quality of care delivered by all providers rendering services on its behalf, in any
setting. Contractor shall be accountable for the quality of all covered services
regardless of the number of contracting and subcontracting layers between
Contractor and the provider. This provision does not create a cause of action against
the Contractor on behalf of a Medi-Cal beneficiary for malpractice committed by a
subcontractor.

In accordance with 42 CFR § 438.330, the Contractor shall establish and implement
an ongoing comprehensive quality assessment and performance improvement
program- which must include at least the following elements:

a. Quality Improvement Projects in accordance with Provision H of Exhibit A,
Attachment 5, including any required by DHCS or CMS that focus on both and
non-clinical areas.

b. Collection and submission of performance measurement data required by DHCS
or CMS in accordance with Exhibit A, Attachment 6, Performance Measures and
Benchmarks.

c. Mechanisms to detect both underutilization and overutilization of services.

d. Mechanisms to assess the quality and appropriateness of care furnished to
Members with special health care needs, as defined by the state, and further
specified in Exhibit A, Attachment 13.

B. Accountability

Contractor shall maintain a system of accountability which includes the participation of
the governing body of the Contractor’s organization, the designation of a quality
improvement committee with oversight and performance responsibility, the supervision
of activities by the dental director, and the inclusion of contracting dentists and
contracting providers in the process of QIS development and performance review.
Participation of non-contracting providers is at the Contractor’s discretion.
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C. Governing Body

Contractor shall implement and maintain policies that specify the responsibilities of the
governing body including at a minimum the following:

1. Approves the overall QIS and the annual report of the QIS.

2. Appoints an accountable entity or entities within Contractor’s organization to provide
oversight of the QIS.

3. Routinely receives written progress reports from the quality improvement committee
describing actions taken, progress in meeting QIS objectives, and improvements
made.

4. Directs the operational QIS to be modified on an ongoing basis, and tracks all review
findings for follow-up.

D. Quality Improvement Committee

Contractor shall implement and maintain a Quality Improvement Committee designated
by, and accountable to, the governing body; the committee shall be facilitated by the
dental director or a dentist designee. Contractor must ensure that subcontractors, who
are representative of the composition of the contracted provider network including but
not limited to subcontractors who provide health care services to seniors and persons
with disabilities or chronic conditions (such as asthma, diabetes, congestive heart
failure), actively participate on the committee.

The committee shall meet at least quarterly but as frequently as necessary to
demonstrate follow-up on all findings and required actions. The activities, findings,
recommendations, and actions of the committee shall be reported to the governing body
in writing on a scheduled basis.

Contractor shall maintain minutes of committee meetings and minutes shall be submitted
to DHCS quarterly. Contractor shall maintain a process to ensure rules of confidentiality
are maintained in quality improvement discussions as well as avoidance of conflict of
interest on the part of committee members.

E. Provider Participation

Contractor shall ensure that contracting dentists and other providers from the community
shall be involved as an integral part of the QIS. Contractor shall maintain and implement
appropriate procedures to keep contracting providers informed of the written QIS, its
activities, and outcomes.
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F.

G.

Delegation of Quality Improvement Activities

1.

Contractor is accountable for all quality improvement functions and responsibilities
(e.g. Utilization Management, Credentialing and Site Review) that are delegated to
subcontractors. If Contractor delegates quality improvement functions, Contractor
and delegated entity (subcontractor) shall include in their subcontract, at minimum:

a.

d.

Quality improvement responsibilities, and specific delegated functions and
activities of the Contractor and subcontractor.

Contractor’s oversight, monitoring, and evaluation processes and subcontractor’s
agreement to such processes.

Contractor’s reporting requirements and approval processes. The agreement
shall include subcontractor’s responsibility to report findings and actions taken as
a result of the quality improvement activities at least quarterly.

Contractor’s actions/remedies if subcontractor’s obligations are not met.

Contractor shall maintain a system to ensure accountability for delegated quality
improvement activities, that at a minimum:

a.

Evaluates subcontractor’s ability to perform the delegated activities including an
initial review to assure that the subcontractor has the administrative capacity,
task experience, and budgetary resources to fulfill its responsibilities.

Ensures subcontractor meets standards set forth by the Contractor and DHCS.

Includes the continuous monitoring, evaluation and approval of the delegated
functions.

Quality Improvement System (QIS) Manual

Contractor shall implement and maintain a QIS manual. The QIS manual shall be due to
DHCS for approval prior to commencement of the contract and any revisions, updates
and/or changes shall be submitted in writing to DHCS within fifteen (15) calendar days of
the change.

The QIS manual shall include the following:
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1. Organizational commitment to the delivery of quality dental services as evidenced by
goals and objectives which are approved by Contractor’s governing body and
periodically evaluated and updated.

2. Organizational chart showing the key staff and the committees and bodies
responsible for quality improvement activities including reporting relationships of QIS
committee(s) and staff within the Contractor’s organization.

3. Qualifications of staff responsible for quality improvement studies and activities,
including education, experience and training.

4. A description of the system for provider review of QIS findings, which at a minimum,
demonstrates provider and other appropriate professional involvement and includes
provisions for providing feedback to staff and providers, regarding QIS study
outcomes.

5. Therole, structure, and function of the quality improvement committee.

6. The processes and procedures designed to ensure that all medically necessary
dental covered services are available and accessible to all Members regardless of
race, color, national origin, creed, ancestry, religion, language, age, gender, marital
status, sexual orientation, health status, or disability, and that all covered services
are provided in a culturally and linguistically appropriate manner.

7. A description of the mechanisms used to continuously review, evaluate, and improve
access to and availability of services, including detection of both underutilization and
overutilization. The description shall include methods to ensure that Members are
able to obtain appointments within established standards. (See Exhibit A,
Attachment 11, Access and Availability, Provision B, Access Requirements,
Subprovision 2.)

8. Description of the quality of dental services provided, including, but not limited to,
preventive services for children and adults, specialty services, and emergency
services.

9. Description of the activities designed to assure the provision of case management,
coordination and continuity of care services.

10. A description of the process used to track dental and medical referrals from initiation

of the referral to the completion.

H. Quality Improvement Projects (QIPs)
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1. For this Contract, Contractor is required to conduct or participate in two (2) Quality
Improvement Projects (QIPs) per year approved by DHCS. Each QIP must be
designed to achieve significant improvement, sustained over time, in health
outcomes and Member satisfaction.

a. One (1) QIP must be either an Internal Quality Improvement Project (IQIP) or a
Small Group Collaborative (SGC) facilitated by a dental plan or DHCS. The SGC
must include a minimum of two (2) DHCS dental plan contractors and must use
standardized measures and clinical practice guidelines.

Additionally, all contracting health plans participating in a SGC must agree to the
same goal, timelines for development, implementation, and measurement.
Contracting health plans participating in a SGC must also agree on the nature of
contracting health plan commitment of staff and other resources to the
collaborative project.

b. One (1) QIP must be a DHCS established and facilitated Statewide Collaborative
beginning after start of operations.

c. Ifthis Contract covers multiple counties, Contractor must include all counties in a
QIP unless otherwise approved by DHCS.

d. Contractor shall comply with the initial All Plan Letter to be distributed thirty (30)
days after contract effective date as well as any subsequent updates, and shall
use the QIP reporting format designated therein to request approval of proposed
QIPs from DHCS and report at least quarterly to DHCS on the status of each
QIP. The required documentation for QIP proposals and for QIP status reports
shall include but is not limited to:

1) In-depth qualitative and quantitative analysis of barriers and results.

2) Evidence-based interventions and best practices, when available, and
system wide intervention, when appropriate.

3) Interventions that address health disparities.
4) Measurement of performance using objective quality indicators.

5) Implementation of interventions to achieve improvement in the access to and
quality of care.

6) Evaluation of the effectiveness of the interventions based on the performance
measures in Exhibit A, Attachment 6 Performance Measures and
Benchmarks.
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7) Planning and initiation of strategies for sustaining or increasing improvement
beyond the duration of the QIP.

I Quality Improvement Annual Report

Contractor shall develop an annual quality improvement report for submission to DHCS
on an annual basis due no later than thirty (30) calendar days after the beginning of the
calendar year.

The annual report shall include:

1. A comprehensive assessment of the quality improvement activities undertaken and
an evaluation of areas of success and needed improvements in services rendered
within the quality improvement program, including but not limited to, the collection of
aggregate data on utilization; the review of quality of services rendered; the results of
the Performance Measures; and, outcomes/findings from Quality Improvement
Projects (QIPs), consumer satisfaction surveys and collaborative initiatives.

2. Copies of all final reports of any non-governmental accrediting agencies relevant to
the Contractor’s Medi-Cal line of business, including accreditation status and any
deficiencies noted. Include the corrective action plan developed to address noted
deficiencies.

3. An assessment of subcontractor’s performance of delegated quality improvement
activities.

J. External Quality Review Requirements

At least annually, or as designated by DHCS, the Contractor shall arrange for an external
quality of care review of the Contractor by an entity qualified to conduct such reviews.
Contractor shall submit the selected External Quality Review Organization (EQRO) thirty
(30) days after contract effective date to be approved by DHCS. Contractor shall be
responsible for payment of the EQRO.

1. Performance Measure Audit

The performance measures consist of a set of DHCS developed measures for
evaluation of dental plan performance.

a. On an annual basis, Contractor shall submit to an on-site audit to assess the
Contractor’s information and reporting systems, as well as the Contractor’s
methodologies for calculating performance measure rates.
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b. Contractor shall calculate and report all performance measures at the county
level for audit by the EQRO.

c. Contractor shall provide DHCS with a copy of the audit report no later than
December 15 or such date as established by DHCS.

d. Contractor shall meet or exceed the DHCS established benchmark for each
performance measure.

2. Consumer Satisfaction Survey

At intervals determined by DHCS, the EQRO will conduct one (1) consumer
satisfaction survey per year. The survey of Member satisfaction with plan and
providers shall be the same dental version of the Consumer Assessment of
Healthcare Providers and Systems (CAHPS) survey as used by the Healthy Families
Program. The survey shall include a representative sample of Members enrolled in
Contractor’s plan in each county, as determined by the technical specifications of the
survey instrument chosen by DHCS. If requested, Contractor shall provide
appropriate data to the EQRO to facilitate this survey.

3. Network Adequacy Standards

In accordance with 42 CFR § 438.68, on an annual basis, the EQRO shall validate
the Contractor’s compliance with the provider network adequacy standards as set
forth in Exhibit A, Attachment 1, Provider Network, Provision F.

K. Site Review
1. General Requirement

Contractor shall conduct site reviews on all Primary Care Dentist and specialist
service sites.

2. Pre-Operational Site Reviews

The number of site reviews to be completed prior to initiating plan operation in a
service area shall be based upon the total number of new primary dental care and
specialist sites in the provider network. For more than thirty (30) sites in the provider
network, a five (5) percent sample size or a minimum of thirty (30) sites, whichever is
greater in number, shall be reviewed six (6) weeks prior to plan operation. Reviews
shall be completed on all remaining sites within six (6) months of plan operation. For
thirty (30) or fewer sites, reviews shall be completed on all sites six (6) weeks prior to
plan operation.

3. Credentialing Site Review
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A site review is required as part of the credentialing process when both the facility
and the provider are added to the Contractor’s provider network. If a provider is
added to Contractor’s provider network, and the provider site has a current passing
site review survey score, a site survey need not be repeated for provider
credentialing or revalidation.

4. Provider Monitoring

Contractor shall monitor its Providers using Quality Improvement thresholds
established by DHCS. The quality indicators to be monitored are as follows, but not
limited to:

a. Service site audit findings based on Exhibit A, Attachment 11, Access and
Availability, Provision B, Access Requirements, Subprovision 2.

b. Dental Record (chart) audit findings based on Exhibit A, Attachment 5, Quality
Improvement System, Provision M, Dental Records, Subprovision 4.

c. Utilization Review of Encounter Data based on Encounter Data Submittal
requirements in Exhibit A, Attachment 4, Management Information System,
Provision B, Encounter Data Submittal and performance measures in Exhibit A,
Attachment 6.

DHCS reserves the right to modify or add additional quality indicators through an All
Plan Letter.

Contractor shall review, on a quarterly basis, a minimum of five (5) active providers
from their network for compliance with the quality indicators. Contractor shall submit
a Provider Monitoring Report, in a format specified by DHCS in Exhibit A,
Attachment 20, Deliverable Templates for each Provider reviewed for the quality
indicators and any others required through an APL. The report shall detail the quality
indicators that each Provider did not meet and describe the Contractor’s plan to
remediate the deficiency. This report shall include a narrative summary of all Quality
Improvement System actions relating to Providers and shall be submitted quarterly
to DHCS. The report is due to DHCS within thirty (30) calendar days following the
quarter.

If DHCS acquires any negative information regarding a provider subcontracted with
the Contractor, the Contractor may be required to conduct a review or audit of that
provider.

5. Continuing Oversight
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Contractor shall retain accountability for all site review activities whether carried out
by the Contractor, completed by other Medi-Cal Dental Managed Care contractors or
delegated to other entities.

Credentialing and Revalidation

Contractor shall develop, and maintain uniform written policies and procedures that
include initial credentialing, revalidation, recertification, and reappointment of dentists
including Primary Care Dentists and specialists in accordance with Dental Managed
Care All Plan Letter executed at contract effective date and 42 CFR 438.214(b).
Contractor shall ensure those policies and procedures are reviewed and approved by
the governing body, or designee. Contractor shall ensure that the responsibility for
recommendations regarding credentialing decisions will rest with a credentialing
committee or other peer review body. Contractor shall submit to DHCS the policies and
procedures for initial credentialing, revalidation, recertification, and reappointment of
dentists including Primary Care Dentists, specialists and non-dentist practitioners thirty
(30) days after contract effective date for review and approval. Any revisions, updates
and/or changes shall be submitted in writing to DHCS within fifteen (15) calendar days of
the change.

1. Standards

All providers that deliver covered services and have signed contracts or participation
agreements with Contractor, must be qualified in accordance with current applicable
legal, professional, and technical standards and appropriately licensed, certified or
registered. All providers must have good standing in the Medicare and
Medicaid/Medi-Cal programs and must have a valid National Provider Identifier (NPI)
number. Providers that have been terminated from either Medicare or
Medicaid/Medi-Cal cannot participate in Contractor’s provider network.

2. Delegated Credentialing

Contractor may delegate credentialing and revalidating activities. If Contractor
delegates these activities, Contractor shall comply with Provision F, Delegation of
Quality Improvement Activities above.

3. Credentialing Provider organization Certification
Contractor and their subcontractors may obtain credentialing provider organization
certification (POC) from the National Committee for Quality Assurance (NCQA).
Contractor may accept evidence of NCQA POC certification in lieu of a monitoring

visit at delegated provider organizations.

4. Disciplinary Actions
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Contractor shall implement and maintain a system for the reporting of serious quality
deficiencies that result in suspension or termination of a provider to DHCS and the
appropriate authorities. Contractor shall implement and maintain policies and
procedures for disciplinary actions including, reducing, suspending, or terminating a
provider’s privileges. Contractor shall implement and maintain a provider appeal
process. All policies and procedures shall be submitted and approved by DHCS
thirty (30) days prior to operations.

5. Medi-Cal and Medicare Provider Status

The Contractor will verify that their subcontracted providers have not been
terminated as Medi-Cal or Medicare providers or have not been placed on the
Suspended and Ineligible Provider list (www.Medi-Cal.ca.gov). Terminated
providers in either Medicare or Medi-Cal/Medicaid or on the Suspended and
Ineligible Provider list cannot participate in the Contractor’s provider network.

6. Health Plan Accreditation

a. The Contractor shall inform the State whether it has been accredited by a private
independent accrediting entity.

b. The Contractor must authorize the private independent accrediting entity to
provide the State a copy of its most recent accreditation review, including:

1) Accreditation status, survey type, and level (as applicable);

2) Accreditation results, including recommended actions or improvements,
corrective action plans, and summaries of finding;

3) Expiration date of the accreditation.

If Contractor has received a rating of “Excellent”, “Commendable”, or
“Accredited’ from NCQA, the Contractor shall be “deemed” to meet this
DHCS requirements for credentialing and will be exempt from the DHCS
review audit of credentialing.

Credentialing certification from other private credentialing organizations will
be reviewed by DHCS on an individual basis to determine whether the
Contractor shall be “deemed” to meet DHCS requirements for credentialing.

7. Credentialing of Other Non-Dentist Practitioners

Contractor shall develop and maintain policies and procedures that ensure that the
credentials of non-dentists have been verified in accordance with State requirements
applicable to the provider category.
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8. Changes to Credentialing and Revalidation Policies

Future policy changes regarding credentialing and revalidation may be issued
through an All Plan Letter. Contractor must make amendments to its policies and
procedures in accordance to the policy change(s).

M. Dental Records

3.

General Requirement

Contractor shall ensure that appropriate dental records for Members, pursuant to 28
CCR 1300.80(b)(4) and 42 USC 1396a(w), shall be available to providers at each
encounter in accordance with 28 CCR 1300.67.1(c).

Dental Records

Contractor shall develop, implement and maintain written procedures pertaining to
any form of dental records:

a. For storage and filing of medical records including: collection, processing,
maintenance, storage, retrieval identification, and distribution in accordance with
federal and State laws.

b. To ensure that dental records are protected and confidential in accordance with
all federal and State laws.

c. Forthe release of information and obtaining consent for treatment.

d. To ensure maintenance of dental records in a legible, current, detailed, organized
and comprehensive manner (records may be electronic or paper copy).

On-Site Dental Records

Contractor shall ensure that an individual is delegated the responsibility of securing
and maintaining dental records at each site.

Member Dental Record

Contractor shall ensure that a complete dental record is maintained for each Member
that reflects all aspects of patient care, including ancillary services, and at a
minimum includes:

a. Member identification on each page; personal/biographical data in the record.

Page 11 of 12



Medi-Cal Dental Program Exhibit A, Attachment 5
Quality Improvement System

b. Member’s preferred language (if other than English) prominently noted in the
record, as well as the request or refusal of language/interpretation services.

c. All entries dated and author identified; for Member visits, the entries shall include
at a minimum, the subjective complaints, the objective findings, and the diagnosis
and treatment plan.

d. A complete record of all services rendered.

e. A complete medical and dental history, including prominent notation in the record
of allergies and adverse reactions. The medical history is to be updated at every
visit, with a notation to that effect in the record.

f.  Allinformed consent documentation.
5. Allemergency care provided by the contracted provider or non-contracting provider.
6. Consultations, referrals (dental and medical), specialists’ reports.
7. Oral health instruction.
8. Record Maintenance

Unless a different period of time is otherwise required by law, Contractor shall
maintain or cause to be maintained all records necessary to verify information and
reports required by statute, regulation or contractual obligation for five (5) years from
the date of submission of the information or reports. Such records include, but are
not limited to, working papers used in the preparation of reports to DHCS, financial
documents, medical or dental records, and prescription files.

N. Evaluation of Contractor Compliance/Corrective Action Plan (CAP)

DHCS will evaluate Contractor’s overall compliance with contract requirements monthly.
Contractor shall ensure that a corrective action plan is developed to correct cited
deficiencies and that corrections are completed and verified within the established
guidelines as specified in the dental managed care All Plan Letter to be executed at
contract effective date. If Contractor fails to correct cited deficiencies as specified in the
All Plan Letter, then the DHCS reserves the right to halt all new enroliment to the plan
until such time as the deficiencies have been corrected and approved by the
Department.
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EXHIBIT A, ATTACHMENT 6
PERFORMANCE MEASURES AND BENCHMARKS

A Determination of Performance

DHCS has established performance measures for evaluation of dental health plan
performance. These performance measures will be used to monitor plan utilization and
services of Members. Contractor’s utilization performance will be evaluated based upon
eleven (11) separate measures. DHCS will assign the point values indicated in Column
C in the tables below to the annual utilization rates achieved on each measure and each
age group within each measure. The point values will be totaled and a portion of the
withheld ten (10) percent of the monthly Capitation Payment will be paid to the
Contractor according to the following schedule:

Total Points | Portion of 10%
Withhold Paid
to Contractor

0-150 0%
155-270 25%
275-390 50%
395-410 75%
415-570 100%

B. Bonus Payment

DHCS will award Contractor a bonus payment of up to five (5) percent of the monthly
Capitation Payment for exceptional performance on the selected utilization measures
and age groups indicated in Column D in the tables below, according to the following

schedule:
Total Points Portion of 5%
Bonus Paid to
Contractor
0-100 0%
120-180 25%
200-280 50%
300-380 75%
400-480 100%
C. Performance Measures

1. The eleven (11) performance measures are as follows:
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a. Annual Dental Visits — Percentage of Members who had at least one (1) dental
visit during the measurement year.

Calculation

Numerator: Number of Members enrolled in the same plan during the
measurement year for at least ninety (90) continuous days who received any
dental procedure (D0100-D9999) during that period.

Denominator: Number of Members enrolled in the same plan during the
measurement year for at least ninety (90) continuous days.

Benchmarks
A B C D
Points for Bonus if
Benchmark | Points if Meet Exceed BM by > 5
Age Group (BM) or Exceed BM Percentage Points
0-3 30.3 10 20
4-5 66.6 10 20
6-8 64.1 5
9-11 61.4 5
12-14 54.9 5
15-18 48.6 5
19-20 33.7 5
2-18 56.5 5

b. Continuity of Care — percentage of Members continuously enrolled in the same
plan for two (2) years with no gap in coverage who received a comprehensive
oral evaluation or a prophylaxis in both the year prior to the measurement year
and in the measurement year.

Calculation

Numerator: Number of Members in the denominator who also received a
comprehensive or periodic oral evaluation (D0120, D0150) or a prophylaxis
(D1110, D1120) in the measurement year.

Denominator: Number of Members continuously enrolled in the same plan for two
(2) years with no gap in coverage who received a comprehensive oral evaluation
(D0120, D0150) or a prophylaxis (D1110, D1120) in the year prior to the
measurement year.

Benchmarks
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A B C D
Points for Bonus
if Exceed BM by
Points if Meet or > 5 Percentage
Age Group Benchmark (BM) Exceed BM Points
0-3 69.6 10 20
4-5 71.4 10 20
6-8 68.1 5
9-11 65.9 5
12-14 62.3 5
15-18 59.6 5
19-20 52.8 5
0-18 65.2 5

c. Use of Preventive Services — percentage of Members who received any
preventive dental service during the past year.

Calculation

Numerator: Number of Members enrolled in the same plan during the
measurement year for at least ninety (90) continuous days who received any
preventive dental service (D1000-D1999) in the measurement year.

Denominator: Number of Members enrolled in the same plan during the
measurement year for at least ninety (90) continuous days.

Benchmarks
A B C D
Points for Bonus
if Exceed BM by
Points if Meet or > 5 Percentage
Age Group Benchmark (BM) Exceed BM Points
0-3 22.3 10 20
4-5 55.4 10 20
6-8 55.2 5
9-11 52.6 5
12-14 47.0 5
15-18 38.9 5
19-20 249 5
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| 0-18 | 435 | 5 | |

d. Use of Sealants — percentage of Members ages six (6) through nine (9) and ten
(10) through fourteen (14) enrolled in the same plan during the measurement
year for at least ninety (90) continuous days who received a dental sealant on at
least one (1) permanent molar tooth.

Calculation

Numerator: 1) Number of Members ages six (6) through nine (9) enrolled in the
same plan during the measurement year for at least (90) continuous days who
received a dental sealant (D1351) on a permanent first molar (Tooth Number = 3,
14, 19, 30), and 2) Number of Members ages ten (10) through fourteen (14)
enrolled in the same plan during the measurement year for at least (90)
continuous days who received a dental sealant (D1351) on a permanent second
molar (Tooth Number =2, 15, 18, 31), respectively.

Denominator: Number of Members ages six (6) through nine (9) and ten (10)
through fourteen (14), respectively, enrolled in the same plan during the
measurement year for at least (90) continuous days.

Benchmarks

A B C D
Points for Bonus
if Exceed BM by
Points if Meet or > 5 Percentage

Age Group Benchmark (BM) Exceed BM Points
6-9 19.2 5 10
10-14 14.2 5 10

e. Sealant to Restoration Ratio (Surfaces) — The ratio of occlusal surfaces of
permanent first and second molars receiving dental sealant to those receiving
restoration among Members ages six (6) through nine (9) and ten (10) through
fourteen (14) enrolled in the same plan during the measurement year for at least
(90) continuous days.

Calculation

Numerator: Number of occlusal surfaces of permanent first molars (Tooth
Number = 3, 14, 19, 30) in six (6) through nine (9) and ten (10) through fourteen
(14) year-olds and of permanent second molars (Tooth Number = 2, 15, 18, 31)
in ten (10) through fourteen (14) year-olds receiving dental sealant (D1351)

Page 4 of 10



Medi-Cal Dental Program
Exhibit A, Attachment 6
Performance Measures and Benchmarks

among Members in those age groups enrolled in the same plan during the
measurement year for at least (90) continuous days.

Denominator: Number of occlusal surfaces of permanent first molars (Tooth
Number = 3, 14, 19, 30) in six (6) through nine (9) and ten (10) through fourteen
(14) year-olds and of permanent second molars (Tooth Number = 2, 15, 18, 31)
in ten (10) through fourteen (14) year-olds receiving a restoration (D2000-
D2999) among Members in those age groups enrolled in the same plan during
the measurement year for at least (90) continuous days.

Benchmarks

A B C D
Points for Bonus
if Exceed BM by
Points if Meet or > 5 Percentage

Age Group Benchmark (BM) Exceed BM Points
6-9 3.57 5 10
10-14 1.74 5 10

f. Treatment/Prevention of Caries — percentage of Members who received either
treatment for caries or a caries-preventive procedure during the past year.

Calculation

Numerator: Number of Members enrolled in the same plan during the
measurement year for at least (90) continuous days who received a treatment for
caries (D2000-D2999) or a caries-preventive procedure (D1203-D1206, D1310,
D1330, D1351) during the past year.

Denominator: Number of Members enrolled in the same plan during the
measurement year for at least (90) continuous days.

Benchmarks
A B C D
Points for Bonus
if Exceed BM by
Points if Meet or > 5 Percentage
Age Group Benchmark (BM) Exceed BM Points
0-3 10.0 10 20
4-5 33.1 10 20
6-8 40.7 5
9-11 36.1 5
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12-14 34.0 5
15-18 27.8 5
19-20 17.5 5
0-18 28.2 5

g. Exams/Oral Health Evaluations - The percentage of Members who received a
comprehensive or periodic oral health evaluation or, for Members under three (3)
years of age, who received an oral evaluation and counseling with the primary
care giver, during the past year.

Calculation

Numerator: Number of Members enrolled in the same plan during the
measurement year for at least (90) continuous days who received a
comprehensive or periodic exam (D0120 or D0150) or, for Members under three
(3) years of age, who received an oral evaluation and counseling with the
primary caregiver (D0145), during the past year.

Denominator: Number of Members enrolled in the same plan during the
measurement year for at least (90) continuous days.

Benchmarks
A B C D
Points for Bonus
if Exceed BM by
Points if Meet or > 5 Percentage
Age Group Benchmark (BM) Exceed BM Points
0-3 23.9 10 20
4-5 56.7 10 20
6-8 55.5 5
9-11 53.0 5
12-14 47.5 5
15-18 40.6 5
19-20 27.8 5
0-18 445 5

h. Overall Utilization of Dental Services — percentage of Members continuously
enrolled for one (1), two (2), and three (3) years who received any dental service
during those periods

Calculation
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Numerator: Number of Members continuously enrolled in the same plan for one
(1), two (2), and three (3) years with no break in eligibility who received any
dental service (D0100-D9999) during those periods.

Denominator: Number of Members continuously enrolled in the same plan for
one (1), two (2), and three (3) years, respectively.

Note: For plans enrolling new Members beginning in 2012, this measure will not
come into play for those Members until the end of the first full year, although it
can still be applied for existing Members who have remained in a plan for the
requisite number of years.

Benchmarks
A B C D
Sonchmark(@M) | g Pomelor
oints if Meet BMby > 5
Age Group Yr1 Yr2 Yr3 or Exceed BM
Percentage
Points
0-3 314 47.6 62.7 10 20
4-5 66.9 79.4 83.5 10 20
6-8 64.7 79.2 854 5
9-11 61.4 774 85.0 5
12-14 55.3 71.8 80.5 5
15-18 48.1 64.0 72.5 5
19-20 34.3 50.1 59.7 5
0-18 53.1 70.9 81.2 5

i. Usual Source of Care -- Percentage of Members who received any dental service
each year for two (2) consecutive years

Calculation

Numerator: Number of Members continuously enrolled in the same plan for two
(2) consecutive years who received at least one (1) dental service in each of
those years.

Denominator: Number of Members continuously enrolled in the same plan for two
(2) consecutive years
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Benchmarks
A B C D
Points for Bonus
if Exceed BM by
> 5 Percentage
Benchmark (BM) Points if Meet or Points
Exceed BM

0-3 11.8% 10 20

4-5 38.0% 10 20

6-8 45.9% 5

9-11 42.0% 5

12-14 36.5% 5

15-18 31.2% 5

19-20 22.3% 5

0-18 34.1% 5

j- Use of Dental Treatment Services — Percentage of Members who received any
dental treatment service during the past year.

Calculation

Numerator: Number of Members enrolled in the same plan during the measurement year
for at least (90) continuous days who received any dental treatment service (D2000-
D9999) in the measurement year.

Denominator: Number of Members enrolled in the same plan during the measurement
year for at least (90) continuous days.

Benchmarks
A B C D
Points for Bonus
if Exceed BM by
> 5 Percentage
Benchmark (BM) | Points if Meet or Points
Exceed BM
0-3 9.0% 10 20
4-5 33.1% 10 20
6-8 38.4% 5
9-11 34.3% 5
12-14 29.3% 5
15-18 28.1% 5
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19-20 21.3% 5
0-18 27.3% 5
k. Preventive Services to Fillings — Percentage of Members who received one (1) or

more fillings in the measurement year who also received preventive services
(topical fluoride application, sealant, preventive resin restoration, education) in
the measurement year.

Calculation

Numerator: Number of Members enrolled in the same plan during the
measurement year for at least (90) continuous days who received one (1) or
more fillings (D200-D2999) in the measurement year and who also received one
(1) or more topical fluoride applications (D1203, D1204 or D1206), dental
sealants (D1351), preventive resin restorations (D1352) or education to prevent
caries (D1310 or D1330) in the measurement year.

Denominator: Number of Members enrolled in the same plan during the
measurement year for at least (90) continuous days, who received one (1) or
more fillings (D2000-D2999) in the measurement year.

Benchmarks
A B C D
Points for Bonus
if Exceed BM by
> 5 Percentage
Benchmark (BM) | Points if Meet or Points
Exceed BM
0-3 71.7% 10 20
4-5 66.6% 10 20
6-8 72.0% 5
9-11 71.2% 5
12-14 62.0% 5
15-18 41.2% 5
19-20 25.8% 5
0-18 62.3% 5

2. Contractors will submit all the necessary encounter data to capture the eleven (11)
measures. The data must be submitted within six (6) months of the date of service.

3. DHCS will monitor the performance measures on a monthly basis. Contractor will be
notified if DHCS identifies a problem with the Contractor’s performance or feels that
the Contractor is in jeopardy of not achieving the benchmark at their annual review.
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B. Performance Measures and Benchmarks

Each performance measure will have approved DHCS benchmarks. These performance
measures and benchmarks will be reevaluated each year. DHCS will notify Contractor
at the beginning of each measurement year of the new required performance measures
and benchmarks. Contractor shall meet or exceed the benchmark for each measure
and/or any other performance measure established by DHCS.

C. Online Posting of Utilization Data

Upon completion of DHCS’ annual e valuation of performance measures, DHCS will
publish all results of the Contractor’s performance on the Denti-Cal website
(www.dentical.ca.gov).
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EXHIBIT A, ATTACHMENT 7
UTILIZATION MANAGEMENT

Utilization Management (UM) Program

Contractor shall develop, implement, and continuously update and improve, a UM
program that ensures appropriate processes are used to review and approve the
provision of medically necessary dental covered services as identified in the Medi-Cal
Dental Manual of Criteria. Contractor is responsible to ensure that the UM program
includes:

1.

2.

Qualified staff responsible for the UM program.

The separation of dental care decisions from fiscal and administrative management
to assure dental care decisions will not be unduly influenced by fiscal and
administrative management.

Allowances for a second opinion from a qualified dental professional at no cost to the
Member.

Established criteria for approving, modifying, deferring, or denying requested
services. Contractor shall utilize evaluation criteria and standards to approve,
modify, defer, or deny services. Contractor shall document the manner in which
providers are involved in the development and or adoption of specific criteria used by
the Contractor.

Communications to dental providers of the procedures and services that require prior
authorization and ensure that all contracting dental providers are aware of the
procedures and timeframes necessary to obtain prior authorization for these
services.

An established specialty referral system to track and monitor referrals requiring prior
authorization through the Contractor. The system shall include authorized, denied,
deferred, or modified referrals, and the timeliness of the referrals.

Contractor shall ensure that all contracted dental providers and non-contracting
specialty providers are informed of the prior authorization and referral process at the
time of referral.

The integration of UM activities into the Quality Improvement System (QIS), including
a process to integrate reports on review of the number and types of grievances and
appeals, denials, deferrals, and modifications to the appropriate QIS staff.

Procedures for continuously reviewing the performance of dental care personnel, the
utilization of services and facilities, and cost.
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These activities shall be done in accordance with Health and Safety Code Section
1367.1 and 28 CCR 1300.70(a)(3) and (c).

In accordance with 42 CFR 438.210(e), and consistent with 42 CFR 438.3(i) and 42
CFR 422.208, compensation to individuals or entities that conduct utilization
management activities is not structured so as to provide incentives for the individual
or entity to deny, limit, or discontinue medically necessary services to any Member.

Authorization and Review Procedures

Contractor shall ensure that its procedures for processing prior authorization, continuing,
and retrospective requests for services are in accordance with the Medi-Cal Dental policy
and procedures as described in the Medi-Cal Dental Manual of Criteria, and Health and
Safety Code Section 1367.01(h). The following minimum requirements must be met:

1.

Qualified dental professionals supervise review decisions, and a qualified dentist will
review all denials.

There is a set of written criteria or guidelines for Utilization Review that is based on
the dental standard of care, is consistently applied, regularly reviewed, and updated.

Reasons for decisions are clearly documented.

Notification to Members regarding denied, deferred or modified referrals is made as
specified in Exhibit A, Attachment 14, Member Services. There shall be a well-
publicized grievances and appeals procedures for both providers and Members.

Decisions and appeals concerning adverse benefit determinations and grievances,
are made in a timely manner and are not unduly delayed for dental conditions
requiring time sensitive services, in accordance with Attachment 15.

Prior Authorization requirements shall not be applied to emergency services.

Records, including any Notice of Action, shall meet the retention requirements
described in Exhibit E, Additional Provisions, Provision 20, Audit.

The requesting provider is notified of any decision to deny, approve, modify, or delay
a service authorization request, or to authorize a service in an amount, duration, or
scope that is less than requested. Notification must always be sent to the provider in
writing. Verbal notice may also be given to the provider, but must be followed up by
the written notification. Contractor and its subcontractors must consult with the
requesting provider for medical services when appropriate.

Upon request, Contractor shall provide a list of all services requiring prior authorizations.
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C. Timeframes for Dental Authorization

1. Emergency Care: No prior authorization required, following the reasonable person
standard to determine that the presenting complaint might be an emergency.
Emergency care must be readily available and accessible within the service area
twenty-four (24) hours a day, seven (7) days a week.

2. Routine authorizations: Within five (5) business days from the receipt of the
information that is reasonably necessary to render a decision (these are requests for
specialty service, cost control purposes, out-of-network services not otherwise
exempt from prior authorization) in accordance with Health and Safety Code Section
1367.01(h)(1), or any future amendments thereto, but, no longer than 14 calendar
days from the receipt of the request. The decision may be deferred and the time limit
extended an additional 14 calendar days only where the Member or the Member’s
provider requests an extension, or the Contractor can provide justification upon
request by the State for the need for additional information and how it is in the
Member’s interest. Any decision delayed beyond the time limits is considered a
denial and must be immediately processed as such. If Contractor extends the
timeframe for providing a Notice of Adverse Benefit Determination for standard
authorizations decisions beyond 14 days, Contractor must give the member written
notice of the reason for the extension and inform the member of their right to file a
grievance if he or she disagrees with the decision. If Contractor extends the 14
calendar day notice of adverse benefit determination timeframe for standard
authorization decisions that deny or limit services, it must issue and carry out its
determination as expeditiously as the enrollee's health condition requires and no
later than the date the extension expires.

3. Expedited authorizations: In accordance with 42 CFR 438.210(d), for requests in
which a provider indicates, or the Contractor determines that, following the standard
timeframe could seriously jeopardize the Member’s life or health or ability to attain,
maintain, or regain maximum function, the Contractor must make an expedited
authorization decision and provide notice as expeditiously as the Member’s health
condition requires and no later than 72 hours after receipt of the request for services.
The Contractor may extend the 72 hour time period by up to 14 calendar days if the
Member requests an extension, or if the Contractor justifies, to the DHCS upon
request, a need for additional information and how the extension is in the Member’s
interest. Any decision delayed beyond the time limits is considered a denial and
must be immediately processed as such.

4. Contractor shall give member notice when service authorization decisions are not
reached within the applicable timeframes for either standard or expedited service
authorizations on the date that the applicable timeframes expire.

D. Review of Utilization Data

Contractor shall include within the UM program mechanisms to detect both under- and
over-utilization of dental services. Contractor shall suspend all new enrollments for a
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provider who does not meet the thresholds of utilization. Reinstatement of enroliment
may proceed once thresholds are met. Contractor’s internal reporting mechanisms used
to detect Member utilization patterns shall be reported to DHCS no later than thirty (30)
calendar days after the beginning of each calendar year.

Contractor shall submit self-reported monthly utilization data by Primary Care Dentist
service site as determined by DHCS in an All Plan Letter. The report shall be submitted
thirty (30) calendar days after the end of each reporting month.

Delegating UM Activities

Contractor may delegate UM activities. If Contractor delegates these activities,
Contractor shall comply with Exhibit A, Attachment 5, Quality Improvement System,
Provision F, Delegation of Quality Improvement Activities.
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EXHIBIT A, ATTACHMENT 8
PROVIDER NETWORK

A Network Capacity
Contractor shall submit a complete provider network including provider compensation
agreements to DHCS for approval thirty (30) days after contract effective date that is
adequate to provide required covered services for Members in the service area.
Contractor will increase the capacity of the network as necessary to accommodate
enrollment growth.
B. Provider to Member Ratios
1. Contractor shall be in accordance with 28 CCR 1300.67.2 Accessibility of Services,
and submit the methodology used to monitor Member ratio to DHCS for approval
prior to the commencement of the Operations Period.
2. Contractor shall assess each Primary Care Dentist’s enroliment capacity. Enroliment
capacity shall be assessed by Contractor using factors including, but not limited to:
a. Appointment availability.
b. Use of professional and ancillary dental personnel including, but not limited to,
Registered Dental Assistants and Registered Dental Hygienists.
c. Specific “office efficiencies” including, but not limited to, the number of available
operators and extended office hours;
d. Existing number of Members;
e. Existing number of active (non-Member) patients; and
f. Fulltime equivalent dentists, hygienists, and dental assistants devoted to clinical
activities.
C. Emergency Services

Contractor shall ensure that a Member with an emergency dental condition will be seen
immediately and emergency services shall be available and accessible within the
service area on a 24-hours-a-day, 7-days-a-week basis.

D. Specialists
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Contractor shall provide accessibility to required specialists who are certified or eligible
for certification by the appropriate specialty board, through contracting or referral.
Contractor shall maintain adequate numbers and types of specialists within their network
to accommodate the need for specialty care. Contractor shall provide a record/tracking
mechanism for each authorized, denied, or modified referral. In addition, Contractor
shall offer second opinions by specialists to any Member upon request.

Contractor shall actively conduct outreach activities to subcontract with Pediatric
Dentists in the service area, including specific attempts to recruit them as Primary Care
Dentists and include them as part of the Contractor’s provider network. The Contractor
must submit a quarterly detailed written report to DHCS highlighting the activities
associated with active recruitment. This report shall be submitted to DHCS within fifteen
(15) days following the end of the quarter.

E. Time and Distance Standard

Contractor shall adhere to, in all zip codes within the service area, all applicable time
and distance standards for Primary Care Dentists developed by the Department,
including those set forth in Welfare and Institutions Code Section 14197.

If Contractor is unable to meet the time (30 minutes) and distance (10 miles) standard
for any zip code within the service area, Contractor shall submit a request for alternative
access standards in the format and manner specified by DHCS on no less than on an
annual basis. Contractor shall include a description of the reasons justifying the need for
the alternative access standard. A request for alternative access standards shall be
approved or denied by DHCS within 90 calendar days of the request.

F. Adequate Facilities and Personnel

Contractor shall demonstrate the continuous availability and accessibility of adequate
numbers of service locations, and professional and ancillary dental personnel to provide
covered services. Adequate facilities and personnel shall be sufficient in number, mix,
and geographic distribution to meet the needs of the anticipated number of Members in
the service area, and as prescribed in federal and state law.

G. Changes to Provider Network Report

Contractor shall submit to DHCS monthly in a format specified by DHCS in Exhibit A,
Attachment 19, Deliverable Template, a report identifying deletions and additions in the
provider network.

1. The report shall identify provider deletions and additions and the resulting impact to:

a. Geographic access for the Members.
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2.

b. Cultural and linguistic services including provider and provider staff language
capability.

c. The number of Members assigned to each Primary Care Dentist.
d. The network providers who are not accepting new patients.

Contractor shall submit the report within fifteen (15) calendar days following the end

of the month.

H. Plan Provider Network

Contractor shall submit to DHCS biannually or upon DHCS' request, in a format specified
in Exhibit A, Attachment 19, Deliverable Template a report containing the names of all
direct subcontracting providers, specialists and provider groups including FQHCs and
RHCs. The report must be sorted by subcontractor type, indicating the county or
counties in which Members are served. In addition, the report should also indicate
where relationships or affiliations exist between direct and indirect subcontractors. The
report shall be submitted monthly, no later than fifteen (15) calendar days following the
end of the reporting month or within ten (10) calendar days of DHCS’ written request.

Regarding the Contractor’s provider network responsibilities, the Contractor shall:

1.

Maintain and monitor a network of appropriate providers that is supported by written
provider agreements and is sufficient to provide adequate access to all services
covered under the contract for all Members, including those with limited English
proficiency or physical or mental disabilities.

Provide for a second opinion from a network provider, or arrange for the Member to
obtain a second opinion outside the network, at no cost to the Member.

If the Contractor’s provider network is unable to provide necessary services, covered
under the contract, to a particular Member, the Contractor must adequately and
timely cover these services out-of-network for the Member, for as long as the
Contractor’s provider network is unable to provide them.

Require out-of-network providers to coordinate with the Contractor for payment and
ensures the cost to the Member is no greater than it would be if the services were
furnished within the network.

Demonstrate that its network providers are credentialed as required by 42 CFR §
438.214.
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L Ethnic and Cultural Composition

Contractor shall ensure that the composition of Contractor’s provider network meets the
ethnic, cultural, and linguistic needs of Contractor’'s Members on a continuous basis.
Contractor shall collaborate and participate in DHCS’ efforts to promote the delivery of
services in a culturally competent manner to all Members, including those with limited
English proficiency and diverse cultural and ethnic backgrounds, disabilities, and
regardless of gender, sexual orientation or gender identity.

J. Subcontracts

Contractor may enter into subcontracts with other entities in order to fulfill the obligations
of the contract. In doing so, Contractor shall meet the subcontracting requirements as
stated in 22 CCR 53250, as well as those specified in this contract. Contractor shall
remain accountable for all functions and responsibilities that are delegated to
subcontractors.

1. Laws and Regulations

All subcontracts shall be in writing and in accordance with the requirements of the Health
and Safety Code Section 1340 et seq.; 28 CCR 1300.43.12.; Welfare and Institutions
Code Section 14200 et seq., 42 CFR § 438.608, and 22 CCR 53900 et seq.; and
applicable Federal and State laws and regulations.

2. Subcontract Requirements
Each subcontract shall contain:
a. Specification of the services to be provided by the subcontractor.
b. Specification that the subcontract shall be governed by and construed in accordance
with all laws and applicable regulations governing this contract, including the timely
and adequate notice of benefit determinations requirements as identified under

Exhibit A, Attachment 7, if such responsibilities are carried out by the Subcontractor.

c. Specification of the term of the subcontract, including the beginning and ending
dates as well as methods of extension, renegotiation and termination.

d. Language comparable to Exhibit A, Attachment 10, Provider Compensation
Arrangements, Provision H, Non-Contracting Emergency Service Providers for those
subcontractors at risk for non-contracting emergency services.

e. Subcontractor’'s agreement to submit reports as required by Contractor.
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f. Subcontractor’'s agreement to make all of its books and records, pertaining to the
goods and services furnished under the terms of the subcontract, available for
inspection, examination or copying:

1)

5)

By DHCS, Department of Health and Human Services (DHHS), Department of
Justice (DOJ), Department of Managed Health Care (DMHC), Center for
Medicare and Medicaid Services (CMS), Office of Inspector General (OIG) and
the Office of the Comptroller General, and any other federal or state entities as
requested by DHCS.

At all reasonable times at the subcontractor’s place of business or at such other
mutually agreeable location in California.

In aform maintained in accordance with the general standards applicable to
such book or record keeping.

For aterm of at least ten (10) years from the close of the current State Fiscal
Year in which the date of service occurred; in which the record or data was
created or applied; and for which the financial record was created.

Including all encounter and/or claims data for a period of at least ten
(10) years.

g. Full disclosure of the method and amount of compensation or other consideration to
be received by the subcontractor from the Contractor.

h. Subcontractor’'s agreement to maintain and make available to DHCS, upon request,
copies of all sub-subcontracts and to ensure that all sub-subcontracts are in writing

and

1)

2)

require that the Sub-Subcontractor:

Make all applicable books and records available at all reasonable times for
inspection, examination, or copying by DHCS, DHHS, DOJ, DMHC, CMS, OIG
and the Office of the Comptroller General.

Retain such books and records for a term of at least ten (10) years from the
close of the current State Fiscal Year in which the date of service occurred; in
which the record or data was created or applied; and for which the financial
record was created.

i. Subcontractor’'s agreement to assist Contractor in the transfer of care pursuant to
Exhibit E, Additional Provisions, Provision 17, Phase Out Requirements, in the
event of contract termination.

j-  Subcontractor’s agreement to assist Contractor in the transfer of care in the event of
sub-subcontract termination for any reason.
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k. Subcontractor’s agreement to provide written notification to DHCS within thirty (30)
calendar days in the event the agreement with the Contractor is amended or
terminated. Written notification is considered given when properly addressed and
deposited in the United States Postal Service as first-class registered mail, postage
attached.

I.  Subcontractor’s agreement that assignment or delegation of the subcontract will be
void unless prior written approval is obtained from DHCS.

m. Subcontractor’s agreement to hold harmless both the State and Members in the
event the Contractor cannot or will not pay for services performed by the
subcontractor pursuant to the Subcontract.

n. Subcontractor’'s agreement to timely gather, preserve and provide to DHCS, any
records in the subcontractor’s possession, in accordance with Exhibit E, Additional
Provisions, Provision 26, Records Related to Recovery for Litigation.

0. Subcontractor’s agreement to provide interpreter services for Members at all
provider sites.

p. Subcontractor’s right to submit a grievance and Contractor’s formal process to
resolve provider grievances, including federal and state laws, including, but not
limited, to CFR § 438.404.

g. Subcontractor’'s agreement to participate and cooperate in the Contractor’s Quality
Improvement System.

r. If Contractor delegates quality improvement activities, subcontract shall include
those provisions stipulated in Exhibit A, Attachment 5, Quality Improvement System,
Provision F, Delegation of Quality Improvement Activities.

s. Subcontractor’s agreement to comply with all applicable requirements specified in:
this Contract and subsequent amendments, Federal and State laws and
regulations, and Medi-Cal Dental Managed Care All Plan Letters (APL).

t. Pursuant to Health & Safety Code Section 1261, subcontractor’s agreement by any
subcontracting or sub-subcontracting health facility, if subcontractor is licensed
pursuant to Health & Safety Code Section 1250, to permit a Member to be visited
by a Member’s domestic partner, the children of the Member’s domestic partner,
and the domestic partner of the Member’s parent or child.

u. Subcontractor’s agreement to provide Contractor with the disclosure statement set
forth in 22 CCR 51000.35, prior to commencing services under the Subcontract.
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3. Public Records

Subcontracts entered into by the Contractor and all information received in accordance
with this subsection will be public records on file with DHCS, except as specifically
exempted in statute. DHCS shall ensure the confidentiality of information and
contractual provisions filed with DHCS to the extent they are specifically exempted by
statute from disclosure, in accordance with the statutes providing the exemption. The
names of the officers and owners of the subcontractor, stockholders owning more than
ten (10) percent of the stock issued by the subcontractor and major creditors holding
more than five (5) percent of the debt of the subcontractor will be attached to the
subcontract at the time the subcontract is presented to DHCS.

K. Review of Subcontracts

DHCS reserves the right to request and review any subcontracts between the Contractor
and the subcontracting party. At the discretion of DHCS, copies of subcontracts and all
credentialing or revalidating materials may be requested for review.

L. Subcontracts with Federally Qualified Health Centers, Rural Health Clinics and
Indian Health Care Providers (FQHC/RHC/IHCP)

Contractor shall actively conduct outreach to subcontract with Federally Qualified Health
Centers (FQHCs), Rural Health Clinics (RHCs) and Indian Care Providers

(IHCPs) in the service area and include them as part of the Contractor’s provider
network.

Subcontracts with FQHCs and IHCPs shall also meet subcontract requirements of
Provision J above and reimbursement requirements in Exhibit A, Attachment 10,
Provider Compensation Arrangements, Provision G. In subcontracts with FQHCs,
IHCPs, and RHCs where a negotiated reimbursement rate is agreed to as total payment,
a provision that such rate constitutes total payment shall be included in the subcontract.
Contractor shall assign Members to FQHCs, RHCs and IHCPs.

M. Nondiscrimination in Provider Contracts

Pursuant to 42 CFR 438.12 Contractor shall not discriminate in the participation,
reimbursement, or indemnification of any provider who is acting within the scope of
practice of his or her license or certification under applicable State law, solely on the
basis of that license or certification. If the Contractor declines to include individual or
groups of providers in its network, it must give the affected providers written notice of the
reason for its decision. Contractor’s provider selection policies must not discriminate
against providers that serve high-risk populations or specialize in conditions requiring
costly treatment. This section shall not be construed to require Contractor to contract
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with providers beyond the number necessary to meet the needs of Contractor’s
Members; preclude Contractor from using different reimbursement amounts for different
specialties or for different practitioners in the same specialty; or preclude Contractor from
establishing measures that are designed to maintain quality of services and control costs
and are consistent with Contractor’s responsibilities to Members.
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EXHIBIT A, ATTACHMENT 9
PROVIDER RELATIONS

Exclusivity

Contractor shall not, by use of an exclusivity provision, clause, agreement, or in any
other manner, prohibit any subcontractor from providing services to Medi-Cal
beneficiaries who are not Members of the Contractor’s plan. This prohibition is not
applicable to contracts entered into between Contractor and Knox-Keene licensed
health care service plans.

Provider Grievances

Contractor shall have a formal process to accept, acknowledge, and resolve provider
appeals. A provider of dental services may submit to Contractor an appeal concerning
the authorization or denial of a service, denial, deferral, or modification of a prior
authorization request on behalf of a Member and Contractor shall resolve the appeal
within thirty (30) calendar days or document reasonable efforts to resolve the appeal; or
the processing of a payment or non-payment of a claim by the Contractor. This process
shall be communicated to contracting, subcontracting and non-contracting providers.

Non-Contracting, Non-Emergency Provider Communication

Contractor shall develop and maintain protocols for communicating and interacting,
negotiating rates, and for payment of claims with non-contracting, non-emergency
providers.

Provider Manual

Contractor shall issue a provider manual and updates to the providers of Medi-Cal dental
services. The manual and updates shall serve as a source of information to dental
providers regarding Medi-Cal dental services, policies and procedures, statutes,
regulations, telephone access and special requirements regarding the Medi-Cal Dental
Managed Care program.

Contractor is required to inform providers and subcontractors, at the time they enter into
a contract, about Member grievance, appeal, and State Fair Hearing procedures and
timeframes as specified in 42 CFR 438.400 through 42 CFR 438.424 and described in
the Grievance and Appeals section including:

1. Member’s right to request a State Fair Hearing after the Contractor has made a
determination on a Member’s appeal which is adverse to the Member;
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2. Member’s right to file grievances and appeals and their requirements and
timeframes for filing;

3. Availability of assistance to the Member with filing grievances and appeals;
4. Toll-free numbers to file oral grievances and appeals;

5. Member’s right to request continuation of benefits that the Contractor seeks to
reduce or terminate during an appeal or State Fair Hearing filing, if filed within the
allowable timeframes, although the Member may be liable for the cost of any
continued benefits while the appeal or State Fair Hearing is pending if the final
decision is adverse to the Member; and,

6. All provisions of Exhibit A, Attachment 7, Section B.

Provider Training

Contractor shall ensure that all providers receive training regarding the Medi-Cal Dental
Managed Care program in order to operate in full compliance with the contract and all
applicable Federal and State statutes and regulations. Contractor shall ensure that
provider training relates to Medi-Cal Dental Managed Care services, policies,
procedures and any modifications to existing services, policies or procedures. Training
shall include methods for sharing information between Contractor, provider, Member
and/or other healthcare professionals. Contractor shall conduct training for all providers
within ten (10) business days after the Contractor places a newly contracted provider on
active status. Contractor shall ensure that provider training includes, but is not limited to,
information on all Member rights specified in Exhibit A, Attachment 14, Member
Services, including the right to full disclosure of dental care information and the right to
actively participate in dental care decisions. Contractor shall ensure that ongoing
training is conducted when deemed necessary by either the Contractor or DHCS. The
Contractor must provide all providers and subcontractors specific information in writing
about the grievance and appeal system at the time the Contractor enters into a contract
with providers or subcontractors.

Prohibited Punitive Action against the Provider

Contractor must ensure that punitive action is not taken against the provider who either
requests an expedited resolution or supports a Member’s appeal.

Further, Contractor may not prohibit, or otherwise restrict, a dental professional acting
within the lawful scope of practice, from advising or advocating on behalf of a Member
who is his or her patient for the Member’s health status, medical care, or treatment
options, including any alternative treatment that may be self-administered, for any
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information the Member needs in order to decide among all relevant treatment options,
for the risks, benefits, and consequences of treatment or non-treatment, for the

Member’s right to participate in decisions regarding his or her health care, including the
right to refuse treatment, and to express preferences about future treatment decisions.
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EXHIBIT A, ATTACHMENT 10
PROVIDER COMPENSATION ARRANGEMENTS

A Compensation

The Contractor shall not enter into any subcontract if the compensation or other
consideration which the subcontractor shall receive under the terms of the subcontract is
determined by a percentage of the Contractor's payment from the State. This
subsection shall not be construed to prohibit subcontracts in which compensation or
other consideration is determined on a capitation basis.

All providers, FQHCs, RHCs, Indian Health Service Facilities and specialist’s
compensation arrangements must be submitted to DHCS prior to start of operations.
Any additional provider compensation agreements must be submitted to DHCS within
thirty (30) days of effective date. DHCS reserves the right to approve or deny any and all
compensation arrangements.

If the Contractor puts a provider/physician group at substantial financial risk for services
not provided by the provider/physician group, the Contractor must ensure that the
provider/physician group has adequate stop-loss protection.

B. Capitation Payments

Capitation payments by a Contractor to a Primary Care Dentist or dental clinic
contracting with the Contractor on a capitation basis shall be payable effective the date
of the Member’s enroliment where the Member’s assignment to or selection of a Primary
Care Dentist or dental clinic has been confirmed by the Contractor. However, capitation
payments by a Contractor to a Primary Care Dentist or dental clinic for a Member whose
assignment to or selection of a Primary Care Dentist or dental clinic was not confirmed
by the Contractor on the date of the beneficiary’s enrollment, but is later confirmed by the
Contractor, shall be payable no later than thirty (30) calendar days after the Member’s
enroliment.

C. Provider Incentive Plan

Contractor may develop an incentive program for providers. The incentive program must
define performance measures, including a measure for preventive services. Contractor
must calculate the incentive based upon the percentage of enrolled Medi-Cal Members
(ages 0-under 21) that received services. Contractor must make available to Members,
upon request, any provider incentive plans in place.

Contractor may only operate a provider incentive plan if no specific payment can be
made directly or indirectly under a provider incentive plan to a provider or provider group
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as an incentive to reduce or limit medically necessary services to a Member. Contractor
shall obtain pre-approval to implement the incentive program.

D. Claims Processing

Contractor shall pay all claims submitted by providers and non-contracting providers in
accordance with this section, unless the provider and Contractor have agreed in writing
to an alternate payment schedule.

1. Contractor shall comply with 42 USC 1396a(a)(37) and Health and Safety Code
Sections 1371 through 1371.36. Contractor shall be subject to any provider
remedies, including interest payments provided for in these sections, if it fails to meet
the standards specified in these sections.

2. Contractor shall maintain procedures for prepayment and post payment claims
review, including review of data related to provider, Member and covered services for
which payment is claimed.

3. Contractor shall maintain sufficient claims processing/tracking/payment systems
capability to: comply with applicable State and federal law, regulations and contract
requirements, determine the status of received claims, and calculate the estimate for
incurred and unreported claims as specified by 28 CCR 1300.77.1 and 1300.77.2.

4. Contractor shall submit claims payment summary reports to DHCS on a quarterly
basis as specified in Exhibit A, Attachment 3, Financial Information, Provision B,
Financial Audit Reports, Subprovision 5.
E. Prohibited Claims

Except in specified circumstances, Contractor and any of its Affiliates and subcontractors
shall not submit a claim or demand, or otherwise collect reimbursement for any services
provided under this contract from a Medi-Cal Member or person acting on behalf of
Member. Collection of claim may be made under those circumstances described in 22
CCR 53220 and 53222.

Contractor must provide that its Members are not held liable for any of the following:
1. Debts of the organization, in the event of the organization’s insolvency,
2. Covered services provided to the Member, for which

a. DHCS does not pay the Contractor; or
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b.

DHCS, or the Contractor, does not pay the individual or health care provider that
furnished the services under a contractual, referral, or other arrangement.

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

F. Federally Qualified Health Centers (FQHC), Rural Health Clinics (RHC), and Indian
Health Care Providers (IHCP)

1. FQHCs, RHCs, IHCPs Availability and Reimbursement Requirement

a.

If FQHC, RHC and IHCPs services are not available in Contractor’s provider
network or the provider network of another Medi-Cal Dental Managed Care Plan
in the service area, Contractor shall reimburse non-contracting FQHCs, RHCs
and IHCPs for services provided to Contractor's Members at a level and amount
of payment that is not less than the Contractor makes for the same scope of
services furnished by a provider that is not a FQHC, RHC or IHCPs. Emergency
services rendered by a non-contracting FQHC, RHC or IHCP shall be reimbursed
as specified in Provision G of this Attachment.

If FQHC, RHC or IHCP services are not available in Contractor’s provider
network, but are available within any other Medi-Cal Dental Managed Care
Plan’s provider network in the service area, unless authorized by Contractor,
Contractor shall not be obligated to reimburse noncontracting FQHCs, or RHCs
for services provided to Contractor's Members. If services are provided to Indian
Members who are eligible to receive services, Contractor shall reimburse non-
contracting IHCP Facilities at a level and amount of payment that is no less than
the Contractor makes for the same scope of services furnished by a provider that
is not a FQHC, RHC or IHCP. Emergency services rendered by a non-
contracting FQHC, RHC or IHCP shall be reimbursed as specified in Provision H
of this attachment.

In accordance with 42 CFR 447.56, any Indian Member who is eligible to receive
or has received an item or service furnished by an IHCP or through referral under
contract health services is exempt from premiums. Indian Members who are
currently receiving or have ever received an item or service furnished by an IHCP
or through referral under contract health services are exempt from all cost
sharing.

2. Federally Qualified Health Centers/Rural Health Clinics/Indian Health Care Providers
(FQHC/RHC/IHCP)
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Contractor shall submit to DHCS, within thirty (30) calendar days of a request and in
the form and manner specified by DHCS, the services provided and the
reimbursement level and amount for each of Contractor's FQHC, RHC and IHCP
subcontracts. Contractor shall certify in writing to DHCS within thirty (30) calendar
days of DHCS’ written request that, pursuant to Welfare and Institutions Code
Section 14087.325(b) and (d), FQHC and RHC subcontract terms and conditions are
the same as offered to other subcontractors providing a similar scope of service and
that reimbursement is not less than the level and amount of payment that Contractor
makes for the same scope of services furnished by a provider that is not a FQHC or
RHC. Contractor is not required to pay FQHCs and RHCs the Medi-Cal per visit rate
for that facility. At its discretion, DHCS reserves the right to review and audit
Contractor's FQHC, RHC and IHCP reimbursement to ensure compliance with State
and federal law and shall approve all FQHC, RHC and IHCP subcontracts consistent
with the provisions of Welfare and Institutions Code Section 14087.325(h).

To the extent that IHCP qualify as FQHCs or RHCs, the above reimbursement
requirements shall apply to subcontracts with IHCP.

3. Indian Health Care Providers (IHCP)

Contractor shall reimburse IHCPs for dental care services provided to Members who
are qualified to receive services from an IHCP according to one of the
reimbursement options in 22 CCR 55140(a). Contractor shall make payment to
IHCPs in a timely manner as required for payments to practitioners in individual or
group practices under 42 CFR § 447.45 and 447 .46.

Contractor shall meet the requirements of Medicaid Fee-for-Service (FFS) timely
payment for all Indian Tribe, Tribal Organizations, or Indian/Tribal/Urban (I/T/U)
Health providers in its network, including the paying of 90 percent of all clean claims
from Providers (i.e. those who are in individual or group practice or who practice in
shared health facilities) within 30 days of the date of receipt; and paying 99 percent
of all clean claims from practitioners (who are in individual or group practice or who
practice in shared health facilities) within 90 days of the date of receipt.

Contractor shall pay IHCPs, which are enrolled in Medi-Cal as FQHCs but are not
participating providers of the Contractor, an amount equal to the amount the
Contractor would pay an FQHC that is a network provider but is not an IHCP,
including any supplemental payment from DHCS to make up the difference between
the amount the Contractor pays and what the IHCP FQHC would have received
under Medi-Cal Fee-for-Service (FFS).

When an IHCP is not enrolled in Medi-Cal as an FQHC, regardless of whether it
participates in the network of the Contractor, it has the right to receive its applicable
encounter rate published annually in the Federal Register by IHS, or in the absence
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of a published encounter rate, the amount it would receive if the services were
provided under the Medi-Cal state plan’s FFS payment methodology.

Contractor shall demonstrate that there are sufficient IHCPs participating in the
provider network to ensure timely access to services available under the contract
from such providers for Indian Members who are eligible to receive services.

Contractor shall pay IHCPs, whether participating or not, for covered services
provided to Indian Members, who are eligible to receive services at a negotiated rate
between the Contractor and IHCP or, in the absence of a negotiated rate, at a rate
not less than the level and amount of payment the Contractor would make for the
services to a participating provider that is not an IHCP.

Indian Members are permitted to obtain covered services from out-of-network IHCPs
from whom the Member is otherwise eligible to receive such services. Contractor
must permit an out-of-network IHCP to refer an Indian Member to a network provider.

G. Non-Contracting Emergency Service Providers

1.

Contractor shall pay for emergency services received by a Member from
noncontracting providers. Payments to non-contracting providers shall be for the
treatment of the emergency dental condition, including medically necessary dental
covered services rendered to a Member to the extent necessary for the Member’s
condition to be stabilized to sufficiently permit referral in accordance with instructions
from Contractor. The non-contracting provider treating the Member’s emergency
dental condition is responsible for determining the extent of treatment necessary to
sufficiently stabilize the Member for referral, and that determination is binding on the
Contractor. Emergency services shall not be subject to prior authorization by
Contractor.

At a minimum, Contractor must reimburse the non-contracting emergency provider
for dental services at the lowest level of emergency evaluation, unless a higher level
is clearly supported by documentation, and for diagnostic services such as radiology.
Absent a separate contract between Contractor and the non-contracting provider
stating otherwise, the non-contracting provider must accept as payment in full no
more than the amounts (less any payments for indirect costs of medical education
and direct costs of graduate medical education) that it could collect if the Member
received medical assistance under Fee-For-Service Medi-Cal.

For all non-contracting providers, reimbursement by Contractor, or by a
subcontractor who is at risk for out-of-plan emergency dental services, for properly
documented claims for services rendered by a non-contracting provider, who is
enrolled in the Medi-Cal Dental program (Denti-Cal), pursuant to this Provision shall
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be made in accordance with Provision D, Claims Processing, above, and 42 USC
1396u-2(b)(2)(D).

Contractor shall not refuse to cover reimbursement for emergency dental services
rendered by a non-contracting provider based on the provider of emergency services
not notifying the Member’s Primary Care Dentist or Contractor of the Member’s
screening and treatment within ten (10) calendar days of presentation for
emergency. Contractor shall not limit what constitutes an emergency dental
condition solely on the basis of lists of diagnoses or symptoms.

Contractor may not deny payment for treatment when a representative of the
Contractor instructs the Member to seek emergency services. Contractor may not
hold a Member who has an emergency condition liable for subsequent screening
and treatment needed to diagnose the specific condition or stabilize the Member.

Disputed emergency services claims may be submitted to DHCS, Office of
Administrative Hearings and Appeals, 1029 J Street, Suite 200, Sacramento,
California, 95814 for resolution under the provisions of Welfare and Institutions Code
Section 14454 and 22 CCR 53620 et. seq. except Section 53698. Contractor
agrees to abide by the findings of DHCS in such cases, to promptly reimburse the
non-contracting provider within thirty (30) calendar days of the effective date of a
decision that Contractor is liable for payment of a claim and to provide proof of
reimbursement in such form as the DHCS Director may require. Failure to
reimburse the non-contracting provider and provide proof of reimbursement to DHCS
within thirty (30) calendar days shall result in liability offsets in accordance with
Welfare and Institutions Code Sections 14454(c) and 14115.5, and 22 CCR 53702.

H. Practice Guidelines

1.

Contractor must comply with 42 CFR § 438.236, which requires the Contractor to
have a Provider Manual, that is inclusive of reliable clinical evidence or a consensus
of providers in the particular field, considers the needs of the Contractor's Members,
are adopted, in consultation with contracting health care professionals, and reviewed
and periodically updated, as appropriate. Following Department approval, the plan
shall develop and disseminate the information.

Contractor is responsible for the dissemination of the information to all affected
providers and, upon request, dissemination to Members and potential Members.

Contractor decisions for utilization management, Member education, coverage of
services, and other areas to which the Provider Manual applies must be consistent
with the Provider Manual.
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l. Special contract provisions related to payment. As requested by DHCS, contractor must
comply with 42 CFR § 438.6(c).

J. No payments shall be made to a network provider other than by the Contractor for
services covered under this contract except when these payments are specifically
required to be made by DHCS in Tittle XIX of the Act, in 42 CFR chapter IV, or when
DHCS makes direct payments to network providers for graduate medical education
costs approved under the State plan.
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EXHIBIT A, ATTACHMENT 11
ACCESS AND AVAILABILITY

A General Requirement

Contractor shall ensure that each Member has a Primary Care Dentist who is available
and physically present at the service site for sufficient time to ensure access for the
assigned Member to the Primary Care Dentist. This requirement does not preclude an
appropriately licensed professional from being a substitute for the Primary Care Dentist
in the event of vacation, iliness, or other unforeseen circumstances.

Contractor shall ensure Members access to specialists for medically necessary dental
covered services. Contractor shall ensure adequate staff within the service area,
including dentists, administrative and other support staff directly and/or through
subcontracts, sufficient to assure that dental care services will be provided in
accordance with this contract and applicable law.

B. Access Requirements

Contractor shall establish acceptable accessibility standards in accordance with 28 CCR
1300.67.2 and as specified below. Contractor shall submit any revisions, updates and/or
changes in writing to DHCS within fifteen (15) calendar days of the change. DHCS wiill
review and approve standards for reasonableness. Contractor shall ensure that
contracting providers offer hours of operation that are no less than the hours of operation
offered to commercial Members or comparable to Medi-Cal Dental Fee-for-Service
(FFS), if the provider serves only Medi-Cal Dental Members. Contractor shall
communicate, enforce, and monitor providers’ compliance with these standards.

1. Appointments
Contractor shall implement and maintain procedures for Members to obtain
appointments for routine dental care, emergency services, and specialty referral
appointments. Contractor shall also include procedures for follow-up on missed
appointments.

2. Waiting Times
Contractor shall develop, implement, and maintain a procedure to monitor waiting
times in the provider’s offices for scheduled appointments, telephone calls (to
answer and return), and time to obtain various types of appointments indicated in

Subprovision 1, Appointments, above. The following standards shall apply:

a. Initial Appointment — within 4 weeks
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b. Routine Appointment (non-emergency) —within 4 weeks
c. Preventive Dental Care Appointment — within 4 weeks

d. Specialist Appointment — within 30 business days from request for adult
Members, and within 30 calendar days from request for child Members

e. Emergency Appointment — within 24 hours from the request for appointment

Patient sign-in forms shall be maintained in order to document any time beyond
the scheduled appointment time spent by the Member in provider office waiting
area.

3. Timely Access

Contractor shall survey, within a year’s time, all Primary Care Dentists on the
average amount of time it takes for Members to obtain initial appointments, routine
appointments, specialist appointments, and emergency appointments. Contractor
shall also survey for the number of no show appointments, rescheduled
appointments, the availability of interpreter services and an answering service, and
the ratio of Members to Primary Care Dentist. Contractor shall submit a Timely
Access Report for those Primary Care Dentists surveyed in the reporting quarter in a
format specified by DHCS (see Exhibit A, Attachment 20, Deliverable Templates) on
a quarterly basis, no later than 30 days after the end of the reporting quarter.
Contractor shall establish mechanisms to ensure compliance by network providers,
monitor network providers regularly to determine compliance, and take corrective
action in the event that there is a failure to comply by a network provider.

4. Telephone Procedures
Contractor shall provide 24-hour a day telephone access for Members to Primary
Care Dentists, emergency services, and specialists, including access to telephone
interpreters.

5. Specialty Services
Contractor shall arrange for the provision of specialty services from specialists
outside the network if unavailable within Contractor’s network, when it is determined
to be medically necessary dental covered services.
Contractor shall submit a Specialty Referral Report in a format specified by DHCS

(see Exhibit A, Attachment 20, Deliverable Templates) on a biannual basis, no later
than January 31st and July 31t of each calendar year that shows how many referrals
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G.

were made per month to specialists with the detail for each referral, timeliness of
receipt and review, and the result of each referral.

Access to Services to Which Contractor or Subcontractor Has a Moral Objection

Unless prohibited by law, Contractor shall arrange for the timely referral and coordination
of covered services to which the Contractor or subcontractor has religious or ethical
objections to perform or otherwise support and shall demonstrate ability to arrange,
coordinate and ensure provision of services through referrals at no additional expense to
DHCS. Should the Contractor elect not to provide, reimburse for, or provide coverage of,
a counseling or referral service, the Contract must furnish information about the services
it does not cover to DHCS whenever it adopts such a policy during the term of the
contract.

Emergency Care

Contractor shall ensure that a Member with an emergency dental condition will be seen
on an emergency basis and that emergency services will be available and accessible
within the service area 24 hours a day, 7 days a week.

Contractor shall cover emergency dental services without prior authorization pursuant to
22 CCR 53216 and 28 CCR 1300.67(g).

Changes in Availability or Location of Covered Services

Contractor shall obtain written DHCS approval prior to making any substantial change in
the availability or location of services to be provided under this contract, except in the
case of natural disaster or emergency circumstance, in which case notice will be given to
DHCS as soon as possible. Contractor’s proposal to reduce or change the hours, days,
or location at which the services are available shall be given to DHCS at least sixty (60)
calendar days prior to the proposed effective date. DHCS’ denial of the proposal shall
prohibit implementation of the proposed changes. The Contractor’s proposal shall allow
for timely notice to Members to allow them to change providers if desired.

Access for Disabled Members

Contractor’s Facilities shall comply with the requirements of Title 11l of the Americans
with Disabilities Act of 1990, and shall ensure access for the disabled which includes, but
is not limited to, ramps, elevators, restrooms, designated parking spaces, and drinking
water provision.

Civil Rights Act of 1964
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H.

Contractor shall ensure compliance with Title VI of the Civil Rights Act of 1964 and any
implementing regulations (42 USC 2000d, 45 CFR 80) that prohibit recipients of federal
financial assistance from discriminating against persons based on race, color, religion, or
national origin.

Linguistic Services

1.

Contractor shall ensure equal access to dental care services for limited English
proficient Members through provision of high quality interpreter and linguistic
services.

Contractor shall comply with 42 CFR 438.10(c) and 438.10(d) and ensure that all
monolingual, non-English-speaking, or limited English proficient (LEP) Medi-Cal
beneficiaries receive 24-hour interpreter services at all key points of contact, as
defined in Subprovision 3 of this Provision, either through interpreters or telephone
language services.

In accordance with 42 CFR 438.10(d), Contractor shall provide, at minimum, the
following linguistic services at no cost to Medi-Cal Members:

a.

Interpreters, signers, or bilingual providers and provider staff at all key points of
contact. These services shall be provided to all Members and not limited to
those that speak the threshold or concentration standards languages.

Fully translated written informing materials, including but not limited to the
Provider Directories, Member services guide, Member information, welcome
packets, marketing information, and form letters including notice of action letters
and grievance acknowledgement and resolution letters. Contractor shall provide
translated written informing materials to all monolingual or LEP Members that
speak the identified threshold or concentration standard languages. The
threshold or concentration languages are identified by DHCS within the
Contractor’s service area, and by the Contractor in its group needs assessment.
Contractor must make its written materials that are critical to obtaining services,
including, at a minimum, provider directories, Member handbooks, appeal and
grievance notices, and denial and termination notices, available in the prevalent
non-English (also referred to as threshold or concentration) languages in its
particular service area.

Referrals to culturally and linguistically appropriate community service programs.
Contractor shall have methods to promote access and delivery of services in a
culturally competent manner to beneficiaries, including those with limited English
proficiency, diverse cultural and ethnic backgrounds, disabilities, and regardless
of gender, sexual orientation or gender identity. These methods shall ensure that
beneficiaries have access to covered services as prescribed in Exhibit A,
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Attachment 12, that are delivered in a manner that meets their unique needs,
including, but not limited to, sexual orientation or gender identity.

d. Contractor must make written materials available in alternative formats upon
request of the potential Member or Member at no cost. Auxiliary aids and
services must also be made available upon request of the potential Member or
Member at no cost. Written materials must include taglines in the prevalent non-
English languages in the state, as well as large print, explaining the availability of
written translation or oral interpretation to understand the information provided
and the toll-free and TTY/TDY telephone number of the Contractor’s
member/customer service unit. Large print means printed in a font size no
smaller than 18 point. Contractor must make interpretation services available
free of charge to each Member. This includes oral interpretation and the use of
auxiliary aids such as TTY/TDY and American Sign Language. Oral
interpretation requirements apply to all non-English languages, not just those that
the State identifies as prevalent.

e. Contractor must notify its Members:

1) That oral interpretation is available for any language and written translation is
available in prevalent languages;

2) That auxiliary aids and services are available upon request and at no cost for
Members with disabilities; and

3) How to access the services in paragraphs (d)(5)(i) and (ii) of this section.

f. Contractor must provide all written materials for potential Members and Members
consistent with the following:

1) Use easily understood language and format.

2) Use a font size no smaller than 12 point.

3) Be available in alternative formats and through the provision of auxiliary aids
and services in an appropriate manner that takes into consideration the
special needs of Members and Members with disabilities or limited English
proficiency.

4) Include a large print tagline and information on how to request auxiliary aids
and services, including the provision of the materials in alternative formats.
Large print means printed in a font size no smaller than 18 point.

g. Telecommunications Device for the Deaf (TDD)

TDDs are electronic devices for text communication via a telephone line used
when one or more of the parties have hearing or speech difficulties. TDDs are
also known as TTY, which are telephone typewriters or teletypewriters, or
teletypes in general.
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h. Telecommunications Relay Service (711)

The 711-telephone number is the Telecommunications Information Relay Service
that connects a hearing impaired person with a specially trained operator who
acts as an intermediary, relaying conversations between hearing persons and
persons using a TDD/TTY device.

4. Contractor shall provide translated materials to the following population groups within
its service area as determined by DHCS:

a. A population group of mandatory Medi-Cal beneficiaries residing in the service
area who indicate their primary language as other than English and that meet a
numeric threshold of 3,000.

b. A population group of mandatory Medi-Cal beneficiaries residing in the service
area who indicate their primary language as other than English and who meet
the concentration standards of 1,000 in a single ZIP code or 1,500 in two
contiguous ZIP codes.

5. Key points of contact include:

a. Dental care settings: telephone, advice and urgent care transactions, and
encounters with dental care providers including pharmacists.

b. Non-medical care setting: Member services, orientations, and appointment
scheduling.

Section 1557 of the Patient Protection and Affordable Care Act

1. Section 1557 of the Patient Protection and Affordable Care Act prohibits
discrimination against individuals participating in certain health programs or activities
based on race, color, national origin, sex, age, or disability. This antidiscrimination
clause extends to:

a. Any health program or activity any part of which receives funding from HHS;
b. Any health program or activity that HHS administers;

c. Health Insurance Marketplaces and all plans offered by issuers that participate
in those Marketplaces.
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Contractor agrees to be responsible for ensuring that the Contractor, any subcontractors,
and providers comply with the non-discrimination clauses.

J. Anti-Discrimination against Gender Identity and Sexual Orientation

Contractor shall ensure its enrollment practices are non-discriminatory in regards to
race, color, national origin, sex, sexual orientation, gender identity, or disability. Any
policy or practice that has the effect of discriminating based race, color, national origin,
sex, sexual orientation, gender identity or disability is federally prohibited.

K. Voluntary Enroliment

Enrollment is voluntary, except in the case of mandatory enroliment programs. The
entities must accept individuals eligible for enrollment in the order in which they apply
without restriction (unless authorized by CMS), up to the limits set under the contract.

L. Healthcare Surge Events

Contractor shall develop and implement policies and procedures to mitigate the effects
of natural, manmade, or war-caused disasters involving broad healthcare surge events
greatly impacting Contractor’s health care delivery system. Contractor’s policies and
procedures shall ensure that Contractor will pro-actively cope with healthcare surge
events resulting from such disasters or states of emergency, and shall include but are
not limited to protecting Members, if necessary, by keeping covered services available to
Members; keeping the revenue stream flowing to providers in order to keep covered
services available; transferring Members from provider-to-provider in the event of
diminished plan capacity to keep covered services available; and promptly notifying
DHCS of the status of the availability and locations of covered services, and/or
providers. Contractor shall submit disaster recovery policies and procedures to DHCS no
later than thirty (30) calendar days after contract execution for review and approval.
Contractor shall submit any revisions, updates and/or changes in writing to DHCS for
approval fifteen (15) calendar days prior to implementing the proposed revision, update
and/or change.
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EXHIBIT A, ATTACHMENT 12
SCOPE OF SERVICES

A Covered Services

Contractor shall provide or arrange for Members all medically necessary dental covered
services and other services required in this contract, in addition to providing assistance
to Members as part of the Beneficiary Support System. Covered services are those
services set forth in Welfare and Institutions Code Section 14132(h), 22 CCR 51059,
51307, and 51003, and the Denti-Cal Manual of Criteria, unless otherwise specifically
excluded under the terms of this contract. Services shall be furnished in an amount,
duration, and scope that is no less than the amount, duration, and scope for the same
services furnished to Members under FFS Medi-Cal. Contractor shall not arbitrarily
denyor reduce the amount, duration, or scope of a required dental service solely
because of diagnosis, type of iliness, or condition of the beneficiary, and services
should be provided in accordance with the Denti-Cal Manual of Criteria. Contractor is
allowed to place appropriate limits on a service for the purpose of utilization control,
provided the services furnished can reasonably achieve their purpose.

B. Medically Necessary Dental Covered Services

For purposes of this Contract, the term “medically necessary dental covered services”
will include all covered services, as identified in the Medi-Cal Dental Manual of Criteria,
that are reasonable and necessary to protect life, prevent significant iliness or significant
disability, or to alleviate severe pain through the diagnosis or treatment of disease,
illness or injury as set forth in 22 CCR 51303(a). Contractor is responsible for covering
services related to the ability for a Member to achieve age-appropriate growth and
development, and to attain, maintain, or regain functional capacity. “Medically necessary
services” shall be no more restrictive than services provided under FFS Medi-Cal,
including quantitative and non-quantitative treatment limits, as indicated in state statutes
and regulations, the State Plan, and other State policies and procedures.

When determining the medical necessity of dental covered services for a Medi-Cal
beneficiary under the age of 21, “medical necessity” is expanded to include the
standards set forth in 22 CCR 51340 and 51340.1.

C. Services for Members under 21 Years of Age

Contractor shall ensure the provision of Early and Periodic Screening, Diagnostic, and
Treatment (EPSDT) services for Members under 21 years of age. EPSDT services
include the following:

1) Dental services which are provided at intervals which meet reasonable standards of
dental practice including the American Academy of Pediatric Dentistry periodicity
schedule for dental services for children.
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2) Dental services at other such intervals, as medically necessary, to determine the
existence of a suspected iliness or condition.

3) Dental services that include relief of pain and infections, restoration of teeth, and
maintenance of dental health.

For Members under 21 years of age, a service is “medically necessary” if the service
meets standards set forth in Section 1396d(r)(5) of Title 42 of the United States Code.
Medically necessary dental services shall include diagnostic services, treatment, and
other measures to correct or ameliorate defects and physical and mental iliness and
conditions discovered by screening services, whether or not such services are a covered
benefit. Contractor shall ensure any Member materials related to the coverage of
EPSDT services accurately reflect this medical necessity standard.

Contractor at a minimum shall be required to:

1) Include relevant language on EPSDT services from the Denti-Cal provider Handbook
in the plan’ provider manuals;

2) Provide specific training on EPSDT services to plans’ provider network;

3) Describe the process to review EPSDT requests, including how the provider and
Member will be notified of their disposition.

D. Services for All Members
1. Health Education

a. Contractor shall implement and maintain a dental health education system that
provides the organized programs, services, functions, and resources necessary
to deliver dental health education to assist Members to improve their dental
health and manage dental disease.

b. Contractor shall ensure the organized delivery of dental health education
programs and services, at no charge for Members, using a variety of educational
strategies, methods and materials that are appropriate for the Member
population and effective in achieving behavioral change for improved dental
health. Contractor shall ensure that all dental health education information and
materials are provided to Members at no higher than a 6™ grade reading level,
unless otherwise approved by DHCS, and are provided in a manner and form
that are easily understood and culturally and linguistically appropriate for the
intended audience.
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c. Contractor shall provide dental health education programs and services directly
and/or through subcontractors that have expertise in delivery of dental health
education programs and services.

d. Contractor shall ensure that Members receive dental health education services
as part of preventive services and primary dental health care visits. Contractor
shall provide resource information, educational materials and other program
resources to assist providers to provide effective dental health education
services for Members. Contractor is responsible to assist Primary Care Dentists
in the development and delivery of culturally and linguistically appropriate health
education interventions and assure provisions for low-literate, illiterate and
visually and hearing impaired Members.

e. Contractor shall adopt and maintain appropriate dental health education program
standards/guidelines and policies/procedures. Contractor shall maintain
documentation that demonstrates effective implementation of all DHCS health
education requirements under this contract.

f. Contractor shall monitor the performance of subcontractors that deliver dental
health education programs and services to Members, and implement strategies
to improve performance and effectiveness.

g. No later than thirty (30) calendar days after the beginning of each calendar year,
Contractor shall submit to DHCS documentation on the Contractor’s health
education programs and services and all materials related to health education for
review and approval.
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EXHIBIT A, ATTACHMENT 13
CASE MANAGEMENT AND COORDINATION OF CARE

A Case Management Services
Contractor shall provide dental case management to each Member.

Contractor shall maintain procedures for monitoring the coordination of care provided to
Members, including but not limited to all medically necessary dental covered services
delivered both within and outside the Contractor’s provider network.

Each Contractor must implement procedures to deliver care to and coordinate services
for all Members. These procedures must meet DHCS requirements and must do the
following:

1. Ensure that each Member has an ongoing source of care appropriate to his or her
needs and a person or entity formally designated as primarily responsible for
coordinating the services accessed by the Member. The Member must be provided
information on how to contact their designated person or entity; and

2. Coordinate the services the Contractor furnishes to the Member:

a. Between settings of care;

b. With the services the Member receives from any other Medi-Cal managed care
plan, including both medical and dental managed care;

c. With the services the Member receives in Medi-Cal Fee-for-Service delivery
systems; and

d. With the services the Member receives from community and social support
providers.

Contractor shall submit and implement a DHCS approved transition of care policy for
individuals transitioning to managed care from FFS, or from one MCO to another, when
a Member without continued services would experience serious detriment to their health
or put them at risk of hospitalization or institutionalization. Transition policies must be
consistent with the requirements in 42 CFR § 438.62(b)(1).

In accordance with 42 CFR § 438.208(b)(5), the Contractor must ensure that each
provider furnishing services to Members maintains and shares as appropriate a Member
health record in accordance with professional standards.

Contractor shall develop and implement an initial dental health assessment appointment
policy that may be fulfilled by an initial appointment with the Member’s primary care
dentist. This appointment shall be a separate and distinct requirement from the initial
health screening policy described in Section C of this Attachment.
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B. Out-of-Plan Case Management and Coordination of Care

Contractor shall implement procedures to identify individuals who may need or who are
receiving services from out-of-plan providers and/or programs to ensure coordinated
service delivery and efficient and effective joint case management for services
presented in Provisions C and D below.

C. Initial Health Screening Requirement

1. Contractor shall develop and implement an initial health screening policy, and
conduct an initial screening of each new Member using an oral health information
form (OHIF), in accordance with 42 CFR § 438.208 (b) and any related APLs issued
by DHCS. Consistent with the federal requirement, the Contractor shall submit to
DHCS any changes to their initial screening policy within ten (10) calendar days of
any changes, and annually no later than thirty (30) days after the first day of every
calendar year.

2. Contractor shall make a best effort to conduct an initial screening of each Member’s
needs, within 90 days of the effective date of enrollment for all new Members,
including subsequent attempts if the initial attempt to contact the Member is
unsuccessful.

3. Contractor shall share with DHCS or other Contractors serving the member the
results of any identification and assessment of that Member's needs to prevent
duplication of those activities.

D. Services for Members with Special Health Care Needs

Members with Special Health Care Needs (SHCN) are defined as those who have or are
at increased risk for a chronic physical, behavioral, developmental, or emotional
conditions and who also require health or related services of a type or amount beyond
that required by Members generally. Contractor shall have in place a SHCN policy in
accordance with 42 CFR § 438.208 (c) and any related APLs issued by DHCS.

1. Contractor shall implement mechanisms to comprehensively assess each Member
identified as having SHCN, to identify any ongoing special conditions of the Member
that require a course of treatment or regular care monitoring.

2. For Members with SHCN that are determined by assessment to need a course of
treatment or regular care monitoring, the Contractor shall produce a treatment or
service plan that meets the following criteria:

a. Approved by the Contractor in a timely manner, if approval is required by the
Contractor;
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E.

F.

b.

In accordance with any applicable DHCS quality assurance and utilization review
standards; and

Reviewed and revised upon reassessment of functional need, at least every 12
months, or when the Member’s circumstances or needs change significantly or at
the request of the Member per 42 CFR §441.301(c)(3).

3. Contractor must have a mechanism in place to allow Members to directly access a

specialist as appropriate for the Member’s condition and identified needs.

Services for Children who are under 21 years of age with Special Health Care
Needs

Contractor shall implement and maintain services for Children with Special Health Care
Needs (CSHCN) that include but are not limited to, the following:

a. Standardized procedures that include dental care provider training for the
identification of CSHCN, at enroliment and on a periodic basis thereafter. The
identification, assessment, treatment, and coordination of care for CSHCN shall
comply with the requirements of 42 CFR 438.208(b)(3)(b)(4) and
438.208(c)(2), (c)(3), and (c)(4).

b. Methods for ensuring and monitoring timely access to pediatric specialists,
sub-specialists, ancillary therapists, community resources, and specialized
equipment and supplies; these may include assignment to a specialist as Primary
Care Dentist, standing referrals, or other methods as defined by Contractor.

c. Methods for ensuring that each CSHCN receives a comprehensive oral
assessment and development of a written dental treatment plan.

d. Case management or care coordination for CSHCN, including coordination
with the child’s medical managed care plan for surgicenter or hospital operating
room support services for dental services, and with other agencies which provide
services for children with special health care needs (e.g. mental health,
substance abuse, Regional Center, CCS, local education agency, child welfare
agency);

e. Methods for monitoring and improving the quality and appropriateness of care
for CSHCN.

California Children’s Services (CCS)

Services provided by the CCS program are not covered under this Contract. Upon
diagnostic evidence that a Medi-Cal Member under 21 years of age may have a CCS
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eligible condition, Contractor shall refer the Member to the local CCS office for
determination of eligibility.

1. Contractor shall develop and implement written policies and procedures for identifying

and referring children with CCS eligible conditions to the local CCS program. The
policies and procedures shall include, but not be limited to those which:

a. Assure that contracting providers are informed about CCS-paneled providers
within Contractor’s network, and procedures that provide for continuity of care
between the contracting providers and CCS providers for CCS-covered
conditions.

b. Ensure that Contractor continues to provide all medically necessary dental
covered services for the Member’s CCS eligible condition until CCS eligibility is
confirmed.

c. Ensure that, once eligibility for the CCS program is established for a Member,
Contractor shall continue to provide all medically necessary dental covered
services that are unrelated to the CCS eligible condition and shall monitor and
ensure the coordination of services between its Primary Care Dentist, the CCS
specialty providers, and the local CCS program.

G. Provider-Preventable Condition (PPC) Requirements

1.

Contractor must comply with 42 CFR § 438.3, which mandates that Contractor
require provider identification of PPCs as a condition precedent of payment, as well
as the prohibition against payment for PPCs as set forth in 42 CFR § 434.6(a)(12)
and 42 CFR § 447.26.

Contractor must report all identified PPCs in a form and frequency as specified by
DHCS. In order to inform Medi-Cal providers of the latest developments concerning
PPC requirements, DHCS has created a one-stop website with current information
and links to PPC documents, including the updated PPC reporting form:
http://www.dhcs.ca.gov/individuals/Pages/Al_PPC.aspx or as updated by DHCS.

Reporting is mandatory under federal law pursuant to 42 CFR § 434.6(a)(12) and 42
CFR § 447.26. A provider must report the occurrence of any PPC in any Medi-Cal
patient that did not exist prior to the provider initiating treatment, regardless of
whether the provider seeks Medi-Cal reimbursement for services to treat the PPC.

A provider shall report any PPC in the manner prescribed by DHCS, which includes
completing and submitting the PPC Reporting Form (DHCS 7107). An electronic
copy shall be submitted, concurrent to the reporting, to:
dmcdeliverables@dhcs.ca.gov, or as updated by DHCS to Contractor through a
Dental All Plan letter.
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5. Providers must submit the form within five days of discovering the condition and
confirming that the patient is a Medi-Cal beneficiary.

6. The contract prohibits the Contractor from making payment to a provider for
Provider-Preventable Conditions. Provider-Preventable Condition means a
condition occurring in any health care setting that meets the following criteria:

a.

b.

Is identified in the State plan.

Has been found by the State, based upon a review of medical literature by
qualified professionals, to be reasonably preventable through the application of
procedures supported by evidence-based guidelines.

Has a negative consequence for the beneficiary.
Is auditable.

Includes, at a minimum, wrong surgical or other invasive procedure performed on
a patient; surgical or other invasive procedure performed on the wrong body part;
surgical or other invasive procedure performed on the wrong patient.

H. Services That May Be Covered By the Contractor

1. A Contractor may cover, for Members, services or settings that are in lieu of services
or settings covered under the State plan as follows:

a.

DHCS determines that the alternative service or setting is a medically
appropriate and cost effective substitute for the covered service or setting under
the State plan.

The Member is not required by the Contractor to use the alternative service or
setting.

The approved in lieu of services are authorized and identified in the Contractors
contract, and will be offered to enrollees at the option of the Contractor.
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EXHIBIT A, ATTACHMENT 14
MEMBER SERVICES AND BENEFICIARY SUPPORT

A. Members Rights and Responsibilities

1. Member Rights and Responsibilities

Contractor shall develop, implement and maintain written policies that address the
Member’s rights and responsibilities and shall communicate these to its Members
and providers. Contractor must comply with any applicable Federal and state laws
that pertain to Member rights and ensure that its employees and contracted providers
observe and protect those rights.

a. Contractor’s written policies regarding Member rights shall include the following:

1)
2)
3)

4)

5)

6)

7)

to be treated with respect, giving due consideration to the Member’s right to
privacy and the need to maintain confidentiality of the Member’s medical and
dental information.

to be provided with information about the plan and its services, including
covered services, as identified in the Medi-Cal Dental Manual of Criteria.

to be able to choose a Primary Care Dentist within the Contractor’s network.
to participate in decision making regarding their own dental care, including
the right to refuse treatment, and to express preferences about future
treatment decisions.

to file a_grievances, either verbally or in writing, about any matter other than
an adverse benefit determination, which may include, but is not limited to, the
quality of care or services provided, aspects of interpersonal relationships
between a provider and a Member, such as offensive behavior on part of a
provider or an employee, failure to respect the Member’s rights regardless of
whether remedial action is requested, and to dispute an extension of time
proposed by the Contractor to make an authorization decision.

to have access to the Contractor’s grievance and appeal system, according
to Exhibit A, Attachment 15.

to request an appeal, which the Contractor shall review, if an adverse benefit
determination is received concerning:

a) the denial or limited authorization of a requested service, including
determinations based on the type or level of service, requirements for
medical necessity, appropriateness, setting, or effectiveness of a
covered benefit;

b) the reduction, suspension, or termination of a previously authorized
service;

c) the denial, in whole or in part, of payment for a service;

d) the failure to provide services in a timely manner, as defined by the
State;

e) the failure of the contractor to act within timeframes defined by the
State regarding the standard resolution of grievances and appeals;
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f) or the denial of a request to dispute a financial liability, including cost
sharing, copayments, premiums, deductibles, coinsurance, and other
Member financial liabilities.

8) to have the notice of adverse benefit determination explain reasons for the
adverse benefit determination, including the right of the Member to be
provided upon request and free of charge, reasonable access to and copies
of all documents, records, and other information relevant to the Member’s
adverse benefit determination.

9) toreceive standard resolution of an appeal and notice to the affected parties
no later than thirty calendar days from the day the Contractor receives the
appeal.

10) to receive Member notices and state hearing policies covered in Exhibit A,
Attachment 15.

11) to request a State fair hearing only after the Member exhausts the appeals
process and receives notice that the Contractor is upholding an adverse
benefit determination.

12) to initiate a State fair hearing if the Contractor fails to adhere to notice and
timing requirements, and the Member has exhausted the appeals process.
Written notice of the resolution of a grievance or an appeal must meet format
and language requirements specified by the State.

13) to have the State offer and arrange for an external medical review if the
following conditions are met:

a) the review must be at the Member's option and must not be required
before or used as a deterrent to proceeding to the State fair hearing;

b) the review must be independent of both the State the Contractor;

c) the review must be offered without any cost to the Member;

d) the review must not extend any of the timeframes above and must not
disrupt continuation of benefits.

14) to identify that if the Contractor, or the State fair hearing officer reverses a
decision to deny, limit, or delay services that were not furnished while the
appeal was pending, the Contractor must authorize or provide the disputed
services promptly and as expeditiously as the Member's health condition
requires, but no later than 72 hours from the date it receives notice reversing
the determination.

15) to identify that for services furnished while the appeal is pending, if the
Contractor, or the State fair hearing officer reverses a decision to deny
authorization of services, and the Member received the disputed services
while the appeal was pending, the Contractor, or the State, must pay for those
services, in accordance with State policy and regulations.

16) to continue benefits while the Contractor appeal and the state fair hearing are
pending. Timely filing of a state hearing occurs within 10 calendar days of the
contractor sending the notice of adverse benefit determination or on or before
the intended effective date of the contractor’s proposed adverse benefit
determination.
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17) to request reinstatement of the Member’s benefits, while the appeal or state
fair hearing is pending. The benefits must be continued until one of the
following occurs:

1. the Member withdraws the appeal or request for state fair hearing;

2. the Member fails to request a state fair hearing and continuation of
benefits within 10 calendar days after the contractor sends the notice of
an adverse resolution to the Member’s appeal;

3. a State fair hearing office issues a hearing decision adverse to the
Member.

18) to be notified that when the resolution of an appeal or state fair hearing is
adverse to the Member, that is the Contractor’s adverse benefit determination
is upheld, the Member is subject to cost recovery by the Contractor consistent
with 42 CFR § 431.230(b), for those services furnished to the Member while the
appeal and state fair hearing was pending.

19) to receive interpretation services for their language.

20) to have access to all medically necessary dental service provided in Federally
Qualified Health Centers, Rural Health Clinics or Indian Health Care Providers,
and access to emergency dental services outside the Contractor’s network
pursuant to federal law.

21) to request a State Medi-Cal fair hearing, including information on the
circumstances under which an expedited fair hearing is possible, after
completion of the appeals process as in 5) above.

22) to have access to, and where legally appropriate, receive copies of, amend or
correct their dental record.

23) to be provided disenrollment requirements and limitations including information
about procedures, timeframes, notices, grievances and State fair hearings
related to, and reasons for which:

a) the Contractor may request disenroliment
b) the Contractor is prohibited from requesting disenrollment, such as an
adverse change in the Member's health status, or because of the
Member's utilization of medical services, diminished mental capacity,
or uncooperative or disruptive behavior resulting from his or her
special needs (except when his or her continued enroliment in the
plan seriously impairs the Contractor's ability to furnish services to
either this particular Member or other Members).
c) the Member may request disenrollment, for cause, at any time.
i. causes for disenrollment include:
(a) the Member moves out of the Contractor's service area.
(b) the Member needs related services to be performed at
the same time; not all related services are available
within the provider network; and the Member's primary
care provider or another provider determines that
receiving the services separately would subject the
Member to unnecessary risk.
(c) other reasons, including poor quality of care, lack of
access to services covered under the contract, or lack of
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access to providers experienced in dealing with the
Member's care needs.
i without cause, at the following times:

(a) during the 90 days following the date of the beneficiary's initial
enrollment into the plan, or during the 90 days following the
date the State sends the beneficiary notice of that enrollment,
whichever is later.

(b) at least once every 12 months thereafter.

(c) upon automatic reenroliment under paragraph (g) of this
section, if the temporary loss of Medicaid eligibility has caused
the beneficiary to miss the annual disenrollment opportunity.

(d) when the State imposes the intermediate sanction specified in
§438.702(a)(4).

24) to receive written Member informing materials in alternative formats (including
Braille, large size print, and audio format) upon request and in a timely fashion
appropriate for the format being requested.

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

26) to receive information on available treatment options and alternatives,
presented in a manner appropriate to the Member’s condition and ability to
understand.

27) freedom to exercise these rights without adversely affecting how they are
treated by the Contractor, providers, or the State.

28) to have access to Contractor’s health education programs and outreach
services in order to improve dental health.

29) to request a second opinion, including from a specialist at no cost.

30) to be free from the Contractor prohibiting, or otherwise restricting, a provider
acting within the lawful scope of practice, from advising or advocating on behalf
of a Member who is his or her patient, for the following:

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

b) anyinformation the Member needs to decide among all relevant treatment
options.

c) therisks, benefits, and consequences of treatment or non-treatment.

31) to be provided information about definitions of emergency care and how to
access emergency dental treatment, and rules for coverage regardless of
whether the provider that furnishes the services has a contract with the
Contractor, under payment rules governed by Title XIX of the Act and the
States.

b. Contractor’s written policy regarding Member responsibilities shall include
providing accurate information to the professional staff, following instructions,
and cooperating with the providers.

B. Member Services Staff
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1. Contractor shall maintain the level of knowledgeable and trained staff sufficient to
provide covered services to Members and all other services covered under this
contract.

2. Contractor shall ensure Member services staff are trained on all contractually
required Member service functions including, policies, procedures, and scope of
benefits of this contract.

3. Contractor shall ensure that Member Services staff provides necessary support to
Members with chronic conditions (such as asthma, diabetes, congestive heart
failure) and disabilities, including assisting Members with complaint and grievance
resolution, access barriers, and disability issues.

4. Contractor shall ensure that Member Services staff will refer potential Members to
the DHCS enrollment broker when potential Members make a request for enroliment
with Contractor.

5. Contractor shall conduct phone calls to Members who have not seen their Primary
Care Dentist in the last 12 months. Contractor shall ensure that Members are set up
with an appointment, if requested, and Members understand their rights to access to
care and services. Contractor shall report the results to DHCS no later than thirty
(30) calendar days following the end of the reporting month.

6. Contractor shall ensure that the average wait time during business hours for a
Member to speak by telephone with Member services staff does not exceed ten
minutes, in accordance with 28 CCR 1300.67.2.2(c)(10).

C. Call Center Reports

Contractor shall report biannually, no later than January 31%' and July 315! of each
calendar year, in a format outlined in Exhibit, A, Attachment 20, Deliverable Templates,
the number of calls received by call type (questions, grievances, access to services,
request for dental health education, etc.); the average speed to answer Member services
telephone calls with a live voice; and the Member services telephone calls abandonment
rate.

Contractor must maintain a weekly average “P” factor of no more than seven (7) percent.
“P’ factor is defined as the percentage of connected calls versus non-connected calls
and/or busy signals.

D. Written Member Information

1. Contractor shall provide all new Members, and potential enrollees on request only,
with written Member information as specified in 22 CCR 53926.5. Contractor is
required to use State Developed Model Enrollee Handbook. Contractor shall develop
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and provide each Member, or family unit, a Member services guide that constitutes a
fair disclosure of the provisions of the covered services including, but not limited to,
dental health education. Contractor shall provide each enrollee an enrollee
handbook, which serves as a summary of benefits and coverage, within a reasonable
time after receiving notice of the beneficiary’s enrollment.

2. Contractor shall distribute the Member information no later than seven (7) calendar

days following enrollment. Contractor shall distribute Member information annually to
each Member or family unit.

1. Distribution of Member Information shall be considered provided
after Contractor completes one of the following:

a. Mails a printed copy of the information to the enrollee’s
mailing address.

b. Provides the information by email after obtaining the
enrollee’s agreement to receive the information by email.

c. Posts the information on its website and advises the
enrollee in paper or electronic form that the information is
available on the Internet and includes the applicable
Internet address provided that enrollees with disabilities
who cannot access this information online are provided
auxiliary aids and services upon request at no cost.

d. Provides the information by any other method that can
reasonably be expected to result in the enrollee receiving
the information.

3. Contractor shall ensure that all written Member information is provided to Members at
a sixth (6") grade reading level. The written Member information shall ensure
Members’ understanding of the covered services, processes and ensure the
Member’s ability to make informed dental health decisions.

Written Member-informing materials shall be translated into the identified threshold
and concentration languages discussed in Exhibit A, Attachment 11, Access and
Availability, Provision H, Linguistic Services.

Written Member informing materials shall be provided in alternative formats
(including Braille, large size print, and audio format) upon request and in a timely
fashion appropriate for the format being requested.

Contractor shall establish policies and procedures to enable Members to make a
standing request to receive all informing material in a specified alternative format.

4. In accordance with 42 CFR 438.10 (c)(6), if the Contractor chooses to provide the
required information electronically to Members, it must be: in a format that is readily
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accessible; in a location on the Contractor’s website that is prominent and readily
accessible; and provided in an electronic form which can be electronically retained
and printed. The information must be consistent with content and language
requirements of 42 CFR 438.10 and Attachment 14. In addition, Contractor must
notify Members that the information provided electronically is available in paper form
without charge upon request, and Contractor must provide it to Members upon
request within 5 business days.

5. The Member services guide shall be submitted to DHCS annually no later than thirty
(30) calendar days after the beginning of each calendar year for review prior to
distribution to Members. The Member services guide shall meet the requirements of an
Evidence of Coverage and Disclosure Form (EOC/DF) as provided in 22 CCR 53920.5,
28 CCR 1300.51(d) and its Exhibit T (EOC) or U (Combined EOC/DF). In addition, the
Member services guide shall meet the requirements contained in Health and Safety
Code Section 1363, and; (a), as to print size, readability, and understandability of text,
and shall include the following information:

a. The plan name, address, telephone number and service area covered by the dental
health plan.

b. A description of the full scope of Medi-Cal Dental Managed Care covered benefits
and all available services including dental health education as prescribed in Exhibit
A, Attachment 12, Scope of Services, Provision D, Services for All Members,
interpretive services provided by plan personnel and at service sites, and “carve out”
services and an explanation of any service limitations and exclusions from coverage,
or charges for services. Include information and identify services to which the
Contractor or subcontractor has a moral objection to perform or support. Describe
the arrangements for access to those services.

c. Procedures for accessing covered services including that covered services shall be
obtained through the plan’s providers unless otherwise allowed under this contract.

Include a description of the Member identification card issued by the Contractor, if
applicable, and an explanation as to its use in authorizing or assisting Members to
obtain services.

d. Compliance with the following may be met through distribution of a provider
directory:

The address and telephone number of each service location (e.g., locations of
hospitals, Primary Care Dentists (PCD), Federally Qualified Health Centers (FQHC),
Rural Health Clinics (RHC) and Indian Health Care Providers (IHCP).

The hours and days when each of these facilities is open, the services and benefits
available to include but not limited to: the telephone number to call after normal
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business hours, the languages spoken, whether the office will see children 0-3,
pregnant women and children with special health care needs.

Further, Contractor must make available in paper form upon request and electronic
form, the following information about its network providers:

1) Telephone number(s).

2) Web site URL, as appropriate.

3) Specialty, as appropriate.

4) Whether the provider will accept new Members.

5) The provider’s cultural and linguistic capabilities, including languages (including
American Sign Language) offered by the provider or a skilled medical interpreter
at the provider’s office, and whether the provider has completed cultural
competence training.

6) Whether the provider’s office/ facility has accommodations for people with
physical disabilities, including offices, exam room(s) and equipment.

The provider directory must include the information in the paragraph above for each
of the provider types covered under the contract.

Information included in a paper provider directory must be updated at least monthly
and electronic provider directories must be updated no later than 30 calendar days
after the Contractor receives updated provider information.

Provider directories must be made available on the Contractor's Web site in a
machine readable file and format as specified by federal regulation.

e. Procedures for selecting or requesting a change in PCD at any time; any
requirements that a Member would have to change PCD; reasons for which a
request for a specific PCD may be denied; and reasons why a provider may request
a change.

f. The purpose and value of scheduling an initial dental health assessment
appointment.

g. The appropriate use of dental care services in a managed care system.

h. The availability and procedures for obtaining after hours services (24-hour basis) and
care, including the appropriate provider locations and telephone numbers. This shall
include an explanation of the Members’ right to interpretive services, at no cost, to
assist in receiving after-hours services.

i. Procedures for obtaining emergency dental care from specified plan providers or
from non-plan providers, including outside Contractor’s service area.

Page 8 of 14



Medi-Cal Dental Program
Exhibit A, Attachment 14

Member Services

j-  Process for referral to specialists in sufficient detail so Member can understand how
the process works, including timeframes.

k. Procedures for obtaining any transportation services to service locations that are
offered by Contractor or available through the Medi-Cal program, and how to obtain
such services. Include a description of both medical and non-medical transportation
services and the conditions under which non-medical transportation is available.

I.  Procedures for requesting an appeal or filing a grievance with Contractor, either
verbally or in writing, including procedures for appealing decisions regarding
Member’s coverage or benefits, or filing grievances about a relationship to the
organization or other dissatisfaction with the Contractor and/or providers. Include
the title, address, and telephone number of the person responsible for processing
and resolving appeals and grievances and responsible for providing assistance with
completing the request. Information regarding the process shall include the
requirements and the timelines for the Contractor to acknowledge receipt of and
resolve appeals and grievances, and to notify the Member of the resolution of
grievances or appeals. Information shall be provided informing the Member that
services previously authorized by the Contractor will continue while the appeal or
grievance is being resolved.

m. The causes for which a Member shall lose entitlement to receive services under this
Contract as stipulated in Exhibit A, Attachment 16, Enrollments and Disenroliments,
Provision D, Disenrollment.

n. Procedures for disenroliment, including an explanation of the Member’s right to
disenroll without cause at any time, subject to any restricted disenrollment period.

o. Information on the Member’s right to submit a request for an appeal following an
adverse benefit determination or to file a grievance for issues other than adverse
benefit determinations, including timelines and information about how a Member may
request a State fair hearing after exhausting the appeals process and receiving
notice that the Contractor is upholding an adverse benefit determination. Information
on State Fair Hearing shall also include information on the timelines which govern a
Member’s right to a State Fair Hearing, pursuant to Welfare and Institutions Code
Section 10951 and the State Department of Social Services’ Public Inquiry and
Response Unit toll-free telephone number (1-800-952-5253) to request a State
hearing.

p. Information on the availability of, and procedures for obtaining, services at Federally
Qualified Health Centers, Rural Health Clinics and Indian Health Care Providers.
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g. Information furnished on the availability of transitional Medi-Cal eligibility and how
the Member may apply for this program.

r. Information on how to access State resources for investigation and resolution of
Member complaints, including a description of the DHCS Medi-Cal Managed Care
Ombudsman Program and toll-free telephone number (1-888-452-8609), and the
Department of Managed Health Care, Health Maintenance Organization (HMO)
Consumer Service toll-free telephone number (1-888-466-2219).

s. Information concerning the provision and availability of services covered under the
California Children’s Services program from providers outside Contractor’s provider
network and how to access these services.

t. An explanation of the expedited disenroliment process for Members qualifying under
conditions specified under 22 CCR Section 53889(j) which includes children
receiving services under the Foster Care or Adoption Assistance Programs;
Members with special health care needs; and Members already enrolled in another
Medi-Cal, Medicare or commercial managed care plan.

u. An explanation of an American Indian Member’s right not to be restricted in their
access to Indian Health Care Providers (IHCP) by Contractor, and to disenroll from
Contractor's plan at any time, without cause.

v. Any other information determined by DHCS to be essential for the proper receipt of
covered services.

6. Member Identification Card

Contractor shall provide an identification card to each Member, which identifies the
Member and authorizes the provision of covered services to the Member. The card shall
specify that emergency services rendered to the Member by non-Contracting providers
are reimbursable by the Contractor without prior authorization.

7. Annual Member Reminder

During the Member’s enrollment anniversary month, the Contractor shall provide a
maximum one page information guide to each Member annually. The guide shall include
the Member’s PCD’s name, address, phone number, and operating hours as well as the
Member Service’s phone number. The guide should also include, but not be limited to
information regarding benefits, PCD changes, and problems accessing services.
Contractor shall submit for review and approval a sample of the guide to DHCS no later
than thirty (30) calendar days after the beginning of each calendar year.
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E. Member Notification of Changes in Access to Covered Services

Contractor shall ensure Members are notified in writing of any changes in the
availability or location of covered services, or any other changes to the Enrollee
Handbook or information listed in 42 CFR 438.10(g)(4) that DHCS defines as
significant, at least thirty (30) calendar days prior to the effective date of such changes.
In the event of an emergency or other unforeseeable circumstances, Contractor shall
provide notice of the emergency or other unforeseeable circumstance to DHCS as
soon as possible, but no later than fourteen (14) calendar days. The notification to
Members must be presented to and approved in writing by DHCS prior to its release.

1. Pursuant to 42 CFR 438.10(f)(1), Contractor must make a good faith effort to give
written notice of termination of a contracted provider, within 15 calendar days after
receipt or issuance of the termination notice, to each Member who received his or
her primary dental care from, or was seen on a regular basis by, the terminated
provider.

2. Contractor shall not be required to provide, reimburse for, or provide coverage of, a
counseling or referral service that would otherwise be required under 42 CFR
438.102(a)(1) if Contractor objects to the service on moral or religious grounds. If
Contractor elects to exercise this option, the following requirements must be met:

a. Contractor must furnish information about the services it does not cover to DHCS
with its application for a Medi-Cal contract and whenever it adopts the policy
during the term of the contract.

b. Contractor must furnish information about the service it does not cover to
Members at least 30 days before the effective date of the policy consistent with
42 CFR 438.10(g)(4).

F. Primary Care Dentist Selection

1. Contractor shall implement and maintain DHCS approved procedures to ensure that
each new Member has an appropriate and available PCD. Contractor shall ensure
that Members are allowed to change a PCD, upon request, by selecting a different
Primary Care Dentist from Contractor’s network of providers.

2. Contractor shall permit any Indian Member, if eligible to receive services from an
IHCP primary care dentist, to choose that ICHP as his or her primary care dentist as
long as that provider has capacity to provide the services.

3. Contractor shall disclose to affected Members any reasons that their selection or
change in PCD could not be made.
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4. Contractor shall ensure that Members with an established relationship with a

provider in Contractor’s network, who have expressed a desire to continue their
patient/provider relationship, are assigned to that provider without disruption in their
care.

G. Primary Care Dentist Assignment

1.

If the Member does not select a Primary Care Dentist within thirty (30) calendar days
of the effective date of enrollment, Contractor shall assign that Member to a Primary
Care Dentist and notify the Member and the assigned Primary Care Dentist no later
than forty (40) calendar days after the Member’s enrollment. When assigning a
Primary Care Dentist to a Member, the Contractor must take into consideration the
age, location and linguistics of the Member and provider. The Contractor shall
ensure that adverse selection does not occur during the assignment process of
Members to Primary Care dentists. If, at any time, a Member notifies the Contractor
of a primary care dentist or subcontracting dental plan choice, such choice shall
override the Member assignment to a Primary Care Dentist or subcontracting dental
plan.

Contractor shall notify the Primary Care Dentist that a Member has selected or been
assigned to the provider within ten (10) calendar days from when selection or
assignment is completed by the Member or the Contractor, respectively. The
Contractor shall provide to the PCD the address, phone number and all contact
information the plan has on the Member.

H. Denial, Deferral, or Modification of Prior Authorization Requests

1. Contractor shall notify Members of a decision to deny, defer, or modify requests for prior
authorization by providing written notification to Members and/or their authorized
representative, regarding any denial, deferral or modification of a request for approval to
provide a dental care service. This notification must be provided as specified in 22 CCR
Sections 51014.1, 51014.2, 53894, and Health and Safety Code Section 1367.01.

2. Contractor shall provide for a written notification to the Member and the Member’s
authorized representative on a standardized form, approved by DHCS, informing the
Member of all the following:

a. The Member’s right to, method of obtaining, and time limit for requesting a State Fair

Hearing after exhausting the appeal process, to contest the denial, deferral, or
modification action and the decision the Contractor has made, the reason(s) for the
action and the specific regulation(s) or plan authorization procedures supporting the
action.
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b. The Member’s right to represent himself/herself at the fair hearing or to be
represented by legal counsel, friend or other spokesperson.

c. The name and address of Contractor and the Department of Social Services (DSS)
toll-free telephone number for obtaining information on legal service organizations for
representation.

3. Contractor shall provide required notification to Members and their authorized
representatives in accordance with the time frames set forth in 22 CCR 51014.1 and
53894. Such notice shall be deposited with the United States Postal Service in time for
pick-up no later than the second business day after the decision is made, not to exceed
fourteen (14) calendar days from receipt of the original request. If the decision is deferred
because an extension is requested or justified as explained in Exhibit A, Attachment 7,
Utilization Management, Provision C, Timeframes for Dental Authorization, Contractor
shall notify the Member in writing of the deferral of the decision no later than fourteen (14)
calendar days from the receipt of the original request. If the final decision is to deny or
modify the request, Contractor shall provide written notification of the decision to
Members no later than twenty-eight (28) calendar days from the receipt of the original
request.

If the decision regarding a prior authorization request is not made within the time frames
indicated in Exhibit A, Attachment 7, Utilization Management, Provision C, Timeframes
for Dental Authorization, the decision is considered denied and notice of the denial must
be sent to the Member on the date the time frame expires.

4. The Contractor must mail the notice of adverse benefit determination at least 10 days
prior to the date of action, when the action is a termination, suspension, or reduction of
previously authorized Medi-Cal covered services.

5. The Contractor must mail the notice of adverse benefit determination by the date of the
action when any of the following occur:

a. The Member has died.

b. The Member submits a signed written statement requesting service termination.

c. The Member submits a signed written statement including information that
requires service termination or reduction and indicates that he or she understands
that service termination or reduction will result.

d. The Member has been admitted to an institution where he or she is ineligible
under the plan for further services.

e. The Member’s address is determined unknown based on returned mail with no
forwarding address.

f. The Member is accepted for Medicaid services by another local jurisdiction, state,
territory, or commonwealth.

g. Achange in the level or medical care is prescribed by the Member’s physician.
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h. The notice involves an adverse determination with regard to preadmission
screening requirements of section 1919(e)(7) of the Social Security Act of 1935.
i. The transfer or discharge from a facility will occur in an expedited fashion.

6. The Contractor may shorten the period of advance notice and mail the notice of adverse
benefit determination five days prior to the date of action if:

a. The Contractor has facts indicating that action should be taken because of
probable fraud by the Member; and
b. The facts have been verified, if possible, through secondary sources.

7. The Contractor must give notice of adverse benefit determination on the date of
determination when the action is a denial of payment.
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EXHIBIT A, ATTACHMENT 15
MEMBER GRIEVANCE AND APPEAL SYSTEM

A Member Grievance and Appeal System

Contractor shall have in place a Member Grievance and Appeal system in accordance
with Title 28 CCR Sections 1300.68 and 1368.01, Title 22 CCR Section 53858, 42 CFR
Sections 438.400, 438.402, 438.404, 438.406, 438.408, 438.410, 438.416, and 438.424,
and APL 17-003 and any future All Plan Letters related to compliance with the Member
Grievance and Appeal System.

1. Grievances

A Member may file a Grievance with the Contractor at any time. Contractor shall
provide written acknowledgement to the affected Member within five (5) calendar
days of receipt of the Grievance. Contractor shall resolve the Grievance and
provide notice to the affected Member no later than 30 calendar days from the
day Contractor receives the Grievance. Contractor shall notify the affected
Member that there is no right to request a State Fair Hearing following
Contractor’s resolution of the Grievance. Contractor shall accept a Member
Grievance either orally or in writing.

2. Standard Appeals

a. A Member, or their Provider on behalf of the Member, may request an
Appeal of an Adverse Benefit Determination either orally or in writing. The
parties to the Appeal included the Member and his or her representative
or the legal representative of a deceased Member’s estate. The date of
an oral Appeal establishes the filing date for the Appeal.

b. A Member can request an Appeal of an Adverse Benefit
Determination within 60 calendar days from receipt of the Notice of
Adverse Benefit Determination. A Member must have exhausted the
Contractor’s internal Appeal process prior to proceeding to a State Fair
Hearing. Contractor shall have only one level of Appeal for Members.

1) Contractor shall notify a Member who makes an oral request for
an Appeal of an Adverse Benefit Determination that the Member’s
oral request for an Appeal shall be followed by a written, signed
Appeal unless the Member requests an expedited resolution of
anAdverse Benefit Determination.

2) Contractor shall assist the Member in preparing a written
Appeal including notifying the Member of the location of
Contractor’s Appeal of an Adverse Benefit Form on
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Contract’s website or providing the form to the Member upon
request. Contractor shall also advise and assist the Member in
requesting continuation of the disputed benefit(s) during an
Appeal of the Adverse Benefit Determination.

C. Contractor shall provide written acknowledgement to the affected Member
within five (5) calendar days of receipt of the Appeal.
Contractor shall ensure an Appeal of an Adverse Benefit
Determination is resolved and provide notice to the affected Member in a
format approved by DHCS as expeditiously as the Member’s health
condition requires, but no later than 30 calendar days from the day
Contractor receives the Appeal. In the event Contractor fails to resolve a
standard Appeal within 30 calendar days from receipt, it shall provide
notice to the Member, upon request, that the Member is deemed to have
exhausted Contractor’s internal Appeal process and has the right to
proceed to a State Fair Hearing.

d. If Contractor or a State Fair Hearing officer reverses an Adverse Benefit
Determination and the requested services were not furnished while the
Appeal was pending, Contractor must authorize or provide the disputed
services as expeditiously as the Member’s health condition requires but
no later than 72 hours from the date it receives notice reversing the
determination. If the Member received the disputed service while the
Appeal was pending, the Contractor shall pay for those services in
accordance with State policy and regulations.

e. If the resolution of the Appeal or State Fair Hearing upholds the
Contractor’'s Adverse Benefit Determination, the Contractor may,
consistent with the state’s policy on recoveries, under 42 CFR §
431.230(b), and as specified in this contract, recover the cost of services
furnished to the Member while the Appeal and State Fair Hearing was
pending, to the extent that services were furnished solely because of the
requirements of this section.

3. Expedited Appeals

a. For Expedited Appeals of an Adverse Benefit Determination,
Contractor shall comply with all requirements in 42 CFR § 438.410.
Contractor shall resolve an Expedited Appeal of an Adverse Benefit
Determination and provide notice to the Member in a timeframe that is no
longer than 72 hours after Contractor receives the Expedited Appeal
unless there are grounds to extend the timeframe under Section 4 of this
Provision.
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If a Contractor denies a request for an expedited resolution of an Appeal,
it must transfer the Appeal to the standard timeframe for resolution of no
longer than 30 calendar days from the day the Contractor receives the
Appeal.

If Contractor or a State Fair Hearing officer reverses an Adverse Benefit
Determination and the requested services were not furnished while the
Appeal was pending, the Contractor must authorize or provide the
disputed services as expeditiously as the Member’s health condition
requires but no later than 72 hours from the date it receives notice
reversing the determination. If the Member received the disputed service
while the Appeal was pending, the Contractor shall pay for those services
in accordance with State policy and regulations.

Contractor must establish and maintain an expedited review process for
appeals, when the Contractor determines (for a request from the
Member) or when 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,
physical or mental health, or ability to attain, maintain, or regain maximum
function.

4, Extension of Timeframes

a.

2)

Contractor may extend the resolution timeframes for standard and expedited
Appeals by up to 14 calendar days if:

The Member requests the extension; or

Contractor demonstrates to the satisfaction of the Department upon
request, that there is a need for additional information and how the delay
is in the Member’s best interest.

In the event that the Contractor extends timeframe without the Member’s
request, Contractor shall:

1) Make reasonable efforts to provide the Member with prompt oral
notice of the delay.

2) Provide the Member written notice, within 2 calendar days, of the
reason for the decision to extend the timeframe and inform the
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Member of the right to file a Grievance if he or she disagrees with
that decision.

Resolve the Appeal as expeditiously as the Member’s health
requires and in no event extend resolution beyond the initial 14
calendar day extension.

5. Notice of Adverse Benefit Determination

a. A Notice of Adverse Benefit Determination is a formal letter, in a format
provided or approved by DHCS, informing a Member of any of the
following actions taken by the Contractor:

1)

The denial or limited authorization of a requested service,
including determinations based on the type or level of service,
medical necessity, appropriateness, setting, or effectiveness of
a covered benefit.

2) The reduction, suspension, or termination of a previously
authorized service.

3) The denial, in whole or in part, of payment for a service.

4) The failure to provide services in a timely manner.

5) The failure to act within the required timeframes for standard
resolution of Grievances and Appeals.

6) The denial of a Member’s request to dispute financial
liability.

b. A written Notice of Adverse Benefit Determination shall be in a format and

language, that, at a minimum, meets the standards set forth in 42 CFR
438.10 and must include all of the following:

1)

2)

The action that the Contractor or its subcontractor has taken or
intends to take;

The reason for the action, including notification to the Member of
the right to request, free of charge, all documents and records,
and other relevant information. Such information includes medical
necessity criteria, and any process, strategies, or evidentiary
standards used in setting coverage limits;
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5)

6)

7)

8)

The requirement that the Member or Provider request an internal
Appeal with Contractor no later than 60 calendar days from the

date on the Notice of Adverse Benefit Determination before the

Member can request a State Fair Hearing;

The Member’s right to request a State Fair Hearing and how to
request a State Fair Hearing if Contractor fails to send a
resolution notice in response to the Appeal of the Notice of
Adverse Benefit Determination within 30 calendar days;

Procedures for exercising the Member’s rights specified in this
section;

Circumstances under which an expedited review is available and
how to request it;

The Member’s right to have benefits continue pending the
resolution of the Appeal; and

How to request a continuation of benefits.

6. Notice of Appeal Resolution

Contractor shall provide written notice of the resolution of the Member’s Appeal
of an Adverse Benefit Determination in a format provided or approved by DHCS.
Written notice must include the following:

a. The results of the resolution and the date it was completed.

b. For Appeals not resolved wholly in favor of the Member Contractor’s
written notice to the Member shall include the following information:

1)

The right to request a State Fair Hearing, that a State Fair Hearing
must be requested 120 calendar days from Contractors notice of
resolution and how to request a State Fair Hearing;

The right to request and to receive continuation of benefits while
the hearing is pending and how to request continuation of
benefits, including the timeframe in which the request shall be
made; and
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3) The right to request a review of Contractor’s resolution by the
California Department of Managed Health Care, including but not
limited to an Independent Medical Review, if appropriate.

B. Grievance and Appeal System Oversight

Contractor shall implement and maintain procedures as pursuant to 28 CCR 1300.68,
1300.68.01 and Title 22 CCR 53858 to monitor Contractor’'s Member Grievance and
Appeal system and the expedited review of grievances and appeals, which shall include,
but are not limited to:

1. Procedure to ensure timely acknowledgement, resolution and feedback to
complainant. In the case of a grievance, Contractor shall provide a written
resolution of a grievance within 30 calendar days of receipt. In the case of an
Appeal of an Adverse Benefit Determination, Contractor shall provide a written
resolution of the Appeal within 30 calendar days of receipt of the Appeal. In the
case of an Expedited Appeal, Contractor shall provide oral notification of the
resolution of the Expedited Appeal within 72 hours of receipt.

2. Procedure to ensure the Member is provided with any reasonable assistance in
completing Grievance and Appeal forms and other procedural steps related to a
Grievance or Appeal. This includes, but is not limited to, auxiliary aids and
services upon request, such as providing interpreter services and toll-free
numbers with Teletypewriter Telephone/Telecommunication Devices for the Deaf
(TTY/TDD) and interpreter capability.

3. Procedure for systematic aggregation and analysis of the Grievance or Appeal
data and use for quality improvement.

4, Procedure to ensure that every Grievance and Appeal submitted is reported to an
appropriate level, i.e., dental issues versus dental care delivery issues. To this
end, Contractor shall ensure that any-Appeal of a denial based on lack of medical
necessity, Appeal of a denial of a request for expedited resolution of a Grievance,
or an Appeal that involves clinical issues shall be resolved by a dental care
professional with appropriate clinical expertise in treating the Member’s condition
or disease.

5. Procedure to ensure the participation of individuals with authority to require
corrective action. Grievances related to medical/dental quality of care issues shall
be referred to the Contractor’s Dental Director.
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10.

11.

Procedure to ensure that requirements of Title 22 CCR Section 51014.2 are met
regarding services to Members during the Grievance and Appeal process.

Procedure to ensure that the person making the final decision for the proposed
resolution of a Grievance or Appeal has not participated in any prior decisions
related to the Grievance or Appeal and is not a subordinate of any individual who
was involved in a previous level of review or decision-making.

Procedure to ensure that decision makers on Grievances and Appeals of adverse
benefit determinations take into account all comments, documents, records, and
other information submitted by the Member or their representative without regard
to whether such information was submitted or considered in the initial adverse
benefit determination.

Procedures to ensure that Members are given a reasonable opportunity, in person
and in writing, to present evidence and testimony and make legal and factual
arguments in support of their Grievance or Appeal. In the case of expedited
Appeal resolution, Contractor must inform Members of the limited time available
for this sufficiently in advance of the resolution timeframe.

Procedure to ensure Contractor complies with 42 CFR 438.406(b)(5) and
provides the Member and his or her representative the Member’s case file,
including medical records, other documents and records, and any new additional
evidence considered, relied upon, or generated in connection with the Appeal of
the adverse benefit determination. The case file must be provided free of charge
and sufficiently in advance of the resolution timeframe for standard Appeals (30
calendar days) and expedited Appeals (72 hours).

Procedure to provide specified information about the Grievance and Appeal
system to all providers and subcontractors at the time they enter into a contract.

Grievance and Appeal Log and Quarterly Grievance and Appeal Report

Contractor shall maintain, and have available for DHCS review, Grievance and
Appeal_logs, including copies of Grievance and Appeal logs of any
subcontracting entity delegated the responsibility to maintain and resolve
Grievances and Appeals. Grievance and Appeal logs shall include all the
required information set forth in 22 CCR 53858(e), Title 28 CCR 1300.68(b)(5),
42 CCR 438.416(b) and (c), and APL 17-003 and any future All Plan Letters.

Contractor shall submit quarterly Grievance and Appeal reports in the required
DMHC format no later than thirty (30) calendar days following the end of the
reporting quarter, to include, but not be limited to, the required elements set forth
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1.

in 28 CCR 1300.68(f). The Grievance and Appeal report should include an
explanation for each Grievance or Appeal that was not resolved within thirty (30)
calendar days of receipt of the Grievance or Appeal.

a. In addition to the types or nature of Grievances and Appeals listed in 28
CCR 1300.68(f)(2)(D), the report shall also include, but not be limited to,
untimely assignments to a Primary Care Dentist, issues related to cultural
sensitivity and linguistic access, and difficulty with accessing specialists.

b. In addition to the reporting requirements above, Contractor shall provide
the following in the Medi-Cal Category of the report:

1) The total number of Grievances and Appeals received.

2) The average time it took to resolve Grievances and Appeals,
which includes providing written notification to the Member.

3) A listing of the zip codes, ethnicity, gender, and primary language

of Members who filed Grievances or Appeals.

Contractor shall submit reports resulting from its quarterly review and analysis of
all recorded Grievances and Appeals as required by 22 CCR 53858(e)(4) in the
required DMHC format. Upon request Contractor shall submit the additional
information on a Grievance or Appeal to DHCS within five (5) calendar days.

D. Parties to State Hearing
The parties to the State hearing shall include the Contractor as well as the Member and
his or her representative or the legal representative of a deceased Member’s estate.

E. Recordkeeping Requirements

The Contractor and subcontractors shall maintain records of grievances and
appeals and must review the information as part of its ongoing monitoring
procedures, as well as any updates and revisions to the State quality strategy.

The record of each Grievance or Appeal shall contain, at a minimum, all of the
following information:

a. A general description of the reason for the Appeal or Grievance.

b. The date the Appeal or Grievance was received.
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C. The date of each review or, if applicable, review meeting.

d. Resolution at each level of the Appeal or Grievance, if applicable.

e. Date of resolution at each level, if applicable.

f. Name of the covered person for whom the Appeal or Grievance was
filed.

g. The record shall be accurately maintained in a manner accessible to the

state and available upon request to CMS.

F. Continuation of Benefits

1. Contractor shall continue the Member’s benefits throughout all pending Contractor
Appeals and State Fair Hearings if all of the following occur:

a. The Member files the request for an appeal within 60 calendar
days following the date on the adverse benefit determination
notice;

b. The appeal involves the termination, suspension, or reduction of a

previously authorized service;

C. The Member’s services were ordered by an authorized provider;
d. The period covered by the original authorization has not expired; and
e. The Member timely files for continuation of benefits. “Timely files” means

the Member files for continuation of benefits on or before the following,
whichever is later:

1) Within ten (10) calendar days of the Contractor sending the notice
of adverse benefit determination.

2) The intended effective date of the Contractor proposed adverse
benefit determination.
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2. If, at the Member’s request, the Contractor shall continue or reinstate the
Member's benefits while the Appeal or State Fair Hearing is pending, the benefits
shall continue until one of following occurs:

a. The Member withdraws the Appeal or request for State Fair Hearing.

b. The Member fails to request a state fair hearing and continuation of
benefits within ten (10) calendar days after the Contractor sends the
notice of an adverse resolution to the Member's appeal.

c. A State Fair Hearing office issues a hearing decision adverse to the
Member.
3. If the final resolution of the Appeal or State Fair Hearing is adverse to the

Member, that is, upholds Contractor’s adverse benefit determination, the
Contractor may recover the cost of services furnished to the Member while the
Appeal and State Fair Hearing was pending, to the extent that they were
furnished solely because of the requirements of this section.
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EXHIBIT A, ATTACHMENT 16
ENROLLMENTS AND DISENROLLMENTS

A. Enroliment Program

Contractor shall cooperate with the DHCS enrollment program and shall provide to
DHCS' Enroliment Contractor a list of network providers (provider directory), linguistic
capabilities of the providers and other information deemed necessary by DHCS to assist
Members, and potential enrollees, in making an informed choice in dental plans.
Contractor shall submit a copy of the provider directory to DHCS upon request. DHCS
reserves the right to halt new enroliment into a plan if the Contractor fails to achieve
the benchmarks for the performance measures and/or at the discretion of the
Department.

B. Enroliment

Contractor shall accept as Members, Medi-Cal beneficiaries in the mandatory and
voluntary aid categories as defined in Exhibit E, Attachment 1, Definitions, Eligible
beneficiaries, including Medi-Cal beneficiaries in aid codes who elect to enroll with the
Contractor or are assigned to the Contractor under beneficiary assignment.

1. Enrollment — General

Eligible beneficiaries residing within the service area of Contractor may be enrolled
at any time during the term of this contract. Eligible beneficiaries shall be accepted
by Contractor in the order in which they apply without regard to race, color, national
origin, creed, ancestry, religion, language, age, gender, marital status, sexual
orientation, health status, need for dental services, or disability.

2. Coverage

Member coverage shall begin at 12:01 a.m. on the first day of the calendar month for
which the eligible beneficiary's name is added to the approved list of Members
furnished by DHCS to Contractor.

Contractor shall provide covered services to a child born to a Member for the month
of birth and the following month. For a child born in the month immediately
preceding the mother's membership, Contractor shall provide covered services to
the child during the mother’s first month of enrollment. No additional capitation
payment will be made to the Contractor by DHCS.

3. Exception to Enrollment
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An eligible beneficiary in a mandatory aid code category is not required to enroll
when a request for an exemption under 22 CCR 53923.5 has been approved.

4. Enrollment Restriction

Enroliment will proceed unless restricted by DHCS. Such restrictions will be defined
in writing and the Contractor notified at least ten (10) calendar days prior to the start
of the period of restriction. Release of restrictions will be in writing and transmitted to
the Contractor at least ten (10) calendar days prior to the date of the release.

5. Enrollment Capacity

All eligible beneficiaries shall be accepted by Contractor up to the limits of
Contractor’s enrollment capacity approved by DHCS.

6. Reenrollment

DHCS will automatically reenroll an eligible beneficiary who was disenrolled because
he/she lost Medicaid eligibility for a period of 2 months or less.

7. Enrollment Discrimination Prohibited.

The Contractor, PIHPs, PAHPs, PCCMs and PCCM entities shall provide as
follows:

a. Acceptindividuals eligible for enroliment in the order in which they apply without
restriction (unless authorized by CMS), up to the limits set under the contract.

b. Enroliment is voluntary, except in the case of mandatory enroliment programs
that meet the conditions set forth in 42 § 438.50(a).

c. The Contractor, PIHP, PAHP, PCCM or PCCM entity shall not, on the basis of
health status or need for health care services, discriminate against individuals
eligible to enroll.

d. The Contractor, PIHP, PAHP, PCCM or PCCM entity shall not discriminate
against individuals eligible to enroll on the basis of race, color, national origin,
sex, sexual orientation, gender identity, or disability and shall not use any policy
or practice that has the effect of discriminating on the basis of race, color, or
national origin, sex, sexual orientation gender identity, or disability pursuant to 42
CFR § 438.3(d).
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C.

Continuance of Membership

A Member’s enroliment shall continue unless this contract is terminated, or the Member
is disenrolled under the conditions described in Provision D, Disenrollment. Upon
expiration of this contract, Contractor shall retain its enrolled Members if prior to
expiration of the contract, Contractor renews its participation in the Medi-Cal Dental
Managed Care Program, and without a break in service, receives a new contract.
Notwithstanding this Provision C, each Member maintains the right to change dental
plans at any time.

Disenroliment

The Enroliment Contractor shall process a Member disenroliment under the following
conditions, in accordance with the provisions of 22 CCR 53925.5:

1. Disenroliment of a Member is mandatory when:

a.

The Member requests disenroliment, subject to any lock-in restrictions on
disenroliment under the federal lock-in option, if applicable.

The Member's eligibility for enroliment with Contractor is terminated or eligibility
for Medi-Cal is ended, including the death of the Member.

Enrollment was in violation of 22 CCR 53400, 53921, 53921.5, 53922 or 53402,
or requirements of this Contract regarding marketing, and DHCS or Member
requests disenroliment.

Disenrollment is requested in accordance with Welfare and Institutions Code,
Sections 14303.1 regarding merger with other organizations, or 14303.2
regarding reorganizations or mergers with a parent or subsidiary corporation.

There is a change of a Member's place of residence to outside Contractor's
service area.

Disenrollment is based on the circumstances described in Exhibit A, Attachment
14, Member Services, Provision 4, Written Member Information, Subprovision 4,
Paragraphs t or u.

Such disenroliment shall become effective on the first day of the second month
following receipt by DHCS of all documentation necessary, as determined by DHCS,
to process the disenrollment, provided disenrollment was requested at least thirty
(30) calendar days prior to that date.
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2. Contractor may recommend to DHCS the disenroliment of any Member in the event
of a breakdown in the "Contractor/Member relationship" which makes it impossible
for Contractor's providers to render services adequately to a Member. Except in
cases described in Paragraph b below, or fraud, Contractor shall make, and
document, significant efforts to resolve the problem with the Member through
avenues such as reassignment of Primary Care Dentist or education before
requesting a Contractor-initiated disenrollment. In cases of Contractor-initiated
disenroliment of a Member, Contractor must submit to DHCS a written request with
supporting documentation for disenrollment based on the breakdown of the
"Contractor/Member relationship." Contractor-initiated disenrollment’s must be prior
approved by DHCS and shall be considered only under any of the following
circumstances:

a. Member is repeatedly verbally abusive to contracting Providers, ancillary or
administrative staff, Subcontractor staff or to other plan Members.

b. Member physically assaults a Contractor’s staff person, contracting provider or
staff person, or other Member, or threatens another individual with a weapon on
Contractor’s premises or subcontractor’s premises. In this instance, Contractor
or subcontractor shall file a police or security agency report and file charges
against the Member.

c. Member is disruptive to Contractor operations, in general.

d. Member habitually uses providers not affiliated with Contractor for non-
emergency services without required authorizations (causing Contractor to be
subjected to repeated provider demands for payment for those services or other
demonstrable degradation in Contractor's relations with community providers).

e. Member has allowed the fraudulent use of Medi-Cal coverage under the plan,
which includes allowing others to use the Member's plan identification card to
receive services from Contractor.

f. Contractor may not request disenrollment because of an adverse change in the
Member's health status, or because of the Member's utilization of medical
services, diminished mental capacity, or uncooperative or disruptive behavior
resulting from his or her special needs in accordance with 42 CFR 438.56(b)(2).

3. Members may choose to disenroll from the plan if the plan does not cover the service
the Member seeks because of moral or religious objections.

4. A Member's failure to follow prescribed treatment (including failure to keep

established dental appointments) shall not, in and of itself, be good cause for the
approval by DHCS of a Contractor-initiated disenrollment request unless Contractor
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can demonstrate to DHCS that, as a result of the failure, Contractor is exposed to a
substantially greater and unforeseeable risk than that otherwise contemplated under
the Contract and rate-setting assumptions.

5. The problem resolution attempted prior to a Contractor-initiated disenrollment
described in Subprovision 2 above must be documented by Contractor. A formal
procedure for Contractor-initiated disenrollments shall be established by Contractor
and approved by DHCS. As part of the procedure, the Member shall be notified in
writing by Contractor of the intent to disenroll the Member for cause and allowed a
period of no less than twenty (20) calendar days to respond to the proposed action.

a. Contractor must submit a written request for disenrollment and the
documentation supporting the request to DHCS for approval. The supporting
documentation must establish the pattern of behavior and Contractor's efforts to
resolve the problem. DHCS shall review the request and render a decision in
writing within ten (10) business days of receipt of a Contractor request and
necessary documentation. If the Contractor-initiated request for disenroliment is
approved by DHCS, DHCS shall submit the disenroliment request to the
Enroliment Contractor for processing. Contractor shall be notified by DHCS of
the decision, and if the request is granted, shall be notified by the Enroliment
Contractor of the effective date of the disenroliment. Contractor shall notify the
Member of the disenroliment for cause if DHCS grants the Contractor-initiated
request for disenrollment.

b. Contractor shall continue to provide covered services to the Member until the
effective date of the disenroliment.

6. Enrollment shall cease no later than midnight on the last day of the first calendar
month after the Member's disenroliment request and all required supporting
documentation are received by DHCS. On the first day after enroliment ceases,
Contractor is relieved of all obligations to provide covered services to the Member
under the terms of this Contract. Contractor agrees in turn to return to DHCS any
capitation payment forwarded to Contractor for persons no longer enrolled under this
Contract.

7. Regardless of the procedures followed, the effective date of an approved
disenrollment must be no later than the first day of the second month following the
month in which the Member requests disenrollment or the Contractor refers the
request to DHCS. If the Contractor fails to make the determination within the
timeframes specified in this section, the disenroliment is considered approved for the
effective date that would have been established had DHCS or the Contractor
complied within the timeframes specified.
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8. Contractor shall implement and maintain procedures to ensure that all Members
requesting disenroliment or information regarding the disenrollment process are
immediately referred to the Enroliment Contractor.

E. Record of Member Deaths

Contractor must submit a written report as necessary to DHCS listing deceased
members to the extent Contractor has knowledge of a Member’s death. The report shall
be submitted immediately upon notification and shall include the Member’s name,
Member’'s Medi-Cal number, date of birth, and date of death. The absence of reports
indicates Contractor does not have knowledge of any Member deaths.
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EXHIBIT A, ATTACHMENT 17
MARKETING

Training and Certification of Marketing Representatives

If Contractor conducts marketing, Contractor shall develop a training and certification
program for marketing representatives, as described in this Exhibit A, Attachment 17,
and ensure that all staff performing marketing activities or distributing marketing material
is appropriately certified.

1.

Contractor is responsible for all marketing activity conducted on behalf of the
Contractor. Contractor will be held liable for any and all violations by any marketing
representatives. Marketing staff may not provide marketing services for more than
one Contractor. Marketing representatives shall not engage in marketing practices
that discriminate against an eligible beneficiary or potential enrollee because of race,
color, national origin, creed, ancestry, religion, language, age, gender, marital status,
sexual orientation, health status or disability, or practices that reasonably may be
interpreted as intended to influence an eligible beneficiary to not enroll in, or disenroll
from another plan.

Training Program

Contractor shall develop a training program that will train staff and prepare marketing
representatives for certification. Contractor shall develop a staff orientation and
marketing representative’s training/certification manual. The manual shall, at a
minimum, cover the following topics:

a. An explanation of the Medi-Cal Dental Program, including both Medi-Cal Dental
FFS and capitated Contractors, and eligibility, and the Beneficiary Support
System.

b. Medi-Cal Dental Scope of Services.

c. An explanation of the Contractor’s administrative operations and dental health
delivery system program, including the service area covered, excluded services,
additional services, conditions of enroliment and aid categories.

d. An explanation of Utilization Management (how the beneficiary is obligated to
obtain all non-emergency dental care through the Contractor’s provider network
and describing all precedents to receipt of care like referrals, prior authorizations,
etc.).

e. An explanation of the Contractor’s grievance procedures.
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f.  An explanation of how a Member disenrolls from the Contractor and conditions
for both voluntary and mandatory disenroliment reasons.

g. An explanation of the requirements of confidentiality of any information obtained
from Members including information regarding eligibility under any public welfare
or social services program.

h. An explanation of how marketing representatives will be supervised and
monitored to assure compliance with regulations.

i. An explanation of acceptable communication and sales techniques. This shall
include an explanation of prohibited marketing representative activities and
conduct.

j- An explanation of the consequences of misrepresentation and marketing abuses
(i.e., discipline, suspension of marketing, termination, civil and criminal
prosecution, etc.). The marketing representative must understand that any
abuse of marketing requirements can also cause the termination of the
Contractor’s contract with the State.

k. An explanation that discrimination in enrollment and failure to enroll a Member
due to a pre-existing dental condition are illegal.

B. DHCS Approval

1.

Contractor shall not conduct marketing activities without written approval of its
marketing plan, or changes to its marketing plan, from DHCS. In cases where the
Contractor wishes to conduct an activity not included in the marketing plan,
Contractor shall submit a request to include the activity and obtain written, prior
approval from DHCS. Contractor must submit the written request within thirty (30)
calendar days prior to the marketing event, unless DHCS agrees to a shorter period.
The absence of any written notifications indicates the Contractor does not have any
additional marketing activities the Contractor wishes to conduct.

Contractor shall notify DHCS at least thirty (30) calendar days in advance of
Contractor’s participation in all marketing events. In cases where Contractor learns
of an event less than thirty (30) calendar days in advance, Contractor shall provide
notification to DHCS immediately. Notifications received less than forty-eight (48)
hours prior to the event will not be approved by DHCS.

All marketing materials, and changes in marketing materials, including but not limited
to, all printed materials, illustrated materials, videotaped and media scripts, shall be
approved in writing by DHCS prior to distribution.
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4. Contractor’s training and certification program and changes in the training and
certification program shall be approved in writing by DHCS prior to implementation.

C. Marketing Plan

If Contractor conducts marketing, Contractor shall develop a marketing plan as specified
below. The marketing plan shall be specific to the Medi-Cal Dental Managed Care
Program only. Contractor shall ensure that the marketing plan, all procedures and
materials, are accurate and do not mislead, confuse or defraud. The contractor must
distribute marketing materials to its entire service area under 42 CFR § 438.104(b)(1)(ii).

1. Contractor shall submit a marketing plan to DHCS for review and approval on an
annual basis no later than thirty (30) calendar days after the beginning of each
calendar year. The marketing plan, whether new, revised, or updated, shall describe
the Contractor’s current marketing procedures, activities, and methods. No
marketing activity shall occur until the marketing plan has been approved by DHCS.

a. The marketing plan shall have a table of contents section that divides the plan
into chapters and sections. Each page shall be dated and numbered so
chapters, sections, or pages, when revised, can be easily identified and replaced
with revised submissions.

b. Contractor’s marketing plan shall contain the following items and exhibits:
1) Mission Statement or Statement of Purpose for the marketing plan.
2) Organizational Chart and Narrative Description

The organizational chart shall include the marketing director’s name,
address, telephone and facsimile number and key staff positions.

The description shall explain how the Contractor’s internal marketing
department operates, identifying key staff positions, roles and responsibilities,
and, reporting relationships including, if applicable, how the Contractor’s
commercial marketing staff and functions interface with its Medi-Cal
marketing staff and functions.

3) Marketing Locations

All sites for proposed marketing activities such as annual health fairs, and
community events, in which the Contractor proposes to participate, shall be
listed.

4) Marketing Activities
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7)

All marketing methods and marketing activities Contractor expects to use, or
participate in, shall be described. Contractor shall comply with the guidelines
described, as applicable, in 22 CCR 53880 and 53881, Welfare and
Institutions Code Sections 10850(b), 14407.1, 14408, 14409, 14410, and
14411, and as follows:

a) Contractor shall not engage in door to door, cold call, telephone, or other
marketing for the purpose of enrolling Members or potential enrollees.

b) Contractor shall obtain DHCS approval to perform in-home marketing
presentations and shall provide strict accountability, including
documentation of the prospective Member’s request for an in-home
marketing presentation or a documented telephone log entry showing the
request was made.

c) Contractor shall not conduct marketing presentations at primary dental
care sites.

d) Include a letter or other document that verifies cooperation or agreement
between the Contractor and an organization to undertake a marketing
activity together and certify or otherwise demonstrate that permission for
use of the marketing activity/event site has been granted.

Marketing Materials

Copies of all marketing materials the Contractor will use for both English and
non-English speaking populations shall be included.

Marketing materials shall not contain any statements that indicate that
enroliment is necessary to obtain or avoid losing Medi-Cal benefits, or that
the Contractor is endorsed by DHCS, the Centers for Medicare and Medicaid
Services, or any other local, state or federal government entity.

A sample copy of the marketing identification badge and business card that
will clearly identify marketing representatives as employees of the Contractor
shall be included. Marketing identification badges and business cards shall

not resemble those of a government agency.

Marketing Distribution Methods

A description of the methods the Contractor will use for distributing marketing
materials.

Monitoring and Reporting Activities
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Written formal measures to monitor performance of marketing
representatives to ensure marketing integrity pursuant to Welfare and
Institutions Code Section 14408(c).

Miscellaneous

All other information requested by DHCS to assess the Contractor’s
marketing program.

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

b) The conduct of activities or procedures not included in an approved
marketing plan shall constitute a violation of Welfare and Institutions
Code Section 14408 and be subject to sanctions in accordance with
Section 14409.
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EXHIBIT A, ATTACHMENT 18
TARGETED LOW-INCOME CHILD MEMBER TRANSITION

Continuity of Care

In addition to Exhibit A, Attachment 11, Access and Availability, Contractor also agrees
to the following:

1.

Contractor shall provide Targeted Low-Income Child Members who have transitioned
to Medi-Cal continued access to their current Primary Care Dentist if the Primary
Care Dentist is a contracted provider in the Contractor's Medi-Cal provider network.
Contractor shall also provide continued access if the Primary Care Dentist is not
within Contractor’'s Medi-Cal provider network, if the nonparticipating provider
agrees in writing to be subject to the same contractual terms and conditions that are
imposed upon currently contracting providers providing similar services and who are
practicing in the same or a similar geographic area as the nonparticipating provider,
including, but not limited to, payment for services, credentialing, hospital privileging,
utilization review, peer review, and quality assurance requirements. If the
nonparticipating provider does not agree to comply or fails to comply with these
contractual terms and conditions, the plan is not required to recognize the provider as
a plan provider.

Contractor shall provide for the completion of covered services for the treatment of
certain specified conditions if: (a) the services were being provided by a provider that
is within the Contractor’s Medi-Cal provider network at the time of the transition, or (b)
the covered services were being provided by a nonparticipating provider who agrees
to comply with the plan’s contractual terms and conditions, as described in A.1.
Enrollees are entitled to continuation of services from such providers for the following
circumstances and timeframes:

a) An acute condition (defined as a dental condition that involves a sudden onset of
symptoms due to an illness, injury, or other dental problem that requires prompt
dental attention and that has a limited duration).

b) A serious chronic condition. Completion of covered services under this paragraph
shall not exceed 12 months from the transition date or 12 months from the
effective date of coverage for a newly covered enrollee.

c) Performance of a surgery or other procedure that is authorized by the Plan as
part of a documented course of treatment and has been recommended and
documented by the provider to occur within 180 days of the transition date or
within 180 days of the effective date of coverage for a newly covered enrollee.

If a Targeted Low-Income Child Member who has transitioned into Medi-Cal is not
able to remain with their Primary Care Dentist, the Contractor shall develop a care
plan on how the Member will continue to receive services which they had been
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receiving at the time of the transition. Contractor shall report this care plan to DHCS
to show how continuity of care is being provided and the outcome of Contractor’s
care plan, in the manner and format specified by DHCS.

Required Reports for the Targeted Low-Income Child Member Transition to
Medi-Cal

Contractor shall submit to DHCS the following reports:

1. In addition to the requirements set forth in Exhibit A, Attachment 8, Provider Network,
Provision G, Changes to Provider Network Report, the Provider Network report shall
include information on whether additions or deletions to the contracted provider list
are from providers who had accepted Targeted Low-Income Child Members.

2. In addition to the requirements set forth in Exhibit A, Attachment 15, Provision C,
Grievance Log and Quarterly Grievance Report, Contractor shall also include
information on grievances related to access to care filed by Targeted Low-Income
Child Members who transitioned into Medi-Cal, in the manner and format specified
by DHCS.

3. Otherinformation pertaining to transition implementation, enrollees, and providers,
as requested by DHCS.
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EXHIBIT A, ATTACHMENT 19
DELIVERABLE SCHEDULE

*The annual reports will be due thirty (30) calendar days after beginning of every calendar year.
Quarter 1 will be January-March; Quarter 2 will be April-dune; Quarter 3 will be July-September;
and Quarter 4 will be October-December.

Deliverable Provision Frequency* Submission Due Date
Key Personnel Exhibit A, Att. 2, Annually No later than thirty (30)
(Disclosure Form) Provision B calendar days after the
beginning of every
calendar year
Annual Certified Exhibit A, Att. 3, Annually No later than one-hundred
Financial Statement Provision B and twenty (120) calendar
(audited by a Certified days after the close of
Public Accounted) Contractor’s
Fiscal Year
Annual Financial Exhibit A, Att. 3, Annually No later than one-hundred
Statements Provision B and twenty (120) calendar
days after the close of
Contractor’s
Fiscal Year
Quarterly Financial Exhibit A, Att. 3, Quarterly No later than forty-five
Statements Provision B (45) calendar days after
the close of Contractor’s
Fiscal Quarter
Monthly Financial Exhibit A, Att. 3, Monthly, if No later than thirty (30)
Statements Provision C required by calendar days after each
DMHC reporting month
Medi-Cal Only Financial | Exhibit A, Att. 3, Annually and No later than one-
Statement Provision B, Quarterly hundred and twenty (120)
Subprovision 4 calendar days after the
(annual) and Provision close of Contractor’s
B, Subprovision 9 Fiscal Year/no later than
(quarterly) forty-five (45) calendar
days after the close of
Contractor’s Fiscal
Quarter
Encounter Data Exhibit A, Att. 4, Monthly Will be notified through
Provision B an All Plan Letter (APL)
Quality Improvement Exhibit A, Att. 5, Quarterly No later than thirty (30)
Committee Meeting Provision D calendar days after the

Minutes

end of the reporting
quarter
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Quality Improvement Exhibit A, Att. 5,Provision| Annually No later than thirty (30)
Annual Report | calendar days after the
beginning of every
calendar year

External Quality Review | Exhibit A, Att. 5, Annually No later than December
Compliance Audit Provision J 15" of every calendar
year
Provider Monitoring Exhibit A, Att. 5, Quarterly No later than thirty (30)
Report Provision K, days after the end of the
Subprovision 4 reporting quarter

Review of Utilization Exhibit A, Att. 7, Annually No later than thirty (30)
Data Provision D calendar days after the

beginning of every
calendar year

Self-Reported Monthly | Exhibit A, Att. 7, Monthly No later than thirty (30)
Utilization Data Provision D calendar days after the
end of the reporting month

Changes to Provider Exhibit A, Att. 8, Monthly Within fifteen (15)
Network Repo