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This Contract, made on , 2014, is between the United States Department of

Health and Human Services, acting by and through the Centers for Medicare &
Medicaid Services (CMS), the State of New York, acting by and through the State of
New York, Department of Health (State/NYSDOH) and <PLAN NAME> (the FIDA
Plan). The FIDA Plan's principal place of business is <PLAN ADDRESS>.

WHEREAS, CMS is an agency of the United States, Department of Health and Human
Services, responsible for the administration of the Medicare, Medicaid, and State
Children’s Health Insurance Programs under Title XVIII, Title IX, Title XI, and Title XXI
of the Social Security Act;

WHEREAS, pursuant to Article 44 of the New York State Public Health Law (PHL), the
State of New York, Department of Health (State/ NYSDOH) is authorized to issue
Certificates of Authority to establish Health Maintenance Organizations (HMOs), PHL
§4400 et seq., Managed Long Term Care Plans (MLTCPs), PHL §4403-f, and Article
Seven, Section 364j(27) of the Social Services Law;

WHEREAS, the FIDA Plan is in the business of providing medical services, and CMS
and NYSDOH desire to purchase such services from the FIDA Plan;

WHEREAS, the FIDA Plan agrees to furnish these services in accordance with the terms
and conditions of this Contract and in compliance with all Federal and State laws and
regulations;

NOW, THEREFORE, in consideration of the mutual promises set forth in this Contract,
the Parties agree as follows:



1. Section 1. Definition of Terms
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1.3
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1.5

1.6

820 Payment File — The electronic HIPAA transaction that the FIDA Plan receives
from NYSDOH that identifies each Participant for whom payment was made by
the NYSDOH to the FIDA Plan.

834 Daily File — The electronic HIPAA transaction that the FIDA Plan retrieves
from the NYSDOH or its designated entity each day that reflects changes in
enrollment subsequent to the previous 834 Enrollment File.

834 Enrollment File — The electronic HIPAA transaction that the FIDA Plan
retrieves monthly from the NYSDOH or its designated entity that reflects its
Participants for the following calendar month.

Abuse — (i) A manner of operation that results in excessive or unreasonable costs
to the Federal or State health care programs, generally used in conjunction with
Fraud; or (ii) the willful infliction of injury, unreasonable confinement,
intimidation, or punishment with resulting physical harm, pain or mental anguish
(42 C.F.R. § 488.301), generally used in conjunction with Neglect. Abuse includes
Physical Abuse, Sexual Abuse, and Emotional Abuse, defined as follows:

141 (a) "Physical Abuse" — The non-accidental use of force that results in
bodily injury, pain or impairment, including but not limited to, being
slapped, burned, cut, bruised, or improperly physically restrained.

1.4.2 (b) "Sexual Abuse" — Non-consensual sexual contact of any kind,
including but not limited to, forcing sexual contact, or forcing sex with
a third party.

1.4.3 (c) "Emotional Abuse" — Willful infliction of mental or emotional
anguish by threat, humiliation, intimidation or other abusive conduct,
including but not limited to, frightening, or isolating an adult.

Action(s) — A denial or a limited authorization of a requested item or service or
a reduction, suspension, or termination of a previously authorized item or service;
denial, in whole or in part, of payment for an item or service; failure to provide
items or services in a timely manner; determination that a requested service is not
a covered benefit (does not include requests for items or services that are paid for
fee-for-service outside the FIDA Plan); or failure to make a grievance
determination within required time frames.

Activities of Daily Living (ADL) — Activities such as eating, bathing, grooming,
dressing, ambulating, transferring, and continence.



1.7

1.8

1.9

1.10

1.11

1.12

1.13

Administrative Allowance — The portion of the Capitation, paid for the
administrative cost of the Contract.

ADA Accessibility Attestation Form — A form created by NYSDOH and which
may be modified over the course of the Demonstration which contains questions
about a Providers” ADA Accessibility that all FIDA Plan Providers are required to
complete and attest to the veracity of the responses provided

Administrative Hearing — For purposes of this Contract, an Administrative
Hearing serves as a fair hearing under Medicaid and is conducted by the FIDA
Administrative Hearing Unit within the New York State Office of Temporary and
Disability Assistance.

Advance Directive — An individual’s written directive or instruction, such as a
power of attorney for health care, a living will, or another document made before
the individual loses decision-making capacity, for the provision of that
individual’s health care treatment in the event that the individual loses decision-
making capacity and is unable to make his or her health care wishes known.

Aggregate Savings Percentages — Percentages applied in the rate-setting process
to baseline Medicaid and Medicare Parts A and B costs. The Aggregate Savings
Percentages allow both payers to proportionally share in the savings achieved
through the FIDA Demonstration regardless of the underlying utilization patterns.

Alternative Formats — Formats for presenting information other than English or
the written word such that information can be understood by individuals with
disabilities and those with limited English proficiency.

Annual Reassignment — As described in 40.1.5 of Chapter 5 of the Medicare
Prescription Drug Benefit Manual, CMS has the discretion to re-assign LIS
beneficiaries enrolled in Medicare Prescription Drug Plans that will have a
premium above the low-income premium subsidy amount (i.e., benchmark) in the
following year, unless the plan volunteers to waive the de minimis amount of the
premium above the benchmark. CMS will conduct the reassignment in the fall of
each year, and ensure all affected LIS beneficiaries are notified.

1.14 Appeal — A Participant’s request for review of an Action taken by the FIDA

Plan related to items or services in accordance with Section 2.13 of the
Contract.

115 Applicant — An individual who has expressed a desire to pursue enrollment

in a FIDA Plan.



1.16

1.17

1.18

1.19

1.20

1.21

1.22

Authorized Representative — An adult to whom a Participant with capacity
has granted authority to act on behalf of the Participant in Grievances and
Appeals or other dealings with the FIDA Plan. For a Participant without
capacity, the legal representative (guardian, agent under power of attorney,
health care proxy, etc.) is the authorized representative with authority to act
on behalf of the Participant in Grievances and Appeals or other dealings with
the FIDA Plan.

Behavioral Health Service — Service for the treatment of a mental illness or a
substance use disorder.

Business Day — Monday through Friday, 8:00 a.m. to 5:00 p.m. Eastern Time
except for New Year’s Day, Memorial Day, Independence Day, Labor Day,
Thanksgiving Day, and Christmas Day.

Capitation — The reimbursement arrangement in which a fixed rate of
payment per Participant per month is made, regardless of whether the
Participant receives Covered Items and Services in that month, to the FIDA
Plan for the performance of all of the FIDA Plan’s duties and responsibilities
pursuant to the Contract.

Capitated Financial Alignment Initiative (“the Demonstration” or “Medicare-
Medicaid Alignment Initiative”) — A model where a State, CMS, and a health
plan enter into a Three-way Contract, and the health plan receives a
prospective blended payment to provide comprehensive, coordinated care.

Capitation Rate — The sum of the monthly Capitation payments for
(reflecting coverage of Medicare Parts A & B services, Medicare Part D
services, and Medicaid services, pursuant to Appendix A of this Contract): 1)
the application of risk adjustment methodologies, as described in Section
4.2.4; and 2) any payment adjustments as a result of the reconciliation
described in Section 4.3. Total Capitation Rate Revenue will be calculated as if
all FIDA Plans had received the full quality withhold payment.

Care Manager — An appropriately qualified professional who is the FIDA
Plan’s designated accountable point of contact for each Participant’s care
coordination and Care Management services. The Care Manager is the
primary individual responsible for conducting, directing, or delegating Care
Management duties, as needed. Responsibilities include: facilitating
Interdisciplinary Team (IDT) activities and communication; facilitating
assessment of needs; ensuring and assisting in developing, implementing and
monitoring the Person-Centered Service Plan; and serving as the lead of the
IDT.



1.23

1.24

1.25

1.26

1.27

1.28

Care Management — A collaborative process that assists each Participant in
accessing services as identified in the Participant’s Person-Centered Service
Plan. The Care Management process assesses, plans, implements,
coordinates, monitors, and evaluates the options and services (both Medicare
and Medicaid) required to meet a Participant’s needs across the continuum of
care. It is characterized by advocacy, communication, and resource
management to promote quality, cost effective, and positive outcomes. The
Care Management process also provides referral and coordination of other
services in support of the Person-Centered Service Plan. Care Management
services will assist Participants to obtain needed medical, Behavioral Health
Services, prescription and non-prescription drugs, Community-based or
Facility-based Long-Term Services and Supports (LTSS), social, educational,
psychosocial, financial and other services in support of the Person-Centered
Service Plan irrespective of whether the needed services are covered under
the capitation payment of the Three-way Contract.

Centers for Medicare & Medicaid Services (CMS) — The Federal agency
under the United States Department of Health and Human Services
responsible for administering the Medicare and Medicaid programs.

Change of Control — Any transaction or combination of transactions
resulting in: (i) the change in ownership of a FIDA Plan; (ii) the sale or
transfer of fifty percent (50%) or more of the beneficial ownership of a FIDA
Plan; or (iii) the divestiture, in whole or in part, of the business unit or
division of a Party that is obligated to provide the products and services set
forth in this Contract.

Chronic Health Condition — A health condition or disease that is persistent
or otherwise long-lasting in its effects.

Cognitive Disabilities — A range of disabilities that may manifest in a
cognitive impairment and prompt a wide range of needs and abilities that
vary for each specific individual. Conditions range from individuals having a
serious mental impairment caused by Alzheimer’s disease, bipolar disorder
or medications to non-organic disorders such as dyslexia, attention deficit
disorder, poor literacy, or problems understanding information. At a basic
level, these disabilities affect the mental process of knowledge, including
aspects such as awareness, perception, reasoning, and judgment.

Community-based Long-Term Services and Supports (LTSS) — Community-
based LTSS are a range of medical, habilitation, rehabilitation, home care, or
social services a person needs over months or years in order to improve or
maintain function or health which are provided in the person’s home or
community-based setting such as assisted-living facilities. These home and



1.29

1.30

1.31

1.32

1.33

1.34

community-based services are designed to meet an individual's needs as an
alternative to long-term nursing facility care and to enable a person to live as
independently as possible.

Complaint — See “Grievance.”

Comprehensive Assessment — A systematic evaluation of the Participant’s
care and service needs as further described herein. The systematic evaluation
will be conducted using the Uniform Assessment System - New York (UAS-
NY), or State-approved equivalent, which is also referred to as the NYSDOH
Approved Assessment.

Comprehensive Health Record - A record kept by the FIDA Plan and
available to all IDT members that contains at least appropriate identifying
information and the following documentation of care and services rendered
to the Participant by Providers: A summary of emergency care and other
inpatient or long-term care services; items and services furnished by Network
and Out-Of-Network Providers; current and past Assessments,
Reassessments, PCSPs, and any file notes that include the Participant’s
response to treatment; laboratory, radiological and other diagnostic test
reports; medication records; skilled nursing facility / nursing facility to
hospital transfer forms, if applicable; hospital discharge summaries, if
applicable; reports of contact with informal support (for example, caregiver,
legal guardian, or next of kin);; physician orders; discharge summary, if
applicable; advance directives, if applicable; and a signed release permitting
disclosure of personal information.

Comprehensive Reassessment — A systematic evaluation of the Participant’s
care and service needs, as further described herein, that takes into
consideration the last Comprehensive Assessment completed for the
Participant. The systematic evaluation will be conducted using the UAS-NY
or State-approved equivalent.

Computer Aided Real-time Translation (CART) — The instant translation of
spoken word into text performed by a CART reporter using a stenotype
machine, notebook computer, and real-time software.

Confidential Information — Any material, data, or information disclosed by
any Party to another Party that, pursuant to agreement of the Parties or a
Party’s grant of a proper request for confidentiality, is not generally known
by or disclosed to the public or to Third Parties including, without limitation:
(i) all materials, know-how, processes, trade secrets, manuals, confidential
reports, services rendered by CMS, the State, financial, technical and
operational information, and other matters relating to the operation of a
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1.37

1.38

1.39

1.40

1.41
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Party’s business; (ii) all information and materials relating to Third Party
contractor of CMS or the State that have provided any part of CMS’ or the
State’s information or communications infrastructure to CMS or the State; (iii)
software; and (iv) any other information that the Parties agree in writing
should be kept confidential.

Consistently Low Performing Icon — A Medicare Health or Drug Plan that
has a rating of less than 3 stars on its Part C and/or Part D summary rating
for the current year and the previous two years, or as defined in the most
recent Medicare Part C and D Star Rating Technical Notes.

Consolidated Laws of New York — Contains all New York statutes of a
general and permanent nature passed by the New York State Legislature and
signed by the governor.

Consumer Assessment of Healthcare Providers and Systems (CAHPS) — The
survey developed by the program funded by the U.S. Agency for Healthcare
Research and Quality that works closely with a consortium of public and
private organizations. The CAHPS program develops and supports the use of
a comprehensive and evolving family of standardized surveys that ask
consumers and Participants to report on and evaluate their experience with
ambulatory and facility level care.

Consumer Directed Personal Assistance Program — The State program under
which Consumer Directed Personal Assistance Services are provided.

Consumer Directed Personal Assistance Services (CDPAS) — CDPAS
provides services to chronically ill or physically disabled individuals who
have a medical need for help with activities of daily living (ADLs) or skilled
nursing services. Services can include any of the services provided by a
personal care aide (home attendant), home health aide, or nurse. Recipients
have flexibility and freedom in choosing their caregivers. The Participant or
the person acting on the Participant's behalf (such as the parent of a disabled
or chronically ill child) assumes full responsibility for hiring, training,
supervising, and - if need be - terminating the employment of persons
providing the services.

Continuity of Operations Plan (COOP) (also called a Disaster Recovery Plan)
— A plan developed by the FIDA Plan to ensure business continuity in the
event of a catastrophic incident.

Contract — Also referred to as the Three-way Contract, this is the
participation agreement that CMS and the State have with a FIDA Plan
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1.43

1.44

1.45

1.46

1.47

1.48

1.49

1.50
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specifying the terms and conditions pursuant to which a participating FIDA
Plan may participate in this Demonstration.

Contract Management Team (CMT) — A group of CMS and NYSDOH
representatives responsible for overseeing the contract management functions
outlined in Section 2.2.2 of the Contract.

Contract Operational Start Date — The first date on which any enrollment
into the FIDA Plan is effective.

Court-Ordered Services — Those services that the FIDA Plan is required to
provide to Participants pursuant to orders of courts of competent jurisdiction,
provided however, that such ordered services are within the FIDA Plan’s
Covered Items and Services.

Covered Items and Services — The set of items and services required to be
offered by the FIDA Plans, as defined in Appendix A.

Cultural Competence (also Cultural Competency) — Understanding those
values, beliefs, and needs that are associated with a Participant’s age, gender,
sexual orientation, cultural, linguistic, racial, ethnic, and religious
backgrounds, and congenital or acquired disabilities.

Demonstration (also FIDA Demonstration) — An initiative testing a model to
better serve individuals eligible for both Medicare and Medicaid (“Medicare-
Medicaid Participants”).

Designee — An adult that a Participant with capacity has invited to
participate in decision making about the Participant’s enrollment and services
from the FIDA Plan or may refer to an Authorized Representative as defined
at Section 1.16.

DHHS — The United States Department of Health and Human Services.

Disease Management Program — A program that employs a set of
interventions designed to improve the health of individuals, especially those
with Chronic Health Conditions. Disease Management Program services
include: (i) a population identification process; (ii) use and promotion of
evidence-based guidelines; (iii) use of collaborative practice models to include
Physician and support service Providers; (iv) Participant self-management
education (includes primary prevention, behavioral modification, and
compliance surveillance); (v) Care Management; (vi) process and outcome
measurement, evaluation, and management; and (vii) routine
reporting/feedback loop (includes communication with the Participant,
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Physician, ancillary Providers and practice profiling). A Disease Management
Program may be a part of a Care Management program.

Disenrollment — The process by which a Participant’s enrollment in the
FIDA Plan terminates.

Effective Date of Disenrollment (also Disenrollment Effective Date) — The
date on which a Participant is no longer a member of the FIDA Plan.

Effective Date of Enrollment — The date on which a Participant is a member
of the FIDA Plan.

Eligible Individual — An individual whom the Local Department of Social
Services (LDSS), State, an entity designated by the State, or Federal
government determines to be eligible for full Medicaid benefits; entitled to
benefits under Medicare Part A, enrolled in Medicare Part B, and eligible to
enroll in Part D; and who meets all the other conditions for enrollment in the
FIDA Demonstration as set forth in this Contract.

eMedNY — The electronic Medicaid system of New York State for eligibility
verification and Medicaid Provider claim submission and payments.

Emergency Medical Condition — A medical or behavioral condition, that
manifests itself by acute symptoms of sufficient severity (including, but not
limited to, severe pain) such that a prudent layperson, who possesses an
average knowledge of health and medicine, could reasonably expect the
absence of immediate medical attention to result in (i) placing the health of
the individual (or, with respect to a pregnant woman, the health of the
woman or her unborn child) in serious jeopardy, or in the case of a behavioral
condition, placing the health of the person or others in serious jeopardys; (ii)
serious impairment to bodily functions, or (iii) serious dysfunction of any
bodily organ or part or (iv) serious disfigurement of such person.

Emergency Services — Covered inpatient and outpatient services that are
furnished by a Provider that is qualified to furnish these services under 42
C.F.R Part 438 and that are needed to evaluate or stabilize an Emergency
Medical Condition.

Encounter — An encounter is a professional face-to-face contact or
transaction between a Participant and a Provider who delivers services. An
encounter is comprised of the procedure(s) or service(s) rendered during the
contact. An encounter should be operationalized in an information system as
each unique occurrence of Participant and Provider.
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Encounter Data — The record of a Participant receiving any Covered Item(s)
or Service(s) provided through Medicaid or Medicare under a prepaid,
capitated, or any other risk basis payment methodology submitted to

CMS. This record must incorporate the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) security, privacy, and transaction
standards and format as specified in guidance.

Enrollment — The processes by which an individual who is eligible for the
Demonstration is enrolled in a FIDA Plan.

Enrollment Broker — An independent entity contracted with the State, which
is responsible for processing all enrollment and disenrollment transactions.
The Enrollment Broker will educate Participants on all potential plan choices
and ensure ongoing customer service related to outreach, education, and
support for individuals eligible for the Demonstration. The Enrollment
Broker will incorporate the option of Program of All-Inclusive Care for the
Elderly plan (PACE) enrollment into its scripts and protocols.

Episode of Care — All clinically related services for one patient for a discrete
diagnostic condition from the onset of symptoms until treatment is complete.
For individuals with a mental health diagnosis, an Episode of Care for an
outpatient service with an Out-of-Network Provider will not exceed two (2)
years from the date of Enrollment. For inpatient care, the Episode of Care is
complete at discharge.

External Quality Review Organization (EQRO) — An organization contracted
with NYSDOH that meets the competence and independence requirements
set forth in 42 C.F.R. § 438.354, and performs external quality review (EQR)
and EQR-related activities as set forth in 42 C.F.R. § 438.358.

External Grievance — A Grievance that is filed with CMS and/or the State.
This is not an Appeal.

Facility-based Long-Term Services and Supports (LTSS) — Facility-based
LTSS are a range of medical, social, or rehabilitation services a person needs
over months or years in order to improve or maintain function or health
which are provided in a long-term care facility, such as a nursing facility (not
including assisted living residences).

Federally-Qualified Health Center (FQHC) — An entity that has been
determined by CMS to satisfy the criteria set forth in 42 U.S.C. §
1396d(a)(2)(C).

Fee-For-Service — The method of paying Providers for each Encounter or
service rendered.
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FIDA Administrative Hearing Unit — The unit within the New York State
Office of Temporary and Disability Assistance which reviews adverse
decisions made by FIDA Plans.

FIDA Plan Benefit Package(s) (also FIDA Plan’s Benefit Package(s)) — The
FIDA Plan’s submission to CMS and the State of the Covered Items and
Services it will provide through the FIDA Plan.

Financial Exploitation — The improper use of an adult's funds, property, or
resources by another individual, including but not limited to, Fraud, false
pretenses, embezzlement, conspiracy, forgery, falsifying records, coerced
property transfers or denial of access to assets.

First Tier, Downstream and Related Entity — An individual or entity that
enters into a written arrangement with the FIDA Plan, acceptable to CMS and
NYSDOH, to provide administrative or health care services of the FIDA Plan
under this Contract.

Fiscal Agent — The entity that processes or pays vendor claims on behalf of
the Medicaid State agency pursuant to an agreement between the entity and
such agency.

Fiscal Intermediary (FI) — An entity that has a contract with the FIDA Plan to
provide wage and benefit processing for consumer directed personal
assistants and other fiscal intermediary responsibilities specified in
subdivision (i) of Section 505.28 of Title 18 of the NYCRR for Participants
receiving CDPAS services.

Fraud — Knowing and willful deception, or a reckless disregard of the facts,
with the intent to receive an unauthorized benefit.

Fully Integrated Duals Advantage Plan (FIDA Plan) — A managed care plan
under contract with CMS and the State to provide the fully-integrated
Medicare and Medicaid benefits under the FIDA Demonstration.

Grievance — In accordance with 42 CFR § 438.400, Grievance means an
expression of dissatisfaction about any matter other than an Action. A
Grievance is filed and decided at the FIDA Plan level. Any Complaint or
dispute, other than one that constitutes an organization determination under
42 C.F.R. § 422.566, expressing dissatisfaction with any aspect of the FIDA
Plan’s or Provider’s operations, activities, or behavior, regardless of whether
remedial action is requested pursuant to 42 C.F.R. § 422.561. Possible subjects
for Grievances include, but are not limited to, quality of care or services
provided, aspects of interpersonal relationships such as rudeness of a
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Primary Care Provider or employee of the FIDA Plan, or failure to respect the
Participant’s rights, as provided for in 42 C.F.R. § 438.400 and Appendix B.

Habilitation — An effort directed toward the alleviation of a disability or
toward increasing an individual’s level of physical, mental, social or
economic functioning. Habilitation may include, but is not limited to,
diagnosis, evaluation, medical services, residential care, day care, special
living arrangements, training, education, sheltered employment, protective
services, counseling, and other services.

Health and Recovery Plans (HARPs) — For adult populations meeting the
serious mental illness (SMI) and substance use disorder (SUD) targeting
criteria and risk factors, the State will enroll individuals in specialty lines of
business within the qualified mainstream MCOs statewide. These distinct
specialty lines of business will be called HARPs. Within the HARPs, an
enhanced benefit package in addition to the State Plan services will be offered
for enrolled individuals who meet both targeting and needs-based criteria for
functional limitations. The needs based criteria are in addition to any
targeting and risk factors required for HARP eligibility. The enhanced benefit
package will help maintain Participants in home and community-based
settings. These enhanced benefit packages will be provided by the qualified
full-benefit HARPs. The qualified HARP, contracting with Health Homes,
will provide care management for all services including the 1915(i)-like
services in compliance with home and community-based standards and
assurances.

Health Care Acquired Conditions (HCACs) — Conditions occurring in an
inpatient hospital setting, which Medicare designates as hospital-acquired
conditions pursuant to § 1886 (d)(4)(D)(iv) of the Social Security Act (SSA) (as
described in § 1886(d)(D)(ii) and (iv) of the SSA), with the exception of deep
vein thrombosis (DVT/pulmonary embolism (PE)) as related to total knee
replacement or hip replacement surgery in pediatric and obstetric patients.

Health Commerce System or “HCS” — A closed communication network
dedicated to secure data exchange and distribution of health related
information between various health facility Providers and the NYSDOH. HCS
functions may include: collection of Medicaid complaint and disenrollment
information; collection of Medicaid financial reports; collection and reporting
of managed care Provider networks systems (PNS); and the reporting of
Medicaid encounter data systems (MEDS).

Healthcare Effectiveness Data and Information Set (HEDIS) — Tool
developed and maintained by the National Committee for Quality Assurance
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that is used by health plans to measure performance on dimensions of care
and service in order to maintain and/or improve quality.

Health Maintenance Organization (HMO) — A health maintenance
organization as defined in Article 44 of the New York State Public Health
Law (PHL).

Health Outcomes Survey (HOS) — Beneficiary survey used by CMS to gather
valid and reliable health status data in Medicare managed care for use in
quality improvement activities, plan accountability, public reporting, and
improving health.

Health Plan Management System (HPMS) — A system that supports contract
management for Medicare health plans and prescription drug plans and
supports data and information exchanges between CMS and health plans.
Current and prospective Medicare health plans submit applications,
information about Provider Networks, FIDA Plan Benefit Packages,
formularies, and other information via HPMS.

Home and Community-Based Services (HCBS) Waivers — Waivers under
Section 1915(c) of the Social Security Act that allow the State to cover home
and community services and provide programs that are designed to meet the
unique needs of individuals with disabilities who qualify for the level of care
provided in an institution but who, with special services, may remain in their
homes and communities.

Indian Participant (also Native American Participant) — A Participant who is
an Indian (as defined in section 4(c) of the Indian Health Care Improvement
Act of 1976 (25 U.S.C. § 1603(c)).

Individual(s) with Intellectual Disabilities (IID) — A person with a disability
which:

al. Is attributable to mental retardation, cerebral palsy, epilepsy,
neurological impairment, familial dysautonomia, or autism;

a2. Is attributable to any other condition of a person found to be closely
related to mental retardation because such condition results in similar
impairment of general intellectual functioning or adaptive behavior to that of
mentally retarded persons or requires treatment and services similar to those
required for such person; or

a3. Is attributable to dyslexia resulting from a disability described in
subparagraph (1) or (2) of this paragraph;

b. originates before such person attains age twenty-two;

c. has continued or can be expected to continue indefinitely; and
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d. constitutes a substantial handicap to such person's ability to function
normally in society.

Institutionalization — Long-term or residency in a Nursing Facility,
Intermediate Care Facility for Individuals with Intellectual Disabilities
(ICF/IID), or State operated facility, but does not include short-term
admission stays in an acute care facility or Rehabilitation hospital setting.

Instrumental Activities of Daily Living (IADL) — Managing money, bill
paying, shopping, meal preparation, telephoning, laundry, housework, being
outside the home, routine health, special health, and being alone.

Integrated Administrative Hearing Officer — An Administrative Law Judge
(ALJ) who works for the Integrated Administrative Hearing Office within
OTDA.

Interdisciplinary Team (IDT) — The team of individuals that will provide
person-centered care coordination and Care Management to Participants.
Each Participant will have an IDT. Each IDT will be comprised, first and
foremost, of the Participant and/or his/her Designee, if desired by the
Participant; the designated FIDA Plan Care Manager; the Primary Care
Provider or a designee with clinical experience from the PCP’s practice who
has knowledge of the needs of the Participant; Behavioral Health Service
Professional, if there is one, or a designee with clinical experience from the
Behavioral Health Service Professional’s practice who has knowledge of the
needs of the Participant; the Participant’s home care aide(s), or a designee
with clinical experience from the home care agency who has knowledge of
the needs of the Participant, if the Participant is receiving home care and
approves the home care aid/designee’s participation on the IDT; the
Participant’s Nursing Facility representative who is a clinical professional, if
receiving Nursing Facility care; and additional individuals including other
Providers either as requested by the Participant or his/her Designee or as
recommended by the IDT members as necessary for adequate care planning
and approved by the Participant and/or his/her designee or the Registered
Nurse (RN) who completed the Participant’s Comprehensive Assessment, if
approved by the Participant and/or his/her Designee. The IDT facilitates
timely and thorough coordination between the FIDA Plan, the IDT, the
primary care physician, and other Providers. The IDT will make coverage
determinations. Accordingly, the IDT’s decisions serve as service
authorizations, may not be modified by the FIDA Plan outside of the IDT,
and are appealable by the Participant, his/her Providers, and his/her
representatives. IDT service planning, coverage determinations, care
coordination, and Care Management will be delineated in the Participant’s
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Person-Centered Service Plan and will be based on the assessed needs and
articulated preferences of the Participant.

Interdisciplinary Team Policy or IDT Policy — The FIDA Demonstration
Requirements for Assessment, Service Planning and Authorization, and
Ongoing Care Management released by NYSDOH, with prior approval from
CMS.

Intermediate Care Facility for the Individuals with Intellectual Disabilities
(ICE/IID) — A facility for individuals who have physical, intellectual, social
and emotional needs, that provides services primarily for ambulatory adults
with Intellectual Disabilities and addresses itself to the needs of individuals
with mental disabilities or those with related conditions. Also known as
Intermediate Care Facility for the Mentally Retarded (ICF/MR).

Internal Grievance — A Grievance filed with the FIDA Plan.

Involuntary Disenrollment — Disenrollments under Sections 2.3.2 or 3.2.6 of
this Contract.

Local Department of Social Services (LDSS) — A city or county social services
district as constituted by §61 of the New York State Social Services Law (SSL).

Long-Term Care (LTC) Facility or Nursing Facility (NF) — (i) A facility that
provides Skilled Nursing or intermediate long-term care services, whether
public or private and whether organized for profit or not-for-profit; (ii) a part
of a hospital in which Skilled Nursing or intermediate long-term care services
within the meaning of Title XVIII or XIX of the Social Security Act are
provided.

Mainstream Managed Care Plan — The NYSDOH Medicaid Managed Care
Program in which medical assistance recipients enroll on a voluntary or
mandatory basis to receive medical assistance services, including case
management, directly and indirectly (including by Referral) from a managed
care provider, including as applicable, a special needs managed care plan or a
comprehensive HIV special needs plan.

Managed Care Organization (MCO) — An entity that meets the definition of
managed care organization as defined at 42 C.F.R. § 438.2, that is certified
under Article 44 of the PHL, and that has a contract with CMS and NYSDOH
to provide services in the Demonstration. It includes the FIDA Plan and may
also include other such entities with such contracts.

Managed Long Term Care Program — The NYSDOH long term managed
care program that contracts with Medicaid Advantage Plus plans, Partially
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Capitated Managed Long Term Care Plans (MLTCPs), and Program of All-
inclusive Care for the Elderly plans (PACE) to provide managed Community-
based or Facility-based LTSS to eligible consumers.

Mandated Reporting — Immediate reporting required from a mandated
reporter of suspected maltreatment when the mandated reporter has
reasonable cause to believe that an individual known to the mandated
reporter in a professional or official capacity may be experiencing Abuse,
Neglect, or Financial Exploitation.

Marketing, Outreach, and Participant Communications — Any informational
materials targeted to Participants that are consistent with the definition of
marketing materials at 42 C.F.R. § 422.2260. These include materials
regarding choice of MCO, selecting a PCP, Participant Handbooks as set forth
in Section 2.15, and any information or notices distributed by the FIDA Plan
or required to be distributed to Eligible Individuals, Potential Participants, or
Participants by CMS and NYSDOH or regulations promulgated from time to
time under 42 C.F.R. §§ 438 and 422.111, 422.2260 et. seq., 423.120(b) and (c),
423.128, and423.2260 et. seq.; and the Medicare Marketing Guidelines. This
also includes the activities identified in the marketing plan the FIDA Plan is
required to submit for NYSDOH approval.

Medicaid — The program of medical assistance benefits under Title XIX of
the Social Security Act and various Demonstrations thereunder, and the State
Plan and waivers thereof approved by CMS.

Medicaid Advantage Plus Program — The partially-integrated Medicare and
Medicaid managed care program for Medicare-Medicaid Participants who
require Community-based or Facility-based LTSS.

Medicaid Managed Care Plan — A health maintenance organization
(“HMO”) or prepaid health service plan (“PHSP”) certified under Article 44
of the PHL that is under contract with NYSDOH to provide most of the
Medicaid services in New York.

Medicaid Renewal — The process through which an individual’s Medicaid
eligibility is reevaluated and is either continued until the next Medicaid
Renewal date or is terminated due to the individual no longer meeting
eligibility requirements.

Medicaid Waiver — Generally, a waiver of existing law authorized under
Section 1115(a), 1115A, or 1915 of the Social Security Act. A Section 1115(a)
waiver is also referred to as a demonstration.
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Medical Record — A complete record of items and services rendered by all
Participating and Non-Participating Providers documenting the specific items
and services rendered to the Participant, including but not limited to
inpatient, outpatient, emergency care, routine, and LTSS items and services.
The record must be kept in accordance with all applicable Federal, State, and
local laws, rules and regulations. Such record shall be signed by the Provider
rendering the services.

Medically Necessary Items and Services (Also Medical Necessity) — Those
items and services necessary to prevent, diagnose, correct, or cure conditions
in the Participant that cause acute suffering, endanger life, result in illness or
infirmity, interfere with such Participant’s capacity for normal activity, or
threaten some significant handicap. Notwithstanding this definition, the
FIDA Plan will provide coverage in accordance with the more favorable of
the current Medicare and NYSDOH coverage rules, as outlined in NYSDOH
and Federal rules and coverage guidelines.

Medicare-Medicaid Coordination Office — Formally the Federal Coordinated
Health Care Office, established by Section 2602 of the Affordable Care Act.

Medicare — Title XVIII of the Social Security Act, the Federal health
insurance program for people age 65 or older, people under 65 with certain
disabilities, and people with End Stage Renal Disease (ESRD) or Amyotrophic
Lateral Sclerosis. Medicare Part A provides coverage of inpatient hospital
services and services of other institutional Providers, such as Skilled Nursing
Facilities and home health agencies. Medicare Part B provides supplementary
medical insurance that covers Physician services, outpatient services, some
home health care, durable medical equipment, and laboratory services and
supplies, generally for the diagnosis and treatment of illness or injury.
Medicare Part C provides Medicare beneficiaries with the option of receiving
Part A and Part B services through a private health plan. Medicare Part D
provides outpatient prescription drug benefits.

Medicare Advantage — The Medicare managed care options that are
authorized under Title XVIII as specified at Part C and 42 C.F.R. § 422.

Mental Health Clinics — A program for adults, adolescents, and/or children
which provides an array of treatment services for assessment and/or
symptom reduction or management. Services include, but are not limited to,
individual and group therapies. The purpose of such services is to enhance
the person's continuing functioning in the community. The intensity of
services and number/duration of visits may vary.



1.114

1.115

1.116

1.117

1.118

21

Minimum Data Set (MDS) — A clinical screening system, mandated by
Federal law for use in Nursing Facilities, that assesses the key domains of
function, health, and service use. MDS assessment forms include the MDS-
HC for home care and the MDS 3.0 for Nursing Facility Residents.

Money Follows the Person — A program operated by NYSDOH for purposes
of transitioning Medicaid-eligible individuals out of Nursing Facilities and
into community-based settings where they can be supported with
Community-based LTSS.

National Committee for Quality Assurance (NCQA) — A private 501(c)(3)
not-for-profit organization that is dedicated to improving health care quality
and that has a process for providing accreditation, certification, and
recognition, e.g., health plan accreditation.

National Council for Prescription Drug Program (NCPDP) — The electronic
HIPAA transaction that the FIDA Plan transfers to the NYSDOH that
identifies health care claims for pharmacy claims and Encounters.

Neglect — A failure (i) to notify the appropriate health care professional, (ii)
to provide or arrange necessary services to avoid physical or psychological
harm to a Resident, or (iii) to terminate the residency of a Participant whose
needs can no longer be met, causing an avoidable decline in function. Neglect
includes Active Neglect, Passive Neglect, and Self Neglect defined as follows.

1.1181  Active Neglect — Willful failure by the caregiver to fulfill the care-
taking functions and responsibilities assumed by the caregiver,
including but not limited to, abandonment, willful deprivation of
food, water, heat, clean clothing and bedding, eyeglasses or
dentures, or health related services.

1.118.2  Passive Neglect — Non-willful failure of a caregiver to fulfill care-
taking functions and responsibilities assumed by the caregiver,
including but not limited to, abandonment, or denial of food or
health related services because of inadequate caregiver knowledge,
infirmity, or disputing the value of prescribed services.

1.118.3  Self Neglect — An adult's inability, due to physical and/or mental
impairments to perform tasks essential to caring for oneself,
including but not limited to, providing essential food, clothing,
shelter and medical care; obtaining goods and services necessary to
maintain physical health, mental health, emotional well-being and
general safety; or managing financial affairs.
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Net Available Monthly Income (NAMI) — The amount of medical expenses
the LDSS determines a “medically needy” individual must incur in any
period in order to be eligible for medical assistance and that a Nursing
Facility Resident must pay monthly to the Nursing Facility in accordance
with the requirements of the medical assistance program.

New to Service — Eligible Individuals who are not already receiving Facility-
based or Community-based LTSS.

New York State Department of Health (NYSDOH) — The agency responsible
for administering the Medicaid program in the State of New York and the
terms of this Demonstration.

New York State Office of Mental Health (OMH) — The agency responsible
for operating psychiatric centers across the State and regulating, certifying,
and overseeing more than 4,500 programs, which are operated by local
governments and nonprofit agencies. These programs include various
inpatient and outpatient programs, emergency, community support,
residential, and family care programs.

New York State Office of Temporary and Disability Assistance (OTDA) —
The agency responsible for conducting State Medicaid fair hearings and
supervising programs that provide assistance and support to eligible families
and individuals.

New York State Office of the Medicaid Inspector General — The agency
responsible for enhancing the integrity of the New York State Medicaid
program by preventing and detecting fraudulent, abusive, and wasteful
practices within the Medicaid program and recovering improperly expended
Medicaid funds while promoting high quality patient care.

Non-Participating Provider — (also Out-Of-Network Provider) A Provider
that does not have a Provider Agreement with the FIDA Plan.

Nursing Facility — (also Long-Term Care Facility) A residential health care
facility as defined in subdivision three of 2801 of the PHL, and assisted living
residences, as defined in article 46-B of the PHL, or any facilities which hold
themselves out or advertise themselves as providing assisted living services
and which are required to be licensed or certified under the SSL or the PHL
and adult care facilities as defined in subdivision 21 of section 2 of the SSL.

Nursing Facility Clinically Eligible — A standard of eligibility for care in a
Nursing Facility, based on an individual’s care needs and functional,
cognitive, and medical status as determined upon completion of the
NYSDOH Approved Assessment.
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Nursing Home Transition & Diversion 1915(c) Waiver — Social Security Act
Section 1915(c) waiver that gives New York State the Medicaid authority to
provide home and community-based services to certain medically needy
individuals. These services enable these individuals to live at home or in the
community with appropriate supports rather than in a Nursing Facility.

NYSDOH Approved Assessment — Protocol used by the FIDA Plans to
conduct a Comprehensive Assessment of each Participant’s medical,
Behavioral Health Services, Community-based or Facility-based LTSS, and
social needs completed by the FIDA Plan as described herein and in the IDT
Policy. Assessment domains will include, but not be limited to, the following;:
social, functional, medical, behavioral, wellness and prevention domains,
caregiver status and capabilities, as well as the Participants’ preferences,
strengths, and goals. The Uniform Assessment System - New York (UAS-
NY) or State-approved equivalent will be the assessment used to conduct
these assessments for Participants.

Opt-In Enrollment — An Enrollment in which the Eligible Individual
voluntarily elects a specific FIDA Plan.

Opt Out — A process by which an Eligible Individual or his/her Authorized
Representative can choose not to be passively enrolled in the Demonstration.
An Eligible Individual can opt out before he/she receives a prospective notice
of their Passive Enrollment date, after he/she receives notice but before the
Passive Enrollment effective date, or after the effective date. If the latter, opt
out is also Voluntary Disenrollment.

OPWDD — New York State Office for People with Developmental
Disabilities (OPWDD).

OPWDD Services — Services include: long term therapy services provided by
Article 16 clinic treatment facilities, certified by OPWDD under 14 NYCRR,
Part 679 or provided by Article 28 Diagnostic & Treatment Centers explicitly
certified by NYSDOH as serving primarily Individuals with Intellectual
Disabilities(IID); day treatment services provided in an Intermediate Care
Facility for Individuals with Intellectual Disabilities (ICF/IID) or comparable
facility and certified by OPWDD under 14 NYCRR, Part 690; Comprehensive
Medicaid Case Management services; and home and community based
waiver program services for Individuals with Intellectual Disabilities.

Other Supportive Services the IDT Determines Necessary — Additional
supportive services or items determined by the Participant’s IDT to be
necessary for the Participant. This is meant to cover items or services that are
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not traditionally included in the Medicare or Medicaid programs but that are
necessary and appropriate for the Participant.

Partially Capitated MLTCP — A managed care plan that provides Medicaid
Community-based or Facility-based LTSS to both Medicare-Medicaid
Participants and individuals who qualify only for Medicaid.

Participant — Any Eligible Individual who is enrolled in FIDA Plan.

Participant Advisory Committee (PAC) — A group convened in person, at
least quarterly by the FIDA Plan to solicit input for consideration by the FIDA
Plan’s governing board. The PAC is open to all Participants and the
Participant Ombudsman. The PAC reflects the diversity of the FIDA Plan’s
Participant population. The FIDA Plan provides the PAC with information
on any updates and proposed changes about the FIDA Plan including data on
the number and nature of Grievances and Appeals, information about quality
assurance and improvement, information about Enrollments and
Disenrollments, and more.

Participant Feedback Sessions — Sessions for FIDA Plan Participants to raise
problems and concerns and provide positive feedback to the FIDA Plan. The
FIDA Plan convenes at least two Participant Feedback Sessions per year in
each Service Area, as described in the Readiness Review tool and must assist
Participants with the costs, transportation, reasonable accommodations, and
other challenges of attending. The FIDA Plan summarizes each Participant
Feedback Session and makes the summary available to Participants and the
public.

Participant Handbook — The publication prepared by the FIDA Plan and
issued to Participants at the time of Enrollment and annually thereafter to
inform them of their benefits and services, how to access health care services,
and to explain their rights and responsibilities as a FIDA Plan Participant.

Participant Ombudsman (PO) — An independent, conflict-free entity under
contract with NYSDOH or authorized entity to provide Participants free
assistance in accessing their care, understanding and exercising their rights
and responsibilities, and appealing adverse decisions made by their FIDA
Plan. The PO will be accessible to all Participants through telephonic and,
where appropriate, in-person access. The PO will provide advice,
information, referral, and assistance in accessing benefits and assistance in
navigating FIDA Plans, Providers, or NYSDOH. The PO may participate in
FIDA Plan Participant Advisory Committee activities.
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Participant Services Telephone Line — A toll-free telephone call center,
operated by the FIDA Plan from 8:00 A.M. to 8:00 P.M. EST seven days per
week to provide Participants with assistance.

Participating Pharmacy — A pharmacy or network of pharmacies with which
the FIDA Plan has entered into a written agreement.

Participating Provider — A person or entity with whom the FIDA Plan has
entered into a written Provider Agreement.

Partnership Plan — Social Security Act Section 1115(a) waiver that provides
New York State the Medicaid authority to enroll Medicaid enrollees and
Medicare-Medicaid Participants in a Medicaid MLTCP.

Party/Parties — The State, through NYSDOH, DHHS, through CMS, and the
FIDA Plan.

Passive Enrollment — An enrollment process through which an Eligible
Individual is enrolled by NYSDOH (or its vendor) into a FIDA Plan, when the
individual did not affirmatively elect a FIDA Plan, following a minimum 60-
day advance written notification that includes the plan selection and the
opportunity to select a different FIDA Plan, or decline enrollment into a FIDA
Plan, or opt out of the Demonstration prior to the effective date.

Payment Arrangement — An arrangement between a FIDA Plan and a
Nursing Facility Provider that describes reimbursement for services in
absence of a contract.

Performance Measure — A quantifiable measure to assess how well an
organization carries out a specific function or process.

Personal Assistant — An individual who provides Personal Care to a
Participant when it has been determined by the Care Manager that the
Participant has the ability to supervise the Personal Assistant.

Person-Centered Service Plan (PCSP) — A written description in the Care
Management record of Participant-specific health care goals to be achieved
and the amount, duration, and scope of the Covered Items and Services to be
provided to a Participant in order to achieve such goals. The individual
Person-Centered Service Plan is based on assessment of the Participant's
health care needs and developed by the IDT in consultation with the
Participant and his/her informal supports. The FIDA Plan will use the
NYSDOH Approved Assessment and include consideration of the current
and unique psycho-social and medical needs and history of the Participant, as
well as the Participant’s functional level and support systems and clinical and
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non-clinical needs. The Comprehensive Assessment identifies services to be
provided or arranged to meet the identified needs and includes goals,
interventions, and expected outcomes. Effectiveness of the PCSP is
monitored through reassessment and a determination as to whether the
health care goals are being met. Non-Covered Items and Services which
interrelate with the Covered Items and Services identified on the PCSP and
services of informal supports necessary to support the health care goals and
effectiveness of the Covered Items and Services should be clearly identified in
the PCSP or elsewhere in the Care Management record.

Pharmacy Network (Also Participating Pharmacies) — Pharmacies that have
contracted with the FIDA Plan (i.e., Participating Pharmacies) to provide
Participants with access to formulary and non-formulary drugs covered by
the FIDA Plan.

Physician — An individual licensed to practice medicine in New York.

Physician Incentive Plan (PIP) — Any compensation arrangement between
the FIDA Plan or one of its contracting entities and a Physician or physician
group that may directly or indirectly have the effect of reducing or limiting
services furnished to the FIDA Plan’s Participants.

Post-Stabilization Services — Covered Items and Services related to
Participant's underlying condition that are provided after the Participant's
Emergency Medical Condition has been stabilized and/or under the
circumstances described in 42 C.F.R. §§ 438.114(b) and 438.114(e).

Potential Participant — An individual who either 1) is an Eligible Individual
or 2) is not yet an Eligible Individual but may become an Eligible Individual
in the foreseeable future.

Prevalent Languages — Six most common non-English languages spoken by
individuals with limited-English proficiency in the State of New York, based
on United States census data. Currently the six most common non-English
languages are Spanish, Chinese, Russian, Italian, Haitian-Creole, and Korean.
The State will inform FIDA Plans of any changes to these languages.

Preventive Services - Medicare and Medicaid preventive services including
those specified in Appendix A and any others that Medicare and Medicaid
cover or may begin to cover during the Demonstration.

Primary Care Provider (PCP) — A Provider, including a specialist serving as
a PCP, who within the Provider's scope of practice and in accordance with
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State certification requirements or State licensure requirements, is responsible
for providing all preventive and primary care services to his or her assigned
Participants in the MCO.

Prior Approval — Review and written approval by the NYSDOH and CMS of
any FIDA Plan materials or actions, as set forth in this Contract, including but
not limited to, subcontracts, intended courses of conduct, or procedures or
protocols, that the FIDA Plan must obtain before such materials are used or
such actions are executed, implemented, or followed.

Prior Authorization — Review and approval by the FIDA Plan or IDT that
must be obtained prior to a Participant receiving Covered Items and Services
for which prior authorization is required.

Privacy — Requirements established in the Health Insurance Portability and
Accountability Act of 1996, and implementing regulations, Medicaid
regulations, including 42 CFR §§ 431.300 through 431.307, as well as relevant
New York privacy laws for the purpose for protecting personal and
individually identifiable health and other information from being shared
without the approval or consent of the Participant.

Program Integrity Plan — A document developed by the FIDA Plan that
defines how the FIDA Plan will adequately identify and report suspected
Fraud, waste, and Abuse by Participants, by Participating Providers, by First
Tier, Downstream, and Related Entities, and by the FIDA Plan.

Program of All-Inclusive Care for the Elderly (PACE) — A comprehensive
service delivery and financing model that integrates medical and LTSS under
dual Capitation agreements with Medicare and Medicaid. The PACE
program is limited to individuals age 55 and over who meet the skilled-
nursing-facility level of care criteria and reside in a PACE service area.

Protected Health Information (PHI) — Except as otherwise provided in
HIPAA, which shall govern the definition of PHI, information created or
received from or on behalf of a covered FIDA Plan as defined in 45 C.F.R. §
160.103, that relates to (i) the provision of health care to an individual; (ii) the
past, present or future physical or mental health or condition of an
individual; or (iii) the past, present or future payment for the provision of
health care to an individual. PHI includes demographic information that
identifies the individual or that there is a reasonable basis to believe can be
used to identify the individual. PHI is the information transmitted or held in
any form or medium.
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Provider — A person or organization enrolled with CMS to provide Medicare
Covered Items or Services, or issued a Provider identification number by
NYSDOH to provide Medicaid Covered Items or Services, to a Participant.
The FIDA Plan is not a Provider.

Provider Agreement — The written agreement between the FIDA Plan and a
Provider related to the Provider’s participation with the FIDA Plan for
purposes of the FIDA Demonstration.

Provider-Based Marketing Activities and Provider Affiliation Information —
The FIDA Plan may allow Participating Providers to provide objective and
neutral information to Participants and Potential Participants and assistance
with Enrollment to the extent allowed by Section 70.11.1 of the Medicare
Marketing Guidelines. For example, the FIDA Plan may allow Participating
Providers to make available or distribute FIDA Plan marketing materials. In
addition, consistent with Section 70.11.2 of the Medicare Marketing
Guidelines, the FIDA Plan may allow Participating Providers to announce a
new affiliation once through direct communication to Participants or
Potential Participants (through direct mail, email, or phone), and multiple
times if done though general advertising or if the communication includes all
of the FIDA Plans that Participating Provider has contracts with (pending
CMS approval of all marketing materials). FIDA Plans with continuing
affiliations may continue to use Participating Providers to distribute written
materials only if the Plan ensures that contracted Providers include a list of all
plans with which the Provider contracts in additional direct mail and\ or
email communications.

Provider Network — Providers that have contracted with the FIDA Plan (i.e.,
Participating Providers) to provide Participants with access to the full range
of Covered Items and Services, including Behavioral Health Services, other
specialty services, and all other services required in 42 C.F.R. §§ 422.112,
423.120, and 438.206 and under this Contract (see Covered Items and Services
in Appendix A).

Provider Preventable Condition — Such policies and procedures shall be
consistent with Federal law, including but not limited to 42 C.F.R. §
434.6(a)(12), 42 C.F.R. § 438.6(f)(2), and 42 C.F.R. § 447.26, and guidance and
be consistent with Title 10, Sub-part 86-1.42 and the NYSDOH’s policies,
procedures, and guidance on Provider Preventable Conditions as outlined in
the NY Register and on the www.health.ny.gov website.

Quality Improvement Program — The FIDA Plan’s overarching mission,
vision and values, which, through its goals, objectives and processes
committed in writing, are demonstrated through continuous improvement


http://www.health.ny.gov/

1.171

1.172

1.173

1.174

1.175

29

and monitoring of medical care, Participant safety, Behavioral Health
Services, and the delivery of services to Participants, including ongoing
assessment of program standards to determine the quality and
appropriateness of care, Care Management and coordination. It is
implemented through the integration, coordination of services, and resource
allocation throughout the organization, its partners, Providers, other entities
delegated to provide services to Participants, and the extended community
involved with Participants.

Quality Improvement Organization (QIO) — An organization designated by
CMS as set forth in Section 1152 of the Social Security Act and 42 C.F.R. § 476,
that provides Quality Assurance, quality studies and inpatient utilization
review for NYSDOH in the Fee-For-Service program and Quality Assurance
and quality studies for the NYSDOH in the HCBS setting. It also refers to an
organization under contract with CMS to perform utilization and quality
control peer review in the Medicare program or an organization designated
as QIO-like by CMS. The QIO or QIO-like entity provides quality assurance
and utilization review.

Quality Improvement Project — An ongoing program for improvement that
focuses on clinical and nonclinical areas, and that involves (i) measurement of
performance using objective quality indicators, (ii) implementation of system
interventions to achieve improvement in quality, (iii) evaluation of the
effectiveness of the interventions, and (iv) planning and initiation of activities
for increasing or sustaining improvement.

Readiness Review — The readiness review will evaluate each FIDA Plan’s
ability to comply with the Demonstration requirements, including but not
limited to, the ability to quickly and accurately process claims and enrollment
information, accept and transition new Participants, and provide adequate
access to all Medicare and Medicaid-covered Medically Necessary Items and
Services. CMS and the NYSDOH use the results to inform its decision of
whether the FIDA Plan is ready to begin marketing and accepting enrollment
under the Demonstration. At a minimum, each Readiness Review includes a
desk review and a site visit to the prospective FIDA Plan’s headquarters.

Referral — An authorization provided by a PCP to enable a Participant to
seek medical care from another Provider. Referrals are not required for
Covered Items and Services under the FIDA Demonstration.

Rehabilitation — The process of restoration of skills to an individual who has
had an illness or injury so as to regain maximum self-sufficiency and function
in a normal or as near normal manner as possible in therapeutic, social,
physical, behavioral, and vocational areas.
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Resident — A Participant who is living in a facility and whose facility services
are eligible for Medicaid and Medicare payment.

Roster — The enrollment list generated on a monthly basis by NYSDOH by
which the LDSS and FIDA Plan are informed of specifically which Eligible
Individuals the FIDA Plans will be serving in the FIDA Demonstration for
the coming month, subject to any revisions communicated in writing or
electronically by NYSDOH or LDSS or entity designated by the State.

Self-Direction (also Consumer Direction) — The ability for a Participant to
direct his/her own services through the Consumer-Directed Personal
Assistance Services option.

Serious Mental Illness — A diagnosable mental disorder experienced by an
adult that is sufficiently severe and enduring to cause functional impairment
in one or more life areas and a recurrent need for mental health services.

Service Area — The specific geographical area of New York designated in the
CMS HPMS, and as referenced in Appendix H, for which the FIDA Plan
agrees to provide Covered Items and Services to all Participants who opt in or
who are passively enrolled into the FIDA Plan.

Service Authorization Request — A request to the IDT or FIDA Plan by a
Participant or by a Provider on behalf of a Participant for the provision of a
Covered Item or Service.

Single Case Agreement — An agreement established between the FIDA Plan
and a Non-Participating Provider when Participants require specialty care not
available from a Participating Provider.

Skilled Nursing — Nursing services provided within the scope of the New
York Nurse Practice Act by registered nurses, licensed practical nurses, or
vocational nurses licensed to practice in the State.

Skilled Nursing Facility (SNF) — A group care facility that provides Skilled
Nursing care, continuous Skilled Nursing observations, restorative nursing
and other services under professional direction with frequent medical
supervision, during the post-acute phase of illness or during reoccurrences of
symptoms in long-term illness.

Solvency — Standards for requirements on cash flow, net worth, cash
reserves, working capital requirements, insolvency protection and reserves
established by the State and agreed to by CMS.
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Spend-down — The policy that allows an individual to qualify for the
Medicaid Program by incurring medical expenses at least equal to the
amount by which his or her income or assets exceed eligibility limits. It
operates similarly to deductibles in private insurance in that the Spend-down
amount represents medical expenses the individual is responsible to pay.

Stabilization, Stabilized, or Stabilizing — The term “to stabilize” means, with
respect to an Emergency Medical Condition (1) to provide such medical
treatment of the condition as may be necessary to assure, within reasonable
medical probability, that no material deterioration of the condition is likely to
result from or occur during the transfer of the individual from a facility, or,
(2) with respect to an Emergency Medical Condition to deliver (including the
placenta) that no material deterioration of the condition is likely, within
reasonable medical probability, to result from or occur during the transfer of
the individual from a facility.

State — The State of New York.

State Plan — The New York Medicaid State Plan filed with Federal CMS, in
compliance with Title XIX of the Social Security Act.

Third Party — Any Person other than CMS, NYSDOH, the FIDA Plan, or any
of the FIDA Plan's intercompany affiliates within the same parent
organization.

Third Party Health Insurance (TPHI) — Comprehensive health care coverage
or insurance (including Medicare and/or private MCO coverage) that does
not fall under one of the following categories:

1.191.1 Accident-only coverage or disability income insurance;
1.191.2 Coverage issued as a supplement to liability insurance;
1.191.3 Liability insurance, including auto insurance;

1.191.4 Workers compensation or similar insurance;

1.191.5 Automobile medical payment insurance;

1.191.6 Credit-only insurance;

1.191.7 Coverage for on-site medical clinics;

1.191.8 Dental-only, vision-only, or long-term care insurance;

1.191.9 Specified disease coverage;
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1.191.10 Hospital indemnity or other fixed dollar indemnity coverage; or
1.191.11 Prescription-only coverage.

Urgent Care — Medical services required promptly to prevent impairment of
health due to symptoms that do not constitute an Emergency Condition, but
that are the result of an unforeseen illness, injury, or condition for which
medical services are immediately required. Urgent Care is appropriately
provided in a clinic, Physician's office, or in a hospital emergency department
if a clinic or Physician's office is inaccessible. Urgent Care does not include
primary care services or services provided to treat an Emergency Condition.

Utilization Management — A comprehensive approach and planned
activities for evaluating the appropriateness, need and efficiency of services,
procedures and facilities according to established criteria or guidelines under
the provisions of the Demonstration. Utilization Management typically
includes new activities or decisions based upon the analysis of care, and
describes proactive procedures, including discharge planning, concurrent
planning, pre-certification and clinical case appeals. It also covers proactive
processes, such as concurrent clinical reviews and peer reviews, as well as
Appeals introduced by the Provider, payer or Participant.

Voluntary Disenrollment — Disenrollment from a FIDA Plan or from the
FIDA Demonstration initiated by a Participant or his/her Authorized
Representative including all such individuals recognized by the laws of New
York.

Welcome Packet —The first packet of materials sent to new Participants as
described for passive enrollees at 2.3.1.8 and Opt-In enrollees at Section
2.3.1.9.
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2 Section 2. FIDA Plan Responsibilities

Through the FIDA Demonstration, CMS, and NYSDOH will work in partnership to
offer Eligible Individuals the option of enrolling in a FIDA Plan, which consists of a
comprehensive network of health and social service Providers. The FIDA Plan will
deliver and coordinate all components of Medicare and Medicaid Covered Items and
Services for Participants.

21  Compliance:

The FIDA Plan must, to the satisfaction of CMS and NYSDOH:

211

21.2

213

214

Comply with all provisions set forth in this Contract.

Maintain during the term of this Contract a valid Certificate of
Authority to operate a Managed Long Term Care Plan (MLTCP)
under Article 44 of the PHL, PHL §4403-f.

Comply with all applicable provisions of Federal and State laws,
regulations, guidance, waivers, administrative bulletins issued by
NYSDOH, and Demonstration terms and conditions, including the
requirement to have and implement a compliance plan. The FIDA
Plan must comply with the Medicare Advantage requirements in
Part C of Title XVIII, and 42 C.F.R. §§ 422 and 423, except to the
extent that waivers from these requirements are provided in the
Memorandum of Understanding (MOU) signed by CMS and
NYSDOH for this initiative.

Comply with Other Laws.

2141  No obligation imposed herein on the FIDA Plan shall relieve

the FIDA Plan of any other obligation imposed by law or
regulation, including, but not limited to, those imposed by the
laws of the State of New York, the Federal Balanced Budget
Act of 1997 (Public Law 105-33), and regulations promulgated
by the State of New York or CMS.

2142 NYSDOH and CMS shall report to the appropriate agency any

information it receives that indicates a violation of a law or
regulation.

2143 NYSDOH or CMS will inform the FIDA Plan of any such

report unless the appropriate agency to which NYSDOH or
CMS has reported requests that the NYSDOH or CMS not
inform the FIDA Plan.
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Adopt and implement an effective compliance program to prevent,
detect and correct Fraud, waste, and Abuse that applies to its
operations, consistent with 42 C.F.R. § 420, et seq, 42 C.F.R. §
422503, 42 C.F.R. § 423.504, and 42 C.F.R. §§ 438.600-610, 42 C.F.R. §
455, and PHL §4414. The compliance program must, at a minimum,
include written policies, procedures, and standards of conduct that:

2151

2152

2153

2154

2155

21.5.6

Articulate the FIDA Plan's commitment to comply with all
applicable Federal and State standards, including but not
limited to;

21511  Fraud detection and investigation;
2151.2  Procedures to guard against Fraud and Abuse;

21.5.1.3  Prohibitions on certain relationships as required
by 42 C.F.R. § 438.610;

21514  Obligation to suspend payments to Providers;

2151.5  Disclosure of ownership and control of the FIDA
Plan;

21.5.1.6 Disclosure of business transactions;

2151.7  Disclosure of information on persons convicted of
health care crimes; and

21518  Reporting adverse actions taken for Fraud,
integrity, and quality;

Describe compliance expectations as embodied in the FIDA
Plan’s standards of conduct;

Implement the operation of the compliance program;

Provide guidance to employees and others on dealing with
potential compliance issues;

Identify how to communicate compliance issues to
appropriate compliance personnel;

Describe how potential compliance issues are investigated and
resolved by the FIDA Plan; and
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21.5.7  Include a policy of non-intimidation and non-retaliation for

2.1.6

217

2138

219

2.1.10

good faith participation in the compliance program, including
but not limited to reporting potential issues, investigating
issues, conducting self-evaluations, audits and remedial
actions, and reporting to appropriate officials.

Comply with any behavioral health program changes that take effect
during the Demonstration period.

Comply with all aspects of the joint Readiness Review.

Comply with requirements and recommendations as they are
adopted by the Medicaid Redesign Team’s Health Disparities Work
Group and enacted by NYSDOH.

Adopt and implement policies ensuring Culturally Competent Care
Management and service delivery, making oral interpretation
services for any Participant that so requires, and making all written
information available in Prevalent Languages.

Accreditation

21.10.1 To the extent that the FIDA Plan is accredited by NCQA, the

2111

FIDA Plan must report to NYSDOH any deficiencies noted by
the National Committee for Quality Assurance (NCQA) for
the MCO’s Medicare and/or Medicaid product lines within
thirty (30) calendar days of being notified of the deficiencies,
or on the earliest date permitted by NCQA, whichever is
earliest.

Program Integrity: The FIDA Plan must have a comprehensive
Program Integrity Plan to detect, correct and prevent Fraud, waste,
and Abuse.

21111 The Program Integrity Plan must define how the FIDA Plan

will adequately identify and report suspected Fraud, waste,
and Abuse by Participants, by Participating Providers, by First
Tier, Downstream, and Related Entities, and by the FIDA
Plan.

2112 Ownership and Related Information Disclosure

21121

The FIDA Plan shall report ownership and related information to
NYSDOH, and upon request to the Secretary of Health and
Human Services and the Inspector General of Health and Human
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Services, in accordance with 42 U.S.C. §§ 1320a-3 and 1396b(m)(4)
(§§ 1124 and 1903(m)(4) of the SSA).

Pursuant to 42 CFR 455.104, the FIDA Plan will obtain a disclosure
of complete ownership, control, and relationship information from
all MCO Providers.

Pursuant to 42 CFR 455.105, within 35 days of the date of a request
by NYSDOH, OMIG or DHHS, the FIDA Plan will require from
any First Tier, Downstream or Related Entity disclosure of
ownership, with whom an individual Participating Provider has
had a business transaction totaling more than $25,000 during the
12 month period ending on the date of request.

21.13 Mergers and Acquisitions

21.13.1 Inaddition to the requirements at 42 C.F.R. § 422 Subpart L,

the FIDA Plan must adhere to the NCQA notification
requirements with regards to mergers and acquisitions and
must notify NYSDOH and CMS of any action by NCQA that
is prompted by a merger or acquisition (including, but not
limited to change in accreditation status, loss of accreditation,
etc.).

2.1.14 Financial Requirements.

21.14.1 General

21.14.1.1 The FIDA Plan, at all times, shall be in compliance
with all financial requirements of 10 NYCRR Part
98 and 42 C.F.R. § 438.116.

2.1.14.2 Financial Viability

21.1421 Consistent with Section 1903(m) of the Social
Security Act, and regulations found at 42 C.F.R. §
422.402,42 CF.R. §438.106, and 42 CF.R. §
438.116, the FIDA Plan shall meet all State and
Federal financial soundness requirements. These
must include: The FIDA Plan must provide
assurances that its provision against the risk of
insolvency is adequate to ensure that its
Participants will be liable neither for the entity's
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debts, if the entity becomes insolvent; nor for
Covered Items and Services provided to the
Participants for which the State and/or CMS does
not pay the FIDA Plan, or the State or CMS or the
FIDA Plan does not pay the Participant or
Provider that furnishes the health care services
under a contractual or other arrangement.

The FIDA Plan shall comply with the escrow
deposit requirements of 10 NYCRR Part 98 and
must meet the contingent reserve fund and
minimum net worth requirements established by
the State.

The FIDA Plan must also maintain reserves to
meet the State’s reserve requirements, which are
outlined in the Reserve Requirements Guidance.

If the FIDA Plan becomes insolvent, the FIDA Plan
must cover continuation of services to Participants
for the duration of period for which payment has
been made as well as for inpatient admissions
until the time at which that Participant is
discharged.

Medical Loss Ratio (MLR)

2.1.14.3.1

2.1.14.3.2

Medical Loss Ratio Guarantee: The FIDA Plan has
a Target Medical Loss Ratio (TMLR) threshold of
eighty-five (85) percent.

If the MLR calculated as set forth below is less
than the TMLR, the FIDA Plan shall refund to
CMS and NYSDOH an amount equal to the
difference between the calculated MLR and the
TMLR (expressed as a percentage) multiplied by
the coverage year revenue. CMS and NYSDOH
shall calculate a MLR for Participants under this
Contract for each coverage year, and shall provide
to the FIDA Plan the amount to be refunded, if
any, to CMS and NYSDOH, respectively. Any
refunded amounts will be distributed back to the
Medicare and Medicaid programs, with the
amount to each payor based on the proportion
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between the Medicare and Medicaid Components.
At the option of CMS and NYSDOH, separately,
any amount to be refunded may be recovered
either by requiring the FIDA Plan to make a
payment or by an offset to future Capitation
payment. The MLR calculation shall be
determined as set forth below; however, CMS and
NYSDOH may adopt NAIC reporting standards
and protocols after giving written notice to the
FIDA Plan.

The MLR will be based on the 42 C.F.R. §§
422.2400 et seq and 423.2400 et seq except that the
numerator in the MLR calculation will include:

2.1.14.3.3.1 All Covered Items and Services
required in the Demonstration under
Section 2.4 and Appendix A;

21.14.3.3.2 Any items and services purchased in
lieu of more costly Covered Items
and Services and consistent with the
objectives of the FIDA
Demonstration; and

21.14.3.3.3 Care Management Expense. That
portion of the personnel costs for
Care Managers whose primary duty
is direct Participant contact that is
attributable to this Contract shall be
included as a benefit expense. The
portion of the personnel costs for
FIDA Plan’s medical director that is
attributable to this Contract shall be
included as a benefit expense.

The revenue used in the MLR calculation will
consist of the Capitation payments paid by CMS
and NYSDOH for the coverage year. Revenue for
the purpose of the MLR calculation will include
amounts withheld pursuant to Section 4.3.4,
regardless of whether the FIDA Plan actually
receives the amount in Section 4.3 4.
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Data Submission. The FIDA Plan shall submit to
CMS and NYSDOH, in the form and manner
prescribed by CMS and NYSDOH, the necessary
data to calculate and verify the MLR after the end
of the coverage year.

Medical Loss Ratio Calculation. Within ninety (90)
days following the six (6) month claims run-out
period following the coverage year, CMS and
NYSDOH shall calculate the MLR by dividing the
benefit expense by the revenue. The MLR shall be
expressed as a percentage rounded to the second
decimal point. The FIDA Plan shall have sixty (60)
days to review the Medical Loss Ratio Calculation.
Each party shall have the right to review all data
and methodologies used to calculate the Medical
Loss Ratio.

Coverage Year. The coverage year shall be the
calendar year. The MLR calculation shall be
prepared using all data available from the
coverage year, including incurred but not paid
(IBNP) and six (6) months of run-out for benefit
expense (excluding sub-capitation paid during the
run-out months.

2.2 Contract Management and Readiness Review Requirements

221  Contract Readiness Review Requirement

2211

2212

CMS and NYSDOH or their designee, will conduct a
Readiness Review of each FIDA Plan, which must be
completed successfully, as determined by CMS and NYSDOH,
prior to the Contract Operational Start Date.

CMS and the NYSDOH Readiness Review Responsibilities:

22121

CMS and NYSDOH will conduct a Readiness
Review of each FIDA Plan that will include, at a
minimum, one on-site review. This review shall
be conducted prior to marketing to and
Enrollment of Eligible Individuals into the FIDA
Plan. CMS and NYSDOH will conduct the
Readiness Review to verify the FIDA Plan’s
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assurances that the FIDA Plan is ready and able to
meet its obligations under the Contract.

The scope of the Readiness Review will include,
but is not limited to, a review of the following

elements:

221221

221222

221223

221224

221225

221226

221227

Participating Provider composition
and access, in accordance with
Section 2.7;

Staffing, including key management
positions and functions directly
impacting on Participants (e.g.,
adequacy of Care Manager and
Participant Services staffing), in
accordance with Sections 2.2.3, 2.5,
and 2.10;

Capabilities of First Tier,
Downstream, and Related Entities, in
accordance with Section 2.7.2.3 and
Appendix C;

Content of Provider Agreements,
including any Physician Incentive

Plans, in accordance with Section
5.1.7;

Care Management capabilities, in
accordance with Section 2.5;

Participant services capabilities
(materials, processes and
infrastructure, e.g., call center
capabilities), in accordance with
Section 2.11;

Comprehensiveness of quality
management / quality improvement
and Utilization Management
strategies, in accordance with Section
2.14;
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221.228  Internal Grievance and Appeal
policies and procedures, in
accordance with Sections 2.12 and
2.13;

221229  Fraud and Abuse and program
integrity, in accordance with
Sections 2.1.5;

2.21.2210 Financial solvency requirements;

2212211 Information systems, including
claims payment system performance,
interfacing and reporting capabilities
and validity testing of Encounter
Data, in accordance with Section 2.16
and Section 2.17, including IT testing
and security assurances.

No Eligible Individual shall be enrolled into the
FIDA Plan unless and until CMS and NYSDOH
determine that the FIDA Plan is ready and able to
perform its obligations under the Contract as
demonstrated during the Readiness Review.

CMS and NYSDOH or their designee will identify
to the FIDA Plan all areas where the FIDA Plan is
not ready and able to meet its obligations under
the FIDA Plan and provide an opportunity for the
FIDA Plan to correct such areas to remedy all
deficiencies prior to the Contract Operational Start
Date.

CMS or NYSDOH may, in its discretion, postpone
the Contract Operational Start Date for the FIDA
Plan if the FIDA Plan fails to satisfy all Readiness
Review requirements. If, for any reason, the FIDA
Plan does not fully satisfy to CMS or NYSDOH
that it is ready and able to perform its obligations
under the Contract prior to the Contract
Operational Start Date, and CMS or NYSDOH
does not agree to postpone the Contract
Operational Start Date, or extend the date for full
compliance with the applicable Contract
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requirement, then CMS or NYSDOH may
terminate the Contract pursuant to Section 5.5 of
this Contract.

221.3  FIDA Plan Readiness Review Responsibilities

22131

22132

The FIDA Plan must demonstrate to CMS and
NYSDOH's satisfaction that the FIDA Plan is
ready and able to meet all Contract requirements
identified in the Readiness Review prior to the
Contract Operational Start Date, and prior to the
FIDA Plan engaging in marketing of its
Demonstration product.

The FIDA Plan must provide CMS and NYSDOH
with the corrected materials requested by the
Readiness Review report.

2.2.2 Contract Management

2221

The FIDA Plan must employ a qualified individual to serve as the
Compliance Officer of its FIDA Plan and this Contract. The
Compliance Officer must report directly to a senior management
position in the FIDA Plan’s organization or hold a senior
management position in the FIDA Plan’s organization, and be
authorized and empowered to represent the FIDA Plan in all
matters pertaining to the FIDA Plan. The Compliance Officer must
act as liaison between the FIDA Plan, CMS, and NYSDOH, and has
responsibilities that include, but are not limited to, the following:

22211

22212

22213

Ensure the FIDA Plan’s compliance with the terms
of the Contract, including securing and
coordinating resources necessary for such
compliance;

Oversee all activities by the FIDA Plan and its
First Tier, Downstream and Related Entities,
including but not limited to coordinating with the
FIDA Plan’s quality management director,
medical director, and behavioral health clinician;

Ensure that Participants receive written notice of
any significant change in the manner in which
Covered Items and Services are accessed at least
thirty (30) days before the intended effective date



22214

22215

22216

22217

22218

22219

2.2.21.10

43

of the change, such as a retail pharmacy chain
leaving the Provider Network;

Receive and respond to all inquiries and requests
made by CMS and NYSDOH in time frames and
formats specified by CMS and NYSDOH,;

Meet with representatives of CMS or NYSDOH, or
both, on a periodic or as-needed basis to resolve
issues within specified time frames;

Ensure the availability to CMS and NYSDOH
upon either’s request, of those members of the
FIDA Plan’s staff who have appropriate expertise
in administration, operations, finance,
management information systems, claims
processing and payment, clinical service
provision, quality management, Participant
services, Utilization Management, Provider
Network management, and benefit coordination;

Represent the FIDA Plan, when requested, at
NYSDOH and CMS meetings related to the FIDA
Demonstration;

Coordinate requests and activities among the
FIDA Plan, all First Tier, Downstream, and
Related Entities, CMS, and NYSDOH;

Make best efforts to promptly resolve any issues
related to the Contract identified by the FIDA
Plan, CMS, or NYSDOH; and

Meet with CMS and NYSDOH at the time and
place requested by CMS and NYSDOH, if CMS or
NYSDOH, or both, determine that the FIDA Plan
is not in compliance with the requirements of the
Contract.

223  Organizational Structure

2231

The FIDA Plan shall establish and maintain the
interdepartmental structures and processes to support the
operation and management of its FIDA Demonstration line of
business in a manner that fosters integration of physical
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health, Behavioral Health Service, and Community-based and
Facility-based LTSS service provisions. The provision of all
services shall be based on prevailing clinical knowledge and
the study of data on the efficacy of treatment, when such data
is available. The FIDA Plan shall describe the
interdepartmental structures and processes to support the
operation and management of its Demonstration line of
business.

2232 On an annual basis, and on an ad hoc basis when changes

occur or as directed by NYSDOH or CMS, the FIDA Plan shall
submit to the CMT an overall organizational chart that
includes senior and mid-level managers for the FIDA Plan.

2233  The FIDA Plan shall have a Participant Advisory Committee

and shall host Participant Feedback Sessions as described in
Section 2.10.

2234  Participant Representation within the FIDA Plan governance

structure. After January 1, 2015, the FIDA Plan must have
individuals with disabilities, including Participants, within the
governance structure of the FIDA Plan. The FIDA Plan will
also be encouraged to include Participant representation on its
boards of directors.

2.3 FIDA Plan Role in Enrollment Activities

231

Enrollment Generally. Enrollment and Disenrollment transactions
will be processed through the State Enrollment Broker. The State
Enrollment Broker will submit Enrollment transactions to the CMS
Medicare Advantage Prescription Drug (MARXx) Enrollment system
directly or via a third party CMS designates to receive such
transactions. CMS will also submit a file to NYSDOH identifying
individuals who have elected to disenroll from a FIDA Plan, Opt Out
of Passive Enrollment, or have enrolled in or have selected another
type of available Medicare coverage that is not a FIDA Plan.
NYSDOH will share Enrollment, Disenrollment, and Opt Out
transactions with contracted FIDA Plans.

23.11  All Opt-In and Passive Enrollments are processed through the

Enrollment Broker consistent with the Effective Date of
Enrollment requirements outlined in the Medicare-Medicaid
Plan Enrollment and Disenrollment Guidance. In the event
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that a Participant directly contacts the FIDA Plan to request
Enrollment into the FIDA Plan, the FIDA Plan shall do a three-
way call to the Enrollment Broker and warmly transfer (i.e.,
directly connect) the Participant to the Enrollment Broker for
Enrollment counseling and assistance with FIDA Plan
Enrollment.

Effective Date of Enrollment - The FIDA Plan will be required
to accept Opt-In Enrollments, as communicated by the
Enrollment Broker, of Eligible Individuals no earlier than
thirty (30) days prior to the initial effective date of:

23.1.21  For Region I as defined in Appendix H, no earlier
than January 1, 2015, and begin providing
coverage for Opt-In enrolled individuals no earlier
than January 1, 2015.

23.1.2.2 For Region II as defined in Appendix H, no earlier
than April 1, 2015, and begin providing coverage
for Opt-In enrolled individuals no earlier than
April 1, 2015.

Effective Date of Opt-In Enrollment. If an Opt-In Enrollment,
which includes a transfer of Enrollment from one FIDA Plan
to a different FIDA Plan, is received by the Enrollment Broker
and accepted by the NYSDOH's database prior to noon on the
twentieth (20th) of the month or noon on the last business day
before the twentieth (20t) of the month in the event that the
twentieth falls on a weekend or holiday, coverage shall begin
on the first day of the following calendar month.

The FIDA Plan will be responsible for providing Covered
Items and Services to Participants beginning on their Effective
Date of Enrollment.

The FIDA Plan must have a mechanism for receiving timely
information about all Enrollments in the FIDA Plan, including
the Effective Date of Enrollment, from CMS, NYSDOH, and
the Enrollment Broker’s systems consistent with the time
frames outlined in the Medicare-Medicaid Plan Enrollment
and Disenrollment Guidance.

The FIDA Plan shall accept for Enrollment all Eligible
Individuals, as described in Section 3.2.1 of the Contract, in
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the order in which they are referred by NYSDOH, without
restriction, except that the FIDA Plan shall notify NYSDOH of
any third party liability in accordance with Section 5.1.12. The
FIDA Plan shall accept for Enrollment all Eligible Individuals
identified by NYSDOH at any time without regard to income
status, physical or mental condition, age, gender, sexual
orientation, religion, creed, race, color, physical or mental
disability, national origin, ancestry, pre-existing conditions,
expected health status, or need for health care services.

In accordance with Section 2.15.5, for Passive Enrollments, the
FIDA Plan sends the following materials to the Participant no
later than the last calendar day of the month prior to the
Effective Date of Enrollment:

23171  Asingle ID card for accessing all Covered Items
and Services under the FIDA Plan; and

23.1.7.2 A Participant Handbook (Evidence of Coverage).

In accordance with Section 2.15.5, for Passive Enrollments, the
FIDA Plan shall send a Welcome Packet to the Participant
thirty (30) days prior to the Effective Date of Enrollment that
includes at a minimum the following items:

23.1.81  AFIDA Plan-specific Summary of Benefits;

23.1.8.2 A comprehensive integrated formulary that
includes Medicare and Medicaid outpatient
prescription drugs and pharmacy products
provided by the FIDA Plan;

23.1.83 A combined Provider and Pharmacy Directory;
and

23.1.84  Proof of health insurance coverage that include
the prescription drug data necessary to access
benefits so that the Participant may begin using
FIDA Plan services as of the Effective Date of
Enrollment.

For Opt-In Enrollments, the FIDA Plan provides a Welcome
Packet including the following materials to the Participant no
later than ten (10) Business Days from receipt of confirmation
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of Enrollment or by the last calendar day of the month prior to
the Effective Date of Enrollment, whichever occurs later:

23191 A comprehensive integrated formulary that
includes Medicare and Medicaid outpatient
prescription drugs and pharmacy products
provided by the FIDA Plan;

23.19.2 A combined Provider and Pharmacy Directory;
23193  Asingle ID card; and
23194 A Participant Handbook (Evidence of Coverage).

2.3.1.10 The number of Participants enrolled with FIDA Plan will be
limited to a level that will not exceed FIDA Plan’s physical
and professional capacity.

2.3.1.10.1 NYSDOH and CMS, through the CMT, will review documentation provided
by the FIDA Plan that sets forth the FIDA Plan’s physical and professional
capacity: (i) before the first Enrollment and as regularly provided
subsequently; (ii) when the FIDA Plan requests a review and NYSDOH
agrees to such review; (iii) when there is a change in Covered Items and
Services, categories of Eligible Individuals, Service Area, or Capitation that
can reasonably be expected to impact the FIDA Plan’s capacity; (iv) when
there is a Change of Control, or a sale or transfer of the FIDA Plan; and, (v)
when CMS and NYSDOH determine that the FIDA Plan’s operating or
financial performance reasonably indicates a lack of Provider or
administrative capacity. Such documentation must demonstrate that the FIDA
Plan offers an appropriate range of preventive, primary care, and specialty
services that is adequate for the anticipated number of Participants in the
Service Area and that the FIDA Plan maintains a network of Participating
Providers that is sufficient in number, mix and geographic distribution to
meet the needs of the anticipated number of Participants in the Service Area.
In the event NYSDOH reasonably finds that the FIDA Plan has failed to
restore Participating Provider and administrative capacity, the CMT may
freeze Passive Enrollment during the implementation phase or take other
corrective actions.

2.3.1.10.2 Adjustments to the volume of Passive Enrollment based on the capacity of the
FIDA Plan will be subject to any capacity determinations including but not
limited to those documented in the CMS and NYSDOH final Readiness
Review report and ongoing monitoring by CMS and the NYSDOH. CMS and
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NYSDOH, upon agreement of both parties, may stop Enrollments into any
FIDA Plan at any time.

23.1.11

232

2321

No Enrollments will be accepted within six (6) months (or
less) of the end of the Demonstration.

2.3.1.12 For Participants who undergo Medicaid
renewal requirements, the FIDA Plan shall timely assist these
Participants in meeting the requirements for their Medicaid
renewal. This shall include helping to obtain documentation
necessary for renewal and helping to timely provide renewal
documentation to the LDSS.

Disenrollment

Participants may request to be disenrolled from the FIDA Plan or
from the FIDA Demonstration altogether at any time for any
reason, orally or in writing. A Disenrollment request may be made
by the Participant to the Enrollment Broker or 1-800-MEDICARE.

2322

2323

23211  Inthe event that a Participant directly contacts the
FIDA Plan to request Disenrollment from the
FIDA Plan, the FIDA Plan shall:

232111  Conduct a three-way call to the
Enrollment Broker and warmly
transfer (i.e., directly connect) the
Participant to the Enrollment Broker
for assistance with Disenrollment.

23.21.1.2  Not interfere with the Participant’s
right to disenroll through threat,
intimidation, pressure, or otherwise.

Voluntary Disenrollments are processed by the Enrollment
Broker consistent with the Disenrollment Effective Date
requirements set forth in the Medicare-Medicaid Plan
Enrollment and Disenrollment Guidance, including the State-
Specific Appendix 5, and the requirements set by NYSDOH
for the Enrollment Broker.

The FIDA Plan shall have a mechanism for receiving timely
information about all Voluntary Disenrollments from the
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Enrollment Broker, including the Effective Date of
Disenrollment, from CMS and NYSDOH and Enrollment
Broker’s systems.

Voluntary Disenrollments requests that are not FIDA Plan to
FIDA Plan transfers and that are received by the Enrollment
Broker or received by CMS, or the CMS contractor, by the last
calendar day of the month will be effective on the first
calendar day of the following month.

Any time an Eligible Individual requests to Opt Out of Passive
Enrollment or disenroll from the Demonstration, the State or
its Enrollment Broker will send a notice confirming the Opt-
Out or Disenrollment Effective Date in addition to providing
information on the benefits available to the Participant once
they have opted out or disenrolled.

The FIDA Plan shall cease providing Covered Items and
Services to a Participant upon the Effective Date of
Disenrollment.

Within two (2) business days of receiving such information,
the FIDA Plan shall notify the Enrollment Broker and CMT of
any Participant who it knows or believes is no longer eligible
to remain enrolled in the FIDA Plan per the eligibility
provisions of this contract at 3.2 or the Medicare-Medicaid
Plan Enrollment and Disenrollment Guidance and include all
supporting materials. This includes where the FIDA Plan has
received notice that a Participant has permanently moved out
of the service area or has been incarcerated according to
Section 40.2.1 of the Medicare-Medicaid Plan Enrollment and
Disenrollment Guidance. This also includes where the FIDA
plan has received notice (e.g. out of area claims, etc.) that a
Participant is absent from the service area such that the
Enrollment Broker must initiate researching and acting upon a
change of address under Section 40.2.1.3 of the Medicare-
Medicaid Plan Enrollment and Disenrollment Guidance.

Under no circumstances shall the FIDA Plan cease to provide
services to a Participant until the CMT or the Enrollment
Broker informs the FIDA Plan that the Participant’s coverage
must be terminated because the Participant has received
appropriate notice and waived or exhausted all Appeal rights.
Termination shall take effect on the Effective Date of
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Disenrollment indicated by the CMT or the Enrollment
Broker.

Discretionary Involuntary Disenrollments: The FIDA Plan
shall not seek to terminate Enrollment because of an adverse
change in a Participant’s health status or because of the
Participant’s utilization of Covered Items and Services,
diminished mental capacity, uncooperative or disruptive
behavior resulting from such Participant’s special needs
(except to the extent such Participant’s continued Enrollment
with the FIDA Plan seriously impairs the FIDA Plan’s ability
to furnish Covered Items and Services to the Participant or
other Participants as defined in Section 2.4, or take an Adverse
Action in connection with a Participant who attempts to
exercise, or is exercising, his or her Appeal or Grievance
rights. Any attempts to seek to terminate Enrollment in
violation of this Section 2.3.2 will be considered a breach of
this Contract..

23291 The FIDA Plan, however, following requirements
in the Medicare-Medicaid Plan Enrollment and
Disenrollment Guidance, may submit a written
request, accompanied by supporting
documentation, to NYSDOH and CMS, via the
CMT, to disenroll a Participant, for cause, if
despite efforts by the FIDA Plan to, where
appropriate, resolve and provide an opportunity
for the Participant to cure the problems, the
following exist:

23.291.1  The Participant engages in conduct
or behavior that seriously impairs
the FIDA Plan’s ability to furnish
Covered Items and Services to either
this Participant or other Participants
and provided the FIDA Plan made
and documented reasonable efforts
to resolve the problems presented by
the Participant..

23.29.1.2  The Participant provides fraudulent
information on an Enrollment form
or the Participant willfully misuses
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or permits another person to misuse
the Participant’s ID card.

23.29.1.3  The Participant knowingly fails to
complete and submit any necessary
consent or release allowing the FIDA
Plan and/or Providers to access
necessary health care and service
information for the purpose of
compliance with the care delivery
system requirements in Section 2.5 of
this Contract.

As outlined in the notice requirements of Section
40.3.1 of the Medicare-Medicaid Plan Enrollment
and Disenrollment Guidance, the FIDA Plan must
make a reasonable effort to identify for the
Participant, both verbally and in writing, those
actions of the Participant that have interfered with
the effective provision of Covered Items and
Services as well as explain what actions or
procedures are acceptable. These efforts must
include informing the individual of his or her
right to use the Grievance procedures described in
Section 2.12 of this contract.

The FIDA Plan shall give prior verbal and written
notice to the Participant, as required in the
Medicare-Medicaid Plan Enrollment and
Disenrollment Guidance, with a copy to the CMT,
of its intent to request Disenrollment. The written
notice shall advise the Participant that the request
has been forwarded to the CMT for review and
approval. The written notice must include the
mailing address and telephone number of the
CMT.

To support NYSDOH's and CMS’ evaluation of
the FIDA Plans request for Involuntary
Disenrollment, the FIDA Plan shall submit all
documentation required by Sections 40.3 and 40.4
of the 2013 Medicare-Medicaid Plan Enrollment
and Disenrollment Guidance and the following;:



23295

2.3.29.6

23.29.7

52

23.294.1 In all cases, document what steps the
FIDA Plan has taken to locate and
engage the Participant, and the
impact of or response to each
attempt in accordance with the
Medicare-Medicaid Plan Enrollment
and Disenrollment Guidance;

23.29.4.2  Provide a monthly report to the
CMT of all Participants who have
not participated in either the
Comprehensive Assessment,
Comprehensive Reassessment, or
Person-Centered Service Plan
process, and whether this is because
the FIDA Plan could not locate or
engage the Participant, because the
Participant declined, or another
reason;

The NYSDOH and CMS will determine when and
if a FIDA Plan’s request to terminate the
Enrollment of a Participant will be granted based
on the criteria in Section 2.3.2 above and in
Sections 40.3 and 40.4 of the 2013 Medicare-
Medicaid Plan Enrollment and Disenrollment
Guidance. In the event that a FIDA Plan’s request
for Involuntary Disenrollment for cause is
approved, the CMT will notify the FIDA Plan and
the Enrollment Broker; and will instruct the
Enrollment Broker to send the Participant an
Involuntary Disenrollment Form, with a copy to
the CMT. The notice will include information
about the Participant’s right to appeal the
involuntary disenrollment.

Termination of a Participant’s coverage shall take
effect at 11:59 p.m. on the last day of the month
following the month the Disenrollment is
processed.

The CMT will develop a process to evaluate
discretionary Involuntary Disenrollment requests.
If the CMT determines that the FIDA Plan too
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frequently requests discretionary Involuntary
Disenrollments for Participants, the CMT reserves
the right to deny such requests and require the
FIDA Plan to initiate steps to improve the FIDA
Plan’s ability to serve such Participants.

Following any Disenrollment under this section, the FIDA plan
shall transfer the Participant’s Comprehensive Health Record
information promptly to the new FIDA Plan or NYSDOH or its
designee as appropriate upon Disenrollment of the Participant
from the Demonstration or at the Participant’s request to transfer
to another FIDA Plan in accordance with Section 5.2.4 ; and if the
Participant transfers to another FIDA Plan, with the Participant’s
written consent, and in accordance with applicable laws and
regulations, transfer current Minimum Data Set-Home Care (MDS-
HC) or Minimum Data Set-Nursing Facility (MDS-NF) assessment
information to the new FIDA Plan. The information shall be
provided no later than ten (10) calendar days from the receipt of
the notice of Disenrollment to the FIDA Plan and no later than the
effective date of transfer in the method and format specified by
NYSDOH and CMS.

24 Covered Items and Services

241 Covered Items and Services must be available to all Participants
twenty-four (24) hours a day, seven (7) days a week. All services must
be provided, in accordance with the IDT policy.

2.4.2 Covered Items and Services will be managed and coordinated by the
FIDA Plan through the Participant’s Care Manager.

243 Covered Items and Services shall be provided in the amount, duration
and scope as set forth in this Contract, and shall be sufficient to achieve
the purposes for which such Covered Items and Services are furnished.
FIDA Plan shall, at all times, cover the appropriate level of service for
all Emergency Services and non-Emergency Services in an appropriate
setting.

244

The FIDA Plan must provide at least the full range of Behavioral
Health Services covered by a Mainstream Managed Care Plan under
the existing Partnership Plan demonstration under Social Security
Act Section 1115(a).
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The FIDA Plan must provide the full range of Covered Items and
Services. If either Medicare or Medicaid provides more expansive
services than the other program does for a particular condition, type
of illness, or diagnosis, the FIDA Plan must provide the most
expansive set of services required by either program. The FIDA Plan
may not limit or deny services to Participants based on Medicare or
Medicaid providing a more limited range of items and services than
the other program.

As described herein and in the IDT Policy, many Covered Items and
Services are authorized by the IDT through the Participant’s Person-
Centered Services Plan (PCSP).

Referrals from PCPs or other Providers are not necessary and may
not be required by the FIDA Plan or any of its Participating
Providers when a Participant is obtaining Covered Items or Services
under the FIDA Demonstration.

Care Delivery Model

251

252

Care Management. The FIDA Plan shall offer Care Management
services to all Participants to ensure effective linkages and
coordination between all Participating and Non-Participating
Providers and Covered Items and Services and to coordinate the full
range of medical and social supports needed by the Participant. Care
Management services will be provided to all Participants and will be
provided by the Care Manager in concert with the Participant’s IDT.
Care Management and the operation of the IDT shall be conducted in
accordance with the requirements of this Contract and with the IDT
Policy.

Provision of Care Management

2521  Requirements for an IDT. Every Participant shall have an

IDT, developed with input of the Participant and led by a Care
Manager. As outlined in the IDT Policy, the IDT will ensure
the integration of the Participant’s medical, Behavioral Health
Services, substance use, Community-based or Facility-based
LTSS, and social needs. The IDT will be person-centered, built
on the Participant’s specific preferences and needs, and with
the Participant’s input, deliver services with transparency,
individualization, accessibility, respect, linguistic and Cultural
Competence, and dignity. The role of the IDT and the
requirements for each IDT are outlined in the IDT Policy.
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As outlined in the IDT Policy, the IDT’s decisions serve as
service authorizations, may not be modified by the FIDA Plan
outside of the IDT, and are appealable by the Participant,
his/her Providers, and his/her representatives. IDT service
planning, coverage determinations, care coordination, and
Care Management will occur in accordance with the terms
outlined in the IDT Policy.

Interdisciplinary Team Training: The FIDA Plan will provide
training to all members of the IDT on the IDT process. IDT
members must agree to participate in approved training on
the person-centered planning processes, Cultural
Competence, disability, accessibility and accommodations,
independent living and recovery, and wellness principles,
along with other required training, as specified by the State.
This will include ADA / Olmstead requirements.

FIDA Plan members of the IDT must be trained on the
following topics: IDT policies and procedures; person-
centered care planning processes; accessibility and reasonable
accommodations; cultural and disability competencies; the
Participant Ombudsman; compliance with the Americans
with Disabilities Act; independent living and recovery; and
wellness philosophies. The FIDA Plan will offer similar
trainings to additional members of the IDT team: Primary
Care Providers and specialists, as appropriate.

Care Manager Responsibilities: The Care Manager will lead
the IDT and will be responsible for leading the provision of
Care Management services, as determined by a Participant’s
needs and preferences. Care Management includes referral to
and coordination of other necessary medical, social,
Behavioral Health Services, prescription drugs and non-
prescription drugs, Community-based or Facility-based LTSS,
educational, financial and other services of the Person-
Centered Service Plan that support the Participant’s
psychosocial needs irrespective of whether such items and
services are covered by the FIDA Plan. More detail about the
Care Manager responsibilities is provided in the IDT Policy.

Care Manager Qualifications:

25.2.6.1 Care Managers must have the experience,
qualifications and training appropriate to the
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individual needs of the Participant, and the FIDA
Plan must establish policies for appropriate
assignment of Care Managers.

Care Managers must have knowledge of physical
health, aging and loss, appropriate support
services in the community, frequently used
medications and their potential negative side-
effects, depression, challenging behaviors,
Alzheimer’s disease and other disease-related
dementias, behavioral health, and issues related to
accessing and using durable medical equipment
as appropriate.

Care Management Assignment and Change Request

25271

25272

The FIDA Plan shall assign every Participant to a
Care Manager with the appropriate experience
and qualifications based on a Participant’s
assigned risk level and individual needs (e.g.,
communication, cognitive, or other barriers).

The FIDA Plan must have a process to ensure that
a Participant and/ or caregiver is able to request a
change in his or her Care Manager at any time.

Care Manager Caseloads. The FIDA Plan must ensure that
each Care Manager’s caseload is reasonable to provide
appropriate care coordination and Care Management to all
Participants and to ensure compliance with the requirements
of the IDT Policy.

25281

Care Manager Contact Standards. Care Managers
shall maintain contact with Participants as
frequently as outlined in the Person-Centered
Service Plan (PCSP) but not less than one
telephone contact per month.

Transition of Care Process. The FIDA Plan will manage
transitions of care and continuity of care for Participants
moving from an institutional setting to a community living
arrangement. The FIDA Plan’s process for facilitating
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continuity of care will include ensuring that both the IDT and
the FIDA Plan do the following:

25311

253.1.2

25313

25314

25315

25.3.1.6

25317

253138

25319

Communicates with entities involved in
Participants’ transition.

Assures that the hospitals and Nursing Facilities
are not imposing a requirement for a three (3) day
hospital stay prior to covering a skilled Nursing
Facility stay.

Makes arrangements to help insure that all
community-based supports, including non-
covered services such as housing, are in place
prior to the Participant’s move and that Providers
are fully knowledgeable and prepared to support
the Participant, including interface and
coordination with and among social supports,
clinical services and LTSS.

Works with and ensures that each IDT and the
FIDA Plan itself cooperates with the work of the
transition centers to maximize use of the Money
Follows the Person (MFP) program to support
transitions for appropriate Participants. The IDT
and FIDA Plan staff must cooperate with the work
of the MFP contractor as relates to the Participant.

Tracks the number of Participants who wish to
move to the community and are referred to the
MFP Program and reports this information to the
NYSDOH.

Utilizes environmental adaptations and
equipment and technology the Participant needs
for a successful care setting transition.

Provides stabilization and provision of
uninterrupted access to Covered Items and
Services for the Participant.

Assesses Participants” ongoing care needs;

Monitors continuity and quality of care, and
services provided.
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2.5.3.1.10 Helps Participants transition to another
Participating Provider if their Participating
Provider leaves the FIDA Plan's network; and

2.5.3.1.11 Transitions Participants to new Participating
Providers, if needed, once the PCSP is completed.

Pre-existing Conditions. Upon the Effective Date of Enrollment, the
FIDA Plan shall assume full responsibility for any Covered Items
and Services received by the Participant as of the Effective Date of
Enrollment that are necessary to treat medical conditions that may
have existed prior to a Participant’s Enrollment with the FIDA Plan.
To ensure continuity of care in accordance with Section 2.6.6, the
FIDA Plan shall support the continuation of any existing treatment
plan provided that the Participant’s treatment plan is current.
Beyond the continuity of care period, the FIDA Plan shall support the
continuation of any existing treatment plan provided that the
Participant’s treatment plan is current, a Covered Item or Service,
and Medically Necessary. The FIDA Plan shall evaluate the
appropriateness of integrated Care Management and education for
each Participant who it determines to have a pre-existing condition.

Health Promotion and Wellness Activities

25.5.1  Participant Health Education. The FIDA Plan will offer an

expansive set of health education programs, including such
programs through Care Managers that use comprehensive
outreach and communication methods to effectively educate
Participants, and their families and other caregivers, about
health and self-care and how to access FIDA Plan benefits and
supports.

2552  Collaborative Education Development and Oversight: The

FIDA Plan’s medical management department and medical
director shall be responsible for development, maintenance
and oversight of Participant health education programs.

2.5.5.3  Health and Wellness Education and Outreach for Participants

and Caregivers. The FIDA Plan will identify regional
community health education opportunities, improve outreach
and communication with Participants and community-based
organization members, and actively promote healthy lifestyles
such as disease prevention and health promotion. This service
includes i) the provision of: 1) classes, support groups, and
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workshops, 2) educational materials and resources, and 3)
website, email, or mobile application communications; ii) at
no cost to the Participant; iii) on topics including, but not
limited to heart attack and stroke prevention, asthma, living
with chronic conditions, back care, stress management,
healthy eating and weight management, oral hygiene, and
osteoporosis. This benefit also includes annual preventive
care reminders and caregiver resources.

2554 Flu Prevention Program. The FIDA Plan shall make a flu

prevention program available for all Participants and will
provide education and outreach to all Participants. The
program will educate Participants about preventing the
transmission of the influenza virus.

2555  Telehealth/Tele-Monitoring and Web-Phone Based

Technology. The FIDA Plan must provide telehealth, tele-
monitoring, and web-phone based technology services to
Participants with conditions or clinical circumstances
associated with the need for frequent monitoring, and/or the
need for frequent Physician, skilled nursing or acute care
services, and where the provision of telehealth services can
appropriately reduce the need for on-site or in-office visits or
acute long-term care facility admissions. Conditions or
clinical circumstances shall include, but not be limited to,
congestive heart failure, diabetes, chronic pulmonary
obstructive disease, wound care, polypharmacy, mental or
behavioral problems limiting self-management, and
technology-dependent care such as continuous oxygen,
ventilator care, total parenteral nutrition or enteral feeding.

2.6 Comprehensive Assessments and PCSP

2.6.1

26.1.1

2.6.2

Comprehensive Assessment

Each Participant shall receive, and be an active participant in, a
timely comprehensive assessment of medical, Behavioral Health
Service, Community-based or Facility-based LTSS, and social
needs completed by a registered nurse (RN). The Comprehensive
Assessment must be completed in accordance with the timelines
and requirements outlined in the IDT Policy.

Reassessments
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2621 Each Participant shall have a Comprehensive Reassessment in

accordance with the time frames and requirements outlined in the
IDT Policy.

2622

26211

26.2.1.2

2.6.2.1.3

26.2.1.4

2.6.21.5

The Comprehensive Assessment is performed
using the NYSDOH Approved Assessment Tool,
which will be the Uniform Assessment System for
New York (i.e., UAS-NY) or State-approved
equivalent;

Comprehensive Assessment domains will include,
but not be limited to, the following: social,
functional, medical, behavioral, wellness and
prevention domains, caregiver status and
capabilities, as well as the Participants’
preferences, strengths, and goals.

Relevant and comprehensive data sources,
including the Participant, Providers, and
family/caregivers, shall be used by the FIDA
Plans” Comprehensive Assessment RNs in
completing the Comprehensive Assessment.

The FIDA Plan will use the results of the
Comprehensive Assessment to confirm the
appropriate acuity or risk stratification level for
the Participant and as the basis for developing the
integrated, PCSP.

The Participant will continue to receive any
Community-based or Facility-based LTSS in
his/her existing PCSP during this time period and
all transition requirements for services, as outlined
in Section 2.6.6, will be adhered to.

Timing of Comprehensive Assessment. Upon Enrollment in
the FIDA Plan, all Eligible Individuals who are Passively
Enrolled for an Effective Enrollment Date between April 1,
2015 and August 1, 2015 will receive a Comprehensive
Assessment to be completed no later than sixty (60) calendar
days from the Participant’s Effective Date of Enrollment. . For
all other Eligible Individuals enrolled into the FIDA
Demonstration, upon Enrollment in the FIDA Plan,
Participants will receive a Comprehensive Assessment to be
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completed no later than thirty (30) calendar days from the
individual’s Effective Date of Enrollment.

Timing of Re-Assessments and PCSP Updates: The FIDA Plan
must ensure that a Comprehensive Reassessment and a PCSP
update are performed:

As warranted by the Participant’s condition but at least every
six (6) months after the initial or most recent assessment
completion date;

When there is a change in the Participant’s health status or
needs;

As requested by the Participant, his/her caregiver, or his/her
Provider; and

Upon any of the trigger events outlined in the IDT Policy.

The Comprehensive Assessment and all Comprehensive
Reassessments must be performed by a RN in-person with the
Participant (e.g., in the Participant’s home, hospital, Nursing
Facility any other setting using the NYSDOH Approved
Assessment).

Person-Centered Service Plans. The FIDA Plan shall assemble an

IDT, with a Care Manager, for each Participant; and, the IDT, in
conjunction with the Participant, will develop a comprehensive,
written PCSP for each Participant. Within thirty (30) days of the
FIDA Plan conducting a Comprehensive Assessment, a PCSP will be
completed for each Participant by the Participant’s IDT. For
Comprehensive Reassessments, a PCSP will be reviewed and
revised, if deemed necessary by the results of the Comprehensive
Reassessment, within thirty (30) days of the Comprehensive
Reassessment. Every Participant must have a PCSP, unless the
Participant refuses and such refusal is documented. The PCSP must
include all elements outlined in the IDT Policy.

2.6.31 Include current and unique psychosocial and medical needs

and history of the Participant, as well as the Participant’s
functional level, behavioral health needs, language, culture,
and support systems;

2.6.3.2  Include identifiable and measurable short- and long-term

treatment and service goals and interventions to address the
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Participant’s needs and preferences and to facilitate
monitoring of the Participant’s progress and evolving service
needs;

Include expected outcomes with completion time frames;

Include, in the development, implementation, and ongoing
assessment of the PCSP, an opportunity for input by the
Participant and/or his/her designee and an opportunity for
input from the IDT; and

Identify and evaluate risks associated with the Participant’s
care. Factors considered include, but are not limited to, the
potential for deterioration of the Participant’s health status;
the Participant’s ability to comprehend risk; caregiver
qualifications; appropriateness of the residence for the
Participant and reasonable accommodations; and, behavioral
or other compliance risks. The FIDA Plan shall incorporate
the results of the risk assessment into the PCSP.

Ensure that contracted entities participating in the PCSP
process offer the full array of choices to the Participant
regarding the services and supports they receive and that they
act in the best interest of the Participant and not the best
interests of the contracted entity;

Includes a method for the Participant to request changes to the
PCSP;

Records the alternative HCBS and settings that were
considered by the Participant; and

Grants Participants no less than Appeal rights provided for
under Medicaid statute, regulation, and policy.

Include, as appropriate, the following elements:

2.6.3.10.1 The Participant’s personal or cultural preferences,
such as types or amounts of services;

2.6.3.10.2 The Participant’s preference of Providers and any
preferred characteristics, such as gender or
language;

2.6.3.10.3 The Participant’s living arrangements;
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Covered Items and Services and non-Covered
[tems and Services to address each identified
need;

Participation in the Consumer-Directed Personal
Assistance option;

IDT service planning, coverage determinations,
care coordination, and Care Management;

Actions and interventions necessary to achieve the
Participant’s objectives;

Follow-up and evaluation;
Collaborative approaches to be used;

Desired outcome and goals, both clinical and non-
clinical;

Barriers or obstacles;
Responsible parties;
Standing Authorizations;
Community resources;
Reasonable accommodations;
Informal supports;

Time frames for completing action steps outlined
in the PCSP;

Status of the Participant’s goals;

Home visits as necessary and appropriate for
Participants who are homebound (as defined in 42
U.S.C. § 1395n(a)(2)), who have physical or
Cognitive Disabilities, or who may be at increased
risk for Abuse, Neglect, or exploitation;

Back-up plan arrangements to ensure Participant
receipt of critically needed items and services;
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2.6.3.10.21 Crisis plans for a Participant with behavioral
health conditions; and,

2.6.3.10.22 Wellness program plans.

The FIDA Plan will monitor the PCSP and any gaps in care
will be addressed in an integrated manner by the IDT,
including any necessary revisions to the PCSP.

2.6.4  Participant Engagement and Education.

264.1 The FIDA Plan shall use a multifaceted approach to locate, engage,
and educate Participants and shall attempt to capitalize on every
Participant contact to obtain and update Participant information.
The FIDA Plan shall solicit input from Participants and other
stakeholders to help develop strategies to increase motivation for
enhanced independent and healthy living.

2.64.2

NYSDOH will conduct an educational outreach effort for
Participants and Participating Providers.

2.6.5  Self-directed Care. All Participants have the opportunity to direct
their own services through the Consumer Directed Personal
Assistance Program (CDPAS).

2.6.5.1

2.6.5.2

2.6.5.3

The RN that completes the Comprehensive Assessment and
Comprehensive Reassessment must inform Participants of the
option to self-direct their own services at each Comprehensive
Assessment and Comprehensive Reassessment.

Each IDT must inform each Participant of the option to self-
direct his/her own services when the PCSP is created and any
time it is updated.

The RN and IDT must:

2.6.53.1  Explain that self-direction of services is voluntary,
and the extent to which Participants would like to
self-direct their services is the Participant’s choice;

2.6.5.3.2  Explain the options to select self-directed supports
or services; and
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Provide an overview of the supports and
resources available to assist Participants to
participate to the extent desired in self-direction.

The FIDA Plan is required to:

26541

26.54.2

Provide and ensure that the IDT provides the
Participant with written educational materials
outlining the roles and responsibilities for the
Participant/designated representative if
Participant expresses an interest in CDPAS.

Assess whether the Participant is eligible to
receive home care or personal care services.

2.6.5.4.2.1 A Participant is eligible to receive home

care or personal care services if the
Participant: (1) has a stable medical
condition; (2) is self-directing or if, non-
self-directing, has a designated
representative; (3) needs some or total
assistance with one or more personal care
services, home health aide services or
skilled nursing tasks; (4) is able and
willing or has a designated representative
able and willing to fulfill the
responsibilities of a Participant, including
but not limited to, making informed
choices as to the type and quality of
services, including but not limited to
Nursing Facility care, personal care,
transportation and respite services; (5)
participates, as needed, or has a
designated representative participate in
the required Comprehensive Assessment
and bi-annual Comprehensive
Reassessment process, or if the FIDA Plan
determines an unexpected change in the
Participant's social circumstances, mental
status, or medical condition has occurred
during the CDPAS authorization or
reauthorization period that would affect
the type, amount or frequency of CDPAS
provided during such period and does not
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have (a) voluntary assistance available
from informal caregivers, including, but
not limited to, the Participant’s family,
friends or other responsible adult,
provided that this shall include an
evaluation of the potential contribution of
informal supports, such as family
members or friends, to the Participant's
care, which must consider the number and
kind of informal supports available to the
Participant; the ability and motivation of
informal supports to assist in care; the
extent of informal supports' potential
involvement; the availability of informal
supports for future assistance; and the
acceptability to the Participant of the
informal supports' involvement in his or
her care; or formal services provided by an
entity or agency; or (b) adaptive or
specialized equipment or supplies
including, but not limited to, bedside
commodes, urinals, walkers and
wheelchairs, when such equipment or
supplies are provided to the Participant
and can safely and cost-effectively meet
the need for services.

Have the IDT determine if the Participant is able
and willing to assume all responsibilities
associated with receiving the service, or has a
designated representative or other identified

adult, able and willing to act on the Participant’s
behalf.

Determine the Participant’s eligibility for CDPAS
through its Comprehensive Assessment,
Reassessments, and PCSP process. The IDT will
authorize the level and amount of services and
will authorize payment for the CDPAS and
communicate such authorization to the
Participant, or if applicable, the designated
representative, and the Fiscal Intermediary (FI).
The IDT shall not refuse to authorize CDPAS
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when a Participant is otherwise eligible unless it
reasonably expects that such assistance cannot
maintain the Participant’s health and safety in the
home or other setting in which CDPAS may be
provided and that a designated representative
either cannot be identified or would not result in a
change in the Participant’s ability to maintain his
or her health and safety in the home or other
setting in which CDPAS may be provided.

The FIDA Plan shall ensure that it, the IDT, or the
Participant notifies the FI in the event that the IDT
makes changes to the authorization for the
amount duration or scope of CDPAS; or
determines that the Participant is no longer
eligible to participate in the CDPAS program; or
that the Participant is no longer able to fulfill the
Participant’s responsibilities under the CDPAS
program.

The FIDA Plan shall ensure that the IDT receives
and promptly reviews the FI notification to the
FIDA Plan of any circumstances that may affect
the Participant’s or, if applicable, the Participant’s
designated representative’s ability to fulfill the
Participant’s responsibilities under the CDPAS
program and make changes in the Participant’s
authorization and reauthorization as needed.

The FIDA Plan shall ensure that it is monitoring
the FI's performance to ensure that the FI is
tulfilling its responsibilities to the Participant.

Have the IDT monitor the Participant’s on-going
eligibility for the CDPAS program and
discontinue authorization for CDPAS services
when the IDT determines that the Participant or
their designated representative is no longer able to
tulfill their responsibilities or no longer desires to
continue in the CDPAS program and a designated
representative or alternative designated
representative cannot be identified. In such case,
the IDT must authorize other services as required.
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Have the IDT assess and document the
Participant’s PCSP to assure adequate supports
are available to meet the Participant’s needs.

Have the IDT authorize the type, amount, and
level of CDPAS required by the Participant.

Have the IDT include in the PCSP the tasks to be
completed by the personal assistant. The PCSP
will be maintained with the FIDA Plan and a copy
will be provided to the Participant.

If it is determined that the Participant is no longer
eligible to continue receiving CDPAS or the FIDA
Plan terminates the Participant’s receipt of
CDPAS, the FIDA Plan will assess on an ongoing
basis whether the Participant requires personal
care, home health care, or some other level of
service.

Provide the Participant with appropriate notices
including a notice of fair hearing for reduction,
termination of the level, and amount of services or
determining that the Participant is not eligible or
no longer eligible to receive CDPAS.

2.6.5.5  The FIDA Plan’s policies regarding self-direction must
conform to the State requirements. The FIDA Plan must have
policies and procedures for:

26551

2.6.5.5.2

2.6.5.5.3

26554

How it will educate Participants and informal
caregivers on self-directed (consumer-directed)
options;

How it will monitor the education efforts;

How it will evaluate the self-directed (consumer-
directed) services; and

How it will monitor and evaluate the percentage
of Participants that use the self-directed
(consumer-directed) option.

Continuity of Care. The FIDA Plan must develop policies and
procedures to ensure continuity of care for all Participants as follows:
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The FIDA Plan allows Participants receiving any Covered
Item or Service at the time of Effective Date of Enrollment
other than Nursing Facility services or Behavioral Health
Services to maintain current Providers, including with
Providers who are currently out of the FIDA Plan’s Provider
Network (i.e., Non-Participating Providers), and service
levels, including prescription drugs, until the later of:

2.6.6.1.1  For at least ninety (90) calendar days after the
Effective Date of Enrollment; or

2.6.6.1.2  Until the PCSP is finalized and implemented.

The FIDA Plan allows Participants who reside in a Nursing
Facility to maintain current Nursing Facility Providers for the
duration of the Demonstration.

The FIDA Plan shall allow Participants who are receiving
Behavioral Health Services to maintain current Behavioral
Health Service Providers (i.e., Participating and Non-
Participating) for the current Episode of Care. The IDT may
review a current Episode of Care to determine whether it
needs to be continued with the Behavioral Health Service
Provider that was providing services before the Participant’s
Enrollment in the FIDA Plan. This requirement will be in
place for not to exceed two (2) years from the date of a
Participant’s Effective Date of Enrollment and applies only to
Episodes of Care that were ongoing during the transition
period from Medicaid Fee-For-Service (FFS) to Enrollment in a
FIDA Plan.

The FIDA Plan assures that, within the first ninety (90)
calendar days of coverage, it will provide:

2.6.6.4.1 In outpatient settings, up to ninety (90) days’
worth of temporary supply(ies) of drugs,
consistent with 42 CFR § 423.120(b)(3), when the
Participant requests a refill of a non-formulary
drug (including drugs that are on the FIDA Plan’s
formulary but require Prior Authorization or step
therapy under the FIDA Plan’s Utilization
Management rules) that otherwise meets the
definition of a Part D drug during the first ninety
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(90) days following Enrollment in the FIDA Plan;
and

2.6.6.4.2  Inlong-term care settings, a temporary supply of
at least ninety-one (91) days and up to ninety-
eight (98) days of non-formulary drugs including
drugs that are on the FIDA Plan’s formulary but
require Prior Authorization or step therapy under
the FIDA Plan’s Utilization Management rules
that otherwise meet the definition of a Part D
drug, consistent with 42 C.F.R. § 423.120(b)(3); and

2.6.6.4.3 A ninety (90) day supply of drugs when a
Participant requests a refill of a non-Part D drug
that is covered by Medicaid.

2.6.644  Except as otherwise stated in this Contract, Part D
transition rules and rights will continue as
provided for in current law and regulation.

During the transition period, for any Provider seen by the
Participant within the previous six (6) months prior to
transition and of whom the FIDA Plan is aware, the FIDA Plan
will allow access to that Provider within the first ninety (90)
calendar days of Enrollment, even on a Non-Participating
Provider basis.

During the transition period, FIDA Plans will advise the
Participants’ IDTs if and when Participants have received care
that would not otherwise be covered at an in-network level.

On an ongoing basis, and as appropriate, FIDA Plans must
also contact Providers (i.e., Non-Participating) currently
serving FIDA Participants, but who are not already members
of their Provider Network with information on becoming
credentialed as Participating Providers.

Any reduction, suspension, denial, or termination of
previously authorized services shall trigger the FIDA Plan to
issue the notice required under 42 CFR § 438.404 and as
further described under Section 2.13 of this Contract.

The FIDA Plan shall have policies and procedures to:
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2.6.6.9.1  Expeditiously obtain, accept, and honor
established service plans provided on paper or
electronically transferred from Medicaid and/or
Medicare Fee-for-Service or prior plans when
Participants transition with service plans in place
such that there is no disruption in service delivery
of care already authorized under the existing
service plan;

2.6.6.9.2  Ensure transfer of Comprehensive Assessment,
Comprehensive Reassessment, PCSPs, contact
information, and other pertinent information
necessary to assure continuity of care to other
FIDA Plans or other plans (i.e., Medicaid
Advantage Plus, MLTCP, PACE, and MA-PD) or
NYSDOH or its designee for FIDA Participants
that disenroll from the FIDA Plan or transfer to
another FIDA Plan. The information shall be
provided no later than ten (10) calendar days from
the receipt of the notice of Disenrollment to the
FIDA Plan and no later than the effective date of
transfer in the method and format specified by
NYSDOH and CMS; and

2.6.6.10 Continuity of Care Exceptions

2.6.6.10.1 Unless requested by the Participant, the FIDA Plan may not transition
Participants to a Participating PCP until:

2.6.6.10.1.1The Participant chooses or is assigned a Participating PCP in accordance
with Section 2.8.5 and the Participating PCP is capable of serving the
Participant’s needs appropriately;

2.6.6.10.1.2A Comprehensive Assessment and PCSP are complete; and

2.6.6.10.2 A new PCSP has been drafted and
implementation of the new PCSP has begun.

2.6.6.11 The FIDA Plan may not transition Participants to a
Participating specialist or Community-based or Facility-based
LTSS Participating Provider until:
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2.6.6.11.1 A Comprehensive Assessment and PCSP are
complete;

Notwithstanding exceptions related to Behavioral Health
Services in Section 2.6.6.3, all Prior Authorizations for non-
Part D drugs, therapies, or other services existing in Medicare
or Medicaid at the time of Enrollment will be honored for
ninety (90) calendar days after Enrollment and will not be
terminated at the end of ninety (90) calendar days without
advance notice to the Participant and transition to other
services, if needed.

Out-of-Network Reimbursement Rules. The FIDA Plan must
reimburse an Out-of-Network Provider of Emergency Services
or Urgent Care, as defined in this Contract and by 42 C.F.R. §
424101 and 42 C.F.R. § 405.400 respectively, at the Medicare
or Medicaid FFS rate applicable for that service. Where this
service would traditionally be covered under Medicare FFS,
the Medicare FFS rate applies. Participants maintain balance
billing protections.

If a Participant is receiving any Covered Item or Service that
would not otherwise be covered by the FIDA Plan at an in-
network level after the continuity of care period, the FIDA
Plan must notify the Participant’s IDT prior to the end of the
continuity of care period, according to the requirements at 42
C.F.R. §438.404 and 42 C.F.R. § 422.568. The Participant shall
be entitled to all Appeal rights, including continuation of
benefits pending Appeal, if applicable, as outlined in Section
2.13 of this Contract.

Effective upon the termination of the continuity of care period,
the FIDA Plan must provide an appropriate transition process
for Participants who are prescribed Part D drugs that are not
on its formulary (including drugs that are on the FIDA Plan’s
formulary but require Prior Authorization or step therapy
under the FIDA Plan’s Utilization Management rules). This
transition process must be consistent with the requirements at
42 C.F.R. § 423.120(b)(3).

If a Participant is receiving medical care or treatment as an
inpatient in an acute care hospital at the time coverage under
this Contract is terminated, the FIDA Plan shall arrange for
the continuity of care or treatment for the current episode of
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illness until such medical care or treatment has been fully
transferred to a treating Provider who has agreed to assume
responsibility for such medical care or treatment for the
remainder of that acute care hospital episode and subsequent
follow-up care. The FIDA Plan must maintain documentation
of such transfer of responsibility of medical care or treatment.
For services traditionally covered by Medicare, the FIDA Plan
must cover, through discharge, inpatient services if the
individual was a Participant at the beginning of the inpatient
stay.

Out-of-Network Provider. In the event that the Provider of a
newly enrolled Participant who is in an active, ongoing course
of treatment with a Provider who is not in the FIDA Plan’s
Provider Network, the FIDA Plan will permit such Participant
to continue an ongoing course of treatment with such
Physician for up to ninety (90) calendar days as outlined in
Section 2.6.6.1 only if the Out-of-Network Provider agrees to
provide such ongoing course of treatment, and if such Out-of-
Network Provider agrees to: (i) accept reimbursement at the
FIDA Plan’s established rates based on a review of the level of
items and services provided; (ii) adhere to the FIDA Plan’s
quality requirements; and (iii) adhere to the FIDA Plan’s
policies and procedures.

The FIDA Plan covers Items and Services from Out-of-
Network Providers and pharmacies when a Participating
Provider or pharmacy is not available within a reasonable
distance from the Participant's place of residence. The FIDA
Plan must adequately and timely cover these Covered Items
and Services Out of Network for the Participant, for as long as
the entity is unable to provide them. The FIDA Plan must
ensure that there is no cost to the Participant as if the services
were furnished within the Provider Network.

For Covered Items and Services that are part of the traditional
Medicare (i.e., Medicare FFS) benefit package, FIDA Plans will
be required to pay Non-Participating Providers at least the
lesser of the Providers’ charges or the Medicare FFS rate,
regardless of the setting and type of care for authorized Out-
of-Network services. For Nursing Facility services that are
part of the traditional Medicaid benefit package, FIDA Plans
will be required to pay Non-Participating Providers the
Medicaid FFS rate until at least December 31, 2015.



2.6.6.20

74

For Covered Items and Services that are part of the traditional
Medicaid benefit package, the FIDA Plan shall pay any OMH
or OASAS licensed or certified Provider of Behavioral Health
Services at least the applicable Medicaid Fee for Service rate
for a period of not more than two (2) years from the date that
at least one Health and Recovery Plan (HARP) shall have been
approved in the FIDA Plan’s Service Area. The State will
consider approving alternative payment methods, consistent
with State law, if both the Provider and FIDA Plan come to an
agreement.

2.7 Provider Network

271 General.

2711

2712

The FIDA Plan must demonstrate annually that it has an
adequate Provider Network, as approved by CMS and
NYSDOH, to ensure adequate access to medical, Behavioral
Health Service, pharmacy, Community-based and Facility-
based LTSS Providers that are appropriate for and proficient
in addressing the needs of Participants, including physical,
communication, and geographic access. The FIDA Plan must
maintain a Provider Network sufficient to provide all
Participants with access to the full range of Covered Items and
Services, including Behavioral Health Services, other specialty
services, and all other services required in 42 C.F.R. §§
422112, 423.120, and 438.206 and under this Contract (see
Covered Items and Services in Appendix A). The FIDA Plan
must notify the CMT of any significant Provider Network
changes immediately, but no later than five (5) Business Days
after becoming aware of a change in the FIDA Plan’s network
of Participating Providers that renders the FIDA Plan unable
to provide one (1) or more Covered Items and Services within
the access to care standards set forth in this section, with the
goal of providing notice to the CMT at least sixty (60) calendar
days prior to the effective date of any such change.

Participating Provider Credentialing, Recredentialing, and
Board Certification. The FIDA Plan shall credential
Participating Providers in accordance with managed care
standards at 42 C.F.R. §§ 438.214 and 422.204 and must ensure
that Providers meet the accreditation, credentialing, and re-
credentialing requirements outlined in this section.

Beginning in Demonstration Year 2, the FIDA Plan must
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ensure that new Participating Providers and Participating
Providers who are re-credentialed meet the following
accreditation, credentialing, and re-credentialing
requirements:

27121  The FIDA Plan must use the CAQH credentialing
application process for FIDA Plan credentialing
and recredentialing of all Participating Providers
within Provider types covered by the CAQH
application and use the single, uniform
information form created by NYSDOH for
obtaining additional information.

27122  The FIDA Plan must employ the single, uniform
information form referenced in Section 2.7.1.2.1
for credentialing and re-credentialing of all
Participating Providers within Provider types not
covered by the CAQH credentialing process.

2713  Recredentialing. Re-credentialing shall occur not less than
every three years. At re-credentialing and on a continuing
basis, the FIDA Plan shall verify minimum credentialing
requirements and monitor Participant Grievances and
Appeals, quality of care and quality of service events, and
Medical Record review.

2714  Delegated Credentialing. The FIDA Plan may subcontract or
delegate all or part of its credentialing functions when the
First Tier or Downstream Entity, such as a Participating
Provider organization, maintains a formal credentialing
program in compliance with the FIDA Plan, NCQA, CMS,
NYSDOH and applicable regulatory standards. The FIDA
Plan shall remain responsible for delegated Participating
Provider credentialing and re-credentialing.

2.71.5  The FIDA Plan may not employ or contract with Providers
excluded from participation in Federal health care programs
under either section 1128 or section 1128A of the Social
Security Act, and implementing regulations at 42 C.F.R. § 1001
et. seq. Federal financial participation (FFP) is not available for
amounts expended for Providers excluded by Medicare,
Medicaid, or the State Children’s Health Insurance Program,
except for Emergency Services.
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The FIDA Plan shall establish, maintain and monitor a
network supported by written agreements, that is sufficient to
provide adequate access to all Covered Items and Services
under the Contract including the appropriate range of
preventive, primary care, and specialty service, taking into

consideration:

2.71.6.1  The anticipated number of Participants;

2.71.6.2  The expected utilization of Covered Items and
Services, in light of the characteristics and health
care needs of the FIDA Plan’s Participants;

2.71.63  The number and types of Providers required to
furnish the Covered Items and Services;

2.71.64  The number of Participating Providers who are
not accepting new patients; and

2.71.6.5 The geographic location of Participating Providers

and Participants, taking into account distance,
travel time, the means of transportation, and
whether the location provides physical access for
Participants with disabilities.

271651  Proximity Access Standards

2.71.6.511  The FIDA Plan must have a
Provider Network that is
geographically accessible to
Participants in the Service
Area.

2.71.6.5.1.2  The FIDA Plan must
demonstrate annually that its
Provider Network meets the
stricter of the following
standards:

2.71.65.1.3 For Medicare medical Providers
and facilities, time, distance
and minimum number
standards updated annually on
the CMS website
(http:/ /www.cms.gov/Medica
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re/Medicare-
Advantage/MedicareAdvantag
eApps/ index.html);

For Medicare pharmacy
Providers, time, distance and
minimum number as required
in Appendix D, Article II,
Section I and 42 C.F.R. §
423.120; or

Within the following State-
specific standards:

Travel time / distance to
primary care sites shall
not exceed thirty (30)
minutes from the
Participant’s residence
in non-metropolitan
areas.

Participants may, at their
discretion, select
participating PCPs
located farther from
their homes as long as
they are able to arrange
and pay for
transportation to the
PCP themselves. Travel
time / distance to
specialty care, hospitals,
behavioral health, lab,
and X-ray Providers
shall not exceed thirty
(30) minutes / thirty (30)
miles from the
Participant’s residence.

Travel time and distance
will be calculated on a
typical day of traffic
volume.
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27165154 The FIDA Plan shall
make reasonable
accommodations,
including access to Out-
of-Network Providers, if
necessary, so that no
Participant that is too
frail to travel thirty (30)
minutes or thirty (30)
miles shall be required
to do so to see a
Participating Provider.

The FIDA Plan’s entire Provider Network must meet the
existing applicable Medicare and Medicaid Provider Network
requirements. State Medicaid standards shall be utilized for
Community-based and Facility-based LTSS, as described
below, for Behavioral Health Services, and for other services
for which Medicaid is exclusive, and Medicare standards shall
be utilized for pharmacy benefits and for other services for
which Medicare is primary, unless applicable Medicaid
standards for such services are more favorable to the
Participant (i.e., offer broader coverage). For any Covered
Items and Services for which Medicare requires a more
rigorous network adequacy standard than Medicaid
(including time, distance, and/or minimum number of
Participating Providers or facilities), the FIDA Plan must meet
the Medicare requirements. To the extent that Medicaid
requires a more rigorous network adequacy standard than
Medicare (including time, distance, and/or minimum number
of Participating Providers or facilities), the FIDA Plan must
meet the Medicaid requirements. Medicare Provider Network
standards account for the type of Service Area (rural, urban,
suburban, etc.), travel time, and minimum number of the type
of Providers, as well as distance in certain circumstances. The
NYSDOH and CMS may grant exceptions to these general
rules to account for patterns of care for Participants, but will
not do so in a manner that will dilute access to care for
Participants. Provider Networks will be subject to
confirmation through Readiness Reviews.

The FIDA Plan’s Provider Network must meet all of the
following requirements:
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In no instance may the FIDA Plan’s Provider
Network have less than two (2) of any Provider
type necessary to provide Covered Items and
Services.

All Participating Providers’ physical sites must be
accessible to all Participants as must all
Participating Providers that deliver services in the
Participants’ locations.

2.71.82.1  The FIDA Plan must collect
completed ADA Accessibility
Attestation forms from new
Network Providers that join their
networks during the Demonstration.

271822 Effective in Demonstration Year 2,
all Participating Providers must
submit to the FIDA Plan and the
FIDA Plan must maintain on file a
signed ADA Accessibility
Attestation Form indicating that they
meet the ADA Accessibility
standards.

2.71.8.23  All Participating Providers must
notify the FIDA Plan within ten (10)
Business Days of any change in its
ability to meet the ADA Accessibility
standards as outlined in the signed
ADA Accessibility Attestation Form.

The FIDA Plan must establish and implement
mechanisms to ensure that Participating Providers
comply with the timely access requirements
outlined herein, must monitor Participating
Providers regularly to determine compliance, and
must take corrective action if there is a failure to
comply.

The following minimum appointment availability
standards apply to physical health and Behavioral
Health Services:



27.184.1

2.7.1.84.2

271843

271844

2.7.1.84.5

2.7.1.84.6

271847

2.7.1.84.8

271849

80

For emergency care: immediately
upon presentation at a service
delivery site.

For urgent care: within twenty-four
(24) hours of request.

Non-urgent “sick” visit: within forty-
eight (48) to seventy-two (72) hours
of request, as clinically indicated.

Routine non-urgent, preventive
appointments: within four (4) weeks
of request.

Specialist appointments (not urgent):
within four (4) weeks of request.

Pursuant to an emergency or
hospital discharge, mental health or
substance abuse follow-up visits
with a Participating Provider (as
included in the FIDA Plan’s Benefit
Package): within five (5) Business
Days of request, or sooner if
clinically indicated.

Non-urgent mental health or
substance abuse visits with a
Participating Provider (as included
in the FIDA Plan’s Benefit Package):
within two (2) weeks of request.

Participating Provider visits to make
health, mental health, and substance
abuse assessments for the purpose of
making recommendations regarding
a Participant’s ability to perform
work within ten (10) Business Days
of request.

Mental Health Clinics must provide
a clinical assessment within five (5)
Business Days of request for
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Participants in the following
designated groups:

2.7.1.849.1

2.7.1.8.4.9.2

2718493

2.71.8494

2.7.1.8.4.95

2.7.1.8.4.9.6

2.7.1.849.7

Participants in receipt of
services from a mobile crisis
team not currently receiving
treatment;

Participants in domestic
violence shelter programs not
currently receiving treatment;

Homeless Participants and
those present at homeless
shelters who are not currently
receiving treatment;

Participants aging out of foster
care who are not currently
receiving treatment;

Participants who have been
discharged from an inpatient
psychiatric facility within the
last sixty (60) calendar days
who are not currently receiving
treatment;

Participants referred by rape
crisis centers; and

Participants referred by the
State court system.

27185  The following minimum access standards apply to
Community-based LTSS services:

271851  For New to Service Participants
(meaning those not already receiving
Community-based LTSS),
Community-based LTSS service
delivery must begin (along with
completion of the Comprehensive
Assessment) within thirty (30)
calendar days of Enrollment.
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For Participants that are not New to
Service but transitioning from an
MLTCP, from another plan, or from
Medicare and/or Medicaid FFS,
FIDA Plans must provide continuity
of Community-based LTSS
immediately upon Enrollment, as
turther outlined in the continuity of
care and transition policy in Section
2.6.6 and Section 2.5.3, respectively.
The FIDA Plan must contract with
an adequate number of Community-
based LTSS Providers to allow
Participants a choice of at least two
(2) Providers of each covered
Community-based LTSS service
within a 15-mile radius or 30
minutes from the Participant’s ZIP
code of residence.

2.71.8.6  The following minimum access standards apply to
Facility-based LTSS:

2.7.1.8.6.1

2.7.1.8.6.2

For New to Service Participants
(meaning those not already receiving
Facility-based LTSS), FIDA Plans
must enter into contracts or make
Payment Arrangements with
Nursing Facilities as meets the
minimum access standards outlined
for all Providers in this section .
FIDA Plans must include eight (8)
Nursing Facilities per county in their
Network for Participants that are
New to Service. Minimum quality
standards will be established for
Demonstration Years 2 and 3.

For Participants that are not New to
Services but are transitioning from
an MLTCP, from another FIDA Plan,
or from Medicare and/or Medicaid
FFS, FIDA Plans must either enter
into contracts or make other
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2.71.88

2.7.1.89

2.71.8.10

2.7.1.8.11

2.7.1.8.12

2.7.1.8.13

2.7.1.8.14
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Payment Arrangements with all
Nursing Facilities in the Service Area
to ensure Participants’ residency and
access to services are not
interrupted.

Each FIDA Plan must provide access to medical
services and coverage to Participants through
their PCPs and obstetrics/ gynecologists
(OB/GYNs,) on a twenty-four (24) hour a day,
seven (7) day a week basis. The FIDA Plan must
instruct Participants on what to do to obtain
services after business hours and on weekends.

Participants with appointments shall not routinely
be made to wait longer than one hour.

The FIDA Plan is required to coordinate
Participant transportation, including for non-
emergent and non-medical needs.

Participants must be assured choice of all
Participating Providers, including the Care
Manager and others that will participate in their
IDT.

Paid family caregiving will be permitted in
accordance with 18 NYCRR § 505.28(b)(5).

The FIDA Plan is directly responsible for the
provision of all other Medically Necessary
Covered Items and Services (regardless of
whether access is through a subcontracted
behavioral health organization that is accountable
to the FIDA Plan and for which the FIDA Plan is
accountable to NYSDOH, or directly through the
FIDA Plan’s Provider Network).

The State and CMS have developed transition
requirements that specify continuation of existing
Non-Participating Providers for Covered Items
and Services. These are outlined in Section 2.6.6.

The FIDA Plan provides and arranges for timely
access to all Medically Necessary Items and
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Services covered by Medicare and/or Medicaid,
taking into account the urgency of need for such
services. Both NYSDOH and CMS will monitor
access to Covered Items and Services through
survey, utilization, and Grievance and Appeal
data to assess the need for FIDA Plan Provider
Network corrective actions. NYSDOH will
conduct reviews of FIDA Plans to ensure
compliance with network adequacy standards.

2.7.1.8.15 NYSDOH and CMS will finalize the standards,
based on administrative data and stakeholder
input. NYSDOH and CMS will monitor access to
care and the prevalence of needs indicated
through Participant assessments, and, based on
those findings, may require that the FIDA Plan
initiate further Provider Network expansion over
the course of the Demonstration.

2719 Provider Networks will be subject to confirmation through
Readiness Reviews and on an ongoing basis. If access problems
are detected, the FIDA Plan shall actively recruit, train, and/or
subcontract with additional Providers, including independent
practitioners, to meet the needs of Participants. Additionally, in
the event of access problems being detected, NYSDOH and/ or
CMS reserve the right to reassess the FIDA Plan Provider Network

2.7.1.10

27111

The FIDA Plan must make reasonable efforts to contact Out-
of-Network Providers, including Providers and prescribers
that are providing services to Participants during the initial
ninety (90) calendar day continuity of care period, and
provide them with information on becoming Participating
Providers. If the Provider does not become a Participating
Provider, or if the Participant does not select a new
Participating Provider by the end of the ninety (90) calendar
day period, the FIDA Plan shall choose a Participating
Provider for the Participant.

The FIDA Plan covers Covered Items and Services from Out-
of-Network Providers and pharmacies when a Participating
Provider cannot be reasonably expected to obtain such
prescription drugs at a network pharmacy and when such use
is not routine. The FIDA Plan must adequately and timely
cover these Items and Services Out-of-Network for the
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Participant for as long as the Participating Provider or
pharmacy is unable to provide them. The FIDA Plan must
ensure that cost to the Participant is no greater than it would
be if the services were furnished within the Provider Network.
Out-of-Network Providers must coordinate with the FIDA
Plan in respect to payment.

The FIDA Plan provides for a second opinion for diagnosis of
a condition, treatment, or surgical procedure by a qualified
Physician or appropriate specialist, including one affiliated
with a specialty care center. In the event that the FIDA Plan
determines that it does not have a Participating Provider in its
Provider Network with appropriate training and experience
qualifying the Participating Provider to provide a second
opinion, the FIDA Plan shall authorize the Participant to
access services from an appropriate Non-Participating
Provider. The FIDA Plan shall pay for the cost of the services
associated with obtaining a second opinion regarding medical
or surgical care, including diagnostic and evaluation services,
provided by the Non-Participating Provider.

The FIDA Plan ensures that it contracts with or has a Payment
Arrangement with all Nursing Facilities in which any newly
enrolled or current Participant resides.

The FIDA Plan ensures that Participants have access to the
most current and accurate information by updating its online
and paper copy Provider and Pharmacy Directory and search
functionality on a timely basis.

271141 Beginning in Demonstration Year 2, this
information includes identifying which
Participating Providers have attested that they
meet the ADA Accessibility Attestation Form
requirements in terms of physical and
communications accessibility for Participants who
are Blind or Deaf as well as other reasonable
accommodations.

2.71.14.2 The FIDA Plan shall update its on-line Provider
and Pharmacy Directory at least monthly to
account for any changes in Participating Provider
ADA accessibility. A paper copy Provider and
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2.71.18

2.7.1.19

2.7.1.20
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Pharmacy Directory must be provided to
Participants annually.

The FIDA Plan shall ensure that its Participating Providers are
responsive to the linguistic, cultural, ethnic, racial, religious,
age, gender and other unique needs of any minority, homeless
Participants, disabled Participants, or other special population
served by the FIDA Plan, including the capacity to
communicate with Participants in languages other than
English, when necessary, as well as those who are Deaf, hard-
of-hearing or Blind.

The FIDA Plan shall educate Participating Providers through
a variety of means about their legal obligations under State
and Federal law to communicate with Participants with
limited English proficiency, including the provision of
interpreter services, and the resources available to help
Participating Providers comply with those obligations. All
such written communications shall be subject to review at
NYSDOH’s and CMS’ discretion;

The FIDA Plan shall ensure that multilingual Participating
Providers and, to the extent that such capacity exists within
the FIDA Plan’s Service Area, all Participating Providers,
understand and comply with their obligations under State or
Federal law to assist Participants with skilled medical
interpreters and the resources that are available to assist
Participating Providers to meet these obligations.

The FIDA Plan shall ensure that Participating Providers and
interpreters or translators are available for those Participants
who are Deaf or hearing-impaired within the FIDA Plan’s
Service Area.

The FIDA Plan shall not include in its Participating Provider
Agreements any provision that directly or indirectly prohibits,
through incentives or other means, limits or discourages
Participating Providers from participating as Network or Out-
of-Network Providers in any Provider Network other than the
FIDA Plan’s Provider Network(s).

The FIDA Plan shall not establish selection policies and
procedures for Participating Providers that discriminate
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2.7.1.26
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against particular Providers that serve high-risk populations
or specialize in conditions that require costly treatment.

The FIDA Plan shall ensure that the Provider Network
provides female Participants with direct access to a women’s
health specialist, including an obstetrician or gynecologist
(OB/GYN), within the Provider Network for Covered Items
and Services necessary to provide women'’s routine and
preventive health care services. This shall include contracting
with, and offering to female Participants, women'’s health
specialists as PCPs.

The FIDA Plan must demonstrate that it has made reasonable
efforts to contract with Indian health care Providers; Indian
Health Service (IHS); an Indian Tribe, Tribal Organization, or
Urban Indian Organization (I/T/U) Providers in the Network
to ensure timely access to services available under the contract
for Indian Participants who are eligible to receive services
from such Providers.

The FIDA Plan shall ensure that its Participating Providers
have a strong understanding of disability culture and
Community-based and Facility-based LTSS.

In the event that the FIDA Plan declines to include any given
individuals or groups of Providers in its Provider Network,
the FIDA Plan must give the affected Providers written notice
of the reason for its decision.

The FIDA Plan must permit any Indian who is enrolled in a
non-Indian demonstration and eligible to receive services
from a participating Indian health care Provider; IHS; and
I/T/U Provider, to choose to receive Covered Items and
Services from that I/T/U Provider, and if that I/T/U Provider
participates in the Provider Network as a PCP, to choose that
I/T/U as his or her PCP, as long as that Provider has capacity
to provide the services.

The FIDA Plan shall include as Participating Providers any
Provider of Mental Health Services operated by the New York

State Office of Mental Health (OMH) and any Provider of
Chemical Dependence Services operated by the New York
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State Office of Alcoholism and Substance Abuse Services
(OASAS).

The FIDA Plan shall include as Participating Providers any
community Provider of Behavioral Health Services
determined essential by NYSDOH and licensed or certified by
OMH or OASAS.

2.7.2  Provider Qualifications and Performance

2721

2722

Primary Care Qualifications: For purposes of establishing the
Provider Network, and consistent with Section 2.8, a PCP
must be one of the following:

27211 A Primary Care Physician that is:
272111  Licensed by the State of New York;

272112  Specialized in Family Practice,
Internal Medicine, General Practice,
OB/GYN, or Geriatrics; and

272113 In good standing with the Medicare
and Medicaid programs.

27212 A Physician extender who is:

272121 A Nurse Practitioner licensed by the
State of New York; or

272122 A Physician Assistant who is
licensed by State Education
Department, Office of the
Professions.

Prior to contracting with a new Provider, the FIDA Plan
verifies the following:

27221 A valid license to practice medicine, when
applicable;

27222  Avalid Drug Enforcement Act (DEA) certificate,
when applicable, by specialty;

27223 Other education or training, as applicable, by
specialty;
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27226

27227

27228

27229
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Malpractice insurance coverage, when applicable;
Work history;

History of medical license loss;

History of felony convictions;

History of limitations of privileges or disciplinary
actions;

Medicare or Medicaid sanctions; and

Malpractice history.

Subcontracting Requirements

27231

27232

The FIDA Plan remains fully responsible for
meeting all of the terms and requirements of the
Contract regardless of whether the FIDA Plan
subcontracts for performance of any Contract
responsibility. The FIDA Plan shall require each
First Tier, Downstream or Related Entity to meet
all terms and requirements of the Contract that are
applicable to such First Tier, Downstream, or
Related Entity. No subcontract will operate to
relieve the FIDA Plan of its legal responsibilities
under the Contract.

The FIDA Plan is responsible for the satisfactory
performance and adequate oversight of its First
Tier, Downstream, and Related Entities and shall
subject them to formal review according to a
periodic schedule established by the State,
consistent with State laws and regulations. First
Tier, Downstream, and Related Entities are
required to meet the same Federal and State
financial and program reporting requirements as
the FIDA Plan. The FIDA Plan is required to
evaluate any potential First Tier, Downstream, or
Related Entity prior to delegation, pursuant to 42
C.F.R. §438.230. Additional information about
subcontracting requirements is contained in
Appendix C.
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The FIDA Plan must establish contracts and other
written agreements between the FIDA Plan and
First Tier, Downstream, and Related Entities for
Covered Items and Services not delivered directly
by the FIDA Plan or its employees;

The FIDA Plan must have written policies and
procedures and a description of its policies and
procedures for selection and retention of
Participating Providers following the State’s
policy for credentialing and recredentialing as
outlined in Section 2.7.1.

The FIDA Plan must contract only with qualified
or licensed Providers who continually meet
Federal and State requirements, as applicable, and
the qualifications contained in Appendix C.

The FIDA Plan must provide Grievance and
Appeal procedures and time frames, pursuant to
42 C.F.R. § 438.10(g) as modified by the FIDA
Demonstration integrated Appeals and
Grievances processes outlined in the MOU and in
this Contract, to all Providers and First Tier,
Downstream, and Related Entities at the time they
enter into a contract.

2.7.3 Plan Risk Arrangements

2731

2732

The FIDA Plan shall provide a detailed description of its risk
arrangements with Providers under subcontract with the
FIDA Plan. This description shall be made available to FIDA
Plan Participants upon request. It will not be permissible for
any incentive arrangements to include any payment or other
inducement that serves to withhold, limit, or reduce necessary
medical or non-medical Items or Services to Participants.

Except as otherwise specified in Section 2.6.6.20, by July 1,
2015, the FIDA Plan will be required to develop a plan for a
tully integrated payment system through which Participating
Providers would no longer be paid on a traditional fee-for-
service basis but would instead be paid on an alternative basis
(e.g., pay for performance, bundled payment).
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After State approval and no earlier than January 2016, the
FIDA Plan will be required to implement the approved plan,
which will remain in effect throughout the duration of the
Demonstration.

274  Non-Payment and Reporting of Provider Preventable Conditions

2741

2742

The FIDA Plan agrees to take such action as is necessary in
order for NYSDOH to comply with and implement all Federal
and State laws, regulations, policy guidance, and State policies
and procedures relating to the identification, reporting, and
non-payment of Provider Preventable Conditions, including
42 U.S.C. § 1396b-1 and regulations promulgated thereunder.

As a condition of payment, the FIDA Plan shall develop and
implement policies and procedures for the identification,
reporting, and non-payment of Provider Preventable
Conditions. Such policies and procedures shall be consistent
with Federal law, including but not limited to 42 C.F.R. §
434.6(a)(12), 42 C.E.R. § 438.6(f)(2), and 42 C.F.R. § 447.26, and
guidance and be consistent with Title 10, Sub-part 86-1.42 and
the NYSDOH's policies, procedures, and guidance on
Provider Preventable Conditions as outlined in the NY
Register and on the www.health.ny.gov website. The FIDA
Plan’s policies and procedures shall also be consistent with the
following;:

27421  The FIDA Plan shall not pay a Participating or
Non-Participating Provider for a Provider
Preventable Condition.

27422  The FIDA Plan shall require, as a condition of
payment from the FIDA Plan, that all Participating
Providers comply with reporting requirements on
Provider Preventable Conditions as described at
42 C.F.R. § 447.26(d) and as may be specified by
the FIDA Plan and/or NYSDOH.

27423  The FIDA Plan shall not impose any reduction in
payment for a Provider Preventable Condition
when the condition defined as a Provider
Preventable Condition for a particular Participant
existed prior to the Provider’s initiation of
treatment for that Participant.
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A FIDA Plan may limit reductions in Provider
payments to the extent that the following apply:

274241 The identified Provider Preventable
Condition would otherwise result in
an increase in payment.

274242  The FIDA Plan can reasonably
isolate for nonpayment the portion
of the payment directly related to
treatment for, and related to, the
Provider Preventable Condition.

The FIDA Plan shall ensure that its non-payment
for Provider Preventable Conditions does not
prevent Participants from accessing items and
services.

2.7.5  Participating Provider Education and Training

2751

2752

The FIDA Plan must ensure that all medical, behavioral, and
Community-based and Facility-based LTSS Participating
Providers receive training in physical accessibility, which is
defined in accordance with U.S. Department of Justice ADA
guidance for Providers, in the following areas:

27511

27512

27513

27514

2.7.5.1.5

Their obligation to provide reasonable
accommodations to those with hearing, vision,
cognitive, and psychiatric disabilities.

Utilizing waiting room and exam room furniture
that meet needs of all Participants, including those
with physical and non-physical disabilities.

Accessibility along public transportation routes
and/or provide enough parking;

Utilizing clear signage and way finding (e.g., color
and symbol signage) throughout facilities; and

Any other requirements included in the ADA
Accessibility Attestation Form.

Cultural Competency. The FIDA Plan will provide the
Cultural Competency requirements at orientation, training
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sessions, and updates as needed. This will also include ADA
compliance, accessibility, and accommodations as required in
Section 2.8.

Disability Training. The FIDA Plan requires disability
training for its medical, behavioral, and Community-based
and Facility-based LTSS Participating Providers, including
information about the following:

2.753.1  Various types of chronic conditions prevalent
among Eligible Individuals;

2.75.3.2  Awareness of personal prejudices;

27533  Legal obligations to comply with the ADA
requirements;

27534  Definitions and concepts, such as communication
access, medical equipment access, physical access,
and access to programs;

2.75.3.5  Types of barriers encountered by the Eligible
Individuals;

2.753.6  Training on person-centered planning (i.e., PCSPs)
and self-determination, the social model of
disability, the independent living philosophy, and
the recovery model;

2.7.5.3.7  Use of evidence-based practices and specific levels
of quality outcomes; and

2.75.3.8  Working with Participants with mental health
diagnoses, including crisis prevention and
treatment.

The FIDA Plan makes resources available (such as language
lines) to medical, behavioral, Community-based and Facility-
based LTSS, and pharmacy Participating Providers who work
with Participants who require culturally-, linguistically-, or
disability-competent care.

State Minimum Training Requirements. The FIDA Plan
requires Participating Providers to meet applicable State
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minimum training requirements, including minimum hours
and topics of training.

2.75.6  The FIDA Plan provides training to Providers that balance
billing is prohibited under the Demonstration.

2.75.7  Training for IDT Members. The FIDA Plan will conduct
training for IDT members on:

2.75.71  IDT Policy and procedures;
2.75.72  The PCSP processes;

2.75.73  Cultural Competence;

27574  Independent living and recovery;
2.75.75  Wellness principles; and

2.75.7.6  Accessibility and reasonable accommodations;
and

2.75.7.7  Other required training, as specified by the State,
which will include ADA / Olmstead requirements;

2.7.5.8  For training in Section 2.7.5.7, the FIDA Plan shall:

2.75.81  Require IDT members to agree to participate in
approved training;

27582  Document completion of the training by all IDT
members, including both employed and contract
personnel;

2.75.83  Address non-completion of the training.

2759  Training for All Participating Providers and IDT Members.
The FIDA Plan training for all Participating Providers and IDT
members includes:

27591  Coordinating with Behavioral Health Service and
Community-based and Facility-based LTSS
Participating Providers;



2.7.5.10

27511

95

2.75.9.2  Providing information about accessing Behavioral
Health Service and Community-based and
Facility-based LTSS; and

27593  Furnishing lists of community supports available.
Training for PCPs. The training program for PCPs includes:
275101 How to identify behavioral health needs;

2.75.10.2 How to assist the Participant in obtaining
Behavioral Health Services;

2.7.5.10.3 How to identify Community-based and Facility-
based LTSS needs; and

275104 How to assist the Participant in obtaining
Community-based and Facility-based LTSS.

Participating Provider Manual. The FIDA Plan prepares an
understandable, accessible Participating Provider Handbook
(or handbooks for medical, behavioral, Community-based and
Facility-based LTSS, and pharmacy Participating Providers).
The Participating Provider Manual shall be updated at least
annually and shall be a comprehensive online reference tool
for the Participating Provider and staff regarding, but not
limited to:

275111 Updates and revisions;
2.7511.2 Overview and model of care;
2.7.5.11.3 FIDA Plan contact information;
2.75.11.4 Participant information;
275115 Covered Items and Services;

2.75.11.6  Quality improvement for health services
programs;

2.7.5.11.7 Participant rights and responsibilities, including
Participant rights not to be balanced billed;

2.75.11.8 Reasonable accommodations;
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2.7.511.9

2.7.5.11.10

2.7.511.11

2.7.511.12

2.7.511.13

2.75.11.14

2.7.511.15

Cultural and linguistic competency;
Provider billing and reporting.

Administrative, Prior Authorization, and IDT
processes;

Claims and Encounter submission processes;
Clinical practice guidelines;

Availability and access standards, including but
not limited to requirements in the ADA
Accessibility Attestation Form; and

A provision explaining that the FIDA Plan may
not limit a Participating Provider’s
communication with Participants as provided in
Section 5.1.10.

Participating Provider and Pharmacy Directory. The FIDA
Plan shall make its Participating Provider and Pharmacy
Directory available to Participating Providers via the FIDA
Plan’s website or webportal and in paper copy.

Provider-based Health Education for Participants. The IDT
provides health education to Participants. The FIDA Plan
shall ensure that Care Managers and Participating Providers
have the preventive care, disease-specific, and FIDA Plan
services information necessary to provide health education to

Health, Safety and Welfare Education. As part of its
Participating Provider education, the FIDA Plan shall include
information related to identifying, preventing and reporting
Abuse, Neglect, Financial Exploitation, critical incidents, and
Mandated Reporting requirements as relates to Participants
who receive services from Nursing Facilities.

27512
27513
Participants.
2.7.5.14
Network Management
281  General Requirements.
28.1.1

The FIDA Plan shall develop and implement a strategy to
manage the Provider Network with a focus on access to items

96
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and services for Participants, quality, consistent practice
patterns, Cultural Competence, ADA compliance and
accessibility, integration, and cost effectiveness. The
management strategy shall address all Participating Providers.
Such strategy shall include at a minimum:

28.111  Conducting on-site visits to Participating
Providers for quality management and quality
improvement purposes, and for assessing
meaningful compliance with ADA requirements;
and

2.8.1.1.2  Ensuring that its Provider Network is adequate to
assure access to all Covered Items and Services,
and that all Participating Providers are
appropriately credentialed, maintain current
licenses, and have appropriate locations to
provide the Covered Items and Services.

Participating Provider Enrollment. The FIDA Plan shall assure
that all Participating Providers that provide Medicare
Covered Items and Services are enrolled as Medicare
Providers in order to submit claims for reimbursement or
otherwise participate in the Medicare program. All
Participating Providers that provide services traditionally
covered under Medicaid must meet the requirements of
participating in the State Medicaid Program. The FIDA Plan
shall make a good faith effort to give written notice of
termination of a Participating Provider as soon as practicable,
but in no event later than fifteen (15) calendar days following
such termination, to each Participant who received his or her
primary care from, or was seen on a regular basis by, the
terminated Participating Provider. The FIDA Plan shall also
assist Participants in transitioning to a new Participating
Provider, when a Participating Provider’s contract is
terminated.

The FIDA Plan shall not limit or prohibit Provider-Based
Marketing Activities or Provider Affiliation Information
addressed by §§ 70.11.1 and 70.11.2 of the Medicare Marketing
Guidelines. The FIDA Plan shall not prohibit a Provider from
informing Participants of the Provider’s affiliation or change
in affiliation.
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2.8.1.4  Non-Participating Providers. It is understood that in some
instances Participants will require specialty care not available
from a Participating Provider and that the FIDA Plan will
arrange that such items and services be provided by a Non-
Participating Provider. In such event, the FIDA Plan will
promptly negotiate an agreement (“Single Case Agreement”)
with a Non-Participating Provider at the applicable Medicaid
or Medicare Fee-For-Service rate to treat the Participant until a
qualified Participating Provider is available. The FIDA Plan
shall make best efforts to have any Non-Participating Provider
billing for services be enrolled in the Medicare program or
New York State Medicaid program, as appropriate and in the
same manner as Participating Providers under Section 2.8.1.2,
prior to paying a claim.

2.8.1.5  Access to Participating Provider Locations. Participating
Provider locations shall be confirmed by the FIDA Plan
through site visits to be accessible for Participants with
disabilities. The FIDA Plan shall collect sufficient information
from Participating Providers to assess compliance with the
ADA. Compliance shall be confirmed through Provider
attestation to the ADA Accessibility Attestation Form and a
random sampling of on-site compliance review throughout
the Demonstration. As necessary to serve Participants,
Participating Provider locations where Participants receive
services shall be ADA compliant. All Participating Providers
must meet ADA requirements and have a signed ADA
Accessibility Attestation Form on file with the FIDA Plan per
Section 1.8.

2.8.2 The FIDA Plan shall operate a toll-free pharmacy technical help call
center or make available call support to respond to inquiries from
pharmacies and Providers regarding the Participant’s prescription drug
benefit; inquiries may pertain to operational areas such as claims
processing, benefit coverage, claims submission, and claims payment.
This requirement can be accommodated through the use of on-call staff
pharmacists or by contracting with the FIDA Plan’s pharmacy benefit
manager during non-business hours as long as the individual
answering the call is able to address the call at that time. The call center
must operate or be available during the entire period in which any
Participating Pharmacy within the FIDA Pharmacy Network is open,
(e.g., a FIDA Plan whose Pharmacy Network includes at least one (1)
twenty-four (24) hour pharmacy must operate its pharmacy technical
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help call centers twenty-four (24) hours a day as well). The pharmacy
technical help call center must meet the following operating standards:

28211

28212

28.2.1.3

Average hold time must not exceed two (2)
minutes, with the average hold time defined as the
time spent on hold by the caller following the
interactive voice response (IVR) system, touch
tone response system, or recorded greeting and
before reaching a live person.

Eighty (80) percent of incoming calls answered
within thirty (30) seconds.

Disconnect rate of all incoming calls not to exceed
five (5) percent.

Quality Standards. Participation of Nursing Facilities in the
Demonstration will be subject to quality standards in Demonstration
Years 2 and 3. These will be communicated through policy guidance.

Safety Net Providers. The FIDA Plan will prioritize recruiting safety
net Providers, such as Federally Qualified Health Centers (FQHCs),
as Participating Providers. The FIDA Plan shall not refuse to
contract with an FQHC that is willing to accept the FIDA Plan’s
standard rates and contractual requirements and meets the FIDA
Plan’s quality standards.

PCP Selection and Assignment.

2851

Choice of Primary Care Provider. The FIDA Plan shall offer
each Participant the choice of no fewer than three (3) PCPs
within distance/travel time standards as set forth in Section
2.7.1.6.5.1 of this Contract. The FIDA Plan must assign a PCP
to Participants who fail to select a PCP.

28511

A PCP may only be assigned after written
notification of the Participant by the FIDA Plan
and only after the FIDA Plan has made reasonable
efforts to contact the Participant and inform
him/her of his/her right to choose a PCP; or in
the case of a Participant restricted for primary care
services, in accordance with 18 NYCRR 360-6.4
and 42 CFR 431.54(e).
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2.8.5.1.2  The existing PCP should be retained to the extent
that the PCP is a Participating Provider. To the
extent that the existing PCP is not a Participating
Provider or that the Participant does not make an
alternative selection, PCP assignments should be
made taking into consideration the following: i)
Participant’s geographic location; ii) any special
health care needs, if known by the FIDA Plan; and
iii) any special language needs, if known by the
FIDA Plan.

2.8.5.1.3  In circumstances where the FIDA Plan operates or
contracts with a multi-Provider clinic to deliver
primary care services, the Participant must choose
or be assigned a specific Participating Provider or
Participating Provider team within the clinic to
serve as his/her PCP. This "lead" Participating
Provider will be held accountable for performing
the PCP duties.

2.85.2  Participant Changes to PCP

2.8.5.21  The FIDA Plan must allow Participants the
freedom to change PCPs, without cause, at any
time, and in accordance with 18 NYCRR 360-6.4
and 42 C.F.R. § 431.54(e) (rules around recipient
restriction), where applicable.

2.85.22  The FIDA Plan must process a request to change
PCPs and advise the Participant of the effective
date of the change, which shall be within five (5)
Business Days of the request.

28523  The FIDA Plan will provide Participants with an
opportunity to select a new PCP in the event that
the Participant’s current PCP leaves the Provider
Network or otherwise becomes unavailable.

28524  Inthe event that an assignment of a new PCP is
necessary due to the unavailability of the
Participant’s former PCP, such assignment shall
be made in accordance with the requirements of
Section 2.8.5 of this Contract.
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2.8.5.25 Inaddition to those conditions and circumstances
under which the FIDA Plan may assign a
Participant a PCP when the Participant fails to
make an affirmative choice of a PCP, the FIDA
Plan may initiate a PCP change for a Participant
under the following circumstances:

2.85.25.1  The Participant requires specialized
care for an acute or chronic condition
and the Participant and FIDA Plan
agree that reassignment to a
different PCP is in the Participant’s
interest;

2.8.5.25.2  The Participant’s place of residence
has changed such that he/she has
moved beyond the PCP travel
time/ distance standard;

2.8.5.25.3  The Participant’s PCP ceases to
participate in the FIDA Plan’s
Provider Network;

2.8.5.254  The Participant’s behavior toward
the PCP is disruptive and the PCP
has made all reasonable efforts to
accommodate the Participant; or

2.85.25.5  The Participant has taken legal
action against the PCP or the PCP
has taken legal action against the
Participant.

2.85.25.5.1  The Participant is newly
restricted for primary care
services or a condition for
changing the Recipient
Restriction Program Provider is
met, as specified in 18 NYCRR
360-6.4 and 42 C.F.R. §
431.54(e).

2.85.3  Whenever initiating a change, the FIDA Plan must offer
affected Participants, except for Participants restricted in
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accordance with 2.8.5.2.5.5.1, the opportunity to select a new
PCP in the manner described in this Section.

Specialists As PCPs. The FIDA Plan must adopt and
implement procedures by which a Participant with a life-
threatening, degenerative, or disabling disease or condition
can have a specialist serve as his/her PCP, if the specialist
agrees to the requirements imposed on PCPs (IDT
participation and otherwise). The designation of a specialist
as PCP must be addressed in the Participant’s PCSP.

Homebound. Due to the integration of benefits under the
Demonstration, there is no homebound requirement for the
provision of Home Health services.

2.8.6 FQHCs Reimbursements

2.8.6.1

The FIDA Plan shall ensure that its payments to FQHCs for
services to Participants are no less than the sum of:

2.8.6.1.1  The level and amount of payment that the FIDA
Plan would make for such services if the services
had been furnished by an entity providing similar
services that was not a FQHC, and

2.8.6.1.2  The applicable Medicaid copayment amount for
FQHC services, to the extent that they are
required in New York’s Medicaid State Plan, that
would be paid in FFS.

29  Participant Access to Services

291  General. The FIDA Plan must provide services to Participants as
follows:

29.1.1

29.1.2

Except for services that do not required authorization as
outlined in Section 2.9.3, the IDT, FIDA Plan, or specified
specialist must authorize, arrange, coordinate and provide to
Participants Medically Necessary Covered Items and Services
as specified in the IDT Policy and Appendix A, in accordance
with the requirements of the Contract;

The FIDA Plan shall offer adequate choice and availability of
primary, specialty, acute care, Behavioral Health Service, and
Community-based and Facility-based LTSS Participating
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Providers that meet CMS and NYSDOH standards as

provided in Section 2.7;

29.1.3  The FIDA Plan shall, at all times, cover the appropriate level
of service for all Emergency Services and non-Emergency
Services in an appropriate setting.

29.14  Offer adequate choice and availability of Participating

Providers as follows:

29141  PCP to Participant Ratio. The FIDA Plan shall
comply with § 1932(b)(97) of the Social Security

Act.

291411

29.1.41.2

291413

291414

291415

The FIDA Plan agrees to adhere to
the member-to-PCP ratios shown
below. These ratios are FIDA Plan-
specific, and assume the Provider is
a full time equivalent (FTE) (defined
as a Provider practicing forty (40)
hours per week for the FIDA Plan):

No more than 1,500 Participants for
each Physician, or 2,400 Participants
for a Physician practicing in
combination with a registered
physician assistant or a certified
nurse practitioner.

No more than 1,000 Participants for
each certified nurse practitioner.

The FIDA Plan agrees that these
ratios will be prorated for
Participating Providers who

represent less than one FTE to the
FIDA Plan.

The FIDA Plan agrees that ratios will
be no more than at least one (1)
primary care dentist for each 2,000
Participants.

2915  Reasonably accommodate Participants and ensure that the
Covered Items and Services are as accessible (including
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physical and geographic access) to a Participant with
disabilities as they are to a Participant without disabilities. The
FIDA Plan and its Participating Providers must comply with
the ADA (28 C.F.R. § 35.130) and § 504 of the Rehabilitation
Act 0of 1973 (29 U.S.C. § 794) and maintain capacity to deliver
services in a manner that accommodates the needs of its
Participants. The FIDA Plan shall have written policies and
procedures to assure compliance, including ensuring that
physical, communication, and programmatic barriers do not
inhibit Participants with disabilities from obtaining all
Covered Items and Services from the FIDA Plan by:

29.1.5.1  Providing flexibility in scheduling to
accommodate the needs of the Participants;

29.15.2  Providing interpreters or translators for
Participants who are Deaf or hard of hearing,
visually impaired, and those who do not speak
English;

29.153  Ensuring that Participants with disabilities are
provided with reasonable accommodations to
ensure effective communication, including
auxiliary aids and services. Reasonable
accommodations will depend on the particular
needs of the Participant and include but are not
limited to:

29.1.53.1 Providing large print (at least 16-
point font) versions of all Marketing,
Outreach, and Participant
Communications to Participants
with visual impairments;

29.1.53.2  Ensuring that all Marketing,
Outreach, and Participant
Communications are available in
formats compatible with optical
recognition software;

291533  Reading notices and other
Marketing, Outreach, and
Participant Communications to
Participants upon request;
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291534  Assisting Participants in filling out
forms over the telephone;

29.1.535  Ensuring effective communication to
and from Participants with
disabilities through email, telephone,
and other electronic means;

291.5.3.6 TTY, computer-aided transcription
services, telephone handset
amplifiers, assistive listening
systems, closed caption decoders,
videotext displays and qualified
interpreters for the Deaf; and

291.5.3.7 Individualized assistance.

Ensuring safe and appropriate physical access to
buildings, services and equipment;

Demonstrating compliance with the ADA by
surveying Participating Providers or conducting
site review of facilities for both physical and
programmatic accessibility, documenting any
deficiencies in compliance and monitoring
correction of deficiencies; and

Identifying to CMS and NYSDOH the individual,
and the job title, in its organization who is
responsible for ADA compliance related to this
Demonstration. The FIDA Plan must also
establish and execute a work plan to achieve and
maintain ADA compliance.

When a PCP or any medical, Behavioral Health Service,
Community-based or Facility-based LTSS Participating
Provider is terminated from the FIDA Plan or leaves the
Provider Network for any reason, the FIDA Plan must make a
good faith effort to give written notification of termination of
such Participating Provider, within fifteen (15) calendar days
after receipt or issuance of the termination notice, to each
Participant who received his or her care from, or was seen on
a regular basis by, the terminated PCP or any other medical,
behavioral, Community-based or Facility-based LTSS



106

Participating Provider. For terminations of PCPs, the FIDA
Plan must also report the termination to NYSDOH and
provide assistance to the Participant in selecting a new PCP
within five (5) Business Days. For Participants who are
receiving treatment for a chronic or ongoing medical
condition or Community-based or Facility-based LTSS, the
FIDA Plan shall ensure that there is no disruption in services
provided to the Participant.

29.2  Availability of Services

2921

After Hours. PCP, Behavioral Health Service, and specialty
Participating Provider contracts shall provide on-call coverage
for their respective practices twenty-four (24) hours a day,
seven (7) days a week and have a published after hours
telephone number; voicemail alone after hours is not
acceptable.

293  Services Not Subject to Prior Authorization

2931

The FIDA Plan will assure coverage of Emergency Medical
Conditions and Urgent Care services. The FIDA Plan must not
require Prior Authorization for the following services:

29311  Any services for Emergency Conditions as defined
in 42 C.F.R §§ 422.113(b)(1) and 438.114(a), which
includes emergency behavioral health care;

293.1.2  Urgent Care sought outside of the Service Area;

293.1.3  Urgent Care under unusual or extraordinary
circumstances provided in the Service Area when
the contracted Provider is unavailable or
inaccessible;

29314  Out-Of-Network Dialysis when the Participant is
out of the Service Area;

293.1.5 PCP visits;

29.3.1.6  For any Participant that is an Indian eligible to
receive services from a participating Indian health
care Provider; Indian Health Service (IHS); and
Indian Tribe, Tribal Organization, or Urban Indian
Organization (I/T/U) provider; covered services
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29.3.1.11

29.3.1.12

29.3.1.13

293.1.14

29.3.1.15

29.3.1.16
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provided by that I/T/U provider, as long as that
provider has capacity to provide the services;

Public health agency facilities for Tuberculosis
Screening, Diagnosis and Treatment; including
Tuberculosis Screening, Diagnosis and Treatment;
Directly Observed Therapy (TB/DOT);

Immunizations;
Palliative Care;

Other Preventive Services, not already listed
herein;

Vision Services through Article 28 clinics that
provide optometry services and are affiliated with
the College of Optometry of the State University
of New York to obtain covered optometry
services;

Dental Services through Article 28 Clinics
Operated by Academic Dental Centers;

Cardiac Rehabilitation, first course of treatment (a
Physician or RN authorization is required for
subsequent courses of treatment);

Supplemental Education, Wellness, and Health
Management Services; and

Family planning and Women'’s Health specialists
services, including sufficient information and
access on the process and available Providers for
accessing Family Planning Services among
Participating and Non-Participating Providers.

Prescription drugs:
29.3.1.16.1 Which are on the formulary, or

29.3.1.16.2 Which are not on the formulary, but
where a refill request is made for an
existing prescription within the
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ninety (90) calendar day transitional
period.

294 Authorization of Services.

2941

2942

2943

All other Covered Items and Services outlined in Appendix A
of this Contract, except for the services that may be directly
accessed by the Participant and listed in Section 2.9.3, shall be
authorized by the IDT or the FIDA Plan in accordance with
the IDT Policy. Except that:

29411 Preventive Dental X-rays and Comprehensive
Dental shall be authorized by a dentist;

29412 Eye wear shall be authorized by an
ophthalmologist or optometrist; and

29413 Hearing Aids shall be authorized by an
audiologist.

For the processing of requests for initial and continuing
authorizations of Covered Items and Services, the FIDA Plan
shall, in accordance with the IDT Policy:

29421 Have in place for its IDTs and ensure that they
follow written policies and procedures for initial
and continuing authorization of services;

29422 Have in place procedures to allow Participants
to initiate requests for provisions of Covered
[tems and Services;

29423 Have in effect mechanisms to ensure the
consistent application of review criteria for
authorization decisions; and

29424 Consult with the requesting Provider if the
requesting Provider is not a member of the IDT.

Any decision to deny a Service Authorization Request or to
authorize a service in an amount, duration, or scope that is
less than requested must be made by a health care
professional who has appropriate clinical expertise in treating
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the Participant’s medical condition, performing the procedure,
or providing the treatment, in accordance with the procedures
outlined in the IDT Policy and 42 C.F.R. § 438.210. Behavioral
Health Services denials must be rendered by board-certified
or board-eligible psychiatrists or by a clinician licensed with
the same or similar specialty as the Behavioral Health Services
being denied, except in cases of denials of service for
psychological testing, which shall be rendered by a qualified
psychologist.

The FIDA Plan shall ensure that all behavioral health
authorization activities are in compliance with 42 US.C. §
1396u-2(b)(8). The FIDA Plan must comply with the
requirements for demonstrating parity for both cost sharing
(co-payments) and treatment limitations between mental
health and substance use disorder and medical/surgical
inpatient, outpatient and pharmacy benefits.

The FIDA Plan must notify the requesting Provider, either
orally or in writing, and give the Participant written notice of
any decision by the FIDA Plan to deny a Service
Authorization Request, or to authorize a service in an amount,
duration, or scope that is less than requested. The notice must
meet the requirements of 42 C.F.R. § 438.404 and Section
2.13.1.1.1, and must:

29451 Be produced in a manner, format, and
language that can be easily understood;

29452 Be made available in Prevalent Languages,
upon request; and

29453 Include information, in the most commonly
used languages about how to request translation
services and Alternative Formats. Alternative
Formats shall include materials which can be
understood by persons with limited English
proficiency.

The IDT must make authorization decisions in the following
time frames and provide notice that meet the timing
requirements set forth in 42 C.F.R. § 438.210(d) and Article 49
of NYS PHL:
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For a service that must be pre-authorized, the
IDT must decide and provide notice of a
determination to the Participant or Participant's
designee and the Participant's health care Provider
by telephone and in writing within three (3)
Business Days of receipt of the necessary
information.

For a determination involving 1) continued or
extended health care services, 2) additional
services for a Participant undergoing a course of
continued treatment prescribed by a health care
Provider, or 3) home health care services
following an inpatient hospital admission, the
FIDA Plan shall provide notice of such
determination to the Participant or the
Participant's designee (which may be satisfied by
notice to the Participant's health care Provider) by
telephone and in writing within one (1) Business
Day of receipt of the necessary information. The
one-Business Day time frame must be followed
except, with respect to home health care services
following an inpatient hospital admission, the
notice must be within seventy-two (72) hours of
receipt of the necessary information when the day
subsequent to the request falls on a weekend or
holiday.

For a determination involving health care
services which have been already delivered,
within fourteen (14) calendar days of receipt of the
necessary information.

Failure by the IDT to make a determination
within the time periods prescribed in this section
shall be deemed to be an adverse determination
subject to appeal pursuant to PHL 4904.

For standard authorization decisions, provide
notice as expeditiously as the Participant’s health
condition requires and no later than three (3)
Business Days after receipt of all necessary
information to review the request for service, with
a possible extension not to exceed three (3)
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additional calendar days. Such extension shall
only be allowed if:

294.6.5.1 The Participant or the Provider
requests an extension, or

294652 The FIDA Plan can justify (to the
satisfaction of NYSDOH and CMS
upon request) that:

2946521 The extension is in the
Participant’s interest; and

2946.5.22 There is a need for
additional information where:

29465221 There is a
reasonable likelihood
that receipt of such
information would lead
to approval of the
request, if received; and

29465222 Such outstanding
information is
reasonably expected to
be received within three
(3) calendar days.

For expedited service authorization decisions,
where the Provider indicates or the FIDA Plan
determines that following the standard time frame
in Section 2.9.4.6 could seriously jeopardize the
Participant’s life or health or ability to attain,
maintain, or regain maximum function, the FIDA
Plan must make a decision and provide notice as
expeditiously as the Participant’s health condition
requires and no later than twenty-four (24) hours
after receipt of the request for service, with a
possible extension not to exceed three (3)
additional calendar days. Such extension shall
only be allowed if:

29.4.6.6.1 The Participant or the Provider
requests an extension; or
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2.9.4.6.6.2 The FIDA Plan can justify (to
NYSDOH and CMS upon request)
that:

29.4.6.6.3 The extension is in the
Participant’s interest; and

2946.6.4 There is a need for additional
information where:

294.6.64.1.1 There is a
reasonable likelihood
that receipt of such
information would lead
to approval of the
request, if received; and

29.4.6.64.1.2 Such outstanding
information is
reasonably expected to
be received within three
(3) calendar days.

294.6.7 In accordance with 42 C.F.R. §§ 438.6(h) and
422.208, compensation to members of the IDT
must not be structured so as to provide incentives
for the individual or entity to deny, limit, or
discontinue Medically Necessary Items or Services
to any Participant.

295 Quality Assurance, Utilization Review and Peer Review.

2951

2952

2953

The FIDA Plan must have in effect a program consistent with
the utilization control requirements of 42 C.F.R. § 456. This
program will include, when so required by the regulations,
written plans of care (i.e., PCSPs), and certifications of need of
care.

The FIDA Plan shall ensure Participating labs are capable of
reporting lab values to the FIDA Plan directly. The FIDA Plan
shall use the electronic lab values to calculate HEDIS®
performance measures.

FIDA Plan shall adopt practice guidelines that meet, at a
minimum, the following criteria:
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The clinical guidelines shall rely on credible
scientific evidence published in peer reviewed
medical literature generally recognized by the
medical community. To the extent applicable, the
guidelines shall take into account Physician
specialty society recommendations and the views
of Physicians practicing in relevant clinical areas
and other relevant factors;

Consider the needs of the Participants are
adopted in consultation with Participating
Providers.

Are reviewed and updated periodically, as
appropriate; and

Are available to all affected Participating
Providers, non-Participating Providers,
Participants, and Eligible Individuals.

The FIDA Plan requires Participating Providers to use
evidence-based practices. In doing so, the FIDA Plan shall:

29541

29542

29543

29544

Develop and employ mechanisms to ensure
that service delivery is evidence-based and that
best practices are followed in care planning and
service delivery.

Demonstrate how it will ensure that its
Participating Providers are following best-
evidence clinical guidelines through decision
support tools and other means to inform and
prompt Providers about treatment options.

Identify how it will employ systems to identify
and track Participants in ways that provide
Participant-specific and population based support,
reminders, data and analysis, and Participating
Provider feedback.

Demonstrate how it will educate its
Participating Providers and clinical staff about
evidence-based best practices and how it will
support its Participating Providers and clinical
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staff (through training or consultations) in
following evidence-based practices.

29545 Require its Participating Providers and their
practices to provide services in accordance with
established evidence-based clinical practice
guidelines appropriate for the Participants they
serve.

29546 Demonstrate how it will monitor and oversee
that its Participating Providers are providing
services in accordance with evidence-based
practices specific to their practice areas.

The FIDA Plan shall comply with the quality assurance
standards outlined in Section 2.14.

The FIDA Plan shall comply with the utilization review
standards and peer review standards outlined in the IDT
Policy.

The FIDA Plan shall conduct a program of ongoing review
that evaluates the effectiveness of its quality assurance and
performance improvement strategies designed in accordance
with the terms of Section 2.14.

The FIDA Plan shall not compensate individuals that conduct
utilization review activities on the IDT in a manner that is
structured to provide incentives for the individuals or entities
to deny, limit, or discontinue Covered Items and Services that
are Medically Necessary for any Participant.

The FIDA Plan shall ensure that decisions governed by its
practice guidelines, including Utilization Management,
Participant education, coverage determinations and other
areas to which the guidelines apply, are made consistently
with those practice guidelines.

29.6  Critical Incidents Required Re