Section 3 — Requirements

REQUIREMENTS

This section presents the operational responsibilities and performance expectations required to
support the AMMIS and the business activities of the Alabama Medicaid program. The
Alabama Medicaid Management Information System (AMMIS) consists of all subsystems of the
MMIS except the Recipient Subsystem. Each subsystem or function is described in an opening
section that gives operational details concerning current business practices. This opening section
for each subsystem is followed by the Vendor requirements for that business functional area.
The Bidder must read all sections of the ITB to get a complete understanding of the
requirements. Many requirements from the current contract have been modified to include
performance measures and are not considered enhancements. Major system modifications or
specified additional personal are considered enhancements and are documented in Section 7.17
Appendix Q — AMMIS Enhancements of this ITB. Contract terms between the Agency and the
Vendor will be designed to provide clear guidelines regarding adherence to performance
expectations.

The State of Alabama, like many states, is operating in a health care environment that is rapidly
changing. We believe our current MMIS adequately meets the changing needs of the State for
the foreseeable future with the exception of those enhancements that are defined in Section 7.17
Appendix Q — AMMIS Enhancements. For this reason, the State is seeking to continue operation
of its existing MMIS with these defined enhancements.

The Vendor requirements are presented in the following order:

Section 3.01 General Requirements

Section 3.02 Provider Requirements

Section 3.03 Recipient Requirements

Section 3.04 Reference Requirements

Section 3.05 Prior Authorization (PA) Requirements

Section 3.06 Claims Requirements

Section 3.07 Financial Requirements

Section 3.08 Third Party Liability (TPL) Requirements

Section 3.09 Drug Utilization Review (DUR) Requirements

Section 3.10 Drug Rebate Requirements

Section 3.11 Long Term Care (LTC) Requirements

Section 3.12 Managed Care Requirements

Section 3.13 Medical Services Requirements

Section 3.14 Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Requirements
Section 3.15 Management and Administrative Reporting (MAR) Requirements

Section 3.16 Surveillance and Utilization Review (SUR) Requirements

Section 3.17 Decision Support System (DSS) Requirements

Section 3.18 Comprehensive Recipient On-line Collections System (CROCS) Requirements
Section 3.19 Integrated Test Facility (ITF) Requirements
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Section 3 — Requirements

3.01 General Requirements

The AMMIS currently running in Alabama includes benefit plan processing, as well as a state-
of-the-art N-Tier architecture. It divides the application into components so that they process on
different networked computers. This design and supporting architecture delivers enhanced
flexibility, scalability, and reliability, as recognized by the National Association of State
Information Resource Executives (NASIRE) Award for innovative use of technology that the
base system received after its initial implementation in another state.

The AMMIS is composed of different software components which are loosely coupled and
arranged in various software and architectural patterns to enable ease of use, development and
maintainability. The core components include the MMIS batch processing which was developed
in the C programming language executing in a UNIX environment, and an n-tier web-based user
interface written primarily in C#, utilizing Microsoft ASP.NET. The MMIS data resides in an
Oracle 10g database. There are many other critical software components, involving letter
generation, ad-hoc reports, optical character recognition, electronic storage of paper reports and
forms, and EDI. The AMMIS network is composed of hardware residing at the Vendor account
site in Montgomery, AL, and the corporate MMIS data center in another state.

The following are the General requirements identified by the Agency that must be met by the
Vendor to support the successful operation of the Alabama MMIS.

New # General Requirements

3.01.001 | Hours of Operations - The Vendor shall ensure that on-line access to the MMIS and all its
applications is available to the Agency and the interface agencies from at least 7:00 AM
through 7:00 PM, Monday through Friday.

3.01.002 | ECM (Electronic Claims Management) shall be available at least twenty-one (21) hours per
day from 5:00 AM until 2:00 AM seven (7) days a week, three hundred sixty-five (365) days a
year. The ECM includes all HIPAA electronic transactions and all AVRS (Automated Voice
Response System) transactions.

3.01.003 | All MMIS fields unless specifically identified by the Agency shall maintain audit trails of all
changes to data. All updates to MMIS data and all rejected update transactions must be
reported to the Agency. The Alabama MMIS shall maintain and provide an automated history
(audit trail) of all update transactions, both batch and on-line, including:

Date and time of change,

“Before” and “after” status,

“Before” and “after” data field contents as displayed on the screen or report,
Operator identifier or source of the update, and

User ID.

3.01.004 | The MMIS shall maintain audit trails to show the edit/audit errors applied to each claim and
claim-related transaction (e.g., when a claim pended and then resolved).

3.01.005 | The Vendor shall override edits/audits only on prior written approval from the Agency.
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Section 3 — Requirements

New #

General Requirements

3.01.006

All MMIS data shall be available to the state or federal government upon request. In addition
to the files that are regularly scheduled to be delivered to the Agency, the Vendor shall provide
a copy of any other file, along with documentation of its format, within ten (10) days of a
written request from the Agency. Each Agency request shall identify the files and the version,
sequence, media, and number of copies. The Vendor shall receive no additional
compensation for production and delivery of such files.

3.01.007

The MMIS shall allow forward/backward movement in multiple screen displays. All search
result screens must provide the capability to view the details associated with any specific
search results and to return from the search results detail back to the original search results
screen.

3.01.008

On-line help shall be available, and descriptive error messages shall be provided for all on-line
errors. Help and error messages should be context-sensitive to the extent possible. Each
panel and field displayed on the panel shall have meaningful help descriptions accessible on-
line real-time from the panel or field as approved by the Agency. The help message shall not
be a repeat of the field name, such as the amount field is used to enter an amount.

3.01.009

The system shall provide connection, through the State WAN gateway to the MMIS, for at
least three hundred (300) Agency staff at the same time, without any degradation in
performance.

3.01.010

The Vendor shall provide access to the MMIS by remote users, including providers, insurance
carriers, pharmacies, etc., through a variety of communications channels and protocols in
order to support client eligibility verification, electronic claims capture, point-of-service-
prospective DUR and claim adjudication. The Vendor shall provide for access through a
variety of access mechanisms, including, but not limited to:

e Lease lines (if appropriate and required);
e Dial-up telephone inquiry via toll free lines and
e Internet access.

3.01.011

The MMIS shall store and generate "zip + 4" codes to be used on all mailings. The system
shall also provide a capability to print postal service bar codes for addresses. The Vendor
shall provide a USPS-approved software package to streamline mailings. The Vendor shall
use any software or processes necessary for the Agency to receive the lowest mailing rate
possible. The package shall include the following features:

Corrects misspellings in city and street name

Standardizes address elements to USPS specifications (i.e., NE, AVE, LANE, etc.)

Verifies/corrects/adds zip code, zip + 4 code, and carrier route code

Removes embedded spaces and rearranges street address, city, state, and zip

information into the standard USPS format

e Generates Postal Service Form 3553 (CASS) which must accompany every mailing
submitted at an automation-based rate and verifies that the mailing meets USPS
requirements

e Generate a report of records that the product could not code to allow the vendor to
manually correct the address

e Prints a bar code on any address (label, notice, letter, or warrant) to be used for mailing.

e Mail bundling and any processes that reduce mail cost shall be used

e Maintain current US Postal standards.
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New #

General Requirements

3.01.012

The MMIS and related processes shall accommodate century date processing. The system
shall also accommodate leap year processing. Leap year processing must be handled in such
a way as to eliminate the potential for problems such as double posting of transactions,
abends of transactions or transactions disappearing.

3.01.013

The system shall be modified to process HIPAA EDI transactions in the ASC X12 4010 format
and the ASC X12 5010 format concurrently. This shall allow the Agency to discontinue the
use of ASC X12 4010 transactions with an automated error message being returned to the
sender. The fiscal agent shall identify all vendors using 4010 transactions and generate
notices announcing discontinuation of ASC X12 4010 support in advance of the
discontinuation. The date for production of said notices shall be determined by the Agency.

3.01.014

The system shall be modified to process HIPAA EDI NCPDP 5.1 (interactive) and NCPDP 1.1
(batch) concurrently with HIPAA EDI NCPDP D.0 (interactive) and NCPDP 1.2 (batch)
transactions concurrently. This shall allow the Agency to discontinue the use of NCPDP 5.1
and NCPDP 1.1 transactions with an automated error message being returned to the sender.
The fiscal agent shall identify all vendors using NCPDP 5.1 and NCPDP 1.1 transactions and
generate notices announcing discontinuation of NCPDP 5.1 and NCPDP 1.1 support in
advance of the discontinuation. The date for production of said notices shall be determined
by the Agency.

3.01.015

The MMIS shall be fully capable of processing, displaying, searching and reporting all data
fields from all NCPDP and ASC X12 5010 transactions in all panels, reports, processes, etc.All
fields, reports or processes, etc. currently using ICD-9 codes shall be capable of using ICD-10
codes without modification.

3.01.016

All areas of the MMIS shall be fully compliant with the finalized provisions of the HIPAA and
related regulations.

3.01.017

The Vendor shall ensure that the MMIS facilitates auditing of individual claims. Adequate
audit trails must be provided throughout the system and conversion programs to identify and
track all changes to MMIS data and all edits and audits encountered, resolved, or overridden.
System reports shall be produced monthly by the 5th day of the month and as requested by
the Agency to demonstrate that audit trails are in place.

3.01.018

Provides capability for transaction response time to be consistent for all
users directly interacting with the production environment, based on a
common Web Portal access for network access point, processed and
returned to the network access point; provides capability for:

- Ninety percent (90%) of transactions to occur in four (4) seconds or less,

- Ninety-five percent (95%) of transactions to occur in five (5) seconds or less,

- Ninety-seven percent (97%) of transactions to occur in six (6) seconds or less,
- Ninety-nine percent (99%) of transactions to occur in seven (7) seconds or less.

Response time will be measured both at the Agency and Montgomery Fiscal Agent facility.
The Vendor shall report on this quarterly by the 5th day of the month following quarter end.
Variances of more than twenty percent (20%) in response time between the two (2) locations
will be researched and documented by fiscal agent and Agency staff for improvement. The
documentation will be in a format determined by the Agency.

3.01.019

The system shall be able to add, change and/or delete any/all system-maintained data via on-
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New # General Requirements
line or batch update.

3.01.020 | The system shall use, to the greatest extent possible, on-line, real-time updates from Agency
approved data processing devices.

3.01.021 | The system shall provide the ability to perform mass updates on any/all system-maintained
data when directed to do so by the Agency.

3.01.022 | The system shall maintain multiple versions of data and effective dates (start date and stop
date) in machine readable form for the adjudication of original payment requests, adjustments,
and voids for all payment request types, etc.

3.01.023 | The system shall provide flexibility in automated systems to support changes in detailed
business rules in a quick and accurate fashion through table driven edits.

3.01.024 | The system shall balance all batch inputs, transactions processed, and outputs for all system-
maintained data maintenance activity and transactions.

3.01.025 | The system shall maintain as current all system-maintained data and ensure that only the
most current, or most appropriate, information is used for processing in ECM and the MMIS.

3.01.026 | All batch or mass updates to the system will produce at a minimum:

- A detail report of records added,

- A detail report of records changed,

- A detail report of records deleted,

- A detail report of any errors encountered during the update, and

- A report of total records on the input file and a breakdown of how each record was
processed.

3.01.027 | The AMMIS shall minimally contain and utilize the following:

- All data elements in Part 11 of the State Medicaid Manual,

- Required data elements for mandated Electronic Data Interchange (EDI) standards,
- All data elements in the current Alabama MMIS data element dictionary,

- All data elements defined for collection in the health plan contracts, and

- All data elements from the HIPAA electronic transactions.

3.01.028 | All check write dates are a Friday. Reports from the check write shall be available to the
Agency by delivery or in a report repository such as COLD the first working day after the
Friday check write date.

3.01.029 | The days specified in all requirements are business days unless otherwise stated. State
holidays are not considered business days. All requirement due dates that fall on a State
Holiday will be due the next business day.

3.01.030 | The claims month end balancing file shall be delivered/transmitted to the Agency by the end of
the week following the last check write of the month.

3.01.031 | Month end reports shall be delivered or be available in the report repository the first working
day after the last checkwrite of the month unless otherwise specified within the subsystem.

3.01.032 | On request or ad-hoc reports requested before 2:00 PM shall be delivered or available in a

report repository such as COLD with-in two (2) days of the request unless otherwise specified
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New #

General Requirements

within the subsystem.

3.01.033

On request or ad-hoc reports requested after 2:00 PM shall be delivered or available in a
report repository such as COLD with-in three (3) business days of the request unless
otherwise specified within the subsystem.

3.01.034

Reports that are not dependent on financial information shall be delivered or available in a
report repository such as COLD on the following schedule unless otherwise specified by the
subsystem:

Daily reports shall be available by 7:00 AM the first business day after the data is available.
Weekly reports shall be available by 7:00 AM the first business day after the data is available.
Monthly reports shall be available by 7:00 AM the first business day after the data is available.
Quarterly and Annual reports shall be available by 7:00 AM on the 5th business day after the
end of the quarter or year.

3.01.035

All system reports generated for Agency use shall be available in the following format:

- Eight and one-half (8-1/2) by eleven (11) inch paper,

- Laser print with several font sizes available,

- Single-sided or double-sided print, as requested, and

- Landscape or portrait orientation, as appropriate or requested.

3.01.036

The Vendor shall ensure that all federal and state reporting requirements will be met by the
modified MMIS. See the Alabama MMIS Reports Listing located in the Procurement Library.

3.01.037

Reports shall be stored in such a manner as to allow on-line access to and retrieval of report
information using user-entered selection criteria. The Vendor shall provide user-friendly
parameter- and/or menu-driven access to reports. At a minimum, any report shall be made
available on paper, COLD, CD-ROM/DVD, on-line and other PC-compatible media, as
requested by the Agency.

3.01.038

Authorized Agency staff will work with the Vendor to define the content, format, sort sequence,
report media, distribution, and timeframes of scheduled reports. The Vendor shall include the
capability to support automatic report production and distribution over the Agency’s WAN.

3.01.039

At a minimum, the Vendor shall be required to furnish reports according to the following
schedule:

On-line, real-time reports as requested or batched overnight based on a user-selected option
to reflect report processing times and size.

Daily on-line reports by 7:00 AM and all other reports by noon of the following business day.
Weekly reports and cycle processing reports on-line by 7:00 AM and all other reports by noon
of the following business day.

All reports shall be available in accordance with the Alabama MMIS Reports Listing located in
the Procurement Library.

3.01.040

All reports, including copies, shall be examined for readability prior to delivery to the Agency.
Report data will not be accepted in compressed format. On-line reports will be formatted to
split data into readable views.

3.01.041

The Vendor shall be responsible for delivering all reports to the Agency in the quantity and
media, and to the office specified by the Agency, for each report.
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New # General Requirements

3.01.042 | Standard maintenance identified in the ITB will not require any notification or request from the
Agency. The hours associated with these tasks will be billed as system maintenance not
system modification. The list includes, but is not limited to:

- Health care utilization data from other carriers, insurers, etc., used for comparison/actuarial
purposes; the data could be in summary form or at the claim level of detalil;

- Health care coverage/eligibility data, including Medicare, from other insurers, employers,
state or federal agencies, etc., used for third party editing and third party liability data
matches to be performed by the Vendor at the Agency’s direction;

- Quatrterly, Annual (or when received) updates of HCPCS procedure codes from CMS;

- Quatrterly, Annual (or when received) updates of Medicare rate data in HCPCS code formats
(and any succeeding formats);

- Sanctioned provider data from OIG, CMS, DEA, and other the State-specified sources;

- National Provider ID;

- National Payer ID;

- Medicare deductible and coinsurance claims crossed over from Medicare carriers and
intermediaries;

- Provider license and certification information from Alabama and other state licensing
agencies, as well as appropriate federal sources;

- Payment request information (claims, etc.) from service billing agencies, providers, and
clearinghouses;

- Managed care rosters from managed care organizations (HMOS);

- Annual diagnosis code updates;

- Information and updates for drugs;

- OSCAR files;

- Cycle Monitoring;

- HCPCS;

- ICD-9/ICD-10;

- CLIA;

- Medicare pricing; and

- Other sources and/or organizations, as specified by the Agency in specific subsystem
requirements.

3.01.043 | The Vendor shall identify a single point of contact for all external interfaces. This point of
contact shall provide prior to the start of operations written procedures on the initial set-up of
interfaces, modifications to interfaces and termination of interfaces. The written procedures
must contain any forms required by the vendor and identify all information that must be
supplied with a timeline defined for each step. The Alabama MMIS Interface List is located in
the Procurement Library. Some interfaces may be defined in the requirements for the
subsystems.

3.01.044 | Data retention requirements apply to all system-related data unless explicitly stated for a
specific type of data. The data shall be retained in electronic format.

3.01.045 | The system shall maintain data in the Data Warehouse for at least sixty (60) months.

3.01.046 | The system shall provide on-line real-time access to all data used in the Agency-related
business activities, including but not limited to: Claims processing, payment requests,
managed care, long-term care, recipient data, provider eligibility, third-party liability, utilization
and any other areas specified by the Agency.

3.01.047 | The data that is sent or received from any external entity including but not limited to: any state

agency, other health plans, etc. shall be retained for twelve (12) months unless otherwise
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New #

General Requirements

specified.

3.01.048

The Vendor shall retain sixty (60) months of data resulting from exchanges with CMS and
other organizations.

3.01.049

The Vendor shall retain sixty (60) months of Insurance exchange data.

3.01.050

The current system does not have a purge process. If the Vendor limits the amount of
historical data that will be retained, the purge process must be defined to ensure that all
subsystems remain synchronized (no orphan records). The purge process must be
documented and approved by the Agency.

3.01.051

Data entered into, maintained, or generated by the modified system shall be retained and
accessible according to 42 CFR 431.17 and State requirements, as directed by the Agency.

3.01.052

The Vendor's system shall maintain drug claims data on-line for at least sixty (60) months.

3.01.053

The Vendor's system shall maintain non-drug claims data on-line for at least sixty (60) months.

3.01.054

The Vendor's system shall maintain recipient data on-line for at least sixty (60) months.

3.01.055

The Vendor's system shall provide on-line inquiry, given appropriate access security and
password protection, to any/all system-maintained files and data. Access shall be by
alphanumeric code, English name, and/or data dictionary name, and shall be accessed by
primary key or alternative index keys.

3.01.056

The security for all systems supported by the Vendor shall be rule defined roles.

3.01.057

The MMIS security system shall ensure that the MMIS is protected against unauthorized
access according to state and federal guidelines. Additionally, all transmission lines and
communications services and linkages between the system and State WAN shall be secure
from unauthorized access at all times. The MMIS must include automated restrictions which
include the ability to restrict access on an individual and field-level basis based upon the
authorized security level of the individual. Specifically, the security system shall be able to
protect sensitive data and provide a minimum of read and write controls at the individual file
level. The security system shall restrict access at the application level to selected users.

3.01.058

System security features shall include the following:

- Adequate on-line security checks, including security by individual, location, files, and fields
before allowing access to any of the Agency files including data, software, resources, code or
any other files resident with or accessed by the Agency.

- Unique log-on IDs for each user authorized by the Agency to have access to the system.
Required passwords that expire periodically and can be changed at any time by Agency
personnel.

- Inhibited display of passwords on the sign-on screen when entered by the user.

- Automatic logs and reports of all unauthorized access attempts by terminal ID, user ID, date,
and time.

- Automatically logs a user off the system if there is no activity within an Agency-specified
period of time; the period of time may vary by function.

- Automatically disables access to any user or user group after three (3) unsuccessful log-on
attempts.
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New #

General Requirements

3.01.059

Full and complete back-up copies of all data and software shall be maintained and proficiently
backed up weekly on tape and/or optical disk and stored in an approved off-site location. The
Vendor shall maintain or otherwise arrange for an alternative site for its system usage in the
event of a catastrophic or other serious disaster event. "Disaster" means an occurrence(s) of
any kind whatsoever that adversely affects, in whole or in part, the error-free and continuous
operation of the MMIS, and/or affects the performance, functionality, efficiency, accessibility,
reliability, and security of the system. Disaster events may include but not be limited to natural
disasters, human error, computer virus, or a malfunctioning of the hardware or electrical

supply.

3.01.060

Back-up and disaster recovery features shall include the following:

The Vendor shall establish and maintain a full and complete weekly back-up that is adequate
and secure for all computer software and operating programs, databases, files, systems,
operations, and user documentation (in electronic and non-electronic form). The weekly
backups shall be stored in an approved off-site location.

The Vendor shall establish and maintain incremental daily back-ups that are adequate and
secure for all computer software and operating programs, databases, files, systems,
operations, and user documentation (in electronic and non-electronic form).

The Vendor shall establish and maintain complete daily back-ups of all data and software and
support the immediate restoration and recovery of lost or corrupted data or software.

Disaster planning documentation and procedures shall be approved by the Agency before
system operations begin.

All proposed off-site procedures, locations, and protocols shall be approved by the Agency in
advance.

3.01.061

The Vendor shall demonstrate an ability to meet back-up requirements by submitting and
maintaining a Disaster Recovery Plan that addresses the following:

- Checkpoint/restart capabilities,

- Retention and storage of back-up files and software,
- Hardware back-up for the main processor,

- Hardware back-up for data entry equipment,

- Network back-up for telecommunications,

- Disaster scenarios,

- Alternative site location, and

- Contact points and procedures.

3.01.062

The Vendor shall provide for a back-up processing capability at a remote site(s) from the
Vendor's primary site(s) such that normal payment processing, as well as other system and
the Agency services deemed necessary by the Agency, can continue in the event of a disaster
or major hardware problem at the primary site(s).

3.01.063

In the event of a disaster, the Vendor shall specify the respective timeframes deemed
reasonably necessary for complete recovery.

3.01.064

The recovery period, in the event of a disaster, shall not exceed two (2) calendar days for
critical functions such as eligibility verification, ECM and NET. The recovery period, in the
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event of a disaster, shall not exceed thirty (30) calendar days for all other MMIS subsystems.

3.01.065

The Vendor shall take all steps necessary to fully recover the data and/or system from the
effects of a disaster and to reasonably minimize the recovery period.

3.01.066

The Vendor shall demonstrate a disaster recovery capability no less than every calendar year,
in accordance with 45 CFR 95.621(f) using either the production or model office environment.
The mock disaster recovery process will start with the disaster occurring, operations will be
brought up in an off site location, there shall be transactions successfully processed for each
subsystem at the disaster site. The system will then be brought up in the production or model
office environment and the Disaster recovery processed transactions shall be demonstrated to
be part of the production system. Agency users shall have equivalent functionality at the
disaster recovery site as they have at the production site. The Agency or a designated
representative shall participate in all phases of the mock disaster. The Agency or designated
representative shall validate the processes and protocols executed in the mock disaster follow
the vendor's disaster recovery plan.

3.01.067

If the MMIS becomes unavailable during the contract period, the Agency may require the
Vendor to convert to the back-up site. In this event, the Vendor will not be allowed to return to
the original MMIS without the approval of the Agency. The Agency approval will depend on
the Vendor’s ability to demonstrate that the MMIS is again fully operational, that all
connectivity is available, that there will be no loss in data or functionality and that the Agency’s
WAN gateway can connect with the MMIS.

3.01.068

The Vendor shall have completed on or before December 31, 2012, and biennially thereafter
on or before December 31st, an independent auditor’s report on the Contractor’s internal
control structure policies and procedures placed in operation and test of operating
effectiveness. The examination of the internal control structure shall be conducted and the
report prepared in accordance with generally accepted auditing standards. Specifically, the
examination and report must be in accordance with Statement on Auditing Standards No. 70
(SAS 70), codified as AU Section 324 in the Codification of Statements on Auditing Standards
published by the American Institute of Certified Public Accountants. The SAS 70 shall be a
Type Il report (report on controls placed in operation and tests of operating effectiveness).
The report should include tests at all sites involved in processing data for the Alabama
Medicaid Agency.

3.01.069

The vendor shall present a plan of action for correcting all deficiencies found in the SAS 70
report within thirty (30) days of receiving notification of the deficiencies. The plan of action
shall include processes and estimated completion dates. The plan must be approved by the
Agency before it is implemented.

3.01.070

Field work for the auditor’s report on the Contractor’s internal control structure policies and
procedures shall be accomplished by the independent auditor to include testing during at least
three months in each of two (2) fiscal years so that one report covers two (2) fiscal years. For
example, since the fiscal year ends September 30th, tests of the internal control structure
could be performed for the months of July, August, September, October, November, and
December thereby overlapping two (2) fiscal years.

3.01.071

The Vendor's selection of the independent auditor shall be subject to the approval of the State.
The State of Alabama Department of Examiners of Public Accounts shall have input and
approval of the scope of work and control objectives to be performed by the external auditor
prior to beginning the reviews of controls and tests of operating effectiveness.
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3.01.072 | The independent auditor performing the examination, shall within 30 (thirty) days of the date of
its report, deliver copies of the report and all related management letters to the Contractor, the
Agency, the CMS Regional Office, and to the State of Alabama Department of Examiners of
Public Accounts. The cost for the examination referred to above will be the responsibility of
the Vendor. The Agency reserves the right to share the contents of the SAS 70 report with
other entities as deemed necessary in the furtherance of the objectives of the Agency.

3.01.073 | Since the examination described above is not intended to fully satisfy all auditing requirements
of the State, the Agency reserves the right to have its entire operations audited by the State
Department of Examiners of Public Accounts, including the operation of the Alabama MMIS
and all aspects of the Vendor's operations which have an effect on the Alabama MMIS, at any
time.

3.01.074 | The Agency requires that the Vendor maintain a facility within the city limits of Montgomery,
Alabama in a location approved by the Agency.

3.01.075 | The Montgomery site shall be the location for ninety-percent (90%) of the system maintenance
and modification team support as described in Section 6.07.02 Contract Required Personnel
of this ITB.

3.01.076 | The Montgomery site shall provide the capability to retrieve and print reports.

3.01.077 | Courier service to the Agency site with pickup and delivery service twice each day. One (1)
run shall be in the morning and the other in the afternoon.

3.01.078 | The Vendor may perform other MMIS functions, including computer processing, outside of
Alabama but within the continental United States. The site of computer processing shall be
approved by the Agency.

3.01.079 | All contract administration must take place at the Montgomery site and all key personnel must
be housed at the Montgomery site.

3.01.080 | The Montgomery site shall perform Claims receipt, prescreening, data entry, and transfer of
claims and other non-electronic documents to Computer Output to Laser Disk (COLD).

3.01.081 | The Montgomery site shall perform data entry or scanning of hard-copy claims.

3.01.082 | The Montgomery site shall perform Exception claims processing suspense resolution.

3.01.083 | The Montgomery site shall perform all business financial operations (accounts receivable
handling, cash activity).

3.01.084 | The Montgomery site shall perform Provider relations and enroliment.

3.01.085 | The Montgomery site shall perform Prior authorization processing.

3.01.086 | The Montgomery site shall house Medical professional specialists.

3.01.087 | Key personnel for the Operations Phase of the contract include: Account Manager, Customer
Relations Manager, Operations/Claims Processing Manager, and MMIS Systems Manager.

3.01.088 | Contract required personnel for the Operations Phase of the contract include: EIS/DSS

Technical support, Customer Relations staff, EMC Coordinator, Modification Teams, HCPCS
Coordinator, SURS Analyst, TCM (Targeted Case Management) Prior Authorization
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Coordinator, Medical Policy Specialist, Quality Assurance Manager, Provider Quality
Assurance Evaluator, Systems/Technical Support and a total of two (2) Medical Policy
Analysts of which one (1) shall be a Registered Nurse in the State of Alabama and a Certified
Professional Coder (CPC) through the American Academy of Professional Coders and the
other shall be at a minimum a Certified Professional Coder (CPC) through the American
Academy of Professional Coders.

3.01.089

All contract required personnel not identified in the proposal shall be identified and submitted
for Agency approval no later than thirty (30) days prior to the required start date for the
position. Continuity in the following four (4) positions is not required between the
Implementation and Operations Phases of the contract: Account Manager, Operations/Claims
Manager, Customer Relations Manager, MMIS Systems Manager (may be MMIS
Implementation Manager)

3.01.090

Personnel commitments for named key staff, designated supervisors, and systems
professionals shall not be changed without prior approval from the Agency, unless due to the
resignation or termination of any named individual. Any redirection of personnel, either
temporarily or permanently, shall require prior written approval from the Agency. The Vendor
shall supply the Agency with an updated organization chart and staffing plan whenever a key
person is replaced, reassigned or reorganization takes place. The general responsibilities,
minimum qualifications, and start date for these personnel are summarized in Appendix H.
These contract required personnel and their immediate staff shall be located at the Vendor's
local Montgomery facility.

3.01.091

The Vendor shall develop plans for managing and reporting on Vendor activities. The reports
shall be produced within five (5) days following the close of the month. The report shall
include but not be limited to:

1 - Detailed monthly management status reports,

2 - Activities, by each function or unit of the Vendor organization (e.g., Claims, Provider
Enrollment and Relations, etc.),

3 - A monthly report, cumulative to the fiscal year end, summarizing Vendor activities and key
volume indicators.

3.01.092

Establish and participate in bi-weekly operational status meetings with key Agency personnel
to discuss progress, issues, problems, and planning. The Vendor shall report on current
operations status, progress on system maintenance, and modification activities separately.
The Vendor shall be responsible for preparing and distributing a meeting agenda. The Vendor
shall be responsible for preparing and distributing draft meeting minutes for Agency review no
later than 4:30 PM the third (3) day following the status meeting.

3.01.093

The Vendor shall limit access to its off-site and local facilities, including storage facilities, and
provide the Agency with a copy of its security plan and procedures for all facilities. Security
from threats and hazards at Alabama and out-of-state locations shall meet security guidelines
specified in 45 CFR 95.621(f). The Agency reserves the right to perform physical security
checks at the Agency's discretion.

3.01.094

All original hard-copy claims shall be maintained and retrievable either manually or
automatically within twenty-four (24) hours of request until all claims in a batch are
adjudicated. The Vendor is responsible for proposing a document disposal plan for the
destruction of all hard-copy claims and claim-related material subject to Agency approval.
Claims may not be destroyed until the related back-up (e.g., optical storage) has been
checked for readability and compliance reported to the Agency. Quality assurance standards
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for readability and claims destruction must have prior approval by the Agency and must
adhere to strict QA standards.

3.01.095

The Vendor will determine the hardware configuration for the operation of the Alabama MMIS
and related system functions. The hardware must be able to interface with the State’s
Information Systems Division (ISD) and be able to transmit and accept data in multiple media
including direct data transmission. A list of State hardware and software is presented in the
Alabama Medicaid Hardware for 2011 in the ITB Procurement Library. The system shall
provide sufficient computing hardware to support all of the business functions described in the
ITB.

The Vendor must ensure that 1) the selected platform for the Alabama MMIS is fully
compatible and demonstrable in a production environment with the proposed MMIS and
related software and the selected operating system and 2) it is manufactured and/or sold by
fiscally stable hardware provider(s).

3.01.096

The Vendor shall acquire and maintain all operating systems software necessary to operate
the Alabama MMIS on the proposed hardware configuration. Software necessary under this
proposed contract includes but is not limited to the operating system, compilers, debugging
tools, all computer operations, data management utilities, necessary report writers, and user
interface (Ul), etc.

3.01.097

The Vendor may propose any nonproprietary applications programming language(s) for the
Alabama MMIS. However, the language(s) shall be widely used, technically appropriate for
the application, and compatible with CMS MMIS certification requirements. All proposed
languages shall be subject to evaluation and approval by the Agency.

3.01.098

All software applications that support the operation of the MMIS must 1) be compatible with
the hardware and operating environment installed at the Agency/State, 2) be compatible with
the Agency/State local area network, and 3) support interfaces with other Agency systems.
The Vendor shall be responsible for providing initial and ongoing training to Agency personnel
on accessing and using the MMIS. The software shall be capable of operating in a Windows
environment. The Vendor shall be responsible for handling upgrades and site licenses for the
software. These licenses shall be in the Agency’s name.

3.01.099

The Vendor shall be responsible for providing all computer resources, including peripherals,
necessary for Vendor staff to perform their contract functions as described in the ITB.

3.01.100

The Agency encourages the introduction and use of modern technology, as appropriate, to
meet Alabama’s MMIS needs. The proposal of such technology will be favorably considered,
provided that the new hardware and software enhances the functionality of the system without
undue risk in the implementation process and is continually maintained and upgraded by the
Vendor. See Alabama Medicaid Hardware for 2011 located in the ITB Procurement Library.

3.01.101

All hardware (workstations, file servers, printers and other peripherals, etc.) installed at
Agency facilities shall become the property of the Agency. All software shall be licensed in the
name of the Agency.

3.01.102

The Vendor shall provide and maintain all necessary software and communications hardware
and middleware to support all electronic communications involved in day-to-day activities
associated with the contract.
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3.01.103

The system shall include appropriate checkpoint/restart capabilities, and other features
necessary to ensure reliability and recovery, including telecommunications reliability, file
backups, and disaster recovery.

3.01.104

The Vendor shall provide and maintain communication lines, a gateway server, routers, CD-
ROM server and associated peripherals. The Agency users shall be able to access the
Alabama MMIS from their PCs connected to the State WAN. The Vendor shall provide the
Agency with on-line inquiry and limited update access to all MMIS files through the State’s
WAN. See Alabama Medicaid Hardware for 2011 located in the ITB Procurement Library.

3.01.105

All systems and system components that are modified over the life of this contract shall be
modified using structured design and programming techniques. The Vendor shall provide
designated Agency technical staff with the capability to access and browse production and test
source libraries, and production and test files. This capability shall be available at any time
with the exception of scheduled down time.

3.01.106

The system shall easily accommodate the Agency-required changes to detailed business
functions and/or system processing and permit system required changes to be executed in a
quick, easy, and accurate fashion through user-performable, table-driven edits and updates.

3.01.107

The system shall be able to easily and rapidly change the data structure so that data
elements, fields, or values can be added, changed, or updated; or the lengths of data fields
can be expanded as required by the state and federal.

3.01.108

The Vendor shall provide all necessary software to support all electronic communications
involved in day-to-day activities associated with the contract. The Vendor shall provide for
electronic link to the State’s WAN for approximately six hundred (600) users.

3.01.109

The system shall enable all assigned Vendor personnel to easily and rapidly exchange
documents and electronic files with the Agency in compatible formats. This includes: Word
Processing documents, Spreadsheets, Project Management files, data files.

3.01.110

This section identifies the major interfaces that shall be supported by the Alabama MMIS. The
purpose of these interfaces is to provide for the direct transfer of data between systems to
support Agency functions. The major interfaces include but are not limited to the following:

The AMMIS shall provide a system interface with the Automated Voice Response System.
The AMMIS shall maintain a systems interface with the ECM.

The AMMIS shall provide any additional interfaces defined in each functional area.

The AMMIS shall provide an interface for nightly file receipt and transmission of eligibility data.

3.01.111

The system shall maintain an adequate back-up and recovery system in compliance with
federal and state rules and regulations. Full and complete back-up copies of all data and
software shall be maintained and proficiently backed up on tape and/or other appropriate
media. The Vendor shall ensure that back-up copies are stored in a secure off-site location,
and that tests are routinely and proficiently performed on back-up copies.

3.01.112

The Vendor shall produce summary reports of payouts and recoupments for reporting and
analysis.

1. The Vendor shall maintain a separate file cabinet in a report repository such as COLD to
allow the individual transaction to be displayed. This shall be like Remittance Advices (RAS)
presently are in a separate file cabinet to allow individual provider numbers to be displayed.
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2. The Vendor shall utilize Agency approved reason codes.

3. The Vendor shall ensure when these transactions are keyed, a tracking number (case
number) is generated. This number shall be the index number in COLD to display the
individual transaction.

3.01.113

The Vendor shall produce an annual report of suggested improvements with high-level
estimates of effort for each subsystem. These reports will be submitted to the Agency before
the end of the first quarter of the calendar year. A meeting will be scheduled with the
Functional Process owner and Agency representatives one (1) week after delivery of the
report.

3.01.114

All meetings must be scheduled through the Agency representative by e-mail. The e-mail
must contain "meeting request" in the subject line and it must allow a minimum of two (2) days
for the meeting to be scheduled. The Vendor shall be responsible for preparing a meeting
agenda that will be attached to the meeting request. The Vendor shall be responsible for
preparing and distributing draft meeting minutes for Agency review no later than 4:30 PM the
third (3) day following the meeting.

3.01.115

The Vendor shall perform cycle monitoring, internal team meetings, software configuration
management, release management and all quarterly and annual reoccurring file updates
(including SURS control files or equivalent functionality) as system maintenance tasks. These
tasks will not be billable or use system modification hours.

3.01.116

The Vendor shall provide a secured method of exchanging data with the Agency. This method
shall be bi-directional (from the Vendor to the Agency and from the Agency to the Vendor).

3.01.117

The Agency or a designated representative shall be notified and have access to all Vendor
meetings, this includes but is not limited to team system meetings and Model Office
walkthroughs. The Agency shall participate in the meetings at their convenience. This does
not include Vendor personnel meetings or Vendor internal budget meetings.

3.01.118

The Agency reserves the right to verify requirements at any time using standards deemed
appropriate by the Agency. In the event that a requirement is not met, the Vendor shall
provide a corrective action plan within five (5) days. Once the Agency approves the corrective
action plan, the plan will be implemented within five (5) days.

3.01.119

In the event of the Vendor's failure to either A) produce the corrective action plan within the
required time frame or B) implement the corrective action plan within the required time frame,
the Agency reserves the right to assess liquidated damages as specified in Section 6 -
General Terms and Conditions of the ITB.

3.01.120

The Vendor shall maintain and provide maintenance for a dedicated T1 communication line
between the State Data Center in the Capitol Complex and Contractor's computer for data
transmissions using Connect:Direct File Transfer or a SFTP (Secure File Transfer Protocol)
solution. The data exchanges can occur daily, weekly, monthly, etc. and they include but are
not limited to eligibility (adds, changes), provider, DSS, reconciliation, claims, check-write, and
MSIS.

3.01.121

The Disaster Recovery/Business Continuity Plan (DR/BCP) shall contain the physical
addresses, building description and a map of all vendor locations referenced in the document.
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3.01.122

The DR/BCP shall identify the parties responsible for maintaining and updating the plan. The
plan will also specify the review periods, the process to be used, and the approvals required.

3.01.123

The DR/BCP shall contain the company name, address, telephone number and a brief
description of the service used for maintenance in the following areas:

- Heat and Air Conditioning

- Electricity

- Natural Gas

- Telephone

- Water

- Security (site & building)

- Fire Detection and Prevention

3.01.124

The DR/BCP shall contain the on-site and off-site emergency & evacuation procedures.

3.01.125

The DR/BCP shall contain the roles and responsibilities for all on-site and off-site personnel.

3.01.126

The DR/BCP shall define the service interruption levels with a description and an estimated
recovery time for each level.

3.01.127

The DR/BCP shall contain a business process impact analysis with a recovery priority by
business area, a level of service required by each area and an estimated recovery time.

3.01.128

The DR/BCP shall contain a strategy for redundancy with estimated recovery times.

3.01.129

The DR/BCP shall contain a strategy for prevention with documented processes and
procedures.

3.01.130

The DR/BCP shall contain a strategy for responsiveness and recovery which defines back-up
process and procedures for all business and systems areas. The strategy shall specify the
name, address, building description and responsibilities of all on-site and off-site locations.

3.01.131

The DR/BCP shall contain recovery strategies and scenarios which include on-site and
alternate site recovery. The strategies and scenarios shall include but not be limited to bomb
threats, chemical exposure, civil disturbances, communications failure, computer crime, theft
of data, equipment failure, fire, hazardous materials release, intrusion, power failure, radiology
accident, nuclear attack, weather emergencies, earthquakes, thunderstorms, tornados and
winter storms.

3.01.132

The DR/BCP shall contain the process and procedures to return to the primary site.

3.01.133

The DR/BCP shall contain the processes and procedures to provide the all business functions.
Each business function must be identified with an associated priority.

3.01.134

The DR/BCP shall contain a cross reference to identify each requirement from the ITB and
how/where it is met.

3.01.135

The DR/BCP shall contain a quick reference of all roles with the employee name and contact
information. Each role shall identify a back-up person with their name and contact information.
This information shall be updated when personnel is added or removed from the vendors
contract.
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3.01.136

The DR/BCP shall contain checklist for activities, strategies and scenarios.

3.01.137

The DR/BCP shall contain all emergency numbers for the vendor and the location.

3.01.138

The system, applications and data shall have incremental daily backups and full weekly
backups.

3.01.139

The Vendor shall produce a quarterly production impact summary. The summary report shall
identify the root cause of the impact which includes any change order or defect associated
with the impact, length of impact, business areas impacted and user group (providers,
recipients, Agency staff, Vendor staff, etc) impacted.

3.01.140

The Vendor shall have an in-house degausser for all media types received and/or maintained
by the Vendor.

3.01.141

The Vendor shall submit a software release list five (5) days prior to the release being applied
to the production environment. The release list shall contain all changes that will be applied to
the production environment as part of the release. The release list shall identify all applicable
issues (issue, change orders, defects, etc.) with the associated issue number, the business
area impacted, the status of the WPR (work product review) and the date Agency approval
was received.

3.01.142

The Vendor shall maintain a document imaging system that will be used to capture Agency
identified documents the contractor receives or sends.

3.01.143

The repository used for the project documents and documentation must have an audit trail and
versioning for all documents. This would capture date changed and changed by. It shall also
retain a minimum of ten (10) previous versions.

3.01.144

All regularly scheduled file maintenance must be handled as an OPR not a CSR.

3.01.145

The Vendor shall have a set of state approved claims that run through an automated testing
application after each software release to the UAT environment. The Vendor shall provide the
Agency with a report on all claims that do not pay as expected. The report shall be to the
Agency three (3) days prior to the release being applied to production. Agency approval shall
be required before applying any production release that contains claims that do not pay as
expected.

3.01.146

The Ul panels shall display the data as codes and descriptions, not as SAK (system assigned
keys). The SAK shall not be on the Ul panels, used for Ul sorting, Ul selection or Ul display
sequence.

3.01.147

The Vendor shall apply any requirement that pertains to Agency staff to identified contractors
upon Agency request.

3.01.148

The Vendor shall provide MMIS access to Agency-identified external entities upon Agency
request.

3.01.149

The Vendor shall make the AMMIS HIPAA2-docket #CMS-0009-F compliant and retain the
ability to concurrently process the HIPAA transactions.
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3.01.150

The Vendor shall modify the MMIS (including TPL) to concurrently transmit and receive
Claims/Encounter transactions in the HIPAA X12N 4010 X098A1 (837 P), X12N 4010 X097A1
(837 D), X12N 4010 X096A1 (837 1) and the HIPAA2 X12N 5010 X222 E1 (837 P), X12N
5010 X224A1, E1 (837 D), X12N 5010 X223A1, E1 (837 I) formats.

3.01.151

The Vendor shall modify the MMIS (including TPL) to concurrently transmit and receive
remittance advice in the HIPAA X12N 4010 X091A1 (835) and the HIPAA2 X12N 5010
X221E1 (835) formats.

3.01.152

The Vendor shall modify the MMIS (including TPL) to concurrently transmit and receive
eligibility inquiries and responses in the HIPAA X12N 4010 X092A1 (270/271) and the HIPAA2
X12N 5010 X279E1 (270/271) formats.

3.01.153

The Vendor shall modify the MMIS (including TPL) to concurrently transmit and receive benefit
enrollment and maintenance transactions in the HIPAA X12N 4010 X095A1 (834) and the
HIPAA2 X12N 5010 X220E1 (834) formats.

3.01.154

The Vendor shall modify the MMIS (including TPL) to concurrently transmit and receive
premium payment transactions in the HIPAA X12N 4010 X061A1 (820) and the HIPAA2 X12N
5010 X218E1 (820) formats.

3.01.155

The Vendor shall modify the MMIS (including TPL) to concurrently transmit and receive
Authorization and Referral Request and Response (Non-Pharmacy) transactions in the HIPAA
X12N 4010 X094A1 (278) and the HIPAA2 X12N 5010 X217E1, E2 (278) formats.

3.01.156

The Vendor shall modify the MMIS (including TPL) to concurrently transmit and receive Claim
Status Inquiry and Response transactions in the HIPAA X12N 4010 X093A1 (276/277) and the
HIPAA2 X12N 5010 X212E1, E2 (276/277) formats.

3.01.157

The Vendor shall modify the MMIS (including TPL) to concurrently transmit and receive
Pharmacy Claim /Encounter transactions in the HIPAA NCPDP 5.1 (interactive), NCPDP 1.1
(batch) and NCPDP D.0 (interactive), NCPDP 1.2 (batch) formats.

3.01.158

The Vendor shall modify the MMIS (including TPL) to transmit and receive Pharmacy Supplies
and Professional Services Claim/Encounter transactions in the HIPAA X12N 5010 X222E1
(837P) or NCPDP D.0 (interactive) and NCPDP 1.2 (batch) formats.

3.01.159

The Vendor shall modify the MMIS (including TPL) to concurrently transmit and receive
Pharmacy Eligibility Inquiry and Response transactions in the HIPAA NCPDP 5.1 (interactive),
NCPDP 1.1 (batch) and the HIPAA2 NCPDP D.0 (interactive), NCPDP 1.2 (batch) formats.

3.01.160

The Vendor shall modify the MMIS (including TPL) to concurrently transmit and receive
Pharmacy Authorization and Referral Request and Response (Retail Pharmacy) transactions
in the HIPAA NCPDP 5.1 (interactive), NCPDP 1.1 (batch) and the HIPAA2 NCPDP D.O
(interactive), NCPDP 1.2 (batch).

3.01.161

The Vendor shall implement the new NCPDP Batch Standard Medicaid Subrogation 3.0
transaction. The AMMIS shall be fully capable of processing and reporting all data fields from
this transaction in all panels, reports, processes, etc.

3.01.162

The Vendor shall produce an impact analysis report on the ACS X12 5010 and NCPDP
transaction changes. This report shall, by functional area, address all portions of the AMMIS.
It will identify the changes that must occur, the benefit of the change and the resources
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required to make the changes.

3.01.163

The Vendor shall provide an analysis to the highest specificity of the impacts that result with
the transition from the ICD 9 to ICD 10. The analysis shall include but not be limited to:

- new code to similar code/deleted code,

- age,

- gender,

- BPA (Benefit Plan Administration),

- recipient plan,

- edits/audits,

- diagnosis groups and ICD Surgical procedure groups,

- crosswalks of all system and adhoc reports that utilize ICD codes, and
- all other impacted portions of the AMMIS.

All field lengths for ICD-10 shall match system wide.
The Vendor shall provide an impact statement to the Agency during the Analysis phase of the
Design, Development and Implement phase.

3.01.164

Outstanding change orders at the time of Implementation shall become the responsibility of
the Vendor.

3.01.165

The Vendor shall recommend cost savings proposals to the Agency as described in Appendix
M of this ITB.

3.01.166

The Vendor shall update all ITRACE documentation to reflect the new ITB Requirements and
numbering.

3.01.167

The Vendor shall update all other documentation which currently references prior ITB
Requirements and numbering with the new ITB Requirements and numbering.

3.01.168

The Vendor shall identify all change orders implemented which have resulted in additional or
modified system functionality and draft new system requirements to reflect those changes for
Agency approval by September 1, 2011.

3.01.169

The Vendor shall, as part of the implementation of all change orders or defects, identify and
update the associated requirement(s). If there are no requirements for this change, the
Vendor shall write the new requirement(s). The new or updated requirement(s) shall be
submitted to the Agency for approval prior to implementation.

3.01.170

The Vendor shall as part of the implementation of any change orders or defects, update all
other documentation with the new or updated requirement(s) and requirement(s) numbering.
The modified documents must be presented to the Agency for approval prior to
implementation.

3.01.171

The Vendor shall understand that a reference to MMIS or AMMIS includes any system or
function identified in this ITB and any amendment to this ITB contract.

3.01.172

The Vendor shall comply with all federal HIPAA Privacy and Security Rules as if the Vendor
was a covered entity.
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3.01.173

The Vendor shall designate a Privacy Officer and Security Officer. One individual may serve
in the capacity of both Privacy and Security Officer. The Vendor shall obtain Agency approval
of their Privacy and Security Officer designee(s).

3.01.174

The Vendor shall perform a bi-annual technical and nontechnical security evaluation based on
the standards outlined in 45 CFR Part 164, Subpart C, Security Standards for the Protection of
Electronic Protected Health Information, on or before December 31st. The evaluation shall be
considered system maintenance.

3.01.175

The Vendor shall correct all deficiencies identified by the security evaluation to bring the
Vendor into compliance with the HIPAA Security Rule. The correction of the deficiencies shall
be considered system maintenance.

3.01.176

The Vendor shall present a plan of action for correcting all deficiencies found during the
security evaluation within thirty 30 (thirty) days of completing the evaluation. The plan of
action shall include processes and estimated completion dates. The plan must be approved
by the Agency before it is implemented. The production of the plan shall be considered
system maintenance.

3.01.177

The Vendor shall within 30 (thirty) days of the date of completing the HIPAA security
evaluation provide the Agency a copy of the security evaluation report. The Agency reserves
the right to share the contents of the security evaluation report with other entities as deemed
necessary in the furtherance of the objectives of the Agency.

3.01.178

The Vendor shall notify the Agency no later than one (1) business day following the discovery
of a breach of Protected Health Information (PHI).

3.01.179

The Vendor shall provide the following information and obtain Agency approval prior to
reporting a breach as required by 45 CFR Part 164, Subpart D:

- The number of recipient records involved in the breach.

- A brief description of what happened, including the date of the breach and the date of the
discovery of the breach if known.

- A description of the types of unsecure protected health information that were involved in
the breach (such as whether full name, social security number, date of birth, home
address, account number, diagnosis, disability code, or other type information were
involved).

- Any steps the individuals should take to protect themselves from potential harm resulting
from the breach.

- A brief description of what the Vendor is doing to investigate the breach, to mitigate harm
to individuals and to protect against any further breaches.

- Contact procedures for individuals to ask questions or learn additional information, which
shall include the Vendor’s toll-free number, email address, Web site, or postal address.

- A proposed media release developed by the Vendor.

3.01.180

After Agency approval, the Vendor shall provide the necessary notices to the recipient,
prominent media outlet, or the Secretary of Health and Human Services (HHS) to report
Vendor breaches as required by 45 CFR Part 164, Subpart D.

3.01.181

The Vendor shall pay all fines or penalties imposed by HHS under 45 CFR Part 160 HIPAA
Administrative Simplification: Enforcement rule for breaches made by any employee, officer, or
agent of the Vendor.
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3.01.182 | The Vendor shall pay all costs associated with notifying the Agency, recipients, media outlets,
and HHS for breaches made by any employee, officer, or agent of the Vendor.

3.01.183 | The education and training of Vendor staff on CMS standard code sets and transactions such
as ICD-10 and HIPAA 5010 shall be the responsibility of the Vendor. The hours shall not be
billable hours.

3.02 Provider Requirements

The Provider Data Maintenance function maintains comprehensive, current, and historical
information about providers eligible to participate in the Agency's medical assistance program.
The establishment and maintenance of a single provider data repository with provider
demographic, certification, rate, and summary financial information, supports accurate and
timely claim records processing, enhanced management reporting, and utilization review
reporting and surveillance activities. The Provider Data Maintenance function also maintains
functions to support provider training activities. The AMMIS is capable of meeting the
requirements of the National Provider Identification (NPI) standards of HIPAA. This requires
identifying providers using the NPI and/or utilizing standards consistent with NP1 and HIPAA
requirements. This includes only one unique number for a provider, identifying all locations,
provider types, specialties, authorization/certifications/licensing for services, and other required
data for that provider as a logical record. The AMMIS Provider Data Maintenance function
objectives are to:

e encourage the participation of qualified providers by making enrollment and re-enrollment an
efficient and accurate process;

e ensure that providers are qualified to render specific services by screening applicants for state
licensure and certification, and specialty certification;

e provide for the processing of provider contracts and changes in a timely and accurate
manner;

e maintain control over all provider data;

¢ maintain all demographic and rate information to support claims processing and reporting
functions and

e Provide timely, efficient telephone responses to provider eligibility inquiries from the
Medical Assistance Customer Service Center, using up-to-date enrollment status information
in the AMMIS

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the Provider related functions.

New # Provider Requirements

3.02.001 | The Vendor shall maintain on-line, real-time the provider enrollment status with associated
date spans. The enrollment codes must include but are not limited to the following:
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- Active/lnactive Provider,
~Deceased Provider,
--Decertified,

~Fraud & Abuse Provider,

- Group,

- Provider Number Bad Address,
- Provider Number Cancelled,

- Provider Purge/Deactivate,
~Crossover Only, and

- Credit Balance.

3.02.002

The Vendor shall maintain on-line, real-time all data elements currently required by the
Agency for enrolled providers; including both active and inactive providers, on the Provider
Master File (PMF).

The PMF must include but is not limited to the following examples:

- Provider IDs (NPI, Medicaid humber, Base ID),
- Provider name,

- Provider Addresses (All to include city, county, state, 9-digit zip code, service location, pay
to, mail to and home office),

- Provider telephone/fax number,

- Provider type,

- Provider effective date,

- Provider end date,

- Tax ID,

- SSN,

- Medicare number,

- Provider specialty,

- Enrollment status,

- Enroliment status effective and end date,

- License number,

- Sanctioned indicator, and

- Managed care indicator.

3.02.003

The Vendor shall maintain on-line, real-time the Agency approved three (3)-digit provider
specialty codes and two (2)-digit provider type codes.

3.02.004

The Vendor shall maintain on -line, real-time effective dates and end dates for:

- provider contracts,

- provider group membership,

- enrollment status,

- electronic media claims (EMC) billing data,

- restriction and on-review data,

- claim types,

- billing categories of service,

- certification(s), including Clinical Laboratory Improvement Amendments (CLIA) identification
numbers,

- specialty, and

- other user-specified provider status codes and indicators.
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3.02.005 | The Vendor shall accept on-line, real-time updates of review or restriction indicators and
dates on a provider's record to assist the Agency in monitoring a provider's medical practice.

3.02.006 | The Vendor shall maintain on-line, real-time multiple provider contracts for a single provider.

3.02.007 | The Vendor shall maintain on-line, real-time providers’ Drug Enforcement Agency (DEA)
numbers.

3.02.008 | The Vendor shall identify on-line, real-time out-of-state providers with an indicator on the
provider file.

3.02.009 | The Vendor shall identify on-line real-time and cross-reference multiple practice locations and
practice types for a single provider.

3.02.010 | The Vendor shall maintain on-line, real-time for a provider, multiple names, addresses, and
telephone numbers, including but not limited to:

- Pay-to,

- Legal name,

- Mail-to (remittances, bulletins, etc.),
- Physical Address (4 lines),

- Service location(s),

- DBA name and address,

- Telephone number/FAX number,

- Degree,

- Professional Titles, and

- Home Office.

3.02.011 | The Vendor shall maintain on-line, real-time the total number of Medicaid beds, total number
of Medicare beds and the total number of both Medicaid and Medicare beds, long-term care
facility certification effective dates and Alabama Department of Public Health survey
inspection date(s), in addition to current State-specified data elements with unlimited date-
specific segments for long-term care facilities and other state institutional providers.

3.02.012 | The Vendor shall process on-line, real-time additions and changes to the provider master file
within two (2) days of receipt of Agency request.

3.02.013 | The Vendor shall maintain on-line, real-time a restrictive services panel which will allow the
Agency to enter specific codes for restricting the services for which providers may bill to those
for which they have the proper certifications (e.g., lab certification codes, restricted services).

3.02.014 | The Vendor shall maintain the recipient file with changes in long term care provider's name
and/or mailing address on-line real-time (e.g., if a nursing home has a name and/or address
change, it must be updated in the recipient file also).

3.02.015 | The Vendor shall process on-line, real-time retroactive rate changes to the provider file.

3.02.016 | The Vendor shall edit all data for presence, format, and consistency with other data in the
update transaction and on the provider master file.

3.02.017 | The Vendor shall maintain the capability to accommodate non-medical providers on the

provider master file (e.g., vendors, State Agencies, etc.), and maintain on-line, real-time the
necessary data on such providers.
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3.02.018

The Vendor shall process and maintain on-line, real-time group NPl numbers and relate and
cross-reference individual providers to their groups as well as a group to its individual
member providers with appropriate multiple segments with effective and end dates.

3.02.019

The Vendor shall generate on a monthly basis a report that identifies any duplicate NPI,
provider license or certification numbers, or SSN on the provider master file. The report shall
be provided to the Agency by the 5th day of the month.

3.02.020

The Vendor shall monitor provider data with State licensure and certification data on a
continuing basis, including data exchanges with State agencies, as appropriate. The Vendor
shall ensure no claims have been processed and paid to providers who have not renewed
their license.

3.02.021

The Vendor shall maintain agreements and indicators for billing agencies and for providers
using electronic claims submission methods. The Vendor shall make agreements available
on COLD.

3.02.022

The Vendor shall maintain on-line, real-time on the provider file for use in claims processing,
providers who use automated submittal of claims, automated remittances, and/or automated
funds transfer.

3.02.023

The Vendor shall maintain and allow on-line, real-time searches to summary information
regarding provider year-to-date claims submittal and payment data.

3.02.024

The Vendor shall only pay claims using the NPI number.

3.02.025

The Vendor shall provide on-line, real-time search capabilities that will cross-reference the
current Medicaid provider number to prior Medicaid provider number, Medicare provider
number and NPI.

3.02.026

The Vendor shall maintain an on-line audit trail of all information, including provider name,
NPI, provider number, Medicare number, or status changes, and date and source of change.

3.02.027

The Vendor shall maintain on-line, real-time multiple provider-specific reimbursement rates,
including usual and customary charge rates; per diems; percentage-of-charge rates; or other
cost-containment initiatives, with unlimited beginning and ending effective date segments.
The Vendor shall maintain at least sixty (60) months of data.

3.02.028

The Vendor shall maintain on-line, real-time separate rates, as necessary, for specific
programs, such as waivers and State-funded programs. The Vendor shall maintain at least
sixty (60) months of data.

3.02.029

The Vendor shall maintain on-line, real-time the capability to selectively perform rate updates
for all Alabama Medicaid programs in which a provider is participating or only for a selected
program.

3.02.030

The Vendor shall perform mass updates to provider rate information. As needed updates
must be processed within ten (10) days of receipt of OPR with effective date specified by the
Agency. A large volume of providers' rates are updated with an effective date of Oct 1st each
year.

3.02.031

The Vendor shall perform semi-annual, or as needed, mass updates to provider rate
information for Nursing Homes. Semi-annual updates must be effective for Jan 1st and July
1st. As needed updates must be processed within ten (10) days of receipt of OPR with
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effective date specified by the Agency.

3.02.032

The Vendor shall perform yearly, or as needed, mass updates to provider rate information for
Hospitals. Yearly updates must be effective for July 1st. As needed updates must be
processed within ten (10) days of receipt of OPR with effective date specified by the Agency.

3.02.033

The Vendor shall perform yearly, or as needed, mass updates to provider rate information for
Routine Hospice. Yearly updates must be effective for Oct 1st. As needed updates must be
processed within ten (10) days of receipt of OPR with effective date specified by the Agency.

3.02.034

The Vendor shall perform yearly, or as needed, mass updates to provider rate information for
Nursing Home Hospice. Yearly updates must be effective for Jan 1st. As needed updates
must be processed within ten (10) days of receipt of OPR with effective date specified by the
Agency.

3.02.035

The Vendor shall perform yearly, or as needed, mass updates to provider rate information for
LTC waivers. Yearly updates must be effective for Oct 1st. As needed updates must be
processed within ten (10) days of receipt of OPR with effective date specified by the Agency.

3.02.036

The Vendor shall maintain on-line real-time the two (2) digit provider county and a two (2) digit
locality indicator in the Provider Master File. The Vendor shall display the provider county
name on-line.

3.02.037

The Vendor shall maintain an automated tracking and reporting system for provider requests,
questions and complaints (from receipt to final disposition), including tracking and reporting
on types of questions and types of providers, and maintaining information on which specific
provider has a specific question or complaint. The Vendor shall work with the Agency to
define the reports and provide to the Agency by the 5th day of each month.

3.02.038

The Vendor shall provide on a monthly basis operational reports about the number of
Provider enrollment applications, updates and research items received during the month by
day. The monthly report will cover the previous month's activity and be provided no later than
5th day of the following month. The report shall include but not be limited to statistics on the
following:

- beginning inventory;

- ending inventory;

- applications received;

- applications keyed,;

- applications returned,;

- updates received;

- updates keyed;

- updates returned; and

- research items processed.

3.02.039

The Vendor shall during enroliment, perform duplicate checks on tax ID, SSN, license
number, and name. The Vendor shall ensure all provider numbers are linked together and
cross-referenced to all inactive or old provider numbers and identify the current active NPI for
that entity. The Vendor shall override duplicates when necessary.

3.02.040

The Vendor shall maintain on-line, real-time search and sort capabilities to the Provider
Master File. Search capabilities shall include but not be limited to provider name, partial
name with variable number of characters (including businesses, hospitals, clinics, etc.),
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Provider IDs (NPI, Medicaid number, Base ID, group number) Medicare number, license
number, SSN, UPIN, and Tax ID.

3.02.041

The Vendor shall allow inquiry and reporting capabilities to perform flexible selection of
providers using parameters to include but not be limited to: provider type, provider name,
provider doing business as (DBA), specialty, county, zip code or zip code range; display
results on-line or allow requesting of hard-copy printouts.

3.02.042

The Vendor shall produce all provider reports currently being produced in the Alabama MMIS
Reports Listing located in the Procurement Library according to the schedule determined by
the Agency.

3.02.043

The Vendor shall provide the capability to generate alphabetic and numeric provider listings
that can be restricted by selection parameters such as provider type, county, zip code,
enrollment status, and specialty code.

3.02.044

The Vendor shall ensure on-line search will accommodate, at a minimum the information
currently available, using the minimum number of panels practical. Examples of information
are:

- Basic information about a provider to be displayed on a single panel (e.g., name, location,
number, provider type, specialty, certification dates, etc.)

- Edit indicator and provider flags

- Provider mnemonic inquiry

- Provider rate data

- Provider customary charges

- Provider accounts receivable and payable data

- Additional provider information, such as provider addresses (including physical location),
DEA #, group and servicing provider data, and summary year to date claims (current and
prior years), and submittal and payment data

- For institutional providers, the total number of Medicaid beds, total number of Medicare beds
and the total number of both Medicaid and Medicare beds in the facility and reimbursement
rate

- On-review data, specialty data (e.g., lab certification data).

3.02.045

The Vendor shall process the annual file received from the Internal Revenue Service that
identifies providers with invalid tax name and/or tax number.

The Vendor shall update the PMF to show the type of B Notice sent to a provider. The
Vendor shall generate and mail the Provider First B Notice or Provider Second B Notice per
Internal Revenue Service requirements.

The Vendor shall begin withholdings on a provider in accordance with Internal Revenue
Service instructions. The Vendor shall update the PMF to discontinue withholding when
Internal Revenue Service's required information is received by the Vendor from the Provider.

The Vendor shall produce the B Notice reports identified in the Alabama MMIS Reports
Listing located in the Procurement Library.

The Vendor shall comply with any Internal Revenue Service requirements on reports.

3.02.046

The Vendor shall produce and provide a report with cross-reference listings for FEIN, SSN,
and license numbers on a monthly basis by the 5th day of the month. The report shall also be
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produced upon Agency request.

3.02.047

The Vendor shall produce group mailings and provider labels based on selection parameters
such as provider type, zip code, specialty, county, special program participation. The labels
shall be delivered to the Agency within five (5) days of request.

3.02.048

The Vendor shall download on a weekly basis the CMS OSCAR file for information regarding
laboratory certifications and update provider files as appropriate within twenty-four (24) hours
of download.

3.02.049

The Vendor shall ensure they maintain knowledge of all applicable federal and state provider
enrollment and certification regulations. The Vendor shall provide an impact report to the
Agency that recommends changes to meet the modified regulations. The report shall be
produced within ten (10) days of the regulation publication.

3.02.050

The Vendor shall develop and establish a plan with detailed guidelines and procedures, to
include quality reviews, to ensure proper enrollment of all provider types. The Vendor's plan
shall identify the processes that will be used to meet the Agency's quality thresholds. This
plan must be approved by the Agency.

3.02.051

The Vendor shall perform enroliment activities for all provider types, both contract and non-
contract providers. The Vendor shall maintain facility ownership information as a function of
provider maintenance.

3.02.052

The Vendor shall use taxonomy code and location code to match NPI number to current
Medicaid Provider ID.

3.02.053

The Vendor shall maintain agreements for billing agencies. This will include:

- Administrative access for creating, deleting, setting permissions and resetting passwords
for all trading partners.
- User access for updating their profile to better fit the user’s needs.

3.02.054

The Vendor shall maintain provider enroliment personnel with a minimum of ten (10) FTEs -
Enrollment Specialists, one (1) FTE - Quality Assurance, and one (1) FTE Enroliment
Supervisor.

3.02.055

The Vendor shall receive requests for enrollment and mail all enroliment packets to providers
within two (2) days of receipt of the request.

3.02.056

The Vendor shall accept and process (approve or deny) provider applications within five (5)
days of receipt. If additional information is required from the provider, an additional five (5)
days is allowed to obtain the information and process the application. Provider enroliment
applications shall be in the format specified by the Agency.

3.02.057

The Vendor shall add new providers, according to State guidelines, to the provider master
file/database within two (2) days of enrollment approval.

3.02.058

The Vendor shall update the Provider File/Database on-line within two (2) days of receipt of
change requests from any source. If additional information is required from the provider, an
additional two (2) days is allowed to obtain the information and process the change request.

3.02.059

The Vendor shall research and compile all information relating to the Provider appeals
process for provider enrollment rejections, terminations, and changes to program participation
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eligibility effective dates in accordance with State guidelines. Submit the material to the
Agency for its use in the provider appeals process within two (2) days of request.

3.02.060

The Vendor shall notify providers by letter of acceptance/rejection as a Medicaid provider,
and send a start-up packet to approved providers containing all necessary information, forms
and/or software needed to bill for Medicaid services for eligible recipients within two (2) days
of enrollment determination.

3.02.061

The Vendor shall process, record, and track, using an automated tracking system, all
sanctions and intermediate sanctions against providers, per State specifications, as initiated
by CMS, the federal OIG or State. The record shall include the provider’s full name and
address, social security number, tax id, license number, and the begin and end dates of
sanction, from written reports produced by CMS, or any other government agency. The
Vendor shall compare the electronic file to the master provider file and report matches to
Medicaid for further action within five (5) days of receipt of Medicare Exclusions Database
(MED) file or Agency request.

3.02.062

The Vendor shall perform certification and recertification activities, as appropriate and
directed by the Agency, to ensure that all Alabama Medicaid providers maintain required
certifications for participation in the Medicaid program.

3.02.063

The Vendor shall prior to enroliment and on an Agency approved schedule verify and validate
the Provider certification and licensure information with applicable state agencies and
licensing organizations in Alabama, Florida, Georgia, Mississippi, Tennessee, and other
states as required to perform certification and licensure verification. The Vendor shall
perform electronic data exchanges when possible. The applicable agencies and
organizations include but are not limited to the Alabama Department of Public Health, the
State Board of Medical Examiners, the Joint Commission, and the State Boards (Dental
Examiners, Optometry, Nursing, Psychology, Speech Pathology and Audiology, Occupational
and Physical Therapy, Chiropractors and Podiatrists).

3.02.064

The Vendor shall provide the capability to ensure that all Contractors and providers and their
subcontractors, meet all applicable federal facility certification and credentialing requirements.

3.02.065

The Vendor shall prior to enrollment and on an Agency approved schedule, verify that
providers are Medicare enrolled, if applicable.

3.02.066

The Vendor shall prior to initial enrollment in the Medicaid program or issuance of a new
provider number for an already enrolled provider for any purpose verify electronically that the
provider and anyone known to be affiliated with the provider's business are not listed on the
Alabama Medicaid Agency and Medicare (HHS/OIG) exclusion listings. In addition, the
Vendor shall verify that a potential provider's physical or billing address, SSN, and tax ID are
not associated with any of the providers on the Alabama Medicaid Agency or Medicare
exclusion listings. If the Vendor determines a potential provider is on either of these lists or
has any of the associations listed above, the Vendor shall not approve the application request
and refer the application to Alabama Medicaid's Program Integrity Division within two (2) days
of identification.

3.02.067

The Vendor shall forward to the Alabama Medicaid Program Integrity Division any application
received with any type of disclosure information, whether it is on the Disclosure Page or a
separate sheet contained within the application. If this information has been previously
submitted on prior applications and the application was approved for enrollment by the
Program Integrity Division, any subsequent applications submitted for the same provider and
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containing the same and/or additional disclosure information shall still be forwarded to the
Program Integrity Division. This information shall be forwarded to the Agency within two (2)
days of receipt for approval.

3.02.068

The Vendor shall annually, upon publication of new licensure information, verify licensure for
all in-state providers enrolled. Update the master provider file within five (5) days of receipt
with appropriate end dates and deactivate all provider numbers for any providers identified as
no longer being licensed or certified.

3.02.069

The Vendor shall upon receipt of certification and/or licensing information from any provider,
prior to entry in the Provider Master File, verify and validate the received information with the
applicable state agencies and licensing organizations in Alabama, Florida, Georgia,
Mississippi, Tennessee, and other states as required to perform certification and licensure
verification.

3.02.070

The Vendor shall prior to approving agreements with automated billing service vendors run a
test submission on electronic and tape billings to ensure that the submission format is
accepted by the Alabama MMIS.

3.02.071

The Vendor shall store all provider enroliment call center, provider representative call center,
and provider assistance call center recordings in a secured area accessible by the Agency.
All calls from these Call Centers shall be retained for a minimum of twelve (12) months. The
Vendor shall work with the Agency to define search criteria to easily locate specific calls. The
search criteria shall include, but not be limited to call date, time, phone number the call
originated from, Provider name, Provider ID or call identifier, and the Call Center worker. If
requested, the Vendor shall provide the Agency with a copy of the voice recording within one
(1) hour of request.

3.02.072

The Vendor shall maintain a call management system or supply phone company reports of all
line activities, busy signals, hang-ups, non-connects, and internal reports of number of calls
answered, number of calls put on hold, and the length of time each call was held. Provide a
monthly report on given statistics for the EMC hotline, provider assistance center, AVRS, and
provider enrollment no later than 5th day of the following month.

3.02.073

The Vendor shall ensure all provider relations staff are trained in current billing procedures,
Alabama Medicaid Program policy, and telephone inquiries. The Vendor shall provide
additional training to staff no later than two (2) days prior to any billing or policy changes.

3.02.074

The Vendor shall receive, track and promptly respond to all verbal inquiries on claim status,
prior authorization status, billing problems, billing procedures, Medicaid policy and remittance
advices no later than the end of the next day.

3.02.075

The Vendor shall track and respond in writing to all written correspondence, including
inquiries on claim status, billing problems, billing procedures, and remittance advices within
five (5) days of receipt.

3.02.076

The Vendor shall maintain on-line, real-time all provider enroliment files and all
correspondence with said provider under their correct NPl number. Currently stored in
COLD.

3.02.077

The Vendor shall provide the Agency with monthly reports summarizing all calls answered,
the nature of the inquiries, and the timeliness of responses to verbal inquiries and written
correspondence, according to Agency specifications. The monthly report will cover the
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previous month's activity and be provided no later than 5th day of the following month.

3.02.078

The Vendor shall employ sufficient staff to perform quarterly and on-request provider training
responsibilities. At a minimum, provide at least thirteen (13) Medicaid-dedicated, full-time
provider field representatives, one of which shall be designated as a supervisor, to provide
guarterly and on-request training and to assist providers in understanding program policy, the
responsibilities of managed care providers, the submission of claims and in the resolution of
claims processing problems. A designated number of provider representatives shall be
assigned to specific program areas by the Agency.

3.02.079

The Vendor shall maintain contact with all professional associations of health care providers
in Alabama to promote provider understanding of the Alabama Medicaid Program and shall
attend meetings as defined by the Agency.

3.02.080

The Vendor shall provide support, including on-site training if required, to instruct providers in
using electronic claims submission software or to facilitate the resolution of billing problems.

3.02.081

The Vendor shall develop and implement a testing process for providers who wish to begin
submitting electronic media claims to ensure provider compliance before allowing EMC
transmission.

3.02.082

The Vendor shall employ one (1) full-time EMC coordinator and adequate staff to answer a
minimum of three (3) lines; provide training; and assist providers in the submission of claims
and in the resolution of claims processing problems.

3.02.083

The Vendor shall ensure that provider representatives and Provider Assistance Center staff
are sensitive to provider training and inquiry needs. Provider Representatives shall be willing
and able to provide on-site support to a provider whenever requested, within a reasonable
period of time. Provider representatives should meet individually with designated Medicaid
program staff at least monthly.

3.02.084

The Vendor shall provide a written Provider Relations Contact Form for each visit made to a
Provider. The Provider Relations Contact Form will include at a minimum:

- Provider Name

- Provider Type

- Provider Number

- Provider Location

- Provider Phone Number

- Contact Person(s)

- Visit Initiated By

- Date of the Visit

- Length of Visit

- Description of the billing question, comments, and/or issues that were discussed during the
visit

- Provider Representative Signature and Name
Signature Date

The Vendor shall provide a monthly Summary Report of the above for the previous month's
activity. The Vendor shall include the Provider Relations Contact Forms with the Summary
Report and provide to the Agency no later than 5th day of the following month.

3.02.085

The Vendor shall provide a written staffing report on a monthly basis which will include
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positions available, staffing updates for the following areas:

- Provider Relations;

- Provider Assistance Center;
- Provider Enrollment; and

- Recipient Call Center.

The Vendor shall provide a monthly report of the above for the previous month's activity to the
Agency no later than 5th day of the following month.

3.02.086

The Vendor shall develop and submit to the Agency for approval, an annual provider training
plan within ten (10) days of the beginning of each contract year and within three (3) days of
updating the plan as necessary.

3.02.087

The Vendor shall develop provider training materials and obtain Agency approval of the
materials prior to use in the provider training programs.

3.02.088

The Vendor shall be responsible for all logistical arrangements, training materials, and space
costs for provider training.

3.02.089

The Vendor shall conduct provider training for Agency-designated organizations and active
providers by claim or provider type as requested by the Agency at Agency approved
locations. Active Providers may request training when necessary.

3.02.090

The Vendor shall provide special in-depth training to providers who have been identified (by
the Vendor, by the Agency, or the provider's association) as having an abnormal number of
claims denied or suspended, repeated problems with certification or recertification, an
abnormal number of problems using the Vendor’s systems, underutilization of required
immunizations, underutilization of EPSDT screenings and referral requirements and
inappropriate patterns as reflected on provider report cards.

3.02.091

The Vendor shall develop, distribute, and evaluate training questionnaires from all training
sessions, and provide the Agency with a summary of responses within five (5) days of training
completion.

3.02.092

The Vendor shall write and obtain Agency approval of, print, and distribute the provider billing
manual. The provider billing manual shall be available on CD-ROM. Copies shall be sent to
all providers, all provider associations, the Agency, and other entities specified by the Agency,
with the number of copies determined by the Agency. The Vendor shall update the provider
billing manual on an as-needed or Agency-requested basis. The Vendor shall mail provider
billing manual and updates (CDs and paper copies) within twenty (20) days of approval by the
Agency.

3.02.093

Semi-annually, with dates to be approved by the Agency, the Vendor shall produce and malil
an Agency approved listing of practitioner license numbers to all pharmacy providers and
other Medicaid providers on CD with the Provider Manual as requested. The listing shall
include the license number and physician name for all records on file.

3.02.094

The Vendor shall write and obtain Agency approval of, print, and distribute the provider
bulletins and notices. Copies shall be sent to all providers, all provider associations, the
Agency, and other entities specified by the Agency, with the number of copies determined by
the Agency. The Vendor shall mail provider bulletins and notices within ten (10) days of
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approval by the Agency.

3.02.095 | The Vendor shall maintain the capability to electronically transmit/distribute as specified by
the Agency all Provider Notices/Alerts that are prepared by the Agency.

3.02.096 | The Vendor shall issue Agency approved provider bulletins every two (2) months to alert
providers of program and/or billing changes.

3.02.097 | The Vendor shall produce and mail other provider notices, in a format designated by the
Agency, with bulletins, manuals, enrollment packages, or as an individual mailing as directed
by the Agency. Examples would be notices other than bulletins such as letters, flyers, etc.
The Vendor shall mail these notices within the timeframe designated by the Agency.

3.02.098 | The Vendor shall maintain the provider billing manual in a format that facilitates updates and
includes step-by-step billing instructions.

3.02.099 | The Vendor shall develop, modify, print, and distribute to providers, at no charge, all non-
standard claim forms, attachments and other billing documents approved by the Medicaid
Program within five (5) days of receipt of the request.

3.02.100 | The Vendor shall work closely with the Agency to develop and obtain approval of the provider
manual and bulletin formats.

3.02.101 | The Vendor shall produce data for provider audits and quality assurance within two (2) days
of request.

3.02.102 | The Vendor shall maintain data on Agency programs affiliations (e.g. Patient 1st, Maternity
Care, and Medicare Advantage) for each provider.

3.02.103 | The Vendor shall notify the Agency in writing within two (2) days of discovery of suspected
provider fraud or provider billing errors resulting in overpayment.

3.02.104 | The Vendor shall update the PMF within one day of notification any changes brought to the
attention of the Vendor by the State, providers, or from within.

3.02.105 | The Vendor shall provide on a daily basis by 7AM a provider file update report which shall
cover update transactions for the previous day.

3.02.106 | The Vendor shall maintain all provider records. Any delete process must receive prior
approval from the Agency.

3.02.107 | The Vendor shall maintain all demographic and rate information to support claims processing
and reporting functions as is currently done and/or needed for NPI.

3.02.108 | The Vendor shall maintain, and coordinate with Medicaid, updates to the institutional rates on
the Provider Master File.

3.02.109 | The Vendor shall maintain a cross-reference of Medicaid-Medicare provider numbers to
support crossover claims processing.

3.02.110 | The Vendor shall perform quality assurance of data in the PMF and submit results to the
Agency on a monthly basis by the 5th of the Month.

3.02.111 | The Vendor shall utilize the websites, yellow pages, and phone calls to verify the accuracy of
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data such as addresses and phone numbers for returned mail. The corrected information
shall be updated in the PMF within five (5) days or an Agency approved timeframe.

3.02.112

The Vendor shall ensure PMF update access will be limited to designated personnel.

3.02.113

The Vendor shall provide on-line, real-time edits to verify accuracy of provider data as entered
on panels.

3.02.114

The Vendor shall maintain a 99.8% accuracy rate for processing provider applications and
entering information into the system. 99.8% accuracy applies to the following data fields:

- All Provider Names

- Provider ID (NPI)

- Provider Addresses (All to include city, county, state, 9-digit zip code, service location, pay
to, mail to and home office)

- Telephone/Fax Numbers

- License Number

- SSN

- CLIA Number

- Contract effective and end dates

- Primary Contact name

If the accuracy rate falls below 99.8%. The Vendor shall develop and submit to the Agency
for approval a performance improvement plan within five (5) days of notification of deficiency.
The plan must be implemented within five (5) days of approval by the Agency. If the plan
does not correct the deficiency within three (3) months a revised plan must be submitted and
approved.

3.02.115

The Vendor shall identify and maintain all categories of service and specialties that a provider
is allowed to bill, including effective dates.

3.02.116

The Vendor shall maintain and update monthly the Patient 1st PMP lists by county on the
Alabama Medicaid website. The PMP list should include Provider Specialty, Provider Name,
May Also See (if applicable), Provider Service Location, Office Phone Number, After Hours
Phone Number, and Fax Number. This list shall be provided to the Agency for posting on the
website by the 15th of the month.

3.02.117

The Vendor shall provide an on-line user manual to instruct Agency staff on accessing the
Provider subsystem. The Vendor shall maintain the on-line user manual to reflect current
system functions. The Vendor shall provide hands-on user training for a minimum of twenty-
four (24) Agency staff monthly or as requested by the Agency.

3.02.118

Prior to enroliment the Vendor shall verify through on-site visits that durable medical
equipment (DME) provider applicants have fully functional locations and meet the
requirements specified in the Alabama Medicaid Administrative Code Chapter 13 and the
Provider Billing Manual.

3.02.119

The Vendor shall establish provider end date for home health and durable medical equipment
(DME) enrollees as the date their current business license expires. The Vendor shall conduct
re-enrollment prior to license expiration and in accordance with initial enrollment process.

3.02.120

The Vendor shall conduct re-enrollment of all providers, except home health and DME, every
five (5) years. The Provider re-enroliment shall include Patient 1st re-enrollment. The initial
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re-enrollment shall occur during the first year of operations.

3.02.121

The Vendor shall provide staffing levels for the PAC and EMC to achieve an average of two
and a half minute or less hold time with an 8.5% or less abandonment rate after fifteen (15)
seconds. Therefore, an answer rate of 91.5% or greater has been targeted.

3.02.122

The Vendor shall use USPS approved software to convert the Provider mail to address in the
PMF to conform with standardized USPS regulations. This includes adding Zip + 4.

3.02.123

The Vendor shall develop a secured web application that allows Providers to submit all
required information on the enrollment/re-enrollment applications and make Agency defined
changes to the Provider's information.

3.02.124

The Vendor's provider web application shall allow the Providers to update selected
information. The Vendor shall work with the Agency to identify the information Providers are
allowed to update. The information Providers are allowed to update through the web
application will not require a provider signature page.

3.02.125

The Vendor shall define a process to report statistics associated with the provider web portal.
The process and statistics reported must be approved by the Agency. The statistics will
include but not be limited to the performance measures, provider usage and application errors
associated with the provider web application.

3.02.126

The Vendor's provider web application will edit the provider application entry and update
fields for presence, validity and formatting when possible. The field validation will use data
that is maintained in the AMMIS and return applicable error messages on-line real-time.
Enrollment information that is not maintained in the AMMIS shall be validated and a response
returned to the Provider within five (5) days of entry. Update information that is determined to
be incorrect or in error shall be returned to the Provider within two (2) days of entry.

3.02.127

The Vendor's provider web application shall validate the Provider mailing and physical
(service location) addresses using USPS approved software. The zip + 4 will be validated if
entered or added at time of entry if not supplied by the Provider.

3.02.128

The Vendor's provider web application shall use the Managed Care defined process to
identify or validate the Provider county based on the service location.

3.02.129

The Vendor shall capture all information entered in the Provider web portal. The information
shall be stored in the Provider Master File or another location approved by the Agency.

3.02.130

The Vendor's provider web application shall provide the capability to print the entire
application form with the information entered by the Provider. The Provider will be informed
that they must print and sign specified signature pages. These signature pages and any other
documents requested shall be mailed to the address indicated and received by the Vendor
within ten (10) days of entry.

3.02.131

The Vendor's provider web application shall create a facsimile in the electronic document
database for every electronically submitted enroliment application or update. The Vendor
shall assign tracking numbers to all facsimiles. The Vendor shall store the documents in a
method that allows for search by Provider name and Provider number, if assigned.

3.02.132

The Vendor shall develop a plan to educate the providers on the new web based enroliment
and update application. The Provider education plan shall be submitted to the Agency for
approval. The Vendor shall begin implementing the Agency approved Provider education

ITB #10-X-2205737 3-34




Section 3 — Requirements

New # Provider Requirements

plan within an Agency approved time frame.

3.02.133 | The Vendor's Provider enrolliment staff shall support all Provider inquiries on the Provider
enroliment and update web application.

3.02.134 | The Vendor shall provide on a monthly basis operational reports from the provider enrollment
staff, provider representative staff, and provider assistance center about the types of inquiries
received during the month, by hour segment and day. The monthly reports shall cover the
previous month's activity and be provided no later than the 5th day of the month. The Vendor
shall work with the Agency to define the types of inquiries to be tracked.

3.02.135 | The Vendor shall maintain and staff a provider communications/relations inquiry function to
include toll-free lines. Adequate staff will be provided to answer a minimum of sixteen (16)
toll-free telephone lines concurrently with the capacity of up to forty (40) lines from 8:00 AM to
5:00 PM local time, Monday through Friday (excluding State-observed holidays). If the
Agency requires more than sixteen (16) lines to be staffed reimbursement will be made in
accordance with Section 6 - General Terms and Conditions of this ITB.

3.03 Recipient Requirements

The Medicaid Agency maintains the Recipient Subsystem. The primary component of the
Recipient Subsystem is known as the Alabama Medicaid Application and Eligibility System
(AMAES). The AMAES has consisted of Virtual Sequential Access Method (VSAM) files since
1984. The AMAES Recipient Subsystem supports Beneficiary Services and eligibility functions;
Third Party Liability and Buy-In, Non-Emergency Transportation; and Program Integrity as well
as supports interfaces with other state and federal organizations including the Department of
Human Resources, Department of Public Health, State Data Exchange, IRS, and others.

The primary purpose of the AMMIS functions is to accept and maintain an accurate, current, and
historical source of eligibility and demographic information on individuals eligible for medical
assistance, and to support analysis of the data contained within the Recipient Subsystem. The
maintenance of recipient data is required to support claim processing in both batch and online
mode, reporting functions, eligibility verification, and information retrieval systems.

The Medicaid Recipient Subsystem involves processing and maintaining recipient specific
information needed for claims processing and reporting. The system needs to provide recipient
information so that the Claims subsystem can determine whether a service is covered for a
specific recipient based upon Alabama Medicaid policy. The Recipient subsystem also needs to
maintain certain recipient information to create management reports that help drive Alabama
Medicaid policy and ensure adequate levels of medical care for the recipient population.

Maintenance of recipient related data is also described in other functional sections such as TPL,
LTC, and Managed Care. The current source of eligibility data for the AMMIS is a daily file
extract from the Recipient Subsystem.

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the Recipient Data Maintenance functions.
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3.03.001

The Vendor shall maintain recipient data as a part of the AMMIS including eligibility
timeframes for full and limited eligibility benefit plans groups. The Vendor shall receive
nightly, monthly, annually and other periodic updates to recipient information from the Agency.
The data must be applied to the Vendor's recipient data by 6:00 AM the morning after the
transmittal. There shall be control and reconciliation reports that are approved by the Agency
and monitored by the Vendor. The Vendor shall notify the Agency of any errors that occur.
The Updates shall include but not be limited to: Plastic card requests, patient liability data,
retroactive eligibility data and county moves data.

3.03.002

The Vendor shall link nursing home provider information to the recipient so that changes to
the name and address on the nursing home provider file are updated in the recipient's
information.

3.03.003

The Vendor shall perform automated processes related to recipient participation in managed
care, including but not limited to auto assignment, maintenance of capitation payments, roster
generation, and data updates.

3.03.004

The Vendor shall provide an interactive interface or electronic media transfer of transactions
with the managed care health plans for search and updating of specified recipient data, such
as managed care health plan enrollment.

3.03.005

The Vendor shall provide an interactive interface or electronic media transfer that allows the
primary medical provider to view or download the updates of primary medical provider
assignments and capitation payment information.

3.03.006

The Vendor shall maintain all data elements necessary to support the generation of health
plan rosters, capitation payment processing, and other managed care functions, and assure
eligibility certification agreement to procedures adopted.

3.03.007

The Vendor shall maintain at least sixty (60) days of recipient data transmissions received
from the Agency in case of system problems.

3.03.008

The Vendor shall maintain a data base of current recipient eligibility data, including TPL and
Managed Care with daily updates of recipient data from the Agency. This information shall be
used for FFS and encounter claims processing to ensure that the most current recipient data
is used for correct payment.

3.03.009

The Vendor shall generate and deliver to Medicaid or store all recipient reports identified on
the Alabama MMIS Reports Listing located in the Procurement Library.

3.03.010

The Vendor shall provide capability for meeting ANSI ASC X12 (HIPAA) 5010 electronic data
interchange transaction sets for eligibility transactions and plan enroliments as they become
available.

3.03.011

The Vendor shall maintain a data base of current recipient eligibility data; including TPL and
Managed Care with daily updates of recipient data from the Agency, to support provider
inquiry and billing (e.g., automated voice response, dial-up eligibility verification inquiries,
electronic transactions, web or point of service inquiries.

3.03.012

The Vendor shall notify the Agency in writing, with documentation, of suspected recipient,
provider, employee or sub-contractor fraud within twenty-four (24) hours of identification of the
fraud.
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3.03.013

The Vendor shall make recommendations yearly on any area of improvement in Agency or
fiscal agent activities in the current system. These recommendations must be in writing and
presented in person to the agency before the end of the first quarter of the calendar year.

3.03.014

The Vendor shall produce new and replacement plastic magnetic stripe identification cards
and mail them to the recipient. The magnetic stripe shall contain the recipient name and ID
number. There shall be a number on the card to define the number of times the card has
been issued. The original card shall start with 00 and it shall increment by one (1) for each
additional card issued. New or replacement cards shall be produced within forty-eight (48)
hours of the request and mailed to the recipient within three (3) days of receipt of the request.
There is an average of 23,000 new and replacement cards produced a month. The Vendor
shall issue replacement cards in accordance with current Agency policy.

3.03.015

The Vendor or their sub-contractor shall ensure there is a secure card production environment
with secured vault storage of card stock. The Vendor shall provide written documentation of
the process, a mock up of the card and a copy of the security agreement to the Agency for
approval prior to the production of the first cards. The Vendor shall notify the Agency in
writing (with a mock up of the card) thirty (30) days before any modification in the process or
the security agreement can be implemented. Once the Agency approves the changes the
Vendor has thirty (30) days to update the written documentation.

3.03.016

The Vendor shall maintain and provide maintenance for a dedicated T1 communication line
between the State Data Center in the Capitol Complex and the Vendor's computer for data
transmissions using Connect:Direct File Transfer or a SFTP (Secure File Transfer Protocol)
solution. The data exchanges can occur daily, weekly, monthly, etc. and they include but are
not limited to eligibility (adds, changes), provider, DSS, reconciliation, claims, checkwrite, and
MSIS.

3.03.017

The Vendor shall maintain a minimum of seventy-two (72) months of all recipient and eligibility
data on-line and in DSS starting with the most current seventy-two (72) months. The Vendor
shall provide search capability by recipient ID humber, payee or case humber, Medicare
number, name or partial name, social security number, and the ability to use other factors
such as date of birth to further refine the search by criteria.

3.03.018

The Vendor must notify the Agency of critical operational or system problems (problems that
prevent recipient eligibility verification or claims payment) and discrepancies resulting from the
recipient update process. The next day the Vendor shall provide written documentation of the
problem, the solution and a time or estimated time of completion.

3.03.019

The Vendor shall monitor the eligibility process and notify the Agency weekly of non-critical
operational or system problems. The Vendor shall provide written documentation of the
eligibility errors, process resolution and a time or estimated time of completion. The Vendor
shall receive approval from the Agency before taking any action.

3.03.020

The Vendor shall maintain an on-line real-time panel that allows the Agency to search and/or
update recipient data, including but not limited to partial eligibility, full eligibility, recipients with
no eligibility (head of household/payees only), denied cases, pending cases, restriction/lock-in
data, LTC data, financial application data and patient liability information with effective dates.

3.03.021

The Vendor shall provide a report of lock-in recipients whose eligibility status has changed
monthly on the first day after the recipient monthly updates occur.
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3.03.022

The Vendor shall maintain a recipient system that interfaces or shares data with other vendor
subsystems such as TPL, LTC, EPSDT, Managed Care, etc.

3.03.023

The Vendor shall accept and process on-line, real-time updates to MMIS recipient data, lock-
in data and LTC Data. The Vendor shall provide documentation on the update process and
returning the updated information to the Agency. The process shall be approved by the
Agency prior to going production.

3.03.024

The Vendor shall maintain the minimum data prescribed by Part 11 of the State Medicaid
Manual.

3.03.025

The Vendor shall maintain birth date fields that distinguish recipients who are over one
hundred (100) years old from recipients who are infants or children. The century must be
maintained for all birthdates.

3.03.026

The Vendor shall allow for future birthdates. This will be used for unborn children. For claims
payment the unborn Medicaid id or the mothers Medicaid ID may be used.

3.03.027

The Vendor shall capture retroactive eligibility segments with benefit Plan, issue date, start
date and end date to ensure proper subsequent capitation payment, billing, premium billing,
claims payment, etc. The yearly filing limit for retroactive eligibility shall be based on the issue
date rather than the eligibility start date.

3.03.028

The Vendor shall send a nightly update to the Agency that contains LTC, Managed Care,
EPSDT, Good Cause Indicator and any other recipient data that is maintained by the Vendor
but must be used by the Agency. This file shall be sent to the Agency by 6:00 AM.

3.03.029

The Vendor shall maintain current and historical date-specific eligibility data for Medicare/Buy-
In coverage and other recipient data required to support all MMIS functions.

3.03.030

The Vendor shall maintain recipient subsystem updates from all external sources with an audit
trail that indicates the data that changed and the source of the update.

3.03.031

The Vendor shall accommodate on the lock-in panel multiple pharmacy segments with the
same or overlapping start and end dates with the same or different prescriber license
numbers.

3.03.032

The Vendor shall maintain and cross-reference changes in social security numbers, case ID
numbers and Medicaid numbers. The Vendor shall not use the social security number for
claim payment. The case ID (payee) number must link all Medicaid numbers in a household.

3.03.033

The Vendor shall maintain a process to move a recipient’s claims history from one Medicaid
number to another number as designated by the Agency. The Vendor shall maintain panels
that allow selected Agency personnel to move claims from one Medicaid number to another
on-line real-time. There shall also be a batch process that will be available to move large
guantities of claims for recipients.

3.03.034

The Vendor shall accommodate Medicaid identification number made up of thirteen (13) digits
(at a minimum) the number will be supplied by the Agency. The Medicaid ID number is
comprised of a twelve (12) digit number with a check digit. The check digit is required for any
inquiries or transmissions by the provider.
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3.03.035

The system shall have table driven option Maintain flexibility in coding structures, such as
recipient aid categories and program identifiers, to support changes to claims processing and
reporting requirements.

3.03.036

The Vendor shall identify potential duplicate recipient records during update processing and in
special batch processing. The vendor shall produce a report daily by 7:00 AM and the report
shall be stored in COLD.

3.03.037

The Vendor shall create and transmit eligibility and TPL file extracts for use in automated data
matches with private insurance carriers and state, city, county and federal agencies as
requested by the Agencies.

3.03.038

The Vendor shall create Medicaid eligibility extracts for Medicare according to the CMS
schedule. The file shall be transmitted or uploaded to Medicare per their specifications. The
extracts shall include Medicaid recipients with current eligibility or recipients whose eligibility
has been terminated within the past twelve months and recipients with current Medicare
coverage. The extract shall include all recipients with Medicare Part A, Part B and Part B-
DMERC. The data in the extract shall contain the data required by Medicare and be in the
format defined by Medicare.

3.03.039

The Vendor shall produce recipient error listings of update transactions daily.

3.03.040

The Vendor shall apply the buy-in data from all AMAES updates and the data from the
Medicare Electronic Data Base (EDB) file using an Agency defined process. The Agency
defined process identifies the criteria the Vendor shall use to define the Medicare A & B
coverage segments including Medicare ID, start and end dates.

3.03.041

The Vendor shall utilize the Medicare A or B segments for processing Medicare Part D claims.
The start and end dates for Part A or Part B segments shall also be used for Part D coverage.

3.03.042

The Vendor shall have a panel that displays the Medicaid ID numbers for all family members.
The case number or payee number shall be used to access the information.

3.03.043

The Vendor shall maintain a process to merge (link) recipients with more than one record.
The Vendor shall also maintain a process to unmerge (un-link) two or more recipients that
have been merged in error. The merges may be sent as part of the nightly update files or a
request by e-mail.

3.03.044

The Vendor shall not allow a recipient to be assigned to a provider who is inactive.

3.03.045

The Vendor shall maintain Recipient, Pharmacy & Provider Lock-in data and panels. The
MMIS shall accept on-line real-time updates to the lock-in panels.

3.03.046

The Vendor shall provide the recipient, physician and pharmacy lock-in data in DSS as
requested by the Agency.

ITB #10-X-2205737 3-39




Section 3 — Requirements

New #

Recipient Requirements

3.03.047

The Vendor shall maintain a process to generate recipient claim history requests and show all
claims, adjustments, and financial transactions that have occurred for the selection
parameters requested. The process shall access all claims history and all claim types. The
reports shall be produced within one (1) day of the request and shall be printed on single-
sided paper and delivered to the Agency in the standard mail run. Due to the one day turn-
around requirement, the reports shall be produced from the MMIS (DSS is not updated
nightly). The reports shall be produced by recipient (including merged recipient ID numbers)
not claim type. The report shall include a description of procedure, drug, diagnosis, error
codes and provider name.

3.03.048

The Vendor shall provide on-line real-time add/update capability to selected data fields on the
Medicare Coverage Panels by a limited number of designated Agency staff.

3.03.049

The Vendor shall accept LTC applications from the LTC Notification Software. The eligibility
of the applicant shall be verified using the AMAES Recipient information that is transmitted to
the vendor nightly.

3.03.050

The Vendor shall create and transmit a monthly recipient reconciliation file on a schedule
defined by the Agency. The Agency will use the vendors file to verify the recipient updates
were made correctly.

3.03.051

The Vendor shall maintain the original Medicaid id for each recipient. There shall also be a
recipient cross reference file that maintains the history of all Medicaid ID's assigned to a
recipient.

3.03.052

The Vendor shall process changes in Medicaid ID's for recipients. These changes will be
included in the nightly, monthly and Annual updates. The vendor shall link a recipient's data
when it is indicated on the file or unlink the recipient's data. This includes changes across all
subsystems including but not limited to: Claims, TPL, LTC, PA and Managed Care. The
process shall be defined, documented and approved by the Agency.

3.03.053

The Vendor shall make manual changes to recipient data as requested by the Agency. The
changes shall be made in two (2) days of the request. This includes but is not limited to
recipient social security number, county number and date of birth.

3.03.054

The Vendor shall allow a pharmacy lock-in segment for controlled drugs (or any other
medications identified by the Agency) to be assigned to a recipient with a valid prescriber
license number or no prescriber license numbers. If the segment contains a valid license
number the recipient shall be eligible to receive controlled substances (or any other
medications identified by the segment). If the segment does not contain a prescriber license
number it will prevent the recipient from receiving any controlled substances (or any other
medications identified by the segment).

3.03.055

The Vendor shall allow lock-in segments to be entered on recipients regardless of their current
eligibility status.

3.03.056

The Vendor shall provide the ability to create provider dummy number to be used for lock-in
assignment to the recipient. This shall prevent recipient lock-in claims from paying before the
recipient is actually assigned a lock-in provider. This must be available when the system goes
live.
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3.03.057

The Vendor shall provide the ability to create pharmacy dummy number to be used for lock-in
assignment to the recipient. This shall prevent recipient lock-in claims from paying before the
recipient is actually assigned a lock-in pharmacy. This must be available when the system
goes live.

3.03.058

The Vendor shall allow multiple lock-in segments for a recipient. Each segment shall have a
start date, end date and provider ID.

3.03.059

The Vendor shall maintain an audit trail of all changes to lock-in data. This audit trail shall
include but not be limited to before and after field values, user id and date/time stamp.

3.03.060

The Vendor shall create and maintain a list(s) of non-controlled drugs identified by the
Agency. The Agency shall notify the Vendor of any new list or any drugs to be added to an
existing list.

3.03.061

The Vendor shall create and maintain a list of controlled drugs. The list shall be included in
standard updates such as but not limited to the drug data warehouse vendor updates.

3.03.062

The Vendor shall have recipient eligibility inquiry that allows the provider to input the parent's
(payee/case) Medicaid ID and the date of birth of the child in the household for which you
want to obtain the Recipient Medicaid ID number. The search result shall return the Medicaid
ID and information for that specific child.

3.03.063

The Vendor shall produce a monthly report of recipients that have exceeded their benefit limits
during the current year. There shall be another report that identifies recipients that have
exceeded their benefit limits during the previous year. Recipients may exceed their benefit
limits due to system errors and/or forced claims. These reports are to be produced monthly
after the last checkwrite of the month and will be available in COLD the first day after the last
check write of the month.

3.03.064

The Vendor shall maintain a call center with a toll free number for recipient calls. The Vendor
shall also have a dedicated toll free number for TDD/TYY equipment.

3.03.065

The Vendor's Call Center shall process phone request on-line and real-time at the time of the
call. The paper request will require a paper response. The system updates shall occur within
one day of the receipt of the request. The return response shall be mailed within two (2) days
of receipt of the request.

3.03.066

The Vendor's call center shall process the following request:
* Patient 1% forms (Form 349)
* Patient 1st county codes reassignments
* Patient 1st exemptions
* Patient 1st doctor assignment requests
* Removal of Medicare recipients assigned to Patient 1%,

3.03.067

The Vendor shall respond to inquires or discuss the following information with recipients:
* Claim status all Medicaid programs
* Medicaid coverage information for prescription drugs based on a NDC lookup
* Program eligibility verification for recipients (inquiries from recipients or providers).

3.03.068

At the time of the call, the Vendor shall provide basic recipient eligibility assistance and
answer questions for all aid category groups including eligibility requirements and how and
where to apply.
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3.03.069 | The Vendor shall accept and resolve calls from recipients related to eligibility inquires

including but not limited to:
descriptions of appropriate types of citizenship and identity forms and assistance with
helping callers find out how to get the documents.

3.03.070 | The Vendor shall provide application status (pending=P; awarded =A; denied=D; and
terminated =T) to applicants. For pending cases (if application was received less than forty-
five (45) days from the date of the call, the Call Center Representative shall check the file to
see if the application shows up in the system as pending. If so, respond that the case is
pending. If it does not show up in the system, respond that Medicaid has forty-five (45) days to
process a case and the application may not have been entered into the system yet. Advise
them to check back in 7-10 days. If the application was received more than forty-five (45)
days from the date of the call, then refer to the assigned caseworker using the caseworker file
to look up the workers name and phone number. For denied cases then refer to the assigned
caseworker using the caseworker file to look up the worker’'s name and phone number. For
terminated cases instruct the individual to complete another application [mail the appropriate
applications to the individual and/or direct them to the web application]).

3.03.071 | The Vendor shall discuss benefit limits for all programs.

3.03.072 | The Vendor shall answer policy questions about claims for all programs.

3.03.073 | The Vendor shall initiate Non-Emergency Transportation (NET) vouchers requests. The
following information will be captured during the intake process and passed to the NET office:
* Date of Request
* Requester’s Name
* Requester’s Relationship
* Requester’s Phone Number
* Recipient Number
* Recipient Name
* Recipient Date of Birth
* Recipient Address
* Recipient Phone Number
* Recipient Information on file
* Recipient’s Doctor
* Doctor’s Address
* Doctor’s Phone Number
* Appointment Date
* Appointment Time
* Reason for Appointment
* Mode of Transport
* |f recipient is confined to a wheelchair
* Diagnostic reason for wheelchair bound
* |f special transportation assistance is required.

3.03.074 | The Vendor shall transfer recipient calls to the NET office for follow up on previously
requested vouchers.

3.03.075 | The Vendor shall refer all calls pertaining to the Medicare Part D program or Low Income

Subsidy Program to either the Social Security Administration (SSA) or the local Area Agencies
on Aging.
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3.03.076

The Vendor call center phone request include:

* Patient 1% doctor assignment requests

* Replacement Medicaid card requests for recipients from the Agency, SOBRA workers, or
Medicaid Recipients

* Requests for temporary Medicaid cards

* Respond to providers request for eligibility verification by fax or phone.

3.03.077

The Vendor shall update eligibility file change requests received via phone and/or web
application to change name, address, sex code, phone number, county code, marital status,
and/or race for MLIF, SOBRA, and Plan First certified cases.

3.03.078

The Vendor shall update the eligibility file change requests received via phone and/or web
application to change address, phone number, and marital status of the beneficiary and
update sponsor’s address and phone number for District Office (Elderly & Disabled) certified
cases. For marital status changes, the spouse’s name, address, SSN & DOB must be
verified.

3.03.079

The Vendor shall notify the assigned Agency worker of a requested change when an error
message is returned after attempting to update the eligibility file. The call center
representative shall capture supporting documentation such as screen prints, data entered
and any other data requested by the Agency. The supporting documentation shall be sent to
the assigned Agency worker within one (1) day.

3.03.080

The Vendor shall screen calls for District Offices and Family Certification workers by
answering eligibility questions for various Medicaid eligibility programs. These include:

* Nursing Home eligibility

* |ICF/MR eligibility

* HCBS eligibility

* Post extended hospital care eligibility

* Medicare Savings Programs (QMB, SLMB, QI1, QDWI) eligibility

* SSI cases such as Disabled Adult Child (DACs), Retroactive SSI, PICKLE, widow/widower
eligibility

* Pregnant women and children (SOBRA Medicaid)

* Medicaid for Low Income Families.

3.03.081

The Vendor shall receive, log, and file returned Medicaid cards that failed to be delivered to
the recipient.

3.03.082

The Vendor shall keep all returned Medicaid cards in a secure location such as a locked file
cabinet or safe for six (6) months in case the recipient calls for the card. After six (6) months
the Vendor shall destroy the card in a chipper style shredder and discard in the trash.

3.03.083

The Vendor shall refer recipients to apply online at www.insurealabama.org for SOBRA/MLIF
Medicaid, ALL KIDS, and Alabama Child Caring Programs when the recipient has access to
the Web. The Vendor shall answer questions about the web applications and requirements.

3.03.084

The Vendor shall transfer the call to the assigned caseworker at the District Office, if the call
pertains to a case that has been awarded, pended, is in progress, or has been denied.
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3.03.085 | The Vendor's shall address policy questions for the following programs:
* Nursing Homes
* Hospice
* Home Health
* DME
* Private Duty Nursing Program
* |ICF/MR Facilities
* Elderly and Disabled Waiver
* Living at Home Waiver
* Mentally Retarded Waiver
* State of Alabama Independent Living Waiver (SAIL)
* Technology Assisted Waiver for Adults (TA)
* AIDS Waiver
* MR/DD Waiver.

3.03.086 | Before and after business hours, the Vendor shall have all units:
* Listen to Frequently Asked Questions recordings
* Check claim Status using interactive menus
* Check Medicaid eligibility using interactive menus.

3.03.087 | The Vendor shall supply a phone system that routes calls to representatives based on
responses to the prompts played to the caller. The caller will be able to select one of 8
different paths as listed in Requirements 3.03.088 - 3.03.95.

3.03.088 | The Vendor shall have the AVRS selection 1 as Automated Claims Status and Verification of
Coverage.
Recipients shall be able to call twenty-one (21) hours per day, seven (7) days per week, to
hear the status of a claim or to verify Medicaid coverage via the Automated Voice Response
System. The caller shall be prompted to enter key information such as the recipient number
using a touch-tone phone to retrieve the information from the system. Routine maintenance
shall be scheduled between 2AM and 5AM daily.
The Vendor shall implement a redundant automatic voice response system (AVRS). This
Vendor shall provide two (2) AVRS systems which shall provide redundancy and support the
current Provider AVRS and the new Recipient Call Center AVRS. Each AVRS shall operate
concurrently, sharing the load. Should one of the two systems fail, the other shall support
both the Provider AVRS and the Recipient Call Center system until service can be restored.

3.03.089 | The Vendor shall have the AVRS selection 2 as Application Requests.

Recipients and potential applicants shall be able to call twenty-four (24) hours per day, seven
(7) days per week, to request an application for a Medicaid program. By making touch-tone
responses to the telephone system prompts, callers shall be directed to one of four voice mail
boxes where they shall be able to leave their name, address, city, state, and zip code.
Recipient Call Center staff members shall collect the information from these mailboxes and
send the applications to the requesting party.
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3.03.090

The Vendor shall have the AVRS selection 3 as Frequently Asked Questions.

Recipients and potential applicants shall be able to call twenty-four (24) hours per day, seven
(7) days per week, to hear responses to Frequently Asked Questions (FAQ). By making touch
tone responses to the telephone system prompts, callers shall be able to navigate through the
FAQ menu to hear information provided by the Medicaid Agency to the recipient community.

3.03.091

The Vendor shall have the AVRS selection 4 as Report Fraud Recording

Recipients who choose this menu option shall hear a recording directing them to immediately
call the Medicaid Fraud Hot-Line number at 1-866-452-4930.

3.03.092

The Vendor shall have the AVRS selection 5 as Recipient Inquiry Unit

The majority of calls to the Recipient Inquiry Unit currently are related to the Patient 1st
program. The calls received shall include replacement ID card requests, temporary ID card
requests, program application requests, and eligibility file error correction requests. SOBRA
workers may contact the RCC to request the replacement of recipient Medicaid card requests
via mail, phone, or fax.

3.03.093

The Vendor shall have the AVRS selection 6 as Customer Service Unit.

The Customer Service Unit shall answer a wide variety of questions. Call Center
Representatives shall verify and update multiple data elements on the Recipient Eligibility
Master File. They shall answer eligibility, policy, benefit, and claim status questions. In
addition, they will perform the initial intake process for the Agency’s NET unit. Basic
information shall be obtained regarding the callers’ transportation request and the request will
be electronically routed to the Agency NET Unit for follow-up.

3.03.094

The Vendor shall have the AVRS selection 7 as Long Term Care (LTC) Unit.

The Vendor staff in the Long Term Care unit shall be thoroughly familiar with LTC policies and
procedures. They shall be trained and prepared to answer in-depth eligibility and policy
questions.

3.03.095

The Vendor shall have the AVRS selection 8 as E-Mail or Fax directly to Recipient Call
Center.

A single e-mail address shall be provided to allow recipients to send their question or request
directly to the call center. Call center representatives shall be assigned to monitor the inbox
and respond to the recipient using secure email methods if PHI is included in the text of the
message. Recipients may also fax a question or request to the call center. Call center
representatives shall be able to fax a response to the sender if requested.

3.03.096

The Vendor shall supply a phone system that can be utilized to perform Quality Assurance
functions. Calls may be recorded on-demand or based upon a specific call monitoring
schedule. The intent is to routinely monitor/record calls to measure the performance of our
Call Center Representatives. Calls shall be randomly monitored for all Call Center
Representatives. Monitoring frequency shall be increased for any representative that exceeds
a pre-set error threshold. The representatives shall be rated on the following skills:

* Did the representative follow the call center etiquette procedures?
* Did the representative identify themselves to the caller?
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* Did the representative follow call center handling policies?

* Did the representative listen and probe effectively?

* Did the representative utilize research materials appropriately (e.g., AMMIS screens,
Resolutions manuals)

* Did the representative read and interpret records accurately?

* Did the representative exhibit courtesy and empathy?

* Did the representative use good grammar and speak clearly?

* Did the representative close the call correctly by verifying the action taken and explaining
any follow-up activities?

Any call that was not handled correctly shall be reviewed with the representative.

3.03.097

The Vendor shall operate the RCC from 8 AM to 4:30 PM, Monday through Friday, on
standard Vendor business working days. The call center will remain staffed until 5 PM to
answer the calls remaining in the queue. The Vendor shall transfer calls to the Agency
Central Office or District Offices in accordance with the Recipient Call Center Operations
Manual.

3.03.098

The inbound toll-free and outbound long distance phone expenses will be captured for
rebilling to the Agency as a pass-through expense.

3.03.099

The outbound mail expenses will be captured for rebilling to the Agency as a pass through
expense. Any costs incurred for mailings that require an outside mailing vendor will be passed
through to the Agency.

3.03.100

The Vendor shall access the Agency's multi lingual interpreter service contract currently in use
to acquire interpreter service for foreign languages other than Spanish. The Vendor shall
provide a minimum of three (3) bi-lingual (English/Spanish) representatives to assist Spanish
speaking clients in completing Medicaid applications, renewals and changes. All
requirements for providing live assistance to recipients shall be met regardless of the
language spoken by the caller.

3.03.101

The Vendor shall establish four (4) voice mail boxes for Medicaid Program application. The
Vendor shall not require a Medicaid number or Social Security Number to be entered in order
to request an application. The Vendor shall establish mail boxes for requests as follows:

1. Form 204/204 - Nursing Home, ICF/MR, Home and Community Based Waiver, and SSI
Related

2. Form 211 — Application for Medicare Savings for Qualified Beneficiaries, ALL Kids, the
Alabama Child Caring Foundation.

3. Form 291 and 291B-S - SOBRA Medicaid and Medicaid for Low Income Families (MLIF)
and the Spanish version used to apply for SOBRA, ALL Kids, or the Alabama Child Caring
Plan

4. Form 357 - Plan 1st (Family Planning Wavier)

3.03.102

The Vendor shall not allow recipients access to RCC staff voice boxes to leave messages for
callbacks.

3.03.103

The Vendor's RCC staff shall have update and inquiry capabilities to the necessary Agency
on-line screens or the Agency will be willing to make the necessary modifications to allow for
data transfer.
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3.03.104

The Vendor shall process Form 349 (Patient lgt). The Vendor shall shred paper copies of the
form when processing is complete. The Vendor shall delete electronic forms from storage
when processing is complete.

3.03.105

The Vendor shall use Agency provided program paper applications necessary for meeting the
recipient’s requests.

3.03.106

The Vendor shall use Agency provided envelopes for mailing applications and Medicaid cards
to recipients.

3.03.107

The Vendor shall provide two locking filing cabinets for the storage of returned Medicaid
cards.

3.03.108

The Vendor will transfer District Office calls to the local phone number of the District Office.
The cost of the call will be captured and re-billed as with any transferred call. If at any point in
the future, the Agency provides toll free numbers at each District Office, the Vendor will
transfer the call to the toll free number at the Agency’s request.

3.03.109

The Vendor shall accept calls from recipients making the initial request for non-emergency
transportation which would result in the submission of a NET request form. The Vendor shall
answer calls that can be resolved by checking the Agency’s NET system screens such as
confirming that a voucher has been issued.

3.03.110

The Vendor shall provide staffing levels for the RCC to achieve a one and a half minute or
less hold time with an 8.5% or less abandonment rate after fifteen (15) seconds. Therefore,
an answer rate of 91.5% or greater has been targeted.

3.03.111

The Vendor shall submit form using Forms iQ and Feith Workflow for the purpose of
communicating to the Agency calls that require Agency intervention from the NET unit. This
form will be for changes or cancellations to previously requested vouchers or the reporting of
lost vouchers.

3.03.112

The Vendor shall provide before and after screen shots for eligibility file updates. These
screens shots shall be sent to the Agency on a daily basis.

3.03.113

The Vendor shall process Patient 1st exemptions received in writing, by mail or fax, from an
institution, group home or Department of Human Resources (DHR). The Vendor shall retain
written notices for one year, then shredded for disposal.

3.03.114

The Vendor shall accept reports of birth from parents, hospitals, or providers by phone or fax
and update the AMAES system.

3.03.115

The Vendor shall perform quality assurance on the phone system prompts to verify the caller
can reach their desired destination. The Vendor shall develop a QA plan that will be approved
by the Agency. The plan shall include scenarios to be tested and a monthly report on the QA
tasks, results and changes. The Vendor shall investigate any complaints by the recipients
concerning problems with the telephone prompts. The complaint, the results of the
investigation and any changes made shall be included in the monthly QA report. The Vendor
shall also test all paths for the phone system prompts any time a change is made to the
prompts. The paths tested and the results of the test will be included in the monthly QA
report.

3.03.116

The Vendor shall provide an Alabama Medicaid Interactive Web Site which requires an entry
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of the Recipient ID and their Date of Birth to access a Recipient's data.

3.03.117

The Vendor shall provide an Alabama Medicaid Interactive Web Site which allows Recipients
the option to report changes via the web. The recipient web application shall allow the
recipient to print an Agency approved change form and provide a Vendor e-mail, a Vendor fax
number and a Vendor mailing address for form submission. The Vendor shall update the
AMAES application within one (1) day of receipt of the change from the web, fax, e-mail or
mail. This applies to updates referenced in Requirements 3.03.077, 3.03.078, 3.03.119,
3.03.122, & 3.03.123.

3.03.118

The Alabama Medicaid Interactive Web Site shall provide in response to the Recipient
entering their Recipient ID and Date of Birth the following information:

- Recipient Name

- Recipient Status (Active or Inactive)
- Patient 1st Doctor Name, Address and Telephone Number

The Recipient status if active shall identify the "through date.

3.03.119

The Alabama Medicaid Interactive Web Site shall allow Recipients to view available Providers
based on provider enroliment criteria such as but not limited to number of current patients or
proximity to the Recipient's location. The Recipient shall be able to select a Patient 1st
Provider from the list of available Providers. At the time of the selection, the web application
shall notify the recipient of the effective date for the selected Provider.

3.03.120

The Alabama Medicaid Interactive Web Site shall allow the Recipient to request a
replacement card. The Vendor shall issue replacement cards in accordance with current
Agency policy. The web application shall allow recipients to print the Agency approved
Medical Services Eligibility Verification (MSEV) form.

3.03.121

The Alabama Medicaid Interactive Web Site shall provide the Recipient with benefit limits
used and benefits available for those services for which they are eligible. The benefit used
and available shall identify the "as of date".

3.03.122

The Alabama Medicaid Interactive Web Site shall allow the recipient to submit an Agency
approved change request on-line real-time. The change request shall allow the recipient to
change the following information:

- Address

- Home Phone with Area Code

- Cell Phone

- E-mail Address

- Marital Status

- Sponsor Address

- Family Changes,

- Income Changes,

- Expense Changes,

- Insurance Changes,

- Report of Death,

- Ability to close a Medicaid Account or withdraw an Application, and
- A free text area to enter other change information with an effective date for the change.

The Vendor shall receive the information entered on the web and make the changes in the
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AMAES application within one (1) day of receipt.

3.03.123

The Vendor shall process change requests received via phone and/or web application
concerning modifications to a recipient’s case. These changes include:

- Update the entire name, date of birth, and SSN for newborns, previously unborn.

- Update screens to reflect reported changes to TPL insurance status, Request and forward
a copy of the insurance card and policy to TPL.

- Refer changes or questions concerning SSI cases to the appropriate Social Security
Office.

3.03.124

The Vendor shall provide assistance, both via a live person and voice recorded Q & A’s with
zero out to a live person to potential beneficiaries who are not yet eligible and cannot access
information by entering a Medicaid number.

3.03.125

The Vendor shall provide assistance to applicants with applying online or via paper
application. The Vendor shall answer questions about the application and eligibility
requirements.

3.03.126

The Vendor shall provide to the Agency monthly call status reports produced by the telephone
system as defined by the Agency.

3.03.127

The Vendor shall provide assistance to recipients completing annual renewals.

3.04 Reference Requirements

The Reference Data Maintenance function maintains a consolidated source of reference
information that is accessed by the AMMIS during performance of claims and adjustment
processing functions, prior authorization functions, Third Party Liability (TPL) processing. The
Reference Data Maintenance function also supports AMMIS reporting functions.

The Reference Data Maintenance function consists of the following logical data groupings:

¢ Benefit Plan - data set identifying a group of covered services (benefits) that are granted to a
member who is deemed eligible for the services the benefit plan represents. Benefit Plan
configuration includes:

o Coverage Rules detailing restrictions for services within a Benefit Plan.

o Reimbursement Rules for selecting a payment method to reimburse a Provider for
services provided to an eligible member.

o Billing Rules classifying services a Provider can bill within a contract.

e Diagnosis - data set utilizing the International Classification of Diseases, Ninth Revision
(ICD-9) coding system and diagnosis coding.
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e Drug - data set of eleven (11) digit National Drug Codes (NDC) including descriptive and
pricing information for each code.

e Edit/Audit Criteria - data used to enforce Agency policy in adjudicating claims. The edit
function verifies the accuracy, validity, required presence, format, consistency, allowable
values, and integrity of data submitted. The audit function compares the data of a claim in
process with other claim data in paid claims history to determine the appropriateness of the
service reflected on the claim in relation to other services received by the member.

e ICD-9-CM Procedure - data set that contains International Classification of Diseases, Ninth
Revision, Clinical Modification procedure codes used for inpatient hospital billing.

e Modifier - data set that contains codes used to further describe and qualify services provided.

e Procedure - data set that contains CMS Health Common Procedure Coding System
(HCPCS) procedure codes, Common Procedure Terminology (CPT) procedure codes
including descriptive and pricing information for each code.

e Revenue codes - data set for use in processing claims for hospital inpatient and outpatient
services including descriptive and pricing information for each code.

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the Reference Data Maintenance functions.

New # Reference Requirements

3.04.001 | The Vendor shall provide on-line real-time updates to all drug information relating to pharmacy
program policy and pricing.

3.04.002 | The Vendor shall maintain all data warehouse vendor fields related to drug pricing and drug
information on the weekly file updates no later than Sunday with report delivery to the Agency
the next business day.

3.04.003 | The Vendor shall perform adhoc Reference file/database updates upon receipt of an OPR
(Operations Request) from the Agency within three (3) days unless otherwise directed by the
Agency.

3.04.004 | The Vendor shall develop, maintain, and distribute Reference file/database update reports
(electronic and paper versions) the next business day.

3.04.005 | The Vendor shall review all reference file updates to ensure the integrity of data before the
updates are applied for on-line and batch processes. This includes but is not limited to the
prevention of adding overlapping dates, invalid dates, invalid codes, invalid benefit plan
combinations, etc.

3.04.006 | The Vendor shall validate and suggest, for Agency approval, prepayment and medical review
criteria within one (1) day of validation.

3.04.007 | The Vendor shall maintain trauma and accident indicators for identified procedures and

diagnoses on-line real-time.
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3.04.008

The Vendor shall establish relationships between provider type and each procedure or service
for which they are authorized to bill and be paid. This Information shall be available on-line
real-time.

3.04.009

The Vendor shall provide on-line real-time search capability to identify all procedure codes
within a Provider Contract.

3.04.010

The Vendor shall update and process retroactive rate changes as they relate to providers or
procedures and reprocess claims in history within two (2) checkwrites.

3.04.011

The Vendor shall update and process retroactive rate changes for Nursing Homes.

3.04.012

The Vendor shall update and process Medicaid policy changes as they relate to medical
procedures and limitations when submitted by the Agency. The Vendor shall provide test
results for approval prior to implementation as directed by the Agency.

3.04.013

The Vendor shall test changes to the drug file and receive approval from the Agency prior to
implementation.

3.04.014

The Vendor shall notify the Agency of any newly approved drug products identified during the
weekly drug file updates by the next business day.

3.04.015

The Vendor shall, without notification from the Agency, retrieve from the CMS website the
annual ICD-9/10, Diagnosis and Surgical procedure codes. The information is available in
August and will be applied by Sept 15th with an effective date of Oct 1st to the highest level of
specificity.

3.04.016

The Vendor shall provide an Annual analysis to the highest specificity of the impacts that
result from the ICD 9/10 Diagnosis and Surgical Procedure code updates. The analysis shall
include but not be limited to:

- new code to similar code/deleted code,
- age,

- gender,

- BPA (Benefit Plan Administration),

- recipient plan,

- edits/audits,

- diagnosis groups and

- ICD Surgical procedure groups.

The Vendor shall provide the analysis to the Agency by the first business day of September.

3.04.017

The Vendor shall apply updates from the annual ICD-9/10, Diagnosis and Surgical procedure
codes once approved by the Agency to the appropriate reference files/database tables by Oct
1st.

3.04.018

The Vendor shall maintain on-line real-time a diagnosis data set of medical diagnosis codes
utilizing ICD-9/10 coding system, which can maintain relationship edits for each diagnosis
code, including:

- Age

- Sex

- Place of service

- Prior authorization

- Inpatient length of stay criteria
- Description of the diagnosis

- Accident-related indicator
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3.04.019 | The Vendor shall maintain multiple pricing methodologies by NDC number to be updated as
part of the weekly drug file update process. The Vendor shall provide a report of changes to
the Agency the next business day.

3.04.020 | The Vendor shall maintain the capability to apply at the NDC level all pricing methodologies
such as but not limited to FUL (Federal Upper Limit), AWP (Average Wholesale Price), WHN
{Wholesale Acquisition Cost (WAC)}, DOJ (Department of Justice) and MAC (Maximum
Allowable Cost).

3.04.021 | The Vendor shall, without Agency notification, retrieve the annual HCPCS update file from
CMS website. The information is available in November.

3.04.022 | The Vendor shall provide an annual cross-reference of new/replacement codes to their original
values to ensure an audit trail for quality assurance and other claim audits. The Vendor shall
provide analysis of all impacts that occur as a result of the annual HCPCS code update such
as but not limited to:

- new code to similar code/deleted code
- modifiers

- age

- claim type

- quantity

- unit type

- place of service

- pricing

- gender

- diagnosis

- CLIA values

- provider contracts

- edits/audits

- reimbursement rules

- BPA rules

- prior authorizations

- procedure groups.

The Vendor shall provide the analysis to the Agency the first Monday in December.

3.04.023 | The Vendor shall apply HCPCS updates once approved by the Agency to the appropriate
reference files/database tables by January 1st with an effective date of January 1st. The
Vendor shall apply associated rate updates in accordance with the pricing chapter of the
Claims Processing Manual. The Vendor shall suspend all claims impacted by the HCPCS
update, if Agency approval is not received by Dec 31st. The Vendor shall include modifiers
as part of the annual HCPCS update. The Vendor shall maintain a description of the
procedure codes that match the HCPCS definition up to one hundred sixty (160) characters in
length.

3.04.024 | The Vendor shall update reference information on-line real-time with any change relating to
Reference policy and pricing.

3.04.025 | The Vendor shall perform batch updates of Reference file/database information from other
update services (e.g., HCPCS, ICD-9/10, CPT, and NDC). The updates shall be done using
maintenance hours.

3.04.026 | The Vendor shall designate and provide a Code Set Coordinator to implement federally

mandated updates such as HCPCS and ICD-9/10 and make recommendations to the Agency
regarding fee schedules, policy, and pricing.
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3.04.027

The Vendor shall obtain Medicare Pricing Profiles on an annual basis and review them and
other CMS Medicare policy statements to ensure conformance of Alabama reimbursement
policy and MMIS pricing logic with Federal requirements regarding Medicare pricing or CMS
changes. Certain procedures cannot be reimbursed at an amount greater than Medicare's
allowed amount. The Vendor shall notify the Agency of any pricing noncompliance or CMS
changes, according to Agency specifications for each POS and their impact on Alabama
reimbursement policy and MMIS pricing logic immediately. The Vendor shall update Medicaid
pricing file within thirty (30) calendar days from the Agency's approval date.

3.04.028

The Vendor shall retrieve and process the Medicare Fee Schedules and compare to Alabama
Medicaid's fee schedule. The Vendor shall provide the comparison report to the Agency
within three (3) days of request.

3.04.029

The Vendor shall retrieve the monthly Medicare Focus Bulletins and other Medicare Policy
changes and review jointly in a face-to-face meeting with Agency staff on the last Wednesday
of each month. Any changes identified and approved from the face-to-face meeting shall be
completed within three (3) days of receipt of OPR.

3.04.030

The Vendor shall use Medicare Place of Service (POS) in all POS fields.

3.04.031

The Vendor shall provide consultation to Agency staff regarding medical policy and pricing and
provide assistance with the understanding and development of both no later than one (1) day
following request.

3.04.032

The Vendor shall identify and advise the Agency of proposed changes to edits and audits to
enhance processing and efficiency and implement changes within three (3) days of Agency
approval.

3.04.033

The Vendor shall maintain input and output codes to reflect editing of claims prior to and
following TPL Matrix editing.

3.04.034

The Vendor shall update and utilize for claims processing the Medical Criteria and Parameter
Files as approved or directed by the Agency upon receipt of an OPR (Operations Request)
from the Agency within three (3) days unless otherwise directed by the Agency.

3.04.035

The Vendor shall establish prices for procedure codes in accordance with the Pricing Chapter
of the Claims Processing Manual. The Vendor shall compare the established prices for
procedure code to the Pricing Chapter of the Claims Processing Manual quarterly and report
changes to the Agency within three (3) days of the review.

3.04.036

The Vendor shall recommend prices for those procedure codes which contain no price on file
in accordance with the Pricing Chapter of the Claims Processing Manual. The Vendor shall
use recommended pricing for claims processing pending approval by Agency. The Vendor
shall supply the Agency a list of all recommended pricing updates with supporting data for
approval weekly. In the event Medicaid approves a pricing amount different from that
recommended by Vendor, the Vendor shall adjust those claims that have been paid using the
recommended rate to the approved amount. Currently, approximately sixty-five (65) claims
per month are manually priced by Vendor.

3.04.037

The Vendor shall review all Physician drug code list (non-pharmacy drugs) covered by the
Medicaid Program semi-annually, with dates to be approved by Agency. The Vendor shall
revise and update prices to be effective on dates defined by the Agency as specified in the
Pricing Chapter of the Claims Processing Manual.

3.04.038

The Vendor shall publish the Physician drug code list (non-pharmacy drugs) in the provider
billing manual on a quarterly basis. The Vendor shall provide updates through provider
bulletins, on CD with the Provider Manual and on the Alabama Medicaid website.
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3.04.039

The Vendor shall publish the ASC (Ambulatory Surgical Center/Outpatient Hospital) list in the
provider billing manual on a quarterly basis. The Vendor shall provide updates through
provider bulletins, on CD with the Provider Manual and on the Alabama Medicaid website.

3.04.040

The Vendor shall compare Medicaid prices for clinical diagnostic laboratory services to the
CMS national laboratory fee schedule "cap median" prices as they are retrieved from CMS
website. The Vendor shall provide a comparison to Medicaid for review and/or approval no
later than the end of January of each year. Under normal circumstances, the Vendor shall
perform this comparison annually but the Agency may request the comparison on an as
needed basis which the Vendor shall complete within three (3) days of receipt of request.

3.04.041

The Vendor shall produce and mail, semi-annually, with dates to be approved by the Agency,
an Agency approved listing of practitioner license numbers to all pharmacy providers and
other Medicaid providers on CD with the Provider Manual as requested. The Vendor shall
include on the listing the license number and physician name for all records on file.

3.04.042

The Vendor shall provide the capability to update the Preferred Drug List (PDL) on-line real-
time and produce a daily report of updates.

3.04.043

The Vendor shall provide the Agency with on-line real-time search and update capabilities to
all Reference files with search by code and/or description depending upon the file or table
being accessed.

3.04.044

The Vendor shall review all edits and audits currently in place (the current MMIS) and provide
end to end test results to ensure edits and audits are working properly.

3.04.045

The Vendor shall deliver weekly, monthly, bimonthly, and quarterly reports indentified in the
Alabama MMIS Reports Listing located in the Procurement Library.

3.04.046

The Vendor shall maintain Agency-approved updates for all reference files, including but not
limited to: procedure; drug; diagnosis; provider-specific procedure pricing; recipient and/or
program-specific pricing; edit/audit criteria, including medical policy and third party criteria; and
edit disposition files.

3.04.047

The Vendor shall accept and maintain the minimum data prescribed by Part 11 of the State
Medicaid Manual.

3.04.048

The Vendor shall maintain on-line real-time a diagnosis data set of medical diagnosis codes
utilizing ICD-9/10 coding system, which can maintain relationship edits for each diagnosis
code, including but not limited to:

- Age

- Sex

- Place of service

- Prior authorization

- Inpatient length of stay criteria
- Description of the diagnosis

- Accident-related indicator.

3.04.049

The Vendor shall maintain flexibility in the diagnosis file to accommodate expanded diagnosis
codes with the potential implementation of ICD-10.

3.04.050

The Vendor shall maintain a drug data set of the eleven (11) digit National Drug Code (NDC),
which can accommodate weekly updates from a Agency approved updating service; the Drug
data set must contain, at a minimum:

-Therapeutic class indicator,
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-Generic code or equivalent indicator,

-Generic product indicator/brand product indicator,

-Drug Coverage indicator,

-Preferred Drug indicator,

-Schedule Code,

-DESI code,

-Prior authorization indicator,

-Pricing indicators to accommodate at minimum five (5) reimbursement methodologies,
including FUL (Federal Upper Limit), AWP (Average Wholesale Price), WHN {Wholesale
Acquisition Cost (WAC)}, DOJ (Department of Justice) and MAC (Maximum Allowable Cost),
-Multiple prices,

-Package size indicator,

-Strength,

-Unit type indicator,

-Minimum and maximum indicator,

-Indicator (and other information, as necessary) for drug rebate,

-State-specified restrictions on conditions to be met for a claim to be paid (e.g.,
minimum/maximum days supply, quantities including fractional units, refill restrictions,
recipient age, sex restrictions, medical review requirements, prior authorization requirements,
etc.),

-Description of the drug codes,

-Information on drug usage and contradiction.

3.04.051 | The Vendor shall maintain UB04 values including but not limited to revenue codes for use in
referencing or billing claims that use UB04 claim forms. (E.g. hospital, Ambulatory Surgical
Centers, dialysis clinics, home health agencies, nursing facilities, and others, as defined).

3.04.052 | The Vendor shall maintain flexibility to accommodate multiple reimbursement methodologies,
including but not limited to:

- DRG

- Per diem

- Resource-based relative value scale

- Level three with modifier percentage changes

- Same procedure codes and use zero to four modifiers
- Provider-specific pricing

- Estimated acquisition cost

- Maximum allowable charge

- Federal upper limit.

3.04.053 | The Vendor shall maintain, with on-line real-time update capability, an Edit/Audit Criteria table
to provide a user-controlled method of implementing, for all claim types, service frequency,
place of service, quantity limitations, and service conflicts for selected procedures and
diagnoses, for calendar year, fiscal year, and once in a lifetime.
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3.04.054 | The Vendor shall provide the on-line real-time capability to place edit/audit criteria limits based
on but not limited to units of service or dollars, rate types by procedure code, revenue code,
diagnosis code, and drug class, based on but not limited to:

-Recipient age, sex, eligibility status, and program eligibility
-Diagnosis

-Provider type

-Provider specialty

-Place of service

-Provider ID

-Pro DUR drug alerts

-Tooth number, surface codes and oral cavity designation
-Floating or calendar year period

-Fiscal year

-Months, weeks or days periods

-Once-in-a-lifetime procedures

-Lifetime maximum allowable services

3.04.055 | The Vendor shall maintain the capability on-line real-time to enforce valid place of service for
procedure codes with or without modifiers.

3.04.056 | The Vendor shall maintain the capability on-line real-time to define valid or invalid procedure
combinations by either lists or ranges of combinations.

3.04.057 | The Vendor shall maintain the capability on-line real-time to define valid or invalid diagnosis to
procedure combinations by either list or a range of combinations.

3.04.058 | The Vendor shall maintain current and historical reference data to be used in claims
processing. The Vendor shall ensure all updates will be date specific with on-line real-time
access to current and historical data for all reference information.

3.04.059 | The Vendor shall maintain a Claim Edit Disposition data set with disposition information for
each edit used in claims processing, including the disposition (pay, suspend, deny, pay and
report) by submission medium (paper [with or without attachments], EMC) within claim type
and by eligibility program(e.g. waivers, State-funded programs, etc.). For each error, the
Vendor shall maintain the description of the error, the related remittance Explanation of
Payments (EOP) codes, the HIPAA ARC/RRC/Entity/Claim status codes and descriptions and
edit recycle times and frequency, with on-line update capability for all parameters and
information. The Vendor shall obtain Agency approval for all new EOP messages developed
by the Vendor.

3.04.060 | The Vendor shall maintain a remittance and message text data set with access by edit
number, the HIPAA ARC/RRC/Entity/Claim status codes and descriptions showing the MMIS
message(s) for each error and the EOP message(s), with on-line update capability.

3.04.061 | The Vendor shall provide capability to support provider-specific reimbursement, including at
least sixty (60) date-specific pricing indicators, using these data elements: provider ID,
payment location, specialty code, procedure code and modifier, encounter fees, type of
service, and rates.

3.04.062 | The Vendor shall maintain an on-line audit trail of all information changes, including date, user
ID, source of change, and identification of changed data. The Vendor shall not use the system
assigned key (SAK) fields as identification values of the audit trails.

3.04.063 | The Vendor shall maintain an additional field on the procedure file that identifies what a unit

represents (e.g. one (1) month, one (1) week, one (1) day, twelve (12) hours, etc.).
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3.04.064

The Vendor shall maintain the current system panels and on-line reports to support Recipient
Lock-in.

3.04.065

The Vendor shall maintain on-line real-time other information for reference tables such as but
not limited to accident-related values for possible TPL, values for required attachments, CLIA
values and values for federal cost-sharing indicators, and prior authorization required.

3.04.066

The Vendor shall provide reports from Recipient Lock-in file, as defined in the Alabama MMIS
Reports Listing located in the Procurement Library.

3.04.067

The Vendor shall provide on-line user manual to instruct Agency staff on accessing reference
information. The Vendor shall maintain the on-line user manual to reflect current system
functions. The Vendor shall provide hands-on user training for a minimum of twenty-four (24)
Agency staff monthly or as requested by the Agency.

3.04.068

The Vendor shall support all Reference function, files, and data elements necessary to meet
the requirements in this ITB and as specified by the Agency.

3.04.069

The Vendor shall interface weekly with a nationally known drug data warehouse approved by
the Agency (e.g., First Data Bank, MediSpan). The data warehouse vendor shall maintain an
active National Drug Database of detailed information on all drug products that have been
assigned an eleven (11) digit National Drug Code (NDC) and shall meet all established
criteria.

3.04.070

The Vendor shall provide weekly pre-processing drug reports to the Agency through COLD
and hard-copy no later than the first day of each week unless otherwise specified by the
Agency. Pre-processing reports include, but are not limited to:

- added drugs

- changed drugs

- price updates

- PDL updates

- drugs added to Part D classification
- any error reports.

3.04.071

The Vendor shall notify the Pharmacy Services staff when pre-processing reports are
available.

3.04.072

The Vendor shall receive, coordinate, and apply weekly updates from an approved data
warehouse on a regular time schedule that is approved by the Agency.

3.04.073

The Vendor shall maintain license agreement on behalf of the Agency with the data
warehouse. The license agreement shall accommodate the average monthly claim count of
200,000 to 2 million. At the time of writing this ITB, the Agency averages 600,000 pharmacy
claims per month (FY08).

3.04.074

The Vendor shall provide a user manual that describes each field, a defined meaning of each
field, and specifications for the Reference subsystem.
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3.04.075

The Vendor shall provide weekly bulletins to Medicaid pharmacy department that consist of
clinical and editorial updates, labeler updates, drug updates, and any additional information as
provided by the data warehouse.

+ Clinical updates shall include any changes in the weekly file update that are related to clinical
elements or clinical modules, including AHFS class changes and new drug data elements (i.e.,
TC, GSN or GCN, HIC3, or TC’s).

* Labeler updates shall include any updates on labeler status including the effective date and
status of the labeler.

« Editorial updates shall include any drug related topics that are not addressed in the weekly
file update.

3.04.076

The Vendor shall provide a drug look up system for providers to sign into and look up prices
and coverage (e.g., PA status, PDL status) information for specific NDC’s. The Vendor shall
obtain Pharmacy Service staff approval of the drug lookup system.

3.04.077

The Vendor shall provide Agency staff with the capability to update the Reference drug file
online, real time. The update capability shall include, but are not limited to, pricing (e.g., AWP,
FUL, SMAC, WHN, and DQJ), drug information changes, minimum and maximum unit
changes, NDC group changes.

3.04.078

The Vendor shall provide three levels of therapeutic classification, approved by the Agency, in
addition to the American Hospital Formulary Service (AHFS) classifications.

3.04.079

The Vendor shall provide unique codes to identify therapeutically equivalent products specific
to strength and dosage form regardless of manufacturer. At the time of writing this ITB, the
Agency uses GCN Sequence Number.

3.04.080

The Vendor shall maintain the capability to provide previous and replacement National Drug
Code (NDC) numbers.

3.04.081

The Vendor shall maintain the capability to provide repackager, generic, brand, device,
legend, over the counter, and other indicators as defined by the Agency.

3.04.082

The Vendor shall maintain the capability and provide DESI drug flags in accordance with the
latest CMS regulations. DESI classifications of two (2), three (3), four (4), five (5), and six (6)
shall be maintained on the drug file. The Vendor shall accommodate all DESI fields currently
utilized by the Agency.

3.04.083

The Vendor shall maintain any drug information provided by the data warehouse that is
currently not used in the Reference subsystem.

3.04.084

The Vendor shall provide a staff member as the primary contact for the Agency concerning the
drug data warehouse. The Vendor shall provide a backup point of contact should the primary
liaison be unavailable.

The Vendor's point of contact for the drug data warehouse responsibilities shall include, but
are not limited to:

* Assist the Agency with any data warehouse related questions.

+ Contact the data warehouse to verify any information related to the drug file.
» Return messages/correspondence from the Agency within one business day.
» Meet with Agency staff upon request.

3.04.085

The Vendor shall ensure that the drug data warehouse identifies a primary and secondary
point of contact. The Agency must have the ability to contact the data warehouse directly
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without contacting the Vendor.

3.04.086

The Vendor shall maintain and implement rejection criteria for drugs and devices consisting of,
but not limited to:

» Any National Drug Code (NDC) that has been obsolete for more than one year

» Any National Drug Code ( NDC) that has been CMS terminated effective the date of
termination

» Any National Drug Code (NDC) that has been assigned a CMS DESI code of five (5) (Less
than effective DESI/Identical Related and Similar (IRS) Drugs for all indications)

» Any National Drug Code (NDC) that has been assigned a CMS DESI code of six (6) (Less
than effective DESI/IRS Drugs removed from the market).

* A repackaged manufacturer.

* A non-patrticipating federal rebate manufacturer that is specific at an NDC level.

* Any optional drug class as outlined in the Omnibus Budget Reconciliation Act of 1990 (OBRA
90). The coverage of the below drug classes can change at any given time. The Vendor
must code and implement any change on a timeframe that is approved by the state. The
following drug classes are currently not covered by the state:

a) DESI and IRS drugs which may be restricted in accordance with Section 1927(d)(2) of the

Social Security Act

b) Agents when used for anorexia, weight loss, or weight gain except for those specified by

the Alabama Medicaid Agency

c) Agents when used to promote fertility except for those specified by the Alabama Medicaid

Agency

d) Agents when used for cosmetic purposes or hair growth except for those specified by the

Alabama Medicaid Agency

e) Agents when used for the symptomatic relief of cough and cold except for those specified

by the Alabama Medicaid Agency

f) Agents when used to promote smoking cessation

g) Prescription vitamin and mineral products, except prenatal vitamins and fluoride

preparations and others as specified by the Alabama Medicaid Agency

h) Nonprescription drugs except for those specified by the Alabama Medicaid Agency

a. Covered outpatient drugs which the manufacturer seeks to require as a condition of sale

that associated test or monitoring services be purchased exclusively from the
manufacturer or its designee

i) Barbiturates and benzodiazepines except for those specified by the Alabama Medicaid

Agency

j) Agents when used for the treatment of sexual or erectile dysfunction, unless authorized for

medical necessity.

3.04.087

The Vendor shall provide the capability to show the preferred status of a drug.

3.04.088

The Vendor shall provide ability to update on-line real-time the preferred status of a drug. The
preferred status indicators include: preferred, non-preferred, and not screened.

3.04.089

The Vendor shall maintain and provide the capability for the coding of the Preferred Drug List
(PDL) to include but not be limited to the American Hospital Formulary Service (AHFS) level
and at the National Drug Code (NDC) level.

3.04.090

The Vendor shall provide the ability to include the Preferred Drug List (PDL) edit in the claims
process.
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3.04.091

The Vendor shall maintain tables of drugs that require prior authorization. The Vendor shall
maintain any changes made to the prior authorization table. The Vendor shall make any
changes that occurred evident on the panel when researching the drug.

3.04.092

The Vendor shall maintain an audit history of all changes made to the Reference drug prior
authorization rule and make available on-line real-time. The Vendor shall make any changes
that occurred evident on the panel when researching the drug.

3.04.093

The Vendor shall provide a prior authorization indicator on the Reference drug file and provide
on-line real-time update capability on the drug information panel.

3.04.094

The Vendor shall provide the ability to include the prior authorization edit in the claims
process.

3.04.095

The Vendor shall provide all Pharmacy reports defined in the Alabama MMIS Reports Listing
located in the Procurement Library.

3.04.096

The Vendor shall produce and submit to the Medicaid Pharmacy Program, in formats
approved by Medicaid, weekly or monthly pre-processing reports based on data provided by
the data warehouse. The Vendor shall deliver weekly hard copy pre-processing drug reports
to the Agency no later than the first day of each week or unless otherwise specified by
Medicaid. The Vendor shall provide additional reports necessary to maintain the drug file
upon Agency request.

3.04.097

The Vendor shall provide the following reports:

1. Drug update summary report. This report shall include drug information and drug records
that were updated on the drug file during the data warehouse drug update.

2. Drug update error report. This report shall include every drug that was not updated due to
some type of data warehouse error. The error should be notated on the report. This report
should show the results of the drug file update during the data warehouse drug update.

3. Drug update report. This report shall include every drug that was updated during the drug
file update.

4. Added drugs detail report. This report shall include every drug that is added to the drug file
by the data warehouse. This report shall only include manufacturer rebate drugs, covered
drugs, and new drugs on the drug file. Any drug that is added, is given an effective date of the
following Friday. For example, if the update runs on Sunday night, the new drugs are given an
effective date of that following Friday.

5. Changed drugs detail report. This report shall only include covered drugs that encountered
a change on the drug file during the drug file update. Changes can include, but are not limited
to, drug name, prior authorization, repackage indicator, generic/brand identification, minimum
and maximum units, and part d classification. The report must show the before and after
change for every field on the report.

6. Rejected drugs added. This report shall show every new drug that is added by the data
warehouse that meets the rejection criteria outlined by the Agency. If at any time the coverage
of a drug on the rejected report changes, the state should be notified to determine the
coverage of a drug.

7. Error listing data base exceptions. This report includes any database errors that occurred
during the drug file update.

8. Drug pricing update summary report. This report includes the price information that updated
or changed during the drug file update. Every price type that was updated must be included in
the report. The report must show the before and after price for each drug that was updated
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with the file update.

9. Drug pricing add detail report. This report must include the prices for the drugs that are on
the added drugs detail report. This report must show the price for each price type as provided
by the data warehouse.

10. Drug pricing update error report. This report must show any errors that occurred during the
drug file update with the data warehouse.

11. Drug pricing update detail report. This report must show any price changes that occurred
with the data warehouse update. This report must show the before and after price for each
drug that was updated with the drug file update.

12. State MAC price update report. This report should contain only covered drugs. If
applicable, this report must show the drugs that have been calculated in the weekly state mac
process. This report must include the before and after state mac price for each drug.

13. State MAC stack file report. This report should contain only covered drugs. If applicable,
this report must show the drugs in a stack file that are used for calculating the SMAC price.
This report does not need to be printed and sent with the weekly reports but the Agency must
have electronic access to the report when needed.

14. Pharmacy standard classification review and update report. This report must show the
drugs at National Drug Code (NDC) level that were inserted at a generic code grouping of
similar drugs, drugs that were inserted in a generic code grouping with prior authorization
restrictions, drugs that were inserted in a generic code grouping that have the same gender
restrictions, or drugs that are in the same generic code grouping that have the same age
restrictions.

15. Pharmacy Part D classification review/update report. This report must include all drugs
that were added to the Part D classification when the drug file updated.

16. Pharmacy Preferred Drug List (PDL) screening report. This report must include all drugs
that are screened in the PDL process.

17. Pharmacy Preferred Drug List (PDL) updates report. This report must include all drugs that
are updated in the PDL process of the drug file update.

18. Preferred Drug List (PDL) assignment change report.

19. Drug Utilization Review reports. This is a series of reports that include a listing of all the
drug utilization reviews that can occur. The Agency should have the option to activate or
inactivate each drug utilization review edit criteria. The following reports are required by the
Agency to be produced on a monthly basis: (NOTE: at any time a new drug utilization review
criteria set needs to be added to the report list, the Vendor must add the report to the monthly
report batch):

» High Dosing Update Report. This report should show all the high dosage updates.

» Adverse Drug Interaction Code Update Report. interactions updates.

* Drug Age Update Report. This report should show all the drug age updates.

+ Over Utilization Update Report. This report should show all the over utilization updates.

* Therapeutic Duplication Update Report. This report should show all the therapeutic
duplication updates. * Contraindicated Disease Update Report. This report should show all the
contraindicated disease updates.

+ Diagnosis to Disease Cross Reference Update. This report should show all the diagnosis to
disease cross reference updates.

* Pediatric Dosing Update Report. This report should show all the pediatric dosing updates.

* Geriatric Dosing Update Report. This report should show all the geriatric dosing updates.
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» Generic grouping code (formally GSN or GCN) Update Report. This report should show all
the generic grouping code updates.
* Specific Therapeutic Class Update. This report should show all the specific therapeutic class
updates.

3.04.098 | The Vendor shall maintain all drug-related reference fields in DSS.

3.04.099 | The Vendor shall update the following DUR modules with data provided by the data

warehouse.

1. Drug -Drug Interaction Module- this module should identify drug interactions and ways of
preventing drug interactions.

2. Drug —Allergy Module- this module should identify potential allergic reactions and cross-
sensitivities between drugs and known patient allergies and should also include allergy
information on non-active ingredients.

3. Counseling Messages Module- this module should provide a set of prioritized counseling
messages for both the patient and the professional.

4. Dosage Range Check Module- this module should monitor and identify the appropriateness
of drug dosing. This module should use patient specific information to identify the safe dosage
levels. All ages should be included in this module.

5. Drug-Disease Contraindication Module- this module should identify potential warnings for
certain drugs when prescribed to patients with certain diseases, conditions, procedures or
diagnostic test.

6. Drug-Food Interaction Module- this module should identify any potential interactions
between certain drugs and certain foods.

7. Drug-Lab Interference Module-this module should identify potential undesired effects of
drugs on lab-test measured values. This module should screen patient lab information and the
patient’s drug therapy along with referencing information on in-vitro drug lab conflicts.

8. Duplicate Therapy Module- this module should identify any interactions between new
medication that is prescribed to the patient and any existing medication that the patient has.

9. Indications Module-this module should identify the appropriateness of a particular drug
therapy given with a specific medical condition. This module should also include labeled and
non-labeled indications.

10. Min/Max Dose Module- this module should identify the minimum and maximum dose
range of a medication. This module should be a quick-check resource that includes
information on the usual range of daily dose for adult, pediatric, and geriatric patients.

11. Patient Education Module (English)-this module should provide a patient monograph with
each medication that is being prescribed.

12. Precautions Modules (Geriatric)-this module should identify any potential interactions or
warnings with geriatric patients.

13. Precautions Modules (Pediatric)-this module should provide, at minimum, the sensitivities
of drug therapies and any adverse effects for pediatric patients. Information should be based
on specific age ranges.

14. Precautions Modules (Pregnancy)-this module should identify drug therapies that may not
be appropriate for pregnant patients. Information in this module should include, but is not
limited to, contraindications, potential risk, and any precautions.

15. Precautions Modules (Lactation)-this module should provide any warnings related to the
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use of medications and nursing mothers.
16. Prescriber Order Entry Module (POEM) - this module should contain a database of
medication orders and prescriptions with specific drug doses and frequencies that are clinically
validated. This module should be designed to prevent prescribing errors.

3.04.100 | The Vendor shall apply and maintain any changes, updates, or added information to drugs on
atable level.

3.04.101 | The Vendor shall apply and maintain any updates made by the Agency online, real-time.

3.04.102 | The Vendor shall provide on-line real-time search capability to Reference drug file data to
include all current and historical data.

3.04.103 | The Vendor shall maintain on-line real-time update and search capability to the Reference
drug file tables. The tables include, but are not limited to:
* Minimum and maximum quantity-the minimum and maximum quantity must be updated on a
GSN or GCN level.
» Gender
* Age
+ All the pricing types approved by the state
* DESI
» Covered drugs
* Non-covered drugs
» Obsolete dates
* Prior authorizations
» Termination dates
* Drug Efficacy Study and Implementation (DESI) updates and changes.
» DESI indicator clearly defined on NDC level. A DESI indicator is a one-character
alphanumeric column that marks a particular drug as declared less than effective by the Food
and Drug Administration (FDA) Drug Efficacy Study and Implementation program (DESI)
» Maintain table for Drug Efficacy Study and Implementation (DESI) indicator changes.
* Prior authorization updates not included in the Preferred Drug List.
* Maintain minimum and maximum units table on generic grouping code (GSN or GCN) level
and display information on the reference panel
» Maintain age restrictions on NDC level and display information
» Maintain refill limitations on NDC level and display information
» Display effective date of NDC on drug file
* Ability to classify drugs on an NDC level for Part D dual eligible recipients.
+ Ability to remove/add on an NDC level drugs to Part D classification
* Maintain covered drugs in the MMIS system by the use of a drug coverage indicator. The
drug coverage indicator must indicate the coverage of each drug at an NDC level, GCN SEQ
number level, or drug name level.
» Changes to the drug file must be real-time, online changes.

3.04.104 | The Vendor shall provide semi-annually a report on the quarterly J Drug Pricing updates.
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3.04.105 | The Vendor shall maintain the capability to link a National Drug Code (NDC) with the correct
Healthcare Common Procedure Coding System (HCPCS) and CPT code. The crosswalk must
contain all Medicaid covered NDC'’s.

The covered NDC’s must follow the rejection criteria as follows:
» Any National Drug Code (NDC) that has been obsolete for more than one year
» Any National Drug Code ( NDC) that has been HCFA terminated
» Any National Drug Code (NDC) that has been assigned a HCFA DESI code of five (5) (Less
than effective DESI/IRS Drugs for all indications)
» Any National Drug Code (NDC) that has been assigned a HCFA DESI code of six (6) (Less
than effective DESI/IRS Drugs removed from the market).
* A repackaged manufacturer
* A non-participating rebate manufacturer that is specific at an NDC level
 Any optional drug class as outlined in the Omnibus Budget Reconciliation Act of 1990 (OBRA
90).

The following drug classes are currently not covered by the state.

The coverage of the below drug classes can change at any given time.

The contractor must code and implement any change on a timeframe that is approved by the
Agency.

- DESI and IRS drugs which may be restricted in accordance with Section 1927(d)(2) of the
Social Security Act

- Agents when used for anorexia, weight loss, or weight gain except for those specified by
the Alabama Medicaid Agency

- Agents when used to promote fertility except for those specified by the Alabama Medicaid
Agency

- Agents when used for cosmetic purposes or hair growth except for those specified by the
Alabama Medicaid Agency

- Agents when used for the symptomatic relief of cough and cold except for those specified
by the Alabama Medicaid Agency

- Agents when used to promote smoking cessation

- Prescription vitamin and mineral products, except prenatal vitamins and fluoride
preparations and others as specified by the Alabama Medicaid Agency

- Nonprescription drugs except for those specified by the Alabama Medicaid Agency a
Covered outpatient drugs which the manufacturer seeks to require as a condition of sale that
associated test or monitoring services be purchased exclusively from the manufacturer or its
designee

- Barbiturates and benzodiazepines except for those specified by the Alabama Medicaid
Agency

- Agents when used for the treatment of sexual or erectile dysfunction, unless authorized for
medical necessity.

3.04.106 | The Vendor shall update the Reference drug file with the Federal rebate participation status
based on NDC specific rebate information. The Vendor shall identify drugs on an NDC
specific, not labeler code, level to ensure the most accurate information is utilized in
determining covered drugs.

3.04.107 | The Vendor shall notify the Agency within five (5) days of any DESI or newly recalled drugs
identified during the periodic CMS Drug Rebate update.

3.04.108 | The Vendor shall provide quarterly reports identifying NDCs that have changed coverage
status due to CMS Drug Rebate update.

3.04.109 | The Vendor shall non-cover any drug reported by CMS as terminated with the termination

effective date assigned by CMS.
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3.04.110 | The Vendor shall maintain the capability to update and report on multiple pricing types for
each drug on the drug file as provided by the Agency approved data warehouse.

3.04.111 | The Vendor shall update Reference drug file pricing data on a weekly basis.

3.04.112 | The Vendor shall maintain all pricing methodologies as specified by the Agency.

3.04.113 | The Vendor shall display on-line real-time the final price with percentages already calculated.

3.04.114 | If at any time a pricing segment is added or inactivated, the Vendor shall not override the
information unless authorized by the Agency.

3.04.115 | The Vendor shall provide on-line real-time access to inactive pricing types.

3.04.116 | The Vendor shall incorporate and maintain pricing methodologies as approved by the Agency
and accommodate pricing methodology changes upon request. The current pricing algorithm
used is the “lower of methodology” of all price types with a possible percentage differential.
Please refer to the Administrative Code Rule No. 560-X-16-.06. Reimbursement for Covered
Drugs for more information regarding reimbursement methodology.

At the time of writing this ITB, the below pricing algorithms/reimbursement are utilized by the
Agency:

* Average Wholesale Price (AWP)-10%

* Wholesale Acquisition Cost (WAC/WHN)+9.2%
+ State Maximum Allowable Cost (SMAC)

* Federal Upper Limit (FUL)

* Department of Justice (DOJ)

* Usual & Customary (U&C)

3.04.117 | Upon request by the Agency, the Vendor shall interface with Vendor(s) other than the data
warehouse to obtain, maintain, and update the pricing file as defined by the Agency. In the
event there is no State Maximum Allowable Cost (SMAC) vendor or third party, the Vendor
shall be responsible for applying the State-approved logic for the State Maximum Allowable
Cost (SMAC) price.

3.04.118 | The Vendor shall maintain the drug reference file by applying the fields listed in the Drug
Reference File Fields document located in the Procurement Library.

3.04.119 | The Vendor shall make available to SureScripts-RxHub the following information which shall
be available to Alabama e-prescribers with SureScripts-RxHub access:

« Eligibility information
* Medication histories
+ Benefit plan details, such as
- Preferred Drug List
- Prior Authorizations
- Co-payments
- Dosages
- Drug Utilization Reviews
- Quantity Limitations

3.04.120 | The Vendor shall ensure transactions to Alabama’s MMIS are received from SureScripts-
RxHub, so that recipient eligibility and medication history data can be exchanged.

3.04.121 | The Vendor shall configure the AMMIS to respond to SureScripts-RxHub e-prescribing
requests.
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3.04.122

The Vendor shall provide SureScripts-RxHub with the Agency’s drug PDL and benefit
information by providing data files that break down the Agency’s drug benefit and policy rules
into the following categories:

» PDL Status

* Drug Classification

» Coverage Text Message
* Product Coverage Exclusion
* Prior Authorization

* Quantity Limits

» Age Limits

» Gender Limits

* Resource Link

* Benefit Co-pay

* Cross-Reference Detall

Updates to any of these categories shall be sent to SureScripts-RxHub within twenty-four (24)
hours of notification by the Agency.

3.04.123

The Vendor shall provide SureScripts-RxHub with the preferred status of the Agency drugs.
The Agency currently supports one PDL listing for all benefit groups.

3.04.124

The Vendor shall create a new AMMIS on-line panel to support drug classifications. This panel
shall allow a user to enter a drug, GFC (Generic Formula Code), or list where an alternatives
class ID or subclass ID can be listed. These rules shall be based on a recipient’s eligibility
program to allow flexibility that drug classifications can be different among programs. The
Vendor shall extract all active drug classification rules and send them to SureScripts-RxHub
along with the drug classification ID, which associates the drug data with a recipient’s
program.

3.04.125

The Vendor shall create a new AMMIS on-line panel to support specific NDC related text
messages. This panel shall allow a user to enter a National Drug Code (NDC), Generic
Formula Code (GFC), or list along with a two hundred (200) character text message. The
Vendor shall extract all active text message rules and send them to SureScripts-RxHub. This
transaction shall allow specific messages to be conveyed about particular drugs.

3.04.126

The Vendor shall transmit a product coverage exclusion transaction which allows exclusion
criteria related to an NDC to be returned to SureScripts-RxHub. Products for nonparticipating
manufacturers shall be returned in this transaction, specific to the eligibility program that is
applicable.

3.04.127

The Vendor shall return current, active, payable NDCs requiring prior authorization (PA). This
shall provide SureScripts-RxHub with all the current drugs where a PA is required, based on
the PA indicator on the Agency’s drug file.

3.04.128

The Vendor shall allow NDCs to be returned in the extract file when the NDC has a quantity
limit. All records sent to SureScripts-RxHub shall be NDC-specific, and the data provided
shall include the drug, maximum quantity, and time period associated with the quantity.

3.04.129

The Vendor shall return each current, active, payable NDC with an age restriction. This shall
provide SureScripts-RxHub with all the current drugs where age restrictions are applicable,
based on the age criteria on the Agency’s drug file. This transaction can specifically address
recipient fraud if the same names are used between generations and only the children qualify
for the program.

3.04.130

The Vendor shall return each current, active, payable NDC with a gender restriction. This shall
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provide SureScripts-RxHub with all the current drugs where gender restrictions are applicable,
based on the gender criteria on the Agency’s drug file.

3.04.131

The Vendor shall provide the capability for a Web link to be returned to SureScripts-RxHub in
the extract file. Web links are useful for providing a pathway to prescribers for forms or
information that may be needed during the prescription-generating processes. For example,
links to prior authorization forms are provided when the forms are required to prescribe certain
prescriptions.

There are two types of resource link transactions. There is a resource link summary
transaction and a resource link drug-specific transaction. For each transaction, a resource link
“type” shall indicate the type of information being conveyed. There are ten types of resource
links allowed: Age Limit, Product Coverage Exclusion, Gender Limits, Medical Necessity, Prior
Authorization, Quantity Limits, Step Therapy, General Information, Co-pay, and Formulary.
The resource link drug-specific transaction is associated with a drug where the summary
transaction is not. Updates to resource links shall be part of system maintenance.

3.04.132

The Vendor shall allow specific Agency co-pay rules to be returned. These rules shall be
based on a recipient’s eligibility program to allow reporting flexibility for the different programs.
Although Agency policy currently supports one co-payment based on the cost of the
medication, this functionality shall provide a means of communicating to the practitioner
whether a tiered co-payment would be applied if Agency policy changes, based on the
flexibility allowed with the passage of the Deficit Reduction Act.

3.04.133

The Vendor shall create a new AMMIS on-line cross-reference detail panel to support the
recipient’s formulary and benefit information. This panel shall allow a user to enter a health
plan name associated with an aid category list, alternative ID, coverage ID, co-pay list ID, and
classification ID. All this information shall be used to support the interactive eligibility request
that is sent through SureScripts-RxHub. This panel ties a recipient’s benefit information
together and allows a prescriber to access the recipient’s benefit information.

3.04.134

The Vendor shall provide SureScripts-RxHub the Agency’s recipient information from the
AMMIS. The Vendor shall send a one-time master file, followed by nightly updates based on
changes to recipient data. The information shall be sent in the SureScripts-RxHub file layout
along with all the data elements being requested. SureScripts-RxHub shall use these files to
establish unigqueness for recipients among the different third-party vendors.

3.04.135

The Vendor shall provide a recipient’s prescription medication history to SureScripts-RxHub
from the AMMIS via the current NCPDP Script medication history transaction format. This
transaction allows the flexibility for up to fifty (50) paid history prescriptions to be returned to a
valid Agency provider/prescriber. The number of claims returned in the response shall be
based on the number of prescriptions the recipient has in history, the age of the claims, and
ensuring adequate response times. Paid prescription data within a specified time period shall
be gathered from the AMMIS and returned in this transaction, based on SureScripts-RxHub’s
data requirements. The Vendor shall optimize response times so that response time does not
limit the maximum number of scripts that are returned.

3.04.136

The Vendor shall modify the 270 and 271 eligibility request and response transactions to
provide additional information to SureScripts-RxHub specific to a recipient’s benefit and PDL
information. Additional processing rules, within the HIPAA guidelines, are requested to support
SureScripts-RxHub’s processing. These processing rules shall be incorporated into this
transaction to aid SureScripts-RxHub. The PDL and benefit load information shall be retrieved
from the new AMMIS on-line panel under this cross-reference detail transaction. By using the
benefit IDs returned in this transaction, a prescriber can access a recipient’'s PDL information
through SureScripts-RxHub.
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3.04.137

The Vendor shall report transactions for requested recipient eligibility and medication history
data on a monthly basis. The Vendor shall include reporting data for point-of-care (POC)
technology vendor participation, transaction performance, and trending analysis for e-
prescribing adoption and use. There are two main data sources for the transactions
statistics—one from SureScripts-RxHub and the other from the AMMIS system. The
information from both sources shall be combined to present reports that summarize all the
available data. Reports shall be provided to the Agency the 5th day of the month.

3.04.138

The Vendor shall report prescription-related counts and related information as data becomes
available

3.04.139

The Vendor shall make available through the existing WEB Portal the ability to perform full
electronic prescribing capabilities. Interactive, real-time patient data should enable full clinical
decision support and electronic transmission to any pharmacy in the SureScripts network. The
ePrescribing module shall be fully certified with the SureScripts Health Information Network
and enrolled Medicaid providers should have the ability to service all of their current and future
patients. The provider portal should offer a no-cost option, assuming the provider has access
to the Internet at their office.

3.04.140

The Vendor shall update and maintain the HCPCS to NDC Crosswalk on a weekly basis after
the Data Warehouse (Currently FDB) has been applied.

3.04.141

The Vendor shall provide adequate staffing to maintain the HCPCS to NDC crosswalk.

3.04.142

The Vendor shall provide a panel which will display the lowest reimbursable rate utilizing the
current lower of pricing methodology provided by the Agency.

3.04.143

The Vendor shall implement Correct Coding Initiatives (CCI) Edits for physician and outpatient
hospital claims in accordance with CMS guidelines. The Vendor shall meet with the Agency
prior to the initial implementation of the CCI Edits to identify those applicable to the Alabama
Medicaid Agency.

3.04.144

The Vendor shall subscribe to CMS quarterly updates for the CCIl Edits. CMS sends
notifications quarterly of the changes to the CCI Edits. The Vendor shall meet with the Agency
within five (5) days of the CMS email notification to determine the CCI Edits applicable to the
Agency. The Vendor shall implement the Agency approved CCI Edits within ten (10) days of
obtaining Agency approval.

3.04.145

The Vendor shall review all CCI edits identified and provide end to end test results to ensure
edits are working properly prior to implementation. This shall include regression testing.

3.04.146

The Vendor shall furnish comparison reports of the non-pharmacy drugs to the Agency no
later than fifteen (15) days prior to the effective date of the updates (currently this report is
REF-04502-Q -- Quarterly J code Pricing Update Detail). The comparison report shall contain
the following elements:

- Procedure code;

- Procedure code description;

- Medicaid Price;

- Medicare’s New Price;

- Medicaid greater/Medicare greater comment;
- Difference in price.

The report shall contain all non-pharmacy drugs regardless of a pricing change. If the price
did not change, the system will not be updated.

3.04.147

The Vendor shall identify all non-pharmacy drug procedure codes that are not priced by

ITB #10-X-2205737 3-68




Section 3 — Requirements

New # Reference Requirements

Medicare and must manually review these procedures codes and make recommended
updates in accordance with the Pricing Chapter of the Claims Processing Manual.

3.05 Prior Authorization (PA) Requirements

Prior Authorization (PA) is a mechanism to review, assess, and pre-approve or deny selected
non-emergency medical services prior to payment. PA serves as a cost-containment and
utilization review mechanism, enabling payment for only those treatments and services that are
medically necessary, appropriate, and cost-effective.

The AMMIS PA functional area supports the following functions and processes:

e Direct Data Entry (DDE) and HIPAA 278 Electronic Data Interchange (EDI) submissions of
requests for medical and dental services.

e Direct Data Entry (DDE) and POS transactions using NCPDP P4 HIPAA transaction
requests for pharmacy services.

e Generation of PA Notices to communicate decision information to both recipients and
providers.

¢ Integration with claims processing to provide online, real time processing and adjudication of
claims against PA requests.

e Integration with other functional areas to provide online, real-time access to Provider,
Recipient and Reference data, including front-end editing and validation of keyed requests
into the online application Web-based panels.

The following are the requirements identified by the Agency that must be met by the VVendor to
support the successful operation of the Prior Authorization related functions.

New # Prior Authorization Requirements

3.05.001 | The Vendor shall support automated distribution of PA requests to appropriate Medicaid staff
and its agents.

3.05.002 | The Vendor shall process and assign a unique reference number to all PAs received from
Providers, Agency staff or Agency contractors within two (2) days of receipt. Pharmacy
electronic PA requests must be accepted online, real-time.

3.05.003 | The Vendor shall respond to telephone inquiries, written inquiries and questions from
providers and recipients regarding prior-authorized services within two (2) days of inquiry.

3.05.004 | The Vendor shall auto-assign unique prior authorization control numbers to prior
authorization items/services at time of entry into the system.

3.05.005 | The Vendor shall create and distribute PA forms, in electronic and paper formats, to
providers at no charge.
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3.05.006

The Vendor shall maintain and update PA files/database tables to support all prior-
authorized services.

3.05.007

The Vendor shall research PA or certification issues or problems identified by the system
and/or operational staff; obtain documentation, determine impact, present findings to system
support area; and perform further reviews once the issue/problem is fixed. The Vendor shall
provide analysis and estimated date of correction within three (3) days of notification of any
issues or defects.

3.05.008

The Vendor shall edit prior authorization requests entered into the MMIS, including
verification of the eligibility of the recipient and provider for the PA request being made,
including Medicare and other TPL coverage and HMO enroliment, as well as all field
verifications and inter-field relationships (i.e., approved status but presence of a denial
reason code).

3.05.009

The Vendor shall designate a Targeted Case Management (TCM) Prior Authorization
Coordinator who shall be responsible for issuing prior authorization numbers to providers for
Targeted Case Management for Disabled Children. Based on a telephonic request (a
separate phone line is not required) from the provider, the coordinator shall review the Prior
Authorization File to determine if the child is already receiving services. If not, the
coordinator shall assign a prior authorization number and load it to the file within two (2) days
of the request. The Vendor shall produce a follow-up letter and a report the next day
following each update. If the child already has a prior authorization number, the Vendor shall
instruct the provider to contact Medicaid’s LTC- Program Management Unit.

3.05.010

The Vendor shall automatically generate and mail letters to notify recipients of approvals and
duration, denials or modifications of the PA request per Agency defined criteria and provide
information regarding recipient appeal rights within time frame specified by Agency.

3.05.011

The Vendor shall display on-line real-time the status of PAs, including returned, pended,
approved, denied, cancelled, or amended, active or inactive.

3.05.012

The Vendor shall maintain and update PA records based on claims processing to indicate
that the authorized service has been used or partially used, including units and/or dollars
(decrement when appropriate); increment units and/or dollars when necessary.

3.05.013

The Vendor shall deny claims for any service that has been performed by a provider or group
other than the provider or group authorized for the PA services.

3.05.014

The Vendor shall make available on-line real-time, the number of authorized services
provided and show how many authorized services remain, by individual prior authorization
numbers.

3.05.015

The Vendor shall produce and make available to the Agency and/or their contractors all PA
reports defined in the Alabama MMIS Reports Listing located in the Procurement Library.

3.05.016

The Vendor shall develop recommendations regarding policy guidelines which are unclear
and/or cause problems in adjudicating PA requests. The issues may be identified by the
Vendor, the Agency or their PA Contractors. These recommendations are to be forwarded to
the State in writing (on paper or electronically) within two (2) days of identification and/or
notification.

3.05.017

The Vendor shall provide EPSDT screening data for recipients who are eligible for extended
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benefits through prior authorization on-line real-time.

3.05.018 | The Vendor shall review and enter all paper PA forms from providers within two (2) days of
receipt. The Vendor shall review all paper forms for completeness prior to entry into the
MMIS and return incomplete forms to providers within two (2) days of receipt.

3.05.019 | The Vendor shall support online submittal and response of the electronic PA (HIPAA ASC
X12N 278 4010 & 5010) transaction. The Vendor shall also allow the providers to modify a
request prior to its review or approval. The Vendor shall allow the providers access to
electronic and paper PA requests (e.g., oxygen, home health, etc).

3.05.020 | The Vendor shall provide capability for auto-approval of basic Pharmacy PA requests based
on Agency specified criteria and systematic generation of PA status letters within one (1) day
of auto-approval.

3.05.021 | The Vendor shall accept on-line, real-time updates to PA information from the Agency or
their contractors. For pharmacy claims, prior authorization updates must be accepted from
the Pharmacy Administrative Services contractor online real-time for immediate use in
electronic transactions or Electronic Verification System (EVS) processing.

3.05.022 | The Vendor shall provide the capability to globally change data, for example, provider ID
numbers or procedure codes or modifiers, on active or pending PAs within an Agency
approved timeframe.

3.05.023 | The Vendor shall respond to provider’s requests for the status of PAs within one (1) day, or
within the timeframe specified by the state for pharmacy PAs.

3.05.024 | The Vendor shall maintain an on-line real-time PA data set to include but not be limited to the
following information:

- Unigue PA number
- Beginning and ending effective dates of the PA
- Assignment/Service Code
- Tooth Number
- Cross reference to claims paid and date paid under the PA
- Identification of PAs that have been appealed and the outcome of the appeal
- ID of authorizing person
- Change reason code
- Date of PA request and date of request for additional information
- ID of the requesting provider
- Denial reason code
- Date of PA decision
- Date PA notice sent
- Comments area, both internal and external
- ID of the rendering/performing provider
- Recipient ID for whom services are being requested.
- Other client identification information, such as name and date of birth
- Status of the PA request, including pending, denied, approved, modified or closed, active or
inactive
- Recipient-specific pricing indicators and unit price.
3.05.025 | The Vendor shall provide on-line real-time inquiry access and update capability for Agency

and Contractor staff to the PA request data set (e.g. pending requests, approvals, denials,
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and PAs for which all services have been used or the PA closed), with access by recipient
ID, rendering provider ID, requesting provider ID, PA number, and procedure or drug code.

3.05.026

The Vendor shall maintain HIPAA defined security for accessing PA data by requiring
provider’s ID or user ID and assigned passwords.

3.05.027

The Vendor shall accept on-line, real-time entry and modification of PA requests from the
Agency authorized staff or contracted entities (e.g. HID).

3.05.028

The Vendor shall provide the on-line real-time capability for authorized users to modify the
number of units and/or the dollar amounts of approved PAs; both the amounts billed and
authorized.

3.05.029

The Vendor shall maintain an audit trail for batch or on-line changes and display on-line real-
time the date of last change, ID of person initiating change, and information changed for
each PA record.

3.05.030

The Vendor shall edit to prevent duplicate PA nhumbers and duplicate services across
programs (e.g. same service, same span, same recipient, any provider) from being entered
into the system as defined by the Agency. The vendor shall provide override capability to
selected Agency or contractor staff.

3.05.031

The Vendor shall edit and validate PAs at time of entry to include but not be limited to:

- Procedure codes

- Diagnosis codes

- NDC codes

- Revenue codes

- Valid tooth number and tooth surface

- Presence of required claim-type-specific
data on the PA.

3.05.032

At the time of entry on electronic PAs, the Vendor shall reject the PA request containing
errors. The Vendor shall return information identifying the specific field in error and the
particular edit that failed.

3.05.033

The Vendor shall accept on-line, real-time corrections to PAs in evaluation status (PAs that
have not been approved, denied, pended or suspended).

3.05.034

The Vendor shall maintain a minimum of five (5) years of PA records. The current system
does not purge data. Any purge process must have Agency approval.

3.05.035

The Vendor shall generate approval and denial notices to the Agency within two (2) days of
decision or within the timeframe specified by the Agency for pharmacy PAs. The notice
shall be generated using variable parameters (e.g. specific name or address, or to send
notices to more than one (1) provider).

The notices shall include but not be limited to, procedure codes and modifiers (including
descriptions), denial reason, and appeal rights and procedures, Electronic requests shall
receive real-time electronic responses.

3.05.036

The Vendor shall identify PA requests for which an administrative review request has been
submitted, indicate the outcome of such reviews, and identify PAs for which an appeal has
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been filed.

3.05.037 | The Vendor shall provide the on-line real-time capability to display only those data elements
pertinent to a specific assignment/service code (e.g. pharmacy, medical, dental).

3.05.038 | The Vendor shall provide the capability for providers to initially submit or modify electronically
a request prior to its approval and, once approved, to be limited to online inquiry only.
Provider inquiry must be limited to only those records for which the provider is the rendering
provider and adequate security measures must be installed.

3.05.039 | The Vendor shall provide monthly Utilization reports (including the number of times particular
services were approved), by both the requesting and the rendering/performing providers,
assignment/service code, PA number, and recipient.

3.05.040 | The Vendor shall provide an on-line real-time report of denials (including denial reason),
approvals, and pending (including pending reason).

3.05.041 | The Vendor shall provide an on-line real-time report of Pending PA's, sorted by
assignment/service code, including the date of entry for each PA.

3.05.042 | The Vendor shall provide reports of the timeliness of PA processing, including days from
receipt of request to mailing notices; numbers of PAs approved, denied, and pending; and an
aging report of PAs in the system by type.

3.05.043 | The Vendor shall provide a report of PAs that are subject to review or appeal proceedings.

3.05.044 | The Vendor shall provide the capability for providers to download HIPAA compliant 278 PA
response files.

3.05.045 | The Vendor shall provide a monthly report on PA decision, assignment/service code (NDC,
procedure code/modifiers, and tooth number), PA number, number of services
approved/denied by authorizer, units (used and not used), and dollar value (used and not
used).

3.05.046 | The Vendor shall provide an on-line real-time report of pending PA's and suspect duplicates.

3.05.047 | The Vendor shall provide a monthly report on frequency of assignment/service codes
requested and authorized.

3.05.048 | The Vendor shall provide capability for providers to inquire on the status of a PA through
Automated Voice Response System (AVRS).

3.05.049 | The Vendor shall interface with the Electronic Claims Management System to update PAs.

3.05.050 | The Vendor shall provide data extracts for sub-contractors and Pharmacy PA contractor to
include but not be limited to recipient, provider, reference, claims and financial. These are to
be provided on a schedule approved by the Agency.

3.05.051 The Vendor shall accept and process nightly updates to the PA data set from Agency
specified contractors.

3.05.052 | The Vendor shall designate a Prior Authorization Coordinator who shall be responsible for

issuing PA numbers to providers for Dental prior authorizations.
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3.05.053 | The Vendor shall receive Dental PAs and assign a PA number and forward to the Agency's
dental consultant within two (2) days of receipt.

3.05.054 | The Vendor shall update PA decision into the system when received from the Agency’s
dental consultant and produce follow-up letters within forty-eight (48) hours of receipt.

3.05.055 | The Vendor shall produce and transmit a nightly error report file for the Agency contractors
before 7:00 A.M.

3.05.056 | The Vendor shall receive PA attachments in paper format and link the PA to the attachment
and the attachment to the PA at the time of entry.

3.05.057 | The Vendor shall maintain and make available through COLD PA s with attachments (e.g.
paper, electronic, and reconsiderations), that are denial, approve, and conditional notices.

3.06 Claims Requirements

Claims and Encounter processing functions ensure claims for eligible recipients, received from
enrolled providers for covered services, are accurately processed and adjudicated in accordance
with State and Federal requirements. The Claims processing function encompasses the tracking
and processing of claim transactions up through adjudication. Data from Reference, Provider,
Recipient, Prior Authorization, Third-Party Liability (TPL), and Claims History is used in
processing claims. The Encounter processing function encompasses the receipt, data validation,
and processing of encounters. The data used in claims processing is also used for encounter
validation.

The AMMIS provides a user-driven and maintainable claims processing environment. Data
elements owned by the AMMIS are captured and stored with a single key name in one physical
location within the database, and are accessed by all the other AMMIS processes. A majority of
claims processing, such as edit and auditing, claims pricing, claims disposition, and claims
adjudication, are completed in their logical entirety for each claim processed.

The AMMIS Claims Processing function includes:

e Claims entry which ensures the accuracy, reasonableness and integrity of AMMIS entered
data for further processing.

e Claims receipt and control which ensures all claim records are captured at the earliest
possible time and in an accurate manner.

e Edit/Audit processing which ensures that claim records are processed in accordance with
state policy.

e Claims pricing which calculates the payment amount for each service according to the rules
and limitations applicable to each claim type, category of service, and type of provider.
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e Claims resolution which supports the correction of suspended claims.

¢ Point Of Sale (POS)/Prospective Drug Utilization Review (PRODUR) which provides for the
on- line processing of pharmacy claims submitted in real-time by pharmacist and prevents
the dispensing of inappropriate drugs through direct intervention.

e Adjustment processing which supports the adjustment of previously adjudicated claims.

¢ Claims Dispositioning which lists tips on how to set up dispositioning for edits and audits.
The following are the requirements identified by the Agency that must be met by the VVendor to
support the successful operation of the Claims related functions. This includes the Electronic

Verification and Claims Management (EVCM), Claims, Control and Entry (CCE), Claims
Encounter Pricing and Adjudication functions.

New # Claims Requirements

3.06.001 | Electronic Verification System and Claim Management: The Vendor shall maintain an
Electronic Verification System (EVS) that shall consist of two (2) components: an automated
voice response system (AVRS) accessible through touch-tone phone and an electronic claims
management (ECM) system accessible through PC/modem connection or point-of-sale (POS)
devices.

3.06.002 | The Vendor shall maintain a Help Desk to assist providers and network vendors with EVS and
ECM access and other technical problems. The Vendor shall employ one (1) full-time EMC
coordinator and adequate staff to answer a minimum of three (3) lines to provide training; and
assist providers in the submission of claims and in the resolution of claims processing
problems.

A toll-free telephone line, with voice mail capability, shall be provided for accessing the Help
Desk that shall be available as stated below, including holidays. (Note, on Thanksgiving and
Christmas, service may be provided via on-call pager service from 9:00 a.m. to 5:00 p.m. and
on Christmas Eve, on-site staff may leave at 5:00 p.m. and provide service through an on-call
pager service from 5:00 p.m. to 10:00 p.m.)

The Vendor's on-site staff shall be available from 7:00 a.m. to 8:00 p.m. and on-call through a
pager service from 8:00 p.m. to 12:00 a.m. Monday through Friday. On-site staff shall be
available from 9:00 a.m. to 5:00 p.m. Saturday and on-call through a pager service from 5:00
p.m. to 10:30 p.m. Saturday and 12:00 p.m. to 5:00 p.m. Sunday.
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3.06.003 | The Vendor shall provide to providers for all recipients through the Automated Voice

Response System (AVRS):

- information on eligibility,

- household inquiry by Payee,

- managed care,

- Prior Authorization information,

- TPL information to include multiple insurance coverage if applicable;
- Medicare coverage,

- benefit limitations, and

- claims status.

The Vendor shall provide through AVRS:

- procedure code pricing,

- NDC Pricing,

- certain limitations, and

- provider checkwrite information.

The Vendor shall provide fax service on the above information when requested by the
provider.

3.06.004 | The Vendor shall provide an Agency approved electronic verification and claims management
system equivalent to the existing Provider Electronic Solutions Software (PES). The Vendor
shall provide free of charge PC-based Windows compatible software, including future
updates, and installation support to providers for PC interface with the OLTP (toll-free line).
The Vendor shall make available the software updates on the Medicaid WEB Site for
downloading by providers.

3.06.005 | The Vendor shall provide the capability to notify providers through voice response that the
AVRS system is not available. The notification for AVRS must be accomplished in a way that
does not require the user to enter a transaction before being notified of the down status. The
Vendor shall provide dial-up messaging that notifies the caller that the system is temporarily
down and provides instructions on caller action options.

3.06.006 | The Vendor shall ensure that data used for AVRS, ECM and the Web Portal is the same.

3.06.007 | The Vendor shall maintain an AVRS weekly log of:

- all telephone and electronic inquiries,

- pricing inquiries,

- coverage limitations as identified by the Agency, and
- provider checkwrite information.

3.06.008 | The Vendor shall provide an automatic connection to a provider representative at the end of
AVRS script for telephone inquiries during normal business hours, with messaging capability
for other hours of the day

3.06.009 | The Vendor shall verify that the caller is an authorized provider or other authorized user, and
allow access to data by Medicaid recipient ID or SSN with date of birth.

3.06.010 | The Vendor shall provide availability to the telephone AVRS system and ECM eligibility

inquiries twenty-one (21) hours per day (downtime limited for routine maintenance to the
hours of 2:00 a.m. to 5:00 a.m. daily) seven (7) days per week utilizing at a minimum thirty-

ITB #10-X-2205737 3-76




Section 3 — Requirements

New # Claims Requirements
two (32) toll-free telephone lines. (Both systems must not be down at the same time.)

3.06.011 | The Vendor shall complete daily source file updates by 5:00 AM.

3.06.012 | The Vendor shall produce and distribute user manuals, reference cards, and other related
documentation to providers and Agency staff.

3.06.013 | The Vendor shall provide for telephone inquiries from recipients via the recipient call center.

3.06.014 | The Vendor shall provide the capability for batch transmissions of the following, using a
translator as necessary for HIPAA mandated electronic standards:

- Eligibility (270/271)

- Claim Status (276/277)

- Prior Authorization (278)

- Electronic Remittance Advice (835)
- All non-drug Claims (837)

- Functional Acknowledgment (997)
- NCPDP - Pharmacy Claims

- BRF - Batch Response File.

3.06.015 | The Vendor shall notify providers within twenty-four (24) hours of the status of their
transmissions. If rejected, notify provider of nature of errors, and if no errors, accept the
transactions for further processing. If errors are present that prevent the entire electronic
submission from being entered into the system, the submission shall be returned to the
provider for correction and resubmittal.

3.06.016 | The Vendor shall maintain records of all EVS inquiries made, information requested,
information conveyed and rejected transaction results, as applicable.

3.06.017 | The Vendor shall provide the capability for recipients to perform the following inquiries via the
Recipient VRS system: Claims Status and Eligibility

3.06.018 | The Vendor shall provide on a monthly basis EVCM Helpdesk operational reports about the
number of inquiries received during the month, by hour segment and day. The monthly report
will cover the previous month's activity and be provided no later than 5th day of the following
month. The report shall include but not be limited to statistics on the following:

- calls answered;

- busy signals;

- electronic connections made;

- average waiting time;

- number of abandoned calls;

- incomplete calls;

- average time per call;

- counts and types of inquiries by provider type, and individual providers.

The Vendor shall track and identify caller Id statistics and provide to the Agency upon
request.

3.06.019 | The Vendor shall interface with:

- MMIS
- Agency Staff
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- Switching networks and VANs
- Providers and
- other External entities as specified by the Agency

3.06.020 | The Vendor shall establish and document Agency approved controls to ensure no mail,
claims, claim attachments, tapes, or diskettes are misplaced after receipt by the Vendor.

3.06.021 | The Vendor shall provide electronic claims specifications to providers and health plans to
permit electronic submission of claims to the Vendor.

3.06.022 | The Vendor shall maintain incoming asynchronous lines that provide access to claims
submission and eligibility verification for those providers who do not have Internet access.
The Vendor shall maintain at a minimum of thirteen (13) incoming asynchronous lines. The
availability of these lines shall be seven (7) days per week, twenty-four (24) hours per day
with down time for transmissions to the host processor and for approved maintenance.
Claims requiring attachments may not be submitted via electronic media except as
specifically allowed.

3.06.023 | The Vendor shall obtain written agreements from billing agencies and providers using
electronic claims submission methods certifying their compliance with Medicaid requirements
prior to payment of any EMC claims. Existing EMC agreements shall remain in effect and
paperwork shall be transferred to new Vendor during transition.

Agreements should include but not be limited to:

- administrative access for creating, deleting, setting permissions and resetting passwords for
all trading partners; and

- user access for updating their profile.

The Vendor shall make agreements available on COLD.

3.06.024 | The Vendor shall review daily EMC transmittal documents accompanying tape and diskette
submissions and verify that all records submitted are loaded. The Vendor shall notify the
Agency within one (1) day of any discrepancies and provide control totals monthly by the 5th
day of each month.

3.06.025 | The Vendor shall capture all reference indicators as they are submitted on the claim by the
provider. The Vendor shall accept these indicators and place them on the stored images of
claims.

3.06.026 | The Vendor shall accept and process all claim types on paper. The forms shall include but
not be limited to:

- CMS-1500 claim form
- UB-04 claim form
- Pharmacy claim form (Agency unique)
- American Dental Association Standard claim form
- Encounter claims that are processed through the MMIS as fee for service claims up to, but
not including, payment
- Medical Crossover Form (Agency unique)
3.06.027 | The Vendor shall provide the Agency access to mailroom claim samples as specified by the

Agency prior to data imaging for contract monitoring and Agency review.
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3.06.028

The Vendor shall arrange with applicable Medicare carriers/intermediaries for receipt of
Medicare crossover claims through electronic media.

3.06.029

The Vendor shall receive and reformat key-entered and EMC claims, including Medicare
crossover claims, into common processing formats for each claim type. The Vendor shall
receive crossover claims transmissions from Medicare and process within one (1) day of
receipt.

3.06.030

The Vendor shall provide the Agency, upon request, imaged or hard copies of original claims,
adjustments, attachments, and non-claim transaction documents within ten (10) days of
request.

3.06.031

The Vendor shall perform a weekly quality control random sample of images from each of the
following:

- Two (2) claim facsimiles for each claim type from each region; and
- Two (2) facsimiles for other captured images.

The Vendor shall generate the Random Sample ICN Report (CLM-0640-W) each Friday night
and the report shall be placed on COLD by Monday 7AM. The Vendor shall provide a copy
of the actual claims reviewed to the Agency each Tuesday by noon.

3.06.032

The Vendor shall establish balancing procedures to ensure control within the MMIS
processing cycles to include balancing claims history against claims financial.

The claims extract process shall generate control totals to be compared / matched to the
approved to pay report prior to transmission of claims files to Agency and other vendors. The
totals shall be provided by header status and fund code:

- FOR non-adjusted claim records for each fund code/status include the following counts:
* total number header records (if claim type = A, C, |, P, Q) and total Header Paid amount
* total number detail records (if claim type = B, D, L, M, O) and total Detail Paid amount

- FOR adjusted claim records for each fund code/status include the following counts:
* total number header records (if claim type = A, C, |, P, Q)
* total number detail records (if claim type =B, D, L, M, O)

The Vendor shall report discrepancies between control totals and corresponding Approved to
Pay Totals and initiate research within one (1) day. The Vendor shall provide the cause of
the discrepancy and solution options to the Agency within ten (10) days of the corresponding
checkwrite in which the discrepancy occurs.

Discrepancies identified above shall not disrupt the transmission of data files to the Agency
and/or other vendors unless directed otherwise by the Agency.
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3.06.033

The Vendor shall prescreen hard-copy claims before entering into the system, and return
those not meeting certain Agency defined criteria within five (5) days of receipt. Prescreening
elements will include:

- provider identification;

- recipient identification;

- provider signature; and

- appropriateness of the claim form.

The Vendor shall identify all prescreening problems before returning the claim to the provider
and maintain copies of claims for audit purposes. Returned paper claims must receive an
internal control number (ICN) be imaged and accompanied by an explanation as to the
reason for the return. The Vendor shall maintain an on-line daily log of claims, with the ICN
number assigned, which are returned to providers.

3.06.034

The Vendor shall verify that all encounter and FFS claims (hard-copy and electronic) were
accepted into the system for processing.

3.06.035

The Vendor shall identify any activated claim batches that fail to balance to control counts and
notify the transmitter and the Agency within one (1) day.

3.06.036

The Vendor shall maintain an adequately staffed data entry unit to enter paper claims into the
MMIS within the following time guidelines:

- Claims with attachments within five (5) days
- Claims without attachments within ten (10) days

3.06.037

The Vendor shall perform data entry of all hard-copy claims and claim-related documents with
appropriate quality assurance controls approved by the Agency.

3.06.038

The Vendor shall process electronic claim adjustments on-line real-time and enter and
process paper claim adjustments within ten (10) days of receipt.

3.06.039

The Vendor shall edit all data entered into the system (hard-copy and electronic) and perform
required presence and valid format editing on claims at the time of entry.

3.06.040

The Vendor shall report to the Agency all claim adjustments resulting from Vendor processing
errors within one (1) day of identifying the error. The Vendor shall provide the cause of the
error and solution options to the Agency within ten (10) days of the corresponding checkwrite
in which the error occurs.

3.06.041

The Vendor shall perform on-line real-time validity editing on all hard copy claims against
provider, recipient, reference, and other MMIS data

3.06.042

The Vendor shall meet or exceed claim payment standards for "clean" claims set by the
Agency or the federal government, for each claim type

3.06.043

The Vendor shall maintain on-line real-time capability to search sixty (60) months of claims,
adjustments, and financial transactions. The search capability shall include but not be limited
to recipient ID, provider ID, control number, claim data and claim status.

3.06.044

The Vendor shall maintain an on-line real-time claims control and inventory system as
approved by the Agency.
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3.06.045

The Vendor shall print, stock, and distribute all Agency approved specific claims and
authorization forms and distribute to providers and health plans at no charge. The forms shall
include but not be limited to:

- Pharmacy claim form (Agency unique)
- Crossover Form 340 Professional Medicaid/Medicare Related Claim

3.06.046

The Vendor shall make available and provide on-line in COLD: claim copies, adjustments,
refund transactions, recipient, provider, reference, and PA data and reports.

3.06.047

The Vendor shall produce and provide within one (1) day reports of claims entry statistics
requested by the Agency, in an Agency approved format.

3.06.048

The Vendor shall produce claims inventory management analysis reports by claim type,
processing location, and age.

3.06.049

The Vendor shall accept drug, dental, institutional and professional claim types on-line, on
tape and diskette and accept drug claims on POS device. Toll-free lines shall be made
available for EVS transmissions only.

3.06.050

The Vendor shall adhere to HIPAA standards for claims submission and claims remittance
advice transactions, utilizing a translator as necessary for HIPAA electronic standards. The
Vendor shall process ASC X12 4010 and ASC X12 5010 transactions concurrently.

3.06.051

The Vendor shall prescreen all electronic claims prior to control number assignment to ensure
that, if errors are present that prevent the entire electronic submission from being entered into
the system, the submission shall be returned to the provider for correction and resubmittal
and the rejection notice sent within twenty-four (24) hours.

3.06.052

The Vendor shall identify, upon receipt, each electronic claim, encounter, adjustment, and
financial transaction and assign an internal control number (ICN) which includes but is not
limited to the date of receipt, batch number and the sequence of the claim within the batch per
Alabama specifications.

The Vendor shall within one (1) day of receipt, assign an ICN to paper claims, attachments
and adjustment requests.

The Vendor shall link claims to its attachment or adjustment and the attachment or
adjustment to the corresponding claim.

3.06.053

The Vendor shall produce and output to COLD, all daily, weekly, monthly, quarterly and
annual claims reports, including but not limited to:

- Data entry statistics;
- Claims entry statistics; and
- Electronic submission.

3.06.054

The Vendor shall maintain and provide the Agency access to claims images for six (6) years
for use in research.
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3.06.055 | The Vendor shall maintain a keying accuracy rate of at least ninety-nine and eight tenths
percent (99.8 %) for the following data fields on all paper claims:

- Recipient name - all claims (only the first two (2) positions of the first name if the recipient
number is valid). The full recipient name shall be keyed only when the recipient number is
missing or invalid;

- Medicaid number - all claims;

- Provider name - all claims (only first two (2) positions);

- Provider number - all claims;

- Date of service/dispensed date/ statement covers period - all claims;

- Place of service - where present;

- Procedure code/drug code/revenue code - all claims;

- Prior Authorization number - where present;

- Third Party Amount - where present;

- Quantity - all claims; and

- Copay indicator - pharmacy claims.

3.06.056 | The Vendor shall retain, according to a retention schedule defined by the Agency, hard-copy
documents and claims on-site until the batch is fully adjudicated and until the retention period
has expired.

3.06.057 | The Vendor shall provide within ten (10) days batch requests for copies of claims, recipient,
provider, reference and prior authorization data, including associated reports.

3.06.058 | The Vendor shall load electronically submitted claims within one (1) day of receipt.

3.06.059 | The Vendor shall produce, reconcile, and submit to the Agency on Tuesday following each
checkwrite, transaction response time, balancing and control reports that reconcile all claims
entered into the system to the batch processing cycle input and output counts.

3.06.060 | The Vendor shall provide the on-line capability to verify critical fields using data entry software
editing, supervisor audit verification of keyed claims, or other methods defined and/or
determined acceptable by the Agency.

3.06.061 | The Vendor shall provide for automated verification of key (critical) fields on tape or electronic
claims. Identify claims to be rejected or excluded from processing due to less than minimum
required data present.

3.06.062 | The Vendor shall provide on-line real-time correction to, claims suspended as a result of data
entry or provider errors

3.06.063 | The Vendor shall provide on-line real-time data entry software and key verification edits, at a
minimum, as defined by the current Alabama specifications.

3.06.064 | The Vendor shall format, store and make available on-line claim facsimiles or optical images
for all claims submitted. The Vendor shall format all claim facsimiles like hard copy claims
through use of a form overlay. The Vendor shall format, store and make available on-line
optical images for attachments.

3.06.065 | The Vendor shall monitor, track, and maintain control over all claims, encounters,

adjustments, and financial transactions from receipt to final disposition
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3.06.066 | The Vendor shall maintain and make available upon request transaction logs for AMMIS
(accurate and complete audit trail of claims entry and processing activity)

3.06.067 | The Vendor shall maintain batch controls and batch audit trails for all claims and other
transactions entered into the system. The Vendor shall make audit trails available to the
Agency within one (1) day of request.

3.06.068 | The Vendor shall edit to prevent duplicate entry of claims

3.06.069 | The Vendor shall provide inventory management analysis by claim type, processing location,
and age to include but not be limited to: Exception reports of claims in suspense in a
particular processing location for more than an Agency specified number of days.

3.06.070 | The Vendor shall interface with provider, biller, Medicare carrier, and intermediary electronic
networks as applicable, which include but is not limited to:

- Telecommunication links;

- Personal computer transmission;

- Direct interface between the MMIS and the
provider; and

- Updates to MMIS claims processing system.

3.06.071 | The Vendor shall operate the Claims/Encounter Processing component of the MMIS,
including improvements as they are implemented.

3.06.072 | The Vendor shall maintain a method to process for payment "special” claims, including late
billing, recipient retroactive eligibility, out-of-state emergency, payment under court order,
result of an appeal/fair hearing, class action suit, and any other Agency defined situation, in
accordance with Agency instructions, on an exception basis.
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3.06.073 | The Vendor shall maintain on-line real-time and provide search capability for sixty (60)
months of claims history (including pharmacy and non-pharmacy), and all claims for "lifetime
procedures”. This claims data shall be available to search and update the claims history file
as well as to perform audit processing. The Vendor shall provide the capability to search by
recipient ID, provider ID, and/or control number. Data retained should include but is not
limited to:

- A minimum of eight (8) diagnosis codes at the header and detail level or as mandated by
HIPAA (not applicable to dental and pharmacy claims);

- Multiple procedure code modifiers per line;

- Billing, supervising, rendering, and referring provider for EPSDT, health department or
dental at the header, with rendering and referring provider maintained at the detail level for
professional and dental claims, and the ability to suspend at the detail level;

- Recipient name and ID;

- Provider name and ID;

- Medicare and TPL denial reason codes or indicators;

- A minimum of ten (10) error codes at the detail level and ten (10) additional error codes at
the header level or as mandated by HIPAA,;

- Billed, allowed, and paid amounts;

- Deductible, coinsurance amounts, if any, and

Medicare payment or denial dates;

- Recipient Medicaid copayments and LTC patient liability, as applicable;

- TPL amounts, TPL input/output codes to reflect TPL editing, outcomes (e.g., ho coverage,
rejection submitted), if any, and TPL payment or denial dates;

- Procedure, drug, or other service codes, including revenue codes and procedure code
modifiers;

- EPSDT, pregnancy, family planning, and emergency services;

- Pricing action code;

- Date(s) of service, date of adjudication, and date of payment; and

- Late bill override codes.

3.06.074 | The Vendor shall store and display all reference indicators and other claim data elements as
they are submitted on the claim by the provider. The Vendor shall accept and maintain these
elements throughout AMMIS including claims history. Elements should include but not be
limited to:

- all TPL-related claim data including third party identifying information;
* diagnosis codes indicating trauma,
* TPL payment/denial indicators (TPL Input/Output Codes),
* Insurance Company and policy identifiers (including policy and group numbers)
* coordination of benefits (COB) data:
* claim override codes;
* NCPDP other coverage payment and denial codes.
3.06.075 | The Vendor shall perform all data processing operations to support Claims/Encounter

processing requirements, including:

- On-line real-time Edit/Audit processing including Correct Coding Initiatives (CCI) Edits;
- Suspense resolution;

- On-line real-time Claim pricing; and

- On-line real-time Adjudication processing.
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3.06.076

The Vendor shall conduct weekly meetings to discuss claims issues and resolution which my
include developing new edits and audits, updating the claims resolution instructions, or
resolving claims issues in accordance with program policy and procedures.

3.06.077

The Vendor shall maintain an adequately staffed claims/encounters resolution unit to resolve
claims suspended for edits and audits designated by the Agency.

The Vendor shall resolve all claims suspended within ninety (90) days of receipt.

3.06.078

The Vendor shall manually and systematically review and resolve ninety-five percent (95%) of
claims/encounters that suspend for any of the edits and/or audits for reasons other than
medical review to pay or deny status within twenty-five (25) days of receipt and one hundred
percent (100%) within ninety (90) days of receipt.

3.06.079

The Vendor shall manually and systematically review and resolve ninety-five (95%) percent of
claims/encounters that suspend for any of the edits and/or audits for medical review to pay
or deny status within sixty (60) days of receipt and one hundred percent (100%) within ninety
(90) days of receipt.

3.06.080

The Vendor shall process as encounters; claims with HMO covered services for HMO
recipients as directed by the Agency.

3.06.081

The Vendor shall suspend claims for those specific providers, procedure codes, or provider
types placed on prepayment review by the Agency or Vendor.

3.06.082

The Vendor shall price and process all claims, encounters and other claims-related
transactions in accordance with the program policy, benefits, and limitations as defined and
established by the Agency.

The Vendor shall include in the Financial cycle all electronic claims received by 5:00 P.M.
(CST) on the day of the cycle.

3.06.083

The Vendor shall provide an on-line audit trail for all claims and adjustments from time of
receipt to time of payment. Each claim record shall show each stage of processing, the date
the claim was entered in each stage, any error codes posted to the claim, resolution of each
error code and processor ID so a claim may be located at any time and so that all failed edits
and edit dispositions can be identified.

3.06.084

The Vendor shall execute claims/encounters processing cycles and generate outputs on an
Agency approved schedule, in accordance with the standards determined by the Agency.

3.06.085

The Vendor shall implement procedures to identify claims suspended as a result of data entry
errors and correct such errors.

3.06.086

The Vendor shall assist providers with issues on claim denials or cutbacks in accordance with
Agency approved procedures or refer to the Agency if unable to resolve.

3.06.087

The Vendor shall designate a staff person as the point of contact to coordinate the resolution
of all special batch claims submitted by the Agency.

3.06.088

The Vendor shall provide adequate staffing to resolve claims requiring PAs and/or
attachments, such as TPL, sterilization and abortion consent documents and Medicare
attachments or medical review.
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3.06.089

The Vendor shall maintain adequate staff to manually price certain claims according to
Agency specified criteria.

3.06.090

The Vendor shall monitor the use of override codes during the claims resolution process to
identify potential abuse, based on Agency defined guidelines.

3.06.091

The Vendor shall maintain and update claims control, exception control, medical criteria, and
other parameter files as required and in accordance with Agency change control procedures.

3.06.092

The Vendor shall coordinate with the Medicare contractors to facilitate testing and processing
of Medicare crossover claims.

3.06.093

The Vendor shall prepare and make available reports identified in the Alabama MMIS Reports
Listing located in the Procurement Library.

3.06.094

The Vendor shall transmit monthly, within five (5) days of the last checkwrite, a file of
adjudicated claims and encounter records to be used by the Agency for additional reporting
and research. The Vendor shall provide the file in a format approved by the Agency and will
contain all fee for service and encounter claims adjudicated in the management reporting
period.

3.06.095

The Vendor shall produce and submit to the Agency, on a timely basis, all required claims
and encounter processing reports.

3.06.096

The Vendor shall receive and process all outpatient claims in the same format as they are
submitted to Medicare. Medicare utilizes the Outpatient Prospective Payment System
(OPPS) whereby providers may submit all procedure codes rendered for a date of service.
This may require receiving and processing procedure codes that have a zero price.
Accepting straight Medicaid claims utilizing the Medicare format will preclude providers from
maintaining two (2) billing formats for outpatient claims.

3.06.097

The Vendor shall meet all federal and State Processing Requirements.

3.06.098

The Vendor shall perform on-line, real-time adjudication of claims transmitted electronically
twenty-one (21) hours a day, seven (7) days a week with the down-time occurring between
2AM and 5AM.

3.06.099

The Vendor shall process claims received according to the following standards:

- Ninety percent (90%) within thirty (30) calendar days of receipt,
- Ninety-nine percent (99%) within ninety (90) calendar days of receipt.

(Note: Processed claims are those claims adjudicated to final payment or denial status and
the EFT payment has been released or the provider has been mailed a paper check.

3.06.100

The Vendor shall process provider adjustment requests and Agency initiated adjustments
according to the following standards:

- Ninety-five percent (95%) within thirty (30) calendar days of receipt, and
- Ninety-nine percent (99%) within ninety (90) calendar days.

3.06.101

The Vendor shall process to completion all adjustments resulting from system-caused or
Vendor-caused errors within twenty-five (25) calendar days of identification of the error.
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3.06.102 | The Vendor shall process on-line real-time all edits and audits currently defined for Alabama
to include but not limited to:

- ensure that the services for which payment is requested are covered by the Alabama
Medicaid Program.

- timely filing requirements

- applicability of Medicaid recipient cost sharing requirements on applicable claims

- suspend claims requiring provider or recipient prepayment review.

- ensure that diagnosis, revenue and procedure codes are present on Medicare crossover
claims and all other appropriate claim types.

- recipient eligibility on date(s) of service.

- recipient Lock-in claims utilizing the on-line recipient Lock-in file.

- valid recipient using recipient ID and first two (2) letters of first name.

- newborn recipient eligibility based on State-defined criteria.

- recipient participation in special programs against program services and restrictions.

- provider eligibility, including but not limited to: editing of the provider's CLIA identification
number, provider type and specialty, and provider contract to determine if the provider is
allowed to render the service billed.

- provider participation as a member of the billing group.

- nursing facility and waiver program claims against PA or LTC file.

- PA requirements and that the claim matches to an active PA on the MMIS.

- prior-authorized claims and cut back billed units or dollars, as appropriate, to remaining
allowed units or dollars.

- perform automated cross-checks and relationship edits (including diagnosis/sex) on all
claims and adjustments.

- perform automated audit processing using history claims, suspended claims and same
claims.

- each data element of the claim record for required presence, format, consistency,
reasonableness and/or allowable values.

- for potential and exact duplicate claims

- adjudicate pharmacy claims for payment and perform ProDUR functions on pharmacy
claims.

3.06.103 | The Vendor shall maintain a function to process claims against an edit/audit criteria file or
table (maintained in the Reference Data Maintenance function) to provide flexibility in edit and
audit processing.

3.06.104 | The Vendor shall maintain a function to edit for managed care participation and restrictions.
The function shall include but not be limited to evaluation of managed care criteria including
claim type, provider type, provider specialty, diagnosis procedure limitations. The
requirements shall all have effective and end dates. The function shall also support referral
requirements to ensure restriction of recipients to receive services either from the PMP or
from another qualified provider to whom the participant was referred by the PMP. The
function shall also make use of specific override codes for the Maternity Care Program.

3.06.105 | The Vendor shall update on-line real-time the PA record to reflect the services paid or
adjusted for processed claims and to update the number of services or dollars still remaining
to be used on the record.

3.06.106 | The Vendor shall perform automated audits using potential duplicate and suspect duplicate

criteria to validate against all other claims in the system.
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3.06.107

The Vendor shall edit each claim record as completely as possible during an edit or audit
cycle, rather than ceasing the edit process when an edit failure is encountered. The Vendor
shall post to claims history a minimum of twenty (20) edit and audit error code occurrences
per claim.

3.06.108

The Vendor shall provide, for each error code, a resolution code, an override, and force or
deny indicator, and the date that the error was resolved, forced, or denied; forced claims shall
carry the ID of the operator to provide a complete on-line audit trail of processing.

3.06.109

The Vendor shall perform overrides of claim edits and audits in accordance with Agency
approved guidelines.

3.06.110

The Vendor shall update claim history file with paid and denied claims data from each
adjudication cycle.

3.06.111

The Vendor shall maintain a record of services needed for audit processing where the audit
criteria covers a period longer than sixty (60) months (such as once-in-a-lifetime procedures).

3.06.112

The Vendor shall limit benefits payable by recipient eligibility category.

3.06.113

The Vendor shall maintain a function to process claims against an ESC disposition file or
table (maintained in the Reference Data Maintenance function) to provide flexibility in claims
dispositioning. The Vendor shall allow dispositions and exceptions to edits/audits based on
bill/claim type, submission media, provider type, individual provider number, revenue,
procedure or diagnosis codes. The Vendor shall provide the capability to disposition
edits/audits to:

(1) Pend to a specific location for correction

(2) Deny with explanatory message(s) on provider remittance statement

(3) Pay and report to the Contractor or to the Agency with explanatory messages (for use in
postpayment activities)

3.06.114

The Vendor shall identify potential and existing third party liability (including Medicare) and
deny, recoup or pay and report the claims, depending on the edit, if it is for a covered service
under a third party resource, for applicable claim types and covered periods using claim data,
the TPL Matrix, Recipient Policy File, and other TPL edits to identify coverage.

The Vendor shall maintain edits to identify non-covered Medicare and TPL services for
processing exclusions to relevant Medicare and TPL edits.

3.06.115

The Vendor shall edit to ensure that all required attachments, per the reference files or edits,
have been received and maintained for audit purposes. The Vendor shall provide a method
to receive attachments and input specified data into a file which can be systematically
accessed when claims are submitted for payment.

3.06.116

The Vendor shall identify the allowable reimbursement for claims according to the date-
specific pricing data and reimbursement methodologies contained on applicable Provider or
Reference files for the date of service on the claim.

3.06.117

The Vendor shall price Medicare coinsurance or deductible crossover claims at the lower of
the Medicaid or Medicare allowed amount, full coinsurance and deductible, at a unique QMB
rate, or other payment methodologies as determined by the Agency, depending on recipient
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program eligibility or type of claim.

3.06.118 | The Vendor shall price services billed with procedure codes with multiple modifiers.

3.06.119 | The Vendor shall price claims according to the policies of the program the recipient is enrolled
in at the time of service and edit for concurrent program enrollment.

3.06.120 | The Vendor shall edit billed charges for reasonableness and flag any exceptions, including
the ability to vary the parameters of this edit by provider type, claim type, and edit disposition.

3.06.121 | The Vendor shall identify and calculate payment amounts according to the fee schedules, per
diems, capitation rates, and global rates established by the Agency.

3.06.122 | The Vendor shall price encounter "claims" with a calculated payment amount and maintain
amount in record, but authorize zero payment to the provider.

3.06.123 | The Vendor shall deduct patient liability amounts when pricing long-term care claims including
nursing home and hospice claims or as otherwise specified by the Agency.

3.06.124 | The Vendor shall deduct TPL and Medicare paid amounts, as appropriate, when pricing
claims

3.06.125 | The Vendor shall deduct recipient co-payment amounts, as appropriate, when pricing claims.

3.06.126 | The Vendor shall maintain flexibility and adequate staffing to accommodate individual
consideration for pricing miscellaneous procedures, unpriced procedures and services not
ordinarily covered by Medicaid but which must be paid for EPSDT or other programs.

3.06.127 | The Vendor shall price different provider groups with different amounts using the same
procedure codes.

3.06.128 | The Vendor shall provide a process to link the retrieval of the image of a suspended paper
claim document to the suspended claim record.

3.06.129 | The Vendor shall provide the capability for selected Vendor or Agency staff to perform a force
or override on an error code based on individual operator IDs or authorization level.

3.06.130 | The Vendor shall maintain the original billed amount, calculated allowed amount, an indication
of the pricing method used to determine the payment amount, any manually priced amount,
and the final reimbursement amount on the claim history record.

3.06.131 | The Vendor shall provide the capability to determine what the payment amount would have
been used for encounter claims and apply TPL logic.

3.06.132 | The Vendor shall provide on-line, real-time claims suspense resolution capabilities for all
claim types.

3.06.133 | The Vendor shall maintain on-line real-time claim correction screens which display all claims
data as entered or subsequently corrected.

3.06.134 | The Vendor shall completely reprocess corrected claims and all edits and audits are

reprocessed.
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3.06.135 | The Vendor shall maintain on-line real-time search and update capability to claim correction
screens with access by internal control number, provider ID, recipient ID, and/or claim
location.

3.06.136 | The Vendor shall provide search capability for the status of any related limitations for which
the recipient has had services such as the number of office visits paid per year

3.06.137 | The Vendor shall assign a unique status and clerk identification to corrected suspense claims.

3.06.138 | The Vendor shall maintain all claims on the suspense file until corrected, automatically
recycled, or automatically denied.

3.06.139 | The Vendor shall Interface with an Agency specified contractor, currently HID (Health
Information Design), to process electronic PA requests in real-time mode for pharmacy
claims, using the NCPDP P4 request/response transaction.

3.06.140 | The Vendor shall process a file of claim information from an Agency specified vendor or SUR.
The Vendor shall update history with the file indicating the claim has been recouped and
cannot be adjusted.

3.06.141 | The Vendor shall create a pharmacy claim extract (both paid and voided claims) on a daily
basis along with a change extract (when a recipient's SSN is changed) and transmit it to the
vendor specified by the Agency.

3.06.142 | The Vendor shall provide the ability to include the Preferred Drug list (PDL) edit in the
pharmacy claims processing.

3.06.143 | The Vendor shall run a test submission on electronic and tape billings to ensure that the
submission format is accepted by the Alabama MMIS, prior to approving agreements with
automated billing service vendors.

3.06.144 | The Vendor shall develop and implement a testing process for providers who wish to begin
submitting electronic media claims to ensure provider compliance before allowing EMC
transmission.

3.06.145 | The Vendor shall provide a report on a quarterly basis that identifies exact duplicate claims.
The report should be placed on COLD the first day of each quarter.

3.06.146 | The Vendor shall provide reports on a monthly basis that identify recipients who have
exceeded specified benefit limitations by prior calendar year and current calendar year. The
reports should be placed on COLD the last day of each month.

3.06.147 | The Vendor shall maintain a history of all pricing data to support the claims that are
maintained.

3.06.148 | The Vendor shall maintain system edits to recognize and deny pharmacy claims for

dispensing of inappropriate number of units. The edits shall recognize minimum and
maximum units based on monthly refills.
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3.07 Financial Requirements

The Claims Reporting and Financial function provides the overall support and reporting for all of

the claims processing and financial activities necessary to support the Alabama Medicaid

Program. It includes processing for claim payments, adjustments, refunds, accounts receivables

and other financial transactions such as voids, credits, returned checks, manual checks, cash
receipts, repayments, recoupments, cost settlements and non-claim-related system payments
(payouts). This function ensures that all State funds are appropriately disbursed and that all

transactions are applied accurately.

Among the processes that the Financial Processing function includes is generation of payments
to providers and the production of a remittance advice for each provider who has had claims
adjudicated and/or financial transactions processed. The payments can take the form of check or
an EFT.

Financial Functions:

Payment Processing - AMMIS has the ability to generate payments for payees of varying
types for various reasons. The primary payee is a provider. The primary payment reason is
claims but payments are also made for expenditures (payouts) and capitated payments. The
provider has two primary methods of receiving payment from the AMMIS, check or
electronic funds transfer (EFT). Payments are generated in the financial batch cycle. The
AMMIS financial system produces a remittance advice that provides a detailed explanation
of the transactions that resulted in payment(s) or other financial activity each financial cycle.

Scheduling - Scheduling has two functions:

o Determine payers and the types of claim and financial transactions to process in a
financial cycle based on established financial schedules.

o Determine the specific claim and financial transactions to bring into the financial cycle
based on payers, claims and financial transactions specified in the schedule.

Remittance Advice (RA) - The Remittance Advice (RA) is the primary document sent to a
provider that reports claim activity, claim status, payments sent to and monies received from
a provider. Providers can request to receive only an electronic RA, only paper or both. The
RA is generated in each claims payment cycle. A provider will only receive a RA if the
provider has activity during the claim payment cycle.

IRS reporting (1099/W2) - Annual earnings, based on the unique Tax Identification Number
(TIN), are reported on IRS Form 1099 and submitted to each provider and the Internal
Revenue Service and the Alabama Department of Revenue. All money earned by TIN is
reported on the Form 1099.
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The following are the requirements identified by the Agency that must be met by the VVendor to
support the successful operation of the Claims Financial related functions.

New # Financial Requirements

3.07.001 | The Vendor shall process and generate incentive payments to primary care providers, upon
request within ten (10) days or in the next check write.

3.07.002 | The Vendor shall update the claims history file/database with the check number, financial
cycle date, and amount paid information by the first day following each financial cycle.

3.07.003 | The Vendor shall prevent processing of checks and EFTs for those test transactions
processed through the Integrated Test Facility.

3.07.004 | The Vendor shall perform all internal balancing activities to ensure accurate disbursement of
payments.

3.07.005 | The Vendor shall provide on-line real-time access to claims and financial information.

3.07.006 | The Vendor shall provide on-line user manual to instruct Agency staff on accessing claims
and financial information. The Vendor shall maintain the on-line user manual to reflect
current system functions. The Vendor shall provide hands-on user training for a minimum of
twenty-four (24) Agency staff monthly or as requested by the Agency.

3.07.007 | The Vendor shall provide on-line and in COLD payment data from the provider claims,
adjustments, accounts receivable, and transaction processing activities to the Agency.
Provide access to payment data within one (1) day of the checkwrite.

3.07.008 | The Vendor shall support all claims reporting functions, files, and data elements necessary to
meet the requirements of this ITB.

3.07.009 | The Vendor shall provide systematic update capabilities to claims and financial history.

3.07.010 | The Vendor shall utilize EFT to deposit payments to provider accounts.

3.07.011 | The Vendor shall identify all checks to be pulled for stop payment.

3.07.012 | The Vendor shall receive and process all returned provider checks.

3.07.013 | The Vendor shall review provider 1099 earnings reports and resolve any discrepancies
before mailing or within five (5) days of being notified of a discrepancy.

3.07.014 | The Vendor shall support all financial application functions, files, and data elements to meet
all requirements in the ITB.

3.07.015 | The Vendor shall establish the capability to split-release provider payments as directed by

the Agency.
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3.07.016

The Vendor shall provide to Medicaid, two (2) months prior to Operations, a detailed
allocation by cost centers for Vendor activities on which percentages of the administrative
fees are allocable at ninety percent (90%), at seventy-five percent (75%), and at fifty percent
(50%) federal financial participation. Such allocation shall be in accordance with the
requirements of federal regulations for Alabama MMIS, Section 11276 in Part 11 of the State
Medicaid Manual and in a manner prescribed by the Agency.

3.07.017

The Vendor shall complete the payment cycles on an Agency approved schedule to ensure
provider payments and remittance advices can be electronically transmitted or mailed.

Electronic remittances (835) must be transmitted within one (1) day following the checkwrite.

Paper remittances must be mailed within five (5) days following the checkwrite or upon
release of the provider's payment.

3.07.018

The Vendor shall process and generate capitation payments for HMO and managed care
providers as part of the normal financial cycle.

3.07.019

The Vendor shall process and generate case management fees for the PCCM Program and
the Recipient Lock-In Program as part of the normal financial cycle when requested by the
Agency.

3.07.020

The Vendor shall process and generate HIPP payments weekly.

3.07.021

The Vendor shall produce and submit to the Agency all required financial reports no later
than the first day following the financial cycle.

3.07.022

The Vendor shall generate, image, and make available on-line remittance advices by the first
day following each check write.

3.07.023

The Vendor shall generate recipient history printouts within one (1) day of receipt of
requests.

3.07.024

The Vendor shall enter provider refunds information into the cash receipts panel within two
(2) days of receipt. The Vendor shall process the refund through the claims system within
fifteen (15) days of receipt.

3.07.025

The Vendor shall ensure the percentage of EFT payments to total payments per payment
cycle must remain above ninety-five percent (95%) of total dollars as specified in the Cash
Management Improvement Act of 1990.

3.07.026

The Vendor shall produce and transmit a monthly paid claims extract file to the Agency and
designated contractors within ten (10) days of the last payment processing cycle of the
month.

3.07.027

The Vendor shall produce and mail (or transmit electronically) provider 1099 earnings reports
to providers no later than January 31, each year. Reports shall represent the total net
payments to the provider. The Vendor shall reissue any 1099's which are found to be in
error within five (5) days of request.

3.07.028

The Vendor shall provide the Agency a copy of the final provider 1099 earnings reports no
later than January 31 of each year.
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3.07.029

The Vendor shall produce and mail (or transmit electronically) federal and state 1099 tapes
in accordance with federal and state regulations no later than January 31, each year. The
Vendor shall reissue any 1099's which are found to be in error within five (5) days of request.

3.07.030

The Vendor shall produce and make available online reports on accounts receivable
collections and outstanding balances in aggregate and/or individual accounts within one (1)
day following check write.

3.07.031

The Vendor shall process adjustments entered on-line and reflect the change in the next
financial cycle.

3.07.032

The Vendor shall process all Agency approved mass adjustments in the next financial
payment cycle.

3.07.033

The Vendor shall provide copies of bank statements and reconciliations for each bank
account maintained on behalf of the Agency no later than twenty-five (25) calendar days
following the end of each month.

3.07.034

The Vendor shall produce and submit to the Agency the electronic transmittal of invoices, in
a format established by the Agency, no later than 10:00 a.m. central time on the first day
following the financial cycle. If the Vendor, for any reason, makes payment to a provider for
an amount different from that shown on the register, the Agency shall be notified immediately
of the change and the reason thereof.

3.07.035

The Vendor shall provide to the Agency no later than ten (10) calendar days following the
end of the month checks due to the Agency from all accounts maintained on behalf of the
Agency.

The Vendor shall ensure that refunds and un-cashed checks are accompanied by a
summary of the account activity broken down by fund code. Interest shall be identified by
each account.

3.07.036

The Vendor shall create accounts receivable records and produce and mail (or submit
electronically) third party invoices on a schedule approved by the Agency.

The Vendor shall prior to creation of accounts receivable:

Within two (2) days of the end of each month,
create pre-production reports for review by
Agency staff and make available in COLD.

Within two (2) days of Agency approval of pre-
production reports, vendor shall produce
paper and electronic billings and mail/transmit
post-payment billings.

Invoices shall not be added to accounts receivable or distributed prior to Agency approval.

Pre-production reports, accounts receivable entries, and claims facsimiles (or hard copy
claim facsimiles) shall be available for on-line viewing.
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3.07.037 | The Vendor shall process monies received from providers for services paid for recipients
retroactively determined to be ineligible, SUR recoupments, returned checks, provider
checks and any other checks received. Checks from third party payers will be forwarded to
the Agency for processing within three (3) days of receipt.

3.07.038 | The Vendor shall perform two (2) provider payment cycles per month or on a schedule
established by the Agency.

3.07.039 | The Vendor shall maintain payment mechanisms to providers, to include identification of
check generation and electronic funds transfer (EFT).

3.07.040 | The Vendor shall suppress the generation of zero-paid checks but shall generate associated
remittance advices.

3.07.041 | The Vendor shall maintain the capability to print informational messages on remittance
advices, with multiple messages available on a user-maintainable message text file, with
selectable print parameters such as provider type, claim type, and payment cycle date(s).

3.07.042 | The Vendor shall update provider payment data and 1099 data on the Provider data set.

3.07.043 | The Vendor shall maintain provider accounts receivable and deduct appropriate amounts
from payments due after each claims financial processing cycle.

3.07.044 | The Vendor shall maintain a process to set payment schedules and delay payment issuance,
as determined and approved the Agency, including the ability to limit payments to specified
dollar limits.

3.07.045 | The Vendor shall generate and distribute provider remittance advices (RA) in electronic

(electronic transmissions will have to conform to ASC X12N 835 and/or ASC X12N 277
Unsolicited format) or hard-copy media, and on-line access for EDS and Agency staff
(COLD), to include the following information:

- A separate itemization of submitted claims, by claim type, that were paid, denied, or
adjusted, and any financial transactions that were processed for that provider, including
subtotals and totals;

- Post capitation payment, as required, with supporting detailed documentation.

- An itemization of suspended claims;

- Adjusted claim information showing both the original claim information and the adjusted
information, with an explanation of the adjustment reason code;

- The name and address of the insurance company or companies;

- Medicare carrier or Health Plan, the name of the insured, and the policy and group number
for claims rejected due to TPL coverage on file for the recipient;

- Explanatory messages relating to the claim payment cutback or denial;

- Summary section containing earnings information regarding the number of claims paid,
denied, suspended, adjusted, and in process; and financial transactions for the current
payment

period, and year-to-date;

- Up to ten (10) EOB messages per claim header and per claim detail or as mandated by
HIPAA.; and

- Provider demographics to include but not limited to: provider NPI, address information, and
service location.
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3.07.046 | The Vendor shall post EOB messages applicable to the claim history record.

3.07.047 | The Vendor shall provide electronic RAs on the Web for provider download within one (1)
day following a checkwrite. All electronic claim submissions will receive an 835 electronic
remittance advice.

3.07.048 | The Vendor shall produce RAs in multiple formats and content for paper RAs for different
claim types such as hospital, pharmacy, professional, and LTC. All formats must be
approved by the Agency.

3.07.049 | The Vendor shall maintain complete audit trails of adjustment processing activities on the
claims history files.

3.07.050 | The Vendor shall maintain the ability to adjust units and dollars on the Prior Authorization
Records to reflect credit and repayment transactions.

3.07.051 | The Vendor shall maintain a process to allow on-line changes to the adjustment claim record
to reflect corrections or changes to information during the claim correction (suspense
resolution) process.

3.07.052 | The Vendor shall accept and process HIPAA compliant provider-submitted electronic
adjustment and void requests.

3.07.053 | The Vendor shall maintain a process to omit Agency identified adjustments from the
provider's RA such as but not limited to recipient reKeys.

3.07.054 | The Vendor shall maintain an automated mass-adjustment function to:

- accept mass adjustment criteria electronically,

- reprocess claims for retroactive pricing changes,

- reprocess claims for recipient eligibility changes,

- reprocess claims for provider eligibility changes,

- and other changes necessitating reprocessing of multiple claims.

The Vendor shall process adjustments within Agency specified timeframe upon request.

3.07.055 | The Vendor shall maintain a non-claim specific adjustment function to make a payment or a
debit on a provider without relating it to a claim such as but not limited to lump sum
recoupments or payments.

3.07.056 | The Vendor shall maintain an on-line mass-adjustment selection screen, limited to select

users, to enter selection parameters including but not limited to: time period, provider
number(s), provider type, provider specialty, provider location, recipient number(s), age
(min/max), gender, aid category, claim type(s), region code, revenue code, procedure and
modifier(s), diagnosis code, NDC, error status code (ESC), and health program. Any claims
meeting the selection criteria will be displayed for review and will have the capability to select
or unselect chosen claims for continued adjustment processing.
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3.07.057

The Vendor shall maintain a retroactive rate adjustment capability which will automatically
identify all claims affected by the adjustment, create adjustment records for them, reprocess
them, and maintain a link between the original and adjusted claim and complete within
Agency specified timeframe upon request. This process shall be considered routine
maintenance and will not require a Customer Service Request.

3.07.058

The Vendor shall update claims history and financial information with all appropriate financial
records and adjustments. All reporting shall reflect this information.

3.07.059

The Vendor shall update claims history and financial information to reflect TPL claim-specific
recoveries. All reporting shall reflect this information.

3.07.060

The Vendor shall prevent multiple adjustments to a single claim record; apply successive
adjustments to the most current version of the claim.

3.07.061

The Vendor shall maintain the capability to report all adjustment transactions by the fund
code and State category of service.

3.07.062

The Vendor shall retroactively reprocess nursing facility claims to identify and correct any
erroneous payments resulting from changes in patient liabilities or individual nursing facility
rates.

The Vendor shall generate a report - Retro Adjustments due to Patient Liability Changes
(CLM-0050-L) and submit to the Agency on a quarterly basis.

3.07.063

The Vendor system shall provide the capability to identify the claim to be adjusted, allow an
on-line real-time change to the contents of the field to be adjusted and generate the
complete adjustment transaction without requiring additional data.

3.07.064

The Vendor system shall maintain the original claim and the results of adjustment
transactions in claims history; link all claims and subsequent adjustments by a cross-
referencing control number. Cross- reference ICN shall appear on the original claim and the
adjustment claim.

3.07.065

The Vendor system shall allow on-line real-time entry of adjustments to adjudicated claims.
Adjustments shall process in the next adjudication cycle.

3.07.066

The Vendor system shall process adjustments as standard claims to include editing, pricing,
auditing, and checking for duplication against other regular and adjusted claims.

3.07.067

The Vendor system shall maintain an adjustment reason code which indicates the reason for
the adjustment (e.g., post payment recovery due to TPL) and the disposition of the claim
(additional payment, recovery, history only, etc.) for use in reporting the adjustment.

3.07.068

The Vendor system shall have the capability to identify and allow updating of partial
recoveries of Medicaid payment due to TPL.
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3.07.069 | The Vendor shall maintain on-line real-time access and update capability to an accounts
receivable file which processes and reports financial transactions by type of transaction, and
provider. The file, at a minimum, must include:

- Provider number;

- Account balance;

- Percent or dollar amount to be withheld from future payments;
- Reason indicator;

- Type of collection;

- Authorizing party;

- Due date for recoupment;

- Program and authorizing Agency to be charged;

- Lien holder and amount of lien; and

- 1099 adjustment indicator.

3.07.070 | The Vendor system shall accommodate manually issued payments and/or recoupments.
The system shall update the specific provider's account to adjust the provider's 1099
earnings data.

3.07.071 | The Vendor system shall accommodate the issuance and tracking of non-provider-specific
payments through the MMIS (e.g., refund of an insurance company overpayment) and adjust
all reporting appropriately.

3.07.072 | The Vendor shall maintain assignment information (debt payment information) for
garnishments and tax levies. The Vendor shall use this information in directing payments as
specified in the court order or splitting payments to the provider and court ordered designee.

3.07.073 | The Vendor shall generate within one (1) day after each checkwrite, a report of providers
with credit balances. The Vendor shall ensure that all payments have been applied to the
provider account before the report is produced.

3.07.074 | The Vendor shall provide a Ul panel that will display provider credit balances. The panel
shall be accessible by AR number, Provider id (payee), payee type, reason code, status,
effective date from, effective date to and/or fund code.

3.07.075 | The Vendor shall maintain the current provider check write (payroll) information plus the
previous sixty (60) months on-line. All data is currently being kept. If the data is limited to
sixty (60) months a purge process must be documented and approved by the Agency before
any purges occur.

3.07.076 | The Vendor shall generate overpayment (credit balance) letters to providers when
establishing accounts receivable. The letter is appended to the RA and will be included until
the credit balance is zero.

3.07.077 | The Vendor shall maintain cash management techniques (such as zero-balance bank
accounts) which meet the requirements of the federal Cash Management Improvement Act
of 1990 and the State of Alabama.

3.07.078 | The Vendor shall process claim-specific and mass adjustment to providers as requested by

the Agency and within ten (10) days of request.
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3.07.079

The Vendor shall maintain sufficient controls to track each financial transaction, balance
each batch, and maintain appropriate audit trails on the claims history file.

The Vendor shall archive financial transactions within one (1) day of each and every check
write. Maintain a minimum of sixty (60) months of financial transactions in archive.

3.07.080

Within five (5) days of receipt, the Vendor shall accept returned checks and void the provider
payment by automatically reversing all transactions associated with the payment, including
claim payments, claim credits, and other financial transactions.

3.07.081

The Vendor shall apply lump sum recoupments to payee (group provider number) for
collection within ten (10) days of receipt of the letter.

3.07.082

The Vendor shall apply the generated check numbers to the associated claims paid in the
MMIS at the time the payments are generated.

3.07.083

The Vendor shall maintain on-line real-time search capabilities for financial information
based on user defined criteria.

3.07.084

The Vendor shall maintain on-line inquiry to financial information with access by provider ID,
it shall include, but not be limited to:

- Overpayment information;

- Receivable account balance and established date;

- Percentages and/or dollar amounts to be deducted from payments;

- Type of collections made and date; and

- Both financial transactions (non-claim-specific) and adjustments (claim-specific).

3.07.085

The Vendor shall maintain an on-line real-time recoupment process that systematically
creates a provider AR that can be either automatically recouped from claims payments or
satisfied by repayments from the provider. The provider AR will be created any time the
provider account balance is below zero.

3.07.086

At the Agency's direction, the Vendor shall accept manual or automated transactions (as
input) to be recorded and reported as medical expenditures that have been processed and
paid outside of the MMIS. The Vendor shall generate an invoice to the Agency for the total
amount the next day. The Agency will supply the funds to the Vendor. The Vendor shall
mail the payments and post the information to the MMIS within five (5) days of receipt of the
funds.

3.07.087

The Vendor shall maintain a process to apply monies received toward the accounts
receivable file. The Vendor shall retain a copy of the payment information including but not
limited to the RA date, number, and amount. The Vendor shall apply the payment
information into the provider's account within ten (10) calendar days.

3.07.088

The Vendor shall apply a fund code and state category of service provided by the Agency to
all lump-sum payments at time of posting.

3.07.089

The Vendor shall apply a fund code and state category of service from the associated claims
to all refunds payments at time of posting.
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3.07.090

The first working day after each checkwrite, the Vendor shall generate edit/audit override
analysis by claim type, edit/audit, and operator ID. This report shall be available in COLD.

3.07.091

The first working day after each checkwrite, the Vendor shall generate processing cycle time
analysis by claim type, input media, and provider type. This report shall be available in
COLD.

3.07.092

The Vendor shall produce user-requested ad hoc reports from claim information with two (2)
days of request.

3.07.093

The Vendor shall provide monthly claims and financial files in formats suitable for
downloading to State computers within five (5) days of the last checkwrite of the month.
Files shall include paid and denied claims, encounter claims, adjustments, capitation, and
other payments and financial transactions.

3.07.094

The Vendor shall by the 5th day of the month generate a report of range of recoupments by
amount and time period for providers. The report shall be available on COLD.

3.07.095

The Vendor shall provide a report, by type of media, receipts and adjudication of claims
received and processed to a finalized status on a daily basis. The report shall be available
on COLD.

3.07.096

The Vendor shall generate a report of cash receipts and returned funds the first working day
after each checkwrite. The report shall be stored in COLD.

3.07.097

After each check write, the Vendor shall generate a report of provider accounts receivable
set-up during the checkwrite period. The report shall be available the first working day after
each checkwrite and shall be stored in COLD.

3.07.098

After each checkwrite the Vendor shall generate check registers and store the information in
COLD. The report shall be available the first day after each checkwrite.

3.07.099

The Vendor shall by the 5th day of the month generate a report which identifies and
segregates claim-specific and non-claim-specific adjustments by type of transaction (payout,
recoupment, or refund) and provider type. The report shall be stored in COLD.

3.07.100

The Vendor shall by the 5th day of the month generate claims inventory trend reports. The
report will be stored in COLD.

3.07.101

After each checkwrite the Vendor shall generate a report of claims and payments
information. The report shall be available the first day after each checkwrite and shall be
stored in COLD.

3.07.102

After each checkwrite, the Vendor shall generate a report of finalized claims, tapes, and
EMC transmissions input into the payment cycle. The report shall be available the first day
after each checkwrite and shall be stored in COLD.

3.07.103

After each checkwrite, the Vendor shall generate a report of error code analysis by claim
type, provider, and/or input media. The report shall be available the first day after each
checkwrite and shall be stored in COLD.
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New #

Financial Requirements

3.07.104

The Vendor shall support on-line real-time inquiries and searches using multiple and variable
user-entered selection parameters, including but not limited to:

- recipient name;

- recipient number;

- provider name;

- provider number;

- service date ranges;

- payment date ranges;

- claim type;

- claim status;

- payee number;

- internal control number (ICN); and
- other parameters defined during the design phase.

3.07.105

The Vendor shall archive electronically in their entirety and retain permanently, all claims
being purged from active claims history.

3.07.106

The Vendor shall maintain a record of any services that, due to Agency policy, are required
for processing for a longer span of time than that covered by the active claims history (such
as once-in-a-lifetime procedures) on active claims history for audit processing.

3.07.107

The Vendor shall provide on-line real-time search capability for non-claim-specific financial
transactions.

3.07.108

The Vendor shall produce all required financial/fiscal management operations reports, and
make available in COLD or deliver to Medicaid within the Agency defined timeframes.

3.07.109

The Vendor shall generate special targeted REOMBSs and cover letters to be sent to
recipients based on Agency criteria specified in an Agency request. The Vendor shall
prepare a cover letter for each requested targeted REOMB specific to information given by
the requestor. Targeted REOMBSs are to be mailed promptly, but in no case shall the delay
exceed ten (10) days from the REOMBSs requested date. Targeted REOMBSs shall be
returned to the Vendor using an enclosed postage paid envelope. The Vendor shall return to
the requesting Agency individual a copy of the REOMBs mailing list upon completion of the
mailing.

3.07.110

The Vendor shall receive returned REOMBSs at a separate post office box used specifically
for the receipt of such REOMBs. The Vendor shall date and timestamp each REOMB with
the date the Vendor received the REOMB. The Vendor shall sort and return REOMB
responses to program areas that requested the REOMBs within two (2) days of receipt.

3.07.111

The Vendor shall produce the RAs in the format approved by the Agency within one (1) day
following a checkwrite. The RA shall be clear and in a readable format, such that the
information is easily located and interpreted by the user. The Vendor shall ensure RAs are
available in COLD within one (1) day following a checkwrite.

3.07.112

The Vendor shall print all claims text and data information on the paper RA in a format which
is understandable to providers.
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New #

Financial Requirements

3.07.113

The Vendor shall review a sample of RAs after each checkwrite to ensure correctness prior
to mailing to providers. The Vendor shall mail RAs to providers within five (5) days following
a checkwrite except to those providers receiving a paper check, in which case the RA will be
mailed when the check is released.

3.07.114

The Vendor shall capture and store a minimum of sixty (60) months of 1099 data.

3.07.115

The Vendor shall respond to provider inquiries regarding 1099 discrepancies within two (2)
days with an answer to the inquiry or an estimated time required to resolve the discrepancy.

3.07.116

The Vendor shall establish and maintain a separate depository account for the receipt of
funds from the Agency for provider payments. As warrants are presented for payment or
electronic fund transfers are made, the Vendor shall ensure that funds are transferred from
the Depository Account to the Disbursement Account. Remaining funds shall be invested in
standard overnight repurchase agreements. The Vendor shall furnish the necessary bank
information to accommodate federal requirements for sharing interest on undistributed funds.
All bank charges on this account shall be the responsibility of the Vendor.

3.07.117

Submit on a monthly basis by the 10th of the month, a full reconciliation of all bank accounts
maintained on behalf of the Agency.

For the disbursement account the Vendor shall provide at a minimum:

- A copy of the statement from the bank;

- A reconciliation showing deposits and disbursements which includes voids, stop payments,
manual check issues, and ACH returns;

- A reconciliation to include an analysis of the account, listing in numerical sequence all
checks/EFT transactions issued,;

- Provide a daily account analysis indicating the ledger and collected cash balances in the
account on each day during the month; and

- A printout from the bank to include checks/EFT that have been paid, voided, canceled or
are still outstanding.

For the refund account the Vendor shall provide at a minimum:
- A copy of the statement from the bank; and

- A reconciliation to include an analysis of the deposits, processed refunds, refunds over
three (3) months that processed and outstanding unprocessed refunds.

3.07.118

The Vendor shall establish and maintain a separate disbursement account for the purpose of
paying Medicaid providers. All bank charges to this account shall be the responsibility of the
Vendor.

3.07.119

The Vendor shall establish and maintain a separate interest bearing account for deposit of
refunds from Medicaid providers. All deposits to and interest earned on this account shall
accrue to and be paid to the Agency no later than the tenth day of the following month. All
bank charges on this account shall be the responsibility of the Vendor.
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3.07.120

The Vendor shall establish and maintain a separate account for the purpose of paying HIPP
payments. All bank charges to this account shall be the responsibility of the Vendor.

3.07.121

The Vendor shall prepare a solicitation for bids for banking services to be approved by the
Agency. Solicit bids from Alabama banks with net assets over one billion dollars
($1,000,000,000) to determine the best possible interest arrangement for Medicaid funds.
The Vendor shall select the bank which offers the highest overall return on accounts and
obtain Agency approval of said arrangements. The Vendor shall finalize banking
arrangements no later than one (1) calendar month prior to operations.

3.07.122

The Vendor shall pay providers by electronic funds transfer (EFT). The Vendor shall deliver
to their bank the necessary EFT tape(s) or electronic file(s) to cover all or any portion of the
provider payroll, as directed by the Agency, for the timely release of funds. Release all EFT
provider payments the day the funds are received from the Agency and all paper checks
within twenty-four (24) hours of receipt of funds from Medicaid unless otherwise directed.

3.07.123

The Vendor shall provide on a monthly basis four (4) hard copies of the administrative fee
invoice to include one (1) with original signature.

3.07.124

The Vendor shall generate an EFT/manual check register and a report detailing payments
issued from the disbursement account for the current month. These reports shall be available
in COLD the first working day after the last check write of the month.

3.07.125

The Vendor shall void all financial transactions that have not been processed within sixty
(60) calendar days after the date of check or EFT. The Vendor shall, by the tenth day of the
month, generate and store in COLD a monthly listing of all transactions voided for the
previous month. The funds from these voids that are not reissued shall be returned to the
Agency by the tenth day of the following month.

3.07.126

The Vendor shall link Accounts Receivable transactions for Medicaid providers to the
corresponding claims in the MMIS and process adjustment transactions, where appropriate.

3.07.127

The vendor shall generate an aged accounts receivable report the first working day after
each checkwrite for every provider with an outstanding accounts receivables. The report
shall be stored in COLD.

3.07.128

The Vendor shall process cost settlement and recovery requests received from the Agency
within ten (10) days.

3.07.129

The Vendor shall enter accounts receivable transactions into the MMIS Claims History within
ten (10) days of Agency request.

3.07.130

The Vendor shall provide on-line real-time access for the Agency to post payments to the
accounts receivable subsystem.

3.07.131

The Vendor shall update provider accounts receivable balances after every provider payroll.

3.07.132

The Vendor shall generate accounts receivable balance reports in aggregate on-line and on
paper the first day after each checkwrite.
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3.07.133 | The Vendor shall receive an account receivable memo from the Agency. The vendor shall
post the amount from the memo to the providers account within ten (10) calendar days of
receipt. The Vendor shall refund any excess funds in the next checkwrite.

3.07.134 | The Vendor shall maintain outstanding provider accounts receivable to meet state and
federal guidelines. The Vendor shall append an accounts receivable memo to the bottom of
the RA. The Vendor shall apply recoveries or write-off transactions where appropriate, and
report the outstanding accounts receivable to the Agency the first day after every checkwrite.
If the provider has excess funds in their account a refund will be issued in the next
checkwrite.

3.07.135 | The Vendor shall enter all provider and Medicaid requested adjustment transactions into the
MMIS within ten (10) days of natification.

3.07.136 | The Vendor shall provide to the Agency a report listing lump-sum adjustments within one (1)
day after every provider checkwrite.

3.07.137 | The Vendor shall create facsimiles of electronic adjustments and image paper adjustment
requests and make available on-line via provider ID, recipient ID or transaction number
within one (1) day of receipt.

3.07.138 | The Vendor shall process audit payments/credits within ten (10) days of notification.

3.07.139 | The Vendor shall process Medicaid-established individual and gross lump sum adjustments
to providers on the provider payroll following receipt of the request from Medicaid within ten
(10) days of notification.

3.07.140 | The Vendor shall ensure all provider 1099s and claims history reflect all voided checks;
Vendor issued manual checks, audit adjustments and provider personal checks.

3.07.141 | The Vendor shall provide the on-line real-time capability to update cash receipts.

3.07.142 | The Vendor shall ensure that all financial reports generated during a HIPP financial cycle
only reflect HIPP transactions.

3.07.143 | The Vendor shall ensure that all financial reports generated during a Provider financial cycle
only reflect Provider transactions.

3.07.144 | The Vendor shall produce required monthly and quarterly reports to document that claims

payments are made in accordance with the prompt pay provisions of the American Recovery
and Reinvestment Act (ARRA) of 2009. Reports shall be delivered in accordance with the
monthly and quarterly report delivery requirements.

3.08 Third Party Liability (TPL) Requirements

The Third Party Liability (TPL) function provides capabilities to manage the commercial health
insurance coverage records and other third party resources of Medicaid recipients to ensure that
Medicaid is the payor of last resort. This function works with a combination of cost avoidance
(claim denial), cost recovery (post-payment billing), and case tracking (benefit recovery). In
addition, the TPL function supports the Health Insurance Premium Payment (HIPP) process that
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pays the health insurance premiums for selected recipients when it is cost-effective. The TPL
function also supports Medicare claim recoupments (adjustments) from providers during
monthly post payment processing. To the maximum extent possible, the AMMIS uses
automated processes for cost avoidance. Cost recovery shall be utilized as a backup to the
avoidance process or for mandated "pay-and-chase" claims.

The information maintained by the AMMIS TPL function includes recipient TPL resource data,
insurance company data, benefit recovery case tracking data and TPL accounts receivable data.
TPL coverage type rules and threshold information is used in the Post Pay Billing process to
identify claims for recovery activities.

The primary objectives of the AMMIS TPL function are to:
o Identify third party resources available to Medicaid recipients.
e Avoid paying for claims with potential third party coverage.

e Recover funds from third parties when TPL resources are identified retroactively or for
mandated "pay-and-chase™ payments.

e Meet federal and State TPL reporting requirements.
e Pay the health insurance premiums for recipients when it is deemed cost-effective to do so.

The Third Party Liability subsystem consists of five major processes:

1. TPL Policy - maintain TPL policy information, through accepting adds, updates or deletes
from various external entities.

2. HIPP - maintain and process HIPP information and payments.

3. Post Pay Billing and Recoupment - recover money on Medicaid paid claims where other
entities are liable due to other insurance.

4. Case Tracking - recover money on Medicaid paid claims where other entities are liable.

5. TPL Reports - used in the maintenance of TPL information.

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the Third Party Liability functions.

New # Third Party Liability Requirements

3.08.001 | The Vendor shall edit paid claims using Agency-defined criteria to identify potential trauma
cases.
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New #

Third Party Liability Requirements

3.08.002

The Vendor shall accumulate paid claims as applicable to threshold amounts, claim type and
time period as designated by the Agency in order to generate Accident questionnaires from
claims history data.

3.08.003

The Vendor shall produce reports, in accordance with Agency-specified criteria, within three
(3) days of completing the month-end cycle to identify paid trauma claims and no active
trauma case.

3.08.004

The Vendor shall generate and mail accident questionnaires weekly, to recipients as a result
of trauma claim editing. The questionnaires shall be bar coded for tracking purposes.

3.08.005

The Vendor shall provide on-line real-time search and update capability to a recovery case
tracking system for designated Agency and Contractor staff. The search capability shall
allow staff to search by: Case number, Current ID, Recipient Last Name, Recipient First
Name, Recipient SSN, Recipient DOB, and Case Type.

3.08.006

The Vendor shall maintain the capability for Agency staff to create recipient and case specific
Trauma/Estate (T/E) cases on-line real-time.

3.08.007

The Vendor shall maintain the capability to load T/E cases to the system received from the
TPL Contractor within twenty-four (24) hours of receiving a file from the Contractor.

3.08.008

The Vendor shall maintain the capability for Agency staff to request hard copy recipient
profiles on-line real-time using date parameters or report request indicator on T/E cases.

3.08.009

The Vendor shall produce and deliver to Agency staff hard copy recipient-history profiles for
T/E cases within twenty-four (24) hours of request.

3.08.010

The Vendor shall maintain/update on-line real-time T/E case files as directed by the Agency.

3.08.011

The Vendor shall maintain the capability for designated Agency staff to use the T/E case
tracking letter panel to generate accident questionnaires and other case correspondence on-
line real-time.

3.08.012

The Vendor shall generate and mail, on a daily basis, accident questionnaires (current TPL-
9010-R format) requested through Agency input to the T/E case tracking panel.

3.08.013

The Vendor shall generate and distribute to Agency staff all letters, except accident
guestionnaires, requested as a result of Agency input to the T/E case tracking panel.
Automatically system-insert Agency-specified data from the T/E case to the letter. The
Vendor shall deliver these letters to Agency staff within twenty-four (24) hours of request.

3.08.014

The Vendor shall calculate amount due Medicaid for insertion in system-generated T/E
letters, taking into consideration attorney fee percentages entered in the T/E case.

3.08.015

The Vendor shall support recovery efforts through the identification of claims that are
potentially recovery-related (casualty, personal injury, estate recovery, liens, etc.) based on
claim diagnoses, charges, procedures, accident forms, insurance information, dates of
service and other claim data.

3.08.016

The Vendor shall accumulate on-line real-time paid claims as applicable to threshold
amounts, claim type, and time period as assigned by the Agency.
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Third Party Liability Requirements

3.08.017

The Vendor shall provide the on-line real-time capability to allocate recoveries at the header
level for a case.

3.08.018

The Vendor shall provide the on-line real-time capability for the Agency to initiate letters for
case recovery for trauma, health insurance, recoupment, estate recovery, and HIPP. The
Vendor and the Agency will generate these letters. The Vendor shall forward to the Agency
letters that they have requested except those for health insurance within twenty-four (24)
hours of generation. The Vendor shall mail health insurance letters within twenty-four (24)
hours of generation.

3.08.019

The Vendor shall extract claims data, on-line real-time, that meets date specific selection
criteria entered by Agency staff on the T/E case. The Vendor shall exclude claims, on-line
real-time, previously extracted for the case and then populate remaining claims data to the
T/E case to support trauma and estate recovery case activities.

3.08.020

The Vendor shall maintain the on-line real-time capability to post multiple recoveries to a T/E
case.

3.08.021

The Vendor shall maintain the on-line real-time capability to adjust payments previously
dispositioned to a casualty case or health insurance accounts receivable.

3.08.022

The Vendor shall maintain the on-line real-time capability to delete outstanding balances on a
case.

3.08.023

The Vendor shall maintain the on-line real-time capability to identify, through DSS, T/E cases
that closed with no recovery and those for which payment was received.

3.08.024

The Vendor shall maintain Ul panels that allow the Agency or their contractor to enter on-line
real-time selection criteria to identify paid claims for tracking and potential recovery of T/E
cases.

3.08.025

The Vendor shall process daily Buy-In and Medicare entitlement data transmissions from the
Agency’s AMAES file. The Vendor shall process within 24 hours of receipt the Agency
provided semi-monthly Medicare Enroliment Data Base (EDB) file. The Vendor shall use the
EDB file and Buy-In dates to create Medicare entitlement dates in accordance with Agency-
specified criteria and for use in Medicare editing.

3.08.026

The Vendor shall maintain TPL-related data from the adjudicated claims history files, to
include but not be limited to:

- Diagnosis codes indicating trauma;
- TPL payment/denial indicators (TPL Input/Output Codes, NCPDP); and
- Insurance company and policy identifiers, including policy and group numbers.

3.08.027

The Vendor shall maintain on-line real-time search and sort capabilities on TPL panels. The
Vendor shall maintain current drop-down boxes on TPL Ul panels.

3.08.028

The Vendor shall submit third party billings using HIPAA-compliant formats. If billings cannot
be submitted using HIPAA format, the Vendor shall use national standard or Agency-
approved formats that are accepted by the third party.

3.08.029

The Vendor shall comply with HIPAA privacy safeguards as they pertain to release of
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New # Third Party Liability Requirements
recipient data.

3.08.030 | DSS shall have pre-defined ("canned reports") that will serve as a tracking and reporting
mechanism to inform the Agency TPL unit when follow-up actions are needed for post-
payment billing and T/E case tracking.

3.08.031 | DSS shall allow Agency staff to produce management ad hoc reports through DSS.

3.08.032 | The Vendor shall maintain on-line real-time mnemonic look-up panels with hyperlinks to the
Recipient Policy, Carrier and T/E files.

3.08.033 | The Vendor shall maintain on-line real-time search, sort and update capability for recipient-
specific records for all available TPL resources to include but not be limited to:

- Carrier ID

- Policyholder Name

- Recipient relationship to the Policyholder (e.qg., self, spouse, child)
- Subscriber Number, i.e., Subscriber SSN

- HIPP indicator

- Policy Number

- Group Number

- Employer Code

- Recipient Name

- Coverage Code (e.g. major medical, cancer)

- Coinsurance/co-payment amount

- Annual policy deductible amount

- Unique identifiers to specify the nature of policy (e.g. absent parent coverage)
- Source of TPL information (e.g., DHR, SSA)

- Identification of person or process making the update

- Recipient Medicaid Number

- Suspect Code (TPL policy verification indicator)

- Letter Selection drop down box for Recipient Questionnaire

- Letter selection drop down box for Insurance Verification Letter
- Date of Birth

- Chronological Notes

- Recipient SSN

- Plan Type (e.g. Managed Care or fee for service)

- Coverage Begin Date

- Coverage End Date

- Date of original add to file

- Date of last update

3.08.034 | The Vendor shall maintain on-line real-time all TPL policies with unlimited number of
coverages per recipient.

3.08.035 | The Vendor shall maintain capability for on-line, real-time update (e.g., add, change, delete)
of recipient policy information by designated Agency staff. The Vendor shall allow update
capability of one or more fields in an existing span of data.

3.08.036 | The Vendor shall maintain on-line real-time an audit trail report on updates processed, i.e.,

add/change/delete indicator, data changed and operator ID as applicable on change actions.

ITB #10-X-2205737 3-108




Section 3 — Requirements
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3.08.037 | The Vendor shall process on-line, real-time adds, changes, and deletions to the recipient
policy database.

3.08.038 | The Vendor shall maintain electronic file with audit history of file updates

3.08.039 | The Vendor shall edit all recipient policy and Medicare file updates (on-line and electronic
updates) for completeness (e.g., missing data) and validity (e.g., valid recipient ID, valid
company code, valid format).

3.08.040 | The Vendor shall edit additions and updates to the recipient policy file/database to prevent
the addition of duplicate records. The Vendor's system shall notify/alert the user of duplicate
records and provide for override on duplicate alerts for designated Agency staff.

3.08.041 | The Vendor shall transmit TPL information, including multiple insurance details if applicable,
to providers using the Electronic Verification System (EVS) and the Electronic Claims
Management System (ECM).

3.08.042 | The Vendor shall transmit TPL information to third parties to the extent required for billing,
identification and verification of coverage using HIPAA electronic transactions or other
formats and acceptable by the third party. The Vendor shall transmit to third parties on a
schedule approved by the Agency.

3.08.043 | The Vendor shall maintain, at a minimum, the following carrier data:

- Carrier ID ten (10) digit identifier that is system assigned
- Carrier Name

- Carrier Address (Claims submission address)

- Carrier Telephone Number

- Carrier Correspondence Address city, state, zip+4

- Carrier contact person and telephone number

- Carrier Type Indicator (e.g. health, casualty, HMO, attorney, sponsor)
- Billing Media Indicator (e.g. format for claims submission)
- Date record added to Carrier File/database

- Last manual update date

- Last automated update date

- Update Source ID

- State Billing ID (assigned by third party payer)

3.08.044 | The Vendor shall maintain on-line real-time search capability directly to the Carrier File by
entering either of the following: carrier number, Full or partial carrier name, or Carrier zip
code

3.08.045 | The Vendor shall maintain on-line, real-time update capability of Carrier File by designated
Agency and Contractor staff to add, change, or cancel records, including edits on cancel
function. The Vendor shall ensure any carrier with active policies is not deleted, cancelled or
inactivated.

3.08.046 | The Vendor shall maintain the on-line real-time capability to delete and override alerts/edits

of the Carrier File for designated personnel only.
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Third Party Liability Requirements

3.08.047

The Vendor shall allow users to select, on-line real-time, a specific carrier from a listing of
carriers that meet the user's search criteria and hyperlink to the detail screen for that carrier.

3.08.048

The Vendor shall generate and mail letters to employers requesting health plan data within
one (1) day of request.

3.08.049

The Vendor shall maintain on-line real-time a user-defined, table-driven TPL matrix (Other
Insurance (Ol) Plan Rules) based on comparison of claim data to the Recipient Policy File
(RPF) data for cost-avoidance and post payment recovery editing.

3.08.050

The Vendor system shall identify and exclude from cost avoidance certain TPL-covered
claims that meet cost avoidance exception criteria using procedure, diagnosis, drug or
revenue code; provider type; and Absent Parent indicator and Plan type from the RPF.
Claims meeting the cost avoidance exemption criteria will be identified and extracted during
the TPL month-end processing for post-payment billing or recoupment.

3.08.051

The Vendor shall maintain on-line real-time tables of procedure codes that are exempted
from TPL and Medicare editing. The Vendor shall process all updates within three (3) days of
request.

3.08.052

The Vendor shall produce and provide to the Agency Cost Avoidance Savings Reports
utilizing logic that excludes each claim that meets the following duplicate criteria, i.e., same
data in a new-month claim as in a previous month for State ID, provider number, first date of
service, last date of service. The Vendor shall provide the report on the 1st day of each
month for the previous month's savings data.

3.08.053

The Vendor shall maintain and operate the TPL component of the MMIS, including future
Agency-directed improvements as they are implemented.

3.08.054

The Vendor shall maintain and utilize TPL coverage information, including Medicare
coverage, for claims processing.

3.08.055

The Vendor shall maintain for designated Agency and TPL Contractor staff on-line access
and real-time update to TPL-related files, including the Carrier (i.e., insurance companies,
employers, attorneys, and other payers); Recipient Policy; Employer; Absent Parent;
CROCS; Medicare; Trauma/Estate Recovery; Accounts Receivable; and Letter Tracking
Files. The Vendor shall process daily on-line and batch adds/updates of policy information
so that it is applied to claims editing.

3.08.056

The Vendor shall research, resolve and respond to TPL inquiries received from providers
regarding claims processing within one (1) day of receipt. The Vendor shall as needed, refer
inquiries to the Agency for resolution and policy interpretation within two (2) days of receipt.

3.08.057

The Vendor shall perform data matches on an Agency-defined schedule with other entities to
identify/verify third party resources and produce reports within two (2) days of receiving
output from the data exchange. The Vendor shall update the RPF with data match
information, as directed by the Agency, within two (2) days of Agency notification.
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3.08.058 | The Vendor shall provide data extracts for the Agency and other entities, at Agency direction,
to conduct data matches for the purpose of identifying and verifying TPL resources according
to an Agency approved schedule for each entity.

3.08.059 | The Vendor shall maintain automated interfacing capabilities (including HIPAA 270, 271, 835,
837 and other Coordination of Benefits (COB) and TPL-related HIPAA electronic
transactions) with external entities to identify and verify third party resources, submit claims
to third party payers, and receive and process electronic and paper third party
payment/denial information. External entities are currently BC/BS of Alabama, Tricare,
Retirement Systems of Alabama (RSA), Dept. of Human Resources (DHR), United American
Insurance Co. (UAIC), Medco, DEERS, and Third Party Contractor. HIPAA electronic
standards shall be used unless other formats are acceptable by the other payer and are
approved by the Agency. The Vendor shall support concurrently all HIPAA ASC X12
transactions in both 4010 and 5010 formats.

3.08.060 | The Vendor shall maintain paper interfacing capabilities with external entities to identify/verify
third party resources, submit claims to third party payers, and receive and process
payments/denials. External entities include but are not limited to: all health and liability
insurance plans, employers, providers, recipients and other entities that may provide third
party information or pay claims. Paper claims shall be in the national standard format or other
format accepted by the external entity and approved by the Agency.

3.08.061 | The Vendor shall maintain access to all TPL data through DSS. This shall include all Policy
Segment, Trauma/Estate Recovery Case, Medicare, Carrier, Absent Parent, Medicare
Advantage, and Accounts Receivable data.

3.08.062 | The Vendor shall submit to the Agency all TPL reports created by the MMIS in a manner and
format approved by the Agency as listed in Alabama MMIS Reports Listing located in the
Procurement Library. The Vendor shall ensure all reports meet federal and Agency Third-
Party Liability reporting requirements.

3.08.063 | The Vendor's system shall capture and report all TPL collections, post-payment recoveries,
and cost-avoidance data necessary to complete the third party section of the CMS-64,
Quarterly Report of Expenditures and to monitor TPL collections and cost avoidance. The
current reports include:

TPL-0016-M Cost Avoidance

TPL-0027-M Casualty Collections,

TPL-0033-M Cost Avoidance Summary - CMS Calculations

TPL-0034-M Cost Recovery Summary - CMS Calculations

TPL-0038-M HIPP Monthly Payment Detail

TPL-0101-M TPL Monthly Recoveries

The Vendor shall provide reports on the 1st day of each month for the previous month's
savings data.

3.08.064 | The Vendor shall maintain the on-line real-time capability to separately identify TPL post-

payment billings that are closed based on each Agency code, (e.g., no response from carrier,
not cost effective to pursue, deductible not met).
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Third Party Liability Requirements

3.08.065

The Vendor shall provide TPL related on-line systems training for at least twenty-four (24)
Agency and Contractor staff monthly and as requested by the Agency.

3.08.066

The Vendor shall provide an on-line user manual to instruct Agency staff in accessing TPL
information. The Vendor shall maintain the on-line user manual to reflect current system
functions. The Vendor shall provide current, complete and comprehensive TPL
documentation for Agency-specific processes. The Vendor shall make requested
modifications within two (2) days of request.

3.08.067

The Vendor shall make available to providers hard copy listings and/or on-line access to the
TPL carrier file data. Such data shall include but not be limited to: carrier codes, nhames and
claim filing addresses. The Vendor shall mail carrier information within one (1) day of request.
Carrier information shall be available as part of the Provider Billing Manual.

3.08.068

The Vendor shall produce reports that identify the following by current month and fiscal year-
to-date. The Vendor shall ensure the reports list drug claims separately to include but not be
limited to:

- Total number of adjudicated claims with TPL payments

- Total TPL payments

- Total Savings

- Total “Billed Amount to Medicaid”

- Total “Medicaid Allowed Amount”

- Total “Medicaid Paid Amount”

- Current month’s Grand Total that combines each of these figures for drug and non-drug
claims

- Fiscal Year-to-Date Grand Total that combines each of these figures for drug and non-drug
claims.

The Vendor shall provide reports on the 1st day of each month.

3.08.069

The Vendor shall provide and maintain an on-line real-time case tracking system for TPL
cases including health insurance cases, HIPP cases, estate recovery cases, trauma cases
and recipient recoupment cases.

3.08.070

The Vendor shall meet all minimum insurance processing requirements defined in Section
3910 of the State Medicaid Manual.

3.08.071

The Vendor shall maintain on-line real-time TPL information for claims processing.

3.08.072

The Vendor shall display on COLD all TPL reports created by the MMIS as identified in the
Alabama MMIS Reports Listing located in the Procurement Library.

3.08.073

The Vendor shall update TPL forms and letters as changes become necessary within the
identified timeframe given in the request.

3.08.074

The Vendor shall produce hard copy Agency-designated reports as identified in the Alabama
MMIS Reports Listing located in the Procurement Library.

3.08.075

The Vendor shall use the TPL Other Insurance (O/1) Plan Rules, Recipient Policy File, TPL
edits on pricing file, claim data and other Agency-defined TPL edit criteria to process and
identify paid claims for post-payment billing/recoupment.
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3.08.076

The Vendor shall maintain on-line real-time diagnosis information to identify prenatal care,
well child care, cancer and accidents to support post-payment recovery for applicable
services.

3.08.077

The Vendor shall produce monthly reports on the TPL recoupments in the following areas:

- Medicare

- Maternity care

- E diagnosis

- Circumcision

- Hospital encounter of maternity care stay

The reports shall be available the day after monthly processing for these areas is complete.

3.08.078

The Vendor shall ensure Agency-defined thresholds are met or exceeded for post-payment
billing.

3.08.079

The Vendor shall identify and extract paid claims for TPL post-payment billing that meet
federal and Agency-defined cost avoidance exception criteria. These services include but
are not limited to: pay and chase requirements: preventive pediatric services, prenatal
services outside of maternity waiver, claims for which there is a TPL policy that is court
ordered and other services identified for post-payment recovery through the TPL Ol Plan
Rules and other TPL edits.

3.08.080

The Vendor shall for claims identified for post-payment billing, generate and transmit
electronic or paper post-payment bills to insurance companies in accordance with insurance
plan requirements . Claims submitted electronically shall be submitted in HIPAA-compliant
formats, including Coordination of Benefits (COB) format, unless otherwise directed by the
Agency. The Vendor shall use existing paper formats where paper is required. The Vendor
shall automatically generate and mail the necessary documentation for submission of each
bill to an insurance company. The documentation shall include but not be limited to:

- Initial cover letter

- Claim facsimiles

- Billing summary

- Follow-up letters and reports (as applicable)

3.08.081

The Vendor shall ensure for paper billing, print insurance information (i.e., company and
policy information) directly on Agency-approved post-payment billing claim forms, including
CMS-1500, UB-92, pharmacy, dental claim forms or other mandated forms. The forms must
be acceptable by the receiving entity.

3.08.082

The Vendor shall track responses on-line real-time for company billings through
reason/status information on the accounts receivable as well as the capability to enter
chronological notes.

3.08.083

The Vendor shall automatically re-bill insurance companies if a response (payment or denial)
is not received within sixty (60) days from the initial billing.

3.08.084

The Vendor shall automatically generate a second re-billing notice to insurance companies if
a response (payment or denial) is not received within ninety (90) days from the initial billing.
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3.08.085 | The Vendor shall identify rejected post-payment recovery claims on electronic remittances
once the CCN has been added by the TPL unit and a request has been sent via email to the
Vendor. The Vendor shall generate reports and notify the TPL unit that they are available for
review within one (1) day of Agency request. Current reports that are generated for this
requirement are:
TPL-A075-R TPL Electronic Remittance Summary
TPL-A076-R TPL Credit Balance
TPL-A077-R TPL Payments Received Not Posted
TPL-A078-R TPL Denials Posted - Needs Research
TPL-A079-R TPL Denials With Invalid AR Number - Not Posted
TPL-A080-R TPL AR Payments Posted
TPL-A081-R TPL Denials Posted

3.08.086 | The Vendor shall update accounts receivable and claim history records from electronic
remittances and report information to the Agency in an Agency approved format within one
(1) day of request. Reports shall contain the data elements needed by the Agency to
approve electronic updates/posting by the Vendor and to enable the Agency to perform
manual postings/updates. Current reports that are generated for this requirement are:
TPL-A075-R TPL Electronic Remittance Summary
TPL-A076-R TPL Credit Balance
TPL-A077-R TPL Payments Received Not Posted
TPL-A078-R TPL Denials Posted - Needs Research
TPL-A079-R TPL Denials With Invalid AR Number - Not Posted
TPL-A080-R TPL AR Payments Posted
TPL-A081-R TPL Denials Posted

3.08.087 | The Vendor shall maintain a recipient and claim specific on-line real-time accounts receivable
tracking file for automated post-payment recovery (i.e., pay-and-chase claims, rebills and
retroactive insurance) billing.

3.08.088 | The Vendor's system shall print the “total billed charge” and “total paid by Medicaid” on each
post-payment claim.

3.08.089 | The Vendor shall print procedure and diagnosis code descriptions directly on the claim
facsimile.

3.08.090 | The Vendor's system shall print the applicable provider billing ID, Tax ID and State Provider
number on claims sent to insurance companies requiring unique billing numbers.

3.08.091 | The Vendor's system shall print the provider name and address (physical location)
information directly on claim facsimiles sent to an insurance company.

3.08.092 | The Vendor shall ensure bills are generated to all insurance companies providing coverage

to a recipient where the service provided is covered by the recipient's policy(ies).
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3.08.093

The Vendor shall maintain the capability to generate claims electronically and on paper to
Blue Cross — Blue Shield, Tricare, Medco and other payers. The Vendor shall submit claims
in the HIPAA-compliant or other format required by the other payer.

3.08.094

The Vendor shall maintain the capability to bill multiple companies in cases where a recipient
is covered by multiple insurance companies/policies.

3.08.095

The Vendor shall process the Recipient Policy File and Carrier File updates in real time or in
special batches within two (2) days of the Agency request.

3.08.096

The Vendor shall maintain an on-line real-time claims post-payment billing file to support TPL
activities.

3.08.097

The Vendor shall ensure that claims added to the billing file can be adjusted and the recipient
history file updated on-line real-time.

3.08.098

The Vendor shall maintain electronic media interchange (835 files) for post-payment recovery
(remittance advices, etc.) for sixty (60) months.

3.08.099

The Vendor shall maintain on-line real-time update capability to authorized Agency staff to
credit paid claims history and to post TPL or Medicare payments or denials, with no limit on
the number of recoveries per case.

3.08.100

The Vendor shall process and track partial and full third party payments to recipient-specific
post-payment billings. Payments and denials other than electronic will be forwarded to the
Agency within two (2) days of receipt for Agency processing. Electronic remittances shall be
posted by Vendor within one (1) day of Agency approval to process and in accordance with
Agency criteria.

3.08.101

The Vendor shall create on-line real-time trauma case files, etc., which can be updated by
Agency staff and be used by the Vendor and Agency staff to send out questionnaires and
other case correspondence.

3.08.102

The Vendor shall provide on-line real-time the ability to initiate letters through the trauma
case file including requests to any carrier and to other parties involved in the accident and/or
to attorneys. The Vendor and the Agency will generate these letters. The Vendor shall
forward to the Agency letters that they have requested within twenty-four (24) hours of
generation.

3.08.103

The Vendor shall produce electronic and paper claims (claim facsimiles) to bill companies,
including Tricare, for postpayment recoveries and for claims paid when retroactive TPL has
been identified for all claim types in formats required for claims. The Vendor shall produce
electronic billings when acceptable by the other payer and in the format approved by the
other payer. Paper claims shall be submitted for payers who do not accept electronic
submission. Paper claims shall be submitted for all claim types in formats required by other
payer for processing. The Vendor shall mail with appropriate cover letters or transmit within
two (2) days of month-end approval.

3.08.104

The Vendor shall provide the on-line real-time capability for the Agency to identify post
payment recoveries or claims adjustments by carrier and claim type.

3.08.105

The Vendor shall provide designated Agency staff on-line real-time add and update capability

ITB #10-X-2205737 3-115




Section 3 — Requirements

New #

Third Party Liability Requirements

to the Integrated Accounts Receivable.

3.08.106

The Vendor shall provide Agency staff with on-line real-time access to claims billed. The
Vendor shall provide capability through COLD for Agency staff to obtain paper copies of
claims in national standard format for follow-up. The Vendor shall provide the Agency with
the on-line real-time capability to identify specific claims for rebilling through paper or
electronic submission.

3.08.107

The Vendor shall ensure the generation of documentation for company billings, including
cover letters, claim facsimiles, billing summaries, and follow-up letters (as applicable). The
Vendor shall maintain this documentation as part of the Accounts Receivable System so that
it can be easily retrieved in COLD.

3.08.108

The Vendor shall perform postpayment recovery on claims paid to providers for which a liable
TPL is determined subsequent to Medicaid payment. This recovery process shall be
accomplished through the production of monthly invoices for all claim types (including drugs)
in a timeframe and format determined by the Agency. Follow-up and appropriate timeframes
shall be in compliance with Federal regulations and Alabama Medicaid TPL Month-End
Process Requirements located in the Procurement Library.

3.08.109

The Vendor shall perform postpayment recovery on claims retroactively identified as covered
by Medicare. The recovery shall be through recoupment of claims from providers as defined
by the Agency's Medicare recoupment matrix.

3.08.110

The Vendor shall provide to the Agency monthly reports on the status of all postpayment
activities and billings by company, type of recovery, including aged accounts receivable for
postpayment recoveries, and other criteria as designated by the Agency. The reports shall
be available within two (2) days of the Agency approving the pre-production process reports.

3.08.111

The Vendor shall report TPL billing activity to the Agency by type of TPL, dollars recovered
versus potential dollar recovery, insurance company, diagnosis, and other appropriate
indicators of program activity in accordance with the Alabama MMIS Reports Listing located
in the Procurement Library.

3.08.112

The Vendor shall maintain an accurate and up-to-date section in the Provider Billing Manuals
which describes the procedures for providers to follow in cases of potential TPL.

3.08.113

The Vendor shall for each policy added or updated on the RPF during the month’s financial
cycle, automatically perform retroactive review of previously paid claims. The Vendor shall
identify and extract those claims determined through TPL editing to be covered. The Vendor
shall exclude claims with a TPL Input Code = R and/or a TPL amount > $0.00. The Vendor
shall generate TPL billings or recoup in accordance with Agency-defined criteria.

3.08.114

The Vendor shall maintain an automated threshold and time-based tracking mechanism to
use in generating accident questionnaires.

3.08.115

The Vendor shall track and report on the status of questionnaires. The Vendor shall use an
on-line real-time letter tracking file to track accident questionnaires.
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3.08.116

The Vendor shall based on specific trauma diagnoses and the time period specified by the
Agency automatically accumulate potential trauma claims and generate accident
guestionnaires to the recipient when the threshold has been met or exceeded.

3.08.117

The Vendor shall maintain an on-line real-time T/E File that is recipient specific and accepts
user-specified search criteria (such as recipient ID, date ranges, etc.) to identify paid claims
for tracking and potential recovery.

3.08.118

The Vendor shall maintain an on-line panel for T/E letter selection, case tracking and other
payer data associated with the summary case data. Data from the summary case record
shall automatically populate the corresponding case tracking data. The Vendor shall
maintain on-line real-time summary case data along with claim information. The summary
case data shall include but not be limited to the following:

- Case number

- Case Type

- Recipient name

- Recipient number

- Policyholder/Sponsor name and address

- Accident Date/Date of Death

- Total case amount (original) and date

- Total case amount (revised) and date

- Lien amount

- Amended lien amount

- Period Covered (from and through)

- Recovered Amount (the current disposition amount)

- Total Received amount (sum of all disposition to the case)

- Settlement Amount (includes the amounts paid to
Medicaid, the Recipient, recipient's attorney, etc).

- Settlement Date (the date the recipient settled their case)

- Recipient Settlement Amount (the amount the recipient
received from the settlement)

- Deleted Amount (Medicaid write-off amount)

- Request Report indicator

- Case Status Code

- Case Add date

- Source

- Carrier code (identifies third party making payment)

- Carrier Case Type

- CCN (ldentifies the check from which the disposition is made)

- Release Date (Close Date)

- Tickler Date

- Attorney Percentage

- Chronological Notes

3.08.119

The Vendor shall automatically create on-line real-time T/E case records from input by
Agency staff. The case will include the following: all the claims selected by the user,
accounts receivable information, billing information, letter selection and tracking capability,
case type and other case specific data.
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3.08.120 | The Vendor shall automatically display on-line real-time a T/E File listing of all claims data
that meet user-entered criteria. The Vendor shall provide a hardcopy listing of claims data
within twenty-four (24) hours of entry of the request.

3.08.121 | The Vendor shall provide the capability for the Agency or TPL contractor to add/update case
tracking data pertaining to Attorney, Tortfeasor and Insurance Agent.

3.08.122 | The Vendor shall maintain on-line, real-time update capability for users to manually select
and/or deselect claims from the claims listing for inclusion in a case (e.g., zero-paid Medicaid
claims, claim diagnosis indicates service paid by Medicaid was not related to accident in
guestion).

3.08.123 | The Vendor shall maintain the on-line real-time capability to re-select claims that were
deselected from the case.

3.08.124 | The Vendor shall maintain and display on-line real-time data for each claim associated with a
case. The data shall include but not be limited to:

-ICN

- Provider name

- Provider number

- Recipient ID

- Medicaid Payment amount

- Claim Status

- Amount Billed to Medicaid

- Dates of service (from and to)
- Claim Type

- Medicaid Paid Date

3.08.125 | The Vendor shall automatically update in on-line real time the summary case record when
claims are added or deleted from a case, including update of the Original or Revised Case
Amount based upon the T/E claims selected by the user.

3.08.126 | The Vendor shall produce weekly reports which identify accident claims of recipients that
meet the threshold and do not have a T/E case established. The report criteria shall be
approved by the Agency and the reports shall be provided to the Agency the first day of each
week.

3.08.127 | The Vendor shall identify on-line real-time the type of recovery (e.g., worker’s compensation,
tort, estate recovery) on the case tracking file and the accounts receivable file.

3.08.128 | The Vendor shall maintain an on-line real-time cash receipts file that is fully integrated with
the case tracking file to allow company checks and settlements to be applied to the entire
case.

3.08.129 | The Vendor shall maintain the capability to retain claims history on-line real-time indefinitely
for recipients with open recovery cases.

3.08.130 | The Vendor shall produce monthly listings, reports and/or electronic files of all payments

received for T/E cases and shall be provided to the Agency on an approved schedule.
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3.08.131

The Vendor shall maintain an on-line real-time history of all actions and action dates
associated with the T/E case.

3.08.132

The Vendor shall maintain the capability to maintain and display on-line real-time multiple
names and addresses of the parties associated with a case (e.g. the attorney, the insurance
company).

3.08.133

The Vendor shall maintain the capability to maintain settlement data on-line, including but not
be limited to settlement date and total settlement amount.

3.08.134

The Vendor shall create Medicaid eligibility extracts for Medicare according to the CMS
schedule. The file shall be transmitted or uploaded to Medicare per their specifications. The
extracts shall include Medicaid recipients with current eligibility or recipients whose eligibility
has been terminated within the past twelve (12) months and recipients with current Medicare
coverage. The extract shall include all recipients with Medicare Part A, Part B and Part B-
DMERC. The data in the extract shall contain the data required by Medicare and be in the
format defined by Medicare.

3.08.135

The Vendor shall on a monthly basis generate automated form letters to Medicaid eligibles
who have an open-ended coverage record on the RPF, when "Last Updated Date" is twelve
(12) months ago, to inquire if recipient's insurance is still current and to request recipient to
advise Agency of other insurance. The letters shall be mailed within two (2) days of
processing.

3.08.136

The Vendor shall provide on-line real-time search and ad hoc reporting capability with the
recipient eligibility file.

3.08.137

The Vendor shall maintain on-line real-time search and sort capability to the Medicare data
for Agency staff.

3.08.138

The Vendor shall maintain on-line add/update capability to selected data fields on the
Medicare Coverage Panels by a limited number of designated Agency staff.

3.08.139

DSS shall maintain the capability to produce a report identifying, by carrier code, outstanding
TPL billings.

3.08.140

The Vendor shall provide, for Agency approval, the pre-production report generated from the
first month-end process identifying rebilled claims within two (2) days after the end of each
month. The Vendor shall not create accounts receivable records prior to Agency approval of
the pre-production information.

3.08.141

The Vendor shall update the TPL cost-avoidance matrix (Ol Plan Rules) and Medicare and
TPL non-covered procedure code groupings within three (3) days of the request by the
Agency unless otherwise approved by the Agency.

3.08.142

The Vendor shall submit a file to DEERS for data match (270 transactions) so that the file is
received by DEERS within the timeframe designated by CMS for Alabama.

3.08.143

The Vendor shall receive the DEERS return file (271 transactions) and add/update policy
records according to criteria defined by the Agency.

ITB #10-X-2205737 3-119




Section 3 — Requirements

New #

Third Party Liability Requirements

3.08.144

The Vendor shall conduct an annual data match with Retirement Systems of Alabama (RSA)
in the month following the end of RSA’s open enrollment period, unless otherwise designated
by the Agency.

3.08.145

The Vendor shall conduct a monthly data match with the Department of Human Resources’
Child Support File on a schedule approved by the Agency. The Vendor shall update the
absent parent data stored on the MMIS and send a copy of the DHR return file to the
designated TPL contractor.

3.08.146

The Vendor shall post third party billings to the TPL accounts receivable file within two (2)
days of Agency approval of the pre-production billing report.

3.08.147

The Vendor shall ensure on-line questionnaires and correspondence requests are printed at
the workstation of the requestor.

3.08.148

The Vendor shall generate paper and electronic post-payment billings within two (2) days of
Agency approval of the pre-production billing reports. The Vendor shall systematically add
accounts receivable records for the billing cycles.

3.08.149

The Vendor shall mail/transmit post-payment billings within three (3) days of production of
paper and electronic post-payment billings.

3.08.150

The Vendor shall update within two (2) days the TPL accounts receivable file to indicate the
date when the first or second re-bill has occurred, once the Agency has approved the pre-
production rebill report.

3.08.151

The Vendor shall generate and mail/transmit re-bill claims within two (2) days of Agency
approval of the re-bill report once the TPL accounts receivable file has been updated. The
Vendor shall use the same Accounts Receivable number based upon Agency defined
criteria.

3.08.152

The Vendor shall maintain an automated Recipient Medicare Coverage file and process daily
AMAES transmissions, manual updates of Medicare coverage dates received from the
Agency, and the Agency provided semi-monthly Medicare EDB file.

3.08.153

The Vendor shall generate HIPAA 270 eligibility verification transactions and systematically
process the 271 eligibility response file.

3.08.154

The Vendor shall print and mail, within one (1) day, paper TPL verification forms when a non-
verified policy record is added to the policy file.

3.08.155

The Vendor shall update the Recipient Policy File from claims information and HIPAA 271
eligibility transaction responses according to Agency defined criteria. The Vendor shall
provide the Agency with Recipient Policy File pre-production (BC/BS) or actual production
(DEERS) reports within two (2) days of file update. The Vendor shall provide the Agency
with Recipient Policy File production (BC/BS) reports within two (2) days of the Agency
approval of the pre-production reports.
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3.08.156

The Vendor shall provide recipient TPL information to providers through automated voice
response system (AVRS) and electronic verification system (EVS). The Vendor shall provide
recipient TPL information to providers through remittances for claims denied for Medicare
and other insurance. The Recipient Policy File information shall include but not be limited to:
the insurance company, policy number, group number, plan code, and dates and types of
coverage. The Medicare information shall include the Medicare Claim Number.

3.08.157

The Vendor shall generate and mail letters daily to employers and insurance companies to
verify TPL coverage based on Agency input to the Recipient Policy File. The Letters shall be
bar coded for tracking purposes.

3.08.158

The Vendor shall generate and mail letters daily to recipients when requested on-line through
the Recipient Policy File. These letters shall request insurance information and alert
recipients of requirements to use plan providers, pre-certifications, etc. The letters shall be
bar coded for tracking purposes

3.08.159

The Vendor shall generate on a weekly basis TPL insurance questionnaires and mail them to
recipients when a potential third party resource is identified from current month’s claims and
there is no Recipient Policy File segment showing coverage. The letters shall mailed within
two (2) days and be bar coded for tracking purposes.

3.08.160

The Vendor shall generate on a weekly basis using the TPL Carrier Code as specified by the
Agency, TPL insurance questionnaires and mail them to insurers when claims show
insurance and no insurance is shown on the TPL file. The letters shall mailed within two (2)
days and be bar coded for tracking purposes.

3.08.161

The Vendor shall identify and report monthly to the Agency information detected during
processing activities (e.g., claims processing, adjustment processing, data exchange, month-
end processing) that indicates changes in third party coverage. The reports shall be
available within two (2) days of processing.

3.08.162

The Vendor shall identify and report claims, based on exception processing, that indicate
potential third party coverage not reflected on the RPF. The Vendor shall provide the report
within two (2) days of the processing.

3.08.163

The Vendor shall edit all on-line and electronic Carrier updates for completeness (e.g.,
missing data) and validity (e.g., valid carrier name, carrier ID, carrier address, valid format).

3.08.164

The Vendor shall automatically assign unduplicated carrier identification numbers and
resolve update errors.

3.08.165

The Vendor shall maintain on-line access and real-time updates to Employer data for
designated Agency and Contractor staff.

3.08.166

The Vendor shall edit all on-line and electronic Employer updates for completeness (e.g.,
missing data) and validity (e.g., employer name, employer 1D, employer address, valid
format).

3.08.167

The Vendor shall maintain edits on the Pricing File, TPL Matrix, and hard-coded edits, where
required, to identify non-covered Medicare and TPL services for processing exclusions to
relevant Medicare and TPL edits.
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3.08.168

The Vendor shall edit for cost-avoidance using all of a recipient’s policies on the Recipient
Policy File when there are multiple policies. The Vendor shall alert providers of specific
policies showing coverage for a billed service.

3.08.169

The Vendor shall maintain the capability for Agency staff to create on-line accounts
receivable entries for individuals not on the Medicaid eligibility file.

3.08.170

The Vendor shall maintain the capability for Agency staff to create on-line real-time accounts
receivable entries for unsolicited funds.

3.08.171

The Vendor shall provide the capability for Agency staff to manually identify to the Vendor
specific claims for correction and rebilling.

3.08.172

The Vendor shall provide and maintain on-line real-time access to third party electronic
remittance data in accordance with Agency requirements. The Vendor shall provide the
capability to associate such data with the corresponding accounts receivable record and
check control number (CCN).

3.08.173

The Vendor shall provide TPL checks received from providers and/or other third party payers
to the Agency for deposit within one (1) day of receipt.

3.08.174

The Vendor shall generate and store for on-line access reports that depict the total TPL
amounts billed and recovered by carrier and by recipient. The Vendor shall maintain the
capability in DSS to obtain amount recovered by carrier and/or recipient on the TPL A/R file.

3.08.175

The Vendor shall following each financial cycle maintain the TPL data in DSS to generate
adhoc queries and reports that identify TPL information. Reports shall include but not be
limited to:

- TPL denial and TPL editing indicates the claim is covered.
- TPL payment that is below an Agency-established percentage of the billed amount.

3.08.176

The Vendor shall maintain the capability to post an unlimited number of checks to each
accounts receivable record. This shall include both the health AR and T/E Case recovery AR
record.

3.08.177

The Vendor shall maintain the capability to post TPL recoveries to recipient-specific accounts
receivable entries.

3.08.178

The Vendor shall maintain the capability for Agency staff to create recipient specific on-line
accounts receivable entries for manually billed claims.

3.08.179

The Vendor shall support the payment of HIPP premiums and cost sharing for recipients
enrolled in employer group health plans and other health insurance as required by Section
4402 of the Omnibus Budget Reconciliation Act of 1990.

3.08.180

The Vendor shall provide extract files and transmit the data to an external entity on an
Agency approved schedule. The data shall include but not be limited to: claims, recipient,
TPL policy, TPL carrier, TPL Case Tracking, TPL Accounts Receivable.
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3.08.181 | The Vendor shall maintain access to all TPL data through DSS. This shall include but not be
limited to all Policy Segment, Trauma/Estate Recovery Case, Medicare, Carrier, Absent
Parent, Medicare Advantage, and Accounts Receivable data. The Vendor shall maintain
through DSS TPL-related claim data, including third party identifying information, COB data,
claim override codes, and NCPDP other coverage payment and denial codes.

3.09 Drug Utilization Review (DUR) Requirements

The Drug Utilization Review component of the AMMIS is comprised of Prospective Drug
Utilization Review (Pro-DUR). Pro-DUR is an on-line, real-time program, which alerts
pharmacists to potential drug therapy concerns. The Pro-DUR function of the AMMIS gives
providers an automated, integrated system which uses direct data transmission using ECM.
Alerts are given to pharmacists in the areas of early refill, therapeutic duplication, drug/drug
interaction, high dose alerts. Additional alerts are available but not currently active. The goal of
the Pro-DUR functionality is to improve the quality of care given to recipients and to conserve
program funds by screening drugs for potential drug therapy problems before the prescription is
delivered to the patient. Pro-DUR also provides the capability to evaluate any alerts generated as
a result of clinical or program compliance issues associated with a recipient's prescription. Pro-
DUR can prevent the dispensing of inappropriate drugs through direct intervention. Pro-DUR
allows the provider to assess the current (to be dispensed) prescription against both the claims
history of the recipient and explicit, predetermined standards. DUR alert messages are returned
to the pharmacist for the potential conflicts discovered during this review. It provides a
methodology to monitor recipients who receive multiple drug prescriptions and indicate possible
drug interaction conflicts, to monitor the pharmacists and providers who are dispensing and
ordering drugs, and to monitor recipient’s patterns of utilization.

Since November 2000, the Agency has contracted with an external contractor for pharmacy
administrative services to include Retrospective DUR (Retro-DUR). The Agency is responsible
for the administration of the program, provides claims history to perform Retrospective DUR
functions and is responsible for policy decisions and quality oversight. The Agency monitors
and assesses the program utilizing current Agency staff.

The AMMIS and the Vendor must conform to the policies, standards and requirements set forth
by the federally mandated Alabama Drug Utilization Review (DUR) Board and Alabama
Medicaid Agency, which are responsible for setting policies regarding both Pro-DUR and Retro-
DUR activities for the State of Alabama. The DUR Board serves in an advisory capacity to the
Agency. The Agency remains the final authority on all policies, standards and requirements for
drug utilization review in compliance with federal regulations.

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the Drug Utilization Review related functions.

New # Drug Utilization Review Requirements
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New #

Drug Utilization Review Requirements

3.09.001

The Vendor shall maintain the capability to establish drug-disease history profiles. Profiles
will be defined by the Agency.

3.09.002

The Vendor shall provide assistance to both providers and Agency staff with Pro-DUR
training, as specified by the Agency. Training sessions shall be scheduled and conducted
to teach Agency staff, State-designated organizations and active providers about the DUR
program. This may be accomplished through any Agency approved means including
provider workshops at State approved locations, the provider manual and provider
newsletters. Active Providers may request training when necessary.

3.09.003

The Vendor shall implement additional Pro-DUR modules within five (5) days of Agency
request. Examples include duration of therapy, drug to pregnancy contra-indication, drug
allergy, age precautions and low dose. These modules shall be supported by
commercially available database and drug information.

3.09.004

The Vendor shall provide a Help Desk to assist providers with technical problems
associated with the use of Pro-DUR alerts. The Help Desk shall assist providers and
network vendors with ECM access and answer claims processing questions concerning
prospective DUR edits, state Maximum Allowable Cost (MAC), prior authorization and the
Preferred Drug Program.

3.09.005

The Vendor shall provide Pro-DUR criteria or criteria enhancements information and data,
as required, to the Alabama DUR Board or to Alabama Medicaid, or other designated
agent within five (5) days of request.

3.09.006

The Vendor shall produce all Agency approved drug utilization reports currently produced
and listed in the Alabama MMIS Reports Listing located in the Procurement Library.

3.09.007

The Vendor shall interface with the Retro-DUR Contractor to provide extract files which
provide data from areas such as but not limited to, provider, reference, claims, recipient,
and financial. Extract files shall be provided according to the Agency-approved schedule
which specifies a weekly or bi-weekly basis.

3.09.008

The Vendor shall provide Pro-DUR updates to the Agency within five (5) days after
updates are received from the external drug data warehouse contractor. The Vendor shall
ensure that all alert statuses can be set to a default value as directed by the Agency. For
example a GCN sequence number listed within the overuse precaution edit is set as active
while other alert statuses are inactive. Currently updates are received on a monthly basis.

3.09.009

The Vendor shall provide and maintain on-line real-time access and search capabilities to
claims history, recipient data, provider data, reference data, submitted claim information
and prescription data from providers for Pro-DUR.

3.09.010

The Vendor shall perform, using the hardware and software capabilities of the Point of
Service/Electronic Claims Submissions system, prospective drug utilization review to
identify problems with inappropriate drug use or dispensing at the time of dispensing.

3.09.011

All communications and data exchange with providers must use NCPDP standards where
appropriate.

3.09.012

The Vendor shall provide access on line real-time to MMIS files, including current
information and historical information (e.g., claims history) for assessing potential
problems.

3.09.013

The Vendor shall provide on line real-time capability to control edits/claim dispositioning at
the GCN Sequence level of detail and /or Therapeutic Class (TC) level in accordance with
Agency specifications.
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New #

Drug Utilization Review Requirements

3.09.014

The Vendor shall identify and report to the provider (on-line, real-time) potential utilization
and dispensing problems resulting from the following edits:

The following edits are set to active:

* Drug/Drug — soft edit (requires CIO Codes)

» High Dose — soft edit (requires CIO codes)

* Overttilization (early refill) — hard edit (requires Prior Authorization)
* Therapeutic Duplication — hard edit (requires Prior Authorization)

The following edits are available in MMIS but currently set to inactive:
» Additive Toxicity

* Drug/Age-Geriatric

* Drug/Age-Pediatric

* Drug/Allergy

* Drug/Disease

* Drug/Pregnancy

» Excessive Duration of Therapy
* Ingredient Duplication

* Insufficient Duration of Therapy
* Low Dose

 Underutilization (late refill)

3.09.015

The Vendor shall provide a report to the Agency on a monthly and annual basis of the
potential utilization and dispensing problems resulting from the following edits:

The following edits are set to active:

* Drug/Drug — soft edit (requires CIO Codes)

» High Dose — soft edit (requires CIO codes)

* Overutilization (early refill) — hard edit (requires Prior Authorization)
* Therapeutic Duplication — hard edit (requires Prior Authorization)

The following edits are available in MMIS but currently set to inactive:
+ Additive Toxicity

* Drug/Age-Geriatric

* Drug/Age-Pediatric

* Drug/Allergy

* Drug/Disease

* Drug/Pregnancy

» Excessive Duration of Therapy
* Ingredient Duplication

* Insufficient Duration of Therapy
* Low Dose

* Underutilization (late refill)

Monthly reports are due to the Agency within five (5) days from the end of the month.
Annual reports are due to the Agency no later than the first business day in December.

3.09.016

The Vendor shall comply with CMS DUR reporting requirements for all DUR function
monthly and annual reports.

3.09.017

The Vendor shall provide on-line real-time response to providers resulting from Pro-DUR
reviews.
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3.09.018 The Vendor shall allow on-line real-time submittal of claims with
Conflict/Intervention/Outcome Codes (CIO) and/or prior authorization from providers. The
current DUR Outcome Reject Codes document is located in the Procurement Library.

The Vendor shall provide on-line real-time approval/denial of claims submitted by
providers with appropriate/acceptable Conflict/Intervention/Outcome Codes (CIO) and/or
prior authorization.

3.09.019 The Vendor shall provide interface capability to provider computer systems via the Point of
Service/Electronic Claims Submissions system.

3.09.020 The Vendor shall provide an on-line user manual to instruct Agency staff on the DUR
functionality. The Vendor shall maintain the on-line user manual to reflect current system
functions. The Vendor shall provide hands-on user training for a minimum of twenty-four
(24) Agency staff monthly or as requested by the Agency.

3.10 Drug Rebate Requirements

Federal regulations require that drug manufacturers enter into an agreement with CMS to provide
rebates for their drug products paid for by Medicaid. Manufacturers that do not sign an
agreement with CMS are not eligible for Federal Medicaid coverage of their product(s).
Manufacturers who sign the CMS Medicaid drug rebate agreement must report their Average
Manufacturer Price (AMP) and their Best Price (BP) to CMS on a quarterly basis. CMS uses the
AMP and BP to calculate the unit rebate amount. CMS then compiles the manufacturer pricing
information into an electronic file, and the unit rebate amount is then sent to state Medicaid drug
programs.

The Agency uses the unit rebate amount provided on the CMS electronic file, along with their
utilization data, to generate their drug rebate invoices in a CMS approved format. In order to
receive rebates from the Manufacturers, the Agency must submit utilization data on a quarterly
basis to each manufacturer and CMS. The data must identify, by National Drug Code (NDC)
number, the number of units paid for by the Agency of each covered outpatient drug.

The manufacturer is required to pay the invoice, less any disputed amount, within 38 calendar
days from the postmark date on the invoice. Failure to pay in the required time frame results in
the potential accrual of interest liability.

The Drug Rebate Subsystem maintains the information to carry out the federal mandates related
to drug rebate processing. Functions include:

Maintenance and update of rebate and drug reference data
Generation of invoices to drug manufacturers

Application of correction/adjustments to invoices

Drug rebate accounting and reconciliation

Collections correspondence and tracking

Dispute resolution and tracking

Interest assessment and
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e Reporting

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the Drug Rebate related functions.

New # Drug Rebate Requirements

3.10.001 | The Vendor shall provide the capability to process and track supplemental program drug
rebates the same as the federal program but use rebate per unit amounts calculated and
provided by the Agency rather than the amounts provided by CMS. These updates shall occur
at the same time as the CMS Quarterly update file is processed.

3.10.002 | The Vendor shall update a drug manufacturer data set with data from the CMS Quarterly
update file within twenty-four (24) hours of receipt.

3.10.003 | The Vendor shall update all effective date spans on the drug manufacturer records as required
by CMS within twenty-four (24) hours of receipt of the CMS Quarterly update file. The Vendor
shall make this data available for on-line and real-time access.

3.10.004 | The Vendor shall maintain on-line real-time access to all quarters of drug rebate/invoice
information to accommodate prior period adjustment processing as required by CMS.

3.10.005 | The Vendor shall maintain and provide accommodations for housing of all correspondence
from manufacturers and make available all drug rebate files requested by the Agency within
five (5) days of the request.

3.10.006 | Agency approval is required on the format of all outgoing correspondence prior to being sent.

3.10.007 | The Vendor shall maintain and supply a list of all types of outgoing correspondence prior to
implementation.

3.10.008 | The Vendor shall notify the Agency of receipt of all CMS rebate-related information within two
(2) days of receipt.

3.10.009 | The Vendor shall utilize the quarterly file from CMS to update the drug rebate information prior
to generating quarterly invoices.

3.10.010 | The Vendor shall produce a report of all NDC's added as a result of the update by the 5th day
of the month following quarter end as part of the update process.

3.10.011 | The Vendor shall provide the capability to exclude specified drugs from drug rebate
information processing based on Agency-defined criteria within five (5) days of request.

3.10.012 | The Vendor shall download and maintain information from the CMS website to identify and
exclude public health service entities one week prior to invoicing.

3.10.013 | The Vendor shall ensure that Federal and Supplemental invoices are generated on paper or in
electronic media as requested by manufacturer within two (2) days of the request. Each
invoice shall be available in paper format for those labelers that cannot utilize an electronic
format.

3.10.014 | The Vendor shall generate the federal and supplemental invoices in NDC sequence based on

the CMS established format. The Vendor shall mail the Agency approved cover letter with the
labelers Invoice to the invoice Contact within sixty (60) calendar days of the end of the
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New #

Drug Rebate Requirements

calendar quarter. Receipt of a late file from CMS will be noted by the Agency.

3.10.015

The Vendor shall create drug rebate accounts receivable systematically when the drug
manufacturer invoices are produced. This information shall be accessible on-line.

3.10.016

The Vendor shall maintain original and corrected invoice information at the NDC level on-line
and real-time.

3.10.017

The Agency will be mailed a dummy invoice and collection letter at the time the invoicing and
collection letters are sent by the Vendor. This is to verify the timelines are met.

3.10.018

The Vendor shall respond to all drug manufacturer inquiries regarding drug rebate billing
within two (2) days of receipt.

3.10.019

The Vendor shall ensure the system cross-walks specified J-Codes to NDCs per CMS
requirements at the time of invoicing. The Vendor generated invoices shall utilize the NDCs.

3.10.020

The Vendor shall provide on-line capability for inclusion of unit type conversion factors for drug
unit type mismatches between the physician & pharmacy claim unit types paid and the drug
manufacturer unit rebate amount types on the CMS rebate file.

3.10.021

The Vendor shall, by the 5th day of the month following quarter end, produce a report of all
NDCs terminated as a result of the CMS Quarterly update file.

3.10.022

The Vendor shall use the NDC termination date from the CMS Quarterly update file to ensure
that claims submitted after the termination date are not paid by systematically removing the
NDC from coverage as of the termination date. The Vendor shall identify and report to the
Agency all NDCs that have been removed from coverage due to an update of the NDC
termination date no later than the 5th day of the month following quarter end.

3.10.023

The Vendor shall provide the capability to remove from coverage all NDCs for labelers
identified as terminated from the rebate program on the CMS Quarterly update file as of the
termination date. The Vendor shall identify and report to the Agency all NDCs that have been
removed from coverage due to an update of the file no later than the 5th day of the month
following quarter end.

3.10.024

The Vendor shall produce a quarterly report of invoices with any unit rebate amounts of zero
no later than the 5th day of the month following quarter end.

3.10.025

The Vendor shall produce a report no later than the 5th day of the month following quarter end
to identify any NDC where the drug rebate amount invoiced is greater than the reimbursed
amount for the NDC.

3.10.026

The Vendor shall provide the capability to systematically determine the amounts of rebates
due from each manufacturer. Factors to be used to determine the rebates shall include but not
be limited to NDC codes, drug quantity units on paid physician and pharmacy claims (both
original and adjusted claims), rebate amounts, interest and prior period adjustments, per CMS
requirements. This information shall be available on-line and real time.

3.10.027

The Vendor shall provide on-line real-time access to payment and dispute data at an NDC
level. The data shall include but not be limited to physician and pharmacy claims, CMS listing
of manufacturers with drug rebate agreements, CMS listing of quarterly unit rebate amounts
and quarterly rebate invoiced amounts.
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New # Drug Rebate Requirements

3.10.028 | The Vendor shall produce a monthly report of accounts receivable information by labeler and
invoice period for both the federal and supplemental program no later than the 5th day of each
month.

3.10.029 | The Vendor shall provide the capability to perform batch and on-line updates to all drug rebate
data and maintain an audit trail of the changes.

3.10.030 | The Vendor shall produce a quarterly report of all instances where the unit type paid on
pharmacy and physician claims is different from those reported on the CMS Quarterly update
file. This report shall be available on-line no later than the 5th day of the month following
quarter end.

3.10.031 | The Vendor shall generate & transmit Agency rebate utilization data to CMS in the format
specified by CMS within sixty (60) calendar days of the end of the calendar quarter.

3.10.032 | The Vendor shall generate and mail follow-up letters to non-responding manufacturers forty-
five (45) calendar days from mailing date of the invoice.

3.10.033 | The Vendor shall receive, process and track rebate and interest payments received from drug
manufacturers within ten (10) days of receipt from the Agency.

3.10.034 | The Vendor shall produce a daily report by labeler and invoice of all payments that have not
been fully posted.

3.10.035 | The Vendor shall provide on-line real-time capability to retrieve all payments and interest
posted in a specified time period to show, by labeler and quarter, what amounts have been
posted and adjusted as well as the beginning and ending balance.

3.10.036 | The Vendor shall produce a monthly report of all past due rebate amounts by labeler and
invoice period showing the number of days past due for both the federal and supplemental
program no later than the 5th day of each month.

3.10.037 | The Vendor shall produce a monthly report of all payments and interest received for both the
federal and supplemental programs no later than the 5th day of each month.

3.10.038 | The Vendor shall provide the capability to recalculate on-line real-time invoices if the rebate
per unit changes at posting of check or if the amount the manufacturer submits is different
from the invoice and judged to be correct at the time of dispute resolution.

3.10.039 | The Vendor shall review all drug manufacturer correspondence to identify and establish
dispute-related information within two (2) days of receipt of correspondence.

3.10.040 | The Vendor shall provide on-line real-time paid claims data in an electronic format that can be
exported into a spreadsheet type document for a specified NDC for a specified quarter.

3.10.041 | The Vendor shall establish a dispute when the amount paid differs from the amount due
because of unit discrepancy within two (2) days of check posting.

3.10.042 | The Vendor shall maintain an on-line real-time drug rebate dispute tracking system. This

system shall track by labeler, invoice period and invoice type the following information: labeler
name, date received, analyst assigned, NDC, drug name, rebate amount per unit, CMS unit of
measure, total units reimbursed, total rebate amount claimed, total units paid, total rebate
amount paid, Agency adjusted units, new rebate amount claimed, balance of units, rebate
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balance due, reason code, resolution code and dispute status.

3.10.043

The Vendor shall maintain on-line real-time the capability to search paid claims by NDC and
quarter for pharmacy and physician claims with hyperlinks to the provider information and the
claim information.

3.10.044

The Vendor shall receive and process requests from manufacturers for paid claims detail to
support drug rebate invoices. Paid claims detail reports for utilization after the third quarter
1999 shall be produced by the vendor and provided to the manufacturer within ten (10) days of
receipt of the request.

Paid claims detail reports for utilization prior to the fourth quarter 1999 will be produced and
supplied to the Vendor by the Agency. The Vendor shall provide the report to the
manufacturer within two (2) days of receipt from the Agency.

3.10.045

The Vendor shall notify the Manufacturer of dispute resolution within two (2) days of
resolution.

3.10.046

The Vendor shall correspond with providers to obtain supporting documentation for claims
billed that are identified in the dispute resolution process within five (5) days of the request.

3.10.047

The Vendor shall produce a report by the 5th day of the month that contains disputes
established or closed within the previous Month.

The Vendor shall produce a report by the 5th day of the month that contains all open disputes.

3.10.048

The Vendor shall produce a monthly report of labelers with the highest dispute amounts for
both the federal and supplemental program no later than the 5th day of each month.

3.10.049

The Vendor shall provide a process for requesting claim adjustments within the Claims
subsystem so that adjustments occur within five (5) days of the request.

3.10.050

The Vendor shall obtain and input on the first business day of each week the Treasury Bills
rates as specified by CMS. The Vendor shall maintain all history of Treasury Bills rates on-
line real-time.

3.10.051

The Vendor shall notify the manufacturer of interest due on late payments at the time the
check is posted. The Vendor shall calculate the interest using the CMS specifications.

3.10.052

The Vendor shall provide quarterly drug rebate information in a format compatible with CMS-
64 reporting requirements within five (5) days of the end of the calendar quarter.

3.10.053

The Vendor shall create a file containing the data and in the format requested by Data Niche.
These files shall be produced and sent to Data Niche within five (5) days of the request.

3.10.054

The Vendor shall provide support including but not limited to account information and
supporting claim data to the Agency within five (5) days of request.

3.11 Long Term Care (LTC) Requirements

The primary purposes of the Alabama Medicaid Long Term Care (LTC) programs are to serve
recipients in need of LTC services in the least restrictive environment, to reimburse providers in
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an equitable manner, to monitor utilization for appropriateness and to assure recipients access to
services from the Medicaid program. The LTC program supports the processing of medical
approvals submitted through the LTC Notification software from LTC facilities, Hospice
providers, and waiver providers for recipients who are found financially and medical eligible for
long term care or waiver services. LTC Notification software interfaces with the AMMIS for the
tracking and processing of claims, rate adjustments, payments and management information
regarding the utilization of services.

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the Long Term Care related functions.

New #

Long Term Care Requirements

3.11.001

The Vendor shall be responsible for the maintenance and support of the LTC Notification
Software and shall distribute to providers at no charge.

3.11.002

Generate annual CMS-372 Lag report for each HCBS waiver program. The reports are to be
produced the first day of the 16th month after the end of the waiver year. The Elderly and
Disabled (E&D) Waiver, Living at Home Waiver (LAHW), Mental Retardation (MR) Waiver,
HIV-AIDS Waiver ends on September 30th. The Technology Assistance (TA) Waiver year
end is February 22nd. State of Alabama Independent Living (SAIL) Waiver year end is March
31st. The report must meet all CMS & federal reporting requirements including the
requirements stated in the State Medicaid Manual.

3.11.003

All State Agencies and Providers except Hospice providers shall have access to the
Medicaid LTC Notification software. The Hospice providers will have designated contractors
that will access the Medicaid LTC Notification Software. The State Agencies, Providers &
Contractors shall only have access to recipients assigned to them. The State Agencies,
Providers and Contractors shall have the ability to create new segments and add date of
death and start date for recipient segment. The Nursing Home end date for Provider entered
segments will default to 12/31/2299. The end date for all Waivers segments is the last day of
the month entered plus one year from the start date of the segment. The Waiver Providers
may not change the segment end date to a date greater than the end date in the system.

3.11.004

The Vendor shall provide the capability for providers to download the LTC Notification
Software from the web to their computer. The LTC Notification Software will allow access to
LTC data for their assigned recipients.

3.11.005

Maintain on-line, real-time separate rates and the effective date for each rate per facility for
all Long Term Care programs. There shall be at least sixty (60) months of data available.

3.11.006

The Vendor shall monitor changes to recipient data, such as eligibility end date and recipient
liability amounts or changes in provider rates to identify erroneous claim payments. The
Vendor shall retroactively reprocess nursing facility claims when there is such a change. All
such reprocessed claims are defined as adjustments and are not subject to administrative
reimbursement.

3.11.007

The Vendor shall provide a monthly report of all changes to LTC recipient liability or eligibility
end dates. The report shall include but not be limited to recipient ID, eligibility start and end
dates, liability amount before change and after change, claim amount before reprocessing,
claim amount after reprocessing and adjusted amount. The report shall be produced by the
5th day of the month.
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Long Term Care Requirements

3.11.008

The Vendor shall provide a monthly report of provider rate changes. The report shall include
but not be limited to provider ID, rate before change and rate after change, the claim amount
before reprocessing and the claim amount after reprocessing. The report shall be produced
by the 5th day of the month.

3.11.009

The Vendor shall at a minimum provide the following report on a monthly basis:
e LTC-0007-M LTC and Waiver Monthly Activity reports

The Vendor shall provide the report by the 5th day of the end of each month and store in
COLD.

3.11.010

The Vendor's LTC Notification Software shall accept electronic applications from State
Agencies, providers and contractors. The LTC Notification software shall execute Agency
defined edits on the application to determine acceptance or rejection. The application status
shall be available to the provider through the LTC Notification Software within one (1) day.

3.11.011

The LTC Notification Software shall store thirty-six (36) months of data. The data shall be
available on-line real-time accessible by recipient ID and name. The data shall include, but
not be limited to: Admission and discharge dates, Financial and medical application data,
Therapeutic leave days and the data needed to support claims processing and reporting.

3.11.012

The MMIS shall allow on-line real-time updates to recipient data.

3.11.013

The Vendor shall provide the capability to support retroactive rate adjustment processing.
Monthly by the 5th day, the Vendor shall reprocess nursing facility claims with changes in
patient liabilities or individual nursing facility rates. The Vendor shall not adjust any claims
older than six months.

3.11.014

The Vendor shall limit claim payment for recipient therapeutic leave days. Nursing facility
residents are allowed six (6) therapeutic visits per calendar quarter not to exceed twenty-four
(24) visits per calendar year. Each therapeutic visit must not exceed three (3) days. ICF/MR
therapeutic leave days are limited to fourteen (14) days per calendar month.

3.11.015

The system shall receive and apply files from the State or other regulatory boards and
agencies, including but not limited to: the Alabama Department of Mental Health/Mental
Retardation, Alabama Department of Public Health, Alabama Department of Senior Services
and Alabama Department of Rehabilitative Services. The data shall be validated before
being applied to the LTC files and error reports shall be produced for any data that is not
valid or cannot be applied to the system.

3.11.016

The Agency shall have on-line real-time update capabilities to the data in the Long Term
Care software.

3.11.017

The Vendor shall link nursing home provider information to the recipient so that changes to
the name and address on the nursing home provider file are updated in the recipient's
information.

3.11.018

The Vendor shall generate and deliver to Medicaid all LTC recipient reports as identified in
the Alabama MMIS Reports Listing located in the Procurement Library.

3.11.019

The Vendor shall provide On-line, real-time update capability to MMIS recipient data.
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Long Term Care Requirements

3.11.020

The Vendor shall update the LTC Notification Software data with nightly updates.

3.11.021

The Vendor shall update the MMIS data with changes made in the LTC Notification Software
data daily.

3.11.022

The Vendor shall support the interface of the LTC Notification Software with the MMIS
Recipient and Provider data as part of the validation process for LTC applications.

3.11.023

The LTC Admission Notification Software shall only accept the Provider NPI. The NPI shall
be validated and edited against the provider contract information to ensure the request is for
an active Medicaid Provider that is authorized to provide LTC services.

3.11.024

The LTC Admission Notification Software, Admission Notification screen, Submission
Reason drop down box should be modified. Generate a weekly report for certifying agent D
case hy district office number, reviewer number, and option selected from the number 7 drop
down box.

3.11.025

For the HIV/AIDS Waiver. Request to the Eligibility Group to add eligibility recipients
receiving SSI deemed to be receiving SSI and optional categorically needed at a special
income level of 300% of FBR, State Supplementation, recipients eligible for the Pickle
program (continued Medicaid); deemed disabled widow and widowers from age 50 but not
yet 60; early widow and widowers 60-64; disabled adult children that lose supplemental
income benefits upon entitlement to or an increase in the child's insurance benefits base on
disability; those individuals who would be eligible for SSI if not deeming of income of parents
(s) or spouse; and Medicaid for low income families (MLIF).

3.11.026

The Benefit Plan from the Level of Care data is needed for informational and processing
purposes to know which waiver to use for the LTC-Type on AMAES. Add Level of Care
Benefit Plan to the nightly extract to AMAES so Medicaid's program (MSREO027) can put in
the corrected LTC-Type on AMAES. Agency points of contact are Lee Rawlinson, Marilyn
Chappelle, Ozenia Patterson, Robin Arrington, Betty Payne and Susan Jones.

3.11.027

This request is being made to correct a processing problem between the Agency and EDS
Interchange so Interchange will recognize retro eligibility segments by Program Codes.

3.11.028

The Vendor shall provide on-line user manuals to instruct Agency staff on the LTC MMIS
subsystem and LTC Notification Software. The Vendor shall maintain the on-line user
manuals to reflect current system functions. The Vendor shall provide hands-on user
training for a minimum of twenty-four (24) Agency staff monthly or as requested by the
Agency.

3.11.029

The Vendor shall at a minimum provide the following reports on a daily basis (Current Report
Title has an M):

e LTC-0005-M LTC Notifications not accepted and reason not accepted
e LTC-0006-M Notification accepted and written to file
e LTC-0008-M Trading Partner Activity Report

The Vendor shall make the reports available by 7 AM and store in COLD.
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3.11.030 | The Vendor shall ensure the LTC Natification software program will write reason code(s) and
comments for discharges to the recipient's LTC segment. The LTC DO nightly update
currently creates a log which contains open-ended segments. This CSR will assist
LTCPMO0010 program in locating discharges that open end incorrectly. It should not open
end segments for those which have a discharge.

3.12 Managed Care Requirements

The Managed Care function is designed to allow the Agency the ability to develop and
implement various managed care systems to ensure recipient access to necessary medical care,
while at the same time controlling medical assistance program costs. Currently the Agency uses
a combination of PCCMs, PIHPs and Medicare Advantage Plans. Through each of these
programs recipients are assigned primary medical providers or primary contractors who are
responsible for managing healthcare needs. Though designed to be comprehensive in meeting
patient needs, payment does not include all services that may be provided. As a result, the
managed care system must support both capitation, global and fee for service payment options.
Under such models, the state has developed a network of PCP/CMs who are contracted to
provide medical services to Medicaid program recipients. Recipients receive services included
in the Alabama Medicaid Patient 1st Program. In addition, recipients receive pharmacy and
certain other wrap-around services outside of the managed care plan. The objectives of each
managed care program are:

e Increased recipient access to healthcare,

¢ Increased use of case management and preventive services, and
e Optimal patient outcomes.

The Managed Care has the following main areas:

e Recipient enrollment and eligibility in the various plans.

¢ Provider enrollment for both PCCM's and MCO's.

e Auto-assignment of eligible recipients into the plans.

e Capitation Payment information.

e Enrollment Roster information.

e PMP Mass Disenrollment and/or Transfer of Panels.

e PMP Mass Transfer and Release of Panels.
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support the successful operation of the Managed Care related functions.

New #

Managed Care Requirements

3.12.001

The Vendor shall ensure that no capitation payments are made for Mental Health programs.

3.12.002

The Vendor shall make capitated payments for voluntary enrollment in Medicare HMOs in
selected counties.

3.12.003

The Vendor shall provide the capability to assign providers to managed care recipients.

3.12.004

The Vendor shall provide the capability on-line real-time to enter a recipient id and search
availability of managed care providers and update provider assignment.

3.12.005

The Vendor shall provide a web application that allows the recipient to review the availability
of managed care providers based on recipient ID and Provider enroliment criteria such as
but not limited to number of patient or provider's proximity to recipient's location.

3.12.006

The Vendor shall provide the Managed Care Providers a list of assigned recipients each
month after the recipient monthly update. The list is use by the providers to identify their
patients. Any provider assignments made after the recipient monthly update will not appear
on the list and the effective date shall be for the following month.

3.12.007

The Vendor shall use the Alabama Medicaid algorithm guidelines for assigning Managed
Care Providers. The available providers are currently assigned by newborn, siblings, past
PMP, claims history and proximity. The Vendor shall apply the algorithm to unassigned
managed care recipients using a PMP Assignment batch process that shall run monthly
after the monthly recipient update. The Managed Care provider assignment will be effective
the month following the month of the PMP Assignment run. For example if the providers are
assigned the 20th of April, the assignment will be effective the first of June. The newborn,
sibling, and past PMP assignment process will override the PMP's max caseload under
designated circumstances.

3.12.008

The Vendor shall only allow recipients to be assigned to Patient first if they meet the
following specified criteria. The recipient must;
- reside in Alabama;
- reside in a county that is eligible for Patient 1st (01-67);
- be alive;
- be eligible for Medicaid;
- not have an aid category 3A (breast /cervical cancer);
- have an (Aid Cat that begins with "1","2","3", "4", "6", or
"N" Or (Aid Cat must be 51,52,54,55,5D,5E, or 5N
(SOBRA) and Adult/Child Indicator = C);
- NOT be a participant in LOCKIN;
- have a blank PCCM exemption indicator on the recipient
file;
- NOT have a First name equal to "UNBORN";
- NOT have an active segment on the LTC file; and
- NOT have an "HMOQO" policy on the TPL file- TPL plan code
of "H".
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3.12.009

The Vendor shall provide the capability for recipients to submit a newborn form designating
their PMP choice. Upon receipt of the form the Vendor shall assign the managed care
provider identified on the newborn form regardless of any other criteria. The Vendor shall
make the provider assignment within three (3) days of receipt of the form.

The Vendor shall provide the capability to make PMP assignments for both newborn and
unborn babies. The Vendor shall have the ability to use an override to make the PMP
assignment effective the first of the following month. If no form is submitted, the Vendor
shall assign the PMP using the Alabama Medicaid algorithm guideline for assigning
providers.

3.12.010

The Vendor shall provide the capability for managed care recipients to request provider
assignment changes through the recipient call center. The changes shall be made on-line
real-time but the effective date will be based on the recipient monthly update process.

3.12.011

The Vendor shall produce monthly Patient First Reports to the Agency and PMPs, of
recipient enrollment. The report shall be produced after all monthly updates to managed
care data. The Vendor shall ensure providers are only provided access to information on
recipients assigned to them. The report shall be mailed to the providers prior to the first of
the month. The reports provided shall include but are not limited to:

PCCM Provider Referral Report
Patient 1st Roster

Newborn Summary Report
Newborn Error Report
Capitation Payment Report

The Vendor shall provide secured Web access to providers for the viewing and download of
the following reports:

Patient 1st Roster
Capitation Payment Report.

3.12.012

The Vendor shall send the recipient an Initial Assignment Letter (packet) within five (5) days
of the completion of the batch assignment process. The Vendor shall notify the Agency's
patient first program with the date and number of letters mailed within one (1) day of the
completion of the batch assignment process.

3.12.013

The Vendor shall send the recipient a reassignment letter or auto-assignment letters when
there are changes in the PMP enrollment status within two (2) days of the enrollment
change. The Vendor shall notify the Agency's patient first program with the date and
number of letters mailed within one (1) day of the completion of the batch assignment
process.

3.12.014

The Vendor shall produce and mail Patient 1st Reminder Postcards thirty (30) days after the
initial assignment letter.

3.12.015

The Vendor shall send the Patient 1st Recent-Recert Postcards (in place of the Initial
Assignment Letter [Packet]) for recipients that have less than a sixty (60) day gap in
eligibility within two (2) days of the completion of the batch assignment process.

3.12.016

The Vendor shall produce and mail Patient 1st Annual Reminder Postcards within two (2)
days of the recipient’s certification anniversary.
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3.12.017

The Vendor shall produce a list of Patient 1st providers by county and include in the Initial
Assignment Letter (packet). The Vendor shall mail the list to the recipients when requested
within two (2) days of the request. The Vendor shall provide the Patient 1st providers by
county listings to the Agency by the 5th of each month.

3.12.018

The Vendor shall obtain Agency approval for all correspondence or modification to
correspondence before use.

3.12.019

The Vendor shall maintain case management fee processing data. The data shall contain
current and history case management components with start dates, end dates, and
amounts. The Vendor shall base the case management fee on the active entries at the time
of processing. The Vendor shall provide on-line real-time search and update capability to
case management data.

3.12.020

The Vendor shall ensure that Managed Care recipients are identifiable in DSS so that
Agency can do add hoc reporting as needed.

3.12.021

The Vendor shall produce a DSS Emergency Room Management Report on a quarterly
basis by the 5th of the month following quarter end. The report shall contain a list of the
provider's recipients with emergency room services for the quarter. The Vendor shall mail
the report to each provider within two (2) days of producing the report. The Vendor shall
store a copy of the quarterly Emergency Room Management Report in COLD.

The report shall also be available for ad-hoc reporting with selectable criteria including but
not limited to: DOS range, age, number of visits, provider and diagnosis.

3.12.022

The Vendor shall provide on-line real-time access to the accumulated totals of managed
care recipients assigned to each provider, including the plan and proximity served.

3.12.023

The Vendor shall provide on-line real-time access to Managed Care external health plan
information from other subsystems such as TPL.

3.12.024

The Vendor shall have a designated provider enroliment staff for forty (40) hours a week to
assist managed care providers. The Vendor shall track all calls received, all inquiries or
issues shall be resolved in one (1) day or the call documentation updated on a daily basis to
resolution. All issues or inquiries open over fifteen (15) days shall be reported to the
Agency monthly by the 5th day of the month.

3.12.025

The Vendor shall add and/or end date capitation rates on-line real-time for initial enrollment,
a change in enrollment, or at the request of Patient 1st staff. The updates or changes
received by phone shall occur the day of the call. The updates or changes received by mail,
fax or e-mail shall occur within two (2) days of receipt and an Agency approved letter of
acknowledgement shall be sent to the provider within three (3) days of receipt. The Vendor
shall acknowledge the Patient 1st staff's requests for changes to capitation rate via email
when updates are complete.

3.12.026

The Vendor shall provide a report on all patient 1st current capitation rates for each provider
including the average case management fee by month and store in COLD.

3.12.027

The Vendor shall mail an Initial Assignment Letter (packet) to recipients new to the Patient
1st program or a recipient that has re-enrolled after a sixty (60) day or greater gap in
service.
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3.12.028

The Vendor shall generate and mail an Initial Assignment Letter (packet) to Managed Care
beneficiaries notifying them of their PMP assignment and effective date, forty-five (45) days
prior to the effective date of assignment. The packet shall include but is not limited to:

- a letter identifying the assigned PMP's name, physical address,
telephone number, and Instructions on how to change PMP

- a list of available providers within their proximity

- a pamphlet that educates the recipient on emergency room use

- a pamphlet containing the recipient's rights and duties as a
Patient 1st recipient

- a "Your Guide to Patient 1st" booklet

3.12.029

The Vendor shall run the auto-enrollment program on a monthly basis. The Vendor shall
identify and assign PMPs to the following:

- newly eligible recipients without an active current PMP
assignment

- recipients who move into a different zip code area

- recipients who move into an included aid category

- recipients whose private HMO coverage has ended

The Vendor shall give recipients until the 15th of the month (after a full calendar month) to
change PMPs. The Vendor shall make PMP changes by telephone, mail or fax until the
recipient monthly update occurs.

3.12.030

The Vendor shall execute the auto-disenroliment process to end date the patient 1st
eligibility for recipients who:

- lose Medicaid eligibility

- have a change in zip code

- enroll in a private HMO or managed care plan
- are changed to an excluded aid category.

The Vendor shall not assign a provider to recipients who have changed zip code until the
next monthly auto-assignment. The Vendor shall update the PMP file to show the current
caseload.

3.12.031

The Vendor shall verify any reports, within two (2) days, of PMP's that are no longer
available. If the PMP is not available, the Vendor shall notify Patient 1st of their findings
within two (2) days. Patient 1st will make a decision on the re-assignment of all recipients
assigned to providers that are not available. The Vendor shall make the provider
assignment as directed by Patient 1st.

3.12.032

The Vendor shall accept a letter or fax (phone calls must be followed up with a letter or fax)
from PMP providers that no longer wish to participate in the Managed Care program. The
Vendor shall enter the provider information in the managed care PMP mass dis-enrollment
panel with a status of pending and add the providers to a weekly dis-enrollment report. The
Vendor shall produce a dis-enrollment report that contains all providers dis-enrolled that
week and any disposition of the recipient such as auto-assignment or re-assignment. The
Vendor shall e-mail the dis-enroliment report to Patient 1st on Friday of each week. Patient
1st shall approve the dis-enrollment by updating the status in the PMP mass dis-enrollment
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panel. The Vendor shall indicate provider dis-enroliment that will generate a letter. If
Patient 1st disagrees with the letter indicator they will contact the Vendor to make a change.

3.12.033

The Vendor shall accept a letter or fax (phone calls must be followed up with a letter or fax)
from PMP providers that wish to make changes in their Patient 1st enrollment criteria. The
Vendor shall enter the provider information in the managed care PMP mass transfer panel
with a status of pending and produce a weekly dis-enroliment report. The dis-enroliment
report shall contain all PMP providers with changes to their enrollment criteria that week and
any disposition of the recipient such as auto-assignment or re-assignment. The Vendor
shall e-mail the report to Patient 1st on Friday of each month. Patient 1st shall approve the
changes in enrollment criteria by updating the status in the PMP mass transfer panel. The
Vendor shall indicate provider mass transfers that will generate a letter. If Patient 1st
disagrees with the letter indicator they will contact the Vendor to make a change.

3.12.034

The Vendor shall allow recipients to change PMPs after initial assignment. The Vendor
shall make changes in PMP by the 20th of the month to be effective by the first of the
following month.

3.12.035

The Vendor shall support the auto-assignment process for claims history by reviewing 18
months of the recipient claims data. The system shall "count” the number of visits a
recipient has in history to a particular PMP. For example, if the recipient visits Dr. Smith
(Group A) two (2) times, Dr Wilson (Group A) three (3) times, and Dr. Thomas (Group B)
four (4) times, they would be assigned to Dr. Wilson (Group A).

3.12.036

The Agency may lock-out recipients from a provider. If this occurs the Vendor shall not
allow the auto-assignment process to assign the recipient to the locked out PMP or any
PMP in the same group.

3.12.037

The Vendor shall dis-enroll any recipient with active Medicare Buy-in segment dates when
identifying recipients who should be included/excluded from participation in the managed
care programs. The Vendor shall make the dis-enroliment date from managed care the last
day of the month before the Medicare enrollment date.

3.12.038

The Vendor shall produce and mail Provider Referral Reports by the 5th of the month
following quarter end. This report shall contain all referrals on recipients assigned to the
provider for the quarter.

3.12.039

The Vendor shall produce and mail Provider Profiler reports on an Agency defined schedule
and reporting periods. The reports shall be made available on a common media for Patient
1st review prior to mailing. The Vendor shall, after Patient 1st approval, mail to the provider
within 5 days and send a copy of the reports to Patient 1st on CD or DVD.

3.12.040

The Vendor shall make all managed care reports available in paper and electronic format.

3.12.041

The Vendor shall provide the capability to identify procedure codes that require a Patient 1st
referral. The Vendor shall process claims edits that prevent the payment of claims when the
procedure code requires a referral but the assigned PMP's NPI number is not the referring
physician.

3.12.042

The Vendor shall provide Agency selected staff the capability to input override codes that
will allow claims to be paid without a referral number when the procedure code indicates
referral is required.
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3.12.043

The Vendor shall provide monthly reports of activities, issues, trends, and recommendations
regarding managed care policies, procedures, and focus areas. This includes but is not
limited to the PMP Referred/Authorized Services Report and the PMP Change Report. The
reports are produced quarterly and shall be available by the first of the month following
quarter end.

3.12.044

The Vendor shall distribute provider and recipient notices that are prepared by the Agency
within five (5) days of the request.

3.12.045

The Vendor shall electronically store all provider contracts and amendments. This
information shall be available for on-line viewing in COLD.

3.12.046

The Vendor shall be responsible for maintaining covered services, non-covered services
and benefit limits. This Vendor shall use system maintenance hours for these changes.

3.12.047

The Vendor shall maintain provider characteristics for each managed care program.
Characteristics include but are not limited to PMP, Mid-level associates' name, academic
indicator, 24-hour phone number, county enrollment, proximity, age range limits,
current/max caseloads, beginning and end dates, list (published) and Patient 1st Case
Management Fee information. This information shall be updatable and searchable on-line
real-time.

3.12.048

The Vendor shall utilize the Enroliment Data Base (EDB) to determine the recipients that are
enrolled with a contracted Medicare Advantage Plan. There are also plans that submit a list
of recipients to be excluded from the capitation payments. The Vendor will use the list of
active recipients enrolled in the Medicare Advantage plan to generate capitation payments
to each contracted Medicare Advantage Plan. This will occur monthly as part of the
managed care capitation payment processing.

3.12.049

The Vendor shall generate the Patient 1st Roster to consist of four sections: Pending
assignments, new assignments, continuing assignments and terminated assignments. The
report shall contain all data related to the PMP criteria including but not limited to case load,
case management fee and special panel conditions. These reports shall be created after the
monthly updates to managed care. The providers shall have the report by the 1st of the
month. The report shall be available to providers through the provider Web portal.

3.12.050

If the provider is a member of a group, the Vendor shall allow a referral from another
provider in the group to be processed as a referral from the assigned provider.

3.12.051

The Vendor shall deny Medicare covered claims using assigned EOB codes for recipients
enrolled in a Medicare Advantage Plan in which the managed care plan receives a
capitation payment.

3.12.052

The Vendor shall maintain the capability to accept claims for a Patient 1st referring provider
for six (6) months after a change in PMP.

3.12.053

On the first check write of each month, The Vendor shall generate case management
payments for each enrolled recipient to their assigned PMP. The Vendor shall make
payments to the group provider of an individual PMP whenever that individual PMP is part of
a group. The Vendor shall make payments on the first checkwrite of each month and report
on the PMP's remittance advice (RA).
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3.12.054

The Vendor shall receive recipient information from the Alabama Medicaid Recipient
System. This is defined in detail in the requirements for the Recipient system.

3.12.055

The Vendor shall process Fee-for-service claims and encounter data, including EDI claims
for CMS-1500, UB-04, NCPDP, dental, EPSDT and family planning.

3.12.056

The Vendor shall ensure, as appropriate, that each recipient’s cost/utilization data is linked
to their managed care program and their PMP for use in managed care reporting.

3.12.057

The Vendor shall provide the capability to enroll family members into different and/or the
same managed care program. The Vendor shall allow one member of a household to be
enrolled in a commercial HMO, while the remainder of the family is enrolled in managed
care. The Vendor shall apply this same requirement to individual family members who are
exempt or excluded from managed care.

3.12.058

The Vendor shall maintain a repository of basic managed care plan contracts and contract
data in addition to information identifying specific providers and networks, capitation rates,
benefit packages and geographic areas for each plan in order to process encounter data,
stop-loss claims, capitation payments and retroactive payment adjustments.

3.12.059

The Vendor shall provide a payment function for processing capitation claim(s) and issuing
monthly capitation payments and supporting RAs for each prepaid managed care plan
which must report through the MMIS Financial functional area.

3.12.060

The Vendor shall provide a function for processing and issuing a monthly case management
fee and supporting RA for each managed care provider. This information shall be mailed to
the provider after the first checkwrite of each month and stored in COLD.

3.12.061

The Vendor shall Provide the capability to distribute funds to the appropriate plans based on
different reimbursement arrangements, capitation rates, categories and rules for each
benefit package.

3.12.062

The Vendor shall provide the capability to reject normal FFS claims for covered services
rendered by capitated plans. The Vendor shall provide the capability to process FFS claims
not covered in the capitated plan.

3.12.063

The Vendor shall calculate and pay case management fees to providers for each managed
care enrollee assigned to them up to the limitations specified by the Agency.

3.12.064

The Vendor shall maintain recipient data/enroliments in contracted managed care plans.
The data will be used for the following and shall include but not be limited to:

- Case management/capitation/premium computations

- Referral processing for the Managed Care program

- Encounter processing (claims and/or vital claims elements)
- Administrative, utilization review, financial and QA reporting

3.12.065

The Vendor shall set/save all capitation rates and provide on-line real-time update
capability. The Vendor shall modify the rates and systematically process adjustments upon
Agency request.

3.12.066

The Vendor shall allow the same provider to be paid FFS, case management and capitation
concurrently for different enrollees/recipients.
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3.12.067

The Vendor shall generate adjustments to post capitation rates based on retroactive
adjustments to recipient or managed care provider information including enroliment periods,
changes in rate categories, contracted rates and recipient death.

3.12.068

The Vendor shall provide through DSS the data for services rendered by providers who
have contracted with managed care entities in order to determine the payments which the
Agency would have made for these services if they had been rendered on a fee for service
basis.

3.12.069

The Vendor shall incorporate a prospective monthly disbursement function which includes
the following:

Production of capitation/Managed Care payments to capitated providers and managed care
plan

Production of a roster of enrollees assigned to each capitated/Managed Care provider and
managed care plan in both electronic and paper form

Production of a remittance advice which describes the reason or type of each capitation
transaction

Production of a report which summarizes the amounts included in each unique capitation
payment

3.12.070

The Vendor shall provide an automated adjustment function that recoups or pays retroactive
capitation payments and produces a report of all adjustments in capitation payments by
provider. The Vendor shall provide a report of pending adjustments prior to making
adjustments. The adjustments must be approved by Patient 1st before processing the
adjustments.

3.12.071

The Vendor shall accept and process encounter claims on-line real-time for services
provided by health plans to enrolled recipients

3.12.072

The Vendor shall provide a repository of encounter claims information for each managed
care plan. The Vendor shall ensure all federal reporting requirements based on data from
encounter records are met. This includes but is not limited to family planning, sterilizations,
hysterectomies, pregnancies, EPSDT and immunizations.

3.12.073

The Vendor shall provide the capability to differentiate providers and services covered by a
capitation agreement from providers and services outside the capitation agreement

3.12.074

The Vendor shall dis-enroll recipient with a managed care indicator on the Recipient Policy
file. The Vendor shall not enroll a recipient in Patient 1st when this indicator is present.

3.12.075

The Vendor shall support non-capitated, fee for service-based provider who supplies,
through an ongoing patient/physician relationship, primary care services and referral for all
necessary specialty services. The provider is responsible for monitoring the health care and
utilization of emergency and non-emergency services.

3.12.076

The Vendor shall support the payment of case management fees to the managed care
provider. The Vendor shall base the case management fee on active criteria and allow each
criterion to have a start, end date and associated amount. This shall be table driven and
changes to the table shall be part of system maintenance hours.

3.12.077

The Vendor shall support the enroliment of recipients in one or more managed care
programs, including freedom of choice and/or automatic assignment waiver provisions.
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3.12.078

The Vendor shall Provide for the collection and generation of FFS data details (i.e., charges
and fee schedule amounts) for capitated services as the result of the submittal and
processing of encounter claims. This information shall be produced monthly by the 5th day
of the month.

3.12.079

The Vendor shall produce a Medicare HMO Enrollment Roster of recipients by Medicare
Advantage Plan monthly the first working day after the managed care capitation payment
processing.

3.12.080

The Vendor shall produce monthly enroliment and participation reports by program and by
provider. The report must be able to track new and multiple plans. The report shall be
available the first working day after Managed Care capitation payment processing.

3.12.081

The Vendor shall provide monthly a report of PMP case management fee, by group practice
or individual PCP, by member/months for each provider by the 5th day of the month.

3.12.082

The Vendor shall dis-enroll recipients from Patient 1st when LTC segments are active.

3.12.083

The Vendor shall use the payee number to identify siblings in the auto-assignment process.
The Vendor shall use the payee number and age to differentiate siblings from parents.

3.12.084

The Vendor shall allow a reason code to be assigned that indicates the step in the auto-
assignment algorithm that made the provider assignment. The Agency shall have the ability
to change current reason codes or add new reason codes.

3.12.085

The Vendor shall allow for dummy provider referral numbers for Patient 1st Programs. The
Vendor shall allow a referral override to permit services to be paid without the assigned
provider number as the referring provider.

3.12.086

The Vendor shall provide a method that will allow the Agency to generate new letters and
modify current letters on-line real-time.

3.12.087

The Vendor shall provide an on-line real-time update capability to add a new county into a
managed care program when needed.

3.12.088

The Vendor shall support Medicare Advantage (HMO) enrollment and disenroliment
processing requirements.

3.12.089

The Vendor shall provide the ability to update and search recipient related data, such as
Managed Care health plan enroliment and primary medical provider assignment. The
Vendor shall make manual updates to recipient enroliment within 5 days of Agency request.
The Vendor shall process electronic updates from health plans as directed by the Agency.

3.12.090

The Vendor shall provide Medicare HMO Enrollment Summary of Medicare HMO
Capitations. This report shall be produced monthly on the first working day after the
Managed Care Capitation Processing.

3.12.091

The Vendor shall pay a set capitation fee per recipient for all contracted plans at a rate
defined by the Agency.

3.12.092

The Vendor shall automatically recoup capitation payments that are paid in error within the
timeframe defined by the Agency.

3.12.093

The Vendor shall allow retroactive capitation payment for use up to three (3) months based
on the eligibility criteria and the plan enroliment segments on the EDB file.

3.12.094

The Vendor shall add, delete or update a Medicare Advantage provider and any change to
the associated counties they service. This will be handled as system maintenance hours not
system modification hours.
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3.12.095

The Vendor shall provide a file to the Agency by the fifth of the month containing the data
needed for MSIS managed care reporting. The Agency will specific the data needed as well
as the report format.

3.13 Medical Services Requirements

The Medical Services function is designed to allow the Agency the ability to develop and
implement various medical service plans to ensure recipient access to necessary medical care,
while at the same time controlling medical assistance program costs. Currently the Agency uses
a combination of programs such as Maternity care and Partnership Hospital Program. In
addition, recipients receive pharmacy and certain other wrap-around services outside of the
managed care plan.

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the Medical Services related functions.

New # Medical Services Requirements

3.13.001 | The Vendor shall not pay capitation payments for Mental health programs.

3.13.002 | The Vendor shall accept and process recipient requests for information on prior authorization
status or any other recipient type questions.

3.13.003 | The Vendor shall have a table for capitation fee processing. The table shall contain current
and history capitation fees components with start dates, end dates and amounts. The
capitation fee will be based on the active entries at the time of processing.

3.13.004 | The Vendor shall ensure the Maternity Care recipients and PHP recipients are identifiable in
DSS so that the Agency can do add hoc reporting as needed.

3.13.005 | The Vendor shall support the administration of a variety of different service delivery models;
including managed care plans agreements and PHP agreements. This support also includes
producing, submitting, and revising, if necessary, new or existing reports on a timely basis as
necessary to manage the manage care plans.

3.13.006 | The Vendor shall provide the capability to identify procedure codes that require a Medical
Services prior authorization. There shall be claim edits that prevent the payment of claims
when the procedure code indicates a PA is required but there is no PA on file.

3.13.007 | The Vendor shall ensure the Medical Services program has the ability to use special override
codes that will allow claims to be paid that would normally be denied.

3.13.008 | The Vendor shall distribute provider and recipient notices that are prepared by Medicaid
within five (5) days of the request.

3.13.009 | The Vendor shall be responsible for maintaining covered services, non-covered services and
benefit limits. The Vendor shall use system maintenance hours for these changes.

3.13.010 | The Vendor shall produce the Medical Services reports defined in the Alabama MMIS

Reports Listing located in the Procurement Library.
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3.13.011

The Vendor shall provide the capability to distribute funds to the appropriate Maternity Care
plans based on different reimbursement arrangements, categories and rules for each prepaid
inpatient health plan and benefit package. The Agency may remove the inpatient part of the
Maternity Care Plan. If this occurs the inpatient component will be moved from managed
care and be FFS only.

3.13.012

The Vendor shall provide the capability to reject normal FFS claims for covered services
rendered by capitated plans and processing of FFS claims not covered in the capitated plan.

3.13.013

The Vendor shall provide for the collection and generation of FFS data details (i.e., charges
and fee schedule amounts) for capitated services as the result of the submittal and
processing of encounter claims.

3.13.014

The Vendor shall provide through DSS the data for services rendered by providers who have
contracted with managed care entities in order to determine the payments which Medicaid
would have made for these services if they had been rendered on a fee for service basis.

3.13.015

The Vendor shall support the enroliment of recipients in one or more programs, including
freedom of choice and/or automatic assignment waiver provisions.

3.13.016

The Vendor shall support the tracking of Maternity Care claims submitted for plan members
who have exceeded stop-loss limits.

3.13.017

The Vendor shall make DSS data available to produce control reports identifying service
outliers. The data shall include but not be limited to: age, sex, previous utilization and
diagnosis.

3.13.018

The Vendor shall make DSS data available to report on recipient group utilization
characteristics, including but not limited to types of services by program, eligibility category,
and demographic characteristics (age, sex, place of residence, etc.)

3.13.019

The Vendor shall make DSS data available to report on Maternity Waiver Patient Profiles
with the ability to produce query and ad-hoc reports.

3.13.020

The Vendor shall make DSS data available to report on program, provider, and recipient-
specific service expense data, both historical and projected.

3.13.021

The Vendor shall provide the DSS data required to report on utilization expense analysis by
member, per month

3.13.022

The Vendor shall provide the DSS data required to report on monthly enrollment and
participation reports on new and multiple plans. These reports include but are not limited to
program, provider, recipient, age, sex, aid category, etc.

3.13.023

The Vendor shall provide a method that will allow the Agency to generate new letters and
modify current letters on-line real-time. The letters shall be printed and mailed by the Vendor
within two (2) days of Agency entry.

3.13.024

The PHP program is currently in transition and is paid using the methodology in the
Administrative Code — Chapter 23 in the Procurement Library. The program may be
changed to FFS. If the program changes the methodology and the associated requirements
will no longer be applicable. It will be a standard FFS program.

3.13.025

The Vendor shall ensure the PHP program covers all Medicaid eligible's, except those with
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Medicare Part A. It covers only inpatient care for recipients in acute care facilities.

3.13.026 | The Vendor shall provide a payment function for processing capitation claims, issuing
monthly capitation payments and supporting remittance advices for the PHP plan which must
report through the MMIS Financial functional area.

3.13.027 | The Vendor shall provide for the collection and generation of FFS data details (e.g., charges
and fee schedule amounts) for capitated services as the result of the submittal and
processing of encounter claims. The information shall be produced monthly within five (5)
days of the last check write of the month and sent to the PHP Vendor.

3.13.028 | The Vendor shall provide historical data/costs on fee-for-service and encounter claims for
use in calculating capitation rates.

3.14 Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
Requirements

The Early and Periodic Screening, Diagnosis and Treatment (EPSDT) processing function serves
as the Agency's mechanism to enroll, adjudicate, identify, and track EPSDT services, referrals
and costs, and to generate EPSDT informing and screening letters to eligible recipients. All
Medicaid fully eligible recipients, except Maternity Care and Plan First children under age 21 are
eligible for EPSDT services. The Agency does not require Medicaid eligible children to be
formally enrolled in the EPSDT program. The EPSDT processing function supports the state's
goals of:

¢ providing medical assistance to recipients under the age of 21 with a continuing system of
health screenings and treatment services to permit early detection of potentially chronic or
disabling health conditions and referrals as medically necessary,

e encouraging regular health care for these recipients to reduce the occurrence of more serious
and costly health problems, and

e maximizing federal funds for the provision of healthcare to eligible recipients under the age
of 21

EPSDT-eligible children are allowed to receive services not always available to the general
medical assistance population. EPSDT screening and treatment services are submitted on the
CMS-1500, the UB-04, dental claim form, and managed care plan encounters using special state
assigned procedure codes, modifiers, revenue codes or Current Dental Terminology (CDT)
codes. The AMMIS should support the generation of EPSDT informing and screening letters to
recipients. The primary objectives of the automated EPSDT function of the AMMIS are to:

e maintain identification of all individuals eligible for EPSDT services,
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e provide paid claim records data to the state for EPSDT paid services,

e provide reports for tracking, validation, inquiry and monitoring purposes, and to meet federal
and state reporting requirements (CMS 416).

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the EPSDT related functions.

New #

EPSDT Requirements

3.14.001

The Vendor shall generate and mail EPSDT notices to patient's primary screening
providers monthly for screening based on the State periodicity schedule no later than the
10th of the month preceding the month in which the screening is due. A copy of the report
shall be stored in COLD and available to the Agency.

3.14.002

The Vendor shall generate and mail lists on a monthly basis informing providers of the
need to provide immunizations to eligibles assigned to them under managed care or
patient's primary physician in the fee for service (FFS) environment. The list shall be to the
provider no later than the 10th of the month preceding the month in which the
immunization is due. A copy of the report shall be stored in COLD and available to the
Agency.

3.14.003

The Vendor shall produce monthly periodicity screening reports by the 10th of the month
and quarterly referral service reports by the 10th of the month following the quarter's end.
A copy of the report shall be stored in COLD and available to the Agency.

3.14.004

The Vendor shall generate and validate all federally mandated reports, as specified by the
Agency. Currently, the CMS-416 is the only federally required report. The report shall be
generated annually within three (3) days of the last checkwrite of the first calendar quarter
(after the last checkwrite in March). The Vendor shall produce the report and the DSS
supporting queries for the previous fiscal year ending September 30th. The report must
meet the CMS-416 reporting requirements. A copy of the CMS-416 report shall be stored
in COLD and available to the Agency.

3.14.005

The Vendor shall generate and validate the CMS-416 quarterly report and the DSS
supporting queries by the 10th of the month following the end of the quarter. The quarterly
report is used by the State to monitor the EPSDT program. The Vendor shall notify the
State upon completion of report. A copy of the CMS-416 report shall be stored in COLD
and available to the Agency.

3.14.006

The Vendor's system shall capture EPSDT medical, dental, hearing and vision screening
data and services for EPSDT eligible's from fee for service data, health plan encounter
data and/or a combination thereof for the formulation of the CMS-416 report.

3.14.007

The Vendor shall maintain on-line real time inquiry and search capability to EPSDT
screening information including but not limited to: dates of Service, procedure codes,
screening provider numbers, referral services, recipient ID, procedure codes, diagnosis
codes, treatment dates for abnormal conditions and county code.

3.14.008

The Vendor shall audit all screening and immunization claims adjudicated (paid and
denied) during claims processing. The claim data that relates to EPSDT includes but is
not limited to: screening results and dates, referrals, treatment dates for abnormal
conditions and immunization status. The Vendor shall maintain EPSDT data in the
EPSDT system.

3.14.009

The Vendor's system shall process EPDST claims that are payable without a referral and
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enforce the referral restriction for services that are only payable with an EPSDT referral.

3.14.010 | The Vendor's system shall have the capability to track and report services provided both
within the State Plan and outside the State plan.

3.14.011 | The Vendor shall produce a file monthly of immunization data for Public health. The file
must be to Public Health by the 10th of the month.

3.14.012 | The Vendor shall provide an on-line user manual to instruct Agency staff on accessing
EPSDT information. The Vendor shall maintain the on-line user manual to reflect current
system functions. The Vendor shall provide hands-on user training for a minimum of
twenty-four (24) Agency staff monthly or as requested by the Agency.

3.15 Management and Administrative Reporting (MAR) Requirements

The purpose of the Management and Administrative Reporting (MAR) function is to provide
programmatic, financial, and statistical reports to assist the state and federal government with
fiscal planning, control, monitoring, program and policy development, and evaluation of the
State Medical Assistance Programs.

The MAR function is a comprehensive management tool which provides information on program
status and trends, has the ability to analyze historical trends, and predicts the impact of policy
changes on programs. This function uses key information from other AMMIS functions to
generate standard reports.

The major inputs to MAR are data from all the claims processing functions as well as the
financial, recipient, reference and provider areas. The major process is the generation of reports
and program data, and the major outputs are the financial, statistical, and summary reports and
data required by federal regulations, and other reports and data that assist the Agency in the
management and administration of State Medical Assistance Programs.

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the Management and Administrative Reporting related
functions.

New # MAR Requirements

3.15.001 | The Vendor's Management Reporting Tool must compile and report data summarizing all
services rendered under the Medicaid program requested by the Agency.

3.15.002 | The Vendor shall provide reports based on Expenditures by Category of Service (COS).
Selection criteria shall include but not be limited to, Benefit Plan, Aid Category, State COS,
State Sub-COS, Fund Code, Unduplicated Recipient Count, and payment dates. The report
shall have the capability to report by month, quarter, and fiscal year at the Agency's request.
The report shall have the ability to compare reports with different selection criteria and shall
include, but not be limited to, State Category of Service and description, Aid Category and
description, Unduplicated Recipient Count, Units of Service, Paid Amount, and Average Paid
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Amount per Recipient. This information shall be available on-line real-time.

3.15.003

The Vendor shall provide reports based on Payment by Category of Service (COS).
Selection criteria shall include but not be limited to, Benefit Plan, Fund Code, Aid Category,
State COS, State Sub-COS, Claim Type, Transaction Type, Unduplicated Recipient Count,
and payment dates. The report shall have the capability to report by month, quarter, and
fiscal year at the Agency's request. The report shall have the ability to compare reports with
different selection criteria. The report shall include, but not be limited to, State Category of
Service and description, Unduplicated Recipient Count, Number of Claims, Units of Service
and Paid Amount for Paid Claims, Number of Claims and Billed Amount for Denied Claims.
This information shall be available on-line real-time.

3.15.004

The Vendor shall provide reports based on Recipient Participation by Aid Category.

Selection criteria shall include but not be limited to, Benefit Plan, Aid Category, State COS,
State Sub-COS, Gender, Unduplicated Eligible's, County/Region, Age Group, Race,
Unduplicated Recipients and payment dates. The report shall have the capability to report by
month, quarter, and fiscal year at the Agency's request. The report shall have the ability to
compare reports with different selection criteria. The report shall include, but not be limited
to, Aid Category and description, Unduplicated Eligible's, Unduplicated Recipients, Percent
Eligible Participation, Number of Claims Paid, Billed, Allowed, and Paid Amounts, Average
Paid Amount per Eligible, and Average Paid Amount per Recipient. This information shall be
available on-line real-time.

3.15.005

The Vendor shall provide reports based on Payment by Provider Type. Selection criteria
shall include but not be limited to, Benefit Plan, Fund Code, Provider Type, Provider
Specialty, Claim Type, Transaction Type, and payment dates. The report shall have the
capability to report by month, quarter, and fiscal year at the Agency's request. The report
shall have the ability to compare reports with different selection criteria. The report shall
include, but not be limited to, Provider Type and Specialty and descriptions, Amount of
Claims, Units of Service, and Paid Amount for Paid Claims, Amount of Claims and Billed
Amount for Denied Claims. This information shall be available on-line real-time.

3.15.006

The Vendor shall provide reports based on Participation by Category of Service (COS).
Selection criteria shall include but not be limited to, Benefit Plan, Aid Category, State COS,
State Sub-COS, Gender, Unduplicated Recipient Count, County/Region, Age Group, Race,
and payment dates. The report shall have the capability to report by month, quarter, and
fiscal year at the Agency's request. The report shall have the ability to compare reports with
different selection criteria. The report shall include, but not be limited to, State Category of
Service, Unduplicated Recipient Count, Percent Eligible Participation, Number of Claims
Paid, Billed, Allowed, and Paid Amount and Average Paid Amount per Recipient. This
information shall be available on-line real-time.

3.15.007

The Vendor shall provide reports based on Place of Service Analysis. Selection criteria shall
include but not be limited to, Benefit Plan, Fund Code, State COS, State Sub-COS,
Unduplicated Recipient Count, County/Region, Age Group, and payment dates. The report
shall have the capability to report by month, quarter, and fiscal year at the Agency's request.
The report shall have the ability to compare reports with different selection criteria. The
report shall include, but not be limited to, Place of Service and description, Unduplicated
Recipient Count, Number of Claims Paid, Paid Amount, Average Paid Amount per Claim, and
Average Paid Amount per Recipient. This information shall be available on-line real-time.
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3.15.008

The Vendor shall provide reports based on Long Term Care by Revenue. Selection criteria
shall include but not be limited to, Benefit Plan, Fund Code, Aid Category, Provider Number,
Level of Care, payment dates, and Unduplicated Recipient Count. The report shall have the
capability to report by month, quarter, and fiscal year at the Agency's request. The report
shall have the ability to compare reports with different selection criteria. The report shall
include, but not be limited to, Average Paid Amount per Patient Day, Average Paid Amount
per Provider, Average Applied Income per Patient Day, Average Paid Amount per Recipient,
Total Number of Providers, Allowed Amount, Other Insurance Amount, Patient Liability
Amount, Paid Amount, Revenue Codes, Unduplicated Recipient counts, Number of Days of
Care and Billed Amount. This information shall be available on-line real-time.

3.15.009

The Vendor shall provide reports based on Error Code Analysis. Selection criteria shall
include but not be limited to, Benefit Plan, Fund Code, Provider Type, Provider Specialty,
Code Type, County/Region, Provider Number, Payment Dates, and Provider Detail. The
report shall have the capability to report by month, quarter, and fiscal year at the Agency's
request. The reports shall have the ability to compare reports with different selection criteria.
The report shall include, but not be limited to, Error Code and description, the number of
Error Claims, Unduplicated Provider Number, number of Provider Claims and a Percent of all
Claims filed. This information shall be available on-line real-time.

3.15.010

The Vendor shall provide reports based on Operational Performance by Provider. The
selection criteria including, but not limited to, Benefit Plan, Provider Type, Provider Specialty,
Fund Code, and payment dates. The report shall have the capability to report by month,
quarter, and fiscal year at the Agency's request. The report shall have the ability to compare
reports with different selection criteria. The report shall include, but not be limited to, Provider
Type and Provider Specialty with descriptions, the number of Claims Processed, Claims
Paid, Claims Denied, Claims Pending, Adjusted Claims Paid, Adjusted Claims Denied and
the total Pending Billed Amount. This information shall be available on-line real-time.

3.15.011

The Vendor shall provide reports based on Thru put Analysis Date of Receipt (DOR) to Date
of Adjudication (DOA). Selection criteria shall include but not be limited to, Benefit Plan,
Fund Code, Provider Type, Provider Specialty, ICN Region, and payment dates. The report
shall have the capability to report by month, quarter, and fiscal year at the Agency's request.
The report shall have the ability to compare reports with different selection criteria. The
report shall include, but not be limited to, Provider Type and Provider Specialty with
descriptions, the total number of Claims Received, then number and percent of claims that
have 2, 4, 7, 14, 21, 30, 60, and over 60 days from DOR to DOA, and the Average Number of
Days to Adjudicate. This information shall be available on-line real-time.

3.15.012

The Vendor shall provide reports based on Operational Performance Averages and
Percentages. Selection criteria including, but not be limited to, Benefit Plan, Provider Type,
Provider Specialty, Fund Code, and Payment Dates. The report shall have the capability to
report by month, quarter, and fiscal year at the state's request. The report shall have the
ability to compare reports with different selection criteria shall include but not be limited to
provider type and specialty and descriptions, paid claim amount, paid claim amount for this
month, same month last year, SFYTD this year, and last year. This information shall be
available on-line real-time.
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3.15.013

The Vendor shall provide reports based on Provider Error Analysis. Selection criteria shall
include but not be limited to, Benefit Plan, Provider Type, Provider Specialty, Provider
Number, County/Region, and Payment Dates. The report shall have the capability to report
by month, quarter, and fiscal year at the Agency's request. The report shall have the ability
to compare reports with different selection criteria. The report shall include, but not be limited
to, Total Claims, Claims Paid and Denied, Total Corrected Claims, Total Claims Paid After
Corrected, Percent Paid with No Error, Percent with Error Override, Percent Denied, and the
Average Error per Adjudicated Claim for both Individual Providers and Provider Peer Groups.
This information shall be available on-line real-time.

3.15.014

The Vendor shall provide reports based on Thru put Analysis Date of Receipt (DOR) to Date
of Payment (DOP). Selection criteria shall include but not be limited to, Benefit Plan, Fund
Code, Provider Type, Provider Specialty, ICN Region, and Payment Dates. The report shall
have the capability to report by month, quarter, and fiscal year at the Agency's request. The
report shall have the ability to compare reports with different selection criteria. The report
shall include, but not be limited to, Provider Type and Provider Specialty with descriptions,
the total number of Claims Received, then number and percent of claims that have 7, 14, 21,
30, 60, 90 and over 90 days from DOR to DOP, and the Average Number of Days to Pay the
claim. This information shall be available on-line real-time.

3.15.015

The Vendor shall provide reports based on Operational Performance Dollars. Selection
criteria shall include but not be limited to, Benefit Plan, Provider Type, Provider Specialty,
Fund Code, and Payment Dates. The report shall have the capability to report by month,
quarter, and fiscal year at the Agency's request. The report shall have the ability to compare
reports with different selection criteria. The report shall include, but not be limited to, Provider
Type and Provider Specialty with descriptions, the Billed Amount for Paid Claims, Denied
Claims, and Pending Claims, Total Charges Submitted, and the Billed Amount minus the
Paid Amount. This information shall be available on-line real-time.

3.15.016

The Vendor shall provide reports based on Provider Filing Analysis. Selection criteria shall
include but not be limited to, Benefit Plan, Fund Code, Provider Type, Provider Specialty,
County/Region, Provider Number, and Payment Dates. The report shall have the capability
to report by month, quarter, and fiscal year at the Agency's request. The report shall have
the ability to compare reports with different selection criteria. The report shall include, but not
be limited to, Average (Date of Service) DOS to DOR, Average DOR to DOP, and Average
DOS to DOP for both Individual Providers and Provider Peer Groups. Report shall also give
a summary of the Number of Claims and the Percent of Total Claims by the number of DOS
to DOR days for the following groupings: 1-7, 8-14, 15-30, 31-60, 61-90, and more than 90
for both Individual Providers and Provider Peer Groups. This information shall be available
on-line real-time.

3.15.017

The Vendor shall provide reports based on Provider Payment Comparison by COS.
Selection criteria shall include but not be limited to, Benefit Plan, Fund Code, State COS,
County/Region, Report Period, and State Sub-COS. The report shall have the capability to
report by month. Have the ability to compare reports with different selection criteria. The
report shall include, but not be limited to, State COS and description, paid claim count and
paid amount for this month, for the same month last year, SFYTD this year and last year.
This information shall be available on-line real-time.
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3.15.018

The Vendor shall provide reports based on Provider Participation Total. Selection criteria
shall include but not be limited to, Benefit Plan, Provider Type, Provider Specialty,
Unduplicated Recipients, County/Region, State COS, State Sub-COS, and Payment Dates.
The report shall have the capability to report by month, quarter, and fiscal year at the
Agency's request. The report shall have the ability to compare reports with different selection
criteria. The report shall include, but not be limited to, Provider Type and Provider Specialty
and descriptions, the number of Providers Enrolled, and Participate, and the Participation
Percentage, Unduplicated Recipient Count, Amounts for Claims Paid, Claims Denied, and
Total Paid. This information shall be available on-line real-time.

3.15.019

The Vendor shall provide reports based on Payment Comparisons by Provider Type.
Selection criteria shall include but not be limited to, Benefit Plan, Provider Type, Provider
Specialty, Fund Code, County/Region, and Payment Dates. The report shall have the
capability to report by month, quarter, and fiscal year at the state's request. The report shall
have the ability to compare reports with different selection criteria. The report shall include,
but not be limited to, provider type and specialty and description, paid claim count and paid
amount for this month, same month last year and SFYTD this year and last year. This
information shall be available on-line real-time.

3.15.020

The Vendor shall provide reports based on Provider Rankings. Selection criteria shall include
but not be limited to, Benefit Plan, Fund Code, Provider Type, Provider Specialty, Sort,
Unduplicated Recipients/Average Paid Amount, County/Region, Claim Type, Provider
Number, and Payment Dates. The report shall have the capability to report by month,
quarter, and fiscal year at the Agency's request. The report shall have the ability to compare
reports with different selection criteria. The report shall include, but not be limited to, Provider
Number, Provider Name, Number of Claims Paid and Denied, Paid Amount, Billed Amount
for Paid Claims and Denied Claims, Average Paid Amount, Percent Paid and Billed, Average
Paid Amount per Recipient, and Ranking. This information shall be available on-line real-
time.

3.15.021

The Vendor shall provide reports based on Provider Participation Average. Selection criteria
shall include but not be limited to, Benefit Plan, Provider Type, Provider Specialty,
County/Region, State COS, State Sub-COS, and Payment Dates. The report shall have the
capability to report by month, quarter, and fiscal year at the Agency's request. The report
shall have the ability to compare reports with different selection criteria. The report shall
include, but not be limited to, Provider Type and Provider Specialty and descriptions,
Recipients per Provider, Paid and Denied Claims per Provider, Paid Amount per Provider,
Paid Amount per Recipient, Billed Amount per Paid and Denied Claims. This information
shall be available on-line real-time.

3.15.022

The Vendor shall provide reports based on Third Party Payment Ranking. Selection criteria
shall include but not be limited to, Benefit Plan, Fund Code, Provider Type, Provider
Specialty, Claim Type, County/Region, and Payment Dates. The report shall have the
capability to report by month, quarter, and fiscal year at the Agency's request. The report
shall have the ability to compare reports with different selection criteria. The report shall
include, but not be limited to, Provider Number, Provider Name, number of Claims Paid,
number of TPL Claims Paid, TPL Percentage of all Claims Paid, Total Billed Amount, TPL
Dollars, TPL Dollars Percentage of Billed Amount, and Ranking of TPL to Paid. This
information shall be available on-line real-time.
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3.15.023

The Vendor shall provide reports based on Medicare Participation Part A. Selection criteria
shall include but not be limited to, Benefit Plan, Fund Code, State COS, State Sub-COS, Aid
Category, Unduplicated Eligible's, and Payment Dates. Report shall have the capability to
report by month, quarter, and fiscal year at the Agency's request. The report shall have the
ability to compare reports with different selection criteria. The report shall include, but not be
limited to, Aid Category and description, number of Eligible's, Claims Paid, Medicaid Allowed
and Paid Amount, Medicare Paid Amount, Percent of Total Paid Amount, Buy-in Premium
and Percent Buy-in of Medicare Paid Amount. This information shall be available on-line
real-time.

3.15.024

The Vendor shall provide reports based on Medicare Participation Part A and B. Selection
criteria shall include but not be limited to, Benefit Plan, Fund Code, Aid Category,
Unduplicated Eligible's, and Payment Dates. The report shall have the capability to report by
month, quarter, and fiscal year at the Agency's request. The report shall have the ability to
compare reports with different selection criteria. The report shall include, but not be limited
to, Total Eligible's with Part A and B, Total Medicaid/Medicare Eligible's, Total Medicaid Paid
Amounts, Total Medicare Paid Amounts, Total Medicare and Medicaid Paid Amounts,
Percent of Medicaid Payments. This information shall be available on-line real-time.

3.15.025

The Vendor shall provide reports based on Medicare Participation Part B. Selection criteria
shall include but not be limited to, Benefit Plan, Fund Code, State COS, State Sub-COS, Aid
Category, Unduplicated Eligible's, and Payment Dates. The report shall have the capability
to report by month, quarter, and fiscal year at the Agency's request. The report shall have
the ability to compare reports with different selection criteria. The report shall include, but
not be limited to, Aid Category, Unduplicated Eligible's, Claims Paid, Medicaid Allowed
Amount, Medicaid Paid Amount, Medicare Paid Amount, Percent Paid of Total Paid (by
Medicare), Buy-in Premium and Percent Buy-in of Medicare Paid Amount . This information
shall be available on-line real-time.

3.15.026

The Vendor shall provide reports based on Recipient Co-pay. Selection criteria shall include
but not be limited to, Benefit Plan, Fund Code, Aid Category, Co-payment Type, and
Payment Dates. Report shall have the capability to report by month, quarter, and fiscal year
at the Agency's request. The report shall have the ability to compare reports with different
selection criteria. The report shall include, but not be limited to, Aid Category, Paid Claims
with Co-pays, Total Claims Paid, Percent Claims Co-pay, Co-pay Deducted, Billed, Allowed,
and Paid Amount. This information shall be available on-line real-time.

3.15.027

The Vendor shall provide reports based on Recipient Participation By County. Selection
criteria shall include but not be limited to, Benefit Plan, Fund Code, Aid Category, Claim
Type, State COS, State Sub-COS, County/Region, Age Group, Gender, Race, and Payment
Dates. The report shall have the capability to report by month, quarter, and fiscal year at the
Agency's request. The report shall have the ability to compare reports with different selection
criteria. The report shall include, but not be limited to, Recipient County, Unduplicated
Eligible's, Unduplicated Recipients, Percent of Eligible Participation, Paid Amount, Average
Paid Amount per Eligible, Average Paid Per Recipient. This information shall be available
on-line real-time.
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3.15.028

The Vendor shall provide reports based on Recipient Ranking. Selection criteria shall include
but not be limited to, Benefit Plan, Fund Code, Aid Category, County/Region, Claim Type,
and Payment Dates. Report shall have the capability to report by month, quarter, and fiscal
year at the Agency's request. The report shall have the ability to compare reports with
different selection criteria. The report shall include, but not be limited to, Recipient Current
ID, Claims Paid and Denied, Paid Amount, Billed Amount for Paid and Denied Claims,
Average Paid Amount, Percent Paid, Percent Billed, and Ranking. This information shall be
available on-line real-time.

3.15.029

The Vendor shall provide reports based on Sterilizations. The report shall include, but not be
limited to, Recipient ID, ICN, Provider Number, Procedure Code, Modifier, Primary Diagnosis,
Secondary Diagnosis, Claim Type, Fund Code, Place of Service (POS), Category of Service
(COS), Service Units, Age, Sex, Service Date, Payment Date, Amount Billed and Paid.
Totals shall be summed by claim type (Professional, Outpatient, Inpatient, and Total). Report
shall have the capability to report by month and year. This report shall be produced monthly
and stored in COLD.

3.15.030

The Vendor shall provide reports based on Abortions. The report shall include, but not be
limited to, Recipient ID, ICN, Provider Number, Procedure Code, Modifier, Primary Diagnosis,
Secondary Diagnosis, Claim Type, Fund Code, Place of Service (POS), Category of Service
(COS), Service Units, Age, Sex, Service Date, Payment Date, Amount Billed and Paid.
Totals shall be summed by claim type (Professional, Outpatient, Inpatient, and Total). Report
shall have the capability to report by month and year. This report shall be produced monthly
and stored in COLD.

3.15.031

The Vendor shall provide Month End Claims Processing Analysis. This report shall be
produced monthly and stored in COLD.

3.15.032

The Vendor shall provide Monthly Reconciliation. The Vendor shall provide written
documentation on the MAR reconciliation process that the vendor will use to reconcile the
Medicaid monies and counts in MAR to the reports used as input to the CMS-64 and the
monthly Claims Payment Processing Information (the Approved to Pay Summary report). The
information used in the process must be delivered to the Agency by the end of the week
following the last checkwrite of the month.

3.15.033

The Vendor shall generate, submit and correct MSIS files for CMS, according to CMS'
timeframes and format. The files are created quarterly and must be to the Agency by the end
of the month following quarter end.

3.15.034

The Vendor shall document reasons for CMS identified errors on MSIS file validation and
correct errors as approved by the Agency within twenty (20) days of identification of the
errors.

3.15.035

The Vendor shall update MAR data after each check write. The MAR data must contain the
necessary data elements to produce reports and analyses defined as requirements in this
section. This data must be available the first working day after checkwrite processing. The
data shall include but is not limited to:

+ Adjudicated, suspended, and encounter claims data, adjustments and financial
transactions, for the reporting period, from the Claims Reporting function and the Managed
Care function.

» Reference data, for the reporting period.

» Provider data, for the reporting period.
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* Recipient data, for the reporting period, from the Recipient Data, LTC, EPSDT, and TPL
functions.

* Health Insurance Premium Payments (HIPP) indicator and Parts A and B Buy-In information
for the reporting period (including Buy-in premiums).

3.15.036

The Vendor shall ensure the accuracy of all reports prior to the first production run.

3.15.037

The Vendor shall provide and maintain complete user documentation for reporting systems
which define the purpose of each report, specifically describes the definition of each reporting
category and data elements contained therein, their sources, the calculations involved in their
determination, balancing instructions, the frequency of the report and the report distribution
and media. Includes a master matrix of data elements indicating which reports contain a
particular data element. This information must be updated when any changes are made to
the MAR system.

3.15.038

The Vendor shall provide training for the management reporting functions to new Agency
staff, anytime major changes are made to the MAR system or up to twice a year at the
request of the Agency.

3.15.039

The Vendor shall generate reports using data contained in the Management Reporting
system that is not available by on-line request or in COLD in either on-line, hard copy, CD-
ROM or DVD format as requested by the agency within two (2) days.

3.15.040

The Vendor shall respond to any issue in five (5) days with the details of the problem and
identify any corrections (if required). The required corrections, validations, report rerun (if
required), and management report distribution (if required) shall occur within three (3) days of
Agency approval of the response.

3.15.041

The Vendor shall provide data for CMS reports on annual basis or as requested by the
Agency. If requested by the Agency, reports shall be delivered within one (1) week of
request.

3.15.042

The Vendor shall provide a report of waiver and special program participation and
expenditure data, including services, payments, billed amounts, units, eligible's, unduplicated
recipient counts and total cost of care by date of service. The report shall be produced
annually within five (5) days of the Agency request. This requirement specifically meets the
need for CMS-372 reporting requirements.

3.15.043

The Vendor shall ensure the Management Reporting Tool has the ability to house at least five
(5) years of data and reports.

3.15.044

The Vendor shall maintain the information in the MAR system to reflect the current MMIS.
This shall include but not be limited to: changes or additions to categories of service,
recipient aid categories, provider types and specialties, benefit plans, state categories of
service, and fund codes.

3.15.045

The Vendor shall maintain the Agency approved MAR documentation to reflect the current
status of MAR. The documentation or users manual must be updated prior to implementing
any changes into the MAR system.

3.15.046

The Vendor shall provide multiple output media capabilities, including vendor printing, on-line
real-time report viewing and batch report viewing to support MAR. MAR shall allow all
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reports to be saved in multiple formats including but not limited to text and MS EXCEL.

3.16 Surveillance and Utilization Review (SUR) Requirements

The Surveillance and Utilization Review (SUR) function provides the capability to identify,
report, and support the investigation of potential fraud and/or abuse of the Medicaid program by
providers and recipients. The modular design of the solution enables detection components to
accept data directly from the AMMIS Decision Support System (DSS). The SUR components
are:

Case Tracking

The Case Tracking application replaces many of the manual operations throughout the SUR case
review process with systematic approaches. Browser-based windows allow for auto-assignment
of case reviews and online updating of case documentation. In addition, the Case Tracking
application facilitates the viewing of incoming imaged correspondence and photocopied medical
records from on-site audits. The application provides for the storage of report and spreadsheet
files generated within the AMMIS and DSS areas and can link the files to related SUR cases.

All case documentation, including imaged documentation, is linked to a SUR case utilizing a
unique identifier called a Master Log Number. Each SUR case has an associated electronic SUR
case file, which helps in identifying the steps the SUR analyst followed while researching the
SUR case.

Episode treatment Grouper (ETG)

The ETG grouper integrated in the SUR will allow measuring the effect of health care services
on cost and quality. The ETG solution does this by identifying episodes of care, which
encompass all health care services provided to an individual patient during a single illness. An
episode of care is defined as all clinically related services for a discrete diagnostic condition
from the onset of symptoms until treatment is complete. Episodes of care provide a clinically
meaningful unit of analysis for measuring both the cost and quality of patient care.

Random Sample Generator

The data warehouse also provides the ability to generate summary reports from a statistically
valid random sampling process. The random sample process is initiated and accessed through
browser-based windows from the data warehouse Web site. Through this Web site, users can
specify if they want to sample claims for providers or members, and they can specify the date
ranges and other filter conditions such as specific claim types or code values. The results from
the sample are stored in the data warehouse where the results can be reported on summary Web
screens or from reports generated through the data warehouse.

These components are accessed through the DSSNavigator. The Data Warehouse is populated
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with data from the AMMIS, which allows the Data Warehouse to source data to the Random
Sample application, Targeted Queries and the DSSProfiler process. Having everything
contained within the Data Warehouse helps to ensure that all of the data used to identify a
suspect list comes from the same source and speeds verification.

DSS Profiler

The DSSProfiler is an integrated query, reporting, and analysis tool that uses information from
the DSS Database and currently is the primary source of day to day operations of the SUR
Program Areas.

The DSS Database is pulled from the AMMIS. DSSProfiler pulls 12 months of paid claims from
the AMMIS based on first date of service. The DSSProfiler reports on the entire 12 months of
claims (Yearly Process) and also reports by a single quarter of claims from within the 12 months.
The Profiler enables comparisons of expected and paid amounts among a specific Provider or
Recipient peer group and between a specific Provider or Recipient and their peer group.

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the Surveillance and Utilization Review related functions.

New # SUR Requirements

3.16.001 | The Vendor shall respond to any issue related to the SUR system within one (1) day of the
issue being discovered or notified by the Agency. The response shall be a temporary work-
around, a resolution to the issue, or a plan of action. Work-around or a plan of action shall be
resolved to the Agency's approval within thirty (30) calendar days of opening the issue.

3.16.002 | The Vendor shall designate a SURS Analyst to support SUR Recipient, SUR Provider and
SUR Pharmacy. The SURS Analyst shall have a minimum of two (2) years experience with
utilization reviews. This support shall include but not be limited to on-site support at the
request of the Agency, training, user manual updates, net meeting or webinar, telephone and
e-mail support. The SURS Analyst shall respond to all issues, telephone or e-mail inquires
within one (1) day with the answer to the question or a suggested temporary work-around
(maximum of thirty (30) days for work-around) for a problem. The SURS Analyst must be at
the Vendor's Montgomery AL facility and available to support the Agency within thirty (30)
days of contract signing. The SURS Analyst shall be available to support testing of
enhancements and any transitional task.

3.16.003 | The Vendor's SUR system shall report on encounter claims and amounts as well as FFS
claims. The Vendor shall ensure that paid amount for Encounter claims are at a header
level and that FFS are paid at a detail level.

3.16.004 | The Vendor shall maintain the SUR functionality that utilizes adjudicated claims data,
encounter data and enrollment data; that has the capability to provide summary and
individual data; and performs exception processing.

3.16.005 | The Vendor shall ensure that the analysis of any issue (change order or defect) identifies the
impact to SUR and initiate a change order to modify SUR if applicable. The Vendor shall
produce and document testing to ensure the change is correct and there are no negative
impacts to the current system. The test results must be sent to the Agency or presented in
person as requested by the Agency to obtain approval.
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3.16.006

The Vendor's SUR system shall allow documents and correspondence to be uploaded and
attached to a case using the case tracking function of the system.

3.16.007

The Vendor shall produce Management summary reports, by case type and peer group, to
include such areas as: Case Types/Peer Group Field Totals; Frequency Distributions;
Exception Report Item Totals (including norms, class group reports, exception limits, and
number of exceptions); Profile reports; Recipient Exception Profiles; Provider Exception
Profiles; Recipient Summary Profiles; Provider Summary Profiles.

3.16.008

The Vendor shall allow unlimited peer groups and case types for providers and recipients.

3.16.009

The Vendor shall produce ambulatory and inpatient services provided to nursing facility
residents within a single report by long-term care facility (long-term care wraparound
reporting) to include LTC and inpatient and outpatient hospital claims.

3.16.010

The Vendor shall allow provider and recipient reports to select FFS (Fee For Service) claims,
Encounter claims, or both.

3.16.011

The Vendor shall provide on-line reports to compare provider and recipients by case type
and/or peer group to identify over and under utilization of services including but not limited to:
Managed Care, dental, medical, prescribing, laboratory, supply and durable medical
services.

3.16.012

The Vendor shall provide an on-line detail analysis report of individual provider or recipient
information to identify the over and under utilization of services including but not limited to:
medical, dental, prescribing, laboratory, supply and durable medical services.

3.16.013

The Vendor shall provide on-line summary and detail information on hospital stays by such
areas as recipient, diagnosis and provider classification, including length of stay, room and
board charges, ancillary charges and medical expenses prior to and immediately following
the hospital stay in comparison to the associated rate that was used for payment.

3.16.014

The Vendor shall provide an on-line report selection criterion that will enable the Agency to
report on provider or recipient services received, drugs, programs or specialties.

3.16.015

The Vendor shall provide an on-line reporting function with features including but not limited
to; selective provider or recipient information, summary data, profile data and ranking of
exceptions.

3.16.016

The Vendor's SUR system shall have the ability to produce reports in any of the following
formats:

- paper

- PDF

- electronic

The Vendor shall provide the capability to store reports in COLD or Infoview and to export
report data to MS Office products such as EXCEL or WORD.

3.16.017

The Vendor shall provide a detail report for all claim types for a specified provider or recipient
for a specified date range. The section criteria shall be NPI, Medicaid ID, Base ID or
recipient ID. The claim detail report shall include but not be limited to summary of
procedures codes, diagnosis codes, place of service, Provider name & ID, Recipients name
& ID, Medicaid paid & allowed amount and ICN's.
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3.16.018

The Vendor's SUR system shall display all codes and code descriptions on reports including
but not limited to: procedure codes, procedure code modifiers, diagnosis codes, revenue
codes, NDC'’s, benefit plan codes, taxonomy codes, and other codes identified by the
Agency.

3.16.019

The Vendor staff shall notify the Agency Surveillance & Utilization Review Unit of any
identified or suspected instances of potential fraud or abuse within one (1) day of discovery.

3.16.020

The Vendor shall maintain a current user manual for the SURS system. The manual
updates shall be presented as part of test review and will require Agency approval before
moving to production.

3.16.021

The Vendor shall provide hands-on training to the Agency staff on features and reports.
Formal training shall be provided within one (1) month of request. This training shall include
hand-outs and hands-on exercises. The follow-up training shall be provided within two (2)
weeks of request and shall be small groups with step by step instructions on a specific topic
identified by the Agency.

3.16.022

The Vendor shall maintain a current and complete SURS documentation library and update
as needed or when modifications are made to the SURS functions and/or features. The
changes shall be presented with test results and approved by the Agency before moving to
production.

3.16.023

The Vendor shall use data from other subsystems, including claims history, provider
demographic and enrollment data, recipient demographic and eligibility data, reference data
and service or drug codes, LTC data, diagnosis codes and any other data required to
support SURS reporting. At a minimum, the SUR system shall have the most current twelve
(12) months of data with a three (3) month lag and will be updated quarterly and as directed
by the Agency.

3.16.024

The Vendor's SUR System shall have web-like panels with drop-downs and GUI (Graphical
User Interface) type features.

3.16.025

The Vendor shall provide panels that allow the Agency to specify the control criteria used for
the SUR profiling process. This criteria includes but is not limited to case types, case
categories and case groups. This control criteria will be used to select the DSS data that will
be pulled into the SUR system.

3.16.026

The Vendor shall generate yearly and quarterly statistical profiles (by running the SUR
Profiler), for providers, recipients and pharmacy, summarizing information on claims and
encounter history submitted by each provider or health plan. The SUR system will maintain
four (4) quarters of data with a one (1) quarter lag. The Vendor shall run the SUR profiler the
first weekend of each quarter that is not a checkwrite weekend or at the request of the
Agency.

3.16.027

The Vendor shall generate statistical norms (using the SUR profiler), by case type and/or
peer groups for each functional area within each statistical profile by using averages,
standard deviations, percentiles or absolute values. The profiler shall use this information to
define the norms to set the exception limits.

3.16.028

The Vendor's SUR Profiler shall evaluate the statistical profiles of all individual providers or
recipients within each case group and/or peer group against the matching exception criteria
established for each case group and/or peer group.
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3.16.029

The Vendor's SUR Profiler shall Identify providers and recipients who exhibit aberrant
practice or utilization patterns, (both under- and over-utilization) as determined by an

exception process, comparing the individuals' profile to the limits established for their

respective peer groups.

3.16.030

The Vendor's SUR Profiler shall generate lists of providers and recipients who are found to
be exceptional, ranked in order of severity.

3.16.031

The Vendor's SUR Profiler shall maintain profiles for inpatient, outpatient, Nursing Facility,
Recipient, Pharmacy, Provider, Professional and Professional Referral.

3.16.032

The Vendor's SUR Profiler shall provide on-line search/reporting. The search/reporting shall
include but not be limited to case type comparisons, exception reports, peer group
comparisons, frequency distributions, distribution analysis, provider profile (provider
summary), recipient profile (recipient summary), ETG (Episode Treatment Grouper), disease
reporting, targeted queries and detail reports for each.

3.16.033

The Vendor shall classify recipients into peer groups using criteria including but not limited to
living arrangement (head of household/payee number), geographic region, aid category,
recipient payee number, participation in fee-for-service vs. managed care, agency origin, and
special programs (special programs are assigned an aid category) for the purpose of
developing statistical profiles.

3.16.034

The Vendor's SUR Profiler shall link all services to a single recipient regardless of the
number of historical changes in recipient ID.

3.16.035

The Vendor's SUR Profiler shall maintain the ability to profile all services provided to a
recipient during a single episode of care. This is currently accomplished using the ETG
software.

3.16.036

The Vendor shall provide on-line selection to classify providers into peer groups using criteria
including but not limited to provider specialty, sub-specialty, billing vs. rendering provider,
participation in fee-for-service vs. managed care, and geographic region. The Vendor shall
provide ability to define class group based on multiple criteria (e.qg., provider type and
geographic area) for the purpose of developing statistical profiles.

3.16.037

The Vendor's SUR Profiler shall associate individual providers in their group or clinic
practice.

3.16.038

The Vendor shall maintain a methodology to classify treatment into peer groups, by
diagnosis or range of diagnosis codes, for the purpose of developing statistical profiles.

3.16.039

The Vendor's SUR Profiler shall maintain the capability to distinguish between services
rendered by a provider or practitioner as part of group or managed care plan, versus
services rendered by the same provider in their individual practice. Also maintain the ability
to profile the group or managed care plan as a distinct entity. The Profiler shall track
managed care practitioners who belong to multiple managed care plans.

3.16.040

The Vendor's SUR Profiler shall provide the capability to class group managed care
programs by provider peer groups.

3.16.041

The Vendor's SUR Profiler shall support managed care exception reporting by identifying
providers that are paid capitation payments with below or above normal office visits.
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3.16.042 | The Vendor shall provide the data needed to report on referral processing services ordered
by a physician or case manager from inpatient and outpatient hospital, pharmacy,
independent labs and physician claims into the referring provider’s profiles.

3.16.043 | The Vendor's SUR Profiler shall provide the capability to identify a billing provider that is
repeatedly using the same referring provider number.

3.16.044 | The Vendor's SUR Profiler shall provide the capability to identify a billing provider that is
repeatedly using his/her number as the referring provider number (self referral).

3.16.045 | The Vendor's SUR Profiler shall have the capability to suppress class groups, providers or
recipients from exception report printing and ranking (filters).

3.16.046 | The Vendor shall produce comparative reports of benefit plan utilization summaries with
Medicaid-only data.

3.16.047 | The Vendor shall maintain the capability to generate treatment analysis reports (targeted
queries) based on user-defined parameters.

3.16.048 | The Vendor shall maintain a process to select and print claims and encounter data at the
request of the user, in such a way that all information that is of value in making a
determination of mis-utilization is displayed for the user.

3.16.049 | The Vendor shall generate frequency distributions and print at the Agency's request.

3.16.050 | The Vendor's SUR system shall apply rankings to exception report items to facilitate the
identity of the highest deviations.

3.16.051 | The Vendor shall perform analysis of rendering, referring and billing practices to detect
utilization and/or billing problems, such as incidental or mutually exclusive procedures,
unbundling of procedure codes, bill splitting, overprescribing, unnecessary referring, etc. and
separately identify these according to the rendering provider, referring provider and/or the
billing provider.

3.16.052 | The Vendor's SUR Profiler shall maintain the ability to suppress deceased recipients from
exception reports (filters).

3.16.053 | The Vendor's SUR Profiler shall produce comparative reports of encounter data indicators
(including comparisons with FFS claims).

3.16.054 | The Vendor shall maintain a test environment that gives the Agency the capability to
develop, design, modify and test alternative report parameters and maintain an indexed
library of such report parameters.

3.16.055 | The Vendor shall maintain the capability to take an electronic extract of claims detail from
SURS and put it into a spreadsheet which can be manipulated and sent to providers.

3.16.056 | The Vendor shall have narrative descriptions of procedures, drugs and diagnoses on all
reports.

3.16.057 | At the request of the Agency, the Vendor shall schedule reports to run on a predefined

schedule. A scheduled report shall be printed and delivered to the Agency the next business
day after the run completes.
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3.17 Decision Support System (DSS) Requirements

The Data Warehouse subsystem otherwise known as DSS provides access to the AMMIS data
and various external data sources. The data is stored in an Oracle RDBMS and is accessed
through the BusinessObjects application. Within BusinessObjects, universes will be created by
functional area. The universes are the data-models that show the relationships among the
individual elements. The universes remove the technical knowledge needed to develop and run
queries in the system. Data elements are given practical names and logically grouped for easy
location and selection. The users will simply use common Windows-like features such as drag
and drop to quickly develop queries.

Through DSS, users of all experience levels can generate reports that range from simple queries
to more complex reporting and data analysis. By facilitating data analysis and reporting, DSS
will help to better manage and maintain the AMMIS system and the Agency’s Medicaid program
as a whole.

DSS combines specialized tools and processes to make enterprise data easily accessible for ad
hoc query and reporting or for producing regularly scheduled reports. Capitation, encounter, fee
for service claims and other AMMIS data are included in DSS and can be combined and
formatted into reports by both novice and power users.

DSS is comprised of programs and processes to extract data from the AMMIS and store it in an
Oracle database accessed by BusinessObjects. The following tools and functionality are
included in DSS:

« High performance data storage and access using Oracle with partitioning option;

e Pre-built BusinessObjects Universes that provide a completely documented semantic layer
allowing non-technical users to understand the data and build complex optimized queries to
access it;

e Pre-built BusinessObjects Reports which are predefined queries that are stored in a formatted
report within the BusinessObjects Repository; and

e The BusinessObijects tool suite for reporting, environment control, and monitoring,
consisting of these components:

o Reporter to build queries and format advanced reports and graphs.
o Designer to build universes that document the data and define how it is accessed.

o Supervisor to define various levels of users and the data, reports, and functions to
which they have access.

o Scheduler to automate the running of periodic reports and large long running reports
at off-peak times.

ITB #10-X-2205737 3-162



Section 3 — Requirements

o InfoView to provide a web based common access point and report library to system
components and pre-built reports.

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the Decision Support System related functions.

New # DSS Requirements

3.17.001 | The Vendor shall ensure the DSS claim, financial and MAR data shall be updated after each
checkwrite and the data must be available the first day after completion of the checkwrite
processing.

3.17.002 | The Vendor shall ensure that DSS defines and populates all elements from claims, claims
history, all financial transactions and reference. This shall include but not be limited to
refunds, adjustments, re-keys, voids, payouts, buy-in premiums and HIPP payments.

3.17.003 | The Vendor shall ensure the TPL, recipient, provider, prior authorization and reference data
is updated weekly and the data must be available the first day of the week.

3.17.004 | The Vendor's DSS shall have modeling and forecasting features that provide the user with
the flexibility to identify and test assumptions about the Medicaid program (particularly with
regard to budget management, cost containment, utilization management, program
operations and access to care).

3.17.005 | The Vendor's DSS shall continue to allow Medicaid to take full advantage of the breadth and
depth of Medicaid/managed care data captured on the MMIS to more effectively manage the
complexity and scope of the Agency fee for service (FFS) and managed care programs and
to aggressively contain costs while ensuring access to medically necessary, quality health
care.

3.17.006 | The Vendor's DSS shall provide program management, financial analysis and ad hoc
reporting, audit support, and analysis and reporting of access, quality, use and cost of fee for
service care and managed care incorporating encounter as well as fee for service data.

3.17.007 | The Vendor's DSS shall provide multiple output media capabilities, including Vendor printing,
on-line real-time report viewing and batch report viewing. DSS shall allow all reports to be
saved in multiple formats including but not limited to text and MS EXCEL.

3.17.008 | The Vendor shall provide beginner and intermediate DSS training every month for up to
twenty-four (24) Agency personnel. DSS Advanced training which includes temp tables,
graphing, decision modeling and statistical modeling shall be provided once a quarter for up
to twenty-four (24) Agency personnel. The training shall occur in a laboratory environment at
the Agency.

3.17.009 | The Vendor's DSS shall provide drill-down, graphing, decision modeling, statistical modeling,
spreadsheet and geographic mapping capabilities and the capability to import external,
geographically specific normative data for benchmarking during analysis. The Vendor's DSS
shall maintain the capability to trend or compare information over various timeframes, make
seasonal adjustments and display graphically. The Vendor's DSS shall have the ability to
visually present information in tabular and graphic/chart form, including econometric and time
series analysis and reporting.

3.17.010 | The Vendor shall provide a full-time DSS Technician on site at the Medicaid Agency with
knowledge of MMIS program operations, DSS modeling and reporting capabilities to support
the Agency super-users. The Vendor's technician shall assist Agency staff in utilizing the
DSS/Ad Hoc Reporting capabilities, including assistance with the development and
maintenance of ad-hoc and/or stored queries. This shall also include expert technical
assistance in mapping data by geographic regions, designing queries, pre-programmed
reports, and in the development of graphs.

3.17.011 | The Vendor's DSS shall also have support of a Web Master/HTML Programmer, a Network
Specialist, a Security Administrator and a Data Base Administrator (DBA). All afore
mentioned staff must be available within three (3) hours of Vendor identification or
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notification of problem.

3.17.012

The Vendor's DSS load shall use a documented and Agency approved Extract Transform
and Load (ETL) process to populate data warehouse tables. The ETL shall extract
necessary data from the MMIS and load the data to the data warehouse.

3.17.013

The Vendor's DSS WAN/LAN user interface and WEB portal interfaces shall meet or exceed
HIPAA and Medicaid’s privacy and security standards. The Vendor shall maintain a secure
DSS WEB portal with industry standard data encryption that emulates the functionality of the
WAN/LAN DSS user interface.

3.17.014

The Vendor shall provide a user interface (Ul) for the WAN/LAN network and WEB portal that
facilitates flexible, mouse-driven navigation through all DSS capabilities and data. DSS shall
provide a user-friendly, interactive interface suitable for specifying report selection, sort and
display characteristics for most reporting needs.

3.17.015

The Vendor shall provide test results and supporting documentation for all canned queries.
The queries must be approved by the Agency before being made available to the DSS users.

3.17.016

The Vendor's issue resolution/Change request process shall include a review of canned
queries for impact. The canned queries shall be maintained/modified by the Vendor as part
of the issue resolution/change request process. The Vendor's issue resolution/change
reguest documentation shall include a validation of all modified queries and analysis of all
canned queries.

3.17.017

The Vendor shall validate all pre-produced and pre-programmed queries and receive Agency
approval prior to being finalized/canned.

3.17.018

The Vendor shall maintain and/or modify all canned queries as changes are made to the
systems or issues are identified and resolved within the system.

3.17.019

The Vendor shall provide complete and comprehensive documentation and user manuals
on-line on DSS capabilities to enable users to perform report drill down, decision and
statistical modeling, mapping data by geographic regions, designing queries and pre-
programmed reports, and in the development of graphs. The user manual shall include how
to use the features of the DSS, instructions for completing requests for ad hoc reports,
sample report formats, lists identifying DSS data available for reporting and other information
as defined by the Agency. The user manual must be approved by the Agency.

3.17.020

The Vendor shall supply the Business Objects user manual either online or two (2) hard
copies to the Agency within one (1) month of go live or update. The manual should be kept
current with the version of Business Objects/Data Intelligence in use by the Vendor.

3.17.021

The Vendor shall provide tools to detect, analyze and report patterns and trends in Medicaid
program expenditures, utilization, program operations and in access to care

3.17.022

The Vendor shall ensure the DSS is available twenty-four (24) hours a day between 7:00 AM
Monday morning until 10:00 PM Saturday evening this shall include password reset
capabilities.

3.17.023

The Vendors shall provide the capability to schedule batch queries to execute at future dates
and times.

3.17.024

The Vendor's DSS shall have the capability to move claims history from one (1) recipient ID
to another when the changes are made to the MMIS.

3.17.025

The Vendor's DSS shall provide advanced capabilities to support provider auditing activities
and civil and criminal investigations of providers and beneficiaries.

3.17.026

The Vendor shall maintain capability to easily export copies of data from the system to varied
desk-top computer applications, including spreadsheets and statistical packages. The
Vendor shall maintain the ability to extract copies of data and reports and the ability to print
and electronically share DSS report formats and report output with other users throughout
the system network.

3.17.027

The Vendor's DSS shall Maintain selected user queries as stored queries available to all
users. This should include the following documentation: what the guery does, fields used in
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the query, calculations performed by the query and valid values for prompted fields which will
allow the users to qualify the query to better meet their needs.

3.17.028

The Vendor shall have documented procedures that have been approved by the Agency to
manage user ID additions, removals and password reset functions. The Vendor shall provide
authorized password reset request capabilities for DSS WEB portal users twenty-four (24)
hours a day between 7:00 AM Monday morning until 10:00 PM Saturday.

3.17.029

The Vendor's DSS shall export data to a budget management module to provide advanced
capabilities and attributes for monitoring, tracking and reporting, analyzing and projecting
Medicaid benefit expenditures, including current and historical comparisons of expenditures
to budgeted amounts. The Vendor must assure that data provides advanced capabilities and
attributes for monitoring, tracking, reporting, analyzing and projecting information on all
aspects of claims processing, prior approvals and TPL.

3.17.030

The Vendor's DSS shall provide the capability for interactive financial analysis and reporting.

3.17.031

The Vendor shall develop a utilization management module that will provide comparative
information on fee for service and managed care program utilization and expenditures. This
module must include the clinical and financial performance of providers and managed care
entities. The module must provide access and support for Agency quality assurance
activities for the monitoring, tracking, reporting, analysis and projection of beneficiary
information. This includes comparative information on fee for service and managed care
program access.

3.17.032

The Vendor shall provide costs and service utilization trends by which capitation models can
be fully examined.

3.17.033

The Vendor's DSS shall maintain a minimum of sixty (60) months of claims data (including
drugs) to support reporting, including complete reference, provider, recipient and Agency
defined claims extract data.

3.17.034

The Vendor shall provide a query management tool to monitor and tune the database. This
tool shall capture information about data queries generated by users; and shall produce
reports monthly to the Agency to assist in analyzing query time, table structure, appropriate
indexes, subjects for summary tables, fields actually being accessed and security (e.g., log in
attempts). The reports shall be available to the Agency within two (2) days of the end of the
month. The Vendor shall monitor the DSS service levels included in the reports. A 15%
change in any area shall require the Vendor to research the issue. The Vendor shall provide
a report of findings and a plan of action to prevent future occurrences of the problem to the
Agency within five (5) days of the end of the month.

3.17.035

The Vendor shall ensure that the DSS extracts MMIS data accurately and timely in the
required format. DSS shall include, at a minimum, all the data from the following: claims (Fee
For Service and encounter), claims history (Fee For Service and encounter), NCPDP data
(including "other coverage or reason code), encounter data and capitation records, provider
(including imputed provider specialty), managed care (including case management fees),
recipient (including recipient check digit, dual eligible groupings and net voucher data),
reference, pharmacy information (including preferred drug data), third party liability (TPL)
(including TPL remittance advice data), long term care (including waiver information), prior
authorization, financial, long term care, early periodic screening diagnosis and testing
(EPSDT), management and administrative reporting (MAR), surveillance and utilization
review (SUR) and federal, EDB data, referral indicator, procedure codes plus modifiers,
dental detail tooth surface data and drug rebate (Federal and State/Supplemental). The DSS
extract shall include Health Insurance Premium Payments (HIPP) indicator and Parts A and
B Buy-In information (including Buy-in premiums).

3.17.036

The Vendor shall correct or provide analysis and estimated date of correction within three (3)
days of Contractor notification of any issues or defects.

3.17.037

The Vendor's DSS WEB portal access must be with a minimum of Secure Socket Level 3.0
(SSL) and provide authentication, data integrity, data confidentiality, audit logging and
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monitoring

3.17.038

The Vendor shall respond to a request for a new report or change to a report within three (3)
days of the request. The response must be either the requested report or an analysis of the
level of effort to create the report with an estimated completion date.

3.17.039

The Vendor's DSS reports that are predefined shall be delivered to the Agency in the format
requested (electronic, in COLD or printed) within two (2) days of the request. With the
exception of recipient datasheets which are required to be printed and delivered in one (1)
day.

3.17.040

The Vendor shall provide data extracts to the Agency within three (3) days of the request.
The Vendor shall provide the data extract or an analysis of the level of effort to create the
extract with an estimated completion date.

3.17.041

The Vendor's DSS shall provide data in a format acceptable to business users. The Agency
will approve all changes to the format of DSS data.

3.17.042

The Vendor shall respond to requests for technical assistance on using DSS reporting
software within one (1) day of receipt of request from the Agency.

3.17.043

The Vendor's DSS shall have the capability to schedule and execute individual queries and
daily batch report jobs on the server.

3.17.044

The Vendor's pre-defined EIS reports shall be produced within five (5) minutes of user
reguest.

3.17.045

The Vendor shall re-index the Data Warehouse database tables when directed by the
Agency within three (3) days.

3.17.046

The Vendor's future enhancements to WEB Portal for DSS shall provide for downloads and
installation of new releases of the application via the WEB within two (2) days of the Vendor
implementation of release.

3.17.047

The Vendor shall use Agency approved encryption software.

3.17.048

The Vendor's DSS system shall maintain links between recipient universe, provider universe,
reference universe, and claims universe by date of service and paid date.

3.17.049

The Vendor's DSS shall maintain the capability to segregate and subtotal data by Medicaid
program within reports.

3.17.050

The Vendor's DSS shall maintain the capability to defer interactive query to batch
processing.

3.17.051

The Vendor's DSS shall accept, but not be limited to, the following user-input selection
parameters: Recipient ID, Category of service, Recipient aid category, Claim type, Provider
ID, Fund code, Provider type, Race, Provider specialty, Age/birth date, Recipient County,
Sex, Dates of Service, Special program status, Type of Service code, County of provider,
Eligibility periods, Date of payment, TPL data, Time Period, Bill Type, Procedure Codes,
Flags, indicator and modifiers, Diagnosis Codes, Place of Service Codes, Primary Medical
Provider, Prepaid Inpatient Health Plan, and Managed Care system.

3.17.052

The Vendor shall maintain the capability to carry all levels of recipient aid categories for
“drilling down” to details, such as ages, location and retroactive eligibility.

3.17.053

The Vendor shall provide access to the DSS WAN/LAN user interface and WEB portal
interface for all individuals or entities identified by the Agency. The Vendor shall provide all
necessary hardware, software, telecommunications, user documentation, instructions,
installation and ongoing maintenance, as necessary, for the proposed configuration.

3.17.054

The Vendor shall provide the capability to do random sampling, using standard statistical
methodologies for monitoring functions.

3.17.055

The Vendor's DSS shall save report definitions on file and accept new requests and changes
to existing batch and interactive reports.
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3.17.056

The Vendor's DSS shall have the capabilities to perform mathematical and statistical
calculations such as, ratios & proportions, rates (e.g., birth and mortality), variance, standard
deviation, confidence interval, mean, median, mode & ranges for the effective and accurate
analysis and presentation of information on an interactive basis. It must provide capabilities
for modeling and forecasting, including econometric and time series analysis and reporting.

3.17.057

The Vendor shall allow users to select at least eighteen (18) concurrent data dimensions with
an unlimited number of user selectable or definable aggregation or disaggregation.

3.17.058

The Vendor shall produce electronic and printed reports from the Web audit log for the DSS
Web portal monthly no later than the first business day of the month.

3.17.059

The Vendor shall provide decision support software for all Agency staff, contractors and
business associates as designated by the Agency.

3.17.060

The Vendor's DSS shall have the capability to display claims that failed Edits and Audits in
the Error Analysis Universe. (These claims would include claims that have been rejected by
edits, audits and also claims that were paid but failed audits.) The Vendor's DSS shall have
pre-defined (canned) reports that identify how many claims and total billed amount failed
edits per provider, claim type, or error.

3.17.061

The Vendor shall provide extracts of claims data to external entities as directed by the
Agency within five (5) days of request or on an Agency pre-defined schedule.

3.17.062

The Vendor's DSS shall reflect the current information in the MMIS including but not limited
to:

changes or additions to categories of service, recipient aid categories, recipient identification
number changes, provider types and specialties, benefit plans, state categories of service,
fund codes, reference data, TPL data and all claims data. The recipient identification number
changes must be reflected in all recipient-related and claims-related universes.

3.17.063

The Vendor's DSS claims and financial data shall include but is not limited to:
adjudicated, suspended, and encounter claims data, adjustments and financial transactions,
for the reporting period, from the Claims Reporting function and the Managed Care function.

3.17.064

The Vendor shall meet with the Agency monthly to review the DSS priority list of changes or
fixes and modify priorities. The Vendor shall work changes or fixes in the priority set by the
Agency.

3.17.065

The Vendor shall maintain access to all TPL data through DSS. This shall include but not be
limited to all Policy Segment, Trauma/Estate Recovery Case, Medicare, Carrier, Absent
Parent, Medicare Advantage, and Accounts Receivable data. The Vendor shall maintain
through DSS TPL-related claim data, including third party identifying information, COB data,
claim override codes, and NCPDP other coverage payment and denial codes.

3.17.066

The Vendor's DSS shall allow Agency staff to produce management ad hoc reports through
DSS.

3.17.067

The Vendor's DSS shall maintain the capability to produce a report identifying, by carrier
code, outstanding TPL billings.

3.17.068

The Vendor's DSS shall maintain the on-line real-time capability to identify T/E cases that
closed with no recovery and those for which payment was received.

3.17.069

The Vendor's DSS shall generate and store for on-line access, reports that depict the total
TPL amounts billed by carrier and by recipient. The Vendor's DSS shall maintain the
capability to obtain the amount recovered by carrier and/or recipient on the TPL A/R file.

3.17.070

The Vendor's DSS shall have pre-defined ("canned reports") that will serve as a tracking and
reporting mechanism to inform the Agency's TPL unit when follow-up actions are needed for
post-payment billing and T/E case tracking.

3.17.071

The Vendor's DSS shall provide the capability to query the monthly and yearly state aid
category reports.

3.17.072

The Vendor's DSS shall have a pre-defined ("canned report") of hospital paid claims
experience report.

3.17.073

The Vendor shall make DSS data available to produce control reports identifying service
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outliers. The data shall include but not be limited to: age, sex, previous utilization and
diagnosis.

3.17.074

The Vendor shall make DSS data available to report on recipient group utilization
characteristics, including but not limited to types of services by program, eligibility category,
and demographic characteristics (age, sex, place of residence, etc.).

3.17.075

The Vendor shall make DSS data available to report on Maternity Waiver Patient Profiles
with the ability to produce query and ad-hoc reports.

3.17.076

The Vendor shall make DSS data available to report on program, provider, and recipient-
specific service expense data, both historical and projected.

3.17.077

The Vendor shall provide the DSS data required to report on utilization expense analysis by
member, per month.

3.17.078

The Vendor shall provide the DSS data required to report on monthly enrollment and
participation reports on new and multiple plans. These reports include but are not limited to
program, provider, recipient, age, sex, and aid category.

3.17.079

The Vendor shall maintain a process for the Agency to generate individual Recipient claim
history requests from DSS. The process will access all claims history and all claim types. The
report shall be produced by recipient (including merged recipient ID numbers). The report
shall include a description of procedure, drug, diagnosis, error codes and provider name.

3.17.080

The Vendor's DSS shall provide the data and capability to accomplish retrospective
collection and analysis of health services data on Medicaid recipients by PMP, medical group
and prepaid inpatient health plan covering the areas of utilization/cost of services,
membership data, access to care, coordination of care, quality of care and rate analysis to
effect trend analysis, problem identification and resolution.

3.17.081

DSS shall provide necessary data to support the development of health services delivery
standards/practice guidelines that can be used in the ongoing monitoring and measurement
of health plans’ performance in the delivery of services, in providing member access to
health care, member satisfaction, membership stability and demographics as well as
resource allocation within the plan and in achieving financial stability.

3.17.082

The Vendor's DSS shall provide for utilization/cost reporting to monitor the usage and cost of
services rendered at different hierarchies (e.g., aggregating and reporting utilization data by
PMP, prepaid inpatient health plans and type of service and/or accumulating and reporting
utilization data by recipient, prepaid managed care plan, county, Medicaid aid category,
benefit package and age-sex combinations for financial management purposes).

3.17.083

The Vendor's DSS shall provide the data needed to perform exception processing for
recipient and provider groups (i.e., recipient with peer groups for comparative analysis).

3.17.084

The Vendor's DSS shall provide the data needed for detailed utilization/cost data to establish
equitable capitation rates, determine the overall cost-effectiveness of the prepaid Medicaid
program and compare prepaid costs with those incurred by an analogous FFS population.

3.17.085

The Vendor's DSS shall provided the data needed to produce a comprehensive range of
essential statistical population reports, membership listings, and reports on membership data
at multiple levels including member, managed care plan, county, and statewide.

3.17.086

The Vendor shall provide one (1) full-time DSS technical support person to work full time at
the Agency. The DSS support person will have sufficient technical knowledge of MMIS
program operations, EIS/DSS modeling and reporting capabilities to support the Agency in
generating DSS queries and reports.

The Vendor's support person will assist the Agency staff in utilizing the EIS/DSS /Ad Hoc
Reporting in designing stored queries (pre-produced reports) and pre-programmed reports,
in graphing and mapping data.
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3.17.087 | The Vendor shall define a set of benchmark queries that shall be approved by the Agency.
The benchmark queries shall be run on an Agency approved schedule. The Vendor shall
perform an analysis of the benchmark queries and provide a report of the analysis to the
Agency with two (2) days of the end of the month. A 25% change in any benchmark query
shall require the Vendor to research the issue. The Vendor shall provide a report of findings
and a plan of action to prevent future occurrences of the problem to the Agency within five
(5) days of the end of the month.

3.17.088 | The Vendor's DSS shall maintain the capability to defer an interactive query to batch
processing. The Vendor shall plan and execute batch report cycles on a daily basis.

3.17.089 | The Vendor shall provide a secure Web portal that shall allow access to DSS via the Internet
for up to thirty (30) Agency staff. The Web portal DSS shall provide full access to the DSS
server which includes creating ad-hoc queries. The Vendor shall provide any additional
training required to access DSS through a secure Web portal.

3.17.090 | The Vendor's DSS shall provide the capability to run large queries overnight from a desktop
and in batch mode on the DSS server. Batch system outputs shall be in a format approved
by the Agency. The Vendor's batch system shall notify the user when processing
completes. The Vendor shall FTP completed batch jobs to the user upon request.

3.18 Comprehensive Recipient On-line Collections System (CROCS)
Requirements

CROCS (Comprehensive Recipient On-line Collections System) is used to register and confirm
recipient overpayments, generate recipient overpayment letters, and track accounts receivable
transactions for those recipients who have had services paid in error. The payments received
from Medicaid recipients are manually entered into the on-line system. CROCS interfaces with
the AMMIS to capture selected recipient information, but it is not currently a part of the
AMMIS. The system maintains an Accounts Receivable file to be used to identify recipients and
track the payments received as well as transmits information regarding Tax Intercept to the State
of Alabama Department of Revenue.

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the CROCS related functions.

New # CROCS Requirements

3.18.001 | The Vendor shall produce a report monthly of all active recipient accounts receivable
information. This report shall be available the first working day of the month.

3.18.002 | The Vendor shall produce a report monthly of all recipients whose accounts receivables have
a negative balance. This report shall be available the first working day of the month.
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3.18.003

The Vendor shall provide a panel that the Agency will use to update the recipient
overpayment amount. The panel will pull the recipient information from the recipient master
file. The panel shall allow the Agency to request an initial notice. An additional notice shall be
generated by the system thirty (30) days after the initial notice. The Vendor shall allow the
Agency to force a notice at anytime. The Vendor shall produce the notices using a template
approved by the Agency. The notices shall systemically populate with all the recipient and
CROCS information. The Vendor shall produce the notices in a format that can be updated
and or modified in MSWord.

3.18.004

The Vendor shall maintain recipient accounts receivable amounts until the accounts are
closed (from one fiscal year to the next).

3.18.005

The Vendor shall identify those individuals or entities subjected to Tax Intercept. The criteria
for Tax Intercept shall be defined by the Agency.

3.18.006

The Vendor shall generate and transmit the Tax Intercept information to the State
Department of Revenue via the current Dept. of Revenue approved method no later than the
last business day of the year. The information shall include but not be limited to name, social
security number, reason for debt and amount of debt.

3.18.007

The Vendor shall generate and mail Tax Intercept notification letters to recipients, sponsors
or other responsible parties by October 15th, of each year. Any letter returned to the Vendor
shall require the Vendor to verify the recipient information and re-mail if a newer address or
information is available.

3.18.008

The Vendor shall maintain on-line real-time access and update capability to an accounts
receivable file which processes and reports financial transactions by type of transaction and
recipient. The file shall include but not be limited to:

- Recipient name and number

- Sponsor name

- Account balance

- Reason indicator

- Type of collection

- Program and Collection Authority
- Tax Intercept indicator

3.18.009

The Vendor shall maintain on-line real-time update and inquiry to financial information with
access by Recipient ID and by Recipient Name; to include but not be limited to:

- Overpayment information

- Receivable account balance and established date
- Type of collections made, amount and date

- Deposit date

3.18.010

The Vendor shall maintain a panel to support online real-time reports on recipient accounts
receivable collections and outstanding balances in aggregate and/or individual accounts as
approved by the Agency. The report shall be available daily, weekly and monthly.

3.18.011

The Vendor shall pull the Recipient and sponsor data from the MMIS for use in the CROCS.
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The Integrated Test Facility (ITF) allows the Agency and the Vendor to monitor the accuracy of
the AMMIS and test proposed changes to the system by processing test claims and other
transactions through the system without affecting normal operations.

Quality control is the system of internal controls that the VVendor utilizes in the operation of the
MMIS. Assurance of quality in implementing system changes and for ongoing operations is
achieved through two (2) MMIS test systems.

1. User Acceptance Test (UAT) - a test environment is designed to allow the Agency to test
changes. The UAT is a mirror image of the production environment with the exception of Ul
changes which move to UAT prior to the production release.

2. Model Office (MO) — a test environment is designed to allow the Vendor to test changes
before the changes are moved to the User Acceptance Test (UAT) environment. The MO is
defined to the Vendor specifications.

The following are the requirements identified by the Agency that must be met by the Vendor to
support the successful operation of the Integrated Test Facility related functions.

New #

Integrated Test Facility Requirements

3.19.001

The Vendor shall provide at a minimum five (5) days to review test results. Any test results
with less than a five (5) days review time will require the Vendor to schedule an on-site
review at the Agency. All test results must have the approval of the function process owner
before being moved to production.

3.19.002

Any data or transactions from a test environment shall not be included in production reports
or counts.

3.19.003

The Vendor shall develop and maintain the procedure documentation for system change,
development and test processes. The documentation and process shall be approved by the
Agency.

3.19.004

The system shall contain more than one (1) integrated test facility region. The purpose of
providing multiple test regions is to ensure the stability of the system and the data when
major enhancements are being tested. This shall allow the Vendor to make changes without
having to freeze the system or data at the expense of other system changes (i.e., testing
new edit logic).

3.19.005

The Vendor shall provide the Agency with on-line access to all test environments and all test
files to submit test data independently.

3.19.006

#1 UAT (User Acceptance Test) - An integrated test facility is designed to allow test claims to
be processed through a simulated production environment. The UAT will contain full copies
of all production data except claims. Production claims will only be in UAT for selected
Agency approved recipients. The financial cycles from UAT shall not result in payments by
EFT or printed checks. All reports and files will be available in a storage area clearly
identified and different from production. The data from the UAT environment shall be
exported to UAT DSS (Decision Support System).

3.19.007

The system shall allow on-line real-time updates to all functional areas in UAT. The changes
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shall include but not be limited to recipients, providers, claims, financial, reference, Waivers,
Long Term Care, Patient 1st, PA and TPL.

3.19.008

There shall be a point of contact identified for UAT paper claims, PA and consent forms.
These will need to be processed for the UAT, scanned and stored in a report repository or
repository folder other than production. The requested updates shall be made within two (2)
days of receipt of the request.

3.19.009

Claim copies, adjustments and consent forms shall be stored in a report repository or
repository folder other than production.

3.19.010

The Vendor shall not process checks or EFT for UAT providers.

3.19.011

The Remittance Advices (RAs) and reports shall be created after each UAT cycle and stored
in the UAT report repository. They are not to be included in any production reports or
counts. The cycle shall be run on an Agency approved schedule. All UAT cycle reports shall
be generated no later than the first business day after the scheduled cycle.

3.19.012

The UAT shall accept claims data from the Web, the Provider Electronic Solution Software
(PES), ECM and other electronic claim submission methods, without notice to the Vendor, in
hard-copy or electronic format.

3.19.013

There shall be an automated testing software available for Agency use such as the current
TTG (test transaction generator). The test transactions can process and be committed to
history or execute edits and audits only. The Agency shall have the ability to store test cases
for reuse.

3.19.014

The Vendor must have a set of Agency approved claims that run using an automated testing
software after each UAT software release. The Vendor shall provide a report from the
automated testing software that contains any claims that did not pay as expected. The
Vendor shall also research and document the reason for the discrepancy. This
documentation shall be available to the Agency within two (2) days of the software release
being applied to the UAT environment.

3.19.015

The Vendor shall refresh all UAT data on a schedule approved by the Agency or at Agency
request.

3.19.016

#2 Test Environment (Model Office) - The test facility shall enable the Vendor to perform
computer runs against test files using current production software containing the
modifications to be tested. This function shall be utilized by the Vendor to test software
changes, parameter and criteria file changes and other modifications which must be
completely tested before moving to the UAT and production environment.

3.19.017

The inputs to Model Office shall include but not be limited to claims (all claim types), all
methods of claims entry, adjustments, refunds and other production transactions.

3.19.018

The data in Model Office shall include but not be limited to adjudicated claims history,
financial, reference, PA, TPL, LTC, Managed Care, recipient and provider.

3.19.019

Model Office shall generate output, including but not limited to files, reports, tapes, etc., to be
separately identified and clearly labeled.

3.19.020

Model Office shall perform claims and adjustment processing in a simulated production
environment for all functions except for issuing a payment.

3.19.021

Model Office shall accept claims data from the Web, the Provider Electronic Solution
Software (PES), ECM and other electronic claim submission methods, without notice to the
Vendor, in hard-copy or electronic format.
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3.19.022 | Model Office shall perform claims and adjustment processing in a simulated production
environment.

3.19.023 | Model Office reports shall be generated and stored in a clearly defined area that does not
contain reports from other environments such as production. All reports including RA's shall
be produced, but no payments shall be generated.

3.19.024 | The Vendor shall refresh all Model Office data at least quarterly.
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