AMENDMENT NUMBER TWELVLE
TO THE CONTRACT BETWEEN
THE DIVISION OF MEDICAID
IN THE OFFICE OF THE GOVERNOR
AND
A CARE COORDINATION ORGANIZATION (CCO)

(Molisa Henlthcare of Mississippi, Inc.)

THIS AMENDMENT NUMBER TWELVE modifies, revises, and amends the Contract entered
info by and between the Divisien of Medicaid in the Office of the Governor, an administrative
agency of the State of Mississippt (hcreinafter “DOM” or “Division™), and Molina Healthcare
of Mississippi, Ine. (hereinafter “CCO” or “Contractor”).

WHEREAS, DOM is charged with the administration of the Mississippi State Plan for Medical
Assistance in accordance with the requirements of Title XIX of the Social Security Act of 1935,
as amended, and Miss. Code Ann. § 43-13-101, ef seq., (1972, as amended);

WHEREAS, CCO is an entity cligible to enter into a comprehensive risk contract in accerdance
with Section 1903(m) of the Social Security Act and 42 CFR § 438.6 (b) and is engaged in the
business of providing prepaid comprehensive health care services as defined in 42 CFR § 438.2.
The CCO is licensed appropriately as defined by the Department of Insurance of the State of
Mississippi pursuant to Mis;s. Code Ann. § 83-41-305 (1972, as amended);

WHEREAS, DOM contracted with the CCO to obtain services for the benefit of certain Medicaid
beneficiarics;

WHEREAS, pursuant to Section 17.M.1 and Section 1.B of the Contract, no modification or
change to any provision of the Contract shall be made unless it is mutually agreed upon in writing
by both parties and is signed by a duly authorized representative of the CCO and DOM as an
amendment to the Contract, and such amendments shall be effective upon execution and approval,

WHEREAS, the parties have previously modified the Contract in Amendments #1, #2, #3, #4, #5,
#6, #7, #8, #9, #10, and #1!; and, '

NOW, THEREFORE, in consideration of the foregoing recitals and of the mutual promises
contained herein, POM and CCO agree the Contract is amended as follows:

. Secction 1., GENERAL PROVISIONS, is amended to add the following:
U. Contractor Agreements Outside of This Contract

The Division enters into this Contract with the Contractor only. Any
responsibilitics, warranties, duties, and/or obligations borne by the Comntractor



II.

ITL.

through any contracts, agrcements, affiliations, or other relationships outside of this
Contract arc not transferrable and/or applicable to the Division without cxpress
written agreement and approval by the Division.

Section 2.A, DEFINITIONS, is amended to add the following:

Rework: Work performed by the Division and/or its Agent to identify deficiencies or
errors associated with a deliverable, including but not limited to any root cause analysis
and/or effort to identify the task(s) to be re-performed, as well as any other work performed
by the Division and/or its Agent to correct any deficiencies or errors associated with a
deliverable. The Division reserves the right to offsct Contractor payments in the amount
commensurate with the costs incurred by the Division for any rework.

Section 5.)., PRIOR AUTHORIZATIONS, Table 4, as well as paragraphs 2 and 4 of
Subsection 6 of Section 5.J are amended to read as follows:

Table 4: Notification of Review Outcomes for Inpatient Medical/Surgical/Behavioral
Heaith Services

ecy Admission | Verbal and Written | Within 24 urs from
Reviews Approval to Provider | review determination

Within onc (1) business

Written Approval to day from review

Non-Emergency Provider determination
Admission Reviews
Verbal Denial to Within 24 hours from
Provider review determination
Weekend and Holiday

ission Revi P ,
Admission Reviews Within one (1) business

Written Denial to .
day from review

ider I
Provid determination
Contimued Stay - - — ;
Reviews Written Denial to Within one (1) business
Member/ day from review

Parent/Representative | determination

Retrospective Inpatient | Written Approval to Within three (3)

) . ) business days from
Hospital Reviews Provider . ys TTom
review determination
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Retroactive Eligibility | Provider
Reviews

. ReviewType  Comtractor Action  TimeStandard

Within three (3}
business days from
review determination

Written Dental to

Written Denial to Within three (3)
Member/ business days from
Parent/Representative | review determination

6. Time Frames for Non-lapatient Hospital Medical Services

Contractor must make standard authorization decisions and provide notice ninety-
cight percent (98%) of the time within three (3) calendar days andfor two (2)
business days per Minimum Standards for Utilization Review Agents issued by the
Mississippi State Department of Health (MSDH) following receipt of the request
for services. If Contractor requires additional medical information in order to make
a decision, Contractor will notify the requesting provider of additional medical
information needed and Contractor must allow three (3) calendar days and/or two
(2) business days for the requesting provider to submit the medical information. If
Contractor does not receive the additional medical information, Contractor shall
make a second attempt to notify the requestor of the additional medical information
necded and Contractor must allow one (1) business day or three (3) calendar days
for the requestor to submit medical information to Contractor.

The Contracter must expedite authorization for services when the Provider
indicates or the Contractor determines that following the standard authorization
decision time frame could seriously jeopardize the Member’s life, health, or ability
to attain, maintain, or regain maximum function. The Contractor must provide
decision notice no later than twenty-four {24) hours after receipt of the expedited
authorization request within ninety-cight percent (98%) of the time. This twenty-
four (24} hour period may be extended up to fourteen (14) additional calendar days
upon request of the Member, or the Provider to Contractor, or if Contractor requests
an extension from the Division. The extension request to the Division applies only
after Contractor has received all necessary medical information to render a decision
and Coatractor requires additional calendar days to make a decision. The extension
request must justify to the Division a need for additional information and explain
how the extension is in the Member’s best interest. Any such request is subject to
Division approval. The Division will evaluate Contractor’s extension request and
notify Contractor of decision within three (3) calendar days and/or two (2) business
days of receiving Contractor’s request. The Contractor must justify to the Division
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a need for additional information and how the extension is in the Member's best
interest.

Section 6.A.5., MEMBER SERVICES - Member Services Call Center, is amended to add
the following:

The Contractor shall maintain a monthly service level of answering no less than 85 percent
(85%) of all calls by representatives within the first 60 seconds of their delivery to the
queuwing system, Initial call resolution representatives will handle no less than 80 percent
of the calls to completion during the initial contact with the representative. A call is
considered resolved during the initial contact if it does not require a return call by a
customer service representative.

Section 7.H.1., PROVIDER NETWORK - Provider Services Call Center is amended
add the following:

The Contractor shall maintain a monthly service level of answering no less than 85 percent
(85%) of all calls by representatives within the first 60 scconds of their delivery to the
queuning system. Initial call resolution representatives will handlc no Jess than 80 percent
of the calls to completion during the imitial contact with the representative. A call is
considered resolved during the initial contact if it doecs not require a rctum call by a
customer service representative,

Section 7.1, PROVIDER NETWORK - Provider Complaint, Grievance, Appeal and State
Administrative Hearing Process. Paragraph 3 of Section 7.1. is amended to read as follows:

The Division is the state agency that administers the Medicaid and CHIP healthcare
programs. This state agency is responsible for managed care contract management and
oversight and has the right to integject or intercede on the Provider’s behalf to expedite or
reconcile differences between parties while remaining neutral in this process. This
intercession does not affect administrative proceedings, and does not negate or interfere
with the Contract reference stating that the Provider must exhaust all Contractor level
Appeal procedures prior to requesting a State Administrative Hearing with the Division.

The Division shall have the right to intercede on a Provider’s behalf whenever there is an
indication from the Provider, or, where applicable, authorized person, that a serious quality
of care issue is not being addressed timely or appropriately, as well as other issues,
including but not limited to, enrollment, credentialing, payments, and terminations, Failure
to resolve the issues within the timeframe specified by the Division or as otherwise
requested through the Corrective Action Plan may result in liquidated damages or other
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available remedies in accordance with Section 16, Default and Termination, of tis
Contract,

Section 10, QUALITY MANAGEMENT, is amended to add the following:

u.

Quality Withhold

The Division withholds one-percent {1%) of the monthly Capitation Payment as an
incentive to promote a core set of quality and health outcomes as determined by the
Division. Each ycar, the Division will establish quality withhold mcasures and
targets, with each measure being assigned a percentage of the withhold amount. For
cach measure, the Contractor must meet or exceed the established target to cam
back the percentage of the withhold associated with that measurc. The Contractor

can only earn back the entirety of the withhold by meeting targets for all withhold
measures.

If Contractor does not have sufficient data to consider its HEDIS scores credibie,
the Division will not hold the Contractor liable for not meeting the measurement.
In this case, the portion of the incentive withheld related to that measurement will
be returned to the Contractor.

Withhold measures will be revised on a yearly basis. HEDIS-assoctated measures
will be measured on a calendar year period. Non-HEDIS-associated measures may

be measured on a calendar year or the Mississippi state fiscal year period, at the
discretion of the Division.

The withhold amount will correlate with state fiscal year capitation rates and will
be withheld on a state fiscal year basts.

The reporting timeframes each year are as follows:
. January 1 ~ December 31 — Preliminary report due by July 135 after the
close of the state fiscal year.

2. January | - December 31 - Final rates reported by January 15 after the
close of the state fiscal year.

Incentive payments earned back by the Contractor will be paid to the Contractor by
the Division within thirty (30) calendar days after each reporting period deadline.

The payment will equate to fifty percent (50%]} of the total amount of incentive
earned for the reporting date.
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V. Quality Withhold Mcasurements and Targets:

CCO MSCAN SFY 2022 IncentiveWithhold Targets

: chifdron 15 months of age

with &+ vighs 55.79%
" chiidren 30 montha of age NA
with 2+ visits
Combination 2 1905%
Effective Acute Phase
Trogtment 40.92%
. | Effective Continuation Phase 25.50%
: Treatmant
53.62%
HBATC Tasttng 27.85%
Patipnts with Diabolos
rocolved Statin Thorapy 56.07%
fAMR) Total T1.28%
Systomic Cordcosorold 4357%

Section 1, REPORTING REQUIREMENTS, is amended to add the following:

The Division requires the Contractor to submit reports and data required by federal, state,

and other rcgulatory agencies. This includes the CMS Annual Managed Care Program
Report, and all other required reports.

AA. CMS Annual Managed Care Program Report
The Contractor shall provide its CMS Annual Managed Care Program Report to
the Division no fater than ninety (90) days following each contract ycar in order for
the Division to meet the requirements of 42 C.F.R. § 438.66(c).
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Contractor shall submit its annual Managed Care Program Report in accordance
with 42 C.F.R. § 438.66(e) which shall include following information:

1. Financial performance of cach MCO, PIHP, and PAHP, including MLR
experience.

2. Encounter data reporting by each MCQ, PIHP, or PAHP.

3. Enrollment and service area expansion (if applicable)} of each MCO,
PIHP, PAHP, and PCCM entity.

4, Modifications to, and implementation of, MCO, PIHP, or PAHP
benefits covered under the contract with the State,

5. Grievance, appeals, and State fair hearings for the managed care
program.

6. Availability and accessibility of covered services within the MCO,
PIHP, or PAHP contracts, including network adequacy standards.

7. Evaluation of MCO, PIHP, or PAHP performance on quality measures,
including as applicable, consumer report card, surveys, or other
reasonable measures of performance.

8. Results of any sanctions or corrective action plans imposed by the State
or other forinal or informal intervention with a contracted MCO, PIHP,
PAHP, or PCCM entity to improve performance.

9. Activities and performance of the beneficiary support system.

10. Any other factors in the delivery of LTSS not otherwise addressed in
{e}(2)(i)~(ix) of this section as applicable,

Section 13.A.9.. CAPITATION RATES, is amended to read as follows:

The table below includes Capitation Rates of this Contract, which are the capitation rates
per member per month (PMPM) varying by region and Rate Cell. Each Contractor will be
paid based on the distribution of Members they have in each Rate Cell. The Non-Newborn
S$SI/Disabled, MA Aduli, MA Children and Quasi-CHIP rate cells will be risk adjusted.
Thesc four Rate Cells have a Risk Adjustment factor, calculated on a prospective basis
using CDPS+RX, applied to each rate re-calculated based on cach Contractor’s actual risk
scores. The Foster Care Rate Cell will also be risk adjusted on a concurrent basis using a
members’ cligibility for either state or federal financial assistance to assign a risk score.

The tabic below cstablishes the Coordinated Care Organization Capitation Rates per
member per month (PMPM) for MississippiCAN. These rates are effective for the
following MississippiCAN Rate Cells: Non-Newborn SS51/Disabled; Foster Care; Breast
and Cervical Cancer; $81/Disabled Newbormn; MA Adults; Pregnant Women; and Non-SSI
Newborns. Additionally, Capitation Rates are included for MA Children and Quasi-CHIP
Children, and Mississippi Youth Programs Around the Clock (MYPAC) rate cells.

Capitation rates are for the period of State Fiscal Year 2022 (July 1, 2021 through June 30,
2022).
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These rates do exclude MHAP FSA; however, the MHAP FSA will be paid separately
monthly as a financial transaction. Rates are after to the application of a 1.00 percent
Quality Withhold. These rates exclude MHAP QIPP, MAPS and HIF (as applicable).

Molina Healtheare of Mississippi
Capitation Rates (including Risk Scores)
Effective July 1. 2021 — December 31, 2021

Repion North Central South

Rate Cell Rate | Risk Total Rale | Risk Total Rate | Risk Total
Adi Rate Adi Rate Adi Rate

OQriginal Population

8S1-Disabled 51.067.45 0.986 $1.052.76 $1.250.51 1.055 $1,318.73 51,254.07 1.028 $1,289.2]

Foster Care $667.13 1273 $852.30 $698.57 1.167 $814.94 $682.17 1.218 $830.87

Breast/Cervical $3.599.78 - §3.399.78 $3.982.88 - $3,982.81 53.994.17 - 8399417

551-Disabled Newborn 58.469.12 - $5.469.12 58.568.24 - §8.868.28 SR.660.02 - 58.661.02

Expansion Population

MA Adults $464.99 | 0.566 S449.13 $517.26 | 0,950 $491.49 $494.58 |  0.965 $477.29

Pregnant Women $1.111.83 -1 SLiNLg3 | SL236.38) - | s1236.81 [ s1,182.57 -1 si182.57

oSS 2 Montls $2,028.27 b oseees2r | suammr | oszamsr | s20me -3 s20m99

Non-8Si

Newborms 3-12 Montlis S2718.59 - 3278.59 5291.72 - 5191.72 S284.87 - 528487

MA Children $215.44 0.944 $203.02 5215.28 0529 5209.37 $219.99 0.934 5268.53

Quasi-CHIP §217.17 0.966 5209.75 $227.41 0.957 5217.68 $232.07 0.932 5207.05

MYPAC 54,104.59 - 54,104.59 54.208.04 - 54.298.04 54197211 - 54.197.11

*Capitation rate per Apsil 21, 2021 Actaarial report and Risk Score per January 18, 2022 Actuarial repont included as Exhibit 1 to this
Ametdment,

**The risk score displayed on this amendment is iruncaled and may reflect rouding differences in the Total Rate paid 10 CCO.

Molina Healthcare of Mississippi
Capitation Rates (including Risk Scores)
Effective January 1, 2022 — Junc 30. 2022

Region Nerth Central South
Rate Cell Rate | Risk Total Rate | Risk Totat Rate | Risk Total
Adi Rate | . Adj Rate Adj Rate
Original Population
$S1-Disabled 5106745 | 1002 | 5106008} SL25051 [ 1024 ] $1,280.03 § 5125407 | 107 | S$L283.76
Faster Care 3667.13 | 1278 852,53 $698.57 | 1.196 $835.54 $652.17 | 1283 587549
Breast/Cervical $3.399.78 - $3,399.78 $3.952.81 - 53,982.81 $3.994.17 - $3,994.17
SSi-Disabled Newborn $8.469.12 - | s8469.02 | SR86828 - | “ss86828 | sse6002 - | $8.660.02
LExpansion Population
MA Adults $964.99 | 0978 $454.55 $517.26 | ©.96l S49113 $494.58 | 0.960 S474.62
Pregnant Women S1,115.83 -1 SILI1183 | 312361 -1 SL2368) | S$5.182.57 .| suas2s?
ﬁz\'l;j:h 0.2 Months 52,028.27 | osnomsar ) sa2387 -1 saazsT | 5207399 | s207399
m‘;:gg;b 1.9 Montls $278.59 S sa7msel saoLm2 1 srm | samaxy -] smas7
MA Children $25.04 | 0.939 $201.92 s12598 | 0935 5210.65 $219.99 | 0938 $206.29
Quasi-CHIP S217.17 | 0.968 521033 STTAL [ 0969 $220.39 $222.07 | 0932 5207.02
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MYPAC

| st104.59 -] s410488 [ sd208.04 - T s4.29804 T sd.i97.11

$4,197.11

i

XL

*Capilation mate per April 21, 2021 Acluarial vepors and Risk Score per December 13, 2021 Actuarial report os Exhibit 1 1o this
Amendment.

**The risk score displaved on this amendment is truncated and may reflect rounding differences in the Tolal Rate paid 16 CCO.

The Contractor is not alfowed to affect the assignment of risk scores through any post-
billing claims review process for the assignment of additional diagnosis codes. Diagnosis
codes may only be recorded by the provider at the time of the creation of the medical record
and may not be retroactively adjusted except to corTect errTors.

Section 13.F. —~ FINANCIAL REQUIREMENTS is amended to read as follows:
F. Federal, State, and Local Taxes

The Contractor shail pay taxes lawfully imposed upon it with respect to this Contract or
any product delivered in accordance herewith. The Division makes no representation
whatsoever as to the cxemption from liability to any tax imposed by any governmental
cntity on the Contractor. In no event will the Division be responsible for the payment of
taxes for which the Contractor may be liable as a result of the Contract.

The Division incorporates the full three percent (3%) Premium Tax, as required by Miss.
Code Ann. § 27-15-103, into the Capitation Payment. The Contractor is expected to remit
to the Mississippi Department of Revenue the full three-percent (3%) Premium Tax. If
Contractor does not remit the full threc percent (3%) Premium Tax to the Mississippi
Department of Revenue through any available credits, reductions, deductions, or any other
permissible offsets allowed under State law, then Contractor shall remit the total amount
of credits, reductions, deductions or other permissible offsets aliowed under statc law, as
applicable to Capitation Paymeats, to the Dijvision within ten (10) business days of filing
its annual insurance premium tax rcturn with the State.

On an annual basis, within ten (10) business days of filing with the State, the Contractor
will provide sufficient documentation of such payments to the Division, including but not
limited to proof of calculations used to arrive at the payment amounts, the Mississippi
income tax return (Corporate Income and Franchise Tax Return or Insurance Company
Income Tax Return), Mississippi insurance premium tax return and proof of remittance of
such taxes to the Mississippi Department of Revenue.

Section 16., DEFAULT AND TERMINATION, the first paragraph of Subsection A -
Sanctions, is amended to read as follows and Subscction O ~ Recoupment of Rework Costs

is added as an additional provision:
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X1l

A. Sanctions

In the event the Division finds the Contractor to be non-compliant with program standards,
performance standards, provisions of this Contract, or the applicable statutes or rules
governing Medicaid prepaid health plans, the Division may, without limitation to other
available remedies contained herein or otherwise available at Jaw, issuc a written notice of
deficiency, request a corrective action plan, and/or specify the manner and time frame in
which the deficiency is to be cured. Performance standards shall not be less than ninety-
eight percent (98%) unless otherwise specified in this Contract or other State written
requirements ang shall apply to the Contractor and its Subcontractors, If the Contractor
fails to cure the deficiency as ordered to the satisfaction of the Division, the Division shall
have the right to cxercise any of the administrative sanction options described in this
scction, in addition to any other rights 1und remedies that may be available to the Division:

O. Recoupment of Rework Costs

If the Contractor’s failure to satisfactorily perform necessitates Rework by the Division,
the Division may offset the Contractor payments in the amount commensurate with the
costs incurrcd by the Division and/or is Agent for Rework. The Division shall account to
the Contractor all costs incurred. The need for Rework will be determined at the Division's
sole discretion.

Scction 18.A., CLAIMS MANAGEMENT - Claims Payment, is amended to add the
following:

The Contractor shall make payments under the Contract that are considered state dirceted
payments (SDPs) with a minimum fee schedule tied to Statc Plan approved rates in
accordance with 42 CFR § 438.6(c)(1)(iti}{(A) and 438.6(c)(2)(i1). These minimum fee
schedule payments are required in accordance with Section 7.) of the Contract which states
that “The Contractor shall reimburse all Network Providers at a rate nio less than the amount
that the Division reimburses fee-for-service providers with the exception of capitation and
other incentive arrangements under Section 7.K, Physician Incentive Plans, of this Contract
and such innovative payment models authorized under Miss. Code Ann. § 43-13-117 (H).”

Exhibit D: MEMBER COMPLAINT, GRIEVANCE, APPEAL, AND STATE FAIR

HEARING PROCESS. The first full paragraph of Exhibit D (page 266) is amended to
read as follows:

- The following parties have a right to file a Complaint, Grievance, and Appeal on behalf of

the Member in compliance with 42 C.F.R. § 438.402(c)(i1):
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1. The legal guardian of the Member for a minor or incapacitated adult,
2. An authorized representative of the Member as designated in writing to the Contractor,
or

3. A service Provider acting as Member’s authorized representative through the
Member’s written consent.

X1V. Exhibit D: MEMBER COMPLAINT, GRIEVANCE, APPEAL, AND STATE FAIR
HEARING PROCESS. Paragraph 4 of Exhibit D, Subsection C — Appeal: A request for

review by the Contractor of an Adverse Benefit Determination, is amended to read as
follows:

The Contractor shall have a process in place that ensures that a verbal or written inguiry
from a Member seeking to Appeal an Adverse Benefit Determination is treated as an
Appeal (to establish the earliest possible filing date for the Appeal). A written appeal is
not required to be filed by the member to request an Appeal.

XV. Exhibit H: REPORTING REQUIREMENTS. Contractor Administrative Reporting
Frequency and Timeframe for “Fee Schedule Validation™ is amended as follows:

Fee Schedwle Validation I Quarterly 30" Calendar duy afler the ¢lose of the
| ) Quarter

XVi. Al other provisions of the Contract are unchanged and it is further the intent of the partics
that any inconsistent provisions not addressed by the above amendments are modified and
interpreted to conform with this Amendment Number Twelve,

[remainder of this page lefl intentionally blank]
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IN WITNESS WHEREGQF, the partics have exccuted thts Amendment Number Twelve by their
duly authorizcd representatives as follows:

Mississippi Division of Medicaid

by SN~

Drew L. Snyder
Executive Director

Date: Z/|nj20v -

Molina Healthcare of Mississippi, Inc.

By: . g”u&—{’[{&’ﬁ{h <7 jﬁm

Bridget Galatas ’
Pregident & Chicf Executive Officer

Date: &/IOZM-Z—L_
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STATE OF MISSISSIPPI
COUNTY OF __ {hnsly

THIS DAY personally came and appeared before me, the undersigned authority, in and for the
aforcsaid jurisdiction, the within named, Drew L. Snyder, in his official capacity as the duly
appointed Executive Director of the Division of Medicaid in the Office of the Governor, an
administrative agency of the State of Mississippi, who acknowledged to me, being first duly
authorized by said agency that he signed and dclivered the above and foregoing written
Amendment Number Twelve for and on behalf of said agency and as its official act and deed on
the day and year therein mentioned.

GIVEN under my hand and official seal of office on this the J_th’day OfMﬁL, AD.,

2022.

NOTARY PUBLIC -

My Commission Expires: & Q, p.?\‘f pu&< @‘o

,'&{3* Z31 2024 -i‘g‘em#s«;sm %

: sHELBYJ BERRYMAN

"\

i.....'-.i

‘.‘ ‘;'Cumml sslon Exg:res
) * Seph. 23,2023 oA,
STATE OF 2)f 1555590, R &
COUNTY OF \'\l#-' Tay !@l ll.‘.

THIS DAY personally came and appeared before me, the undersigned authority, in and for the
aforesaid jurisdiction, the within named, Bridget Galatas, in her respective capacity as the
President and Chief Exccutive Officer of Molina Healthcare of Mississippi, Inc., a corporation
authorized to do business in Mississippi, who acknowledged to me, being first duly authorized by
said corporation that he signed and delivered the above and foregoing written Amendment

Number Twelve for and on behalf of said corporation and as its official act and deed on the day
and year therein mentioned.

GIVEN under my hand and official seal of office on this the /Q\_’_ﬂ-)day of WD
2022

Lapreterietie,,

NOTARY PUBLIC

’ .iﬂ_ﬁ) .!3 a'lr !
MVCO R IS 1)) 1o R regt ; el 2

twu.,vs o
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