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NOTICE OF A
REGULAR MEETING OF THE
CALOPTIMA BOARD OF DIRECTORS

THURSDAY, SEPTEMBER 7,2017
2:00 p.M.

505 CitYy PARKWAY WEST, SUITES 108-109
ORANGE, CALIFORNIA 92868

TELECONFERENCE LOCATION:
44600 INDIAN WELLS LANE, INDIAN WELLS, CA 92210

BOARD OF DIRECTORS
Paul Yost, M.D., Chair Lee Penrose, Vice Chair
Supervisor Lisa Bartlett Supervisor Andrew Do
Ria Berger Ron DiLuigi
Dr. Nikan Khatibi Alexander Nguyen, M.D.
Richard Sanchez J. Scott Schoeftel

Supervisor Michelle Steel, Alternate

CHIEF EXECUTIVE OFFICER CHIEF COUNSEL CLERK OF THE BOARD
Michael Schrader Gary Crockett Suzanne Turf

This agenda contains a brief description of each item to be considered. Except as provided by law, no
action shall be taken on any item not appearing on the agenda. To speak on an item, complete a Public
Comment Request Form(s) identifying the item(s) and submit to the Clerk of the Board. To speak on a
matter not appearing on the agenda, but within the subject matter jurisdiction of the Board of
Directors, you may do so during Public Comments. Public Comment Request Forms must be
submitted prior to the beginning of the Consent Calendar, the reading of the individual agenda items,
and/or the beginning of Public Comments. When addressing the Board, it is requested that you state
your name for the record. Address the Board as a whole through the Chair. Comments to individual
Board Members or staff are not permitted. Speakers are limited to three (3) minutes per item.

In compliance with the Americans with Disabilities Act, those requiring accommodations for this
meeting should notify the Clerk of the Board's Office at (714) 246-8806, at least 72 hours prior to the
meeting.

The Board Meeting Agenda and supporting documentation is available for review at CalOptima, 505
City Parkway West, Orange, CA 92868, Monday-Friday, 8:00 a.m. — 5:00 p.m. The Board Meeting
Agenda and supporting materials are also available online at www.caloptima.org. Board meeting
audio is streamed live at https://caloptima.org/en/AboutUs/BoardMeetingsLive.aspx

CALL TO ORDER
Pledge of Allegiance
Establish Quorum
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PRESENTATIONS/INTRODUCTIONS

MANAGEMENT REPORTS

1.

Chief Executive Officer Report

Program of All-Inclusive Care for the Elderly (PACE) Draft Policy Letter
PACE Service Area Expansion Application

State Medical Loss Ratio Audit of CalOptima

Proposition 56 Supplemental Medi-Cal Payments

Medicare Risk Adjustment Factor Score

State Payments

County Community Service Center

J.D. Power Medicaid Study

CalOptima-Hosted Meetings

TE@R e a0 o

PUBLIC COMMENTS

At this time, members of the public may address the Board of Directors on matters not appearing on
the agenda, but within the subject matter jurisdiction of the Board of Directors. Speakers will be
limited to three (3) minutes.

CONSENT CALENDAR
2. Minutes
a. Approve Minutes of the August 3, 2017 Regular Meeting of the CalOptima Board of
Directors

b. Receive and File Minutes of the June 8, 2017 Meeting of the CalOptima Board of Directors’
Provider Advisory Committee, and the June 22, 2017 Meeting of the CalOptima Board of
Directors’ OneCare Connect Cal MediConnect Plan (Medicare-Medicaid Plan) Member
Advisory Committee

REPORTS

3. Consider Further Actions Related to the Provision of Behavioral Health Services for CalOptima
Medi-Cal Members

4. Consider Adoption of Resolution Approving Updated Human Resources Policies

5. Consider Authorizing Expenditures for CalOptima Staff Wellness Programs from Funding
Received from CIGNA HealthCare for Calendar Year 2017

6. Consider Authorizing Employee and Retiree Group Health Insurance for Calendar Year 2018

7. Consider Actions Related to Reimbursement for Newborn Coverage

8. Consider Authorizing Amendment of Existing Contract with Verscend Technologies to Include
Scope of Services Related to Review of Institutional and Professional Claims for All Lines of
Business Covering the Period January 1, 2017 through February 28, 2018

9. Consider Actions Related to OneCare Connect Enrollment and Deemed Eligibility; Consider

Amendments to Related Contracts and Policies
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10. Consider Authorizing a Grant to the Orange County Health Care Agency, in Conjunction with
the County’s Whole Person Care Pilot, of Intergovernmental Transfer (IGT) Funds Previously
Allocated to Reimburse Hospitals for Qualifying Recuperative Care for CalOptima Members

1. Authorize and Direct Execution of a New Three-way Agreement Between CalOptima, the
California Department of Health Care Services (DHCS) and the Centers for Medicare &
Medicaid Services (CMS) for the Cal MediConnect Program

12. Specific to the CalOptima PACE Program, Consider Authorizing an Amendment to the
Physician Services Contract with the Regents of the University of California on Behalf of
University of California, Irvine, Including Rates, Compensation Methodology, and an Incentive
Program, Among Other Changes, and Contracts with Additional Providers for PACE Primary
Care Services

13. Consider Authorizing Request for Waiver Allowing Community Based Physicians to Serve as the
Primary Care Provider for Participants Enrolled in the CalOptima Program of All-Inclusive
Care for the Elderly (PACE)

14. Consider Extension of Deadline for Intergovernmental Transfer (IGT) Project with University of
California, Irvine (UCI) Health’s Observation Stay Pilot Program

15. Consider Authorization of Expenditures in Support of CalOptima’s Participation in Community
Events

16. Consider Chief Executive Officer Performance Review and Compensation (zo follow Closed
Session)

ADVISORY COMMITTEE UPDATES
17.  Member Advisory Committee Update

18.  Provider Advisory Committee Update

19.  OneCare Connect Cal MediConnect (Medicare-Medicaid Plan) Member Advisory Committee
Update

INFORMATION ITEMS
20.  July 2017 Financial Summary

21. Compliance Report
22.  Federal and State Legislative Advocates Report
23. CalOptima Community Outreach and Program Summary

BOARD MEMBER COMMENTS AND BOARD COMMITTEE REPORTS
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CLOSED SESSION
CS 1 Pursuant to Government Code Section 54957, PUBLIC EMPLOYEE PERFORMANCE
EVALUATION (Chief Executive Officer)

CS 2 Pursuant to Government Code Section 54957.6, CONFERENCE WITH LABOR
NEGOTIATORS
Agency Designated Representatives: (Paul Yost, M.D. and Lee Penrose)
Unrepresented Employee: (Chief Executive Officer)

ADJOURNMENT

NEXT REGULAR MEETING: Thursday, October 5, 2017 at 2:00 p.m.
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MEMORANDUM
DATE: September 7, 2017
TO: CalOptima Board of Directors
FROM: Michael Schrader, CEO
SUBJECT: CEO Report
COPY: Suzanne Turf, Clerk of the Board; Member Advisory Committee; Provider

Advisory Committee; OneCare Connect Member Advisory Committee

Program of All-Inclusive Care for the Elderly (PACE) Draft Policy Letter

On August 30, the Department of Health Care Services (DHCS) released a draft policy letter
with a revised review process and timeline affecting applications for PACE expansion and new
PACE organizations. This draft letter supersedes the April DHCS policy document that your
Board received at our May PACE Study Session. Of note, the draft policy letter would prohibit
PACE organizations from fully delegating fundamental elements of the program. However, it
would permit subcontracting specific services, such as transportation, and using Alternative Care
Settings (ACS) to deliver some PACE services. Further, the letter states that, in County
Organized Health System (COHS) counties, independent PACE organization applicants must
have a letter of support from the COHS plan. Staff is in the process of analyzing the draft policy
letter and will, in coordination with your Board, prepare a response within the given two-week
comment period.

PACE Service Area Expansion (SAE) Application

Given that DHCS is accepting comments on the draft policy letter, it could take several months
until policies are finalized. In the interest of time and in order to be responsive to community
demand for PACE services, staff has begun the SAE application process for expanding
CalOptima’s PACE services to south Orange County using the ACS model. Your Board
previously approved moving forward with the SAE application for south Orange County. If
DHCS’ final guidance results in policy changes, and your Board provides direction in response,
we can either amend our SAE application or start a new one. We anticipate that the SAE
application will take several weeks to complete, as it requires detailed information about how we
plan to provide PACE services in the new area. Once we submit the SAE application, it can take
approximately nine months for review and approval by both DHCS and the Centers for Medicare
& Medicaid Services (CMS).

State Medical Loss Ratio (MLR) Audit of CalOptima

The state is planning to conduct MLR audits of all Medi-Cal managed care plans, including
CalOptima, for the Expansion population (members who became eligible through the Affordable
Care Act) beginning in the fall. Our state contract specifies that, for the Expansion population,
CalOptima must have an MLR of no less than 85 percent, meaning that we must spend at least
85 cents of every dollar for medical services, or no more than 15 percent for administration.
After CMS approves the audit methodology, the state will release it to the health plans.

Back to Agenda
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Proposition 56 Supplemental Medi-Cal Payments

Effective in April, Proposition 56 increased the state tax on tobacco products. The tax is
expected to generate approximately $1.3 billion in new Medi-Cal revenue for FY 2017-18. The
state budget allocates a portion of these funds for supplemental payments to Medi-Cal providers.
DHCS recently released guidance stating that some of those supplemental payments will flow
through managed care plans to physicians who provide certain services to members. These
payments will begin once DHCS obtains federal approval and will be retroactively effective,
from July 1, 2017, to June 30, 2018. The California Association of Health Plans is working with
the state on a disbursement methodology, and CalOptima is participating in this workgroup. We
will update your Board and our provider community when more information is available.

Medicare Risk Adjustment Factor (RAF) Score

CalOptima budgeted for a decrease in FY 2017-18 Medicare revenue due to a decrease in RAF
scores. CalOptima now anticipates that RAF scores for OneCare and OneCare Connect will be
returning to prior levels. The improvement is the result of multiple efforts, including addressing
provider coding issues, encouraging members to visit their doctors, and strengthening data
compilation and submission to CMS.

State Payments

The state is holding capitation payments for dual eligible members in Medi-Cal from managed
care plans. CalOptima has not received any payment for Medi-Cal services provided to duals for
dates of service in May and after. According to a mid-August DHCS monthly payment call, the
state expects to resolve its internal reconciliation issue in September, which may result in
resumption of payments in November. The fiscal impact to CalOptima is approximately $16
million a month.

County Community Service Center

CalOptima continues to boost the service level at the County Community Service Center in
Westminster. A full-time staff member has been on site since June. We are also expanding the
draw of the center by adding classes to attract CalOptima members and the community at large.
New in July was our weekly Mommy and Me classes, led in Vietnamese by staff from MOMS
Orange County. This offering joins our regular monthly series on important health care topics.
Coming in the fall are classes on care options for the chronically ill, respite care and care
planning. Also in the works are regular classes focused on parenting, meditation and diabetes.
CalOptima is promoting the center, including running ads for the monthly series and highlighting
the center in our agency publications. Further, the center was recently discussed on VSTAR TV
in an interview conducted with a CalOptima Vietnamese-speaking Customer Service supervisor.

J.D. Power Medicaid Study

Medicaid enrollees are more satisfied than commercial health plan members, according to the
J.D. Power 2017 Medicaid Managed Care Special Report. The July report studied the experience
of 2,145 Medicaid members in 36 states and Washington, D.C., and 35 CalOptima members
were among those surveyed. The study measured overall satisfaction based on six factors:
provider choice, coverage and benefits, customer service, cost, information and communication,

Back to Agenda
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and claims processing. The Medicaid results were compared with J.D. Power’s 2017 Member
Health Plan Study for commercial plans. A press release summary of the report is here.

CalOptima-Hosted Meetings

Medi-Cal Expansion (MCE) Rate Meeting

In August, CalOptima held a special meeting with health networks to discuss MCE rates. It
was well attended by CEOs, CFOs and other network representatives. The meeting included
an overview of the rate development template, background on the rate development
methodology, a review of the rate adjustment history and the future outlook of MCE rates.
Health networks also had the opportunity to submit questions in advance. A robust list of 22
questions were answered during the session.

Data Workgroup

Recognizing our strategic goal to enhance partnerships, the Quality Analytics department in
collaboration with CHOC Children’s created a data workgroup to resolve health networks’
questions about our Pay for Value and HEDIS programs. The workgroup held its first
meeting in August at CalOptima. Clinical and quality staff as well as data analysts at all
participating health networks and community clinics were invited. Turnout was good, with
attendance by more than 20 staff from five participating health networks, and representatives
from 10 community clinics and the Coalition of Orange County Community Health Centers.
The agenda topics included immunization rates considering changes with the California
Immunization Registry, physician focus groups and primary care provider mapping for well
child visits. Attendees completed a brief survey after the meeting that showed a majority
agreed the information was applicable and useful. Monthly meetings are planned.

Back to Agenda
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MINUTES

REGULAR MEETING
OF THE
CALOPTIMA BOARD OF DIRECTORS

August 3, 2017

A Regular Meeting of the CalOptima Board of Directors was held on August 3, 2017, at CalOptima,
505 City Parkway West, Orange, California. Chair Paul Yost, M.D., called the meeting to order at
2:01 p.m. Director DiLuigi led the Pledge of Allegiance.

ROLL CALL

Members Present: Paul Yost, M.D., Chair; Lee Penrose, Vice Chair; Supervisor Lisa Bartlett,
Ria Berger, Ron DiLuigi, Supervisor Andrew Do, Dr. Nikan Khatibi,
Alexander Nguyen, M.D., Scott Schoeffel

Members Absent: Richard Sanchez (non-voting)

Others Present: Michael Schrader, Chief Executive Officer; Gary Crockett, Chief Counsel;
Richard Helmer, M.D., Chief Medical Officer; Nancy Huang, Interim Chief
Financial Officer; Ladan Khamseh, Chief Operating Officer; Len Rosignoli,
Chief Information Officer; Suzanne Turf, Clerk of the Board

Chair Yost announced the following changes to the agenda: the Board will consider Agenda Item 12,
Consider Actions Related to the Provision of Behavioral Health Services for CalOptima Medi-Cal
Members, and Agenda Item 13, Consider Chief Executive Officer and Chief Counsel Performance
Reviews, after Closed Session.

MANAGEMENT REPORTS

1. Chief Executive Officer (CEO) Report

CEO Michael Schrader provided an update on health care reform, and noted that CalOptima staff will
continue to work with other health plans through our associations to explore possible improvements to
the Medicaid program that could be shared with Members of Congress. Given the unknown status of
Medicaid, staff has been in communication with the City of Orange regarding an extension of the
current six-year development agreement for the 505 City Parkway West building site that expires in
2020. An updated development agreement action plan including a proposed request for authority to
pursue a development agreement extension with the City of Orange will be presented to the Board of
Directors' Finance and Audit Committee for review and to the Board of Directors for consideration at a
future meeting.

As a follow up to the Board study session on CalOptima’s Program of All-Inclusive Care for the
Elderly (PACE), a Request for Information (RFI) process was conducted for expanding access to
PACE using the Alternative Care Setting model of satellite sites, and staff is in the process of
analyzing the RFI results. Additionally, it is anticipated that final guidance from the Department of
Health Care Services (DHCS) providing direction regarding delegation in PACE programs will be
received in August, which will inform our analysis of the RFI results. An update on the RFI results

Back to Agenda
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and proposed recommendations for CalOptima’s PACE program will be presented to the Board for
consideration at a future meeting.

PUBLIC COMMENTS

1. Jennifer Ida, Boehringer Ingelheim Pharmaceuticals — Oral re: request to review addition of
Jardiance to CalOptima formulary.

2. Lori Aguirre, Bloom Behavioral Health — Oral re: Consider Actions Related to the Provision of
Behavioral Health Services for CalOptima Medi-Cal Members.

CONSENT CALENDAR

2. Minutes
a. Approve Minutes of the June 1, 2017 Regular Meeting of the CalOptima Board of
Directors
b. Receive and File Minutes of the May 11, 2017 Meeting of the CalOptima Board of
Directors’ Provider Advisory Committee, and the May 25, 2017 Meeting of the CalOptima
Board of Directors’ OneCare Connect Cal MediConnect Plan (Medicare-Medicaid Plan)
Member Advisory Committee

Action:  On motion of Vice Chair Penrose, seconded and carried, the Board of Directors
approved the Consent Calendar as presented. (Motion carried 9-0-0)

REPORTS

3. Consider Ratification of Amendment to Contract with American Logistics; Consider Actions
Related to Implementing Medi-Cal Non-Medical Transportation Benefit

Director Schoeffel did not participate in this item due to potential conflicts of interest and left the
room during the discussion and vote. Supervisors Bartlett and Do did not participate in the discussion
and vote on this item due to potential conflicts of interest based on campaign contributions under the
Levine Act.

Action:  On motion of Vice Chair Penrose, seconded and carried, the Board of Directors:
1) Ratified an amendment to contract with American Logistics expanding the
scope of work to include the Medi-Cal covered taxi services benefit, excluding
services provided for members assigned to Kaiser Permanente, for nine months
beginning July 1, 2017; 2) Authorized the Chief Executive Officer, with the
assistance of legal counsel, to amend other existing contracts through no later
than March 31, 2018 as necessary to ensure that qualifying Medi-Cal members
have access to covered non-medical transportation services; and 3) Authorized
the Chief Executive Officer to conduct a Request for Proposal process to solicit
bids from vendors providing non-medical transportation for CalOptima Medi-
Cal, effective April 1, 2018. (Motion carried 6-0-0; Supervisors Bartlett and Do
recused; Director Schoeffel absent)

Back to Agenda
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4. Consider Approval of Recommended Expenditure Categories for Intergovernmental Transfer (IGT)
6 and IGT 7, Reallocation of Prior IGT Funds, and Extension of Deadline for University of California,
Irvine (UCI) Observation Stay Pilot

It was noted for the record that the recommendation to extend the deadline for the parties to reach
agreement on terms for the UCI Observation Stay Pilot Program will be continued to a future Board
meeting.

At the May 4, 2017 Board meeting, an ad hoc composed of Directors Khatibi, Nguyen and Schoeffel
was formed to make recommendations to the full Board on the expenditure of IGT 6 and 7 funds. On
behalf of the ad hoc, Director Schoeffel reported that the ad hoc met on July 6, 2017 to receive an
update on current IGT projects and review potential IGT 6 and IGT 7 expenditure categories. The ad
hoc committee recommended that the Board approve utilizing CalOptima’s share of IGT 6 and IGT 7
funds, projected at approximately $22.1 million, to support programs addressing the following areas:
opioid and other substance overuse; children’s mental health; homeless health; and community grants
to support program areas beyond those funded by IGT 5. Staff will present recommendations to the
Board for consideration once a more detailed expenditure plan is developed and reviewed with our
community stakeholders, including the Provider, Member, and OneCare Connect Member Advisory
Committees.

Action:  On motion of Director DiLuigi, seconded and carried, the Board of Directors
approved the recommended expenditure categories for IGT 6 and 7, and
authorized the proposed reallocation of IGT funds as detailed herein to Strategies
to Reduce Readmission. (Motion carried 9-0-0)

5. Consider Ratifying Amendment to Aereement with the California Department of Health Care
Services (DHCS)

Action:  On motion of Director Nguyen, seconded and carried, the Board of Directors
ratified Amendment 01 to Agreement 16-93274 between CalOptima and the
DHCS. (Motion carried 9-0-0)

6. Consider Authorizing and Directing the Chairman of the Board of Directors to Execute a Revised
Amendment A03 or a new Amendment A04 to the Agreement with the California Department of
Health Care Services for the CalOptima Program of All-Inclusive Care for the Elderly (PACE)

Action:  On motion of Director Schoeffel, seconded and carried, the Board of Directors
authorized and directed the Chairman of the Board of Directors to execute a
revised Amendment A03 or a new Amendment A04 to the PACE Agreement
between DHCS and CalOptima, and until such Amendment is provided,
authorized and directed the Chairman of the Board of Directors to provide
assurances to the DHCS, with the assistance of legal counsel, of CalOptima’s
intent to comply with all applicable requirements. (Motion carried 9-0-0)

Back to Agenda
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7. Consider Authorizing Amendment of the Memorandum of Understanding Between Orange County

Health Care Agency and CalOptima to Include Drug Medi-Cal Organized Delivery System

Action:

On motion of Vice Chair Penrose, seconded and carried, the Board of Directors
authorized the Chief Executive Officer, with the assistance of legal counsel, to
amend the current Memorandum of Understanding between the Orange County
Health Care Agency and CalOptima for the provision of Drug Medi-Cal services
as defined by the DHCS, effective no sooner than October 1, 2017. (Motion
carried 9-0-0)

8. Consider Adoption of Resolution Approving Updated Human Resources Policies

Action:

On motion of Director Berger, seconded and carried, the Board of Directors
adopted Resolution No. 17-0803-01, Approving Updated Human Resources
Policies GA.8037: Leave of Absence, and GA.8058: Salary Schedule. (Motion
carried 9-0-0)

9. Consider Authorization of Expenditures in Support of CalOptima’s Participation in Community

Event

Action:

On motion of Director DiLuigi, seconded and carried, the Board of Directors
authorized up to $1,500 and staff participation in the World Refugee Day 2017
event in Anaheim on August 26, 2017, made a finding that such expenditures are
for a public purpose and in furtherance of CalOptima’s mission and statutory
purpose, and authorized the Chief Executive Officer to execute agreements as
necessary for the event and expenditures. (Motion carried 9-0-0)

10. Consider Authorizing Non-Binding Agreement Between CalOptima, Inland Empire Health Plan,

L.A. Care Health Plan, and the Regents of the University of California to Outline General Goals for

Collaboration

Directors Nguyen and Schoeffel did not participate in this item due to potential conflicts of interest
and left the room during the discussion and vote.

Action:

On motion of Vice Chair Penrose, seconded and carried, the Board of Directors
authorized the Chief Executive Officer, with the assistance of legal counsel, to
enter into a non-binding agreement involving CalOptima, Inland Empire Health
Plan, and L.A. Care with the Regents of the University of California, a
Constitutional Corporation, on behalf of the University of California Office of
the President, UC Health and its Academic Medical and Clinical Enterprises in
Southern California (UC), that outlines general goals for collaboration among
the parties for a one-year term beginning July 1, 2017, with the option to renew
for three two-year periods. (Motion carried 7-0-0; Directors Nguyen and
Schoeffel absent)

Back to Agenda
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11. Consider Adoption of Resolution Approving CalOptima’s Updated Policy No. AA.1217: Legal
Claims and Judicial Review

Action:  On motion of Director DiLuigi, seconded and carried, the Board of Directors
adopted Resolution No. 17-0803-02, approving CalOptima’s updated Policy No.
AA.1217: Legal Claims and Judicial Review, to authorize CalOptima’s Chief
Executive Officer, with the assistance of legal counsel, to compromise any
pending action if the amount to be paid from CalOptima’s treasury does not
exceed $50,000. (Motion carried 9-0-0)

Agenda Items 12 and 13 were considered after Closed Session.

ADVISORY COMMITTEE UPDATES

14. OneCare Connect Cal MediConnect (Medicare-Medicaid Plan) Member Advisory Committee
(OCC MAC) Update

OCC MAC Vice Chair Patty Mouton provided an overview of the activities at the Committee meeting
held on June 22, 2017, including an update on the Group Needs Assessment, an overview of OneCare
Connect eligibility aid codes, a review of the Veteran’s Administration Coordination of Health Care
Benefits and the Orange County Strategic Plan on Aging.

15. Member Advisory Committee (MAC) Update

Patty Mouton, MAC Vice Chair, reported that the Committee received the following updates at the
July 13, 2017 MAC meeting: initiative for screening of depression in adolescents, CalOptima
community engagement, overview of ResCare Workforce Services, and the status of behavioral health
services provided by Magellan.

16. Provider Advisory Committee (PAC) Update
The Board accepted the PAC update as presented.

INFORMATION ITEMS

The following Information Items were accepted as presented:
17. June 2017 and May 2017 Financial Summaries

18. Compliance Report

19. Federal and State Legislative Advocates Report

20. CalOptima Community Outreach and Program Summary

ADJOURN TO CLOSED SESSION

The Board of Directors adjourned to closed session at 2:46 p.m. pursuant to:

CS1 CONFERENCE WITH LEGAL COUNSEL — ANTICIPATED LITIGATION. Initiation of
litigation pursuant to paragraph (4) of subdivision (d) of Section 54956.9: (one case)

CS 2 Pursuant to Government Code Section 54957, PUBLIC EMPLOYEE PERFORMANCE
EVALUATION (Chief Executive Officer)

Back to Agenda
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CS 3 Pursuant to Government Code Section 54957.6, CONFERENCE WITH LABOR
NEGOTIATORS
Agency Designated Representatives: (Paul Yost, M.D. and Lee Penrose)
Unrepresented Employee: (Chief Executive Officer)

CS 4 Pursuant to Government Code Section 54957, PUBLIC EMPLOYEE PERFORMANCE
EVALUATION (Chief Counsel)

CS 5 Pursuant to Government Code Section 54957.6, CONFERENCE WITH LABOR
NEGOTIATORS
Agency Designated Representatives: (Paul Yost, M.D. and Lee Penrose)
Unrepresented Employee: (Chief Counsel)

The Board reconvened to open session at 5:46 p.m.

Vice Chair Penrose provided the following report related to CS 1: The Board authorized the Chief
Executive Officer to enter into a transition agreement with Magellan, under which Magellan has
committed to remaining contracted with CalOptima through the end of calendar year 2017.

There were no reportable actions taken related to CS 2 through CS 5.

12. Consider Actions Related to the Provision of Behavioral Health Services for CalOptima Medi-Cal
Members

Director Schoeffel did not participate in this item due to potential conflicts of interest and left the
room during the discussion and vote.

The following recommended actions were presented for consideration: 1) Authorize the Chief
Executive Officer (CEO) to: (a) Amend, with the assistance of legal counsel, the Medi-Cal Contract
with the existing managed behavioral health organization to transition to a percent of premium basis
for compensation of Applied Behavior Analysis (ABA) services as part of a 180-day wind down
period ending on December 31, 2017; (b) Integrate Medi-Cal covered Behavioral Health (BH), which
includes Mental Health (MH) and ABA services, within CalOptima internal operations; (c) Establish a
standard CalOptima provider fee schedule for MH and ABA services; (d) Enter into contracts, with the
assistance of legal counsel, with MH and ABA providers; (¢) Enter into an agreement, with the
assistance of legal counsel, for after-hour coverage for CalOptima’s behavioral health call center and
triage services obtained in accordance with CalOptima’s Procurement Policy; 2) Authorize reallocation
of budgeted funds not to exceed $4.1 million from Medi-Cal administrative expenses for purchased
services approved in the CalOptima Fiscal Year (FY) 2017-18 Operating Budget on June 1, 2017, to
Medi-Cal medical and administrative expenses; and 3) Authorize unbudgeted expenditures of up to
$2.5 million from existing reserves for one-time transition-related contingency funds for Medi-Cal
medical and administrative expenses.

Vice Chair Penrose suggested moving forward with Recommended Action 1.a., and continuing the
remaining recommended actions to the September Board of Directors meeting for further study.

Back to Agenda
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Action:  On motion of Vice Chair Penrose, seconded and carried, the Board of Directors
authorized the Chief Executive Officer to amend, with the assistance of legal
counsel, the Medi-Cal Contract with the existing managed behavioral health
organization to transition to a percent of premium basis for compensation of
ABA services as part of a 180-day wind down period ending on December 31,
2017; and continued recommended actions 1.b. through 3 to the September
Board of Directors meeting for further study. (Motion carried 6-0-0; Supervisor
Do, and Directors Berger and Schoeffel absent)

Chair Yost added that in addition to providing staff with guidance as part of the recommended
process, an ad hoc composed of Vice Chair Penrose, Supervisor Do, and Director Khatibi has been
formed to further evaluate options going forward, including exploring the possibility of extending the
Magellan relationship.

13. Consider Chief Executive Officer and Chief Counsel Performance Reviews and Compensation
This item was continued to a future Board of Directors meeting.

BOARD MEMBER COMMENTS

Chair Yost announced the formation of and appointments to the following ad hoc committees: 1)
Compensation Ad Hoc — Chair Yost, Vice Chair Penrose, and Director DiLuigi; and 2) Legal
Structure Ad Hoc — Chair Yost, Supervisor Do, and Director Schoeffel.

Supervisor Bartlett complemented staff on the CalOptima in the Community 2017 brochure.

ADJOURNMENT
Hearing no further business, Chair Yost adjourned the meeting at 6:01 p.m.

/s/ Suzanne Turf
Suzanne Turf
Clerk of the Board

Approved: September 7, 2017

Back to Agenda
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REGULAR MEETING OF THE
CALOPTIMA BOARD OF DIRECTORS’
PROVIDER ADVISORY COMMITTEE

June 8, 2017

A Regular Meeting of the CalOptima Board of Directors’ Provider Advisory Committee (PAC)
was held on Thursday, June 8, 2017, at the CalOptima offices located at 505 City Parkway West,
Orange, California.

CALL TO ORDER
Teri Miranti, PAC Chair, called the meeting to order at 8:04 a.m., and Member Jensen led the
Pledge of Allegiance.

ESTABLISH QUORUM

Members Present: Teri Miranti, Chair; Suzanne Richards, MBA, FACHE, Vice Chair; Anjan
Batra, M.D.; Donald Bruhns; Theodore Caliendo, M.D.; Jena Jensen;
Pamela Kahn, R.N.; John Nishimoto, O.D.; George Orras, Ph.D., FAAP;
Pamela Pimentel, R.N.; Jacob Sweidan, M.D.

Members Absent: Alan Edwards, M.D.; Steve Flood; Mary Pham, Pharm.D, CHC; Barry
Ross, R.N., MPH, MBA;

Others Present: Michael Schrader, Chief Executive Officer; Ladan Khamseh, Chief
Operating Officer; Richard Helmer, M.D., Chief Medical Officer; Gary
Crockett, Chief Counsel; Nancy Huang, Interim Chief Financial Officer;
Michelle Laughlin, Executive Director, Network Operations; Phil
Tsunoda, Executive Director, Public Policy and Public Affairs; Cheryl
Meronk, Director, Strategic Development; Pshyra Jones, Director, Health
Education and Disease Management; Cheryl Simmons, Staff to the
Provider Advisory Committee

MINUTES

Approve the Minutes of the May 11, 2017 Regular Meeting of the CalOptima Board of
Directors’ Provider Advisory Committee

Action: On motion of Member Sweidan, seconded and carried, the Committee
approved the minutes of the May 11, 2017 meeting. (Motion carried 11-
0-0; Members Edwards, Flood, Pham and Ross absent)

PUBLIC COMMENTS
No requests for public comment were received.

Back to Agenda



CalOptima Board of Directors’

Provider Advisory Committee Meeting Minutes
June 8, 2017

Page 2

REPORTS

CEO AND MANAGEMENT REPORTS

Chief Medical Officer Update

Richard Helmer, M.D., Chief Medical Officer, presented on the CalOptima Community
Network’s (CCN) Performance: Quality and Financial Analysis. Dr. Helmer reviewed the CCN
timeline from its inception in January 2015 to present. The presentation elicited much discussion
among the PAC members and CalOptima staff regarding the overlap of physicians in CCN and
the other networks. PAC members will solicit additional feedback from their constituents on this
topic and share the comments with CalOptima staff.

Chief Financial Officer Update

Nancy Huang, Interim Chief Financial Officer, presented CalOptima’s Financial Summary as of
April 2017, including a report of the Health Network Enrollment for the month of April 2017.
Ms. Huang summarized CalOptima’s financial performance and current reserve levels.

Provider Network Operations Update
Michelle Laughlin, Executive Director, Provider Network Operations, invited PAC members to
the OneCare Connect Town Hall for Physicians and Hospital Staff on June 20, 2017.

Federal and State Budget Update

Phil Tsunoda, Executive Director, Public Policy and Public Affairs, provided an update on Prop
56 and the potential impact to FY 2017-18 State Budget and CalOptima. He noted that Governor
Brown is proposing to allocate all of the new Prop 56 revenue for current and anticipated
increases for general Medi-Cal expenditures.

INFORMATION ITEMS

Community Involvement

Cheryl Meronk, Director, Strategic Development, presented on CalOptima’s involvement with
the community and provided an update on Intergovernmental Transfer (IGT) funds received to
date and allocated to provide enhanced benefits to existing Medi-Cal beneficiaries. She noted
that $15 million was approved by the Board for community grants pending the completion of a
Member Health Needs Assessment. Staff will request PAC input in the development of strategic
community grant initiatives to help address identified needs.

2016 Group Needs Assessment

Pshyra Jones, Director, Health Education & Disease Management, presented the 2016 Group
Needs Assessment (GNA). She noted that all health plans are required to conduct a GNA with
the goal to improve health outcomes for members enrolled in Medi-Cal managed care by
evaluating member health risks, identifying health needs, and prioritizing health education,
cultural and linguistic services, and preventative health and quality improvement programs to
improve member health outcomes.
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ADJOURNMENT
There being no further business before the Committee, Chair Miranti adjourned the meeting at
10:10 a.m.

/s/ Cheryl Simmons
Cheryl Simmons
Staff to the PAC

Approved: August 10, 2017
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MINUTES

REGULAR MEETING OF THE
CALOPTIMA BOARD OF DIRECTORS’
ONECARE CONNECT
CALMEDICONNECT PLAN (MEDICARE-MEDICAID PLAN)
MEMBER ADVISORY COMMITTEE

June 22, 2017
The Regular Meeting of the CalOptima Board of Directors’ OneCare Connect Member Advisory
Committee (OCC MAC) was held on June 22, 2017, at CalOptima, 505 City Parkway West,

Orange, California.

CALL TO ORDER
Chair Patty Mouton called the meeting to order at 3:08 p.m., and led the Pledge of Allegiance.

ESTABLISH QUORUM

Members Present: Patty Mouton, Chair; Gio Corzo, Vice Chair; Ted Chigaros, Christine
Chow, Josefina Diaz, Sandy Finestone, Sara Lee, George Crits, M.D.
(non-voting)

Members Absent: John Dupies, Donta Harrison, Erin Ulibarri (non-voting)

Others Present: Michael Schrader, Chief Executive Officer; Dr. Donald Sharps, Medical
Director; Candice Gomez, Executive Director, Program Implementation;
Sesha Mudunuri, Executive Director, Operations; Belinda Abeyta,
Director, Customer Service; Albert Cardenas, Associate Director,
Customer Service; Becki Melli, Customer Service; Pamela Reichardt,
Executive Assistant

MINUTES

Approve the Minutes of the May 25, 2017 Regular Meeting of the CalOptima Board of
Directors’ OneCare Connect Member Advisory Committee

Action: On motion of Member Sandy Finestone, seconded and carried, the OCC
MAC approved the minutes as submitted.

PUBLIC COMMENT
There were no requests for public comment.

CEO AND MANAGEMENT TEAM DISCUSSION

Chief Executive Officer Update
Michael Schrader, Chief Executive Officer discussed Medi-Cal Expansion and how proposed
changes may effect federal funding through 2023. CalOptima collaborated with plans across
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California, and sent a joint letter to the Senate Leadership regarding the Senate’s consideration of
the American Health Care Act, the proposed reduction in federal funding for Medicaid, and the
overall impact on health outcomes. CalOptima also sent separate letters to the U.S. Senators
representing California highlighting its concerns regarding the impact of the health care bill
being developed in the Senate.

Chief Medical Officer (CMQO) Update

Dr. Helmer provided an update on CalOptima Community Network and palliative care. Dr.
Helmer explained that palliative care is an approach of taking care of people that can improve the
care of members, but it is not a specific benefit. Additional information on palliative care will be
presented at a future meeting.

Federal and State Budget and Legislative Update

Phil Tsunoda, Executive Director, Public Affairs provided an update on Federal and State
Legislative items. It was noted that the proposed state budget continues OneCare Connect
through December 31, 2019.

INFORMATION ITEMS

OCC MAC Member Updates:

Chair Mouton announced that the CalOptima Board of Directors approved the recommended
slate of candidates for OCC MAC at their June Board meeting, including Josefina Diaz, OneCare
Connect Member/Family Member; Sara Lee, Members from Ethnic or Cultural Community;
Sandy Finestone, Members with Disabilities; and Gio Corzo, Community Based Adult Services
(CBAS) Provider. In addition, Gio Corzo was selected as Chair and Patty Mouton as Vice Chair
for fiscal year 2017-18. Richard Santana, In Home Supportive Services (IHSS)/Union Provider
will be joining the OCC MAC on July 27, 2017. Chair Mouton requested three volunteers to
serve on the Nominations Ad Hoc Subcommittee to review the applications for the open family
member seat. Members Sandy Finestone, Ted Chigaros and Christine Chow agreed to serve on
this ad hoc.

Member Sara Lee requested that CalOptima staff present on mental health barriers at an
upcoming meeting. Member Ted Chigaros will present on post-acute care at the next OCC MAC
meeting.

OCC MAC Member Presentation - Orange County Strategic Plan for Aging

Member Christine Chow, Alzheimer’s Orange County, presented the Orange County Strategic
Plan for the Aging (OCSPA). By 2040, nearly one in four residents in Orange County will be
over the age of 65, and the county needs to prepare for the growing numbers of older residents
and the issues they face. OCSPA’s strategy is to bring together cities, the county, non-profits,
foundations, and corporate entities to create a structure to address issues and concerns faced by
older residents. The short-term strategy is to “move the needle” over the next 18-months in key
areas, such as: 1) food security; 2) health care; 3) elder abuse prevention; 4) transportation; and
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5) housing. Long-term strategies are to explore larger funding strategies, keep current groups
going and develop new 18-month goals.

Group Needs Assessment

Pshyra Jones, Director Health Education and Disease Management, presented the results of the
2016 Group Needs Assessment (GNA). The goal of the GNA is to improve health outcome for
members enrolled in Medi-Cal managed care. CalOptima mailed 17,030 surveys with 64% of
completed surveys from CalOptima adult Medi-Cal members, 36% completed by adults for
CalOptima children with Medi-Cal, and 13% of completed surveys from Seniors and Persons
with Disabilities (SPD). GNA results and next steps were reviewed with the Committee.

Veterans Administration Health Care Coordination of Benefits

Belinda Abeyta, Director of Customer, presented an overview of the Veterans Administration
(VA) health care eligibility, level of benefits and reimbursement methodology when services
provided at a VA facility and a non-VA facility. The member has the right to choose whether to
use their VA health care benefits or their Medicare or Medi-Cal health plan benefits.

Member Trend for CalOptima Community Network 2016

Ana Aranda, Manager, Grievance and Appeals, presented the top grievance issues related to
quality of service, quality of care and interventions for members assigned to the CalOptima
Community Network (CCN).

OneCare Connect Cal MediConnect Aid Codes

Albert Cardenas, Associate Director, Customer Service, presented an overview on aid codes and
their relationship to the level of benefits a member is eligible to receive under their Medi-Cal
benefits.

ADJOURNMENT
Chair Mouton announced that the next OCC MAC Meeting is Thursday, July 27, 2017.
Hearing no further business, the meeting adjourned at 4:30 p.m.

/s/ Eva Garcia for
Pamela Reichardt
Executive Assistant

Approved: July 27, 2017
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken September 7, 2017
Regular Meeting of the CalOptima Board of Directors

Report Item
3. Consider Further Actions Related to the Provision of Behavioral Health Services for CalOptima

Medi-Cal Members

Contact
Ladan Khamseh, Chief Operating Officer, (714) 246-8400
Richard Helmer, M.D., Chief Medical Officer, (714) 246-8400

Recommended Actions

1. Authorize the Chief Executive Officer (CEO) to:

a. Integrate Medi-Cal covered Behavioral Health (BH), which includes Mental Health (MH)
and Applied Behavior Analysis (ABA) services, within CalOptima internal operations
effective January 1, 2018;

b. Establish a standard CalOptima provider fee schedule for MH and ABA services;

Enter into contracts, with the assistance of legal counsel, with MH and ABA providers;

d. Enter into an agreement, with the assistance of legal counsel, for after-hour coverage for
CalOptima’s behavioral health call center and triage services obtained in accordance with
CalOptima’s Procurement Policy;

2. Authorize reallocation of budgeted funds not to exceed $4.1 million from Medi-Cal administrative
expenses for purchased services approved in the CalOptima Fiscal Year (FY) 2017-18 Operating
Budget on June 1, 2017, to Medi-Cal medical and administrative expenses; and

3. Authorize unbudgeted expenditures of up to $2.5 million from existing reserves for one-time
transition-related contingency funds for Medi-Cal medical and administrative expenses.

e

Background

Medi-Cal MH/ABA Benefits. Behavioral Health services include MH, substance use disorder, and
autism spectrum disorder behavioral health treatment (which includes ABA services). Outpatient
mild-to-moderate MH services became a covered benefit for Medi-Cal managed care plans as of
January 1, 2014. Beginning in September 2014, CalOptima started providing ABA services to Medi-
Cal beneficiaries under the age of 21 under the Early and Periodic Screening, Diagnostic, and
Treatment benefit. Like many Medi-Cal managed care plans, CalOptima has contracted with Managed
Behavioral Health Organizations (MBHOs) to provide expertise and specialization in the management
of behavioral health benefits, including ABA. CalOptima currently contracts with Human Affairs
International of California, Inc., dba Magellan Healthcare (Magellan) as its MBHO serving Medi-Cal,
OneCare, and OneCare Connect members.

Medi-Cal MH/ABA MBHO. Between January 1, 2014 and December 31, 2016, CalOptima contracted
with College Health IPA (CHIPA) and its subcontractor Beacon Health Options as its Medi-Cal
MBHO. Effective January 1, 2017, the Medi-Cal MH/ABA services were transitioned to Magellan.
Magellan was selected as the new MBHO through a 2016 request for proposal (RFP) process that
focused on identifying a delivery model that could cover Behavioral Health services for CalOptima’s
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Medi-Cal, OneCare, and OneCare Connect members. On September 1, 2016, the Board authorized a
contract with Magellan, effective January 1, 2017, for the full scope Medi-Cal covered mild to
moderate mental health and ABA services. Specialty mental health services, including inpatient
psychiatric services, remain the responsibility of the Orange County Health Care Agency. In addition,
substance use disorder treatment services remain as a carve-out benefit under Drug Medi-Cal.
CalOptima provides the coordination of care and service across levels of care (including participating
on interdisciplinary care teams), quality initiatives, and oversight. The Board also authorized a separate
contract with Magellan for Medicare Behavioral Health services for CalOptima’s Medicare Advantage
(OneCare) and Cal-MediConnect (OneCare Connect) members.

Magellan Contract. The CalOptima-Magellan contract includes a provision allowing for the reset of
reimbursement rates for ABA services based on changes to the Medi-Cal membership or the
penetration rate for ABA services. In accordance with the contract, Magellan requested an adjustment
to the ABA rates based on the increased Medi-Cal member utilization trends. The parties were unable
to reach an agreement when on June 28, 2017, CalOptima received a rescission notice from Magellan
asserting the right to rescind the Medi-Cal MBHO Contract effective June 30, 2017, rather than
providing the 180-notice of termination provided for in the contract. Subsequently, Magellan entered
into a “Settlement Agreement and Order” with the Department of Managed Health Care under which
Magellan agreed to provide MBHO as set forth in the Medi-Cal Contract from July 1, 2017 through
August 30, 2017.

On August 3, 2017, the Board authorized an amendment to the Magellan contract to transition to a
percent of premium basis for compensation of ABA services as part of a 180-day wind down period of
the contract ending on December 31, 2017. And while staff sought Board authorization to bring
administration of the behavioral health benefit in-house, before the Board considered that option, the
Chair appointed an ad hoc comprised of Supervisor Do, Vice Chair Penrose, and Director Khatibi to
consider available options, including the possibility of extending the current contract with Magellan
beyond December 31, 2017.

Discussion

Ahead of the CalOptima Board’s August meeting, staff assessed various options for providing MH and
ABA services to Medi-Cal members after the transition date with the intent of keeping the provider
network intact to mitigate disruptions to services. The network includes over 530 provider contracts
that comprises over 800 MH and 300 ABA providers. Following the August CalOptima Board
meeting, the ad hoc has met, considered options, and provided direction to staff, including continuing
discussions with Magellan. As of the time for finalization and distribution of meeting materials for the
September 7, 2017 CalOptima Board meeting, no agreement had been reached with Magellan.

Consequently, the ad hoc has considered various options for moving forward, including considering
contracting with another MBHO who responded to the 2016 RFP, issuing a new RFP, contracting with
the previous MBHO, outsourcing certain services, or integrating administration of MH and ABA
services into CalOptima operations. After considering these options, in the event that agreement with
Magellan cannot be reached, the recommended approach is to implement a model in which
coordination and management of MH and ABA services are integrated into CalOptima operations
rather than utilizing a vendor/partner for Medi-Cal MH/ABA services as the approach that will best
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mitigate disruption to Medi-Cal members. While the proposal is to bring administration of this benefit
in-house, services will continue to be provided by private sector providers. At this time, no
recommendation is being made on the separate contract with Magellan for services for CalOptima’s
OneCare and OneCare Connect members, though staff may return with further recommendations on
this contract at a future date.

Incorporate MH and ABA Services into CalOptima Operations. In order to integrate MH and ABA

services into its operations, CalOptima staff developed a clinical and operational work plan. New
infrastructure and resources are necessary to meet this timeframe as well ensure compliance with the
Mental Health Parity and Addiction Equity Act, and other regulatory and accreditation requirements.
The work plan includes:

1.

Develop and implement member transition plan:
o Send regulatory notices to members regarding change in MBHO;
Transition dedicated BH phone number from Magellan to CalOptima;
Conduct telephonic outreach to high risk members;
Develop reports to monitor open authorizations and member access to care; and
Continue to inform community stakeholders, including but not limited to, CalOptima
advisory and quality committee members, community-based organizations, and
regulatory agencies.
Development of a MH and ABA provider network that meets all credentialing and access and
availability standards:
o Establish a MH services provider network to include psychiatrists, psychologists,
licensed clinical social workers, licensed marriage and family therapists; and
o Establish an ABA provider network to include Qualified Autism Service (QAS)
providers, including Board Certified Behavioral Analysts (BCBAs), and other licensed
professionals in the field; and
o Establish a standard CalOptima provider fee schedule for MH and ABA services. and
o Conduct provider meetings to ensure information is disseminated and questions and
concerns are addressed.
Rely on Magellan’s credentialing files in accordance with the National Committee for Quality
Assurance (NCQA) guidelines and re-credential the practitioner when they are due.
Build infrastructure (staff and systems) to support the following areas:
o Expand Customer Service to include BH and triage services:
= Establish specialized customer service unit for BH services;
= Contract with an external vendor, with the assistance of legal counsel, that has
experience with behavioral health services for 24/7/365 referral and after-hours
call center support;
o Ensure adequate resources to process claims timely due to the anticipated increased
volume of MH/ABA claims received after the transition period;
o Incorporate handling of behavior health services provider complaints into existing
system;
o Implement Clinical Operations for BH Utilization Management and Case Management:
= Perform initial MH screening, determine level of care needs, routine
appointment assistance and participation in interdisciplinary care teams;

@)
o
@)
(@)
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= Develop authorization processes for ABA services and psychological testing;
o Integrate MH and ABA treatment protocols and clinical guidelines into the electronic
clinical support system and operations to support decisions;
o Expand BHI resources for ABA services:
= Implement process to review prior authorizations for ABA services; and
= Conduct clinical case management and progress reports;
o Implement MH/ABA Quality Improvement processes and complete impact analysis of
MH/ABA transition on NCQA Accreditation.
5. Hire and train additional clinical and operational staff required to support MH/ABA member
needs.
6. Develop and implement reporting and analytic capabilities to meet operational, regulatory and
accreditation requirements.

Continued Implementation Efforts. CalOptima staff will continue to identify, develop and/or revise
policies and procedures, quality program descriptions, and utilization management program
descriptions. Further transition plans as developed as well as policies and programs requiring
CalOptima Board approval or ratification will be presented at subsequent meetings.

Fiscal Impact
The fiscal impact for the recommended actions to fund the cost to integrate Medi-Cal covered MH and

ABA services internally is projected to be $6.6 million. Management proposes to make a reallocation
of budgeted funds approved in the CalOptima FY 2017-18 Operating Budget on June 1, 2017.
Funding not to exceed $4.1 million will be reallocated from Medi-Cal administrative costs for
Purchased Services to:

e $1.2 million to Medical Management; and
e $2.9 million to Administrative Costs.

In addition, Management requests up to $2.5 million from existing reserves for one-time transition-
related contingency funds for Medi-Cal medical and administrative expenses among the following
budget categories: Medical Management, Salaries, Wages and Benefits, Professional Fees, Purchased
Services, Printing, Postage and Other Operating Expenses.

Rationale for Recommendation

The CalOptima/Magellan contract will terminate on December 31, 2017. Beginning January 1, 2018,
it is critical to ensure continuity of care and access to services for CalOptima members with behavioral
health needs. CalOptima staff reviewed multiple options and concluded that, based on the available
solutions, the best option is to integrate administration of MH and ABA services into CalOptima
operations, with the services continuing to be provided by private sector providers. With the wind
down period extending through December 2017, the transition team, consisting of all affected areas’
leadership continues to believe that transitioning administration of the behavioral health benefit into
CalOptima operations is the best option to minimize any further disruption to members’ care. This
approach will allow CalOptima to organize care around the needs of our members and work closely
with the provider community to provide members with appropriate care.
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Concurrence
Gary Crockett, Chief Counsel

Attachments

1. PowerPoint Presentation: Consider Further Actions Related to the Provision of Behavioral
Health Services for Medi-Cal Members

2. Board Action dated August 3, 2017, Consider Actions Related to Provision of Behavioral Health
Services for Medi-Cal Members

/s/ Michael Schrader 8/31/2017
Authorized Signature Date
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Background

e CalOptima is responsible for Behavioral Health (BH)
services for Medi-Cal, OneCare and OneCare Connect

* BH services include:
» Mental Health (MH)
» Substance Use Disorder (SUD)
» Applied Behavior Analysis (ABA) for Autism Spectrum Disorder
(ASD)
* For Medi-Cal, CalOptima has been responsible for:
» MH benefit since January 1, 2014
» ASD Behavioral Health Treatment benefit since September 15, 2014

e Orange County Health Care Agency is responsible for
specialty MH services and SUD through Drug Medi-Cal

. ... [@. CalOptima

Better. Together.
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Background (Cont.)

e Use of primary care providers (PCPs) for mild behavioral
health issues and to support self-management and early
identification

e Use of Managed Behavioral Health Organization (MBHO)
to provide mild to moderate MH and all ABA services to
members:

» January 2014—-December 2016: CHIPA/Beacon (Medi-Cal only)

» January 2017—-Present: Magellan (all populations including
OneCare and OneCare Connect)

BT e [@. CalOptima
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Status of Magellan Contract

e Contract includes provision allowing reset of
reimbursement rates for ABA services based on:
» Changes to Medi-Cal membership or
» Penetration rate for ABA services

e On August 3, 2017, the Board authorized an amendment
to adjust ABA rates

* Magellan will continue to provide MBHO services through

December 31, 2017

» No current agreement to extend contract beyond December 31,
2017

BT e [@. CalOptima
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Considerations

5

« Average number of members receiving services
» MH Services = 6,700 members per month
» ABA Services = 1,800 members per month

* Previous transition for ABA in past two years
» Regional Center of Orange County (RCOC) to CalOptima
» Beacon
» Magellan

e Contingency strategies considered for transition effective
January 1, 2018:
1. Contract with an MBHO who responded to RFP in 2016
2. Issue a new RFP
3. Contract with the previous MBHO
4. Integrate MH and ABA services into CalOptima operations

[@, CalOptima
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Recommendation

 Integrate administration of MH and ABA services into
CalOptima operations with services continuing to be
provided by a network of private-sector providers
beginning January 1, 2018

. [@. CalOptima
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Rationale to Integrate MH and ABA Services

o Utilize existing CalOptima capabilities
» Network contracting and relations
» Customer service
» Behavioral Health Integration department
» Claims
» Quality improvement/Credentialing
» Grievance and appeals

e Minimize disruption to members that would occur with
new vendor

* Provide increased opportunities to integrate BH services
with medical care in the future

BT e [@. CalOptima

Better. Together.
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Transition Planning

* Workgroups have been in place since July 1, 2017

Network Development

Provider Contracting Claims

Credentialing Customer Service

Provider Directory Grievance and Appeals

Rate Development Utilization and Care Management

Reporting (internal, regulatory,

Provider Engagement accreditation)

[@, CalOptima
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Transition Planning (Cont.)

 Clinical and operational work plan developed that
Includes:
» Member transition plan
» Provider communication plan
» MH and ABA provider network development
» Credentialing process
» Building infrastructure
» Staff hiring and training
» Reporting and analysis capabilities

» Development or revision of:
» Policy and procedures
= Quality program descriptions
= Utilization management program descriptions

9
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ABA Providers

e Rates
» Reference vendor rates for other plans
» Ensure consistency with State funding for Medi-Cal

* Provider engagement
» Establish provider information sharing workgroup
» Continue CalOptima participation in RCOC vendor meetings

10
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ABA Supervision Model

» Levels of ABA providers
» Top level: Board Certified Behavioral Analysts (BCBA)
» Mid level:

= Current Medi-Cal Guidance

« Board Certified, non-licensed associate Behavioral Analysts (BCaBA)
(minimum bachelor’s level)

» Industry trend
» Master’s level, licensed provider

» Paraprofessionals: non-licensed individuals with 40 hours of
training (minimum high school graduate)

* Ensure appropriate care for children in their homes

11
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Clinical Staffing Requirements

Requirements

Responsibilities

: Service
Title

Type
Manager, BH
(Clinical) MH
Clinician, BH MH
Member Liaison MH
Specialist (BH)
Manager, BH
(BCBA) ABA
Care Manager
(BCBA) ABA
Member Liaison
Specialist ABA

(Autism)

Licensed MH 1
professionals
Licensed MH 6
professionals
High School
Diploma; BH 7
experience
BCBA or 1
BCBA-D
BCBA 3
High School
Diploma; ABA 1
experience

Total 19

BCBA = Board Certified Behavior Analyst

12
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Oversee the clinical operation of CalOptima
BH line

Complete telephonic BH assessments;
determine BH level of care needs

Care management support; assist members
in navigating BH system of care and linking
to BH services

Oversee the clinical operation of ABA
services

Review and process request for
authorization of ABA services; utilization
management

Care management support; assist member
in linking to ASD-related services
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Strategic Clinical Staffing Process

13

e Sequenced hiring beginning September 2017

1. Managers
2. Core staff to support transition
3. All other staff

* Full staffing by January 1, 2018

N, [@, CalOptima
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Recruiting and On-Boarding

14

e Recruiting
» Positions posted
» Cultural and linguistic competencies
» Screening and interviews being conducted
» |dentified potential new hires
» Offers contingent on Board action

e On-boarding

» Training specific for BH transition being developed
»= BH coordination
» Managed care principles

» CalOptima University for general orientation

Back to Agenda
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Fiscal Impact

e Estimated cost

> $4.1 million: Funded through budget reallocation under
FY 2017-18 Medi-Cal Operating Budget

$4.1 million: Administrative Expenses — $1.2 million: Medical Management

Purchased Services $2.9 million: Administrative Expenses

> $2.5 million: Unbudgeted expenditures funded from existing
reserves for one-time, transition-related contingency funds for
Medi-Cal medical and administrative expenses

= Distributed among the following budget categories: Medical
Management, Salaries, Wages and Benefits, Professional Fees,
Purchased Services, Printing, Postage, Other Operating
Expenses

15
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Recommended Actions

1. Authorize the Chief Executive Officer to:

a. Integrate Medi-Cal covered Behavioral Health (BH), which includes
Mental Health (MH) and Applied Behavior Analysis (ABA) services,
within CalOptima internal operations, effective January 1, 2018;

b. Establish a standard CalOptima provider fee schedule for MH and
ABA services;

c. Enter into contracts, with the assistance of legal counsel, with MH
and ABA providers; and

d. Enter into an agreement, with the assistance of legal counsel, for
after-hours coverage for CalOptima’s behavioral health call center
and triage services obtained in accordance with CalOptima’s
Procurement Policy.

16
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Recommended Actions (Cont.)

2. Authorize reallocation of budgeted funds not to exceed
$4.1 million from Medi-Cal administrative expenses for
purchased services approved in the CalOptima FY
2017-18 Operating Budget on June 1, 2017, to Medi-Cal
medical and administrative expenses.

3. Authorize unbudgeted expenditures of up to $2.5 million
from existing reserves for one-time, transition-related
contingency funds for Medi-Cal medical and
administrative expenses.

17
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CalOptima’s Mission

To provide members with access to quality health care
services delivered in a cost-effective and
compassionate manner

18
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Attachment to September 7, 2017 Board of Directors
Meeting - Agenda Item 3

CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken August 3, 2017
Regular Meeting of the CalOptima Board of Directors

Report Item
12. Consider Actions Related to the Provision of Behavioral Health Services for CalOptima Medi-

Cal Members

Contact
Ladan Khamseh, Chief Operating Officer, (714) 246-8400
Richard Helmer, M.D., Chief Medical Officer, (714) 246-8400

Recommended Actions
1. Authorize the Chief Executive Officer (CEO) to:
a. Amend, with the assistance of legal counsel, the Medi-Cal Contract with the existing
managed behavioral health organization to transition to a percent of premium basis for
compensation of ABA services as part of a 180-day wind down period ending on December

Continued
to
9/7/2017
Board
Meeting

Background

Medi-Cal MH/ABA Benefits. Behavioral Health services include MH, substance use disorder, and
autism spectrum disorder behavioral health treatment (which includes ABA services). Outpatient
mild-to-moderate MH services became a covered benefit for Medi-Cal managed care plans as of
January 1, 2014. Beginning in September 2014, CalOptima started providing ABA services to Medi-
Cal beneficiaries under the age of 21 under the Early and Periodic Screening, Diagnostic, and
Treatment benefit. Like many Medi-Cal managed care plans, CalOptima has contracted with Managed
Behavioral Health Organizations (MBHOs) to provide expertise and specialization in the management
of behavioral health benefits, including ABA. CalOptima currently contracts with Human Affairs
International of California, Inc., dba Magellan Healthcare (Magellan) as its MBHO serving Medi-Cal,
OneCare, and OneCare Connect members.

Medi-Cal MH/ABA MBHO. Between January 1, 2014 and December 31, 2016, CalOptima contracted
with College Health IPA (CHIPA) and its subcontractor Beacon Health Options as its Medi-Cal
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MBHO. Effective January 1, 2017, the Medi-Cal MH/ABA services were transitioned to Magellan.
Magellan was selected as the new MBHO through a 2016 request for proposal (RFP) process that
focused on identifying a delivery model that could cover Behavioral Health services for CalOptima’s
Medi-Cal, OneCare, and OneCare Connect members. On September 1, 2016, the Board authorized a
contract with Magellan, effective January 1, 2017, for the full scope Medi-Cal covered mild to
moderate mental health and ABA services. Specialty mental health services, including inpatient
psychiatric services, remain the responsibility of the Orange County Health Care Agency. In addition,
substance use disorder treatment services remain as a carve-out benefit under Drug Medi-Cal.
CalOptima provides the coordination of care and service across levels of care (including participating
on interdisciplinary care teams), quality initiatives, and oversight. The Board also authorized a separate
contract with Magellan for Medicare Behavioral Health services for CalOptima’s Medicare Advantage
(OneCare) and Cal-MediConnect (OneCare Connect) members.

Magellan Contract. The CalOptima-Magellan contract includes a provision allowing for the reset of
reimbursement rates for ABA services based on changes to the Medi-Cal membership or the
penetration rate for ABA services. In accordance with the contract, Magellan requested an adjustment
to the ABA rates based on the increased Medi-Cal member utilization trends. The parties were unable
to reach an agreement when on June 28, 2017, CalOptima received a rescission notice from Magellan
asserting the right to rescind the Medi-Cal MBHO Contract effective June 30, 2017, rather than
providing the 180-notice of termination provided for in the contract. Subsequently, Magellan entered
into a “Settlement Agreement and Order” with the Department of Managed Health Care under which
Magellan agreed to provide MBHO as set forth in the Medi-Cal Contract from July 1, 2017 through
August 30, 2017.

Discussion

CalOptima staff assessed various options for providing MH and ABA services to Medi-Cal members
after the transition date with the intent of keeping the provider network intact to mitigate disruptions to
services. The network includes over 530 provider contracts that comprises over 800 MH and 300
ABA providers.

These options included considering contracting with another MBHO who responded to the 2016 RFP,
issuing a new RFP, contracting with the previous MBHO, outsourcing certain services, or integrating
MH and ABA services into CalOptima operations. After considering these options, staff recommends
implementing a model in which coordination and management of MH and ABA services are integrated
into CalOptima operations rather than utilizing a vendor/partner for Medi-Cal MH/ABA services as the
approach that will best mitigate disruption to Medi-Cal members. At this time, no recommendation is
being made on the separate contract with Magellan for services for CalOptima’s OneCare and OneCare
Connect members, though staff may return with further recommendations on this contract at a future
date.

Magellan and CalOptima continued discussions on options for moving forward, with the proposal that
Magellan transition to a percent of premium arrangement from CalOptima for the ABA services during
aJuly 1, 2017 through December 31, 2017 transition period. Staff is recommending that your Board
authorize integration of administration of Medi-Cal MH and ABA services within CalOptima internal
operations and authorize the amendment of the Magellan Contract for the percent of premium

Back to Agenda



Attachment to September 7, 2017 Board of Directors

Meeting - Agenda Item 3
CalOptima Board Action Agenda Referral
Consider Actions Related to the Provision of Behavioral
Health Services for CalOptima Medi-Cal Members
Page 3

arrangement from July 1, 2017 through the December 31, 2017 transition end date. While the proposal
is to bring administration of this benefit in-house, services will continue to be provided by private
sector providers.

Transition Plan to Incorporate MH and ABA Services into CalOptima Operations. In order to
transition MH and ABA services into its operations, CalOptima staff developed a clinical and
operational work plan. New infrastructure and resources are necessary to meet this timeframe as well
ensure compliance with the Mental Health Parity and Addiction Equity Act, and other regulatory and
accreditation requirements. The transition plan includes:

1. Development of a MH and ABA provider network that meets all credentialing and access and
availability standards:

o Establish a MH services provider network to include psychiatrists, psychologists,
licensed clinical social workers, licensed marriage and family therapists;

o Establish an ABA provider network to include Qualified Autism Service (QAS)
providers, including Board Certified Behavioral Analysts (BCBAs), and other licensed
professionals in the field,

2. Rely on Magellan’s credentialing files in accordance with the National Committee for Quality
Assurance (NCQA) guidelines and re-credential the practitioner when they are due.
3. Build infrastructure (staff and systems) to support the following areas:
o Expand Customer Service to include BH and triage services:
= Contract with an external vendor, with the assistance of legal counsel, that has
experience with behavioral health services for 24/7/365 referral and after-hours
call center support;

o Ensure adequate resources to process claims timely due to the anticipated increased
volume of MH/ABA claims received after the transition period;

o Incorporate handling of behavior health services provider complaints into existing
system;

o Implement Clinical Operations for BH Utilization Management and Case Management:

=  Perform initial MH screening, determine level of care needs, routine
appointment assistance and participation in interdisciplinary care teams;
= Develop authorization processes for ABA services and psychological testing;

o Integrate MH and ABA treatment protocols and clinical guidelines into the electronic
clinical support system and operations to support decisions;

o Expand BHI resources for ABA services:

= Implement process to review prior authorizations for ABA services; and
= Conduct clinical case management and progress reports;

o Implement MH/ABA Quality Improvement processes and complete impact analysis of
MH/ABA transition on NCQA Accreditation.

4. Hire and train additional clinical and operational staff required to support MH/ABA member
needs.

5. Implement reporting and analytic capabilities to meet operational, regulatory and accreditation
requirements.
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Continued Implementation Efforts. CalOptima staff will continue to identify and develop or revise
policies and procedures, quality program descriptions, and utilization management program
descriptions. Further transition plans as developed as well as policies and programs requiring
CalOptima Board approval or ratification will be presented at subsequent meetings.

Fiscal Impact
Magellan Medi-Cal Contract Amendment for ABA Services

There is no fiscal impact based on the recommended action to transition to a percent of premium
agreement for ABA services for the period of July 1, 2017, through December 31, 2017. Under the
CalOptima FY 2017-18 Operating Budget approved on June 1, 2017, Staff budgeted for the increased
ABA provider capitation expenses. Staff anticipates the budgeted funds will be sufficient to transition
to the proposed payment methodology with Magellan.

BH Services Integration

The fiscal impact for the recommended actions to fund the cost to integrate Medi-Cal covered MH and
ABA services internally is projected to be $5-5 $6.6 million. Management proposes to make a
reallocation of budgeted funds approved in the CalOptima FY 2017-18 Operating Budget on June 1,
2017. Funding not to exceed $4.1 million will be reallocated from Medi-Cal administrative costs for
Purchased Services to:

Rev.
8/3/17

e $1.2 million to Medical Management; and
e $2.9 million to Administrative Costs.

In addition, Management requests up to $2.5 million from existing reserves for one-time transition-
related contingency funds for Medi-Cal medical and administrative expenses among the following
budget categories: Medical Management, Salaries, Wages and Benefits, Professional Fees, Purchased
Services, Printing, Postage and Other Operating Expenses.

Rationale for Recommendation

Upon receipt of the notice of rescission from Magellan, it was critical to ensure continuity of care and
access to services for CalOptima members with behavioral health needs. CalOptima staff reviewed
multiple options and concluded that, based on the available solutions, the best option was to integrate
administration of MH and ABA services into CalOptima operations, with the services continuing to be
provided by private sector providers. With the proposed wind-down period extending through
December 2017, the transition team, consisting of all affected areas’ leadership continues to believe
that transitioning administration of the behavioral health benefit into CalOptima operations is the best
option to minimize any further disruption to members’ care. This approach will allow CalOptima to
organize care around the needs of our members and work closely with the provider community to
provide members with appropriate care.

Concurrence
Gary Crockett, Chief Counsel
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Attachments

1.  PowerPoint Presentation: Consider Actions Related to the Provision of Behavioral Health
Services for Medi-Cal Members

2. Board Action dated September 1, 2016, Consider Authorization of Contract with a Managed
Behavioral Health Organization (MBHO) Effective January 1, 2017 and Contract with
Consultant to Assist with MBHO Contract Implementation; Consider Authorization of Extension
of Current Behavioral Health Contracts

/s/ Michael Schrader 08/01/2017
Authorized Signature Date
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Background

» CalOptima Is responsible for Behavioral Health (BH)
services for Medi-Cal, OneCare, and OneCare Connect

* BH services include:
» Mental Health (MH)
» Substance Use Disorder (SUD)
» Autism Spectrum Disorder or Applied Behavioral Analysis (ABA)

e CalOptima responsible for:
» Mental health health benefits since January 1, 2014

» Autism Spectrum Disorder Behavioral Health Treatment benefit
beginning September 15, 2014

e Orange County Health Care Agency responsible for
specialty MH services and SUD through Drug Medi-Cal

. ... [# CalOptima
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Background (Cont.)

* Primary care providers and community resources for mild
to moderate behavioral health issues and to support self-
management and early identification

e Use of Managed Behavioral Health Organizations (MBHO)
to provide mild to moderate BH services to members:

» September 2014 — December 2016: CHIPA/Beacon (Medi-Cal

only)
» January 2017 — Present: Magellan (all populations including
OneCare and OneCare Connect)

. [@. CalOptima
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Status of Magellan Contract

e Contract includes provision allowing reset of reimbursement
rates for ABA services based on:

» Changes to Medi-Cal membership; or
» Penetration rate for ABA services
 Magellan requested adjustment to the ABA rates; parties
could not reach agreement

 Magellan subsequently agreed to provide MBHO services
through December 31, 2017

BT e [@. CalOptima

Better. Together.



Considerations and Recommendations

« Contingency strategies considered for transition effective January 1, 2018:
1. Contract with an MBHO who responded to RFP in 2016
2. Issue a new RFP
3. Contract with the previous MBHO

« Average number of members receiving services:
» BH Services = 6,700 members per month
» ABA Services = 1,800 members per month

* Previous transition for ABA in last two years
» RCOC to CalOptima
» Beacon
» Magellan

« Recommendation to mitigate member disruption:

» Integrate administration of MH and ABA services into CalOptima operations with
services continuing to be provided by network of private sector providers

B [@. CalOptima
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Transition Implementation Planning

 Clinical and operational workplan developed

* \Workgroups have been in place to ensure services during
July 1 — December 31, 2017 transition:

Network Development

Provider Contracting Claims

Credentialing Customer Service

Provider Directory Grievance and Appeals

Rate Development Utilization & Care Management

Reporting (internal, regulatory,
accreditation)

B [@. CalOptima
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Fiscal Impact

e Total estimated cost: Not to exceed $6.6 million

> $4.1 million: Funded through budget reallocation under FY 2017-
18 Medi-Cal Operating Budget

$1.2 million: Medical Management

$4.1 million: Administrative Expenses

— Purchased Services

$2.9 million: Administrative Expenses

» $2.5 million: Unbudgeted expenditures funded from existing
reserves for one-time transition-related contingency funds for
Medi-Cal medical and administrative expenses

= Distributed among the following budget categories: Medical
Management, Salaries, Wages and Benefits, Professional Fees,
Purchased Services, Printing, Postage, Other Operating
Expenses

. [@. CalOptima
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Rationale to Integrate MH and ABA
Services

o Utilize existing CalOptima capabilities
» Network contracting and relations
» Customer service
» Behavioral Health Integration Department
» Claims
» Quality improvement
» Grievance and appeals

e Minimize disruption to members that would occur with
new vendor

* Provide increased opportunities to integrate BH services
with medical care in the future

8
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Recommended Actions

1. Authorize the Chief Executive Officer (CEO) to:

a. Amend, with the assistance of legal counsel, the Medi-Cal Contract
with the existing managed behavioral health organization to transition
to a percent of premium basis for compensation of ABA services as
part of a 180-day wind down period ending on December 31, 2017;

b. Integrate Medi-Cal covered Behavioral Health (BH), which includes
Mental Health (MH) and Applied Behavior Analysis (ABA) services,
within CalOptima internal operations;

c. Establish a standard CalOptima provider fee schedule for MH and
ABA services;

d. Enter into contracts, with the assistance of legal counsel, with MH
and ABA providers; and

e. Enter into an agreement, with the assistance of legal counsel, for
after-hour coverage for CalOptima’s behavioral health call center
and triage services obtained in accordance with CalOptima’s
Procurement Policy;

. [@. CalOptima
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Recommended Actions (Cont.)

2. Authorize reallocation of budgeted funds not to exceed
$4.1 million from Medi-Cal administrative expenses for
purchased services approved in the CalOptima Fiscal
Year (FY) 2017-18 Operating Budget on June 1, 2017, to
Medi-Cal medical and administrative expenses; and

3. Authorize unbudgeted expenditures of up to $2.5 million
from existing reserves for one-time transition-related
contingency funds for Medi-Cal medical and
administrative expenses.

10
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Attachment to August 3, 2017 Board of Directors Meeting -
Agenda Item 12

CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken September 1, 2016
Regular Meeting of the CalOptima Board of Directors

Report Item
3. Consider Authorization of Contract with a Managed Behavioral Health Organization (MBHO)

Effective January 1, 2017 and Contract with Consultant to Assist with MBHO Contract
Implementation; Consider Authorization of Extension of Current Behavioral Health Contracts with
College Health Independent Practice Association and Windstone Behavioral Health

Contact
Richard Helmer, Chief Medical Officer, (714) 246-8400

Recommended Actions
1. Authorize the Chief Executive Officer (CEO), with the assistance of legal counsel, to:
a. Enter into contract within 30 days with Magellan Health, Inc. to provide behavioral health
services for CalOptima Medi-Cal, OneCare, and OneCare Connect members effective
January 1, 2017, for a three (3) year term with two additional one-year extension options,
each exercisable at CalOptima's sole discretion.
b. Contract with a consultant(s) in an amount not to exceed $50,000, to assist with the
implementation of the Behavioral Health MBHO contract.
c. Extend the current contracts with College Health Independent Practice Association (CHIPA)
and Windstone Behavioral Health (Windstone) for up to six months, if necessary; and
2. Direct the CEO to return to the Board with further recommendations in the event that a contract is
not finalized with Magellan within 30 days.

Background
Like many managed care plans, CalOptima has used Managed Behavioral Health Organizations

(MBHOs) to provide expertise and specialization in the management of behavioral health benefits.
Behavioral Health is a covered benefit for CalOptima's Medi-Cal and managed Medicare beneficiaries.
CalOptima also provides Behavioral Health Treatment (BHT) services to Medi-Cal beneficiaries under
the age of 21 under Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) benefit.
CalOptima currently contracts with CHIPA for the provision of Medi-Cal Managed Care Plan covered
behavioral health and BHT services. This contract commenced January 1, 2014, was amended
September 15, 2014 to include BHT services, and currently expires on December 31, 2016.

In addition, CalOptima contracts with Windstone to provide behavioral health services for members
enrolled in CalOptima’s OneCare and OneCare Connect programs. The OneCare contract with
Windstone commenced January 1, 2007 and has been extended four times (January 1, 2010, January 1,
2013, January 1, 2014, and January 1, 2015). On May 7, 2015, the CalOptima Board of Directors
authorized a contract with Windstone for the OneCare Connect program for the period July 1, 2015
through June 30, 2016, and extension of the Windstone OneCare contract through December 31, 2016.
In addition, the CalOptima Board recommended a RFP process for future coverage, to ensure that the
best available behavioral health services are obtained for CalOptima members in a most cost effective
manner.

All CalOptima behavioral health contracts have been aligned to have the same expiration date. This
change was made in part to minimize the possibility of confusion for members new to OneCare
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Connect. On February 4, 2016, the CalOptima Board approved the extension of the OneCare Connect
contract through December 31, 2016, thereby aligning all behavioral health contracts termination dates.
The Board also authorized the use of a consultant to assist with required activities related to the
issuance, scoring and awarding of the RFP for MBHO services.

Discussion

On April 1, 2016, CalOptima contracted with Health Management Associates (HMA) to help conduct a
thorough search of potential Behavioral Health vendors and assist in the evaluation process to select the
a vendor to provide best practice treatment to members. HMA's scope of work for MBHO RFP
included providing assistance in the development of the proposal, creation of the proposal scoring tool,
assessment of proposals, and selection of vendor.

On June 1, 2016, CalOptima released the Behavioral Health Request for Proposal (RFP) via BidSync.
The CalOptima Procurement Department also contacted identified MBHOs nationwide notifying them
about the RFP. Vendors had six weeks to submit their proposals. They also had two opportunities to
submit questions to CalOptima about the RFP.

The responses to the RFP were reviewed by an evaluation team consisting of the Executive Director of
Clinical Operations, Director of Behavioral Health Services, Behavioral Health Medical Director, and
members of the Provider Advisory and Member Advisory Committees. Staff representatives from
Claims, Information Services, and Finance scored sections related to their respective technical areas.
The evaluation team also met with Subject Matter Experts (SMEs), including Customer Service, Quality
Improvement, Grievances and Appeals, Compliance, Case Management, Utilization Management, and
Behavioral Health, to discuss the strengths and weaknesses of each proposal.

Selection criteria used for scoring the proposals included:
e Experience in managed care

Accreditation with the National Committee for Quality Assurance (NCQA)

Corporate capabilities

Information processing system

Financial management

Proposed staffing and project organization

Ownership

Outsourced services

Provider network management

Operations

Utilization management

Claim processing

Grievances and Appeals

Care management

Cultural competency

Quality improvement

Information technology, data management

Business intelligence
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e Compliance program
e Implementation plan
e Innovation program and services

Based on the evaluation team's scoring, the results for the RFP were as follows:

Vendor Score
Magellan 4.41
Envolve 4.00
CHIPA 3.54
Optum 3.28
Windstone 2.80

As the table indicates, Magellan finished with the highest score at 4.41 out of 5.

As part of the final review, the evaluation team invited the top two finalists, Magellan and Envolve, to
an on-site presentation/interview. In the on-site portion of the evaluation, Magellan finished first with a
score 0of 4.36. Envolve received a score of 2.67 for the on-site portion.

Based on the review of each vendor's capabilities, references, contract requirements and financial costs,
the evaluation team is recommending that the Board authorize the CEO to contract with Magellan as the
new MBHO. However, in the event that final contract terms cannot be reached within 30 days, staff
plans to return to the Board with further recommendations.

Assuming contract terms are reached, the implementation phase will begin as soon as agreement with
Magellan has been reached; implementation is calendared to be completed by December 31, 2016.
However, if it is identified that additional time is needed for thorough implementation, the team is
requesting authorization to extend the existing CHIPA and Windstone proposed to ensure no gap in
coverage of behavioral health services. This process includes the winding down of current contracts
with CHIPA and Windstone and the transition to the Magellan. Staff also recommends that the Board
also authorize a contract with a consultant(s) in an amount not to exceed $50,000 to facilitate this
implementation process.

Both CHIPA and Windstone have indicated that they are willing to extend their current contracts in the
event that the implementation of the new MBHO contract is not fully completed within the aggressive
timeline that is outlined.

Fiscal Impact
Management has included expenses for behavioral health benefits in the CalOptima Fiscal Year (FY)

2016-17 Operating Budget, which is sufficient to fund the projected costs of the new MBHO contract
for the period of January 1, 2017, through June 30, 2017. Based on projected enrollment and the
proposed rates, Staff estimates the total annual cost of the new MBHO contract will be approximately
$41 million.
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In the event CalOptima will need to extend the CHIPA and Windstone contracts, Management will
execute an amendment to extend the termination date of the existing contract. No additional expenses
will be incurred due to the contract extensions, since there will not be an overlap in dates for when the
CHIPA and Windstone contracts expire and the effective date of the new MBHO contract.

The recommended action to authorize the CEO to contract with a consultant to assist with the
implementation of the Behavioral Health MBHO contract is unbudgeted and will not exceed $50,000
through June 30, 2017. An allocation of $50,000 from existing reserves will fund this action.

Rationale for Recommendation

CalOptima staff believes contracting with the selected MBHO will allow CalOptima to continue to
provide a comprehensive provider network and Behavioral Health and Autism Spectrum Disorder
services for CalOptima's Medi-Cal and Duals programs. The evaluation team reviewed qualified
MBHO responses and identified the candidate believed to best meet CalOptima's needs for integration
of care, regulatory compliance, operational efficiency, administrative simplification, best practices, as
well as overall reasonableness of price. The recommended MBHO is expected to be able to provide all
delegated functions related to Behavioral Health Benefits including, but not limited to, customer service,
care management, utilization management, credentialing, quality improvement, claims processing and
payment, and provider dispute resolution. Moreover, the recommended MBHO will help CalOptima
organize care around the needs of our members to achieve efficient and effective assessment, diagnosis,
care planning, strength based and person centered treatment implementation, support services and
outcomes evaluation.

Concurrence
Gary Crockett, Chief Counsel

Attachments
1. Board Actions referenced:
a. Board Action dated December 5, 2013, Contract with College Health Independent Practice
Association for the Provision of Medi-Cal Outpatient Mental Health Services Beginning on
January 1, 2014
b. Board Actions dated October 2, 2014
i. Amendments to the Primary Agreement between DHCS and CalOptima to Implement
Behavioral Health Therapy Benefit
ii. Amend CalOptima’s Contract with College Health Independent Association to
Include Behavioral Health Therapy Services to meet DHCS Requirements
c. Board Action dated May 7, 2015 Authorizing Contract for Behavioral Health Services with
Windstone Behavioral Health
d. Board Action dated February 4, 2016 Authorizing the Extension of the Contract with
Windstone Behavioral Health for Behavioral Health Services
2. Behavioral Health Services PowerPoint Presentation

/s/ Michael Schrader 8/25/2016
Authorized Signature Date
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken December 5, 2013
Regular Meeting of the CalOptima Board of Directors

Consent Calendar

V. F. Authorize the Chief Executive Officer (CEO) to Contract with College Health Independent
Practice Association (CHIPA) for the Provision of Medi-Cal Outpatient Mental Health Services
Beginning on January 1, 2014

Contact
Javier Sanchez, Chief Network Officer, (714) 246-8400

Recommended Action

Authorize the CEO, with the assistance of legal counsel, to enter into a contract with CHIPA for the
provision of Medi-Cal outpatient mental health services, as defined by the Department of Health Care
Services (DHCYS), effective January 1, 2014 for a one year term with two one year extension options,
exercisable at CalOptima’s discretion.

Background
At its September 5, 2013 meeting, the CalOptima Board of Directors authorized the CEO to contract

with Beacon Health Strategies, LLC (Beacon) to provide outpatient mental health services effective
January 1, 2014 based legislative changes requiring Medi-Cal managed care plans to provide these
services. Excluded from this arrangement are benefits provided by county mental health plans under
the Specialty Mental Health Services Waiver, which CalOptima administers under a separate contract
with the Orange County Health Care Agency (OCHCA), and also contracts with Beacon for the
provision of administrative services organization (ASO) services under the CalOptima contract with
the OCHCA. Separately, CHIPA has a Master Service Agreement with Beacon.

Discussion

As CalOptima prepares to provide all Medi-Cal members with mental health benefits beginning on
January 1, 2014, it has been determined that Beacon is neither Knox-Keene licensed in CalOptima’s
service area nor a professional corporation. Consequently, Beacon cannot be fully delegated for the
medical management of the program. Instead, under CalOptima’s National Committee Quality
Improvement (NCQA) accreditation for the Medi-Cal program, the contract for the medical
management of the mental health program must be directly with the delegated entity performing the
utilization management for the program. Although Beacon can function as the Management Services
Organization (MSO), it cannot perform the full delegation required by CalOptima. As a result, staff
recommends that CalOptima instead contract directly with CHIPA, which in turn, has an existing
management services agreement with Beacon.

Operational

By contracting with CHIPA, CalOptima will be positioned to continue to leverage Beacon’s expertise,
experience with the Medi-Cal program, and substantial provider network, as well as meet the NCQA
delegation requirements. Additionally, based on CalOptima’s experience with Beacon staff co-located
at CalOptima’s facility for the last three years, CHIPA and Beacon are integrated into CalOptima’s
operational processes. This is particularly important given the aggressive timeline for implementation
of the new benefit.
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Member Experience

With the implementation of the new benefit, CalOptima's goal is to ensure that members' continue to
have a seamless experience of care. CalOptima’s relationship with Beacon through CHIPA will allow
staff to leverage the existing services and processes that Beacon has in place.

In summary, staff proposes contracting with CHIPA for the provision of the new Medi-Cal managed
care mental health benefit. Having a contract in place with CHIPA prior to the implementation date of
the new benefit will allow CalOptima staff to respond quickly to the requirements associated with
implementing this mandatory new benefit. Staff believes that this recommendation will result in
optimal member care and allow CalOptima to leverage existing resources and operational processes to
the fullest extent.

Fiscal Impact
The recommended action to provide Medi-Cal mental health services will result in revenue neutrality

for CalOptima. Management believes that DHCS will apply an adjustment to Medi-Cal capitation
rates through a forthcoming contract amendment in an amount equivalent to the benefit expense plus
an administrative load. Management will operate the program within the confines of this revenue
allocation.

Rationale for Recommendation

A contract with CHIPA for the delivery of this new Medi-Cal mental health benefit will allow
CalOptima to maintain the NCQA standards for delegation and leverage existing Beacon resources and
operational processes to the fullest extent. Additionally, CalOptima must be prepared to provide this
benefit to all Medi-Cal members beginning January 1, 2014,

Concurrence
Gary Crockett, Chief Counsel

Attachment
None

/s/ Michael Schrader 11/27/2013
Authorized Signature Date
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken October 2, 2014
Regular Meeting of the CalOptima Board of Directors

Report Item
VII. A. Authorize and Direct the Chairman of the Board of Directors to Execute Amendments to the

Primary Agreement between the California Department of Health Care Services (DHCS) and
CalOptima to Implement the Behavioral Health Therapy (BHT) Benefit

Contact
Michael Ruane, Chief of Strategy and Public Affairs, (714) 246-8400

Recommended Action

Authorize and direct the Chairman of the Board of Directors to execute Amendments to the Primary
Agreement between the California DHCS and CalOptima (Primary Agreement) to implement the
Behavioral Health Therapy (BHT) Benefit.

Background
As a County Organized Health System (COHS), CalOptima contracts with DHCS to provide health

care services to Medi-Cal beneficiaries in Orange County. In January 2009, CalOptima entered into a
new agreement with DHCS. The agreement contains, among other terms and conditions, the payment
rates CalOptima receives from DHCS to provide health care services.

Discussion

On August 29, 2014, DHCS notified Medi-Cal Managed Care Plans (Plans) that effective September
15, 2014, Plans’ responsibility for the Early and Periodic Screening, Diagnostic and Treatment
(EPSDT) services will extend to coverage of Behavioral Health Therapy (BHT). Through the same
notification, DHCS provided draft interim policy guidance regarding BHT services to include Applied
Behavioral Analysis (ABA).

On September 15, 2014, DHCS released the final interim policy guidance pertaining to BHT services
in Medi-Cal managed care for children and adolescents 0 to 21 years of age diagnosed with Autism
Spectrum Disorder (ASD). The final interim guidance includes information regarding recipient
criteria, covered services and limitations.

DHCS is beginning the process to obtain all necessary federal approvals to secure federal funds for the
provision of BHT in Medi-Cal, to seek statutory authority to implement this benefit in Medi-Cal, to
seek an appropriation that would provide the necessary state funding, and to consult with health plans
and stakeholders. DHCS committed to Plans to develop rates, which will be retroactive to September
15,2014. DHCS will also engage stakeholders to further define eligibility criteria, provider
participation criteria, utilization controls, and the delivery system for ABA services.

At this time, CalOptima staff requests your approval of amendments necessary with DHCS to
implement the BHT benefit, subject to the terms being consistent with the requirements of the benefit
and the rates being satisfactory to provide the services. While the State has not yet provided any
amendments to CalOptima for execution, management understands that the State will present them in
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the near future and require prompt execution. There is a separate staff report and recommended action
for your Board’s consideration related to the administration of the BHT benefit by College Health
Independent Practice Association (CHIPA)

Fiscal Impact
At this time, the fiscal impact of the BHT benefit is unknown.

Rationale for Recommendation
The approval of amendments will make language changes consistent with EPSDT requirements and
ensure CalOptima will receive funding for the benefit.

Concurrence
Gary Crockett, Chief Counsel

Attachment
Appendix summary of amendments to Primary Agreement with DHCS

/s/ Michael Schrader 9/26/2014
Authorized Signature Date
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APPENDIX TO AGENDA ITEM VILI. A.

The following is a summary of amendments to the Primary Agreement approved by the CalOptima
Board of Directors (Board) to date:

Amendments to Primary Agreement

Board Approval

A-01 provided language changes related to Indian Health Services,
home and community-based services, and addition of aid codes
effective January 1, 2009.

October 26, 2009

A-02 provided rate changes that reflected implementation of the gross
premiums tax authorized by AB 1422 (2009) for the period January 1,
2009, through June 30, 2009.

October 26, 2009

A-03 provided revised capitation rates for the period July 1, 2009,
through June 30, 2010; and rate increases to reflect the gross premiums
tax authorized by AB 1422 (2009) for the period July 1, 2009, through
June 30, 2010.

January 7, 2010

A-04 included the necessary contract language to conform to AB X3
(2009), to eliminate nine (9) Medi-Cal optional benefits.

July 8, 2010

A-05 provided revised capitation rates for the period July 1, 2010,
through June 30, 2011, including rate increases to reflect the gross
premium tax authorized by AB 1422 (2009), the hospital quality
assurance fee (QAF) authorized by AB 1653 (2010), and adjustments
for maximum allowable cost pharmacy pricing.

November 4, 2010

A-06 provided revised capitation rates for the period July 1, 2010,
through June 30, 2011, for funding for legislatively mandated rate
adjustments to Long Term Care facilities effective August 1, 2010; and
rate increases to reflect the gross premiums tax on the adjusted revenues
for the period July 1, 2010, through June 30, 2011.

September 1, 2011

A-07 included a rate adjustment that reflected the extension of the
supplemental funding to hospitals authorized in AB 1653 (2010), as
well as an Intergovernmental Transfer (IGT) program for Non-
Designated Public Hospitals (NDPHs) and Designated Public Hospitals
(DPHs).

November 3, 2011

A-08 provided revised capitation rates for the period July 1, 2010,
through June 30, 2011, for funding related to the Intergovernmental
Transfer (IGT) Agreement between CalOptima and the University of
California, Irvine.

March 3, 2011

A-09 included contract language and supplemental capitation rates
related to the addition of the Community Based Adult Services (CBAS)
benefit in managed care plans.

June 7, 2012

A-10 included contract language and capitation rates related to the
transition of Healthy Families Program (HFP) subscribers into
CalOptima’s Medi-Cal program

December 6, 2012

A-11 provided capitation rates related to the transition of HFP
subscribers into CalOptima’s Medi-Cal program.

April 4, 2013
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Amendments to Primary Agreement

Board Approval

A-12 provided capitation rates for the period July 1, 2011 to June 30,
2012.

April 4, 2013

A-13 provided capitation rates for the period July 1, 2012 to June 30, June 6, 2013
2013
A-14 extended the Primary Agreement until December 31, 2014 June 6, 2013

A-15 included contract language related to the mandatory enrollment of
seniors and persons with disabilities, requirements related to the
Balanced Budget Amendment of 1997 (BBA) and Health Insurance
Portability and Accountability Act (HIPAA) Omnibus Rule

October 3, 2013

A-16 provided revised capitation rates for the period July 1, 2012,
through June 30, 2013 and revised capitation rates for the period
January 1, 2013, through June 30, 2014 for Phases 1, 2 and 3 transition
of Healthy Families Program (HFP) children to the Medi-Cal program

November 7, 2013

A-17 included contract language related to implementation of the
Affordable Care Act, expansion of Medi-Cal, the integration of the
managed care mental health and substance use benefits and revised
capitation rates for the period July 1, 2013 through June 30, 2014.

December 5, 2013

A-18 provided revised capitation rates for the period July 1, 2013,
through June 30, 2014.

June 5, 2014

A-19 extended the Primary Agreement until December 31, 2014 and
included language that incorporates provisions related to Medicare
Improvements for Patients and Providers Act (MIPPA)-compliant
contracts and eligibility criteria for Dual Eligible Special Needs Plans
(D-SNPs)

August 7, 2014

A-20 provided revised capitation rates for the period July 1, 2012,
through June 30, 2013, for funding related to the Intergovernmental
Transfer (IGT) Agreement between CalOptima and the University of
California, Irvine and Optional Targeted Low-Income Child Members

September 4, 2014
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken October 2, 2014
Regular Meeting of the CalOptima Board of Directors

Report Item
VII. B. Ratify Amendment of CalOptima’s Contract with College Health Independent Practice

Association (CHIPA) to Include Behavioral Health Therapy (BHT) Services, Including
Applied Behavioral Analysis (ABA) Services, to Meet Department of Health Care Services
(DHCS) Requirements; Authorize the Development of Policies and Procedures as Necessary to
Implement the BHT Benefit

Contact
Donald Sharps, M.D., Medical Director, (714) 246-8400

Recommended Actions

1. Ratify amendment of CalOptima’s contract with College Health Independent Practice Association
(CHIPA) to implement the Behavioral Health Therapy (BHT), including ABA services, effective
September 15, 2014 for Medi-Cal beneficiaries aged 0 to 21 years diagnosed with Autism
Spectrum Disorder (ASD); and

2. Authorize the Chief Executive Officer (CEO) to develop and implement required policies and
procedures as required to implement the BHT benefit as required by the Department of Health Care
Services (DHCS).

Background

Behavioral Health Treatment Benefit for Autism

On August 29, 2014, the Department of Health Care Services (DHCS) released a draft All Plan Letter
(APL) to provide interim policy guidance for Medi-Cal Managed Care Plans’ (Plans) coverage of
Behavioral Health Treatment (BHT) for children diagnosed with Autism Spectrum Disorder (ASD).

CalOptima was informed at that time of DHCS’s intent to provide BHT services as a covered Medi-
Cal benefit for individuals 0 to 21 years of age with ASD to the extent required by the federal
government under the Early and Periodic Screening, Diagnostic and Treatment (EPSDT) services.
DHCS is currently seeking federal approval to provide BHT as it is defined by Section 1374.73 of the
California Health and Safety Code. DHCS has begun the process to obtain all necessary federal
approvals to secure federal funds for the provision of BHT in Medi-Cal, to seek statutory authority to
implement this benefit in Medi-Cal, to seek an appropriation that would provide the necessary state
funding, and to consult with health plans and stakeholders. DHCS released a subsequent APL on this
topic dated September 15, 2014. Based on this guidance:

e Effective September 15, 2014, Plans’ responsibility for the provision of EPSDT services for
beneficiaries 0 to 21 years of age were further defined to include medically necessary BHT
services such as ABA and other evidence-based behavioral intervention services that develop
or restore, to the maximum extent practicable, the functioning of a beneficiary with ASD.
Plans (including CalOptima) are obligated to ensure that appropriate EPSDT services are
initiated in accordance with timely access standards; and
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e Continuity of Care under the following circumstances:

o Plan members 0 to 21 years diagnosed with ASD who, as of September 14, 2014 were
receiving BHT services including ABA services through a Regional Center will
continue to receive these services through the Regional Center until such time that the
department and the Department of Developmental Services develop a plan for
transition.

o For a Plan’s Medi-Cal members receiving BHT services outside of the Plan’s network
for Medi-Cal services, the Plan is obligated to ensure continuity of care for up to 12
months in accordance with existing contract requirements.

e DHCS also detailed the requirements for out-of-network providers
o Plans shall not discontinue BHT services during a continuity of care evaluation.

e Rates:
o Per the APL, DHCS has committed to working with Plans to develop capitation rates
for the costs associated with the provision of ABA services. Any rate adjustments will
be retroactively applied to September 15, 2014.
o On and after September 15, 2014, beneficiaries must receive ABA services from the
Plan unless they are receiving their ABA services from a Regional Center.

e DHCS has also provided:
o Recipient Criteria For ABA-Based Therapy Services
o Defined Covered Services under Welfare & Institutions Code section 14059.5.
o Limitations for services to include discontinuation when treatment goals and objectives
are achieved or are no longer appropriate

CalOptima’s Behavoral Health Intergration unit has been working with our contracted Medi-Cal
Behavioral Health Vendor CHIPA/Beacon to gain a better understanding of the population of
CalOptima members who may ultimately access ABA services. CalOptima has approximately
314,000 members age 18 and under, with an estimated incidence of autism at approximately 1.0
percent, or roughly 3,140 children. From that group, it is estimated, based on experience with similar
populations they service, that approximately 20 percent may use ABA services, or 628 members.
Beacon projects approximately half of those children will continue to receive ABA services through
the Regional Center of Orange County, which is allowed until the state develops its transition plan. It
is anticipated that CalOptima will serve approximately 314 members under this new benefit. However
these figures may vary depending on a number of factors, including whether members’ parent or
guardian wish to continue receiving these services through the Regional Center.

Discussion

CalOptima is currently contracted with CHIPA for the medical management of the Medi-Cal mental
health program, which in turn, has an existing management services agreement with Beacon.
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Operational

By amending the current contract with CHIPA, CalOptima will be positioned to continue to leverage
Beacon’s experience with the mental health benefit included in the Medi-Cal program and also meet
both DHCS regulatory and National Committee for Quality Assurance (NCQA) accreditation
requirements.

Member Experience

With the implementation of the new benefit, CalOptima’s goal is to ensure that members continue to
have a seamless experience of care. CalOptima’s relationship with Beacon through CHIPA allows
staff to leverage the existing services and processes that Beacon currently has in place.

Clinical Expertise

Autism Service Group (ASG) has been fully integrated with CHIPA/Beacon for the last four years.
Beacon ASG administers autism benefits on behalf of a number of health plans. Services that Beacon
ASG provides include Network Management, ASD diagnosis validation, a comprehensive assessment
and intake process, Care Management, Claims, and Reporting.

CalOptima and other Plans can expect that DHCS:

e Will require them to undergo a readiness review with DHCS. In the coming weeks, both the
DHCS and the Department of Managed Health Care (DMHC) will issue a readiness review
checklist. This checklist is expected to include submission timelines which will mirror each
other when both Departments are collecting the same information. Both Departments are also
working to draft template Evidence of Coverage (EOC) language. This language is expected to
be shared with Plans in the near future.

e Will update APL 13-023, Continuity of Care for Medi-Cal Beneficiaries who Transition from
Fee-For-Service Medi-Cal into Medi-Cal Managed Care, to include the new benefit. These
new requirements are expected to include:

o New noticing requirements when continuity of care: 1) are approved, and 2) approvals
are 30 days from ending;
o Retroactive coverage in certain situations;

Utilization management requirements for qualified providers; and

o Timelines for approving requests when more immediate attention is needed and when
there is a risk of harm.

©)

In summary, management requests ratification of an amendment to the current CalOptima-CHIPA
contract to include the provision of BHT services related to ASD as required by DHCS.

Fiscal Impact
As proposed, Beacon will be paid via capitation, at a rate of $0.14 per member per month (PMPM) for

the period prior to the Regional Center of Orange County transition (September 15, 2014), and $0.25
PMPM for the period after the transition. Based on the projected total costs of ABA services, these
rates result in administrative loads of 7.1% and 6.4% respectively for Beacon. As indicated, based on
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APL 14-011, management anticipates that the DHCS will work with Plans including CalOptima to
ensure that the new capitation rates are sufficient to cover the cost of providing this enhanced benefit.

Rationale for recommendation
The proposed changes are intended to ensure that, within the parameters delineated by the DHCS,
CalOptima Medi-Cal beneficiaries have access to this newly added Medi-Cal mental health benefit.

Concurrence
Gary Crockett, Chief Counsel

Attachment
DHCS All Plan Letter 14-011

/s/ Michael Schrader 9/26/2014
Authorized Signature Date
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DIRECTOR GOVERNOR
DATE: September 15, 2014

All Plan Letter 14-011

TO: ALL MEDI-CAL MANAGED CARE HEALTH PLANS

SUBJECT: INTERIM POLICY FOR THE PROVISION OF BEHAVIORAL HEALTH
TREATMENT COVERAGE FOR CHILDREN DIAGNOSED WITH
AUTISM SPECTRUM DISORDER

PURPOSE:

The purpose of this All Plan Letter (APL) is to provide Medi-Cal managed care health
plans (MCPs) with interim policy guidance for providing Behavioral Health Therapy
(BHT) services to Medi-Cal children and adolescent beneficiaries 0 to 21 years of age
diagnosed with Autism Spectrum Disorder (ASD).

BACKGROUND:

ASD is a developmental disability that can cause significant social, communication and
behavioral challenges. A diagnosis of ASD now includes several conditions that
previously were diagnosed separately: autistic disorder, pervasive developmental
disorder not otherwise specified (PDD-NOS), and Asperger syndrome. These conditions
are now all called ASD?. Currently, the Centers for Disease Control and Prevention
(CDC) estimates that approximately 1 in 68 children has been identified with ASD.

On July 7, 2014, the Centers for Medicare and Medicaid Services (CMS) released
guidance regarding the coverage of BHT services pursuant to section 1905(a)(4)(B) of
the Social Security Act (the Act) for Early and Periodic Screening, Diagnostic and
Treatment services (EPSDT). Section 1905(r) of the Act defines the EPSDT benefit to
include a comprehensive array of preventive, diagnostic, and treatment services for low-
income infants, children and adolescents under age 21. States are required to provide
coverage to individuals eligible for the EPSDT benefit for any Medicaid covered service
listed in section 1905(a) of the Act that is determined to be medically necessary to
correct or ameliorate any physical or behavioral conditions. The EPSDT benefit is more
robust than the Medicaid benefit package required for adults and is designed to ensure
that children receive early detection and preventive care, in addition to medically
necessary treatment services, so that health problems are averted or diagnosed and

! see Diagnostic and Statistical Manual (DSM) V.

Medi-Cal Managed Care Division
1501 Capitol Avenue, P.O. Box 997413, MS 4400
Sacramento, CA 95899-7413

Telephone (91Badckot608QEacta916) 449-5005

Internet Address: http://mww.DHCS.ca.gov
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treated as early as possible. When medically necessary, States may not impose limits
on EPSDT services and must cover services listed in section 1905(a) of the Act
regardless of whether or not they have been approved under a State Plan Amendment.

All children, including children with ASD, must receive EPSDT screenings designed to
identify health and developmental issues, including ASD, as early as possible. When a
screening examination indicates the need for further evaluation of a child’s health, the
child must be appropriately referred for medically necessary diagnosis and treatment
without delay. Ultimately, the goal of EPSDT is to ensure children receive the health
care they need, when they need it.

The Department of Health Care Services (DHCS) intends to include BHT services,
including Applied Behavioral Analysis (ABA) and other evidence-based behavioral
intervention services that develop or restore, to the maximum extent practicable, the
functioning of a beneficiary with ASD, as a covered Medi-Cal benefit for individuals O to
21 years of age with ASD to the extent required by the federal government. DHCS will
seek federal approval to provide BHT as it is defined by Section 1374.73 of the Health
and Safety (H&S) Code.

Pursuant to Section 14132.56 of the Welfare & Institutions Code (WIC), DHCS is
beginning the process to obtain all necessary federal approvals to secure federal funds
for the provision of BHT as defined by H&S code section 1374.73, to seek statutory
authority to implement this benefit in Medi-Cal, to seek an appropriation that would
provide the necessary state funding, and to consult with stakeholders. In consultation
with stakeholders, DHCS will further develop and define eligibility criteria, provider
participation criteria, utilization controls, and the delivery system for BHT services,
subject to the limitations allowed under federal law, and provide final policy guidance to
MCPs upon federal approval.

PROGRAM DESCRIPTION AND PURPOSE:

BHT means professional services and treatment programs, including but not limited to
ABA and other evidence-based behavior intervention programs that develop or restore,
to the maximum extent practicable, the functioning of an individual with ASD. BHT is
the design, implementation, and evaluation of environmental modification using
behavioral stimuli and consequences to produce socially significant improvement in
human behavior, including the direct observation, measurement, and functional analysis
of the relations between environment and behavior. BHT services teach skills through
the use of behavioral observation and reinforcement, or through prompting to teach
each step of targeted behavior. BHT services are services based on reliable evidence
and are not experimental.

INTERIM POLICY:

In accordance with existing contracts, MCPs are responsible for the provision of EPSDT
services for members 0 to 21 years of age, including those who have special health
care needs. MCPs shall: (1) inform members that EPSDT services are available for
beneficiaries 0 to 21 years of age, (2) provide comprehensive screening and prevention
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services, (including, but not limited to, a health and developmental history, a
comprehensive physical examination, appropriate immunizations, lab tests, lead toxicity
screening, etc.), and (3) provide diagnosis and treatment for all medically necessary
services, including but not limited to, BHT.

Effective September 15, 2014, the MCP responsibility for the provision of EPSDT
services for beneficiaries 0 to 21 years of age includes medically necessary BHT
services such as ABA and other evidence-based behavioral intervention services that
develop or restore, to the maximum extent practicable, the functioning of a beneficiary
with ASD. MCPs shall ensure that appropriate EPSDT services are initiated in
accordance with timely access standards as set forth in the MCP’s contracts.

CONTINUITY OF CARE:

MCP beneficiaries 0 to 21 years diagnosed with ASD who are receiving BHT services
through a Regional Center on September 14, 2014, will automatically continue to
receive all BHT services through the Regional Center until such time that DHCS and the
Department of Developmental Services (DDS) develop a plan for transition. Until DHCS
and DDS develop a plan for transition and communicate this transition plan to Regional
Centers and to MCPs (through a forthcoming APL), Regional Centers will continue to
provide BHT services for Medi-Cal beneficiaries and reimburse providers for BHT
services provided in accordance with existing federal approvals, unless the parent or
guardian requests that the MCP provide BHT services to the beneficiary prior to the
development and/or implementation of the transition plan. Beneficiaries presenting for
BHT services at a Regional Center on or after September 15, 2014, should be referred
to the MCP for services.

For Medi-Cal beneficiaries receiving BHT services outside of a Regional Center or the
MCPs’ network, upon parental or guardian request, the MCPs shall ensure continuity of
care for up to 12 months in accordance with existing contract requirements and All Plan
Letter (APL) 13-023, unless the parent or guardian requests that the MCP change the
service provider to an MCP BHT in-network provider prior to the end of the 12 month
period.

BHT services will not be discontinued during a continuity of care evaluation. Pursuant
to Health & Safety Code section 1373.96, BHT services must continue until MCPs have
established a treatment plan.

An MCP shall offer continuity of care with an out-of-network provider to beneficiaries if
all of the following circumstances exist:

e The beneficiary has an existing relationship with a qualified autism service
provider. An existing relationship means a beneficiary has seen an out-of-
network provider at least twice during the 12 months prior to September 15,
2014,
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e The provider is willing to accept payment from the MCP based on the current
Medi-Cal fee schedule; and

e The MCP does not have any documented quality of care concerns that would
cause it to exclude the provider from its network.

HEALTH PLAN READINESS:

DHCS and the Department of Managed Health Care (DMHC) will coordinate efforts to
conduct readiness reviews of MCPs for purposes of ensuring that MCPs are providing
timely medically necessary BHT services. DHCS and DMHC will engage in joint
decision making processes when considering the content of any licensing filing
submitted to either department. The departments will work together to issue template
language to MCPs, as needed.

Guidance pertaining to MCPs’ readiness review requirements will be provided to MCPs
separate from this APL.

DELEGATION OVERSIGHT:

MCPs are responsible for ensuring that their delegates comply with all applicable state
and federal laws and regulations and other contract requirements, as well as DHCS
guidance, including APLs.

REIMBURSEMENT:

DHCS will engage in discussions with the MCPs in order to develop capitation rates for
the costs associated with the provision of BHT services as soon as possible. Any rate
adjustments for BHT services will be retroactively applied to September 15, 2014,
subject to federal approval.

To the extent Medi-Cal beneficiaries received BHT services from licensed providers
between July 7, 2014, and up to and including September 14, 2014, and incurred out-of-
pocket expenditures for such services, these expenditures shall be submitted to the
Fiscal Intermediary for reimbursement of expenditures through the existing Medi-Cal
Out-of-Pocket Expense Reimbursement (Conlan) process
(http://www.dhcs.ca.gov/services/medi-cal/Pages/Medi-Cal_Conlan.aspx). On and after
September 15, 2014, Medi-Cal beneficiaries that are not receiving BHT services from a
Regional Center or an out-of-network provider must receive all BHT services from a
MCP.

CRITERIA FOR BHT SERVICES:
In order to be eligible for BHT services, a Medi-Cal beneficiary must meet all of the
following coverage criteria. The recipient must:

1. Be O0to 21 years of age and have a diagnosis of ASD;

2. Exhibit the presence of excesses and/or deficits of behaviors that significantly
interfere with home or community activities (examples include, but are not limited
to, aggression, self-injury, elopement, and/or social interaction, independent
living, play and/or communication skills, etc.);
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3. Be medically stable and without a need for 24-hour medical/nursing monitoring or
procedures provided in a hospital or intermediate care facility for persons with
intellectual disabilities (ICF/ID);

4. Have a comprehensive diagnostic evaluation? that indicates evidence-based
BHT services are medically necessary and recognized as therapeutically
appropriate; and

5. Have a prescription for BHT services ordered by a licensed physician or surgeon
or developed by a licensed psychologist.

COVERED SERVICES AND LIMITATIONS:

Medi-Cal covered BHT services must be:
1. Medically necessary as defined by Welfare & Institutions Code Section 14132(v).
2. Prior authorized by the MCP or its designee; and
3. Delivered in accordance with the beneficiary’'s MCP approved treatment plan.

Services must be provided and supervised under an MCP approved treatment plan
developed by a contracted and MCP-credentialed “qualified autism service provider” as
defined by Health & Safety Code Section 1374.73(c)(3). Treatment services may be
administered by one of the following:

1. A qualified autism service provider as defined by H&S Code section
1374.73(c)(3).

2. A qualified autism service professional as defined by H&S Code section
1374.73(c)(4) who is supervised and employed by the qualified autism services
provider.

3. A qualified autism service paraprofessional as defined by H&S Code section
1374.73(c)(5) who is supervised and employed by a qualified autism service
provider.

BHT services must be based upon a treatment plan that is reviewed no less than every
six months by a qualified autism service provider and prior authorized by the MCP for a
time period not to exceed 180 days. Services provided without prior authorization shall
not be considered for payment or reimbursement except in the case of retroactive Medi-
Cal eligibility.

BHT services shall be rendered in accordance with the beneficiary’s treatment plan. The
treatment plan shall:
1. Be person-centered and based upon individualized goals over a specific timeline;
2. Be developed by a qualified autism service provider for the specific beneficiary
being treated,;
3. Delineate both the frequency of baseline behaviors and the treatment planned to
address the behaviors;

2 MCPs shall obtain a diagnostic evaluation of no more than four hours in duration that includes:

A clinical history with informed parent/guardian, inclusive of developmental and psychosocial history;
Direct observation;

Review of available records; and

Standardized measures including ASD core features, general psychopathology, cognitive abilities, and
adaptive functioning using published instruments administered by qualified members of a diagnostic team.
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9.

Identify long, intermediate, and short-term goals and objectives that are specific,
behaviorally defined, measurable, and based upon clinical observation;

Include outcome measurement assessment criteria that will be used to measure
achievement of behavior objectives;

Utilize evidence-based practices with demonstrated clinical efficacy in treating
ASD, and are tailored to the beneficiary;

Ensure that interventions are consistent with evidenced-based BHT techniques.
Clearly identify the service type, number of hours of direct service and
supervision, and parent or guardian participation needed to achieve the plan’s
goals and objectives, the frequency at which the beneficiary’s progress is
reported, and identifies the individual providers responsible for delivering the
services;

Include care coordination involving the parents or caregiver(s), school, state
disability programs, and others as applicable; and

10.Include parent/caregiver training, support, and participation.

BHT Service Limitations:

1.

2.

3.

4.

Services must give consideration to the child’s age, school attendance
requirements, and other daily activities as documented in the treatment plan.
Services must be delivered in a home or community-based settings, including
clinics.

BHT services shall be discontinued when the treatment goals and objectives are
achieved or are no longer medically necessary.

MCPs will comply with current contract requirements relating to coordination of
care with Local Education Agencies to ensure the delivery of medically
necessary BHT services.

The following services do not meet medical necessity criteria, nor qualify as Medi-Cal
covered BHT services for reimbursement:

1.
2.

3.
4.

Therapy services rendered when continued clinical benefit is not expected;
Services that are primarily respite, daycare or educational in nature and are used
to reimburse a parent for participating in the treatment program;

Treatment whose purpose is vocationally or recreationally-based;

Custodial care

a. for purposes of BHT services, custodial care:

i.  shall be defined as care that is provided primarily to assist in the
activities of daily living (ADLs), such as bathing, dressing, eating, and
maintaining personal hygiene and safety;

ii. is provided primarily for maintaining the recipient’s or anyone else’s
safety; and

iii.  could be provided by persons without professional skills or training.
Services, supplies, or procedures performed in a non-conventional setting
including, but not limited to:

a. resorts;
b. spas; and
c. camps.
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6. Services rendered by a parent, legal guardian, or legally responsible person.

For questions about this APL, contact your Medi-Cal Managed Care Division Contract
Manager.

Sincerely,

Original Signed by Sawad C. Brooks

Sarah C. Brooks

Program Monitoring and Medical Policy Branch Chief
Medi-Cal Managed Care Division

Department of Health Care Services

Attachments
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What to Expect if You Suspect or You Have Been Told
Your Child has Autism Spectrum Disorder

If you have a concern about how your child is communicating, interacting or behaving, or
your child has been diagnosed with autism spectrum disorder (ASD) but you have been
unable to access services to treat your child, you are likely wondering what to expect now
that Behavioral Health Treatment services to treat children with ASD are available in Medi-

Cal.

The following guidance is provided to share information about obtaining an evaluation of
your child’s development and treatment options, if needed, and the approximate amount of
time it will take to obtain evaluations and medically necessary treatment.

1.

If you have concerns about your child’s development or your child has been
diagnosed with ASD, call your Health Plan’s Call Center and/or make an
appointment to see your child’s doctor. Your child’s doctor should offer you an
appointment within 10 business days. The evaluation and approval processes for
your child to receive Behavioral Health Treatment services could take approximately
60 to 90 days to complete.

At the appointment with your child’s doctor, share your concerns about your child,
noting how your child is different from other children the same age, or provide any
documents you may have from a health care provider that state your child has been
diagnosed with autism spectrum disorder.

Your child’s doctor will listen to your concerns, review documents that you share,
examine your child, and may conduct a developmental screening. The doctor may
ask you questions or talk or play with your child during the examination to see how
your child learns, speaks, behaves, and moves. This screening provides useful
information to identify if your child is developing differently from other children.

As a result of this visit with the doctor, your child may be referred to a specialist who
will meet with you and your child, conduct further tests/exams of your child, and then
prepare a report. The specialist should offer you an appointment within 15 business
days after your appointment with your child’s doctor.

The specialist will submit his/her report to your child’s Health Plan for review and
approval of medically necessary services, if deemed necessary.

Page 1 of 3
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6. Your child’s Health Plan will notify you of its determination whether or not to provide
Behavioral Health Treatment services to your child in accordance with the
recommendations of the specialist.

7. If the Health Plan determines that Behavioral Health Treatment services are
medically necessary, your child will be referred to a qualified autism service provider
who will meet with you and your child and develop a treatment plan. The qualified
autism service provider should offer to meet with you within 15 business days after
your Health Plan makes its determination.

8. The proposed treatment plan will be submitted by the qualified autism service
provider to the Health Plan and reviewed by your Health Plan to determine whether
or not the Behavioral Health Treatment services recommended by the qualified
autism service provider are medically necessary.

9. Your child’s Health Plan will notify you of its determination whether or not to provide
Behavioral Health Treatment services to your child in accordance with the treatment
plan developed by the qualified autism service provider.

10.If the Health Plan determines that Behavioral Health Treatment services
recommended by the qualified autism service provider are medically necessary, your
child will be referred back to the qualified autism service provider who will meet with
you and your child in your home or another community setting, such as a community
clinic, to describe the treatment plan and specific services your child will receive.
The qualified autism provider should offer you an appointment within 15 days after
your Health Plan makes its determination.

11.You have the right to make complaints about your child’s covered services or
care. This includes the right to:

a) File a complaint or grievance or appeal certain decisions made by the
Health Plan or health plan provider. For more information on filing a
complaint, grievance, or appeal, contact your Health Plan.

b) Ask for an Independent Medical Review (IMR) of the medical necessity of
Medi-Cal Services or terms that are medical in nature from the California
Department of Managed Health Care (DMHC). For more information on
asking for an IMR, contact DMHC'’s Help Center at 1-888-466-2219 or
(TDD) 1-877-688-9891 or online at
http://www.dmhc.ca.gov/FileaComplaint/ConsumerindependentMedicalRe
viewComplaint.aspx
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c) Ask for a State Fair Hearing (SFH) from the California Department of
Social Services (DSS). You can request a SFH over the phone by
contacting DSS at 1-800-952-5253 or (TDD) 1-800-952-8349, by faxing
DSS at 916-651-5210 or 916-651-2789, or by sending a letter to DSS.
Additional information on the SFH process can be accessed at:
http://www.dhcs.ca.gov/services/medi-cal/Pages/Medi-
CalFairHearing.aspx

12.The qualified autism service provider will meet with you and your child and describe
the behavioral health treatment service type, the number of hours of direct service
and the supervision of the service provider, parent or guardian participation needed,
the frequency of reporting progress, and identify the individual providers responsible
for delivering services to your child. Services will be scheduled at the location and in
the frequency approved by the Health Plan.

13.The qualified autism service provider will provide a description of care coordination
involving parents, guardians or caregivers, school, state disability programs, and
others. The provider will also describe parent, guardian or caregiver training,
support and participation that will be required.

14.The effectiveness of Behavioral Health Treatment is dramatically improved when
parents or guardians receive training and are actively participating in their child’s
treatment. Your participation will ensure the best long term outcomes from the
treatments your child is receiving.

15.1f you have any questions or concerns about obtaining services for your child at any
point in the process, call your Health Plan’s Call Center or your child’s doctor for
assistance.

16.1f you are concerned about what you can do when your child is not receiving
services, the federal government and the Association for Children and Families has
put together a guide to help parents facilitate development every day. This guide
can be found at www.acf.hhs.gov/ecd/ASD. Themes include:

Engaging your child in play through joint attention

Using your child’s interests in activities

Using a shared agenda in daily routines

Using visual cues

Sharing objects and books

Teaching your children to play with each other

Using predictable routines and predictable spaces for your child.

@rooooTp
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CMCS Informational Bulletin

DATE: July 7, 2014

FROM: Cindy Mann, Director
Center for Medicaid and CHIP Services

SUBJECT: Clarification of Medicaid Coverage of Services to Children with Autism

In response to increased interest and activity with respect to services available to children with
autism spectrum disorder (ASD), CMS is providing information on approaches available under
the federal Medicaid program for providing services to eligible individuals with ASD.

Background

Autism spectrum disorder is a developmental disability that can cause significant social,
communication and behavioral challenges. A diagnosis of ASD now includes several conditions
that used to be diagnosed separately: autistic disorder, pervasive developmental disorder not
otherwise specified (PDD-NOS), and Asperger syndrome. These conditions are now all called
autism spectrum disorder. Currently, the Center for Disease Control and Prevention (CDC)
estimates that approximately 1 in 68 children has been identified with ASD. *

Treatments for children with ASD can improve physical and mental development. Generally
these treatments can be categorized in four categories: 1) behavioral and communication
approaches; 2) dietary approaches; 3) medications; and 4) complementary and alternative
medicine. 2 While much of the current national discussion focuses on one particular treatment
modality called Applied Behavioral Analysis (ABA), there are other recognized and emerging
treatment modalities for children with ASD, including those described in the ASD Services,
Final Report on Environmental Scan (see link below)®. This bulletin provides information
related to services available to individuals with ASD through the federal Medicaid program.

The federal Medicaid program may reimburse for services to address ASD through a variety of
authorities. Services can be reimbursed through section 1905(a) of the Social Security Act (the
Act), section 1915(i) state plan Home and Community-Based Services, section 1915(c) Home

! http://www.cdc.gov/ncbddd/autism/facts.html

% http://www.cdc.gov/ncbddd/autism/treatment.html

3 http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-Services-and-
Supports/Downloads/Autism-Spectrum-Disorders.pdf
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and Community-Based Services (HCBS) waiver programs and section 1115 research and
demonstration programs.

State Plan Authorities

Under the Medicaid state plan, services to address ASD may be covered under several different
section 1905(a) benefit categories. Those categories include: section 1905(a)(6) - services of
other licensed practitioners; section 1905(a)(13)(c) - preventive services; and section 1905(a)(10)
- therapy services. States electing these services may need to update the Medicaid state plan in
order to ensure federal financial participation (FFP) is available for expenditures for these
services. In addition, for children, as discussed below, states must cover services that could
otherwise be covered at state option under these categories consistent with the provisions at
1905(a)(4)(B) for Early and Periodic Screening, Diagnostic and Treatment services (EPSDT).
Below is information on these coverage categories for services to address ASD. Under these
section 1905(a) benefit categories all other state Medicaid plan requirements such state-wideness
and comparability must also be met.

Other Licensed Practitioner Services

Other Licensed Practitioner services (OLP) services, defined at 42 CFR 440.60, are “medical or
remedial care or services, other than physicians’ services, provided by licensed practitioners
within the scope of practice as defined under State law.” If a state licenses practitioners who
furnish services to address ASD, the state may elect to cover those providers under this section
of their state plan even if the providers are not covered under other sections of the plan (e.g.,
physical therapist, occupational therapist, etc.). A state would need to submit a state plan
amendment (SPA) to add the new licensed provider to their Medicaid plan. The SPA must
describe the provider’s qualifications and include a reimbursement methodology for paying the
provider.

In addition, services that are furnished by non-licensed practitioners under the supervision of a
licensed practitioner could be covered under the OLP benefit if the criteria below are met:

e Services are furnished directly by non-licensed practitioners who work under the
supervision of the licensed practitioners;

e The licensed provider is able to furnish the service being provided;

e The state’s Scope of Practice Act for the licensed practitioners specifically allows the
licensed practitioners to supervise the non-licensed practitioners who furnish the service;

e The state’s Scope of Practice Act also requires the licensed practitioners to assume
professional responsibility for the patient and the service furnished by the unlicensed
practitioner under their supervision; and

e The licensed practitioners bill for the service;

Preventive Services
Preventive Services, defined at 42 CFR 440.130(c) are “services recommended by a physician or
other licensed practitioner of the healing arts within the scope of his practice under state law to—
(1) Prevent disease, disability, and other health conditions or their progression;
(2) Prolong life; and
(3) Promote physical and mental health and efficiency”
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A regulatory change that took effect January 1, 2014, permits coverage of preventive services
furnished by non-licensed practitioners who meet the qualifications set by the state, to furnish
services under this state plan benefit as long at the services are recommended by a physician or
other licensed practitioner. Under the preventive services benefit, in the state plan, the state must
1) list the services to be provided to ensure that services meet the definition of preventive
services as stated in section 4385 of the State Medicaid Manual (including the requirement for
the service to involve direct patient care); 2) identify the type(s) of non-licensed practitioners
who may furnish the services; and 3) include a summary of the state’s provider qualifications
that make these practitioners qualified to furnish the services, including any required education,
training, experience, credentialing, supervision, oversight and/ or registration.

Therapy Services

Physical therapy, occupational therapy and services for individuals with speech, hearing and
language disorders, may be covered under the Medicaid therapies benefit at 42 CFR 440.110.
Physical and occupational therapy must be prescribed by a physician or other licensed
practitioner of the healing arts within the scope of his/her practice under state law and provided
to a beneficiary by or under the direction of a qualified therapist. Services for individuals with
speech, hearing and language disorders mean diagnostic, screening, preventive or corrective
services provided by or under the direction of a speech pathologist or audiologist, for which a
patient is referred by a physician or other licensed practitioner of the healing arts within the
scope of his or her practice under state law.

States would need to include an assurance in the state plan that the state furnishes the therapy in
accordance with 42 CFR 440.110. States would also need to describe the supervisory
arrangements if a practitioner is furnishing the therapy under the direction of a qualified
therapist. Finally, for audiology services, the state plan must reflect the supervision requirements
as set forth at 42 CFR 440.110(c)(3).

Section 1915(i) of the Social Security Act

States can offer a variety of services under a section 1915(i) state plan Home and Community-
Based Services (HCBS) benefit. The benefit may be targeted to one or more specific populations
including individuals with ASD and can provide services and supports above and beyond those
included in section 1905(a). Participants must meet state-defined criteria based on need and
typically receive a combination of acute-care medical services (like dental services, skilled
nursing services) and other long-term services such as respite care, supported employment,
habilitative supports, and environmental modifications.

Other Medicaid Authorities

There are several other Medicaid authorities that may be used to provide services to address
ASD. Below is a discussion of each of those authorities:

Section 1915 (c) of the Social Security Act
The section 1915(c) Home and Community-Based Services waiver program allows states to
provide a combination of medical services and long-term services and supports. Services include
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but are not limited to adult day health services, habilitation (both day and residential), and respite
care. States can also propose “other” types of services that may assist in diverting and/or
transitioning individuals from institutional settings into their homes and community. Participants
must meet an institutional level of care but are served in the community. Section 1915(c) waiver
programs also require that services be furnished in home and community-based settings. For
individuals under the age of 21 who are eligible for EPSDT services, an HCBS waiver could
provide services and supports for ASD that are above and beyond services listed in section
1905(a), such as respite care. Additionally, for individuals who are receiving state plan benefits
as part of EPSDT that are not available to adults under the state plan, waiver services may be
used to help these individuals transition into adulthood and not lose valuable necessary services
and supports.

Section 1115 Research and Demonstration Waiver

Section 1115 of the Act provides the Secretary of the Department of Health and Human Services
broad authority to authorize experimental, pilot, or demonstration programs that promote the
objectives of the Medicaid program. Flexibility under section 1115 is sufficiently broad to allow
States to test substantially new ideas, including benefit design or delivery system reform, of
policy merit. The Secretary can approve an 1115 demonstration for up to five years, and states
may submit extension requests to continue the program for additional periods of time.
Demonstrations must be "budget neutral” over the life of the program, meaning they cannot be
expected to cost the Federal government more than it would cost without the demonstration.

EPSDT Benefit Requirements

Section 1905(r) of the Act defines the EPSDT benefit to include a comprehensive array of
preventive, diagnostic, and treatment services for low-income infants, children and adolescents
under age 21. States are required to arrange for and cover for individuals eligible for the EPSDT
benefit any Medicaid coverable service listed in section 1905(a) of the Act that is determined to
be medically necessary to correct or ameliorate any physical or behavioral conditions. The
EPSDT benefit is more robust than the Medicaid benefit package required for adults and is
designed to assure that children receive early detection and preventive care, in addition to
medically necessary treatment services, so that health problems are averted or diagnosed and
treated as early as possible. All children, including children with ASD, must receive EPSDT
screenings designed to identify health and developmental issues, including ASD, as early as
possible. Good clinical practice requires ruling out any additional medical issues and not
assuming that a behavioral manifestation is always attributable to the ASD. EPSDT also
requires medically necessary diagnostic and treatment services. When a screening examination
indicates the need for further evaluation of a child’s health, the child should be appropriately
referred for diagnosis and treatment without delay. Ultimately, the goal of EPSDT is to assure
that children get the health care they need, when they need it — the right care to the right child at
the right time in the right setting.

The role of states is to make sure all covered services are available as well as to assure that
families of enrolled children, including children with ASD, are aware of and have access to a
broad range of services to meet the individual child’s needs; that is, all services that can be
covered under section 1905(a), including licensed practitioners’ services; speech, occupational,
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and physical therapies; physician services; private duty nursing; personal care services; home
health, medical equipment and supplies; rehabilitative services; and vision, hearing, and dental
services.

If a service, supply or equipment that has been determined to be medically necessary for a child
is not listed as covered (for adults) in a state’s Medicaid State Plan, the state will nonetheless
need to arrange for and cover it for the child as long as the service or supply is included within
the categories of mandatory and optional services listed in section 1905(a) of the Social Security
Act. This longstanding coverage design is intended to ensure a comprehensive, high-quality
health care benefit for eligible individuals under age 21, including for those with ASD, based on
individual determinations of medical necessity.

Implications for Existing Section 1915(c), Section 1915 (i) and Section 1115 Programs

In states with existing 1915(c) waivers that provide services to address ASD, this 1905(a) policy
clarification may impact on an individual’s eligibility for the waiver. Waiver services are
separated into two categories: waiver services and extended state plan services. Extended state
plan services related to section 1905(a) services are not available to individuals under the age of
21 (individuals eligible for EPSDT) because of the expectation that EPSDT will meet the
individual’s needs. There are therefore a limited number of services that can be provided to this
age group under 1915 (c) waivers, primarily respite, and/or environmental/vehicle modifications.

For states that currently provide waiver services to individuals under age 21 to address ASD, the
ability to provide services under the 1905(a) state plan may have the effect of making these
individuals ineligible for the waiver unless another waiver service is provided. This implication
is especially important for individuals with ASD who may not otherwise be eligible for Medicaid
absent the (c) waiver. States need to ensure that these individuals are receiving a waiver service,
not coverable under section 1905(a), to ensure that they do not lose access to all Medicaid
services by losing waiver eligibility. Individuals age 21 and older may continue to receive
services to address ASD through the waiver if a state does not elect to provide these services to
adults under its Medicaid state plan.

The same issues arise for children under the 1915(i) authority, which allows for services above
and beyond section 1905(a) to be provided under the state plan. CMS is available to provide
technical assistance to states that currently have approved waivers or state plans that may be
impacted by this clarification. Similarly, states with existing 1115 demonstrations authorizing
reimbursement for services provided to children with autism should contact CMS to ensure that
EPSDT requirements are met.

We hope this information is helpful. If you have questions please send them to
AutismServicesQuestions@cms.hhs.gov.
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken May 7, 2015
Regular Meeting of the CalOptima Board of Directors

Report Item
VIII. C. Authorize Contract for Behavioral Health Services with Windstone Behavioral Health for

Cal MediConnect/OneCare Connect, and Extend the Current OneCare Contract

Contact
Javier Sanchez, Chief Network Officer, (714) 246-8400

Recommended Actions
Authorize the Chief Executive Officer (CEO), with the assistance of legal counsel to:
1. Enter into a contract with Windstone Behavioral Health (Windstone) for the
Cal MedrConnect/OneCare Connect program for the perrod July 1, 2015 through Deeemberﬁ.)—lr Revised
June 30, 2016. with-th A 374 5/7/15
2. Amend the OneCare contract to extend it for one addrtronal year (through calendar 2016) W1th the
option to renew for one additional year at CalOptima’s sole discretion. The current OneCare
contract expires December 31, 2015.

Background and Discussion

Behavioral Health is a Medicare covered benefit for OneCare and OneCare Connect members.
CalOptima currently contracts with Windstone to provide Medicare covered behavioral health services
for the OneCare program. Windstone has been contracted with OneCare for behavioral health since
January 1, 2007. The current contract is set to expire December 31, 2015, based on the previous
contract extensions.

CalOptima’s medical management and behavioral health staff have reviewed the utilization
performance of this provider and also evaluated the access needs of CalOptima members, and
determined that Windstone adequately meets CalOptima’s requirements for the current OneCare
program and future OneCare Connect program. At its January 2013 meeting, the CalOptima Board
authorized the CEO to leverage the OneCare provider network as the basis for the Duals Delivery
system. Therefore, staff recommends initiating a new contract for the OneCare Connect program, and
renewing the current OneCare contract as indicated above.

Renewal of the OneCare contract will support the stability of CalOptima’s contracted provider network
should CalOptima decide to renew the OneCare program for 2016. The new contract for OneCare
Connect will initiate a stable network with an already established provider. Contract language does not
guarantee any particular volume and allows for CalOptima and the provider to terminate the contracts
with or without cause.

Fiscal Impact
Based on forecasted OneCare and OneCare Connect enrollment for the extended contract periods, the

fiscal impact of the recommended action is approximately $650,000 for OneCare and $2 million for
OneCare Connect. Funding for the recommended actions will be included in the upcoming Fiscal Year
2015-16 CalOptima Consolidated Operating Budget.
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Rationale for Recommendation

CalOptima staff recommends authorizing an extension to OneCare’s contract with Windstone to ensure
that OneCare members continue to have access to covered services, and extending a new contract for
the OneCare Connect program so that these members will also receive the same quality level of
service.

Concurrence
Gary Crockett, Chief Counsel

Attachments
None

/s/  Michael Schrader 5/1/2015
Authorized Signature Date
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Action To Be Taken February 4, 2016
Regular Meeting of the CalOptima Board of Directors

Report Item
7. Authorize Extension of the Cal MediConnect/OneCare Connect Contract with Windstone

Behavioral Health for Behavioral Health Services; Authorize Contract for Consulting Services
Related to Request for Proposal (RFP) Development and Delivery Model Optimization for the
Behavioral Health Benefit

Contact
Richard Helmer, M.D., Chief Medical Officer, (714) 246-8400
Javier Sanchez, Chief Network Officer, (714) 246-8400

Recommended Action
1. Authorize the Chief Executive Officer (CEO), with the assistance of legal counsel, to:

a. Extend the CalOptima-Windstone Behavioral Health Cal MediConnect/OneCare Connect
contract for a six month period, through December 31, 2016, with the option to renew for
one additional year (or two consecutive six month periods) exercisable at CalOptima’s
sole discretion; and

b. Contract for up to $150,000 to hire a consultant through a Request for Proposal (RFP)
process to determine the delivery model optimization for the behavioral health benefit and
for the development of an RFP for contracted services, as appropriate.

2. Authorize budget allocation of $150,000 from the Medical Management department to the
Behavioral Health Integration department.

Background/Discussion
Behavioral Health is a Medicare covered benefit for both OneCare and OneCare Connect members.
In actions taken on May 7, 2015, the CalOptima Board of Directors authorized CalOptima staff to:

1. Enter into a contract with Windstone Behavioral Health (Windstone) for the Cal
MediConnect/OneCare Connect program for the period July 1, 2015, through June 30, 2016,
with direction that CalOptima staff would conduct a Request for Proposal (RFP) process by
March 2016, to ensure that the best services are obtained for our members in a cost efficient
manner; and

2. Extend the contract with CalOptima-OneCare Windstone for remaining OneCare members
through December 31, 2016, with the option to renew for one additional year at CalOptima’s
sole discretion.

During the process of developing the RFP’s Scope of Work for a Managed Care Behavioral Health
Organization (MBHO), staff noted that the separate timing for implementation and transition of two
MBHO contracts would potentially increase disruption of services for CalOptima OneCare and
OneCare Connect members. Additionally, since the CalOptima Medi-Cal contract with CHIPA /
Beacon Health Strategies expires on December 31, 2016, there is an opportunity to issue a single
MBHO RFP that would potentially allow a single vendor to respond for OneCare, OneCare Connect,
and Medi-Cal.
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In order to minimize disrupting services with multiple MBHO implementations and transitions for
OneCare and OneCare Connect members, Staff recommends that the Board authorize extending the
current OneCare Connect contract with Windstone through December 31, 2016 (a six month
extension) to align with the OneCare and Medi-Cal contracts. Aligning these contract expiration
dates would allow time to include the Medi-Cal MBHO in the RFP. In addition, Staff believes that it
would be prudent to have the option of renewing the Windstone OneCare Connect contract for one
additional year (or two consecutive six month periods) at CalOptima’s sole discretion, should
additional time be required to complete the selection process.

Extending the current contract will support the stability of CalOptima’s contracted provider network
and ensure continued services without disruption to OneCare Connect members until the RFP process
has been completed. Contract language does not guarantee any particular volume and allows for
CalOptima and the provider to terminate the contract with or without cause.

To assist in developing an RFP and determining how best to administer the behavioral health benefit,
management proposes to engage a consultant. The consultant, to be selected consistent with
CalOptima’s Board-approved procurement policy, will help with the development of the RFP and to
assist staff in evaluating the advisability and feasibility of building internal capacity to perform some
or all of the behavioral health benefit functions. Activities in which the consultant would assist staff
include, but are not limited to:

e Development/ refinement of an RFP
Identifying organizations with the capacity to respond to the RFP
Developing proposed scoring tool(s)
Assessing proposals, panel review management
Assisting in the selection process for a vendor
Make recommendations on activities that should (or should not) be delegated to the proposed
vendor(s)
e Provide support in the contract negotiation process

As future plans for the OneCare and OneCare Connect programs are finalized, staff will return to the
Board to request authority to enter into future contracts/contract extensions for behavioral health and
or consulting services as appropriate.

Fiscal Impact
Staff assumes the capitation rate included in the OneCare Connect Contract with Windstone

Behavioral Health will remain unchanged under the contract extension, and will therefore be budget
neutral to CalOptima. Funding for the recommended action will be included in the forthcoming
Fiscal Year 2016-17 CalOptima Consolidated Operating Budget.

The recommended action to hire a consultant through an RFP process to determine the delivery

model optimization for the behavioral health benefit and for the development an RFP for contracted
services, as appropriate, is an unbudgeted item, and will be funded in an amount not to exceed

Back to Agenda
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Agenda Item 3
CalOptima Board Action Agenda Referral
Authorize Extension of the Cal MediConnect/OneCare Connect
Contract with Windstone Behavioral Health for Behavioral Health
Services; Authorize Contract for Consulting Services Related to RFP
Development and Delivery Model Optimization for the Behavioral
Health Benefit
Page 3

$150,000 of budgeted funds from the Medical Management department to the Behavioral Health
Integration department.

Rationale for Recommendation

CalOptima staff recommends authorizing an extension to the OneCare Connect contract with
Windstone to ensure that OneCare Connect members continue to have access to covered services, and
to authorize contracting with a consultant to assist in optimizing the administration of the behavioral
health benefit.

Concurrence
Gary Crockett, Chief Counsel

Attachments
Previous Board action dated May 7, 2015

/s/ Michael Schrader 01/29/2016
Authorized Signature Date

Back to Agenda
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Attachment to August 3, 2017 Board of Directors Meeting - Agenda Item 12
Attachment to:

2/4/16, Agenda Item 7
CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken May 7, 2015
Regular Meeting of the CalOptima Board of Directors

Report Item
VIII. C. Authorize Contract for Behavioral Health Services with Windstone Behavioral Health for

Cal MediConnect/OneCare Connect, and Extend the Current OneCare Contract

Contact
Javier Sanchez, Chief Network Officer, (714) 246-8400

Recommended Actions
Authorize the Chief Executive Officer (CEO), with the assistance of legal counsel to:
1. Enter into a contract with Windstone Behavioral Health (Windstone) for the
Cal MedrConnect/OneCare Connect program for the perrod July 1, 2015 through Deeemberﬁ.)—lr Revised
June 30, 2016. with-th A 374 5/7/15
2. Amend the OneCare contract to extend it for one addrtronal year (through calendar 2016) W1th the
option to renew for one additional year at CalOptima’s sole discretion. The current OneCare
contract expires December 31, 2015.

Background and Discussion

Behavioral Health is a Medicare covered benefit for OneCare and OneCare Connect members.
CalOptima currently contracts with Windstone to provide Medicare covered behavioral health services
for the OneCare program. Windstone has been contracted with OneCare for behavioral health since
January 1, 2007. The current contract is set to expire December 31, 2015, based on the previous
contract extensions.

CalOptima’s medical management and behavioral health staff have reviewed the utilization
performance of this provider and also evaluated the access needs of CalOptima members, and
determined that Windstone adequately meets CalOptima’s requirements for the current OneCare
program and future OneCare Connect program. At its January 2013 meeting, the CalOptima Board
authorized the CEO to leverage the OneCare provider network as the basis for the Duals Delivery
system. Therefore, staff recommends initiating a new contract for the OneCare Connect program, and
renewing the current OneCare contract as indicated above.

Renewal of the OneCare contract will support the stability of CalOptima’s contracted provider network
should CalOptima decide to renew the OneCare program for 2016. The new contract for OneCare
Connect will initiate a stable network with an already established provider. Contract language does not
guarantee any particular volume and allows for CalOptima and the provider to terminate the contracts
with or without cause.

Fiscal Impact
Based on forecasted OneCare and OneCare Connect enrollment for the extended contract periods, the

fiscal impact of the recommended action is approximately $650,000 for OneCare and $2 million for
OneCare Connect. Funding for the recommended actions will be included in the upcoming Fiscal Year
2015-16 CalOptima Consolidated Operating Budget.

Back to Agenda
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2/4/16, Agenda Item 7
CalOptima Board Action Agenda Referral
Authorize Contract for Behavioral Health Services with
Windstone Behavioral Health for Cal MediConnect/OneCare
Connect, and Extend the Current OneCare Contract
Page 2

Rationale for Recommendation

CalOptima staff recommends authorizing an extension to OneCare’s contract with Windstone to ensure
that OneCare members continue to have access to covered services, and extending a new contract for
the OneCare Connect program so that these members will also receive the same quality level of
service.

Concurrence
Gary Crockett, Chief Counsel

Attachments
None

/s/  Michael Schrader 5/1/2015
Authorized Signature Date

Back to Agenda
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Board of Directors Meeting
September 1, 2016

Richard Helmer, M.D., Chief Medical Officer
Donald Sharps, M.D., Medical Director
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Today’s Agenda

Behavioral Health Services at CalOptima
MBHO Functions
BH Request for Proposal

Evaluation Team

Selection Criteria

Evaluation Process

Evaluation Result
Next Step

. [@. CalOptima
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Behavioral Health Services at CalOptima

 OneCare (Medicare Duals Special Needs)
» Benefits began on January 1, 2007

 Medi-Cal Managed Care Plan
»Behavioral health benefits began on January 1, 2014

» Autism Spectrum Disorder Behavioral Health Treatment
benefit began on September 15, 2014

e OneCare Connect (Duals Demonstration Project)
» Benefit began on July 1, 2015

BT e [@. CalOptima
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Behavioral Health Services at CalOptima

CalOptima’s Behavioral Health

Medi-Cal Medi-Cal / Medicare

[@, CalOptima

Better. Together.



Attachment to August 3, 2017 Board of Directors Meeting - Agenda Item 12

Behavioral Health Services at CalOptima

« Behavioral Health (BH) services include services to
address both mental health and substance use disorder

conditions

o CalOptima is responsible for behavioral health services
for all of its lines of business

o CalOptima has an opportunity to enhance the overall
health of its members through the effective management
of its behavioral health benefits

BT e [@. CalOptima

Better. Together.
4
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Behavioral Health Services at CalOptima

e Like many managed care plans, CalOptima has used
Managed Behavioral Health Organizations (MBHQOS) to
provide expertise and specialization in the management

of BH benefits

OneCare Windstone Behavioral Health
OneCare Connect Windstone Behavioral Health
Medi-Cal CHIPA

B e [@, CalOptima
Better. Together.
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MBHO Functions

« MBHOs can support managed care plans by providing
efficiency and subject matter expertise with:
» BH Provider Network and Provider Relations
» BH specific Credentialing
» Call Center management
> Eligibility verification
» Level of care determinations
» Claims payment and processing
» Utilization management
» Care management
» Quality Improvement
» Value based payment management

B [@. CalOptima
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BH Request for Proposal Timeline

06/01/16

06/29/16

07/15/16

07/20/16

08/04/16

08/10/16

RFP released

Questions submitted from bidders*

Five bidders submitted proposal by deadline
RFP evaluation team met with CalOptima SME’s
Completed scoring of written proposals

Bidder presentations to RFP evaluation team

* “CalOptima is requesting an at-risk (i.e. capitated) pricing model for each line of business”

7

[@ CalOptima
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MBHO RFP Status - Evaluation Team

Proposals were evaluated by a collaborative team including
CalOptima staff and HMA:

» Executive Director of Clinical Operations
»Behavioral Health Medical Director

» Director of Behavioral Health Services
»MAC member

»MAC OCC member

» PAC member

Additionally, only CalOptima staff scored specific sections of
technical nature

BT e [@. CalOptima

Better. Together.
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MBHO Selection Criteria — 21 Elements

« Experience in managed care Utilization management

» Accreditation e Claim processing*

» Corporate capabilities » Grievances and appeals

* Information processing system* ¢ Care management

* Financial management* e Cultural competency

* Proposed staffing and project e Quality improvement
organization « Information technology, data

* Ownership management*

« QOutsourced services * Business intelligence*

* Provider network management ¢ Compliance program
and credentialing « Implementation plan

* Operations « Innovative program and services

* Technical Sections scored only by CalOptima staff

. [@. CalOptima
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MBHO Selection Process — Written
Proposal

e The scoring tool contained 171 guestions in 21 sections
» Each question is scored on ascaleof 1to 5

« CalOptima Subject Matter Experts (SMESs) provided the
evaluation team qualitative feedback

o CalOptima Staff also provided the evaluation team
guantitative scores for the technical sections

* Weighted average score was calculated for each proposal

10
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MBHO Written Proposal Scores

4.41 4.00 3.54 3.28 2.80
1.0 Experience and References 4.5 4.2 3.7 4.1 3.8
2.0 Accreditation 4.3 3.8 4.1 3.7 2.0
3.0 Corporate Capabilities 4.2 3.8 3.6 3.1 3.5
4.0 Information Processing System™ 5.0 4.0 3.0 2.0 1.0
5.0 Financial Management® 4.0 4.0 3.0 4.0 2.0
6.0 Proposed Staffing and Project Organization 4.4 4.0 3.7 3.9 2.5
7.0 Ownership 3.7 3.1 2.9 3.7 3.0
8.0 Outsourced Services N/A N/A 3.5 2.3 N/A
9.0 Provider Network Management / Credentialing 4.6 4.7 3.8 3.5 3.6
10.0 Operations 4.2 4.0 3.0 2.7 2.7
11.0 Utilization Management 5.1 4.6 3.5 3.5 3.6
12.0 Claims Processing™® 3.4 3.5 3.0 3.3 3.0
13.0 Grievances and Appeals 4.0 3.3 2.9 2.5 2.8
14.0 Care Management / Coordination 4.5 4.4 3.4 3.2 3.4
15.0 Cultural Competency 4.2 4.6 3.7 3.2 3.3
16.0 Quality Improvement 5.1 4.6 3.7 3.3 3.3
17.0 IT, Data Management, Electronic Data
Exchange, and Health Information Exchange® >4 43 37 2.8 2
18.0 Business Intelligence® 4.6 4.4 4.4 4.4 1.3
19.0 Compliance Program 3.6 2.0 3.9 3.1 2.8
20.0 Implementation Plan 4.7 4.0 4.0 3.2 2.8
21.0 Innovative Programs & Services Backdo/Abenda 4.5 4.2 3.4 4.4

11 * Technical Sections scored only by CalOptima staff
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Attachment to August 3, 2017 Board of Directors Meeting - Agenda Item 12

MBHOQO Selection Process — Presentation

* The two bidders with highest written proposal scores, also
1) Submitted bids for both Medi-Cal and Duals
2) Had reasonableness of price

3) Submitted bids with an at-risk (i.e. capitated) pricing model
for each line of business

e Additional questions were submitted to these two bidders
by the evaluation team and asked to present in person on
8/10/16

12

[@ CalOptima
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MBHO Presentation Scores

Additional areas with follow-up

questions from Evaluation Team

ENVOLVE

1. Accreditation 3.71 1.00
2. Provider Network 4.14 3.33
3. Operations 3.30
4. Utilization Management 4.29 3.33
5. Grievances and Appeals 4.29 2.17
6. Care Management / Coordination 4.43 3.17
7. Quality Improvement 4.14 2.50
8. Reporting 2.20
9. Claims 2.83
Overall Average Score 2.67

BT e
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken September 7, 2017
Regular Meeting of the CalOptima Board of Directors

Report Item
4. Consider Adoption of Resolution Approving Updated Human Resources Policies.

Contact
Ladan Khamseh, Chief Operations Officer, (714) 246-8400

Recommended Actions

1. Adopt Resolution Approving CalOptima’s Updated Human Resources Policies; and

2. Authorize expenditures of up to $263,333 from existing reserves for the additional costs related to
a new position.

Background
On November 1, 1994, the Board of Directors delegated authority to the Chief Executive Officer to

promulgate employee policies and procedures, and to amend these policies from time to time, subject
to annual presentation of the policies and procedures, with specific emphasis on any changes thereto,
to the Board of Directors or a committee appointed by the Board of Directors for that purpose. On
December 6, 1994, the Board adopted CalOptima’s Bylaws, which requires, pursuant to section 13.1,
that the Board of Directors adopt by resolution, and from time to time amend, procedures, practices
and policies for, among other things, hiring employees and managing personnel.

Pursuant to the California Code of Regulations, Title 2, Section 570.5, CalOptima is required to adopt
a publicly available pay schedule that meets the requirements set forth by the California Public
Employees’ Retirement System (CalPERS) to reflect recent changes, including the addition or deletion
of positions and revisions to wage grades for certain positions.

The following table lists existing Human Resources policies that have been updated and are being
presented for review and approval.

Policy No./Name Summary of Changes Reason for Change
1. | GA.8035 e Request to retire Policy - Request for Policy
Translation Rates e Policy language has been inserted GA.8035 Translation
into CalOptima Policy GA.8042: Rates to be retired and
Supplemental Compensation rolled into Policy GA.
8042: Supplemental
Compensation
2. | GA.8042 e Minor language and formatting -Annual review with minor
Supplemental changes updates and formatting
Compensation e Added a new category for Sales changes
Incentives to the list of - Addition of sales
incentives included in

Back to Agenda
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Consider Adoption of Resolution Approving Updated CalOptima

Human Resources Policies
Page 2

Policy No./Name

Summary of Changes

Reason for Change

Supplemental Compensation
Added specificity to Bilingual Pay
proficiency for CalOptima
threshold languages

Modified the language and

eligibility for On Call supplemental

pay for clarity and eligibility
Added language from Translation
Pay policy

Updated Night Shift Pay rates to
maximum of $2.00 per hour,

policy to formalize

incentive and reflect current

pay practices.

- Revise On Call Pay

category to ensure clarity on

eligibility.

- Request to retire
GA.8035: Translation
Rates and include
requirements in this policy

- Business needs

Schedule

CalOptima’s Salary Schedule and
requirements under CalPERS
regulations.

Attachment 1 — Salary Schedule
has been revised in order to
reflect recent changes, including
the addition of a position. A
summary of the changes to the
Salary Schedule is included for
reference.

depending on which shift an - New terms
employee works.
Added definitions to Glossary
3. | GA.8058 Salary e This policy focuses solely on - Pursuant to CalPERS

requirement, 2 CCR
§570.5, CalOptima
periodically updates the
salary schedule to reflect
current job titles and pay
rates for each job
position.

New Position: Creation of
a new Job Title typically
due to a change in the
scope of a current position
or the addition of a new
level in a job family. (1
position)

Fiscal Impact

Staff estimates the fiscal impact for the new position, Sr. Director, Regulatory Affairs and Compliance,

is $316,000 annually or $263,333 for the period of September 1, 2017, through June 30, 2018, and is
unbudgeted. An allocation of up to $263,333 from existing reserves will fund this action.
Management will include updated salaries and benefits expenses in future operating budgets.
Management estimates that the expenses associated with the proposed changes to the supplemental
compensation policy are budget neutral.

Back to Agenda
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Consider Adoption of Resolution Approving Updated CalOptima
Human Resources Policies

Page 3

Rationale for Recommendation

To address the increased reporting obligations, audit readiness, and related responsibilities associated
with new regulatory requirements (e.g., Mega Reg.), the addition of a Sr. Director, Regulatory Affairs
& Compliance is necessary to ensure appropriate levels of department leadership.

Concurrence
Gary Crockett, Chief Counsel

Attachments
1. Resolution No. 17-0907, Approve Updated Human Resources Policies
2. Revised CalOptima Policies:
a. GA.8035 Translation Rates (To Be Retired)
b. GA.8042 Supplemental Compensation (redlined and clean versions)
c. GA.8058 Salary Schedule (redlined and clean copies) with revised Attachment A
3. Summary of Changes to Salary Schedule

/s/ Michael Schrader 8/31/2017
Authorized Signature Date

Back to Agenda



RESOLUTION NO. 17-0907

RESOLUTION OF THE BOARD OF DIRECTORS

ORANGE COUNTY HEALTH AUTHORITY
d.b.a. CalOptima

APPROVE UPDATED HUMAN RESOURCES POLICIES

WHEREAS, section 13.1 of the Bylaws of the Orange County Health Authority, dba CalOptima,
provide that the Board of Directors shall adopt by resolution, and may from time to time amend, procedures,
practices and policies for, inter alia, hiring employees, and managing personnel; and

WHEREAS, in 1994, the Board of Directors designated the Chief Executive Officer as the
Appointing Authority with full power to hire and terminate CalOptima employees at will, to set
compensation within the boundaries of the budget limits set by the Board, to promulgate employee policies
and procedures, and to amend said policies and procedures from time to time, subject to annual review by the
Board of Directors, or a committee appointed by the Board for that purpose; and

WHEREAS, California Code of Regulations, Title 2, Section 570.5, requires CalOptima to adopt a
publicly available pay schedule that identifies the position title and pay rate for every employee position, and
CalOptima regularly reviews CalOptima’s salary schedule accordingly.

NOW, THEREFORE, BE IT RESOLVED:

Section 1. That the Board of Directors hereby approves and adopts the attached updated Human
Resources Policies: GA.8035 Translation Rates; GA.8042 Supplemental Compensation; GA.8058 Salary
Schedule

APPROVED AND ADOPTED by the Board of Directors of the Orange County Health Authority, d.b.a.,
CalOptima this 7th day of September, 2017.

AYES:
NOES:
ABSENT:
ABSTAIN:

/s/
Title: Chair, Board of Directors
Printed Name and Title: Paul Yost M.D.. Chair, CalOptima Board of Directors

Attest:
/s/
Suzanne Turf, Clerk of the Board

Back to Agenda
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1 Policy #: GA.8035
a Calo ptl ma Titlle:y Translation Rates

Better. Together. Department: Human Resources
Section: Not Applicable
CEO Approval: Richard Chambers

Effective Date:  1/5/12

PURPOSE

To outline how the Cultural and Linguistic Services Program will compensate CalOptima employeés
outside of their department for translation work.

POLICY

The Cultural and Linguistic Services (C&L) Program may periodically receive a highvolume of
translation work and may require assistance from other CalOptima staff. During these-times, the C&L
Program staff may request Bilingual Certified CalOptima employees who worK outside of the C&L
Program to provide these services. An employee performing translation worksfopthe C&L Program
must do it voluntarily and must perform the work outside of their regularwork-hours. C&L Program
staff will assign the work to designated employees on an as needed basis.

There are two (2) key components in providing translation services:

1. Translation of materials from English into the desired langliage, or from another language into
English; and

2. Review and edit the translation to ensure quality and’consistency in usage of terms.

Translating is more difficult and time-consumingythan reviewing and editing of already translated
materials, and as a result, translation of materials will be reimbursed at a higher rate. CalOptima will
reimburse for services at the followingrates;

1. Translation — $35 per page

2. Review and edit of translated’materials — $25.00 per page

PROCEDURE
Responsible Party Action
C&L Department 1. Inform Bilingual Certified employees outside of the
department that there is translation work available.
2. Select employees to perform translation work.
Employee 1. Complete the assigned translation work.
2. Submit the Employee Request for Extra Duty
Compensation Form to C&L Department for verification
and approval by the C&L Manager.

Ba da



Policy #: GA.8035

Title: Translation Rates Effective Date:  1/5/12
Human Resources 1. Process employee compensation through the bi-weekly
payroll system.
V. ATTACHMENTS

VI.

VII.

VIII.

Employee Request for Extra Duty Compensation Form
DEFINITIONS

Auditing Process: To ensure the quality of the translation, C&L Services utilizes a multisstep\process.
All translation work is assigned a translator and a reviewer. A reviewer, different fromsthe translator, is
assigned to conduct the quality review of the translation. The reviewer checks for acturaey, grammar,
flow, punctuation and spelling errors, and accents/diacritical marks. After the review is‘complete, the
translator reviews the changes made by the reviewer to determine if the changes are appropriate and
correct. If there is a disagreement, a second reviewer is called upon to helpcompléete and finalize the
translation.

Bilingual Certified Employee: Anemployee who has passed CalOptima’s Bilingual Screening
Process either upon hire or any time during their employment.

Bilingual Screening Process: Prospective staff translators are_identified by Cultural and Linguistic
(C&L) Services based on qualifications obtained through'GalOptima’s bilingual screening process. The
screening is either conducted as part of their initial hiring process or later during their employment. All
staff translators must possess a strong ability to read, Write and understand the target language. Once
identified as potential staff translators, they are required to take a proficiency test created by C&L
Services. They are evaluated on their vocabulary, grammar, orthography, flow, accuracy, cultural
sensitivity, as well as consistency in usage of translated terms. The selection is based on their overall
score.

Budgeting process: Payment for staff translation services is budgeted as extra compensation. This
budget is included in the salary lipgitem.

REFERENCES

CalOptima Employee Handbook
APPROVALS'OR BOARD ACTION
1/5/12¢Regular CalOptima Board Meeting
REVISION HISTORY

ot Applicable

KEYWORDS

Bilingual Certified Employee
Translation Reimbursement
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i Policy #: GA.-8042
[a Ca lo ptl m a Titlle:y Supplemental Compensation

S Better. Together.  Department:  Human Resources

Section: Not Applicable
CEO Approval: Michael Schrader
Effective Date: 01/01/11
Last Review Date:  12/03/45

09/07/17
Last Revised Date: 12/63/5

09/07/17
EeosdAnnrevodRalioy

. PURPOSE

TFe-establishThis policy establishes general guidelines concerning the use of supplemental compensation
above regular base pay to compensate for business needs and to identify items to be reported to
CalPERS as “Special Compensation.”

A DERNEIONS

T Defimit

: I E : E
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O©CoOo~No ol WwWN P

27

Poli
—¢
yPolicy
#:

Title:

GA.-8042

Supplemental Compensation Revised Date:  12/3/4509/
07/17

A. CalOptima considers the following as Special Compensation pursuant to 2CCR-sectionTitle 2

Section 571: of the California Code of Requlations (CCR):

1. Bilingual pay/Bilingual Premium;
2. Night Shift premium/Shift Differential;
3. Active Certified Case Manager (CCM) Pay/Educational Incentive; and

4. Executive Incentive Program/Bonus Pay.

Overtime Pay: -As a public agency, CalOptima follows Federal wage and hour laws.- Overtime pay
for non-exempt employees will be provided for all hours worked in excess of forty (40) in any one
(1) workweek at the rate of 1.5 times the employee's base hourly rate of pay. -Exempt employees are
not covered by the overtime provisions and do not receive overtime pay.

Bilingual Pay: -CalOptima provides supplemental bilingual pay for qualified exempt and non-
exempt employees— who are fluent in at least one (1) of CalOptima’s Threshold Languages. This is
considered Bilingual Premium pursuant to 2, CCR, Section 571(a) and is to be reported to CalPERS
as Special Compensation. The rate for Bilingual Pay is based on the following schedule:

Proficiency Rate Per Pay Period
ReguiredBilingual language usage is required in the job description- $60.00

and used regutarhymore than fifty percent (50%) of the time in the
performance of anthe employee’s job duties. Fhe-employee-isfluentin
apeeptedahroshe i d nounoe oo lnd Usooes

Bilingual language usage is preferred in the job description and used $40.00
reguarhyless than fifty percent (50%) -of their-the time in the
performance of anthe employee’s job duties. Fhe-employee-isfluentin
ap-eptedhroshold nnonnoe e ppnd - Usno e

B da
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Title: Supplemental Compensation Revised Date:  12/3/4509/
07/17
D. Translation Pay=: In certain circumstances when, for business reasons and for the benefit of

CalOptima Members, there is a need to translate documents and other written material into
languages other than English, the empleyyeeExempt Employee providing such service will be paid a
supplemental pay. Non-Exempt Employees are not eligible for translation pay.

1. A CalOptima Exempt Employee, who does not work in the Cultural & Linguistic Services
Department (C&L) and who is not required as part of $35-per-pagehis or her regular job
responsibilities to translate, but is qualified to translate based on successfully passing the
CalOptima Bilingual Screening Process, may be eligible for writtenTranslation Pay for
performing translation and-work. Eligible employees, who are interested in performing
translation work during non-work hours, may elect to provide translation services during his or
her own personal time based on the rates indicated below—. The C&L Department shall assign
the work to qualified Exempt Employees on an occasional, as-needed basis.

2. There are two (2) key activities in providing translation services:

a. Translation of materials from English into the desired language, or from another lanquage
into English; and

b. Review and revision of the translation to ensure quality and consistency in usage of terms.

3. Translating is more difficult and time-consuming than reviewing and editing of the already
translated materials, and as a result, translation of materials will be reimbursed at a higher rate.
CalOptima will reimburse for services at the following rates:

a. Translation — Thirty-five dollars ($35.00) per page; and

b. Review and revision of translated materials — Twenty-five dollars ($25.00) per page-for

b 4. The use of this supplemental pay is limited to situations where the use of professional
translation services is either not available or feasibleunfeasible due to business constraints-ia

Night Shift:- CalOptima provides supplemental pay for work performed as part of a Night Shift.
Assignments for Night Shift are subject to business needs and are at the discretion of CalOptima
management. This is considered a Shift Differential pursuant to 2, CCR, Section 571(a) and is to be
reported to CalPERS as Special Compensation. The rate for Night Shift is based on the following
schedule:

Definition Eligibility Rates (per hour)
Night Shift — Seven (7) Non-exempt 5% of base-hourly rate-with-a
consecutive hours or more, employees b e D

including at least four (4) hours of maximum-ofSecond shift employees
work between 4:00 p.m. and 8:00 (start time 3 p.m.) will receive $1.50
a.m. per hour.

Third shift employees (start time 11

B da
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Title: Supplemental Compensation Revised Date:  12/3/4509/
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| | | p.m.) will receive $2.00 per hour.
F. Call Back and On Call:- CalOptima provides supplemental pay for work performed as part of a Call

Back and On Call requirement. Assignments for Call Back and On Call are subject to business
needs and are at the discretion of CalOptima management. The rates for Call Back and On Call Pay

are based on the following schedule:

Definition Eligibility Rates (per hour)
Call Back — Must physically return Non-exempt 1.5 times of base hourly
to work within one (1) hour when employees rate with a minimum of four
requested by a Supervisor. A (4) hours of pay.
Supervisor may assign the
employee other work until the
guaranteed four (4) hour time
elapses.
On Call — Must remain accessible after Non-exempt $3.00/hour for being on-call.
normally scheduled work hours and be employees If a call is taken, employee is
available to fix problems or report to paid 1.5 times the regularly
\_Nork, if necessary. Employe_e W|II_ be_ _ Or hourly rate with a thirty (30)
informed of the need for their availability minute minimum call—
to work either from home or at the work e
site. Employees on call are waiting to be Beemp%empl@yees
engaged and are free to use their On Call exelud-mg—thes&m
time as they deem appropriate. SHPERASOrY-POSHIONS

On Call Medical Case Managers (RN or
LVN) and Clinical Pharmacists - Must

remain accessible after-nermatly

accept or respond to calls within a
reasonable time designated by
Employee’s supervisor. In no event shall
Employee’s supervisor require a response

to

time less than thirty (30) minutes.
Employee will be informed of the need
for their availability to work either from
home or at the work site. Employees on
call are waiting to be engaged and are
free to use their On Call time as they
deem appropriate.

Exempt employees
excluding those in
supervisory positions

25% of base hourly rate
multiplied by the number of
hours on call.

G. Active Certified Case Manager (CCM) Pay: -CalOptima may recognize supplemental pay of one
hundred dollars ($100) per pay period to a-Registered-Nursefan RN} who holds an active CCM
certification when such certification is required or preferred in the job description and used
regularly in performance of the employee’s job duties. This is considered as an Educational
Incentive pursuant to 2 CCR Section 571(a) and is to be reported to CalPERS as Special

Compensation.
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H. Executive Incentive Program: The Chief Executive Officer (CEO) may recognize Executive Staff,
including interim appointments, using incentive compensation as described in this policy. For
Executive Staff who achieve superior performance, the incentive compensation is considered Bonus
Pay pursuant to 2 CCR sectienSection 571(a) and is to be reported to CalPERS as Special
Compensation for Classic Members.

I. Sales Incentive Program: The OneCare Community Partner and Senior (Sr.) Community Partner
staff in the OneCare Sales & Marketing Department shall have an active Resident Insurance
Producer license to enroll eligible members into the OneCare and OneCare Connect programs.

1. The licensed Community Partner and Sr. Community Partner staff will receive a monthly Sales
Incentive based on the number of eligible members enrolled into the OneCare and OneCare
Connect program on the following monthly incentive range:

Enrollments | Incentive per eligible
member enrolled

1-25 $0.00

26 —30 $50.00

31-45 $100.00

46 - 50 $125.00

51+ $150.00

2. The Sales Incentive for the Manager Member Outreach & Education shall be based on the
number of eligible members enrolled into the OneCare and OneCare Connect programs by the
Community Partner and Sr. Community Partner in the OneCare Sales & Marketing Department.
The Manager, Member Outreach & Education will receive twenty dollars ($20.00) per member
enrolled-, if and only if, the Community Partner or Sr. Community Partner reporting to the
Manager, Member Outreach & Education, enrolls thirty-one (31) or more _members per month.
If a Community Partner or Sr. Community Partner fails to enroll at least thirty-one (31)
members per month, the Manager, Member Outreach & Education, would not be eligible for the
Sales Incentive for that Community Partner or Sr. Community Partner.

+J. Employee Incentive Program:- At the discretion of the CEO, specific employees may be recognized
through incentive compensation, when doing so is consistent with CalOptima’s business needs and
mission, vision, and values.

J-K.Retention Incentive:- In order to preserve organizational talent and to maintain business continuity
when the loss of key personnel may cause risk or damage to operational efficiency, regulatory
compliance and/or strategic imperatives, CalOptima may, at the discretion of the CEO, and on an
exception basis, award a retention incentive.

K-L.  Recruitment Incentive: -At the discretion of the CEO, a recruitment incentive of up to fifteen
percent (15%) of the median base pay for the applicable jeb-position may be offered to entice an
individual to join CalOptima. Recruitment incentives offered for Executive Director and Chief

positions require Board of Directors approval.
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M. Incentive programs may be modified or withdrawn, at any time. -Award of incentive

compensation is entirely at the discretion of the CEO and/or Board of Directors, as applicable. It is
not intended to be a binding contract between Executive Staff or employees and CalOptima.

Compensation Earnable, on behalf of eligible employees who hold Management Staff positions as
identified in the CalOptima salary schedule, and who qualify based on all of the following:

M:N.  Employer-Paid Member Contribution (EPMC): CalOptima contributes seven percent (7%) of

1. Hired, promoted, or transferred into a Management Staff position, including interim
appointments; and

2. Included in one (1) of the following categories:
a. A CalPERS Classic Member; or

b. A member prior to 01/01/2013 of another California public retirement system that is eligible
for reciprocity with CalPERS-.

N:O.  Annual Performance Lump Sum Bonus:- Employees paid at the pay range maximum are not
eligible for future base pay increases. As a result, in lieu of future base pay increases, these
employees may be eligible for a merit bonus pay delivered as a lump sum bonus_in accordance with
Section I11.J of this policy, provided that their performance meets the goals and objectives set forth
by their managers.

S

O:P.  Automobile Allowance:- CalOptima may, at the discretion of the CEO, provide employees in
Executive Staff positions, including interim appointments, with a monthly automobile allowance in
an amount not to exceed five hundred dollars ($500) for the use of their personal vehicle for

CalOptima business.

P-Q.  Supplemental Retirement Benefit:- Consistent with applicable Board actions, the CEO is
authorized to determine CalOptima’s contribution rate for employees to the supplemental retirement
benefit (SRB) plan administered by the Public Agency Retirement System (PARS) within the limits
of the budget and subject to contribution limits established by applicable laws. With the exception
employees in Executive Staff positions, the contribution rate shall be uniform for all employees. For
employees in Executive Staff positions who earn more than the pensienable-applicable
compensation limits, the CEO is authorized to provide additional supplemental contributions to
PARS, subject to the limitations of applicable laws. These SRB contribution rates to the PARS
retirement plan shall continue from year to year, unless otherwise adjusted or discontinued.

PLIL PROCEDURE

A. Overtime Pay:- Overtime must be approved in advance by an employee’s manager. Adjustments for
overtime pay cannot be calculated until the completion of an employee’s workweek. -This may
result in one (1) pay period’s delay in the employee receiving the additional compensation.

B—Bilingual Pay=Paly: An employee or potential employee shall undergo a written and verbal
bilingual evaluation when bilingual proficiency is a part of the employee’s/ or potential employee’s
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job description and used in the performance of the employee’s job duties. -If the employee or
potential employee passes the evaluations, the bilingual pay shall be established.

C. Translation Pay: If an eligible Exempt Employee elects to provide translation services, and such
services are not part of the employee’s regular job duties, the employee shall submit their interest to
the C&L Department. If selected, the translation pay, identified above, will be provided depending
on the variables noted above, taking into account whether professional translation services are either
not available or unfeasible due to business constraints.

D. Night Shift:

1. Night shift differential is automatically calculated for those employees regularly working a
night shift, defined as seven (7) consecutive hours or more, including at least four (4) hours of
work between 4 p.m. and 8 a.m.

2. Employees who, at their own request and for their own convenience, adjust their work schedule,
such as requesting make up time or alternative hours, and as a result, would be eligible for night
shift pay, shall be deemed as having waived their right to same. When appropriate, a new
Action Form should be submitted, removing the employee from the night shift.

B-E.  Call Back and On Call Pay:—:
1—If an employee is on call or gets called back to work, the employee is responsible for adding this

time to their schedule through CalOptima’s time keeping system, which is then approved by
their

1. Supervisor.

E-F.  Active Certified Case Manager (CCM) Pay:-—:

1. To receive CCM supplemental pay, an employee is responsible for providing a copy of the
employee’s case management certification issued by the Case Management Society of America
to the Human Resources Department.

EG.  Incentive Compensation

1. The Board of Directors approves CalOptima’s strategic plan for each fiscal year, and the CEO is
expected to meet the goals set forth in the strategic plan. The CEO in turn sets goals for the
Executive Staff.
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2. The CEO may establish an incentive compensation program for Executive Staff based on the

Executive Incentive Program attached within budgeted parameters in accomplishing specific
results according to the department and individual goals set forth by the CEO and the level of
achievement. Executive Staff will receive a performance evaluation based on the Performance
Review of Executives Template attached, which measures their performance against the
established goals. Based on the level of performance, the Executive Staff member may be
eligible for a lump sum bonus payment. The Executive Staff member must still be employed by
CalOptima and in good standing at the time the bonus is distributed in order to be eligible to
receive the bonus payment. For eligible Executive Staff members who achieve superior
performance, CalOptima will report the bonus payment to CalPERS as Special Compensation.
The CEO is authorized to make minor revisions to the Executive Incentive Program and
Performance Review of Executives Template from time to time, as appropriate.

As circumstances warrant and at the discretion of the CEO, employees not at the Executive
Staff level, whose accomplishments have provided extraordinary results, may be considered for
incentive compensation.

H. Sales Incentive Program

1. The One Care Community Partner and Sr. Community Partner staff, in the OneCare Sales &

Marketing Department, shall have an active Resident Insurance Producer license to enroll
eligible members into the OneCare and OneCare Connect Programs.

The Community Partner and Sr. Community Partner staff shall be eligible to receive Sales

Incentive pay as described in Section 11.1.1 of this policy for successfully enrolling new
members into the OneCare and OneCare Connect Programs. Sales Incentive pay for the
Manager, Member Outreach & Education, shall be based on the number of members enrolled
into the OneCare and OneCare Connect Programs by the Community Partner and Sr.
Community Partner as described in Section I1.1.2 of this policy.

a—=CalOptima shall follow the Medicare Marketing Guidelines (MMGSs) charge-back
guidelines of ninety (90) calendar day rapid disenrollment and recouping the Sales
Incentive with the exceptions as specified under the quidelines and applicable CalOptima

olicies.
a.

CalOptima shall pay the Sales Incentive to the eligible employee on a monthly basis

approximately one and a half (1 %) months after the month in which the eligible employee
earned the Sales Incentive.

a. _Inthe event a OneCare or OneCare Connect member disenrolls from their respective
program within ninety (90) calendar days for reasons other than the exceptions
specified under the guidelines and applicable CalOptima policies, the Sales Incentive
previously earned will be deducted from a future Sales Incentive.
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4. The Chief Operating Officer, Executive Director of Network Operations and Director Network
Management who oversee the One-Care Sales & Marketing Department shall approve the Sales
Incentive payout-.

5. Enrollment goals for the Community Partner and Community Partner Sr. staff will be pro-rated
for the month if the employee misses one (1) or more full weeks due to vacations, sick days, or
a Leave of Absence.

6. The Director, Network Management, Executive Director of Network Operations and the Chief
Operations Officer will review the Sales Incentive structure on an annual basis.

H-1.Retention Incentive:- As circumstances warrant, the CEO may award an employee a retention

incentive to prevent or delay departures that may adversely impact business operations. The
employee offered a retention incentive must be in good standing and accept and sign a retention
agreement which contains the condition(s) to be met in order to receive payment. Payment of the
incentive will be made when the terms of the agreement have been fully met and at the conclusion
of the retention period. -The CEO has the authority to offer retention incentives for up to twelve (12)
employees per calendar year in an amount not to exceed ten {£8)-percent (10%) of the employee’s
current base pay-annual salary. Retention incentives that exceed ten (18}-percent (10%) of the
employee’s current base payannual salary require Board of Directors approval.

+J. Recruitment Incentive:- As circumstances warrant, the CEO may offer a recruitment incentive based

on the Compensation Administration Guidelines managed by the Human Resources Department to
entice an individual to join CalOptima. Board of Directors approval is required for recruitment
incentives offered for Executive Director and Chief positions. -In order to receive the recruitment
incentive, the individual offered the incentive is required to accept and sign an offer letter which
contains a “claw-back” provision obligating the recipient of a recruitment incentive to return the full
amount of the recruitment incentive if the recipient voluntarily terminates employment with
CalOptima within twenty-four (24) months of the date of hire.

+K.Annual Performance Lump Sum Bonus:- Once an employee has reached the pay range maximum,

the employee may be eligible for merit bonus pay delivered as a lump sum bonus, provided that his
or her annual performance evaluation meets the established goals and objectives set forth by their
managers. Merit bonus pay will not exceed the maximum percentage of the merit increase matrix
and reflects the employee’s superior performance measured against established objectives. Annual
performance lump sum bonuses are paid out in two (2) incremental amounts — the first half when
merit salary increases are normally distributed and the second half six (6) months later. The

employee must still be employed by CalOptima and-ir-good-standing-at-both-ef these-dates-in order
to be eligible to receive the lump sum bonus payments.

K-L.  Automobile Allowance:- As circumstances warrant, the CEO may offer to employees in

Executive Staff positions an automobile allowance in lieu of the IRS standard mileage
reimbursement rate that would otherwise apply in the use of their personal vehicle in the
performance of their duties. Such automobile allowance will be identified on the Executive Staff’s
W-2 forms as taxable income. In addition, as a condition of receiving such allowance, the
Executive Staff member must comply with the following requirements:
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X GLOSSARY

Term Definition
Bilingual Certified An employee who has passed CalOptima’s Bilingual Screening Process
Employee either upon hire or any time during their employment.

Bilingual Screening

Prospective staff translators are identified by Cultural and Linguistic (C&L)

Process:

Services Department based on qualifications obtained through CalOptima’s
bilingual screening process. The screening is either conducted as part of
their initial hiring process or later during their employment. All staff
translators must possess a strong ability to read, write and understand the
target language. Once identified as potential staff translators, they are
required to take a proficiency test created by C&L Services Department.
They are evaluated on their vocabulary, grammar, orthography, flow,
accuracy, cultural sensitivity, as well as consistency in usage of translated
terms. The selection is based on their overall score.

Bonus Pay Compensation to employees for superior performance such as “annual
performance bonus” and “merit pay.” If provided only during a member's
final compensation period, it shall be excluded from final compensation as
“final settlement™ pay. A program or system must be in place to plan and
identify performance goals and objectives to count as Special
Compensation for CalPERS purposes.

CalPERS California Public Employees Retirement System

CalPERS Classic
Member

A member enrolled in CalPERS prior to January 1, 2013.

Classic Director

A Management Staff who is either a CalPERS Classic Member or a
member prior to 01/01/2013 of another California public retirement system
that is eligible for reciprocity with CalPERS.

Classic Executive

An Executive Staff who is either a CalPERS Classic Member or a member

prior to 01/01/2013 of another California public retirement system that is
eligible for reciprocity with CalPERS.

Compensation
Earnable

The pay rate and special compensation as defined in Government Code
sections 20636 and 20636.1.

Executive Staff

Staff holding Executive level positions as specifically designated by the
Board of Directors.

Exempt Employee

Employees who are exempt from the overtime provisions of the federal Fair

Labor Standards Act (FLSA) and state requlations governing wages and
salaries. Exempt status is determined by the duties and responsibilities of
the position and is defined by Human Resources for each position.

Leave of Absence

A term used to describe a scheduled period of time off longer than five (5)

(LOA)

days that an employee is to be away from his or her primary job, while
maintaining the status of employee.

Management Staff

Staff holding positions at or above Director level.

Sales Incentive

An amount of money paid, in addition to base pay, to an employee for
successfully enrolling a member into the OneCare or/ OneCare Connect
Program.
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Term Definition

Special Compensation

Payment of additional compensation earned separate from an employee’s

base pay that meets the criteria listed in Title 2, California Code of

Requlations (CCR) section 571(a).

Threshold Langquage

For purposes of this policy, aA threshold language as defined by the

Centers for Medicare & Medicaid Services (CMS) for Medicare programs,
or Department of Health Care Services for the Medi-Cal program.
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Michael Schrader

PURPOSE

This policy establishes general guidelines concerning the use of supplemental compensation above
regular base pay to compensate for business needs and to identify items to be reported to CalPERS as

“Special Compensation.”

POLICY

A. CalOptima considers the following as Special Compensation pursuant to Title 2, Section 571 of the

California Code of Regulations (CCR):
1. Bilingual pay/Bilingual Premium;

2. Night Shift premium/Shift Differential;

3. Active Certified Case Manager (CCM) Pay/Educational Incentive; and

4. Executive Incentive Program/Bonus Pay.

B. Overtime Pay: As a public agency, CalOptima follows Federal wage and hour laws. Overtime pay
for non-exempt employees will be provided for all hours worked in excess of forty (40) in any one
(1) workweek at the rate of 1.5 times the employee's base hourly rate of pay. Exempt employees are

not covered by the overtime provisions and do not receive overtime pay.

C. Bilingual Pay: CalOptima provides supplemental bilingual pay for qualified exempt and non-
exempt employees who are fluent in at least one (1) of CalOptima’s Threshold Languages. This is
considered Bilingual Premium pursuant to 2, CCR, Section 571(a) and is to be reported to CalPERS
as Special Compensation. The rate for Bilingual Pay is based on the following schedule:

Proficiency

Rate Per Pay Period

Bilingual language usage is required in the job description and used
more than fifty percent (50%) of the time in the performance of the
employee’s job duties.

$60.00

Bilingual language usage is preferred in the job description and used
less than fifty percent (50%) of the time in the performance of the
employee’s job duties.

$40.00

D. Translation Pay: In certain circumstances when, for business reasons and for the benefit of
CalOptima Members, there is a need to translate documents and other written material into

Back to A 1 0f 10
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languages other than English, the Exempt Employee providing such service will be paid
supplemental pay. Non-Exempt Employees are not eligible for translation pay.

1. A CalOptima Exempt Employee, who does not work in the Cultural & Linguistic Services
Department (C&L) and who is not required as part of his or her regular job responsibilities to
translate, but is qualified to translate based on successfully passing the CalOptima Bilingual
Screening Process, may be eligible for Translation Pay for performing translation work.
Eligible employees, who are interested in performing translation work during non-work hours,
may elect to provide translation services during his or her own personal time based on the rates
indicated below. The C&L Department shall assign the work to qualified Exempt Employees
on an occasional, as-needed basis.

2. There are two (2) key activities in providing translation services:

a. Translation of materials from English into the desired language, or from another language
into English; and
b. Review and revision of the translation to ensure quality and consistency in usage of terms.

3. Translating is more difficult and time-consuming than reviewing and editing of the already
translated materials, and as a result, translation of materials will be reimbursed at a higher rate.
CalOptima will reimburse for services at the following rates:

a. Translation — Thirty-five dollars ($35.00) per page; and
b. Review and revision of translated materials — Twenty-five dollars ($25.00) per page.

4. The use of this supplemental pay is limited to situations where the use of professional
translation services is either not available or unfeasible due to business constraints.

E. Night Shift: CalOptima provides supplemental pay for work performed as part of a Night Shift.
Assignments for Night Shift are subject to business needs and are at the discretion of CalOptima
management. This is considered a Shift Differential pursuant to 2, CCR, Section 571(a) and is to be
reported to CalPERS as Special Compensation. The rate for Night Shift is based on the following
schedule:

Definition Eligibility Rates (per hour)

Night Shift — Seven (7) Non-exempt Second shift employees (start time 3
consecutive hours or more, employees p.m.) will receive $1.50 per hour.
including at least four (4) hours of Third shift employees (start time 11
work between 4 p.m. and 8 a.m. p.m.) will receive $2.00 per hour.

F. Call Back and On Call: CalOptima provides supplemental pay for work performed as part of a Call

Back and On Call requirement. Assignments for Call Back and On Call are subject to business
needs and are at the discretion of CalOptima management. The rates for Call Back and On Call Pay
are based on the following schedule:

| Definition | Eligibility | Rates (per hour)
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Definition Eligibility Rates (per hour)

Call Back — Must physically return Non-exempt 1.5 times of base hourly

to work within one (1) hour when employees rate with a minimum of four

requested by a Supervisor. A (4) hours of pay.

Supervisor may assign the

employee other work until the

guaranteed four (4) hour time

elapses.
On Call — Must remain accessible after Non-exempt $3.00/hour for being on-call.
normally scheduled work hours and be employees If a call is taken, employee is

available to fix problems or report to
work, if necessary. Employee will be
informed of the need for their availability
to work either from home or at the work
site. Employees on call are waiting to be
engaged and are free to use their On Call
time as they deem appropriate.

paid 1.5 times the regularly
hourly rate with a thirty (30)
minute minimum call.

On Call Medical Case Managers (RN or
LVN) and Clinical Pharmacists - Must
remain accessible to accept or respond
to calls within a reasonable time
designated by Employee’s supervisor. In
no event shall Employee’s supervisor
require a response time less than thirty
(30) minutes. Employee will be informed
of the need for their availability to work
either from home or at the work site.
Employees on call are waiting to be
engaged and are free to use their On Call
time as they deem appropriate.

Exempt employees
excluding those in
supervisory positions

25% of base hourly rate
multiplied by the number of
hours on call.

G. Active Certified Case Manager (CCM) Pay: CalOptima may recognize supplemental pay of one

hundred dollars ($100) per pay period to an RN who holds an active CCM certification when such
certification is required or preferred in the job description and used regularly in performance of the
employee’s job duties. This is considered as an Educational Incentive pursuant to 2 CCR Section

571(a) and is to be reported to CalPERS as Special Compensation.

. Executive Incentive Program: The Chief Executive Officer (CEO) may recognize Executive Staff,

including interim appointments, using incentive compensation as described in this policy. For
Executive Staff who achieve superior performance, the incentive compensation is considered Bonus
Pay pursuant to 2 CCR Section 571(a) and is to be reported to CalPERS as Special Compensation

for Classic Members.

Sales Incentive Program: The OneCare Community Partner and Senior (Sr.) Community Partner
staff in the OneCare Sales & Marketing Department shall have an active Resident Insurance
Producer license to enroll eligible members into the OneCare and OneCare Connect programs.

1. The licensed Community Partner and Sr. Community Partner staff will receive a monthly Sales
Incentive based on the number of eligible members enrolled into the OneCare and OneCare
Connect program on the following monthly incentive range:

B
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J.

Enrollments | Incentive per eligible
member enrolled
1-25 $0.00

26— 30 $50.00

31-45 $100.00

46 — 50 $125.00

51+ $150.00

2. The Sales Incentive for the Manager Member Outreach & Education shall be based on the
number of eligible members enrolled into the OneCare and OneCare Connect programs by the
Community Partner and Sr. Community Partner in the OneCare Sales & Marketing Department.
The Manager, Member Outreach & Education will receive twenty dollars ($20.00) per member
enrolled, if and only if, the Community Partner or Sr. Community Partner reporting to the
Manager, Member Outreach & Education, enrolls thirty-one (31) or more members per month.
If a Community Partner or Sr. Community Partner fails to enroll at least thirty-one (31)
members per month, the Manager, Member Outreach & Education, would not be eligible for the
Sales Incentive for that Community Partner or Sr. Community Partner.

Employee Incentive Program: At the discretion of the CEO, specific employees may be recognized
through incentive compensation, when doing so is consistent with CalOptima’s business needs and
mission, vision, and values.

Retention Incentive: In order to preserve organizational talent and to maintain business continuity
when the loss of key personnel may cause risk or damage to operational efficiency, regulatory
compliance and/or strategic imperatives, CalOptima may, at the discretion of the CEO, and on an
exception basis, award a retention incentive.

Recruitment Incentive: At the discretion of the CEO, a recruitment incentive of up to fifteen percent
(15%) of the median base pay for the applicable position may be offered to entice an individual to
join CalOptima. Recruitment incentives offered for Executive Director and Chief positions require
Board of Directors approval.

. Incentive programs may be modified or withdrawn, at any time. Award of incentive compensation

is entirely at the discretion of the CEO and/or Board of Directors, as applicable. It is not intended to
be a binding contract between Executive Staff or employees and CalOptima.

Employer-Paid Member Contribution (EPMC): CalOptima contributes seven percent (7%) of
Compensation Earnable, on behalf of eligible employees who hold Management Staff positions as
identified in the CalOptima salary schedule, and who qualify based on all of the following:

1. Hired, promoted, or transferred into a Management Staff position, including interim
appointments; and

2. Included in one (1) of the following categories:
a. A CalPERS Classic Member; or

b. A member prior to 01/01/2013 of another California public retirement system that is eligible
for reciprocity with CalPERS.
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Annual Performance Lump Sum Bonus: Employees paid at the pay range maximum are not eligible
for future base pay increases. As a result, in lieu of future base pay increases, these employees may
be eligible for a merit bonus pay delivered as a lump sum bonus in accordance with Section 111.J of
this policy, provided that their performance meets the goals and objectives set forth by their
managers.

Automobile Allowance: CalOptima may, at the discretion of the CEO, provide employees in
Executive Staff positions, including interim appointments, with a monthly automobile allowance in
an amount not to exceed five hundred dollars ($500) for the use of their personal vehicle for
CalOptima business.

Supplemental Retirement Benefit: Consistent with applicable Board actions, the CEO is authorized
to determine CalOptima’s contribution rate for employees to the supplemental retirement benefit
(SRB) plan administered by the Public Agency Retirement System (PARS) within the limits of the
budget and subject to contribution limits established by applicable laws. With the exception
employees in Executive Staff positions, the contribution rate shall be uniform for all employees. For
employees in Executive Staff positions who earn more than the applicable compensation limits, the
CEO is authorized to provide additional supplemental contributions to PARS, subject to the
limitations of applicable laws. These SRB contribution rates to the PARS retirement plan shall
continue from year to year, unless otherwise adjusted or discontinued.

I11. PROCEDURE

A. Overtime Pay: Overtime must be approved in advance by an employee’s manager. Adjustments for

overtime pay cannot be calculated until the completion of an employee’s workweek. This may result
in one (1) pay period’s delay in the employee receiving the additional compensation.

Bilingual Pay: An employee or potential employee shall undergo a written and verbal bilingual
evaluation when bilingual proficiency is a part of the employee’s or potential employee’s job
description and used in the performance of the employee’s job duties. If the employee or potential
employee passes the evaluations, the bilingual pay shall be established.

Translation Pay: If an eligible Exempt Employee elects to provide translation services, and such
services are not part of the employee’s regular job duties, the employee shall submit their interest to
the C&L Department. If selected, the translation pay, identified above, will be provided depending
on the variables noted above, taking into account whether professional translation services are either
not available or unfeasible due to business constraints.

D. Night Shift:

1. Night shift differential is automatically calculated for those employees regularly working a
night shift, defined as seven (7) consecutive hours or more, including at least four (4) hours of
work between 4 p.m. and 8 a.m.

2. Employees who, at their own request and for their own convenience, adjust their work schedule,
such as requesting make up time or alternative hours, and as a result, would be eligible for night
shift pay, shall be deemed as having waived their right to same. When appropriate, a new
Action Form should be submitted, removing the employee from the night shift.

E. Call Back and On Call Pay:
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1.

If an employee is on call or gets called back to work, the employee is responsible for adding this
time to their schedule through CalOptima’s time keeping system, which is then approved by
their Supervisor.

Active Certified Case Manager (CCM) Pay:

1.

To receive CCM supplemental pay, an employee is responsible for providing a copy of the
employee’s case management certification issued by the Case Management Society of America
to the Human Resources Department.

Incentive Compensation

1.

The Board of Directors approves CalOptima’s strategic plan for each fiscal year, and the CEO is
expected to meet the goals set forth in the strategic plan. The CEO in turn sets goals for the
Executive Staff.

The CEO may establish an incentive compensation program for Executive Staff based on the
Executive Incentive Program attached within budgeted parameters in accomplishing specific
results according to the department and individual goals set forth by the CEO and the level of
achievement. Executive Staff will receive a performance evaluation based on the Performance
Review of Executives Template attached, which measures their performance against the
established goals. Based on the level of performance, the Executive Staff member may be
eligible for a lump sum bonus payment. The Executive Staff member must still be employed by
CalOptima and in good standing at the time the bonus is distributed in order to be eligible to
receive the bonus payment. For eligible Executive Staff members who achieve superior
performance, CalOptima will report the bonus payment to CalPERS as Special Compensation.
The CEO is authorized to make minor revisions to the Executive Incentive Program and
Performance Review of Executives Template from time to time, as appropriate.

As circumstances warrant and at the discretion of the CEO, employees not at the Executive
Staff level, whose accomplishments have provided extraordinary results, may be considered for
incentive compensation.

Sales Incentive Program

1.

The One Care Community Partner and Sr. Community Partner staff, in the OneCare Sales &
Marketing Department, shall have an active Resident Insurance Producer license to enroll
eligible members into the OneCare and OneCare Connect Programs.

The Community Partner and Sr. Community Partner staff shall be eligible to receive Sales
Incentive pay as described in Section I1.1.1 of this policy for successfully enrolling new
members into the OneCare and OneCare Connect Programs. Sales Incentive pay for the
Manager, Member Outreach & Education, shall be based on the number of members enrolled
into the OneCare and OneCare Connect Programs by the Community Partner and Sr.
Community Partner as described in Section 11.1.2 of this policy.

a. CalOptima shall follow the Medicare Marketing Guidelines (MMGs) charge-back
guidelines of ninety (90) calendar day rapid disenrollment and recouping the Sales
Incentive with the exceptions as specified under the guidelines and applicable CalOptima
policies.
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3. CalOptima shall pay the Sales Incentive to the eligible employee on a monthly basis
approximately one and a half (1 %2) months after the month in which the eligible employee
earned the Sales Incentive.

a. Inthe event a OneCare or OneCare Connect member disenrolls from their respective
program within ninety (90) calendar days for reasons other than the exceptions
specified under the guidelines and applicable CalOptima policies, the Sales Incentive
previously earned will be deducted from a future Sales Incentive.

4. The Chief Operating Officer, Executive Director of Network Operations and Director Network
Management who oversee the OneCare Sales & Marketing Department shall approve the Sales
Incentive payout.

5. Enrollment goals for the Community Partner and Community Partner Sr. staff will be pro-rated
for the month if the employee misses one (1) or more full weeks due to vacations, sick days, or
a Leave of Absence.

6. The Director, Network Management, Executive Director of Network Operations and the Chief
Operations Officer will review the Sales Incentive structure on an annual basis.

Retention Incentive: As circumstances warrant, the CEO may award an employee a retention
incentive to prevent or delay departures that may adversely impact business operations. The
employee offered a retention incentive must be in good standing and accept and sign a retention
agreement which contains the condition(s) to be met in order to receive payment. Payment of the
incentive will be made when the terms of the agreement have been fully met and at the conclusion
of the retention period. The CEO has the authority to offer retention incentives for up to twelve (12)
employees per calendar year in an amount not to exceed ten percent (10%) of the employee’s
current base annual salary. Retention incentives that exceed ten percent (10%) of the employee’s
current base annual salary require Board of Directors approval.

Recruitment Incentive: As circumstances warrant, the CEO may offer a recruitment incentive based
on the Compensation Administration Guidelines managed by the Human Resources Department to
entice an individual to join CalOptima. Board of Directors approval is required for recruitment
incentives offered for Executive Director and Chief positions. In order to receive the recruitment
incentive, the individual offered the incentive is required to accept and sign an offer letter which
contains a “claw-back” provision obligating the recipient of a recruitment incentive to return the full
amount of the recruitment incentive if the recipient voluntarily terminates employment with
CalOptima within twenty-four (24) months of the date of hire.

Annual Performance Lump Sum Bonus: Once an employee has reached the pay range maximum,
the employee may be eligible for merit bonus pay delivered as a lump sum bonus, provided that his
or her annual performance evaluation meets the established goals and objectives set forth by their
managers. Merit bonus pay will not exceed the maximum percentage of the merit increase matrix
and reflects the employee’s superior performance measured against established objectives. Annual
performance lump sum bonuses are paid out in two (2) incremental amounts — the first half when
merit salary increases are normally distributed and the second half six (6) months later. The
employee must still be employed by CalOptima in order to be eligible to receive the lump sum
bonus payments.

Automobile Allowance: As circumstances warrant, the CEO may offer to employees in Executive
Staff positions an automobile allowance in lieu of the IRS standard mileage reimbursement rate that
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would otherwise apply in the use of their personal vehicle in the performance of their duties. Such
automobile allowance will be identified on the Executive Staff’s W-2 forms as taxable income. In
addition, as a condition of receiving such allowance, the Executive Staff member must comply with
the following requirements:
1. He or she must maintain adequate levels of personal vehicle insurance coverage;
2. He or she shall purchase his or her own fuel for the vehicle; and
3. He or she shall ensure that the vehicle is properly maintained.

(AVAS ATTACHMENTS

VI.

VII.

VIII.

A. Executive Incentive Program
B. Performance Review of Executives Template

REFERENCES

CalOptima Employee Handbook

Compensation Administration Guidelines
Government Code, 820636 and 20636.1

Title 2, California Code of Regulations (CCR), 8571

oOwp

REGULATORY AGENCY APPROVALS

None to Date

BOARD ACTIONS

A. 09/07/17: Regular Meeting of the CalOptima Board of Directors
B. 12/03/15: Regular Meeting of the CalOptima Board of Directors
C. 05/01/14: Regular Meeting of the CalOptima Board of Directors
D. 01/05/12: Regular Meeting of the CalOptima Board of Directors

REVIEW/REVISION HISTORY

Version Date Policy Number Policy Title Line(s) of Business

Effective 01/01/2011 | GA.8042 Pay Differentials Administrative

Revised 01/05/2012 | GA.8042 Pay Differentials Administrative

Revised 05/20/2014 | GA.8042 Supplemental Administrative
Compensation

Revised 12/03/2015 | GA.8042 Supplemental Administrative
Compensation

Revised 09/07/2017 | GA.8042 Supplemental Administrative
Compensation
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IX. GLOSSARY

Term Definition
Bilingual Certified An employee who has passed CalOptima’s Bilingual Screening Process
Employee either upon hire or any time during their employment.

Bilingual Screening
Process:

Prospective staff translators are identified by Cultural and Linguistic (C&L)
Services Department based on qualifications obtained through CalOptima’s
bilingual screening process. The screening is either conducted as part of
their initial hiring process or later during their employment. All staff
translators must possess a strong ability to read, write and understand the
target language. Once identified as potential staff translators, they are
required to take a proficiency test created by C&L Services Department.
They are evaluated on their vocabulary, grammar, orthography, flow,
accuracy, cultural sensitivity, as well as consistency in usage of translated
terms. The selection is based on their overall score.

Bonus Pay Compensation to employees for superior performance such as “annual
performance bonus” and “merit pay.” If provided only during a member's
final compensation period, it shall be excluded from final compensation as
“final settlement” pay. A program or system must be in place to plan and
identify performance goals and objectives to count as Special
Compensation for CalPERS purposes.

CalPERS California Public Employees Retirement System

CalPERS Classic
Member

A member enrolled in CalPERS prior to January 1, 2013.

Classic Director

A Management Staff who is either a CalPERS Classic Member or a
member prior to 01/01/2013 of another California public retirement system
that is eligible for reciprocity with CalPERS.

Classic Executive

An Executive Staff who is either a CalPERS Classic Member or a member
prior to 01/01/2013 of another California public retirement system that is
eligible for reciprocity with CalPERS.

Compensation
Earnable

The pay rate and special compensation as defined in Government Code
sections 20636 and 20636.1.

Executive Staff

Staff holding Executive level positions as specifically designated by the
Board of Directors.

Exempt Employee

Employees who are exempt from the overtime provisions of the federal Fair
Labor Standards Act (FLSA) and state regulations governing wages and
salaries. Exempt status is determined by the duties and responsibilities of
the position and is defined by Human Resources for each position.

Leave of Absence
(LOA)

A term used to describe a scheduled period of time off longer than five (5)
days that an employee is to be away from his or her primary job, while
maintaining the status of employee.

Management Staff

Staff holding positions at or above Director level.

Sales Incentive

An amount of money paid, in addition to base pay, to an employee for
successfully enrolling a member into the OneCare or/ OneCare Connect
Program.

Special Compensation

Payment of additional compensation earned separate from an employee’s
base pay that meets the criteria listed in Title 2, California Code of
Regulations (CCR) section 571(a).
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Term Definition

Threshold Language

For purposes of this policy, a threshold language as defined by the Centers
for Medicare & Medicaid Services (CMS) for Medicare programs, or
Department of Health Care Services for the Medi-Cal program.
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CALOPTIMA EXECUTIVE INCENTIVE PROGRAM

The Leadership Incentive Plan is an annual plan for the members of CalOptima’s executive team that
provides a monetary reward for superior performance based on the achievement of predetermined
goals and objectives. The amount of incentive awarded to participants is determined based on goal
achievement scores and the availability of budget for incentive payments.

A. Purpose: To align the performance of CalOptima’s executive staff towards the accomplishment of
the agency’s long-term strategic plan and to reward superior accomplishment of annual key business
strategies and initiatives.

B. Eligibility: To be eligible to participate in the Leadership Incentive Plan, an employee must be in an
executive level position with job titles containing the designation of “Chief” or “Executive”.

C. Goals and Objectives: Specific performance goals and objectives are established by the Chief
Executive Officer and members of the executive team. Each goal is assigned a weighted percentage, and
a description/measure of accomplishment. Goals are established using the following guidelines.

e Linkage to organization strategy

e Stretch objectives with a reasonable probability of attainment

e Consistency in approach across the department

e Encouragement of teamwork among leadership team and the organization, and
e Simple to understand, communicate and administer

D. Performance Period: Accomplishment of goals and objectives will be determined based on
performance during the fiscal year (July 1 to June 30).

E. Incentive Opportunity: Goals and objectives are assigned accomplishment points. A minimum score
of 50 points is required to be eligible for incentive compensation. The maximum points awarded is 100.
The maximum incentive award is 10% of the participant’s annual base compensation. The amount can
be prorated based on the number of months participation in the plan. In order to receive an incentive
award, the participant must be an active employee at the time the award is paid out. The range of the
potential incentive for Executive Staff is contingent upon a range of performance based upon the goals
and objectives established by the Chief Executive Officer. Based upon the total accomplishment points
received, the incentive opportunities may be determined based upon a performance matrix, as an
example, as follows:

Points Category Description Incentive as
Percentage of
Base Pay
Below 50 | Below Threshold | The minimum level of performance was not achieved 0%
12/3/4503/2017
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Points Category Description Incentive as
Percentage of
Base Pay
50-60 Threshold The minimum level of performance which must be 0-4%
achieved before an incentive is paid
60-70 Target The level of performance which generally equates to 4-6%
the achievement of some but not all goals and
objectives
70-85 Commendable | The level of performance where the combination of 6-8%
personal effort and business produce an above
average return for the organization
85-100 Outstanding The very superior level of performance which 8-10%
occasionally occurs when all circumstances come
together to produce very high returns for the
organization.

F. Modification of Plan: The CEO may modify the plan for business need at any time. Participation in

the plan is subject to the approval of the CEO. Participation in any single year does not predict
participation in subsequent years.

Executive Incentive Goals for FY -

Sample Form

Description / Measure(s)

Strf':\te.glc Goals Weight of Accomplishment / Points Points Owner(s) Comment/Notes
Priority (%) .
Available Earned
Quality Implement by Q1. Program Chief '
rolled out to all users. 15 . Partial
Programs and Goal XYz 10 . . Operating .
. 0-25, 0if not met, 25 if . completion.
Services Officer
fully met.
Culture,
Learning and
Innovation
Financial
Stability

Strong Internal

Processes

Community

Outreach
12/3/4503/2017
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. . Description / Measure(s)
Str?te.glc Goals Weight of Accomplishment / Points Points Owner(s) Comment/Notes
Priority (%) .
Available Earned
Total Score
12/3/4503/2017
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CALOPTIMA EXECUTIVE INCENTIVE PROGRAM

The Leadership Incentive Plan is an annual plan for the members of CalOptima’s executive team that
provides a monetary reward for superior performance based on the achievement of predetermined
goals and objectives. The amount of incentive awarded to participants is determined based on goal
achievement scores and the availability of budget for incentive payments.

A. Purpose: To align the performance of CalOptima’s executive staff towards the accomplishment of
the agency’s long-term strategic plan and to reward superior accomplishment of annual key business
strategies and initiatives.

B. Eligibility: To be eligible to participate in the Leadership Incentive Plan, an employee must be in an
executive level position with job titles containing the designation of “Chief” or “Executive”.

C. Goals and Objectives: Specific performance goals and objectives are established by the Chief
Executive Officer and members of the executive team. Each goal is assigned a weighted percentage, and
a description/measure of accomplishment. Goals are established using the following guidelines.

e Linkage to organization strategy

e Stretch objectives with a reasonable probability of attainment

e Consistency in approach across the department

e Encouragement of teamwork among leadership team and the organization, and
e Simple to understand, communicate and administer

D. Performance Period: Accomplishment of goals and objectives will be determined based on
performance during the fiscal year (July 1 to June 30).

E. Incentive Opportunity: Goals and objectives are assigned accomplishment points. A minimum score
of 50 points is required to be eligible for incentive compensation. The maximum points awarded is 100.
The maximum incentive award is 10% of the participant’s annual base compensation. The amount can
be prorated based on the number of months participation in the plan. In order to receive an incentive
award, the participant must be an active employee at the time the award is paid out. The range of the
potential incentive for Executive Staff is contingent upon a range of performance based upon the goals
and objectives established by the Chief Executive Officer. Based upon the total accomplishment points
received, the incentive opportunities may be determined based upon a performance matrix, as an
example, as follows:

Points Category Description Incentive as
Percentage of
Base Pay
Below 50 | Below Threshold | The minimum level of performance was not achieved 0%
03/2017
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Points Category Description Incentive as
Percentage of
Base Pay
50-60 Threshold The minimum level of performance which must be 0-4%
achieved before an incentive is paid
60-70 Target The level of performance which generally equates to 4-6%
the achievement of some but not all goals and
objectives
70-85 Commendable | The level of performance where the combination of 6-8%
personal effort and business produce an above
average return for the organization
85-100 Outstanding The very superior level of performance which 8-10%
occasionally occurs when all circumstances come
together to produce very high returns for the
organization.

F. Modification of Plan: The CEO may modify the plan for business need at any time. Participation in

the plan is subject to the approval of the CEO. Participation in any single year does not predict
participation in subsequent years.

Executive Incentive Goals for FY -

Sample Form

Description / Measure(s)

Strf':\te.glc Goals Weight of Accomplishment / Points Points Owner(s) Comment/Notes
Priority (%) .
Available Earned
Quality Implement by Q1. Program Chief '
rolled out to all users. 15 . Partial
Programs and Goal XYz 10 . . Operating .
. 0-25, 0if not met, 25 if . completion.
Services Officer
fully met.
Culture,
Learning and
Innovation
Financial
Stability

Strong Internal
Processes

Community
Outreach

03/2017
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Description / Measure(s)

Strj':\te.glc Goals Weight of Accomplishment / Points Points Owner(s) Comment/Notes
Priority (%) .
Available Earned
Total Score
03/2017
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SUPERVISOR/EVALUATOR — — E — —
V
|
E
W
to
rRevEWDATESEL F REVIEW: In the following section, provide TYPEORREVIEW
your responses to the following questions for the review period April 90 E%cher 5-Month ¥early
1, 2016 through March 31, 2017.
1) What did you do well that impacted or demonstrated your
performance? (Examples: accomplishments, self-development,
projects, productivity, customer service)
2) What are you continuing to work on that you set as goal(s)
from last year?
3) What opportunities for growth, future goals or enhancement to
your position will sustain and/or improve your performance?
1)
2)
3)
L]
L]
L]
L]
]
1
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Manager Review: Below are the Core Competencies to be completed by your manager

CORE BEHAVIORAL COMPETENCIES

This section describes the core competencies required for successful
employee performance for this CalOptima position. In the space provided,

Competency Rating Scale

Definitions:

Outstanding — Performance regularly

mark the appropriate rating with an "'x"* and provide comments as needed.
Evaluate the employee on each factor relevant to the job duties and
responsibilities by indicating to what degree the employee demonstrates the

overall skill or behavior on the job.

exceeds job expectations due to
exceptionally high quality of work in
all essential areas of responsibility,
resulting in outstanding contribution.
Reserved for truly outstanding

performance.
Exceeds Expectations - Often

demonstrates behaviors that go above
and beyond expectations in order to
achieve exceptional performance or
intended results.

Fully Meets Expectations -

Demonstrates effective and desired
behaviors that consistently meet
expected performance standards.

Needs Development - Demonstrates

some desired behaviors, or uses
behaviors inconsistently. Requires
some development/improvement.

Unacceptable - Rarely demonstrates

competency behaviors. Does not meet
performance standards. Requires
significant and immediate
improvement
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COMMUNICATION:
e Communicates well with others in both verbal and written form: by adapting his/her tone, style
and approach based on people’s perspectives and situations. Organizes thoughts, expresses them
clearly and respectfully.

e Listens attentively to ideas of others; eeoperativecooperates and builds good working
relationships with others.

[ ] Outstanding

. - . . L . . Exceeds Expectations
»—Provides colleagues with regular and reliable information, including updates on his/her E__Fully MeetspExpectations
own activities- y ) [1 Needs Development

[1 Unacceptable
o—Ha&good—presentaHoneleJrLs/decmons and is WeII prepared When speaklng in front of a group-

Presentattons, presentations are clear— and |nformat|ve—andgearedtewardraud+enee%need&

Gemments—Descnbe specmc examples or detalls of past performance and self development during this review
cycle that support the rating:

CUSTOMER FOCUS (internal and/or external)

e Actively listens and follows up/through on customer inquiries/requests in a timely, [1_Outstanding
professional, courteous, and sensitive manner; ensures clear and frequent communication with
customers about progress, changes and status; takes responsibility for correcting customer ] Fully Meets Expectations
problems. _ ) [] Needs Development

e Demonstrates a good understanding of company/department procedures for handling customer ] Unacceptable
complaints; knows when to bring in help/use the chain of command for problems beyond

his/her ability.
o Viewed as a team player.

[ 1 Exceeds Expectations

Describe specific examples or details of past performance and self development during this review cycle that
support the rating:

LEADERSHIP: Outstanding
e Communicates high level priorities and objectives, a compelling and strategic vision, which is [ 1 Exceeds Expectations
innovative and future-oriented, and creates buy-in at various levels of the organization for each | [ ] Fully Meets Expectations
fiscal year. [ 1 Needs Development
e Manages, inspires, motivates, develops, reviews, and supports the growth of the organization [ 1 Unacceptable
and department staff.

Describe specific examples or details of past performance and self development during this review cycle that
support the rating:

STRATEGIC THINKING:

o Applies the SWOT analysis to CalOptima’s changing environment to identify opportunities for
success in order to redirect the company’s course, create realistic and well-balanced strategic
plans, and to meet new targets. Understands the players in our industry, both competitors and
allies, and is on top of industry shifts and changes.

e Includes key stakeholders in strategic planning.

o Isaninnovative strategic partner.

[1 Outstanding

[ 1 Exceeds Expectations

[ ] Fully Meets Expectations
[ ] Needs Development

[ ] Unacceptable

Describe specific examples or details of past performance and self development during this review cycle that
support the rating:

DECISION MAKING/PROBLEM SOLVING:

e Uses sound and consistent judgment when analyzing situations and making decisions that
would impact both the department and the entire organization; able to identify potential []_Fully Meets Expectations
problems and offers multiple solutions; is conscientious of the department resources. ] Needs Development

e Able to make decisions even when conditions are uncertain or information is not available by 1 Unacceptable
using the correct balance of logic and intuition; discusses his/her decision and its impact with
those who will be affected; the group benefits from his/her input in problem solving and

[1 Outstanding

[ 1 Exceeds Expectations
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brainstorming sessions.

e Reliable, persistent worker who keeps a positive outlook and does not let unexpected problems
stop him/her from successfully completing own work; calm under pressure.

Describe specific examples or details of past performance and self development during this review cycle that
support the rating:

PREVIOUS MANAGER’S COMMENTS (if applicable):

List goals that will sustain and/or improve performance, and how they will be measured/evaluated during
the next review period:

[ Outstanding

[ 1 Exceeds Expectations
FINAL OVERALL RATING [1 Fully Meets Expectations
[ ] Needs Development

[ ] Unacceptable
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Manager’s/Evaluator’s Comments:
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Manager’s/Evaluator’s Signature:

I I | |
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Second Level Manager’s Comments and Signature:
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[@, CalOptima

A Public Agency Better. Together.

Performance Review —
Executive (Directors and
Above)

EMPLOYEE INFORMATION

EMPLOYEE

JOB TITLE DEPARTMENT

SUPERVISOR/EVALUATOR

REVIEW PERIOD

to

SELF REVIEW: In the following section, provide your responses to the following questions for the

review period April 1, 2016 through March 31, 2017.

1) What did you do well that impacted or demonstrated your performance? (Examples:
accomplishments, self-development, projects, productivity, customer service)

2) What are you continuing to work on that you set as goal(s) from last year?

3) What opportunities for growth, future goals or enhancement to your position will sustain and/or

improve your performance?

1)
2)

3)

Manager Review: Below are the Core Competencies to be completed by your manager

CORE BEHAVIORAL COMPETENCIES

This section describes the core competencies required for
successful employee performance for this CalOptima
position. In the space provided, mark the appropriate
rating with an "'x"* and provide comments as needed.
Evaluate the employee on each factor relevant to the job
duties and responsibilities by indicating to what degree
the employee demonstrates the overall skill or behavior
on the job.

Competency Rating Scale Definitions:

Outstanding — Performance regularly exceeds job
expectations due to exceptionally high quality of work in all
essential areas of responsibility, resulting in outstanding
contribution. Reserved for truly outstanding performance.

Exceeds Expectations - Often demonstrates behaviors that
go above and beyond expectations in order to achieve
exceptional performance or intended results.

Fully Meets Expectations - Demonstrates effective and
desired behaviors that consistently meet expected
performance standards.

Needs Development - Demonstrates some desired behaviors,
or uses behaviors inconsistently. Requires some
development/improvement.

Unacceptable - Rarely demonstrates competency behaviors.
Does not meet performance standards. Requires significant
and immediate improvement
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COMMUNICATION:

e Communicates well with others in both verbal and written form by adapting his/her tone, style
and approach based on people’s perspectives and situations. Organizes thoughts, expresses
them clearly and respectfully.

e Listens attentively to ideas of others; cooperates and builds good working relationships with
others.

«  Provides colleagues with regular and reliable information, including updates on his/her own
activities/decisions, and is well-prepared when speaking in front of a group; presentations are
clear and informative.

I I |

Outstanding

Exceeds Expectations
Fully Meets Expectations
Needs Development
Unacceptable

Describe specific examples or details of past performance and self development during this review cycle that

support the rating:

CUSTOMER FOCUS (internal and/or external)

e Actively listens and follows up/through on customer inquiries/requests in a timely,
professional, courteous, and sensitive manner; ensures clear and frequent communication with
customers about progress, changes and status; takes responsibility for correcting customer
problems.

o Demonstrates a good understanding of company/department procedures for handling customer
complaints; knows when to bring in help/use the chain of command for problems beyond
his/her ability.

o Viewed as a team player.

I

Outstanding

Exceeds Expectations
Fully Meets Expectations
Needs Development
Unacceptable

Describe specific examples or details of past performance and self development during this review cycle that

support the rating:

LEADERSHIP:

e Communicates high level priorities and objectives, a compelling and strategic vision, which is
innovative and future-oriented, and creates buy-in at various levels of the organization for each
fiscal year.

e  Manages, inspires, motivates, develops, reviews, and supports the growth of the organization
and department staff.

I I

Outstanding

Exceeds Expectations
Fully Meets Expectations
Needs Development
Unacceptable

Describe specific examples or details of past performance and self development during this review cycle that

support the rating:

STRATEGIC THINKING:

o Applies the SWOT analysis to CalOptima’s changing environment to identify opportunities for
success in order to redirect the company’s course, create realistic and well-balanced strategic
plans, and to meet new targets. Understands the players in our industry, both competitors and
allies, and is on top of industry shifts and changes.

e Includes key stakeholders in strategic planning.

« Isaninnovative strategic partner.

I I |

Outstanding

Exceeds Expectations
Fully Meets Expectations
Needs Development
Unacceptable

Describe specific examples or details of past performance and self development during this review cycle that

support the rating:

DECISION MAKING/PROBLEM SOLVING:

e Uses sound and consistent judgment when analyzing situations and making decisions that
would impact both the department and the entire organization; able to identify potential
problems and offers multiple solutions; is conscientious of the department resources.

e Able to make decisions even when conditions are uncertain or information is not available by

I I |

Outstanding

Exceeds Expectations
Fully Meets Expectations
Needs Development
Unacceptable
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Back to Agenda




using the correct balance of logic and intuition; discusses his/her decision and its impact with
those who will be affected; the group benefits from his/her input in problem solving and
brainstorming sessions.

e Reliable, persistent worker who keeps a positive outlook and does not let unexpected problems
stop him/her from successfully completing own work; calm under pressure.

Describe specific examples or details of past performance and self development during this review cycle that
support the rating:

PREVIOUS MANAGER’S COMMENTS (if applicable):

List goals that will sustain and/or improve performance, and how they will be measured/evaluated during
the next review period:

Outstanding

Exceeds Expectations
Fully Meets Expectations
Needs Development
Unacceptable

FINAL OVERALL RATING

I

Manager’s/Evaluator’s Comments

Manager’s/Evaluator’s Signature:

Signature Date

Second Level Manager’s Comments and Signature:
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Signature Date

Employee’s Acknowledgement and Comments:

Signature Date
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A Public Agency

Better. Together. Department: Human Resources
Section: Not Applicable
CEO Approval: Michael Schrader
Effective Date: 05/01/14

Last Review Date:  98809/630

Last Revised Date: 7/17
0809/930
7117
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PURPOSE

A. This policy maintains a CalOptima Salary Schedule that lists all active job-classifications
including job title, salary grade, and salary ranges (minimum, midpoint, and maximum pay
rate amounts).

B. This policy ensures the salary schedule is publicly available pursuant to the requirements of
Title 2, California Code of Regulations (CCR) §570.5'so that employees who are members of
the California Public Employees Retirement System (CalPERS) have their compensation
considered qualified for pension calculation under CalPERS .regulations.

POLICY

A. Pursuant to the requirements under Title 2, California Code of Regulations (CCR) §570.5,
CalOptima has established the attached salary schedule for each CalOptima job position. In order
for CalPERS member's pay rates to be credited by CalPERS, the. Human Resources Department
(HR) shall maintain a salary schedule that meets.the following eight (8) separate criteria:

1. Approval and adoption by the governing body in accordance with requirements
applicable to public meetings laws;

2. ldentification of position titles for every employee position;

3. Listing of pay rate for each identified position, which may be stated as a single amount
or as multiple amounts with a range;

4. Specifies the time base, including, but not limited to, whether the time base is hourly, daily,
bi-weekly, monthly, bi-monthly, or annually;

5. Posted at the employer's office or immediately accessible and available for public review
from the employer during normal business hours or posted on the employer's internet
website;

6. Indicates the effective date and date of any revisions;

7. Retained by the employer and available for public inspection for not less than five (5) years;
and
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Policy #: GA.8058

Title:

Salary Schedule Revised Date:  8809/6307/17

VI.

VII.

8. Does not reference another document inlieu of disclosing the pay rate.

B. The Chief Executive Officer (CEQ) is authorized and directed to take all steps necessary and proper
to implement the salary schedule for all other employees not inconsistent therewith.

PROCEDURE

A. The Human Resources Department (HR) will ensure that the salary schedule, meeting the
requirements above, are available at CalOptima’s offices and immediately accessible for public
review during normal business hours or posted on CalOptima’s-internet website.

B. HR shall retain the salary schedule for not less than five (5) years.

C. HR shall review the salary schedule and provide recommendations to maintain the competitiveness
of the salary schedule to market pay levels.

D. Any adjustments to the salary schedule requires that the Executive Director of HR make a
recommendation to the CEO for approval, with the CEO.taking the.recommendation to the
CalOptima Board of Directors for final approval. No changes to the salary schedule, or CEO
compensation, shall be effective unless and until approved by the CalOptima Board of Directors.

ATTACHMENTS

A. CalOptima - Salary Schedule (Revised as of 88/6309/07/17)
REFERENCES

A. Title 2, California Code of Regulations, 8570.5
REGULATORY AGENCY APPROVALS

None to Date

BOARD ACTIONS

A. 09/07/17: Regular Meeting of the CalOptima Board of Directors

A:B. 08/03/17: Regular Meeting of the CalOptima Board of Directors
B.C. 06/01/17: Regular Meeting of the CalOptima Board of Directors
G.D.  05/04/17: Regular Meeting of the CalOptima Board of Directors
B-E.  03/02/17: Regular Meeting of the CalOptima Board of Directors
E-F.  12/01/16: Regular Meeting of the CalOptima Board of Directors
FG.  11/03/16: Regular Meeting of the CalOptima Board of Directors
G-H. 10/06/16: Regular Meeting of the CalOptima Board of Directors
H:1.09/01/16: Regular Meeting of the CalOptima Board of Directors

+J. 08/04/16: Regular Meeting of the CalOptima Board of Directors

K.06/02/16: Regular Meeting of the CalOptima Board of Directors

K-L. 03/03/16: Regular Meeting of the CalOptima Board of Directors
M. 12/03/15: Regular Meeting of the CalOptima Board of Directors
M-N. 10/01/15: Regular Meeting of the CalOptima Board of Directors
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1| N:O. 06/04/15: Regular Meeting of the CalOptima Board of Directors
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Policy #: GA.8058
Title: Salary Schedule Revised Date:  8809/6307/17
VIIl. REVIEW/REVISION HISTORY

Version Date Policy Number | Policy Title Line(s) of Business
Effective | 05/01/2014 | GA.8057 Compensation Program and Administrative
Salary Schedule
Revised 08/07/2014 | GA.8057 Compensation Program and Administrative
Salary Schedule
Revised 11/06/2014 | GA.8057 Compensation Program-and Administrative
Salary Schedule
Revised 12/04/2014 | GA.8057 Compensation Program and Administrative
Salary Schedule
Revised 03/05/2015 | GA.8057 Compensation Program and Administrative
Salary Schedule
Revised 06/04/2015 | GA.8058 Salary Schedule Administrative
Revised 10/01/2015 | GA.8058 Salary Schedule Administrative
Revised 12/03/2015 | GA.8058 Salary Schedule Administrative
Revised 03/03/2016 | GA.8058 Salary Schedule Administrative
Revised 06/02/2016 | GA.8058 Salary Schedule Administrative
Revised 08/04/2016 | GA.8058 Salary Schedule Administrative
Revised 09/01/2016 | GA.8058 Salary Schedule Administrative
Revised 10/06/2016 | GA.8058 Salary Schedule Administrative
Revised 11/03/2016 | GA.8058 Salary Schedule Administrative
Revised 12/01/2016 | GA.8058 Salary Schedule Administrative
Revised 03/02/2017 | GA.8058 Salary Schedule Administrative
Revised 05/04/2017 | GA.8058 Salary Schedule Administrative
Revised 06/01/2017 | GA.8058 Salary Schedule Administrative
Revised 08/03/2017 | GA.8058 Salary Schedule Administrative
Revised 09/07/2017 | GA.8058 Salary’Schedule Administrative
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Policy #: GA.8058

Title:

Salary Schedule

Revised Date:

0809/6307/17

IX.

GLOSSARY

Not Applicable
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A Public Agency

Better. Together. Department: Human Resources
Section: Not Applicable
CEO Approval: Michael Schrader
Effective Date: 05/01/14

Last Review Date: 09/07/17
Last Revised Date: 09/07/17

. PURPOSE

A. This policy maintains a CalOptima Salary Schedule that lists all active job classifications
including job title, salary grade, and salary ranges (minimum, midpoint, and maximum pay
rate amounts).

B. This policy ensures the salary schedule is publicly available pursuant to the requirements of
Title 2, California Code of Regulations (CCR) §570.5 so that employees who are members of
the California Public Employees Retirement System (CalPERS) have their compensation
considered qualified for pension calculation underCalPERS regulations.

1. POLICY

A. Pursuant to the requirements under Title 2, California Code of Regulations (CCR) §570.5,
CalOptima has established the attached salary schedule for each CalOptima job position. In order
for CalPERS member's pay rates to be credited by CalPERS, the Human Resources Department
(HR) shall maintain a salary schedule that-meets the following eight (8) separate criteria:

1.

Approval and adoption by the governing body in.accordance with requirements
applicable to public meetings laws;

Identification of position titles for every employee position;

Listing of pay rate for each identified position; which may be stated as a single amount
or as multiple amounts with a range;

Specifies the time base, including, but not limited to, whether the time base is hourly, daily,
bi-weekly, monthly, bi-monthly, or annually;

Posted at the employer's office or immediately accessible and available for public review
from the employer during.normal business hours or posted on the employer's internet
website;

Indicates the effective date and date of any revisions;

Retained by the employer and available for public inspection for not less than five (5) years;
and

Does not reference another document inlieu of disclosing the pay rate.
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B. The Chief Executive Officer (CEQ) is authorized and directed to take all steps necessary and proper

OO ~NOoO Ok, WwWwNE

VI.

VILI.

to implement the salary schedule for all other employees not inconsistent therewith.

PROCEDURE

A

The Human Resources Department (HR) will ensure that the salary schedule, meeting the

requirements above, are available at CalOptima’s offices and immediately accessible for public
review during normal business hours or posted on CalOptima’s internet website.

HR shall retain the salary schedule for not less than five (5) years.

HR shall review the salary schedule and provide recommendations to maintain the competitiveness

of the salary schedule to market pay levels.

Any adjustments to the salary schedule requires that the Executive Director of HR make a
recommendation to the CEO for approval, with the CEO taking the recommendation to the
CalOptima Board of Directors for final approval. No changes to the salary schedule, or CEO

compensation, shall be effective unless and until approved by the CalOptima Board of Directors.

ATTACHMENTS

A. CalOptima - Salary Schedule (Revised as of 09/07/17)

REFERENCES

A. Title 2, California‘Code of Regulations, §570.5

REGULATORY AGENCY APPROVALS

None to Date

BOARD ACTIONS

OZZrX=~—IOMMUOTP

09/07/17:
08/03/17:
06/01/17:
05/04/17:
03/02/17:
12/01/16:
11/03/16:
10/06/16:
09/01/16:
08/04/16:
06/02/16:
03/03/16:
12/03/15:
10/01/15:
06/04/15:

Regular Meeting of the CalOptima Board of Directors
Regular Meeting of the CalOptima Board of Directors
Regular Meeting of'the CalOptima Board of Directors
Regular Meeting of the CalOptima Board of Directors
Regular Meeting of the CalOptima Board of Directors
Regular Meeting of the CalOptima Board of Directors
Regular Meeting of the CalOptima Board of Directors
Regular Meeting of the CalOptima Board of Directors
Regular Meeting of the CalOptima Board of Directors
Regular Meeting of the CalOptima Board of Directors
Regular Meeting of the CalOptima Board of Directors
Regular Meeting of the CalOptima Board of Directors
Regular Meeting of the CalOptima Board of Directors
Regular Meeting of the CalOptima Board of Directors
Regular Meeting of the CalOptima Board of Directors
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Policy #: GA.8058
Title: Salary Schedule Revised Date:  09/07/17
VIIl. REVIEW/REVISION HISTORY

Version Date Policy Number | Policy Title Line(s) of Business
Effective | 05/01/2014 | GA.8057 Compensation Program and Administrative
Salary Schedule
Revised 08/07/2014 | GA.8057 Compensation Program and Administrative
Salary Schedule
Revised 11/06/2014 | GA.8057 Compensation Program-and Administrative
Salary Schedule
Revised 12/04/2014 | GA.8057 Compensation Program and Administrative
Salary Schedule
Revised 03/05/2015 | GA.8057 Compensation Program and Administrative
Salary Schedule
Revised 06/04/2015 | GA.8058 Salary Schedule Administrative
Revised 10/01/2015 | GA.8058 Salary Schedule Administrative
Revised 12/03/2015 | GA.8058 Salary Schedule Administrative
Revised 03/03/2016 | GA.8058 Salary Schedule Administrative
Revised 06/02/2016 | GA.8058 Salary Schedule Administrative
Revised 08/04/2016 | GA.8058 Salary Schedule Administrative
Revised 09/01/2016 | GA.8058 Salary Schedule Administrative
Revised 10/06/2016 | GA.8058 Salary Schedule Administrative
Revised 11/03/2016 | GA.8058 Salary Schedule Administrative
Revised 12/01/2016 | GA.8058 Salary Schedule Administrative
Revised 03/02/2017 | GA.8058 Salary Schedule Administrative
Revised 05/04/2017 | GA.8058 Salary Schedule Administrative
Revised 06/01/2017 | GA.8058 Salary Schedule Administrative
Revised 08/03/2017 | GA.8058 Salary Schedule Administrative
Revised 09/07/2017 | GA.8058 Salary Schedule Administrative
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Title:

Salary Schedule

Revised Date:

09/07/17

IX.

GLOSSARY

Not Applicable
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CalOptima - Annual Base Salary Schedule - Revised September 7, 2017

Effective as of May 1, 2014

Job Title GFr):?:ile gg:e Min Mid Max For Approval
Accountant K 39 $47,112 $61,360 $75,504
Accountant Int L 634 $54,288 $70,512 $86,736
Accountant Sr M 68 $62,400 $81,120 $99,840
Accounting Clerk | 334 $37,128 $46,384 $55,640
Actuarial Analyst L 558 $54,288 $70,512 $86,736
Actuarial Analyst Sr M 559 $62,400 $81,120 $99,840
Actuary O 357 $82,576 $107,328 $131,976
Administrative Assistant H 19 $33,696 $42,224 $50,648
Analyst K 562 $47,112 $61,360 $75,504
Analyst Int L 563 $54,288 $70,512 $86,736
Analyst Sr M 564 $62,400 $81,120 $99,840
Applications Analyst K 232 $47,112 $61,360 $75,504
Applications Analyst Int L 233 $54,288 $70,512 $86,736
Applications Analyst Sr M 298 $62,400 $81,120 $99,840
Associate Director Customer Service (e} 593 $82,576 $107,328 $131,976
Associate Director Information Services Q 557 $114,400 $154,440 $194,480
Associate Director Provider Network (e} 647 $82,576 $107,328 $131,976
Auditor K 565 $47,112 $61,360 $75,504
Auditor Sr L 566 $54,288 $70,512 $86,736
Behavioral Health Manager N 383 $71,760 $93,184 $114,712
Biostatistics Manager N 418 $71,760 $93,184 $114,712
Board Services Specialist J 435 $40,976 $53,352 $65,624
Business Analyst J 40 $40,976 $53,352 $65,624
Business Analyst Sr M 611 $62,400 $81,120 $99,840
Business Systems Analyst Sr M 69 $62,400 $81,120 $99,840
Buyer J 29 $40,976 $53,352 $65,624
Buyer Int K 49 $47,112 $61,360 $75,504
Buyer Sr L 67 $54,288 $70,512 $86,736
Care Manager M 657 $62,400 $81,120 $99,840
Care Transition Intervention Coach (RN) N 417 $71,760 $93,184 $114,712
Certified Coder K 399 $47,112 $61,360 $75,504
Certified Coding Specialist K 639 $47,112 $61,360 $75,504
Certified Coding Specialist Sr L 640 $54,288 $70,512 $86,736
Change Control Administrator L 499 $54,288 $70,512 $86,736
Change Control Administrator Int M 500 $62,400 $81,120 $99,840
Change Management Analyst Sr N 465 $71,760 $93,184 $114,712
**  Chief Counsel T 132 $197,704 $266,968 $336,024
**  Chief Executive Officer \% 138 $319,740 $431,600 $543,600
**  Chief Financial Officer U 134 $237,224 $320,216 $403,312
**  Chief Information Officer T 131 $197,704 $266,968 $336,024
**  Chief Medical Officer U 137 $237,224 $320,216 $403,312
**  Chief Operating Officer U 136 $237,224 $320,216 $403,312
Claims - Lead J 574 $40,976 $53,352 $65,624
Claims Examiner H 9 $33,696 $42,224 $50,648
Claims Examiner - Lead J 236 $40,976 $53,352 $65,624
Claims Examiner Sr I 20 $37,128 $46,384 $55,640
Claims QA Analyst | 28 $37,128 $46,384 $55,640
Claims QA Analyst Sr. J 540 $40,976 $53,352 $65,624
Claims Recovery Specialist | 283 $37,128 $46,384 $55,640
Claims Resolution Specialist | 262 $37,128 $46,384 $55,640
Clerk of the Board O 59 $82,576 $107,328 $131,976
Clinical Auditor M 567 $62,400 $81,120 $99,840
Clinical Auditor Sr N 568 $71,760 $93,184 $114,712
Clinical Documentation Specialist (RN) (¢} 641 $82,576 $107,328 $131,976
Clinical Pharmacist P 297 $95,264 $128,752 $162,032
Clinical Systems Administrator M 607 $62,400 $81,120 $99,840
Clinician (Behavioral Health) M 513 $62,400 $81,120 $99,840
Communications Specialist J 188 $40,976 $53,352 $65,624
Community Partner K 575 $47,112 $61,360 $75,504

Revised 09/07/2017
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CalOptima - Annual Base Salary Schedule - Revised September 7, 2017

Effective as of May 1, 2014

Job Title GFr):?:ile gg:e Min Mid Max For Approval
Community Partner Sr L 612 $54,288 $70,512 $86,736
Community Relations Specialist J 288 $40,976 $53,352 $65,624
Community Relations Specialist Sr K 646 $47,112 $61,360 $75,504
Compliance Claims Auditor K 222 $47,112 $61,360 $75,504
Compliance Claims Auditor Sr L 279 $54,288 $70,512 $86,736
Contract Administrator M 385 $62,400 $81,120 $99,840
Contracts Manager N 207 $71,760 $93,184 $114,712
Contracts Specialist K 257 $47,112 $61,360 $75,504
Contracts Specialist Int L 469 $54,288 $70,512 $86,736
Contracts Specialist Sr M 331 $62,400 $81,120 $99,840
*  Controller Q 464 $114,400 $154,440 $194,480
Credentialing Coordinator J 41 $40,976 $53,352 $65,624
Credentialing Coordinator - Lead J 510 $40,976 $53,352 $65,624
Customer Service Coordinator J 182 $40,976 $53,352 $65,624
Customer Service Rep H 5 $33,696 $42,224 $50,648
Customer Service Rep - Lead J 482 $40,976 $53,352 $65,624
Customer Service Rep Sr | 481 $37,128 $46,384 $55,640
Data Analyst K 337 $47,112 $61,360 $75,504
Data Analyst Int L 341 $54,288 $70,512 $86,736
Data Analyst Sr M 342 $62,400 $81,120 $99,840
Data and Reporting Analyst - Lead ¢} TBD $82,576 $107,328 $131,976
Data Entry Tech F 3 $27,872 $34,840 $41,808
Data Warehouse Architect e} 363 $82,576 $107,328 $131,976
Data Warehouse Programmer/Analyst (¢} 364 $82,576 $107,328 $131,976
Data Warehouse Project Manager (¢} 362 $82,576 $107,328 $131,976
Data Warehouse Reporting Analyst N 412 $71,760 $93,184 $114,712
Data Warehouse Reporting Analyst Sr (¢} 522 $82,576 $107,328 $131,976
Database Administrator M 90 $62,400 $81,120 $99,840
Database Administrator Sr (e} 179 $82,576 $107,328 $131,976
**  Deputy Chief Counsel S 160 $164,736 $222,352 $280,072
**  Deputy Chief Medical Officer T 561 $197,704 $266,968 $336,024
*  Director Accounting [ 122 $95,264 $128,752 $162,032
*  Director Applications Management R 170 $137,280 $185,328 $233,376
*  Director Audit & Oversight Q 546 $114,400 $154,440 $194,480
*  Director Behavioral Health Services P 392 $95,264 $128,752 $162,032
*  Director Budget and Procurement Q 527 $114,400 $154,440 $194,480
*  Director Business Development P 351 $95,264 $128,752 $162,032
*  Director Business Integration Q 543 $114,400 $154,440 $194,480
*  Director Case Management Q 318 $114,400 $154,440 $194,480
*  Director Claims Administration P 112 $95,264 $128,752 $162,032
*  Director Clinical Outcomes Q 602 $114,400 $154,440 $194,480
*  Director Clinical Pharmacy R 129 $137,280 $185,328 $233,376
*  Director Coding Initiatives P 375 $95,264 $128,752 $162,032
*  Director Communications P 361 $95,264 $128,752 $162,032
*  Director Community Relations P 292 $95,264 $128,752 $162,032
*  Director Configuration & Coding Q 596 $114,400 $154,440 $194,480
*  Director Contracting P 184 $95,264 $128,752 $162,032
*  Director COREC Q 369 $114,400 $154,440 $194,480
*  Director Customer Service P 118 $95,264 $128,752 $162,032
*  Director Electronic Business P 358 $95,264 $128,752 $162,032
*  Director Enterprise Analytics Q 520 $114,400 $154,440 $194,480
*  Director Facilities P 428 $95,264 $128,752 $162,032
*  Director Finance & Procurement P 157 $95,264 $128,752 $162,032
*  Director Financial Analysis R 374 $137,280 $185,328 $233,376
*  Director Financial Compliance P 460 $95,264 $128,752 $162,032
*  Director Fraud Waste & Abuse and Privacy Q 581 $114,400 $154,440 $194,480
*  Director Government Affairs P 277 $95,264 $128,752 $162,032
*  Director Grievance & Appeals P 528 $95,264 $128,752 $162,032
*  Director Health Education & Disease Management Q 150 $114,400 $154,440 $194,480

Revised 09/07/2017
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CalOptima - Annual Base Salary Schedule - Revised September 7, 2017

Effective as of May 1, 2014

Job Title GFr):?:ile gg:e Min Mid Max For Approval
*  Director Health Services Q 328 $114,400 $154,440 $194,480
*  Director Human Resources Q 322 $114,400 $154,440 $194,480
*  Director Information Services R 547 $137,280 $185,328 $233,376
*  Director Long Term Support Services Q 128 $114,400 $154,440 $194,480
*  Director Medi-Cal Plan Operations P 370 $95,264 $128,752 $162,032
*  Director Network Management P 125 $95,264 $128,752 $162,032
*  Director OneCare Operations P 425 $95,264 $128,752 $162,032
*  Director Organizational Training & Education P 579 $95,264 $128,752 $162,032
*  Director PACE Program Q 449 $114,400 $154,440 $194,480
*  Director Process Excellence Q 447 $114,400 $154,440 $194,480
*  Director Program Implementation Q 489 $114,400 $154,440 $194,480
*  Director Project Management Q 447 $114,400 $154,440 $194,480
*  Director Provider Data Quality Q TBD $114,400 $154,440 $194,480
*  Director Provider Services P 597 $95,264 $128,752 $162,032
*  Director Public Policy P 459 $95,264 $128,752 $162,032
*  Director Quality (LTSS) Q 613 $114,400 $154,440 $194,480
*  Director Quality Analytics Q 591 $114,400 $154,440 $194,480
*  Director Quality Improvement Q 172 $114,400 $154,440 $194,480
*  Director Regulatory Affairs and Compliance Q 625 $114,400 $154,440 $194,480
*  Director Strategic Development P 121 $95,264 $128,752 $162,032
*  Director Systems Development R 169 $137,280 $185,328 $233,376
*  Director Utilization Management Q 265 $114,400 $154,440 $194,480
Disease Management Coordinator M 70 $62,400 $81,120 $99,840
Disease Management Coordinator - Lead M 472 $62,400 $81,120 $99,840
EDI Project Manager O 403 $82,576 $107,328 $131,976
Enrollment Coordinator (PACE) K 441 $47,112 $61,360 $75,504
Enterprise Analytics Manager P 582 $95,264 $128,752 $162,032
Executive Assistant K 339 $47,112 $61,360 $75,504
Executive Assistant to CEO L 261 $54,288 $70,512 $86,736
**  Executive Director Clinical Operations S 501 $164,736 $222,352 $280,072
**  Executive Director Compliance S 493 $164,736 $222,352 $280,072
**  Executive Director Human Resources S 494 $164,736 $222,352 $280,072
**  Executive Director Network Operations S 632 $164,736 $222,352 $280,072
**  Executive Director Operations S 276 $164,736 $222,352 $280,072
**  Executive Director Program Implementation S 490 $164,736 $222,352 $280,072
**  Executive Director Public Affairs S 290 $164,736 $222,352 $280,072
** Executive Director Quality Analytics S 601 $164,736 $222,352 $280,072
**  Executive Director, Behavioral Health Integration S 614 $164,736 $222,352 $280,072
Facilities & Support Services Coord - Lead J 631 $40,976 $53,352 $65,624
Facilities & Support Services Coordinator J 10 $40,976 $53,352 $65,624
Facilities Coordinator J 438 $40,976 $53,352 $65,624
Financial Analyst L 51 $54,288 $70,512 $86,736
Financial Analyst Sr M 84 $62,400 $81,120 $99,840
Financial Reporting Analyst L 475 $54,288 $70,512 $86,736
Gerontology Resource Coordinator M 204 $62,400 $81,120 $99,840
Graphic Designer M 387 $62,400 $81,120 $99,840
Grievance & Appeals Nurse Specialist N 226 $71,760 $93,184 $114,712
Grievance Resolution Specialist J 42 $40,976 $53,352 $65,624
Grievance Resolution Specialist - Lead L 590 $54,288 $70,512 $86,736
Grievance Resolution Specialist Sr K 589 $47,112 $61,360 $75,504
Health Coach M 556 $62,400 $81,120 $99,840
Health Educator K 47 $47,112 $61,360 $75,504
Health Educator Sr L 355 $54,288 $70,512 $86,736
Health Network Liaison Specialist (RN) N 524 $71,760 $93,184 $114,712
Health Network Oversight Specialist M 323 $62,400 $81,120 $99,840
HEDIS Case Manager N 443 $71,760 $93,184 $114,712
HEDIS Case Manager (LVN) M 552 $62,400 $81,120 $99,840
Help Desk Technician J 571 $40,976 $53,352 $65,624
Help Desk Technician Sr K 573 $47,112 $61,360 $75,504
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HR Assistant | 181 $37,128 $46,384 $55,640
HR Business Partner M 584 $62,400 $81,120 $99,840
HR Coordinator J 316 $40,976 $53,352 $65,624
HR Representative L 278 $54,288 $70,512 $86,736
HR Representative Sr M 350 $62,400 $81,120 $99,840
HR Specialist K 505 $47,112 $61,360 $75,504
HR Specialist Sr L 608 $54,288 $70,512 $86,736
HRIS Analyst Sr M 468 $62,400 $81,120 $99,840
ICD-10 Project Manager O 411 $82,576 $107,328 $131,976
Infrastructure Systems Administrator J 541 $40,976 $53,352 $65,624
Infrastructure Systems Administrator Int K 542 $47,112 $61,360 $75,504
Inpatient Quality Coding Auditor L 642 $54,288 $70,512 $86,736
Intern E 237 $25,272 $31,720 $37,960
Investigator Sr L 553 $54,288 $70,512 $86,736
IS Coordinator J 365 $40,976 $53,352 $65,624
IS Project Manager (¢} 424 $82,576 $107,328 $131,976
IS Project Manager Sr P 509 $95,264 $128,752 $162,032
IS Project Specialist M 549 $62,400 $81,120 $99,840
IS Project Specialist Sr N 550 $71,760 $93,184 $114,712
Kitchen Assistant E 585 $25,272 $31,720 $37,960
Legislative Program Manager N 330 $71,760 $93,184 $114,712
Licensed Clinical Social Worker L 598 $54,288 $70,512 $86,736
Litigation Support Specialist M 588 $62,400 $81,120 $99,840
LVN (PACE) M 533 $62,400 $81,120 $99,840
Mailroom Clerk E 1 $25,272 $31,720 $37,960
Manager Accounting N 98 $71,760 $93,184 $114,712
Manager Actuary P 453 $95,264 $128,752 $162,032
Manager Applications Management P 271 $95,264 $128,752 $162,032
Manager Audit & Oversight (¢} 539 $82,576 $107,328 $131,976
Manager Behavioral Health (¢} 633 $82,576 $107,328 $131,976
Manager Business Integration ¢} 544 $82,576 $107,328 $131,976
Manager Case Management (¢} 270 $82,576 $107,328 $131,976
Manager Claims N 92 $71,760 $93,184 $114,712
Manager Clinic Operations (¢} 551 $82,576 $107,328 $131,976
Manager Clinical Pharmacist Q 296 $114,400 $154,440 $194,480
Manager Coding Quality N 382 $71,760 $93,184 $114,712
Manager Communications N 398 $71,760 $93,184 $114,712
Manager Community Relations M 384 $62,400 $81,120 $99,840
Manager Contracting (¢} 329 $82,576 $107,328 $131,976
Manager Creative Branding N 430 $71,760 $93,184 $114,712
Manager Cultural & Linguistic N 349 $71,760 $93,184 $114,712
Manager Customer Service N 94 $71,760 $93,184 $114,712
Manager Decision Support ¢} 454 $82,576 $107,328 $131,976
Manager Disease Management ¢} 372 $82,576 $107,328 $131,976
Manager Electronic Business ¢} 422 $82,576 $107,328 $131,976
Manager Employment Services N 420 $71,760 $93,184 $114,712
Manager Encounters N 516 $71,760 $93,184 $114,712
Manager Environmental Health & Safety N 495 $71,760 $93,184 $114,712
Manager Facilities N 209 $71,760 $93,184 $114,712
Manager Finance N 148 $71,760 $93,184 $114,712
Manager Financial Analysis (¢} 356 $82,576 $107,328 $131,976
Manager Government Affairs N 437 $71,760 $93,184 $114,712
Manager Grievance & Appeals N 426 $71,760 $93,184 $114,712
Manager Health Education N 173 $71,760 $93,184 $114,712
Manager HEDIS O 427 $82,576 $107,328 $131,976
Manager Human Resources (¢} 526 $82,576 $107,328 $131,976
Manager Information Services P 560 $95,264 $128,752 $162,032
Manager Information Technology P 110 $95,264 $128,752 $162,032
Manager Integration Government Liaison N 455 $71,760 $93,184 $114,712
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Manager Long Term Support Services (¢} 200 $82,576 $107,328 $131,976
Manager Marketing & Enrollment (PACE) (¢} 414 $82,576 $107,328 $131,976
Manager Medical Data Management (¢} 519 $82,576 $107,328 $131,976
Manager Medi-Cal Program Operations N 483 $71,760 $93,184 $114,712
Manager Member Liaison Program N 354 $71,760 $93,184 $114,712
Manager Member Outreach & Education N 616 $71,760 $93,184 $114,712
Manager Member Outreach Education & Provider Relations ¢} 576 $82,576 $107,328 $131,976
Manager MSSP (0] 393 $82,576 $107,328 $131,976
Manager OneCare Clinical ¢} 359 $82,576 $107,328 $131,976
Manager OneCare Customer Service N 429 $71,760 $93,184 $114,712
Manager OneCare Regulatory N 197 $71,760 $93,184 $114,712
Manager OneCare Sales (¢} 248 $82,576 $107,328 $131,976
Manager Outreach & Enrollment N 477 $71,760 $93,184 $114,712
Manager PACE Center O 432 $82,576 $107,328 $131,976
Manager Process Excellence ¢} 622 $82,576 $107,328 $131,976
Manager Program Implementation (¢} 488 $82,576 $107,328 $131,976
Manager Project Management (¢} 532 $82,576 $107,328 $131,976
Manager Provider Data Management Services N TBD $71,760 $93,184 $114,712
Manager Provider Network (¢} 191 $82,576 $107,328 $131,976
Manager Provider Relations N 171 $71,760 $93,184 $114,712
Manager Provider Services ¢} TBD $82,576 $107,328 $131,976
Manager Purchasing N 275 $71,760 $93,184 $114,712
Manager QI Initiatives N 433 $71,760 $93,184 $114,712
Manager Quality Analytics (¢} 617 $82,576 $107,328 $131,976
Manager Quality Improvement (¢} 104 $82,576 $107,328 $131,976
Manager Regulatory Affairs and Compliance (¢} 626 $82,576 $107,328 $131,976
Manager Reporting & Financial Compliance (¢} 572 $82,576 $107,328 $131,976
Manager Strategic Development (¢} 603 $82,576 $107,328 $131,976
Manager Strategic Operations N 446 $71,760 $93,184 $114,712
Manager Systems Development P 515 $95,264 $128,752 $162,032
Manager Utilization Management ¢} 250 $82,576 $107,328 $131,976
Marketing and Outreach Specialist J 496 $40,976 $53,352 $65,624
Medical Assistant H 535 $33,696 $42,224 $50,648
Medical Authorization Asst H 11 $33,696 $42,224 $50,648
Medical Case Manager N 72 $71,760 $93,184 $114,712
Medical Case Manager (LVN) L 444 $54,288 $70,512 $86,736
Medical Director S 306 $164,736 $222,352 $280,072
Medical Records & Health Plan Assistant G 548 $30,576 $38,272 $45,968
Medical Records Clerk E 523 $25,272 $31,720 $37,960
Medical Services Case Manager K 54 $47,112 $61,360 $75,504
Member Liaison Specialist | 353 $37,128 $46,384 $55,640
MMS Program Coordinator K 360 $47,112 $61,360 $75,504
Nurse Practitioner (PACE) P 635 $95,264 $128,752 $162,032
Occupational Therapist N 531 $71,760 $93,184 $114,712
Occupational Therapist Assistant M 623 $62,400 $81,120 $99,840
Office Clerk C 335 $21,008 $26,208 $31,408
OneCare Operations Manager (¢} 461 $82,576 $107,328 $131,976
OneCare Partner - Sales K 230 $47,112 $61,360 $75,504
OneCare Partner - Sales (Lead) K 537 $47,112 $61,360 $75,504
OneCare Partner - Service | 231 $37,128 $46,384 $55,640
OneCare Partner (Inside Sales) J 371 $40,976 $53,352 $65,624
Outreach Specialist | 218 $37,128 $46,384 $55,640
Paralegal/Legal Secretary K 376 $47,112 $61,360 $75,504
Payroll Specialist J 554 $40,976 $53,352 $65,624
Performance Analyst L 538 $54,288 $70,512 $86,736
Personal Care Attendant E 485 $25,272 $31,720 $37,960
Personal Care Attendant - Lead E 498 $25,272 $31,720 $37,960
Personal Care Coordinator | 525 $37,128 $46,384 $55,640
Pharmacy Resident K 379 $47,112 $61,360 $75,504
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Pharmacy Services Specialist | 23 $37,128 $46,384 $55,640
Pharmacy Services Specialist Int J 35 $40,976 $53,352 $65,624
Pharmacy Services Specialist Sr K 507 $47,112 $61,360 $75,504
Physical Therapist N 530 $71,760 $93,184 $114,712
Physical Therapist Assistant M 624 $62,400 $81,120 $99,840
Policy Advisor Sr O 580 $82,576 $107,328 $131,976
Privacy Manager N 536 $71,760 $93,184 $114,712
Privacy Officer P 648 $95,264 $128,752 $162,032
Process Excellence Manager ¢} 529 $82,576 $107,328 $131,976
Program Assistant | 24 $37,128 $46,384 $55,640
Program Coordinator | 284 $37,128 $46,384 $55,640
Program Development Analyst Sr M 492 $62,400 $81,120 $99,840
Program Manager M 421 $62,400 $81,120 $99,840
Program Manager Sr (¢} 594 $82,576 $107,328 $131,976
Program Specialist J 36 $40,976 $53,352 $65,624
Program Specialist Int K 61 $47,112 $61,360 $75,504
Program Specialist Sr L 508 $54,288 $70,512 $86,736
Program/Policy Analyst K 56 $47,112 $61,360 $75,504
Program/Policy Analyst Sr M 85 $62,400 $81,120 $99,840
Programmer L 43 $54,288 $70,512 $86,736
Programmer Int N 74 $71,760 $93,184 $114,712
Programmer Sr (¢} 80 $82,576 $107,328 $131,976
Project Manager M 81 $62,400 $81,120 $99,840
Project Manager - Lead M 467 $62,400 $81,120 $99,840
Project Manager Sr (¢} 105 $82,576 $107,328 $131,976
Project Specialist K 291 $47,112 $61,360 $75,504
Project Specialist Sr L 503 $54,288 $70,512 $86,736
Projects Analyst K 254 $47,112 $61,360 $75,504
Provider Enroliment Data Coordinator I 12 $37,128 $46,384 $55,640
Provider Enroliment Data Coordinator Sr J 586 $40,976 $53,352 $65,624
Provider Enrollment Manager K 190 $47,112 $61,360 $75,504
Provider Network Rep Sr L 391 $54,288 $70,512 $86,736
Provider Network Specialist K 44 $47,112 $61,360 $75,504
Provider Network Specialist Sr L 595 $54,288 $70,512 $86,736
Provider Office Education Manager L 300 $54,288 $70,512 $86,736
Provider Relations Rep K 205 $47,112 $61,360 $75,504
Provider Relations Rep Sr L 285 $54,288 $70,512 $86,736
Publications Coordinator J 293 $40,976 $53,352 $65,624
QA Analyst L 486 $54,288 $70,512 $86,736
QA Analyst Sr N 380 $71,760 $93,184 $114,712
QI Nurse Specialist N 82 $71,760 $93,184 $114,712
QI Nurse Specialist (LVN) M 445 $62,400 $81,120 $99,840
Receptionist F 140 $27,872 $34,840 $41,808
Recreational Therapist L 487 $54,288 $70,512 $86,736
Recruiter L 406 $54,288 $70,512 $86,736
Recruiter Sr M 497 $62,400 $81,120 $99,840
Registered Dietitian L 57 $54,288 $70,512 $86,736
Regulatory Affairs and Compliance Analyst K 628 $47,112 $61,360 $75,504
Regulatory Affairs and Compliance Analyst Sr L 629 $54,288 $70,512 $86,736
Regulatory Affairs and Compliance Lead M 630 $62,400 $81,120 $99,840
RN (PACE) N 480 $71,760 $93,184 $114,712
Security Analyst Int N 534 $71,760 $93,184 $114,712
Security Analyst Sr (¢} 474 $82,576 $107,328 $131,976
Security Officer F 311 $27,872 $34,840 $41,808
SharePoint Developer/Administrator Sr (¢} 397 $82,576 $107,328 $131,976
Social Worker K 463 $47,112 $61,360 $75,504
Special Counsel R 317 $137,280 $185,328 $233,376
Sr Director Regulatory Affairs and Compliance R TBD $137,280 $185,328 $233,376 New Position
Sr Manager Human Resources P 649 $95,264 $128,752 $162,032
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Sr Manager Information Services Q 650 $114,400 $154,440 $194,480
Sr Manager Government Affairs (¢} 451 $82,576 $107,328 $131,976
Sr Manager Provider Network (¢} 651 $82,576 $107,328 $131,976
Staff Attorney P 195 $95,264 $128,752 $162,032
Supervisor Accounting M 434 $62,400 $81,120 $99,840
Supervisor Audit and Oversight N 618 $71,760 $93,184 $114,712
Supervisor Budgeting M 466 $62,400 $81,120 $99,840
Supervisor Case Management N 86 $71,760 $93,184 $114,712
Supervisor Claims K 219 $47,112 $61,360 $75,504
Supervisor Coding Initiatives M 502 $62,400 $81,120 $99,840
Supervisor Customer Service K 34 $47,112 $61,360 $75,504
Supervisor Data Entry K 192 $47,112 $61,360 $75,504
Supervisor Day Center (PACE) K 619 $47,112 $61,360 $75,504
Supervisor Dietary Services (PACE) M 643 $62,400 $81,120 $99,840
Supervisor Disease Management N 644 $71,760 $93,184 $114,712
Supervisor Encounters L 253 $54,288 $70,512 $86,736
Supervisor Facilities L 162 $54,288 $70,512 $86,736
Supervisor Finance N 419 $71,760 $93,184 $114,712
Supervisor Grievance and Appeals M 620 $62,400 $81,120 $99,840
Supervisor Health Education M 381 $62,400 $81,120 $99,840
Supervisor Information Services N 457 $71,760 $93,184 $114,712
Supervisor Long Term Support Services N 587 $71,760 $93,184 $114,712
Supervisor MSSP N 348 $71,760 $93,184 $114,712
Supervisor OneCare Customer Service K 408 $47,112 $61,360 $75,504
Supervisor Payroll M 517 $62,400 $81,120 $99,840
Supervisor Pharmacist P 610 $95,264 $128,752 $162,032
Supervisor Provider Enrollment K 439 $47,112 $61,360 $75,504
Supervisor Provider Relations M 652 $62,400 $81,120 $99,840
Supervisor Quality Analytics M 609 $62,400 $81,120 $99,840
Supervisor Quality Improvement N 600 $71,760 $93,184 $114,712
Supervisor Regulatory Affairs and Compliance N 627 $71,760 $93,184 $114,712
Supervisor Social Work (PACE) L 636 $54,288 $70,512 $86,736
Supervisor Systems Development (¢} 456 $82,576 $107,328 $131,976
Supervisor Therapy Services (PACE) N 645 $71,760 $93,184 $114,712
Supervisor Utilization Management N 637 $71,760 $93,184 $114,712
Systems Manager N 512 $71,760 $93,184 $114,712
Systems Network Administrator Int M 63 $62,400 $81,120 $99,840
Systems Network Administrator Sr N 89 $71,760 $93,184 $114,712
Systems Operations Analyst J 32 $40,976 $53,352 $65,624
Systems Operations Analyst Int K 45 $47,112 $61,360 $75,504
Technical Analyst Int L 64 $54,288 $70,512 $86,736
Technical Analyst Sr M 75 $62,400 $81,120 $99,840
Technical Writer L 247 $54,288 $70,512 $86,736
Technical Writer Sr M 470 $62,400 $81,120 $99,840
Therapy Aide J 521 $40,976 $53,352 $65,624
Training Administrator L 621 $54,288 $70,512 $86,736
Training Program Coordinator K 471 $47,112 $61,360 $75,504
Translation Specialist G 241 $30,576 $38,272 $45,968
Web Architect O 366 $82,576 $107,328 $131,976

* These positions are identified for the purposes of CalOptima Policy GA. 8042: Supplemental Compensation as Director level and above positions
for which eligible employees may qualify for Employer-Paid Member Contribution.

** These positions are identified for the purposes of CalOptima Policy GA. 8042: Supplemental Compensation as Director level and above positions
for which eligible employees may qualify for Employer-Paid Member Contribution and are also Chief or Executive Director level positions.

Text in red indicates new changes to the salary schedule proposed for Board approval.

. g
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For September 2017 Board Meeting:

Summary of Changes to Salary Schedule

Title Old New Job | Notes / Reason Salary Adjustment Month
Wage Code / (% Increase) Added/Changed
Grade Wage
Grade
This new position is responsible for ensuring
. . CalOptima complies with all applicable state
Sr. Director Regulatory Affairs N/A R and federal regulatory, contractual and policy N/A September 2017

and Compliance

requirements, as well as fraud, waste and
abuse standards.
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken September 7, 2017
Regular Meeting of the CalOptima Board of Directors

Report Item
5. Consider Authorizing Expenditures for CalOptima Staff Wellness Programs from Funding

Received from CIGNA HealthCare for Calendar Year 2017

Contact
Ladan Khamseh, Chief Operations Officer, (714) 246-8400

Recommended Action
Authorize expenditures for CalOptima staff wellness programs from funding received from CIGNA
HealthCare (CIGNA) Wellness/Health Improvement Fund for calendar year 2017.

Background
CIGNA, one of CalOptima’s health and welfare benefit carriers, provides a Wellness/Health

Improvement Fund to assist in improving the health and productivity of CalOptima’s employees,
focusing on behavior change and health status improvement, and creating a health and wellness
program strategy leading toward a culture of well-being. Each year, CIGNA informs CalOptima of the
amount of funds offered for the upcoming calendar year. Proposed expenditures and the use of the
funds are pre-approved by CIGNA and reimbursed following the event by submitting receipts to
CIGNA. Unused funds cannot be rolled over to the next calendar year and will be forfeited.

CalOptima has an Employee Activities Committee (EAC) whose mission is to unite CalOptima
employees through regularly organized events. The EAC is comprised of employees who volunteer
their time and represent a broad cross-section of the organization. Through their input, potential
wellness activities and programs funded by CIGNA are recommended.

Discussion

CIGNA has specific guidelines regarding the types of events the Wellness/Health Improvement Fund
can be used towards. The funds may be used to reimburse CalOptima for employee health and
wellness program expenses, including but not limited to gym discount sponsorships, educational
workshops, and employee wellness activities. CIGNA also has specific guidelines by which proposed
activities are approved and submitted for reimbursement.

For calendar year 2017, the proposed wellness activities recommended by the EAC include:

2017 Wellness Program/Event/Activity Estimated Cost
24 Hour Fitness Corporate Sponsorship Fees (annual cost affording $6,000.00
discounted memberships to employees as low as $25.99 per month)
LA Fitness Corporate Sponsorship Fees (annual cost affording $2,500.00
discounted memberships to employees for $29.99 per month)
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2017 Wellness Program/Event/Activity Estimated Cost

Wellness program incentives for employee participation in wellness $1,000.00
programs (Walk Across America, Biggest Loser)

Wellness Fair (includes cholesterol/glucose testing, blood pressure $10,000.00
and nutritional promotion items)

Wellness Week - cooking demonstration $1,000.00
Wellness Week - paint therapy $750.00
Wellness Week - Yoga Classes (2) $400.00
Wellness Week — other activities $1,750.00
Health Education Programs and speakers $7,000.00
Softball Tournament $600.00
Onsite chair massages $2,500.00
CPR training $1,500.00
Total $35,000.00

Fiscal Impact
The recommended action has no fiscal impact to CalOptima's operating budget.

Rationale for Recommendation

The CIGNA Wellness/Health Improvement Fund provides for activities related to health and wellness
benefits to CalOptima employees. The proposed process allows spending of the funds towards
activities consistent with staff recommendations for wellness programs, and authorizes the CEO to use
the CIGNA Wellness/Health Improvement Funds for these specific programs or events.

Concurrence
Gary Crockett, Chief Counsel

Attachment
Cigna Wellness Fund Letter 2017

/s/ Michael Schrader 8/31/2017
Authorized Signature Date
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Mae Kahle

CalOptima

505 City Parkway West
Orange, CA 92868

Dear Mae:

Wellness Funds are provided by Cigna Healthcare to assist in improving the health and productivity of
your entire employee population, focus on behavior change and health status improvement, and create a
health and wellness program strategy leading toward a culture of well-being.

Examples of eligible expenses
e Incentives or rewards for wellness program participation (excluding cash)
e  Health promotion communication materials
e Health and Wellness activity or challenge programs
e Health education related onsite classes, workshops or speakers
¢  Onsite chair massage sessions or fitness classes
¢  Employee sponsorship in community health events
Examples of ineligible expenses
e  Premium reductions, including HSA, HRA and FSA contributions or other medical/Rx plan expenses
e QOutdoor parties, (injury and liability factor)
e Employee Travel (liability factor)
e Paid time off, employee holidays or discounts
e  Charitable donations
e  Gym equipment
e  Health assessment vendors

¢ Food (unless related to nutrition/cooking education or demonstrations)

This letter is confirm that Cigna offered $35,000 to be used for wellness for the 2017 policy period.

Sincerely,

(Nl G
Rakeia Pratt

Senior Client Manager

Cc: Jacob Delong-Cigna Healthcare
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken September 7, 2017
Regular Meeting of the CalOptima Board of Directors

Report Item
6. Consider Authorizing Employee and Retiree Group Health Insurance for Calendar Year 2018

Contact
Ladan Khamseh, Chief Operating Officer, (714) 246-8400

Recommended Actions

1. Authorize the Chief Executive Officer (CEQO), with the assistance of Legal Counsel, to enter into
contracts and/or amendments to provide group health insurance policies, including medical, dental,
vision, for CalOptima employees and retirees, and basic employee life insurance and accidental
death and dismemberment, short-term and long-term disability, employee assistance program, and
flexible spending accounts, for CalOptima employees, effective January 1, 2018, for a total amount
for calendar year (CY) 2018 not to exceed $17,480,553;

2. Authorize an increase to employer contributions (based on the percent of premium the employer
pays for each plan), to absorb a portion of the increase to premium rates, increasing costs to
CalOptima for CY 2018 of an amount not to exceed $1,368,980; and

3. Authorize a Spousal Surcharge of $50 per pay period (for 24 pay periods) for those
employees/retirees whose spouses or Registered Domestic Partners (1) have access to other
medical plans through their own employers or other sources, but choose to be enrolled under the
CalOptima plan, or (2) are enrolled in their own medical plan, and elect to also enroll under the
CalOptima plan. The employees/retirees will be required to submit an attestation substantiating
enrollment of their spouse/Registered Domestic Partner. The anticipated savings for CalOptima is
$193,200 for CY 2018.

Background
California Government Code section 53201 provides that local public agencies including CalOptima

have the option of providing health and welfare benefits for the benefit of their officers, employees,
and retired employees, who elect to accept the benefits and who authorize the local agencies to deduct
the premiums, dues or other charges from their compensation. Government Code section 53200
provides that health and welfare benefits may include hospital, medical, surgical, dental, disability,
group life, legal expense, and income protection insurance or benefits. While CalOptima previously
contracted with the California Public Employees Retirement System (CalPERS) to provide these
benefits, on August 5, 2003, the Board of Directors approved the cancellation of CalOptima’s contract
with CalPERS for employee health insurance coverage effective January 1, 2004, and opted to contract
directly with Aetna and Kaiser for plan year 2004, and CalOptima has offered such benefits from
commercial insurers since that time. CalOptima has been purchasing group health insurance through
Ascension, an insurance broker, since 2014 on a year-to-year basis. CalOptima currently contracts
with both Kaiser and Cigna to provide group health insurance coverage for all benefited employees.

In addition, in CY 2014 CalOptima began charging a $50 per pay period (for 24 pay periods) Spousal
Surcharge to those employees/retirees whose spouses or Registered Domestic Partners have access to

other medical plans through their own employers or other sources, but choose to be enrolled under the
CalOptima plan. In CY 2015, CalOptima added a second category to the Spousal Surcharge for those
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employees/retirees whose spouses are enrolled in their own medical, and elect to also enroll under the
CalOptima plan. In CY 2016 and 2017, the surcharge was suspended.

By statute, the Board may authorize payment of all, or such portion as it may elect, of premiums for
these health and welfare benefits. CalOptima currently pays a portion of the premiums for health and
welfare benefits for officers, employees, and eligible retired employees. In plan year 2015, there was
no increase to the employee contributions because CalOptima received a rate decrease, which in effect
decreased CalOptima’s contributions towards the premiums. In plan year 2016, there was an increase
in premium rates, wherein CalOptima shared in the costs of premium rate increases, paying a small
portion and passing along the remaining increase to employees, averaging roughly 3% to 4% to
employee contributions for Kaiser HMO, Cigna HMO, Cigna HDHP, Cigna PPO and Cigna Dental
PPO. In plan year 2017, there was an increase in premium rates, wherein CalOptima absorbed the
2.6% or $375,794 costs of premium rate increases.

Discussion

Ascension marketed the group health benefits on behalf of CalOptima for the renewal of CalOptima’s
health benefit insurance policies, and the total group health benefit insurance package cost will result
in an annual increase of 10.7% for CY 2018, totaling $1,683,172. The proposed increase falls within
the regional average increase range of 8% to 15%. Based on the same contribution methodology from
CY 2017, staff is recommending that CalOptima absorb a proportional share of the increase, and
CalOptima employees would absorb a proportional share of the increase. The overall annual cost
impact to CalOptima would be $1,368,980. The recommended changes are summarized below:

Benefit Plan CY 2017 CY 2018 $ Change
Medical $13,667,915 $15,359,558 $1,691,643
Dental 1,210,096 1,214,641 4,545
Vision 188,098 174,111 (13,987)
Basic Employee Life & AD&D 61,337 61,337 0
Short Term Disability 399,326 399,326 0
Long Term Disability 211,205 211,205 0
Employee Assistance Program 32,848 33,818 970
Flexible Spending Accounts 26,556 26,556 0
Total $15,797,382 $17,480,553 $1,683,172
CalOptima’s Share $14,323,748 $15,692,727 $1,368,980
Employees’ Share $1,473,634 $1,787,826  $314,192

Please find below additional details by benefit plan for CY 2018:

Medical

Cigna: Ascension negotiated a proposed 9.9% increase. Cigna’s wellness fund will be $20,000 in
2018.

Kaiser: Kaiser proposed increase of 15.0% for active employees/eligible retirees and 12.0% for
Medicare Retirees.
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AmWINS PPO: Rates for 2018 will not be available until mid to end of September. AmWINS is for
PPO Supplemental Medicare-eligible retirees.

Dental
Cigna Dental: Rate pass (no proposed rate increase) to the PPO and 4.7% increase for the DHMO for
Active employees and Retirees.

Vision
VSP: VSP proposed a rate decrease of -7.4% with a two year rate guarantee.

Other Ancillary Plans
Cigna Life & Disability: Rate pass

Employee Assistance Program: ACI proposed a 3.0% increase with a two year rate guarantee.

CalOptima’s and the employee’s share of the premiums differ depending on the employee’s elections.
As set forth in the attached presentation, employer contributions for full time employees range from
74.5% to 94.3%. The methodology used to calculate the employer and employee contributions is to
attract and retain talent. CalOptima’s group health benefits insurance are comparable to the County of
Orange with an average of 89% employer contribution rate for CalOptima’s employee only coverage,
in comparison to the County's 90% employer contribution rate. However, CalOptima's employer
contribution for employees with dependents is higher at an average of 85% employer contribution rate
compared to the County's 75% employer contribution rate.

Recommendations to continue the same methodology in the share of premiums are made based on a
thorough review by CalOptima’s Human Resources Department to ensure that CalOptima remains
competitive with market trends and meets its ongoing obligation to provide a comprehensive benefits
package to attract and retain talent.

Spousal Surcharge

Spousal Surcharge of $50 per pay period (for 24 pay periods) will be deducted from employees whose
spouses or Registered Domestic Partners (1) have access to other medical plans through their own
employers or other sources, but choose to be enrolled under the CalOptima plan, or (2) are enrolled in
their own medical, and elect to also enroll under the CalOptima plan. This spousal surcharge will also
apply to retirees. The employees/retirees will be required to submit an attestation substantiating the
enrollment of their spouse/Registered Domestic Partner. The anticipated savings for CalOptima is
$193,200 for CY 2018.

Fiscal Impact
The recommended action to provide group health insurance policies for the period of January 1, 2018,

through June 30, 2018 and associated anticipated expenditures within the budgeted amounts included
in the CalOptima FY 2017-18 Operating Budget approved by the Board on June 1, 2017. The fiscal
impact for group health insurance policies for CalOptima employees in CY 2018 is estimated at a total
cost of $17,480,553. The employer cost to absorb a portion of the increased premiums totals
$1,368,980 for CY 2018, or $684,490 for the remainder of Fiscal Year (FY) 2017-2018, covering the
period of January 1, 2018, through June 30, 2018. Management will include funding for group health
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insurance policies for the period of July 1, 2018, through December 31, 2018, in the CalOptima FY
2018-19 Operating Budget.

The fiscal impact to implement a spousal surcharge of $50 per pay period (for 24 pay periods) for
certain employees/retirees with spouses or Registered Domestic Partners with other health coverage is
estimated at $193,200 in savings for CY 2018.

Concurrence
Gary Crockett, Chief Counsel

Attachment
CalOptima Presentation - January 2018 Benefits Renewal

/s/ Michael Schrader 8/31/2017
Authorized Signature Date
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Renewal Summary I‘

Based on current enrollment, your 2018 group insurance costs would increase by 10.7% or $1,683,172.
CalOptima’s proposed increase falls within the regional average increase range of 8-15%.

Below is a recap of each plan’s renewal action:

0 Ascension”

Cigna Medical — Ascension negotiated a proposed 9.9% increase; currently 36.6% participation and
carriers require 50% or more along side Kaiser (last year was 44%); Cigna’s wellness fund will be
$20,000 in 2018

Kaiser HMO - proposed increase of 15.0% for Actives/Early Retirees and 12.0% for Medicare Retirees

Cigna Dental — Ascension negotiated a proposed rate pass to the PPO and 4.7% for the DHMO for
Actives and Retirees

VSP proposed a rate decrease of -7.4% with a 2 year rate guarantee

Cigna Life & Disability — Ascension negotiated a proposed rate pass for Life and Disability with a 2 year
rate guarantee

ACl proposed a 3.0% increase with a 2 year rate guarantee
WageWorks FSA proposed a rate pass

Amwins PPO rates for 2018 won’t be available until September

Back to Agenda
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Renewal Summary

e Ascension”

WageWorks Flexible Spending Accounts

2017 2018
Current Incumbent $ Change % Change
Renewal
All Medical 1071 $13,667,915 $15,359,558 $1,691,643 12.38%
Kaiser HMO Actives 588 $6,585,301 $7,573,992 $988,691 15.01%
Kaiser HMO Early Retirees(Pre-65) 6 $110,853 $127,491 $16,638 15.01%
Kaiser HMO Medicare Retirees(Post-65) 15 $93,386 $104,626 $11,240 12.04%
Cigna HMO Actives & Early Retirees (Pre-65) 353 $5,152,440 $5,662,051 $509,611 9.89%
Cigna PPO Actives & Early Retirees (Pre-65) 47 $899,234 $988,177 $88,943 9.89%
Cigna HDHP Actives Only 40 $621,990 $683,510 $61,520 9.89%
Amwins PPO Medicare Retirees (Post-65) 22 $155,051 $155,051 $0 0.00%
HRA Administration 594 S0 S0 S0 n/a
HRA Funding ($900 single / $1,800 with deps) 594 S0 S0 S0 n/a

HSA Administration 40 $2,160 $2,160 $0 0.00%
HSA Funding (51,250 single / $2,500 with deps) 40 $82,500 $82,500 S0 0.00%
Wellness Funding ($35,000) ($20,000) $15,000 -42.86%
All Ancillary $2,129,467 $2,120,995 ($8,472) -0.40%
Cigna Dental PPO Actives & Retirees 794 $1,112,867 $1,112,867 $0 0.00%
Cigna Dental HMO Actives & Retirees 295 $97,229 $101,774 $4,546 4.68%
VSP Vision Actives & Retirees 1,091 $188,098 $174,111 (513,987) -7.44%
Cigna Basic Employee Life & AD&D 1,152 $61,337 $61,337 $0 0.00%
Cigna Short Term Disability 1,155 $399,326 $399,326 $0 0.00%
Cigna Long Term Disability 1,155 $211,205 $211,205 $0 0.00%
ACl Employee Assistance Program 1,155 $32,848 $33,818 $970 2.95%
412 ms’f%%%% $26,556 S0 0.00%




Renewal Summary

2017 2018
Incumbent
Current
Renewal
Premiums
Monthly - Estimated $1,316,448 $1,456,713
Annual - Estimated $15,797,382 $17,480,553
Differences
Versus Current - $ $1,683,172
Versus Current - % 10.7%
|Annual Employee Contributions (same % as current) | | $1,473,634 | | $1,787,826 |
|NET Annual -Estimated Employer Cost | | $14,323,748 | | $15,692,727 |
NET Employer Differences
Versus Current - $ $1,368,980
Versus Current - % 9.6%

NOTES:

Cigna rates shown are the negotiated rates. Theinitial renewal was anticipated in the high teens.
Amwins rates for 2018 are pending.

Back to Agenda
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Renewal Summary

2017 Employer vs. Employee Contributions 2018 Employer vs. Employee Contributions
FULL TIME ACTIVES o EE Contribution  CalOptima CalOptima FULL TIME ACTIVES EE Contribution ~ CalOptima CalOptima
& EARLY RETIREES Sl 207 RIES B3 CTH e % of Premium  Contributions % of Premium & EARLY RETIREES ErelEeE AMSRNE  ESCEmHNIE %of Premium  Contributions % of Premium
Actives & Early Retirees Cigna HMO Actives & Early Retirees Cigna HMO
Employee $560.83 $31.83 $529.00 94.3% Employee $616.30 $34.98 $581.32
Employee + One 78 $1,177.74 $80.34 6.8% $1,097.40 93.2% Employee + One 78 $1,294.23 $88.29 6.8% $1,205.94 93.2%
Employee + Family 172 $1.626.40 $116.31 7.2% $1,510.09 92.8% Employee + Family 172 $1.787.26 $127.81 7.2% $1.659.45 92.8%
MONTHLY TOTAL 353 $429,370 $29,550 $399,820 MONTHLY TOTAL 353 $471,838 $32,473 $439,365
Actives & Early Retirees Cigna PPO Actives & Early Retirees Cigna PPO
Employee 22 $899.60 $170.19 18.9% $729.41 81.1% Employee 22 $988.58 $187.02 18.9% $801.56 81.1%
Employee + One 14 $1,889.13 $405.22 21.5% $1,483.91 78.5% Employee + One 14 $2,075.98 $445.30 21.5% $1,630.68 78.5%
Employee + Family " $2,608.83 $607.85 23.3% $2.000.98 76.7% Employee + Family 1 $2,866.87 $667.97 23.3% $2.198.90 76.7%
MONTHLY TOTAL 47 $74,936 $16,104 $58,833 MONTHLY TOTAL 47 $82,348 $17,696 $64,652
Actives Cigna HDHP Actives Cigna HDHP
Employee 14 $681.51 $92.94 13.6% $588.57 86.4% Employee 14 $748.92 $102.13 13.6% $646.79 86.4%
Employee + One 12 $1,446.60 $250.72 17.3% $1,195.88 82.7% Employee + One 12 $1,589.68 $275.52 17.3% $1,314.16 82.7%
Employee + Family 14 $1.780.87 $453.34 25.5% $1.327.53 74.5% Employee + Family 14 $1.957.01 $498.18 25.5% $1.458.83 74.5%
MONTHLY TOTAL 40 $51,833 $10,657 $41,176 MONTHLY TOTAL 40 $56,959 $11,711 $45,249
Actives Kaiser HMO Actives Kaiser HMO
Employee 222 $505.41 $31.83 6.3% $473.58 93.7% Employee 222 $581.29 $34.98 6.0% $546.31 94.0%
Employee + One 141 $1,010.82 $80.34 7.9% $930.48 92.1% Employee + One 141 $1,162.58 $88.29 7.6% $1,074.29 92.4%
Employee + Family 221 $1.314.07 $116.31 8.9% $1.197.76 91.1% Employee + Family 221 $1.511.36 $127.81 8.5% $1.383.55 91.5%
MONTHLY TOTAL 584 $545,136 $44,099 $501,037 MONTHLY TOTAL 584 $626,981 $48,460 $578,520
Early Retirees Kaiser HMO Early Retirees Kaiser HMO
Employee 1 $757.19 $31.83 4.2% $725.36 95.8% Employee 1 $870.84 $34.98 4.0% $835.86 96.0%
Employee + One 3 $1,514.38 $80.34 5.3% $1,434.04 94.7% Employee + One 3 $1,741.68 $88.29 5.1% $1,653.39 94.9%
Employee + Family 2 $1.968.70 $116.31 $1.852.39 94.1% Employee + Family 2 2.264.19 $127.81 $2.136.38 94.4%
MONTHLY TOTAL 6 $9,238 $505 $8,732 MONTHLY TOTAL 6 $10,624 $555 $10,069
PART TIME ACTIVES Enrollment 2017 RATES EE Contributions C- contribution Caloptima - CalOptima PART TIME ACTIVES 2018 RATES EE Contributions £ CONtrib Caigping  COpime
% of Premium  Contributions % of Premium % of Prer utions % of Premium
Cigna HMO Cigna HMO
Employee 0 $560.83 $63.67 11.4% $497.16 88.6% Employee 0 $616.30 $69.97 11.4% $546.33 88.6%
Employee + One 0 $1,177.74 $160.68 13.6% $1,017.06 86.4% Employee + One 0 $1,294.23 $176.57 13.6% $1,117.66 86.4%
Employee + Family 0 $1.626.40 $232.62 14.3% $1,393.78 85.7% Employee + Family 0 $1.787.26 $255.63 14.3% $1.531.63 85.7%
MONTHLY TOTAL 0 $0 $0 $0 MONTHLY TOTAL 0 $0 $0 $0
Cigna PPO Cigna PPO
Employee 0 $899.60 $340.37 37.8% $559.23 62.2% Employee 0 $988.58 $374.04 37.8% $614.54 62.2%
Employee + One 0 $1,889.13 $810.45 42.9% $1,078.68 57.1% Employee + One 0 $2,075.98 $890.61 42.9% $1,185.37 57.1%
Employee + Family 0 $2.608.83 $1.215.70 46.6% $1.393.13 53.4% Employee + Family 0 $2,866.87 $1.335.95 46.6% $1.530.92 53.4%
MONTHLY TOTAL 0 $0 $0 $0 MONTHLY TOTAL 0 $0 $0 $0
Cigna HDHP Cigna HDHP
Employee 0 $681.51 $185.87 27.3% $495.64 72.7% Employee 0 $748.92 $204.25 27.3% $544.67 72.7%
Employee + One 0 $1,446.60 $501.44 34.7% $945.16 65.3% Employee + One 0 $1,589.68 $551.04 34.7% $1,038.64 65.3%
Employee + Family 0 $1.780.87 $906.69 50.9% $874.18 49.1% Employee + Family 0 $1.957.01 $996.37 50.9% $960.64 49.1%
MONTHLY TOTAL 0 $0 $0 $0 MONTHLY TOTAL 0 $0 $0 $0
Kaiser HMO Kaiser HMO
Employee 2 $505.41 $63.67 12.6% $441.74 87.4% Employee 2 $581.29 $69.97 12.0% $511.32 88.0%
Employee + One 0 $1,010.82 $160.68 15.9% $850.14 84.1% Employee + One 0 $1,162.58 $176.57 15.2% $986.01 84.8%
Employee + Family 2 $1.314.07 $232.62 17.7% $1.081.45 82.3% Employee + Family 2 $1.511.36 $255.63 16.9% $1.255.73 83.1%
MONTHLY TOTAL 4 $3,639 $593 $3,046 MONTHLY TOTAL 4 $4,185 $651 $3,534
$13,369,818 $1,218,087 $12,151,731 $15,035,221 $1,338,565 $13,696,656
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Renewal Summary

2017 Employer vs. Employee Contributions 2018 Employer vs. Employee Contributions

MEDICARE RETIREES Enrollment 2017 RATES EE Contributions C- contfibution Caloptima - CalOptima MEDICARE RETIREES Enrollment 2018 RATES EE Contributions == contribution  CalOptima — CalOptima
% of Premium  Contributions % of Premium %of Premium  Contributions % of Premium
Amwins PPO Amwins PPO
Retiree (Medicare) 9 $369.17 $90.49 24.5% $278.68 75.5% Retiree (Medicare) 9 $369.17 $90.49 24.5% $278.68 75.5%
Retiree + 1 (2 Medicare) 13 $738.34 $215.24 29.2% $523.10 70.8% Retiree + 1 (2 Medicare) 13 $738.34 $215.24 29.2% $523.10 70.8%
MONTHLY TOTAL 22 $12,921 $3,613 $9,308 MONTHLY TOTAL 22 $12,921 $3,613 $9,308
Kaiser HMO Kaiser HMO
Retiree (Medicare) 7 $196.77 $12.40 6.3% $184.37 93.7% Retiree (Medicare) 7 $213.45 $12.84 6.0% $200.61 94.0%
Retiree + 1 (1 Medicare) 4 $953.96 $75.83 7.9% $878.13 92.1% Retiree + 1 (1 Medicare) 4 $1,084.29 $82.34 7.6% $1,001.95 92.4%
Retiree + 1 (2 Medicare) 3 $393.54 $31.09 7.9% $362.45 92.1% Retiree + 1 (2 Medicare) 3 $426.90 $32.42 7.6% $394.48 92.4%
Retiree + Family (1 Medicare) 1 $1,408.28 $126.18 9.0% $1,282.10 91.0% Retiree + Family (1 Medicare) 1 $1,606.80 $135.88 8.5% $1,470.92 91.5%
Retiree + Family (2 Medicare) 0 $847.86 $75.77 8.9% $772.09 91.1% Retiree + Family (2 Medicare) 0 $851.40 $72.00 8.5% $779.40 91.5%
MONTHLY TOTAL 15 $7,782 $610 $7,173 MONTHLY TOTAL 15 $8,719 $652 $8,066

DENTAL & VISION

EE Contributions

2017 RATES

Enrollment

EE Contribution
% of Premium

CalOptima

Contributions % of Premium

CalOptima

DENTAL & VISION

Enroliment 2018 RATES EE Contributions

EE Contribution
% of Premium

CalOptima
Contributions

CalOptima
% of Premium

Actives & Retirees Dental PPO Actives & Retirees Dental PPO
Employee 275 $47.48 $5.20 11.0% $42.28 89.0% Employee 275 $47.48 $5.20 11.0% $42.28 89.0%
Employee + One 248 $96.74 $15.72 16.2% $81.02 83.8% Employee + One 248 $96.74 $15.72 16.2% $81.02 83.8%
Employee + Family 335 $166.24 $31.54 19.0% $134.70 81.0% Employee + Family 335 $166.24 $31.54 19.0% $134.70 81.0%
MONTHLY TOTAL 858 $92,739 $15,894 $76,844 MONTHLY TOTAL 858 $92,739 $15,894 $76,844

Actives & Retirees Dental HMO Actives & Retirees Dental HMO
Employee 109 $12.00 $0.00 0.0% $12.00 100.0% Employee 109 $12.56 $0.00 0.0% $12.56 100.0%
Employee + One 66 $24.10 $0.00 0.0% $24.10 100.0% Employee + One 66 $25.23 $0.00 0.0% $25.23 100.0%
Employee + Family 126 $41.30 $0.00 0.0% $41.30 100.0% Employee + Family 126 $43.23 $0.00 0.0% $43.23 100.0%
MONTHLY TOTAL 301 $8,102 $0 $8,102 MONTHLY TOTAL 301 $8,481 $0 $8,481

Actives & Retirees VSP Vision Actives & Retirees VSP Vision
Employee 418 $7.96 $0.00 0.0% $7.96 100.0% Employee 418 $7.37 $0.00 0.0% $7.37 100.0%
Employee + One 307 $12.37 $1.00 8.1% $11.37 91.9% Employee + One 307 $11.45 $1.00 8.7% $10.45 91.3%
Employee + Family 436 $19.61 $2.00 10.2% $17.61 89.8% Employee + Family 436 $18.15 $2.00 11.0% $16.15 89.0%
MONTHLY TOTAL 1,161 $15,675 $1,179 $14,496 MONTHLY TOTAL 1,161 $14,509 $1,179 $13,330

+Spousal Surcharge $193,200 ($193,200)
[ANNUAL TOTAL [ s15.016449 | 1473634 | [ANNUAL TOTAL | [ 516,683,650 | $1,787.826 |
|_$ Difference From Current | [ $1.667,200 [ $314,192 |
[% share of Premium 9.8% 90.2% [% share of Premium |

Back to Agenda

0 Ascension”




Spousal Surcharge

Spousal Surcharge Analysis (based on prior history)

Spouses assessed surcharge 161
x Annual Surcharge $1,200
Total Spousal Surcharge Savings $193,200

Pros:
+ Savings to CalOptima

« Spouses only assessed this surcharge when they have other coverage available to them (i.e. — spouse’s employer, Medicare, tri-care, Medi-Cal,
etc.)

- Smaller percentage of population impacted by this versus a change to contributions for all employees

- Could reduce overall claims costs if spouses do not enroll and therefore would not incur claims under CalOptima’s plan; reduced claims costs
positively impacts future premiums

Cons:
= Honor system for reporting

= Potential increased cost for employees who are assessed the surcharge and/or who drop spouses from coverage due to this surcharge

Back to Agenda
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Open Enrollment Planning I‘
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Renewal and Open Enroliment Timeline I‘

September/October

— September 18th - All decisions must be made in order to provide rates, contributions & benefits to Dayforce for system
update for Open Enrollment

- September 18t — October 30th
= Communications developed & distributed
= Dayforce system updated, tested, ready for Open Enrollment
= Required notices/documentation prepared & distributed
= Carriers notified of decisions
— October 30t"— November 13t — Open Enrollment
November

— Carriers update systems with new elections, produce & distribute new ID cards as needed

Back to Agenda
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken September 7, 2017
Regular Meeting of the CalOptima Board of Directors

Report Item
7. Consider Actions Related to Reimbursement for Newborn Coverage

Contact
Candice Gomez, Executive Director, Program Implementation, (714) 246-8400

Recommended Action

Authorize payment of capitation to Health Networks for eligible newborn members who are assigned a
Client Index Number (CIN), even though CalOptima does not receive payment from the Department of
Health Care Services (DHCS) for all of these members.

Background/Discussion

Beneficiaries eligible for Medi-Cal are assigned a CIN as their unique member identification number.
Medi-Cal eligibility and payments for claims and capitation are processed according to the member’s
CIN. Historically, a newborn without his or her own CIN would be eligible for benefits and is
financially covered under the mother’s CIN for the birth month plus one month (up to two months
total). This continues to be true; DHCS does not pay separate capitation to CalOptima for a newborn
while the child is eligible for Medi-Cal coverage under the mother’s CIN. Similarly, CalOptima does
not make separate payments, whether fee-for-service or capitation, to contracted health networks,
providers, and vendors for newborns who do not have their own CIN.

On January 13, 2017, DHCS informed CalOptima of a recent change in the state’s eligibility data file
feed. Per the email communication, newborns are now assigned an individual CIN, though capitation
will not be paid for the birth month and the immediately following month (up to two months total)
because the newborns will continue to be covered under the mother’s eligibility. DHCS provides a
“B1” indicator in the eligibility file to identify these newborns. However, in the eligibility system, a
direct link between the individual newborn’s CIN and the mother is not always possible as the newborn
may be linked in the eligibility file to another eligible family member or not have links to other family
members at all.

On January 17, 2017, DHCS sent a follow-up email communication confirming that this change (i.e.,
assigning newborns with their own CINs with “B1” indicators) was made effective January 1, 2017.
DHCS has not released specific technical guidance (referred to as the 834 Companion Guide) regarding
changes to the eligibility data file necessary to fully implement this change. Based on subsequent
communications with DHCS, CalOptima staff received greater clarity on the minimum technical
requirements, and staff has been able to track the newborn CINs with the “B1” indicators as of April
2017. CalOptima has identified that not all newborns receive their own CIN during their birth month
and that many of the newborn CINs with a “B1” indicator are reported retrospectively. Any retroactive
eligibility is assigned to CalOptima instead of a health network. Consequently, newborn member
records now fall into one of three categories during the first two months of life:
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1. Newborn eligible under own CIN with a B1 indicator; CalOptima does not receive capitation
from DHCS for newborn,;

2. Newborn eligible under mother’s CIN and without own CIN; CalOptima does not receive
capitation from DHCS for newborn; or

3. Newborn eligible under own CIN; CalOptima receives capitation from DHCS for newborn.

Identifying which category a newborn falls into is unpredictable. Because there is not always a direct
linkage between newborn and mother’s CIN, newborn member records cannot consistently be assigned
to the mother’s health network. CalOptima staff considered suppressing the CIN for a newborn with
the “B1” indicator to avoid the capitation payment concerns; however DHCS requires that newborn
CINs be recognized as eligible for benefits. Suppressing capitation for these newborns was also an
option considered. However, because there is not always a direct link between the newborn and
mother’s CIN, a newborn member may be assigned to a health network different than the mother’s,
which could result in a health network not receiving capitation for the mother, which is to be used to
cover the newborn’s medical cost during up to the newborn’s birth and following month.

Based on these factors, CalOptima staff recommends payment of capitation to health networks and
other capitated providers for newborns with a CIN and “B1” indicator, even though CalOptima is not
paid by DHCS for up to two months for the members. CalOptima is required to recognize newborn
CINs as eligible for benefits and because CalOptima is unable to consistently link the newborn with the
mother’s eligibility, continuing capitation to providers will keep providers financially whole and
mitigate potential member delays in care due to eligibility.

This will result in CalOptima paying additional expenses associated with downstream capitation during
this two month period. Should DHCS begin providing an indicator to directly link the newborn and the
mother’s CIN or CalOptima develop a methodology to make the linkage, CalOptima staff will return to
the Board with further recommendations.

Fiscal Impact
Assuming current levels of birth rates and payment levels to providers, the recommendation of paying

downstream capitation to the Health Networks before CalOptima begins receiving capitation from the
DHCS is projected at approximately $20,000 per month, or $240,000 annually. If the number of births
is higher, the costs would also be higher. The anticipated additional capitation expense resulting from
the issuance of a CIN for newborns with a B1 status was included in the Fiscal Year 2017-18
Consolidated Operating Budget under the Provider Capitation category that was approved by the Board
on June 1, 2017.

Rationale for Recommendation

CalOptima staff considered other options to address the “B1” indicator issue; however, options to align
the newborn’s eligibility with the mother's assigned health network are not currently completely
achievable due to lack of a consistent system links between the newborn and the mother. Continuation
of existing processes to pay capitation for newborns with a CIN has minimal operational and financial
mmpact.
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Concurrence
Gary Crockett, Chief Counsel

Attachment
CalOptima Policy FF.2004: Financial Responsibility for Newborn Coverage

/s/ Michael Schrader 8/31/2017
Authorized Signature Date
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Medi-Cal Policy #: FF.2004

) u Title: Financial Responsibility for Newborn
[‘VJ Calo pt" I la Coverage

A Public Agency

T—— Department: Claims Administration
SN g RN Section: Not Applicable
CEO Approval: Michael Schrader
Effective Date: 10/27/95

Last Review Date: 11/01/16
Last Revised Date: 11/01/16

PURPOSE

This policy clarifies the financial responsibility for coverage of a newborn, if the newborn does not have
eligibility through his or her own Client Index Number (CIN).

POLICY

A

If a mother is a Health Network Member and the newborn does not have eligibility through his or
her own CIN, the Health Network shall remain financially responsible for Covered Services for the
newborn until the newborn receives a CIN from the Social Services Agency (SSA) or through the
month following the month of birth (Month Two), whichever is earlier.

B. Capitation Payments made to a Health Network for Covered Services to the mother represent
payment in full for Covered Services for the newborn.

C. If a mother is a CalOptima Direct Member during the month of birth (Month One) and Month Two,
and the newborn does not have eligibility through his or her own CIN, CalOptima Direct shall
remain financially responsible for Covered Services for the newborn until the newborn receives a
CIN from SSA, or through Month Two, on a fee-for-service basis, using the mother’s CIN.

D. If a newborn does not have a CIN after Month Two, CalOptima, or a Health Network, shall not be
responsible to provide Covered Services for the newborn.

E. CalOptima shall enroll the newborn in a Health Network upon receipt of a CIN from the Social
Services Agency, in accordance with CalOptima Policies AA.1207a: CalOptima Auto Assignment
Policy and DD.2008: Health Network Selection.

PROCEDURE

A. If the newborn does not have a CIN, a Provider, or Practitioner, shall bill for newborn Covered
Services under the mother’s CIN until the newborn receives a CIN from the SSA, or for a maximum
period of Month One and Month Two.

B. After Month Two, a Provider, or Practitioner, shall not bill for newborn Covered Services under the
mother’s CIN.

ATTACHMENTS

Not Applicable
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Policy #:  FF.2004

Title: Financial Responsibility for Newborn Coverage Revised Date: 11/01/16
IX. GLOSSARY
Term Definition

CalOptima Direct

A direct health care program operated by CalOptima that includes both
COD- Administrative (COD-A) and CalOptima Community Network
(CCN) and provides services to Members who meet certain eligibility
criteria as described in Policy DD.2006

Capitation Payment

The monthly amount paid to a Health Network by CalOptima for
delivery of Covered Services to Members, which is determined by
multiplying the applicable Capitation Rate by a Health Network’s
monthly enrollment based upon Aid Code, age, and gender.

Client Index Number
(CIN)

For the purposes of this policy, refers to the unique 9-digit number
assigned to eligible Members enrolled in the Medi-Cal program.

Covered Services

Those services provided in the Fee-For-Service Medi-Cal program, as
set forth in Title 22, CCR, Division 3, Subdivision 1, Chapter 3,
beginning with Section 51301, and Title 17, CCR, Chapter 4, Subchapter
13, Article 4, beginning with Section 6840, which are included as
Covered Services under CalOptima’s Contract with DHCS and are
Medically Necessary, along with chiropractic services (as defined in
Section 51308 of Title 22, CCR), podiatry services (as defined in
Section 51310 of Title 22, CCR), and speech pathology services and
audiology services (as defined in Section 51309 of Title 22, CCR),
which shall be covered for Members not withstanding whether such
benefits are provided under the Fee-For-Service Medi-Cal program.

Health Network

A Physician Hospital Consortium (PHC), physician group under a
shared risk contract, or health care service plan, such as a Health
Maintenance Organization (HMO) that contracts with CalOptima to
provide Covered Services to Members assigned to that Health Network.

Member

A Medi-Cal eligible beneficiary as determined by the County of Orange
Social Services Agency, the California Department of Health Care
Services (DHCS) Medi-Cal Program, or the United States Social
Security Administration, who is enrolled in the CalOptima program.

Newborn Child

Means a child under the age of one (1) who was born to a Member
during her membership or the month prior to her membership.
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken September 7, 2017
Regular Meeting of the CalOptima Board of Directors

Report Item
8. Consider Authorizing Amendment of Existing Contract with Verscend Technologies to Include

Scope of Services Related to Review of Institutional and Professional Claims for All Lines of
Business Covering the Period January 1, 2017 through February 28, 2018

Contact
Sesha Mudunuri, Executive Director, Operations, (714) 246-8400
Len Rosignoli, Chief Information Officer, (714) 246-8400

Recommended Actions

1. Authorize the Chief Executive Officer (CEO), with the assistance of legal counsel, to amend the
existing Verscend Technologies contract to include a new scope of work for review of institutional
and professional claims for the period January 1, 2017 through February 28, 2018; and

2. Approve unbudgeted expenditures of up to $788,500 from existing reserves for the Verscend
Technologies contract amendment.

Background
CalOptima currently processes (adjudicates) approximately 223,000 claims per month related to all

lines of business for CalOptima Community Network, Health Network shared risk, and other services
that are the financial responsibility of CalOptima. During adjudication, claims are processed through a
series of system validation edits prior to payment. The validation edits are currently conducted directly
in CalOptima’s core business system, Facets, or through the Optum Claims Edit System (CES) — an
integrated solution.

Beginning in 2008, CalOptima contracted with Verscend Technologies (formerly Verisk) for a variety
of claims review services, including (a) claims editing; (b) catastrophic forensic claims review; (c)
identification of potential fraud, waste, or abuse (FWA) cases. CalOptima continues to contract with
Verscend for items (b) and (c) above; however, claims editing services under (a) were migrated to the
Optum CES product in December of 2016. This was addressed in the attached COBAR, “Authorize
Extension of Contract with Healthcare Insight, a Division of Verisk Health, Inc.” during the August 4,
2016 Board meeting. The claims editing scope of work under the Verscend Technologies terminated
December 31, 2016.

In 2015, CalOptima staff conducted a Request for Proposal (RFP) process for the purposes of
developing more comprehensive claims editing capabilities and incorporating pre-payment claims edits
into its core business system, Facets. As a result of the RFP process, the Optum CES product was
selected and implemented effective December 27, 2016. The initial term of the Optum contract is from
February 19, 2016 through February 18, 2019.
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Discussion

CalOptima has encountered significant challenges with implementation of the Optum CES product
over the last eight months, including the sophistication and implementation of Medi-Cal program
claims edits. CalOptima staff has reviewed sample claims during this period which suggest that edits
have not been properly implemented or are missing, which results in erroneous claims adjudication
and/or the need to re-adjudicate previously paid claims. Staff has determined that it needs to engage a
third-party vendor with expertise in secondary claims editing in order to identify the potentially
problematic or missing edits and, once identified, to allow for timely and efficient remediation and
identification of any prior overpayments or underpayments in order to make timely claims adjustments.

In light of the need to expedite this process, staff believes the most cost-effective and expedient option
is to re-engage Verscend Technologies to act as the temporary secondary claims editor. This is
particularly efficient as Verscend continues to receive CalOptima claims on a daily basis to perform
the other current services. The intent would be to re-engage Verscend for a limited time period to
review claims from January 1,2017 through February 28, 2018. During that period, Verscend would
also recommend implementation of appropriate edits and identify claims that need to be re-processed.

The cost of this engagement is estimated to be a fixed fee of $128,500 for review of previously paid
claims through September 11, 2017. As proposed, Verscend would receive 22% of savings realized
for claims reviewed between September 11, 2017 and February 28, 2018. During this period,
CalOptima staff plans to continue to evaluate the efficiency of the Optum CES product and the most
appropriate long-term claims editing solution for CalOptima, and return to the Board with a
recommendation in the next several months.

Fiscal Impact
The recommended action to amend the Verscend Technologies Contract to include secondary claims

editing services is an unbudgeted item. As proposed, an allocation of up to $788,500 from existing
reserves will be used to fund this action. This amount includes $128,500 for services during the period
of January 1, 2017 through September 11, 2017, and $660,000 for the period thereafter through
February 28, 2018.

Rationale for Recommendation

The above action is recommended to maintain appropriate levels of validation review prior to final
claims adjudication and payment, to identify, adjust and recover any incorrect payments previously
made and to identify and correct claims edit variances.

Concurrence
Gary Crockett, Chief Counsel
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Attachments
Board Action dated August 4, 2016, Authorize Extension of Contract with Healthcare Insight, a
Division of Verisk Health, Inc.

/s/ Michael Schrader 8/31/2017
Authorized Signature Date
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Attachment to September 7, 2017 Board of Directors
Meeting - Agenda Item 8

CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken August 4, 2016
Regular Meeting of the CalOptima Board of Directors

Report Item
34. Authorize Extension of Contract with Healthcare Insight, a Division of Verisk Health, Inc.

Contact
Ladan Khamseh, Chief Operating Officer, (714)246-8400
Silver Ho, Executive Director, Compliance, (714) 246-8400

Recommended Action

Authorize the Chief Executive Officer (CEO), with the assistance of legal counsel, to negotiate an
amendment to extend the existing Amended and Restated Contract (Contract) with Verisk Health, Inc.
(Verisk) through December 31, 2017.

Background
CalOptima currently contracts with Verisk to provide three separate and distinct functions: 1) pre-

payment claims clinical edits; 2) forensic claims review; and 3) identification of potential fraud, waste,
and abuse (FWA) cases. CalOptima initially contracted with Verisk on October 1, 2008, following a
competitive bidding process, to provide professional claims review and FWA reporting services.
CalOptima amended the contract, effective September 1, 2010, to include catastrophic claim pre-payment
forensic review services and to clarify several other contractual requirements, which amendments were
ratified and approved by the Board on July 7, 2011. At that time, the contract was also extended to
December 31, 2014 with two, one year extension options. CalOptima has subsequently exercised both of
the extension options such that the contract now expires on December 31, 2016.

A summary of the Verisk contracted services is as follows:

1. Pre-Payment Claims Edits: During the pre-payment claims review, Verisk applies the National
Correct Coding Initiative (NCCI) standards for Medicare and Medi-Cal outpatient claims as well
as other pre-payment clinical claims edits to identify irregular claims billing practices. These
edits are conducted in addition to the edits currently embedded in CalOptima’s core operating
system, Facets. The largest volume of data is processed during the pre-payment claims review.

2. Catastrophic Forensic Claims Review: Verisk provides clinical forensic review of large dollar
claims with total billed charges in excess of $100,000 or $50,000 in reimbursement payments per
claim. The reviews generally focus on claims that include services paid based on a charge
reimbursement methodology. During the clinical forensic review process, charges will not be
allowed if determined to be coded/billed inappropriately. The clean portion of the claim is paid
and disallowed charges are pended if additional medical justification is required to support the
disallowed charges. Verisk conducts a medical record review to verify accuracy of billed charges.
The disallowed charges are denied if additional information is not received within the required
time limits. CalOptima has final determination on whether to deny charges based on Verisk
recommendation. Verisk is reimbursed for the forensic reviews based on a percent of savings
realized by CalOptima.
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3. Identification of Potential FWA Cases: Medicare Advantage and Medicaid managed care
regulations require that the plan sponsor or managed care organization performs effective
monitoring in order to prevent and detect FWA. Verisk analyzes historical and current claims
data to identify potential FWA cases. Potential FWA cases are referred to CalOptima's Special
Investigations Unit (SIU) for further consideration.

CalOptima contracted with a new pre-payment claims edit vendor, Optum, which was selected through a
Request for Proposal (RFP) process. When fully implemented in November 2016, the Optum process will
include new clinical editing protocols integrated into Facets; this will eliminate the need for outside vendor
review, leading to a more robust and timely clinical edit processing of claims in-house.

Due to the complexity, cost consideration and specialized skill set required for the forensic review of high
dollar claims as well as FWA reporting, staff plans to conduct separate RFP processes to consider vendors
for these two services currently performed by Verisk.

Discussion

During the past year, CalOptima staff has made efforts to improve efficiencies in identifying
inappropriate coding/claims billing practices and potential FWA cases. As such, an RFP was issued
for the purposes of developing more comprehensive editing capabilities and incorporating pre-payment
claims edits into the core business system, Facets, rather than sending data to an external vendor for
review. Implementation efforts with its new vendor, Optum, began in early 2016 with an expected go-
live in November 2016. Additionally, dedicated staff with technical experience (clinical as well as
hospital coding) will be resourced to oversee this function.

While CalOptima has contracted with Optum to begin pre-payment claim editing in-house as the first
step, CalOptima will continue to rely on Verisk for two of its claims review functions—forensic claims
review and FWA reporting services—until an RFP process is completed and contract(s) are entered
into with appropriate vendor(s). Staff is currently in the process of issuing RFPs for these services.

During the past year, savings of over $2.8 million, after payment of contingency fees, have been
realized by CalOptima under this contract based on the forensic review of claims. To ensure best
practices and effective management of these functions, staff has evaluated how these services can be
best provided. To date, CalOptima has implemented strategies intended to reduce the number of
disputes related to high dollar claims while meeting applicable requirements to ensure the appropriate
payments, as well as identify and report potential fraud, waste and abuse trending.

CalOptima staff seeks authority to extend the current Verisk contract as it relates to forensic claims
review and FWA reporting services through December 31, 2017. Extension of the contract through
this period will provide sufficient time for CalOptima staff to conduct the RFPs, complete the
contracting process and, as applicable, implement these services with qualified vendors.

Fiscal Impact
Funding for this recommended action is included in the CalOptima FY 2016-17 Operating Budget

approved by the Board on June 2, 2016. Management will budget expenses related to the proposed contract
extension in the CalOptima FY 2017-18 Operating Budget accordingly.
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Rationale for Recommendation

Staff recommends that the Board authorize an extension and amendment of the Verisk contract
through December 2017 to allow sufficient time to complete competitive bidding processes for
forensic claims review and FWA reporting services.

Concurrence
Gary Crockett, Chief Counsel
Chet Uma, Chief Financial Officer

Attachment

July 7, 2011 CalOptima Board Action Agenda Referral, VI. B., Authorize the Chief Executive Officer
(CEO) to Execute a Contract with One or More Vendors for Credit Balance Recovery Services; Ratify
and Authorize the Chief Executive Officer to Amend an Existing Vendor Claims Contract with
HealthCare Insight to Add Catastrophic Claims Post-Payment Review

/s/ Michael Schrader 07/29/2016
Authorized Signature Date
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Attachment to:
8/4/16, Agenda Item 34

CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken July 7, 2011
Regular Meeting of the CalOptima Board of Directors

Report Item
VI. B. Authorize the Chief Executive Officer (CEO) to Execute a Contract with One or

More Vendors for Credit Balance Recovery Services; Ratify and Authorize the Chief
Executive Officer to Amend an Existing Vendor Claims Contract with HealthCare
Insight to Add Catastrophic Claims Post-Payment Review

Contact
Ruth Watson, Executive Director - Operations, (714) 246-8400

Recommended Actions

1. Authorize the Chief Executive Officer, with the assistance of legal counsel, to enter into
a three-year contingency-based contract with two separate one-year extension options,
with one or more vendors, for the provision of Credit Balance Recovery (CBR)
Services; and,

2. Ratify amendment to HealthCare Insight contract for prepayment recovery services to
add catastrophic claims post-payment review, and authorize the Chief Executive Officer,
with the assistance of legal counsel, to further amend the contract regarding those
services.

Background
CalOptima currently processes approximately 1.5 million claims per year for CalOptima

Direct and OneCare members, with payments associated with these claims exceeding $660
million dollars annually. Since 2008, as part of CalOptima’s program integrity strategy, staff
has sought and received Board approval to contract with several vendors to ensure claim
payment accuracy. These include the following:

e In 2008, the Board authorized staff to enter into a contract with a vendor to provide
coordination of benefits (COB) identification and overpayment recovery services for
claims when it is determined that CalOptima is not the primary payer. Under this
authority, staff contracted with Health Management Services, which has identified
and recovered more than $5 million on behalf of CalOptima using a data mining
process.

e In 2008, the Board also authorized staff to contract with a vendor for claims pre-
payment code review, fraud, waste, and abuse prevention services. Based on this
authority, staff contracted with HealthCare Insight (HCI). CalOptima has recognized
pre-payment savings in excess of $3.5 million since the inception of the HCI contract.
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e In 2010, staff received approval to enter into a contract with Socrates to pursue third
party liability (TPL) subrogation recovery services for the OneCare and Healthy
Families lines of business.

Discussion

Program integrity activities are key to ensuring that public funds are appropriately spent. As
indicated, CalOptima has successfully implemented a variety of cost containment initiatives
in support of that goal. Medi-Cal’s size and diversity make it vulnerable to improper
payments that can result from fraud, waste, abuse, or clerical errors. CalOptima staff
continues to look for additional program integrity activities that can prevent, detect, and
recover improper payments, and has identified two additional programs designed to prevent
and/or recover claim overpayments as a result of fraud, waste, abuse or clerical errors.

1) Credit Balance Recovery. Credit balances are improper or excess payments made to a
provider. Such payments can occur on patient accounts when the reimbursement
received by the provider exceeds the appropriate or expected reimbursement for services
rendered, for example, as a result of multiple reimbursements from different payers (by
both CalOptima and the primary payer), adjustments to previously-paid claims,
computer-generated billing errors, or mis-postings to accounts (e.g., where no refund is
due to the patient or payer). Some of the amounts may be considered “overpayments”
due to the Medicaid program. When such “credit balances” occur, they appear in the
provider’s records as a credit on the patient account that is carried forward month to
month in the provider’s books. Under Federal law, providers are obligated to disclose
and refund known overpayments. In addition, having such credit balances on their
books distorts the liabilities in a provider’s patient accounting system. Providers work
with CBR vendors to identify and address credit balances that are the result of billing
and/or payment errors made by both hospitals and payers. Credit Balance Recovery
Services involve a financial review of the provider’s patient accounts; it is not a hospital
bill audit. The vendor works collaboratively with the provider’s staff to reconcile
accounts to resolve the outstanding credit balance and refund the overpayment to the
appropriate payor. Implementing CBR services can translate into a $1-$5 per member
per year in overpayment recovery opportunity.

Earlier this year, CalOptima staff issued a Request for Proposal (RFP) soliciting vendors
that had a well-established presence in the Credit Balance Recovery arena in Orange
County. Staff is currently evaluating RFP responses to identify the vendor or vendors
whose service offerings best meet CalOptima’s needs. Specific criteria to be included in
the vendor contract include an agreed upon approval process to ensure that CalOptima
will make the final determination regarding all overpayment recovery activities in
compliance with CalOptima’s policies and procedures, as well as all applicable
regulatory requirements.
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As proposed, vendors for CBR services are paid a percentage of the recovery on a
contingency basis after CalOptima recovers credit balances it is owed. While the
provider has an independent obligation to reimburse CalOptima for such amounts
involving its members, contracting with a CBR vendor is expected to result in greater
recoveries.

2) Catastrophic Claim Post-Payment Review. In unique situations such as when services
needed by a CalOptima member are not available at a contracted facility, CalOptima
staff negotiates with non-contracted facilities. With non-contracted providers,
reimbursement for each admission is typically negotiated separately and a Letter of
Agreement (LOA) is signed by the facility and CalOptima. The Assist Group (TAG), a
strategic partner of HCI, provides pre-payment and post-payment review of large dollar
claims to ensure billed services are supported by corresponding medical records. TAG
performs a pre-screen review and makes a recommendation on whether a detailed
forensic review is warranted. Non-contested charges would be paid at the agreed upon
LOA rate, while any contested charges would be reviewed against medical records to
determine whether the charges are substantiated. The provider has the right to appeal
this determination by submitting additional information to TAG as part of CalOptima’s
standard Provider Dispute Resolution (PDR) process for first level appeals. If a provider
is not satisfied with the outcome of this first level review, it would have the ability to
submit a second level appeal through CalOptima’s standard processes to CalOptima’s
Grievance and Appeals Services (GARS) department. Additional payment would be
made to the facility if the forensic review, PDR process or GARS process determines
that some portion of the contested charges are supported.

As indicated above, CalOptima entered into a contract with HCI for pre-payment claims
review in 2008. This contract was amended twice in 2010, first to reflect a change in vendor
ownership status, and second to extend the agreement through September 2013 and to
incorporate a number of changes to the scope of work, including the addition of post payment
forensic review services. Ratification of these changes is now being sought, along with
authority to further amend the HCI agreement consistent with regulatory requirements, and to
clarify issues including PDR review responsibilities, settling authority, and criteria for
vendor reimbursement.

Fiscal Impact
1. CBR Services - As proposed, the contract with the selected vendor will be structured

with a negotiated contingency payment scale related to a percentage of savings. It is
anticipated that net recovery over the proposed three-year term of the agreement may be
as much as $1million.
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2. Catastrophic Claim Post-Payment Review - The HCI contract contains a contingency
payment scale related to a percentage of savings. The estimated annual savings/
recoupments from post payment review services could potentially reach $1 million.

Rationale for Recommendation

By contracting with a Credit Balance Recovery vendor, CalOptima will have the ability to
identify and recover overpayments due to other insurance coverage, misapplied payments
and contractual issues that remain un-reimbursed on a provider’s accounts receivables.

Ratifying and further amending the HCI contract for Catastrophic Claim Post-Payment
Review better ensures that CalOptima will reimburse facilities for only those charges that are
substantiated through a detailed review of large dollar hospital bills.

Successful implementation of these services will enable CalOptima to better meet its
obligations to insure program integrity and identify potential instances of fraud, waste and
abuse.

Concurrence
Gary Crockett, Chief Counsel

Attachments
None

/s/ Richard Chambers 7/5/11
Authorized Signature Date
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken September 7, 2017
Regular Meeting of the CalOptima Board of Directors

Report Item
9. Consider Actions Related to OneCare Connect Enrollment and Deemed Eligibility; Consider

Amendments to Related Contracts and Policies

Contact
Candice Gomez, Executive Director, Program Implementation, (714) 246-8400
Michelle Laughlin, Executive Director, Provider Network Operations, (714) 246-8400

Recommended Actions

1. Ratify a two-month deeming period effective September 1, 2017 for OneCare Connect (OCC)
members who no longer meet Cal MediConnect (CMC) eligibility requirements due to loss of
Medi-Cal eligibility with CalOptima as determined by the Department of Health Care Services
(DHCS);

2. Authorize the Chief Executive Officer (CEO), with the assistance of legal counsel, to amend
CalOptima’s contract with Liberty Dental to allow two-month deemed eligibility for OCC
members receiving Denti-Cal services provided by Liberty Dental; and

3. Direct the CEO to amend OneCare Connect Policy CMC.4004, Member Disenrollment to
implement said deeming period and operational updates.

Background
On June 15, 2015, DHCS, in conjunction with the Centers for Medicare & Medicaid Services (CMS),

issued guidance encouraging Cal MediConnect (CMC) plans to offer an optional one or two-month
period of deemed continued eligibility due to loss of Medi-Cal eligibility. For members who lose
OCC eligibility due to loss of Medi-Cal eligibility, health plans including CalOptima were given the
option of offering a one or two-month period of deemed continued eligibility. Based on this optional
guidance, on August 6, 2015, the CalOptima Board of Directors authorized a one-month deeming
period for OCC members. The one-month deeming period was implemented on November 1, 2015.
Based on the addition of this one-month deeming period, the CalOptima Board authorized an
amendment to the Liberty Dental contract on December 3, 2015, to continue to provide dental services
during the one-month deeming period.

In April 2016, DHCS announced it was exploring the possibility of extending deeming for CMC as
part of a larger discussion related to CMC program sustainability. Staff is not aware of DHCS making
any further mention of extending deeming during 2016. During a CEO meeting in January 2017 and
an all managed care plan call in February 2017, DHCS announced the requirement to extend deeming
to two-months effective January 2017. Plans, including CalOptima, asked for written guidance on
several occasions. Further, CalOptima staff communicated to the DHCS/CMS Contract Management
Team that deeming for OCC was originally presented by CalOptima as an optional election of none,
one, or two-months. Staff additionally advised the DHCS/CMS Contract Management Team that, as a
result of the August 2015 CalOptima Board action approving one-month deeming, any change would
require CalOptima Board approval. On May 18, 2017, DHCS issued updated written guidance
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requiring CMC plans to offer two-months of deemed eligibility effective October 2016. This
requirement communicated to plans as a directive from DHCS.

Discussion

Members enrolled in OCC must have both Medicare (Parts A and B) and Medi-Cal. Since November
1, 2015, CalOptima provided one-month deeming eligibility to OCC members who lose their Medi-Cal
eligibility. The deeming period applies to OCC members who no longer qualify for OCC due to loss
of Medi-Cal eligibility or change of circumstance impacting Medi-Cal eligibility. For example, a
Member may lose Medi-Cal eligibility as a result of late submission of annual Medi-Cal
redetermination documentation, delays in redetermination processing, a report of having an out of
county residence, or other health coverage information. In some instances, the situation is quickly
remediated either by submission of required redetermination documentation or correcting erroneous
records, and Medi-Cal eligibility is reinstated. Without a deeming period, these members who regain
eligibility, along with the majority who do not regain eligibility during the deeming period, would be
disenrolled from OCC and cannot be automatically enrolled back to the plan. Instead, these members
would have to voluntarily re-enroll with OCC to continue coverage.

The DHCS identifies and notifies CalOptima of those members eligible for deemed eligibility. Once
OCC members are identified by the DHCS as eligible for deeming, CalOptima sends regulatory
notices to affected members informing them of their deemed eligible status. CalOptima Customer
Service Representatives also conduct telephonic outreach to members to provide additional
information regarding deeming status and make referrals to available community resources. OCC
members requiring additional assistance are referred to DHCS or the OCC Ombudsman, Legal Aid
Society of Orange County. The Legal Aid Society of Orange County, with the member’s permission,
will provide assistance to help the member regain Medi-Cal eligibility.

In addition to monitoring deeming status of OCC members who regain eligibility after one month,
CalOptima staff also monitors members who would have regained eligibility after two-months and
reports this information to the OCC Member Advisory Committee. Approximately 2,900 members
were identified by the DHCS as eligible for deeming from November 2015 to May 2017. These
members would have had the potential to regain eligibility by July 1, 2017, if two-month deeming was
in place. Approximately 900 of these members, or 32%, regained eligibility with OCC during the one-
month deeming period. Roughly 2,000, or 68%, of the members did not. Based on historical
information, 93 of the remaining 2,000 members would have regained eligibility in the second month.
This would have resulted in an overall 35% of members reinstating during the two-month deeming
period. CalOptima would have covered the remaining 65% for an additional month without receiving
reimbursement from the State. In other words, staff estimates that extending the deeming period for an
additional month increases the number of members who regain eligibility by 3%.

On May 18, 2017, DHCS issued updated written guidance requiring CMC plans to offer two-months
of deeming effective October 2016. It is anticipated that more members will regain Medi-Cal
eligibility if the deeming period is extended to two months. Subsequently, DHCS reiterated that two-
month deeming is a regulatory requirement and must be implemented immediately. As a result,
CalOptima implemented two-month deeming effective September 1, 2017. During the extended two-
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month deeming period, CalOptima will continue providing all OCC benefits to deemed-eligible
Members, including dental services through Liberty Dental, as required. CalOptima will continue to
receive member premium payments for Medicare; however, Medi-Cal capitation payments will be
suspended during this time. Medi-Cal capitation payments from DHCS will be retroactively paid for
the deeming months if the Member regains Medi-Cal eligibility during the deeming period. However,
if the Member does not regain Medi-Cal eligibility during the deeming period, as is expected to be the
case for roughly two-thirds of those deemed eligible, then DHCS is expected to process the OCC
disenrollment, and CalOptima is not reimbursed for any Medi-Cal expenses incurred on behalf of the
Member during the two-month deeming period.

All regulatory notice requirements to Members will be followed for this process. OCC policy
CMC.4004: Member Disenrollment will be modified to include DHCS required revisions related to
member deeming and other operational requirements. Consistent with existing policy, CalOptima
will, on an ad hoc basis, with member request, retroactively reinstate members in deeming for June
through August 2017, who would have remained enrolled in the plan had two-month deeming been in
place at the time of their OCC disenrollment. Additionally, CalOptima staff will amend, with the
assistance of Legal Counsel, the Liberty Dental contract to extend the Denti-Cal benefit during the
second deeming month. Based on follow-up discussions with DHCS during August 2017, staff does
not anticipate any adverse regulatory action based on the proposed effective date.

Fiscal Impact
The recommended action to authorize a two-month deeming period for OCC members who no longer

meet CMC eligibility requirements due to loss of Medi-Cal eligibility with CalOptima, as determined
by DHCS, has been incorporated into the medical expense in the FY 2017-18 Consolidated Operating
Budget, approved by the Board on June 1, 2017. The projected total annual cost for two months of
deeming (month one and month two) is approximately $2,000,000. The projected cost for the
additional second month of deeming from September 1, 2017, through June 30, 2018, including any
retroactive reinstatements for June through August 2017, is approximately $800,000 based on
historical deeming experience and associated cure rates forecasted forward. Management will include
updated medical expenses in future operating budgets.

Rationale for Recommendation

In order to comply with the DHCS requirements for OCC enrollment and to minimize disruption of
services to Members while their eligibility status is being updated, CalOptima staff proposes the
actions as noted above.

Concurrence
Gary Crockett, Chief Counsel
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Attachments

1. Board Action dated December 3, 2015, Authorize Contract Amendments with Liberty Dental for a
Supplemental Dental Benefit for OneCare; Extend the Supplemental Dental Benefit for OneCare
Connect; and Authorize Deemed Eligibility for Members Receiving Denti-Cal

a. Attachment - Board Action dated August 6, 2015, Authorize Actions Related to OneCare
Connect Enrollment
2. Coordinated Care Initiative (CCI) Deeming Process for Cal MediConnect Plan Guidance
3. OneCare Connect Policy CMC.4004, Member Disenrollment (redline and clean copies)

/s/ Michael Schrader 8/31/2017
Authorized Signature Date
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Meeting - Agenda Item 9
CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken December 3, 2015
Regular Meeting of the CalOptima Board of Directors

Report Item
12. Authorize Contract Amendments with Liberty Dental for a Supplemental Dental Benefit for

OneCare; Extend the Supplemental Dental Benefit for OneCare Connect; and Authorize Deemed
Eligibility for Members Receiving Denti-Cal

Contact
Javier Sanchez, Chief Network Officer, (714) 246-8400

Recommended Actions
1. Authorize the Chief Executive Officer (CEQO), with the assistance of legal counsel, to enter into
contract amendments with Liberty Dental for supplemental dental benefits for:
a. OneCare from January 1, 2016 through December 31, 2016, with two additional one year
extension options, each exercisable at CalOptima’s sole discretion
b. OneCare Connect from January 1, 2016 through December 31, 2017; and
2. Authorize one month of deemed eligibility for OneCare Connect members receiving Denti-Cal
services provided by Liberty Dental.

Background/ Discussion

In actions taken on April 2, 2015, the CalOptima Board of Directors authorized a supplemental dental
benefit for the OneCare Connect program as well as funding and contracting with Liberty Dental.
Voluntary enrollment into OneCare Connect has increased based on the additional supplemental dental
benefits being offered by CalOptima in the program. The supplemental dental benefit provides services
not covered by the Denti-Cal benefit. Staff believes the supplemental dental benefit has increased
member retention in the program.

In order to keep the benefits similar to OneCare Connect, OneCare added the same supplemental dental
benefit to the 2016 Centers for Medicare &Medicaid Services (CMS) approved OneCare bid.

At its August 6, 2015 meeting, the CalOptima Board of Directors authorized a one month deeming
period for OneCare Connect Members who no longer met Cal MediConnect eligibility requirements due
to loss of Medi-Cal eligibility with CalOptima. This benefit was added to mitigate breaks in coverage
and maintain continuity of care for members. Management proposes a similar one month deeming
period for Denti-Cal benefits for OneCare Connect members. Should a member fail to regain eligibility
for the Medi-Cal program during the one month period of deemed eligibility, CalOptima would be
financially responsible for the cost of the month of deemed eligibility. Based on the proposed action,
eligibility for the one month of deemed dental benefits through Liberty Dental would be available
through December 31, 2017 for OneCare Connect members.

Fiscal Impact
Based on the forecasted OneCare enrollment for Fiscal Year (FY) 2015-16, the fiscal impact of the

recommended action to issue a contract amendment for the supplemental dental benefit for the OneCare
Program from January 1, 2016, through June 30, 2016, is approximately $55,000. Costs associated with
the recommended action were incorporated into Calendar Year 2016 OneCare capitation rate. Funding
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for the recommended action for the period July 1, 2016 through December 31, 2016, will be included in
the FY 2016-17 CalOptima Consolidated Operating Budget.

Based on the forecasted OneCare Connect enrollment for FY 2015-16, the fiscal impact of the
recommended action to issue a contract amendment for supplemental dental benefit for the OneCare
Connect Program from January 1, 2016 through June 30, 2016, is approximately $445,000. This is a
budgeted item under the CalOptima FY 2015-16 Operating Budget approved by the Board on June 4,
2015. Funding for the recommended action for the period July 1, 2016 through December 31, 2017, will
be budgeted in subsequent operating budgets.

Projected expenses related to the provision of the deeming benefit are approximately $3,500 per month.

Rationale for Recommendation

CalOptima staff recommends supplemental dental services to OneCare Connect members to strengthen
the programs ability to minimize pre-enrollment opt out, maximize post enrollment retention and strong
provider participation in the program. OneCare members will continue to have the same CMS approved
supplemental benefit as OneCare Connect members.

Concurrence
Gary Crockett, Chief Counsel

Attachments
Previous Board actions referenced in this Report Item:
e August 6, 2015, Agenda Item VIIL. J., Authorize Actions Related to OneCare Connect
Enrollment
e April 2,2015, Agenda Item VIII. B., Authorize Modifications to Member Assignment Process
for the OneCare Connect Program; Authorize Supplemental Dental Benefit for the OneCare
Connect Program, as well as Funding and Contracting with a Vendor as Necessary to Implement

/s/ Michael Schrader 11/25/2015
Authorized Signature Date
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken April 2, 2015
Regular Meeting of the CalOptima Board of Directors

Report Item
VIIIL B. Authorize Modifications to Member Assignment Process for the OneCare Connect Program,;

Authorize Supplemental Dental Benefit for the OneCare Connect Program, as well as
Funding and Contracting with a Vendor as Necessary to Implement

Contact
Javier Sanchez, Chief Network Officer, (714) 246-8400

Recommended Actions

1. Authorize modifications to the Board approved OneCare Connect (Cal MediConnect) Program
member enrollment process to allow for enrollment by Long Term Care (LTC) Facility, subject to
approval by the Department of Health Care Services (DHCS); and

2. Authorize the Chief Executive Officer (CEO) to contract with dental benefits administrator to
provide a supplemental benefit to the Medi-Cal dental benefit subject to approval by the DHCS and
the Centers for Medicare & Medicaid Services (CMS), and upon the successful negotiation of
contract terms with Liberty Dental from July 1, 2015 to December 31, 2015.

Background
In actions taken on January 3, 2013, February 7, 2013 and December 5° 2013, the Board authorized the

CEO to develop a provider delivery system for implementation of the Duals Demonstration, a program
for beneficiaries eligible for Medi-Cal and Medicare or “Duals”, also known as Cal MediConnect
Program and branded by CalOptima as OneCare Connect.

On December 5, 2013 the Board approved the Member enrollment process in order to ensure a
seamless passive enrollment of OneCare Connect members who will be allowed the opportunity to
make a voluntary choice to disenroll (opt-out). The enrollment process, previously approved, is based
on the DHCS requirements to passively enroll eligible members on their birthday month.
Approximately 3,900 members in Orange County are expected to be eligible for passive enrollment
monthly.

The Cal MediConnect program launched state wide on April 1, 2014 and has been implemented in six
counties. Passive enrollment start dates have been staggered throughout the state and the opt-out rates
have varied by county with an overall statewide average of 49%. Concerned about the high opt-out
rate, CalOptima staff has developed strategies to mitigate opt-out. The member strategies include
increasing member outreach efforts and outreach to our community stakeholders informed as they are
considered our member’s “trusted advisors”. Provider strategies, as approved by your Board, include
increased provider participation through the implementation of the Community Network and
increasing primary care and specialist reimbursement from 80% to 100% of Medicare fee-for-service.
Based on the experience of the other Cal MediConnect plans, staff proposes two additional strategies
related to the member enrollment process and dental services.
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Discussion

As CalOptima prepares to launch the Cal MediConnect or OneCare Connect program, CalOptima staff
has explored strategies intended to reduce the pre-enrollment opt-out and strengthening retention of
members who are passively enrolled in the program. The strategies CalOptima staff considered are
both from the member and provider perspective so as to ensure that both stakeholder groups are
motivated to remain in OneCare Connect.

Long Term Care Facility Based Enrollment. From the member impact perspective, CalOptima is
proposing to modify the previously approved passive enrollment strategy for individuals who are
residing in Long-Term Care (LTC) Facilities. Among the approximately 80,000 Dual eligible
individuals in Orange County, approximately 3,500 reside in 56 LTC facilities. These 3,500 individuals
are among the most vulnerable members, have complex health care needs, and would greatly benefit
from increased integration and coordination of care, which will be available with OneCare Connect. For
this reason, CalOptima staff is proposing that it would be a better approach to passively enroll these
Duals by LTC facility rather than by birth month based on DHCS approval and on a mutually agreed
upon schedule with DHCS. This would allow CalOptima to communicate one-on-one with members
and their families regarding care options available to them through OneCare Connect. CalOptima staff
would also be able to personally educate providers and coordinate member care. Providing the
opportunity to work closely with the LTC facilities, to educate and answer questions and provide the
additional care coordination component will help improve the OneCare Connect retention rate.

Dental Benefit. Another proposal to improve the retention rate is by providing supplemental dental
services not covered by Medi-Cal to CalOptima OneCare Connect members. While OneCare Connect
members are eligible for Denti-Cal, in certain situations, access remains an issue. Management
believes that improving access to dental services facilitates a positive member experience, thereby
motivating members to stay in OneCare Connect. The CalOptima OneCare program previously
offered a supplemental dental benefit that was very popular in attracting Duals to enroll in OneCare.
Based on member input, CalOptima staff views the availability of dental services as a key component
of a successful OneCare Connect program. Subject to approval by both DHCS and the Centers for
Medicare & Medicaid Services (CMS), CalOptima management proposes to utilize funding from the
DHCS for the Medi-Cal component of the Cal MediConnect capitation payment to implement this
option.

If approved, staff recommends contracting with Liberty Dental Plan to administer and coordinate the
proposed supplemental dental benefits for OneCare Connect members on a per member per month
(PMPM) payment basis. Liberty Dental has been the dental benefit administrator that administered the
OneCare benefit on behalf of CalOptima. Management believes that Liberty Dental Plan is the only
potential subcontractor qualified to provide the appropriate supplement to the Medi-Cal benefit.
Liberty Dental Plan will ensure timely access to a comprehensive, contracted network of primary and
specialty Denti-Cal providers. Unlike in Denti-Cal where certain members may face delays or
difficulty in accessing care, the proposed benefit would allow OneCare Connect members to have an
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assigned primary care dentist through which to obtain dental services to guarantee a straightforward
and seamless path to dental coverage. Through this arrangement, CalOptima intends to:

e Increase CMC members’ awareness of the dental benefit through education and outreach,;

e Improve utilization of preventive dental services;

e Improve coordination between dental and physical health care providers;

e Provide limited supplemental benefits not covered under Denti-Cal; and

e Improve access to dental providers.

Both the LTC member enrollment and dental strategies require Board and regulator approval. Staff
will return to the Board for additional authority, as necessary, to implement these and potentially other
retention strategies.

Fiscal Impact
The recommended action to execute a contract with Liberty Dental Plan to provide supplemental

dental benefits will have a total fiscal impact between $1.7 million and $2.0 million at capitation rates
from $7.00 per member per month (PMPM) to $8.00 PMPM for Fiscal Year 2015-16. Under this
capitated arrangement, Liberty Dental Plan will assume full risk for dental services, and will
coordinate dental benefits with Denti-Cal. As such, the capitation payment will cover supplemental
dental benefits only, including enhanced access to their dental network, with no additional payments
made to Liberty Dental Plan. Denti-Cal will remain the primary payor and provider of dental services
to OneCare Connect members.

Rationale for Recommendation

CalOptima staff recommends these actions to strengthen the OneCare Connect program’s ability to
minimize pre enrollment opt-out, maximize post enrollment retention and strong provider
participation in the OneCare Connect program.

Concurrence
Gary Crockett, Chief Counsel

Attachments
None

/s/  Michael Schrader 3/27/2015
Authorized Signature Date
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CALOPTIMA BOARD ACTION AGENDA REFERRAL

Action To Be Taken August 6, 2015
Regular Meeting of the CalOptima Board of Directors

Report Item
VIII. J. Authorize Actions Related to OneCare Connect Enrollment

Contact
Candice Gomez, Executive Director, Program Implementation, (714) 246-8400
Javier Sanchez, Chief Network Officer, (714) 246-8400

Recommended Actions

1. Authorize implementation of transition plan of OneCare members to OneCare Connect effective
January 1, 2016;

2. Authorize a one-month deeming period effective no sooner than September 1, 2015 for OneCare
Connect members who no longer meet Cal MediConnect eligibility requirements due to loss of
Medi-Cal eligibility with CalOptima;

3. Authorize enhancement of the delivery model for OneCare Connect members who reside in a
long-term care facility that is exclusive to CalOptima Direct, subject to approval by the
Department of Health Care Services and the Centers for Medicare & Medicaid Services; and

4. Authorize updates to policies as necessary for implementation.

Background
On December 5, 2013, the CalOptima Board of Directors authorized execution of the Three-Way

Agreement between the California Department of Health Care Services (DHCS), the Centers for
Medicare & Medicaid Services (CMS) and CalOptima for implementation of Cal MediConnect
(CMC), branded CalOptima OneCare Connect Plan (Medicare-Medicaid Plan) (OCC) in Orange
County. OCC is a managed care plan that combines Medicare and Medi-Cal, including long-term
services and supports (such as In-Home Supportive Services, Multipurpose Senior Services
Program, Community-Based Adult Services, and long-term care). Both the DHCS and CMS have
continued to issue guidance regarding the implementation of CMC. Two topics of recent regulatory
discussion include the enrollment of Medicare Dual-Eligible Special Needs Plans (D-SNPs) and a
period of deemed continued eligibility for CMC. Additionally, CalOptima is involved in ongoing
communications with CMS and DHCS regarding initiatives specific to members residing in long-
term care facilities.

Enrollment into D-SNPs

DHCS issued guidance through an All Plan Letter (APL) 14-014: Enrollment Requirements for
Dual-Eligible Special Needs Plan in Alameda and Orange Counties, which delineates D-SNP
enrollment criteria once CMC is implemented in a county. Specific to CalOptima, the APL states
that if a D-SNP is also a CMC plan, the following will apply: “No earlier than January 1, 2016,
DHCS will crosswalk all Duals who are eligible for CMC into the corresponding CMC plan once
CMC is implemented in Orange County. These Duals will not be permitted to re-enroll in the CMC
D-SNP; and the CMC D-SNP may serve any existing or new beneficiaries who are not eligible for
CMC (Excluded Beneficiaries) only.”
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Based on this guidance, CalOptima is required to transition its OCC-eligible OneCare Members
into OCC effective January 1, 2016. OneCare can no longer enroll Members eligible for CMC.
However, OneCare can continue to enroll dual eligible Members not eligible for CMC into the
OneCare plan. These include, for example, Members under 21 years of age, Members receiving
services through Regional Center or Members participating in Section 1115(c) waiver programs,
such as Assisted Living, In Home Operations, and Nursing Facility/Acute Hospital Waivers.
During this transition to OCC, Members are subject to the same noticing requirements as apply to
Members being passively enrolled into OCC, and CalOptima staff is in the process of obtain
approval of modifications to the existing notice templates so that they can be used in conjunction
with this transition.

Deeming Process for CMC

Current OCC policy provides that Members, who lose Medi-Cal eligibility, as determined by the
State, are disenrolled from the plan. DHCS, in compliance with CMS policy, issued guidance on
June 15, 2015 encouraging plans such as CalOptima to offer an optional one or two-month period of
deemed continued eligibility in the Medicare-Medi-Cal Plan (MMP) due to loss of Medi-Cal
eligibility. For OCC members who lose eligibility with the plan due to 1) loss of Medi-Cal
eligibility or 2) change of circumstance impacting eligibility (such as a change in Medi-Cal
eligibility aid code or a move out of the service area), DHCS will allow plans to choose to provide a
one or two month period of deemed continued eligibility. Deeming guidance became effective July
1,2015.

Long-Term Care

CalOptima has been responsible for the Medi-Cal long-term care benefit since January 1996. The
Medi-Cal long-term care benefit includes room and board for Members who are no longer able to
live safely at home or in the community, require round-the-clock custodial care prescribed by a
physician, and meet DHCS level of care requirements. These members receive medical, social, and
personal care services in a nursing facility. Only care in sub-acute, skilled nursing facilities and
intermediate care facilities apply; assisted living and board and care facilities are not eligible.

Traditionally, for Dual eligible members, physician and hospital services are provided through the
Medicare fee-for-service program, a Medicare Advantage Plan, or a Special-Needs Plan.
CalOptima has managed and paid for long-term care services for these members directly and has
not delegated this responsibility. Through OCC, Dual eligible members can now receive all of their
services through one coordinated plan.

Since 2009, CalOptima Medi-Cal members in long-term care have received physician, hospital, and
long-term care services through the CalOptima Direct network, which includes the CalOptima
Community Network. OCC now affords CalOptima the opportunity to provide the full scope of
services covered under both Medicare and Medi-Cal through the CalOptima Community Network.

Discussion
Enrollment into D-SNPs

As indicated, effective January 1, 2016, CalOptima is required to transition eligible OneCare
Members into OCC. CalOptima intends to make the transition as seamless as possible for Members
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and ensure that disruption is kept to a minimum. For this reason, staff intends to assign the Member
to the same OneCare primary care provider (PCP) and health network, unless otherwise requested
by Member. If the PCP participates in a different OCC health network at the time of transition, the
Member will be assigned to the same PCP and the PCP’s new health network. This is in alignment
with the DHCS March 27, 2015 Dual Plan Letter (DPL) 15-003 requirements for continuity of care
which states “if the MMP contracts with delegated entities, the MMP must assign the beneficiary to
a delegated entity that has the beneficiary’s preferred PCP in its network.”

If the member’s OneCare PCP does not participate in the same OCC health network but does
participate in two or more OCC health networks or none, the Member will be assigned according to
the OCC auto-assignment policy initially approved during the December 2013 Board meeting and
amended in May 2015, unless otherwise requested by Member.

CalOptima will modify its OCC policies related to primary care selection, network assignment, and
member notification to the extent necessary to reflect the above.

Deeming Process for CMC

DHCS issued guidance allowing CMC plans to offer up to two months of deeming eligibility due to
loss of Medi-Cal eligibility. The deeming period would apply to OCC members who no longer
qualify for OCC due to loss of Medi-Cal eligibility or change of circumstance impacting Medi-Cal
eligibility. Plans already participating in CMC have reported that many members who have been
involuntarily disenrolled from CMC due to loss of Medi-Cal eligibility regain their Medi-Cal
eligibility within one to two months after disenrollment.

For example, a Member may lose Medi-Cal eligibility as a result of late submission of annual Medi-
Cal redetermination documentation, delays in redetermination processing, a report of having an out
of county residence, or other health coverage information. In many instances, the situation is
quickly remediated either by submission of required redetermination documentation or correcting
erroneous records, and Medi-Cal eligibility is reinstated. Without a deeming period, these members
will be disenrolled from OCC and cannot be automatically enrolled back to the plan. Instead, these
members would have to voluntarily re-enroll with OCC to continue coverage.

In order to mitigate breaks in coverage and maintain continuity of care for members, staff proposes
to allow a one-month deeming period for OCC Members. A one month deeming period is
recommended at this time to limit CalOptima’s financial exposure. Based on the proposed action,
during the deeming period, CalOptima would continue providing OCC benefits to the Member.
CalOptima will continue to receive member premium payments from Medicare; however, Medi-Cal
capitation payments will be suspended during this time. Medi-Cal capitation payments from DHCS
will be retroactively paid for the deeming month if the member regains Medi-Cal eligibility.
However, if the Member does not regain Medi-Cal eligibility during the deeming period, the
member would be disenrolled from OCC at the end of the deeming period month, and CalOptima
would not be reimbursed for Medi-Cal expenses incurred on behalf of this member during the one-
month period.

All regulatory notice requirements to Members will be followed for this process. While DHCS
permits plans to implement deeming effective July 1, 2015, due to the time required for regulatory
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approval of member materials, CalOptima staff proposes to implement the one month deeming
process no earlier than September 1, 2015. As proposed, deeming will continue through the
duration of the CMC, currently authorized by the DHCS and CMS through December 31, 2017.

CalOptima will modify its OCC policies related to member enrollment and disenrollment, to the
extent necessary to implement the above.

Long-Term Care

On April 2, 2015, the CalOptima Board of Directors authorized staff to modify the OCC enrollment
process to allow for enrollment by long-term care facility. Regulatory approval was received in
July 2015 and the enrollment of members by facility will begin in November 2015. In order to
enhance the care for OCC members residing in a long-term care facility, staff proposes to
implement a delivery model specific for these members. By enhancing the delivery model, staff
expects to:

o Improve coordination of Medicare and Medi-Cal services, consistent with the goals
of Cal MediConnect

o Improve member, family and facility satisfaction

o Promote member enrollment in OCC

o Utilize emergency department (ED) and inpatient resources appropriately with
subsequent reduction in ED visits, hospital admissions, days and readmissions rates

J Adhere to regulatory requirements for OCC

° Improve communication and discuss expectations with member, facility, providers,
and family

o Measure and report benefits of integrated care

A key component of this delivery model is to contract with providers who provide services in
skilled nursing and long-term care facilities. These providers are referred to as skilled nursing
facility (SNF) physicians. Because these members permanently reside in the facility, it is important
for the members’ care to be rendered by physicians who go directly to the facility to provide
services on a regular and frequent basis in order to identify and treat acute or deteriorating
conditions. These physicians will also be available around-the-clock to provide urgent care services
at the facility in order to avoid unnecessary emergency department admissions. As such, new
contracts requiring the SNF physician to provide around-the-clock care and minimum thresholds of
visits in addition to traditional primary care services will be developed. These contracts will be
offered exclusively through CalOptima Direct to individual providers and physician groups and
may be based on fee-for-service or capitated with a risk sharing agreement.

The other key component of enhancing the deliver model is to designate the managed CalOptima
Community Network, a part of CalOptima Direct, as the assigned network for OCC members
residing in a long-term care facility, similar to CalOptima’s current policy for Medi-Cal members.
The CalOptima Community Network is designed to provide physician, hospital, and long-term care
services to all Medi-Cal members residing in a long-term care facility. For Dual eligible members,
while physician and hospital services are provided through the Medicare fee-for-service program, a
Medicare Advantage Plan, or a Special-Needs Plan, CalOptima has always managed and paid for
long-term care services for these members directly. Assigning OCC members to CalOptima
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Community Network, therefore, promotes continuity with their CalOptima Medi-Cal network.
Additionally, this allows a single entity to be responsible for the members entire covered services.

Subject to approval by both the DHCS and CMS, CalOptima will modify and/or develop OCC
policies related to health network selection, primary care selection, auto-assignment, and services
provided to a member residing in a long-term care facility to the extent necessary to reflect the
above.

Fiscal Impact
The recommended actions are budget neutral. Transition of OneCare members into OneCare

Connect, expenses due to deeming, and direct costs related to the reimbursement to long-term care
facilities are accounted for in the FY 16 budget.

Rationale for Recommendation

In order to comply with the DHCS guidelines for OCC enrollment and to maintain maximum
membership and minimize disruption of member’s health care services, CalOptima staff proposes to
implement the above recommended actions.

Concurrence
Gary Crockett, Chief Counsel

Attachments
None

/s/  Michael Schrader 07/31/2015
Authorized Signature Date
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Plan Guidance

Title

Cal MediConnect (CMC) Deeming Process for California

Purpose

The purpose of this document is to describe the approach to implementing the
deeming process in California.

Date

04/14/15. First release to Plans.

05/12/15. Updated based on plan comments/questions submitted on 4/20.
06/09/15. Updated based on plan questions from version sent on5/12/15.
08/17/15: Updated to align with new deeming Health Care Plan (HCP) status
codes effective9/1/15.

5/12/2017: Updated to align with deeming period of two months for all HCP’s

Exhibits*

Exhibit 22 — Deemed Continued Eligibility due to Loss of Medicaid Eligibility (for
use with HCP Status = 41 — no change to exhibit).

Exhibit 30a — Deemed Continued Eligibility Due to Member no Longer Eligible for
Cal MediConnect (for use with HCP Status = 61 — no change to exhibit).

Appendix 5 — CA-Specific Enrollment/Disenrollment Guidance

*CMS released Exhibits 22 and 30a via HPMS on 6/10/15. Updates to Appendix 5
will be published separately by CMS and posted to the CMS website.

Deeming Policy Effective 10/1/2016: For individuals that lose CMC eligibility due to: 1) loss of
Medi-Cal eligibility, or 2) a change in circumstance impacting CMC eligibility (such as a change
in Medi-Cal eligibility aid code or move out of the service area), the CMC plan will provide a
two- month period of deemed continued eligibility. CMC plans must comply with
requirements specified in Section 40.2.3.2 of the Medi-Care Medi-Caid Plan (MMP)
Enrollment and Disenrollment Guidance and Appendix 5 — California specific requirements as
updated by the Department of Health Care Services (DHCS). Updates to AEVS messaging

effective 9/1/15:

= HCP Status ‘41’ — New AEVS message: “Subscriber limited to services covered by health plan: ’

=> HCP status ‘61’ — Current AEVS message used for active HCP Status code. Includes plan name and

Medi-Cal eligibility information.

I Operational Requirements

A. Start Deeming Period for Beneficiary

1. Forpla

ns in the two-month deeming period, plans will be informed of the start of the

deeming period through a new HCP Status Code specific on the month-end 834 enrollment

file.

DHCS maintains an internal system table that identifies the deeming period for each plan.
The elected deeming period will remain in effect throughout the Demonstration. Any
changes to the deeming period should be requested through the Contract Management Team
Operational (CMTO).
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The deeming period starts on the first day of the month following the month the CMC plan
is notified of a change identified by the HCP Status code from an active enrollment to aHold
status (HCP Status = 41 or 61) through the month-end 834 enrollment file. The HCP Status
Code is located in Loop 2300 REF HDO4 in the 834 enroliment file.

Hold HCP Status Code Descriptions:

HCP Status = ‘41’ — HCP Hold Due to Loss of Medi-Cal Eligibility.
HCP Status = ‘61’ — HCP Hold due to Loss of State-Specific Eligibility for Cal MediConnect.

Plans must send the appropriate notice (Exhibit 22 or 30a) to beneficiary within 10 calendar
days of learning of the change in the HCP Status code in the month-end 834 enrollmentfile:

» Exhibit 22 — use for HCP status = ‘41’
» Exhibit 30a — use for HCP status = ‘61’

Example of key activities/dates when beneficiary goes into a deemingperiod:

a. Plan receives January month-end 834 enrollment file No Later Than (NLT) 1/28/17.
HCP status =41’ or ‘61’.

b. Deeming period starts 2/1/17.

c. Plan mails Exhibit 22 or Exhibit 30a to beneficiary NLT 2/8/17 (10 calendar days after
receipt of month-end 834 enroliment file).

d. Two month deeming period ends 3/31/17.

Note: Changes to the member’s HCP status are reported in the month-end 834
enrollment file according to the DHCS published schedule maintained on the DHCS

Website under APL 14-018:
http://www.dhcs.ca.gov/formsandpubs/Documents/MMCDAPLsandPolicyLetters/APL2014/APL14-018.pdf.

DHCS will not send a disenrollment transaction to IFOX/CMS or MEDs for beneficiaries inthe
deeming period.

Medicare capitation payments will continue during the deeming period. Medi-Cal capitation
payments will be suspended during the deeming period.

B. CMC Eligibility is not Reinstated

1.

If the member does not regain CMC eligibility during the deeming period, the member will
be disenrolled from the CMC effective the last day of the deeming period.

DHCS will send the CMC disenrollment transaction to IFOX/CMS and update MEDS no later
than three business days following the last day of the deeming period.

For the non-County Organized Health System (COHS) plans, DHCS will send the
disenrollment letter to the beneficiary (Exhibit 21) no later than three business days no later
than three business days following the end of the deeming period. The COHS plans will send
Exhibit 21 to beneficiaries within the same required timeframe.

Release date: 5.16.17
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C.

Example of key dates when beneficiary is not reinstated prior to the end ofthe
deeming period:

1. Beneficiary has two-month deeming: 2/1/17 through 3/31/17.
a. March month-end 834 enrollment file (available NLT 3/28/17) shows beneficiary HCP
status = ‘41’ or ‘61’ (no change)
DHCS sends IFOX/CMS disenrollment transaction NLT 3/31/17.
DHCS sends disenrollment letter (Exhibit 21) NLT 4/5/17.
Plan receives disenrollment DTRR NLT 4/6/17.
Member is defaulted into CMC affiliated Medi-Cal Managed Care plan with HCP status
‘05’ or ‘59'.
. CMS will enroll member in Original Medicare and a Medicare drug plan. Beneficiaries
can access LI NET for Part D prescriptions during any coverage gap.

m oo o

-

CMC Eligibility is Reinstated

1. If the member regains CMC eligibility prior to the end of the deeming period, the member’s
HCP status will change to ‘51’ (Enrollment activated from HCP hold- Supplemental capitation
paid at the end of the month).

2. Medi-Cal capitation payments will be retroactively paid for the full two months of the

deeming period.

Il Beneficiary Communications and Noticing

1.

As required in the CMC Enrollment / Disenrollment guidance, the CMC must send Exhibit 22 or
Exhibit 30a to the beneficiary within 10 calendar days of learning of the loss of CMC eligibility
(through the HCP Status code 41 or 61) on the month-end 834 enrolimentfile.

» Exhibit 22 is sent for HCP status = 41
» Exhibit 30a is sent for HCP status = 61

In addition to sending Exhibit 22 or Exhibit 30a, plans may contact the beneficiary directly to
inform them about their change in status and encourage them to contact their county
eligibility worker. Plans may warm transfer calls to the county offices as well.
Communication to beneficiaries from counties regarding their Medi-Cal eligibility will not
change as a result of this process.

Release date: 5.16.17 Back to Agenda
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Better. Together. CEO Approval: Michael Schrader

Effective Date: 07/01/15
Last Review Date:  09/07/17
Last Revised Date: 09/07/17

PURPOSE

This policy describes procedures for disenrolling a Member from the OneCare Connect program.

POLICY

A. Except as provided in this policy, OneCare Connect may not request or encourage any Member to
disenroll from OneCare Connect.

1.

CalOptima may not request disenrollment due to adverse changes in a Member’s health status, a
Member’s utilization of medical services, diminished mental capacity, or uncooperative or
disruptive behavior resulting from their special needs.

B. A Member may voluntarily disenroll from OneCare Connect in any month and for any reason, in
accordance with this policy.

C. CalOptima shall involuntarily disenroll a Member from OneCare Connect if:

1.

The Member’s change in residence {eluding-incarceration) makes the Member ineligible to
participate in OneCare Connect;

The Member loses entitlement to either Medicare Part A or Part B;

The Member loses entitlement to services under Medi-Cal or Medi-Cal eligibility changes (e.g.,
to a non-eligible aid code or adding Share of Cost (SOC) when not residing in a LTC facility or
receiving In-Home Support Services (IHSS) or Multi Senior Services Program (MSSP);

The Member loses a state-specific eligibility qualification for OneCare Connect;

The Member is incarcerated:;

Page 1 of 19——
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Policy #: CMC.4004
Title: Member Disenrollment Revised Date: 09/07/17
6. The Member is not lawfully present in the United States;
6:7. The Member dies;
438.The Contract is terminated or CalOptima reduces its Service Area te-excludesuch that the
Member= is no longer within the Service Area;
8.9. The individual materially misrepresents information to OneCare Connect regarding
reimbursement for third party coverage; or
9:10. The individual has comprehensive health insurance other than Medicare or Medi-Cal.

D. OneCare-ConnectCalOptima may request approval from the State and CMS -to involuntarily

disenroll a Member from-CalOptima OneCare Connect, if the Member:

1. Engages in disruptive behavior; or

2. Provides fraudulent information on the Enrollment Form-er-permits-Abuse-ofthe Member's
OneCare-Connectidentification-(ID)-card:; or

3. Permits Abuse of the Member’s OneCare Connect identification (ID) card.

E. CalOptima shall retain all OneCare Connect disenrollment reguestsrequest for the-current-Contracta
period andof ten (10) priorperiods—years fromithe end of the contraet’period in which the request
was made.

1. PROCEDURE

A. Voluntary Disenroliment

1. A Member may request to disenroll from OneCare Connect by:
a. Enrolling in another Medicare health or Part D plan, including a PACE organization;
b. Enrolling in.another Medicare Medicaid Plan (MMP);
c. Calling 1-800-MEDICARE (1-800-633-4227); or

d. Giving or faxing a signed written disenrollment notice to OreCare-ConnectCalOptima, or to
the State.

2. If a Member verbally requests disenrollment from OneCare Connect, the CalOptima staff
member receiving such request must instruct the Member to make the request in one (1) of the
ways described above.

3. If a Member is unable to sign the written request to disenroll from OneCare Connect, an
Authorized Representative shall sign the request. If an Authorized Representative signs the
disenroliment request, the Authorized Representative shall attest that they have such authority
to make the request and that proof of the authority is available upon request by CalOptima or
CMS. If CalOptima has reason to believe that an individual making an Election on behalf of a
Member may not be authorized under State law to do so, CalOptima shall contact CMS, in
accordance with the Medicare Managed Care Manual.
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4. The Member, or Authorized Representative, shall write the date they signed the disenrollment
request on the disenrollment request. If the Member or Authorized Representative fails to
include the date on the disenroliment request, OneCare Connect’s mailroom shall stamp the date
of receipt of the disenrollment request, and such date shall serve as the signature date.

5. If the Member, or Authorized Representative, fails to include a signature on the disenrollment
request, CalOptima may verbally verify with the Member or Authorized Representative the
request to disenroll. CalOptima shall document the verbal verification to complete the
disenrollment request and shall retain such documentation in its records.

6. If CalOptima requests additional information to be submitted for the disenrollment request,
CalOptima shall explain to the Member or Authorized Representative that the additional
information must be received by the end of the calendar month in which the request to disenroll
was received, or within twenty-one (21) calendar days after receipt of the disenrollment request
for a disenrollment request to be considered complete (whichever is later). If CalOptima does
not receive additional information within theallowable timeframe, CalOptima shall not
disenroll the Member.

7. Notice Requirements

a. If a Member requests disenrollment through CalOptima, CalOptima shall mail the Member
Exhibit 14, Model Notice to Acknowledge Receipt of Voluntary Disenrollment Request ferm
from Member within ten (10) calendar days after receipt of the disenrollment request. The
acknowledgement of disenroliment letter shall include an explanation of the effective date
of the disenrollment. The notice shall also inform the disenrolling Member that it may take
up to forty-five (45) calendar days forthe Medicare computer records to be updated, and

advise the Member ask-any-providers-to-hold-thei-Original-Medicareto inform his or Medi-
Cal-clatms-for-upte-ene(1)-menth-se-that Medicareher provider the Member was just
disenrolled from OneCare Connect and Medi-Cal-computerrecords-canthere may be
updated-te-show thatthe personis-no-lohgerenroled-ina short delay with updating the plan
so-that-clatms-are-processed-forpayment-and-net-denied—Member's records.

b. Ifa Member requests disenrollment through an entity other than CalOptima, as specified in
this policy, CMS will notify CalOptima in the Daily Transaction Reply Report (DTRR). If
CalOptima learns of the voluntary disenroliment from the DTRR (as opposed to a written
request from the Member), CalOptima shall input the disenrollment in the OneCare Connect
eligibility system and mail Exhibit 16, Model Notice to Confirm Voluntary Disenrollment
Following Receipt of Transaction Reply Report (TRR) to the Member within ten (10)
calendar days after the availability of the information on the DTRR from CMS.

8. Processing Request for Disenrollment

a. The CalOptima mailroom shall stamp the date of receipt of a disenrollment request received
from a Member, or Member’s Authorized Representative, upon receipt of that request.

b. CalOptima shall submit a disenrollment transaction to CMS within seven (7) calendar days
after the date of receipt of a disenroliment request.
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9.

If a Member requests voluntary disenrollment from OneCare Connect, such disenrollment shall
be effective on the first (1) calendar day of the month after the month CalOptima receives a
completed disenrollment request, unless otherwise stated in writing for a future date.

10. CalOptima may deny a voluntary request fordisenrollment only when:

a. The request was made by someone other than the Member, and that individual is not the
Member’s Authorized Representative, as describedin this policy; or

b. The request was incomplete;.and the required information is not provided within the
required timeframetime frame.

11. If CalOptima receives a disenroliment request that OneCare Connect is required to deny,

CalOptima shall mail Exhibit 17, Model Notice for Denial of Disenrollment to the Member
within ten (10) calendar days after the receipt of the request and shall include the reason for the
denial.

B. Involuntary Disenrollment

1.

If CalOptima involuntarily disenrolls a Member for causes specified in this policy, CalOptima

shall provide the Member with a disenroliment letter priorte-submitting-the-disenrolment
transactionto CMS that:that:

a. Advises the Member that CalOptima plans to disenroll the Member, and the reason for such
disenrollment; and

b. Explains the Member’s right to file a Grievance, in accordance with CalOptima Policy
CMC.9002: Member Grievance Process, except if the Contract is terminating as specified in
this policy.

C. Involuntary Disenrollment for Change in Residence

1.

2.

CalOptima shall initiate disenroliment when a Member’s permanent residence is confirmed
outside of the Service Area or when a Member’s temporary-absence from the OneCare Connect
Service Area exceeds ere{H-menthsix (6) consecutive months.

OneCare-ConnectCalOptima may receive notice of a change in a Member’s residence from
DHCS, the Member, the Member’s Authorized Representative, a DTRR from CMS, or other
source.
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a.

DHCS shat-will notify CalOptima of a potential move out of area with an HCP status code
59/61 in the monthly 834 eligibility file:

i. Within ten (10) calendar days of receiving HCP status code 59/61 CalOptima shall mail
Exhibit 30a,- Model Notice for Deemed Continued Eligibility due to Change in
Medicaid Eligibility or Potential Move Out-of-Area to the Member.

ii. A period of ere{1)-calendarmonthtwo (2) months of deemed continued eligibility

begins the first day of the calendar month following the month CalOptima receives the
code 59/61.

iii. CalOptima shall make a minimum of three (3) telephonic attempts during the deemed
continued eligibility period to inform the member of his/her eligibility status and
provide the necessary resources so the member can attempt towregain eligibility.

#—If the month-end 834 enrollment file received by CalOptima at the end of the period of
deemed contmued eI|g|b|I|ty shows no change in the Member’s HCP Status code 59/6%;

CaIOptlma shall mail the Member Exhlblt 19/20/21 Model Notlce for Dlsenrollment
due to Loss of Medicaid Status, or Other State Specific Eligibility Status or Out-of-Area
Status— no later than three (3) business days following the last day of the deeming

period.-

v, -

v. Within three (3) business days following the disenreliment-effective-dateCalOptima
shaHend of the period of deemed continued eligibility, DHCS will submit a

disenroliment transaction to CMS, effective the fastfirst (1*) day of the calendar month
from the end of the period.of deemed continued eligibility.

vi. This section does not apply if CalOptima has confirmed the out-of-area move and will
process the disenrollment as otherwise set forth in this policy.

If CalOptima is notified of a potential out-of-area change in residence through a source
other than DHCS, the Member, or the Member’s Authorized Representative, OreCare
ConnectCalOptima shall not assume the move is permanent and shall not disenroll the
Member until the Member, or Member’s Authorized Representative, confirms the out-of-
area move, or until six (6) consecutive months have elapsed following the date CalOptima
OneCare Connect receives information regarding the Member’s potential address change
or;, whichever is sooner.

i. OneCareConnectCalOptima shall, within ten (10) calendar days of receipt of such
notice, send the Member Exhibit 30, a Notice to Research Potential Out of Area Status
and Address Verification Form to verify the change in address and whether it is
temporary, or permanent.

ii. The Member shall have six (6) calendar months following the date of the notice to
respond.
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iii. If, at the end of the sixth (6™) calendar month, there is no response to Exhibit 30, and
CalOptima has not received an HCP Status Code 59/61 from DHCS, OneCare
GConneetCalOptima shall document this mformatron in its records and forward the

request to disenroll the-Membera
Exhibit30-was-mailed—to DHCS..

iv. Within the first ten (10) calendar days of the sixth (6™ calendar month following
discovery of a potential out-of-area residence, CalOptima shall mail the Member
Exhibit 19/20/21, Model Notice of Disenrollment due to Loss of Medicaid Status or
Other State-Specific Eligibility Status, or Out-of-Area Status.

v. Within three (3) business days following the disenrollment effective date, CalOptima
shalDHCS will submit a disenrollment transaction to CMS, effective the Jastfirst (1%
day of the calendar month following the end -of the sixth (6™) month.

c. CalOptima shall accept verbal, or written, confirmation from the Member, or Member’s
Authorized Representative, of an address change.

i. If the confirmation indicates the permanent address is outside of the Service Area.
CaIOptrma shall document this information i in |ts records and ehsenre”—theMember
ived-forward
the request to dlsenroll to DHCS CaIOptlma shaII mall Exhlblt 19/20/21 Model Notice
for Disenrollment due to Loss of Medicaid Status, or Other State Specific Eligibility
Status or Out-of-Area Status within ten (10) calendar days of the date the out-of-area
address was confirmed.

d. CaloptimashalDHCS will submit a disenrollment transaction to CMS, effective the
lastfirst (1*) day of the calendar month in-whichfollowing the date -CalOptima received the
confirmation.

i.  Ifthe confirmation indicates the permanent address is within the OneCare Connect
Service Area, CalOptima shall discontinue the disenrollment process.

e—Ifan enrolling Member shows an address within the plan Service Area on the enrollment
application, while the CMS or Medi-Cal records show an address outside of the plan
Service Area, the Member’s enrollment application serves as attestation of their current
address.

f.__If CalOptima learns of a permanent change in address directly from the Member or
Member’s Authorized Representative, and that address is outside of the OneCare Connect
Service Area, OnreCare-ConnectCalOptima shall document this information in its records

and forward the request to disenroll the-Memberandto DHCS.

g. CalOptima shall mail Exhibit 20, Model Notice for Disenrollment Due to Confirmation of
Out-of-Area Status (Upon New Address Verification from Member) to the Member within
ten (10) calendar days of receiving the information. Generathy—such
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g-h. DHCS will submit a disenrollment shaH-betransaction to CMS, effective the first (1) day of
the calendar month after the date the Member begins residing outside of OneCare Connect’s
Service Area and after the Member, or their Authorized Representative, notifies CalOptima
that they have moved and no longer resides in the Service Area.

k1. In the case of an individual who provides advance notice of the move, the disenroliment
will be effective the first (1¥) day of the calendar month following the month in which the
individual indicates they will be moving.

+]._In the case of incarcerated individuals, where CalOptima.receives notification of the out-of-
area status via a DTRR, CalOptima-shalDHCS will disenroll the Member on the first (1%)
day of the calendar month following confirmation of current incarceration.

k. A Member who is incarcerated is considered out of the plan’s Service Area, even if the
correctional facility is located within the Service Area.

k:I. CalOptima is not required to contact the Member to confirm incarceration, but-must still
confirm incarceration using public sources such as a federal or state entity or other public
records.

£m. If CalOptima confirms a Member’s current incarceration, but is unable to confirm the start
date of the incarceration, CalOptima-shalDHCS will disenroll the Member prospectively
effective the first (1%) of the calendar month following the date on which the current
incarceration was confirmed.

m=n.__ If CalOptima confirms the Member’s start date of the incarceration, CatOptima
shalDHES will disenroll the Member effective the first (1*) day of the calendar month
following the start date of the incarceration.

n-0. If the disenrollment effective date is outside of the current calendar month transaction
submission timeframe as defined by CMS, CalOptimaDHCS must submit a retroactive
disenrollment request to the Retroactive Processing Contractor (RPC;-), unless the period of
incarceration is already completed. If the period of incarceration is already complete,
disenrollment is not necessary unless otherwise instructed by CMS.

e-p. If the Member establishes that a permanent move occurred retroactively and requests
retroactive disenrollment (not earlier than the first (1) day of the calendar month after the
move), CalOptima-shalDHCS will submit this request to CMS or its designated Retroactive

Precessing-Centracter(RPC) for consideration of retroactive action.

. Involuntary Disenroliment for Loss of Entitlement to Medicare Part A or Part B

1. Upon notice from CMS, via the FRRDTRR, that a Member’s entitlement to Medicare Part A or

Part B has ended CaIOptlma shaII mvelun%anlydrseme#%re—Membe#frem@ee@a#e@em#eet

eligibility svstems Wlth the date speC|f|ed on the IFRRDTRR from CMS

If a Member loses entitlement to Medicare Part A, CalOptima shall not:

a. Allow the Member to remain a Member and receive Medicare Part B-only services; or
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b. Offer the Member Part A-equivalent services for a premium.

3. If a Member loses entitlement to Medicare Part B, CalOptima shall not allow the Member to
remain a Member and receive Medicare Part A-only services.

4. Notice Requirement

a.

CalOptima shall mail the Member Exhibit $9/26/2124: Model Notice fer-BisenroHment-due
to LessOffer Beneficiary Services, Pending Correction of Megieaid-Status;-Erroneous
Medicare Part A and/or Other-State-Specific-Eligibility-Status-or Out-of Area-StatusPart B
Termination informing the Member of disenroliment due to loss of entitlement to Medicare
Part A or Part B, within ten (10) calendar days fromthe date of discovery via the DTRR, so
that any erroneous disenrollments can be corrected as soon as possible.

Involuntary Disenrollment for Loss of Entitlement to Services under Medi-Cal

1. Effective September 1, 2017, CalOptima.shall involuntarily disenroll a Member who loses

entitlement to Medi-Cal benefits or has a change in Medi-Cal status or due to loss of State-
specific eligibility, following a period of ere-{1two (2)calendar menthmonths of deemed
continued eligibility.

2. For loss of Medi-Cal Eligibility, DHCS shal-netify notifies CalOptima efa-loss-efMedi-Cal
ehigibHity-with an HCP status code 85/41041 in the monthly 834 eligibility file.

a.

Within ten (10) calendar days of receiving HCP status code 65/41041, CalOptima shall mail
the Member Exhibit 22, Model Naotice for Period of Deemed Continued Eligibility due to
Loss of Medicaid.

AEffective September 1, 2017, a period of ere-{1two (2) calendar menthmonths of deemed
continued eligibility begins the first (1%) day of the calendar month following the month
CalOptima receives the code £5/41041.

CalOptima shall'make a minimum of three (3) telephonic attempts during the deemed

continued eligibility period to inform the Member of his/her eligibility status and provide
the necessary resources so the member can attempt to regain eligibility.

&—If the month-end 834 enrollment file received by CalOptima at the end of the deeming

e.

month shows no change in the Member S HCP Status code 95#41—@&#99&#%44&#&5%”

CaIOptlma shall mall the Member Exh|b|t 19/20/21 Model Notlce for Dlsenrollment due to
Loss of Medicaid Status, or Other State Specific Eligibility Status or Out-of-Area Status no
later than three (3) business days following the last day of the deeming period.

The notice shall include the disenrollment effective date and the Medicare Special Election
Period (SEP) for which the individual is eligible.

i.  This section does not apply if CalOptima has confirmed with the Member (or
Authorized Representative) that the Member has lost Medi-Cal eligibility and does not
intend to reapply or seek redetermination prior to the start of the deeming period.
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f.

Within three (3) business days following the last day of the deeming period, submit a

disenrollment transaction to CMS, effective the first (1*) day of the calendar month
following the end of the period of deemed continued eligibility.

3. For Loss of Cal MediConnect Eligibility (including a change in circumstance such as a change

in Medi-Cal statusaid code or less-of State-specificeligibiity-status;move out of Service Area),

DHCS shalnotify notifies CalOptima efa-loss-ef-eligibitity-with an HCP status code 59/61061
in the monthly 834 eligibility file.

a.

Within ten (10) calendar days of receiving HCP status code 59/61061, CalOptima shall mail
the Member Exhibit 30a, Model Notice for Deemed Eligibility due to Change in Medicaid
Eligibility or Potential Move Out-of-Area.

AEffective September 1, 2017, a period of ene-{two (2) calendar menthmonths of deemed
continued eligibility begins the first day of the calendar month following the month
CalOptima receives the code 59/61061.

CalOptima shall make a minimum of three (3).telephonic.attempts during the deemed

FD

continued eligibility period to inform the Member.of his/her eligibility status and provide
the necessary resources so the Member can attempt.to regain eligibility.

d. If the month-end 834 enrollment file received by CalOptima at the end of the deeming

month shows no change in the Member’s HCP Status code 59/61061, CalOptima shall
disenreHmail the Member effective-atExhibit.19/20/21, Model Notice for Disenrollment due
to Loss of Medicaid Status, or Other Staté Specific.Eligibility Status or Out-of-Area Status
no later than.three (3) business days following the erdlast day of the deeming period-ef

LR e,

e. _The'notice shall include the disenrollment effective date and the Medicare SEP for which
the individual is eligible.

thanwlthm three (3) busmess days followmg the Iast day of the deemlng perlod DH
will submit adisenrollment transaction to CMS, effective the first (1*) day of the calendar
month following the end of the period of deemed continued eligibility.

This section does not apply if CalOptima has confirmed with the Member (or authorized
representative) that the Status 59/61061 code is correct prior to the start of the deeming
period.

4. If CalOptima receives information from a source outside of CalOptima, other than DHCS,
indicating loss of State-specific qualifications for OneCare Connect, CalOptima shall research
to confirm the information.
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a. _If confirmed, CalOptima shall preceed-withdocument this information in its records and
forward the inveluntary-disenreliment-process;andrequest to disenroll to DHCS.

a-p. CalOptima shall mail Exhibit 19/20/21, Model Notice for Disenrollment due to Loss of
Medicaid Status, or Other State Specific Eligibility Status or Out-of-Area Status no later
than three (3) business days following the date Medi-Cal or other State-specific eligibility
requirement ended.

c. _The notice shall include the disenrollment effective date and the Medicare SEP for which
the individual is eligible.

.O

d. DHCS will submit a disenrollment transaction to CMS¢effective the first (1*) day of the
calendar month following the loss of State-specific.qualifications.

ef. Exception: As stated in the DHCS OneCare Connect and.-Managed Long Term Services and
Supports (MLTSS) Operations Meeting Frequently Asked Questions dated June 3, 2014,
CalOptima shall not disenroll a Member from OneCare Connect or MLTSS for unmet Share
of Cost (SOC) provided the-Member is also participating in IHSS, MSSP or LTC.

F. Involuntary Disenrollment due to Death

1—Upon a-Memberisnotice from CMS, via the DTRR, of the Member's death, SMS-shal-disenrcl
th&M&mber—trem—@neGaFe—Genneemndﬁh&H—Hem%CaIOptlma of such-disenrgllimentinthe

St -
Fday-ofthe-calendar-menth-followingshall
update its eligibility systems with the date ef-death-—specified on the DTRR.

21.

3-2. Within ten (10) calendar days of receipt of notice from CMS of a Member’s death, CalOptima
shall mail Exhibit 23, Model Notice to Offer Beneficiary Services, Pending Correction for
Erroneous Death Status -addressed to the estate of the Member so that any erroneous
disenrollments can be corrected as soon as possible.

4.3.If CalOptima learns of a Member’s death from another reliable source, CalOptima shall reach
out to the Member’s estate to advise them to notify Social Security and their Medi-Cal
eligibility office of the Member’s death. The disenroliment process shall not be initiated until
notice of disenrollment is received in the CMS DTRR.

G. Involuntary Disenrollment for Termination or Non-renewal of the Contract:

1. CalOptima shall disenroll a Member from OneCare Connect if the Contract is terminated.
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CalOptima shall notify all Members in writing of the effective date of the termination and shall
include a description of alternatives for obtaining benefits under the Medicare program.
Members who do not make an election for a Prescription Drug Plan (PDP) or Medicare
Advantage-Prescription Drug (MA-PD) plan will be deemed to have elected and will result in a
change of enrollment to Original Medicare and auto-enrollment by CMS into a Medicare
Prescription Drug Plan, as well as access to the LI NET transitional PDP during any coverage

gap.

Disenrollment due to Material Misrepresentation of Third Party Reimbursement

1.

If a Member intentionally withholds or falsifies information about third-party reimbursement
coverage, CMS requires the individual be disenrolled from the plan.

OneCare Connect Customer Service shall notify the Office of Compliance of such an event.

If the Office of Compliance determines it appropriate, CalOptima shall submit disenrollment for
this reason to the Contract ReviewManagement Team forapproval along with any-information
regarding the claim of material misrepresentation.

}Should the request be- approved, the disenrollment will be effective the first (1¥) day of the
calendar month fellowingafter the month in which the Member is reotifiedgiven a written notice
of the-disenrollment or as EMS-speeifies-provided by the CMT.

Optional Involuntary Disenrollment

1.

CalOptima may request approval to disenroll a Member if:
a. The .Member engages in disruptive behavior; or

b. The Member provides fraudulent information-.

2. ACalOptima-disenrelis-a-MemberShould the disenrollment be approved by CMT for any of the

aforementioned optional involuntary disenrollment reasons, CatOptima-shall-provide-the
Memberwith-athe disenrollment will be effective the first (1) day of the calendar month after

the month in which the Membeér is given a written notice of disenrollment or as provided by
CMT. The disenrollment letter shall:

2—Advise the Member that:

3.

a. Adwvises-theMemberthat OnreCare-Connect- CalOptima plans to disenroll the Member from
OneCare Connect and the reasons for such disenrollment;

b. ProvidesProvide the effective date of disenrollment; and

c. ExplainsExplain the Member’s right to a hearing under the State’s Grievance procedures,
CalOptima Policy CMC.9002: Member Grievance Process.

Involuntary Disenrollment for Disruptive Behavior

a. CalOptima may request approval from CMS and DHCS-, through the CMT, to disenroll a
Member if the Member’s behavior is disruptive, unruly, abusive, or uncooperative to the
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extent that the Member’s continued enrollment in CalOptima OneCare Connect seriously
impairs CalOptima’s or a Contracted Provider’s ability to furnish Covered Services to the
Member or other Members, provided Member’s behavior is determined to be unrelated to
an adverse change in the Member’s health status, or because of a Member’s utilization of
medical services, diminished mental capacity, or uncooperative or disruptive behavior
resulting from their special needs.

CalOptima shall not disenroll a Member from OneCare Connect because the Member:

i. Exercises the option to make treatment decisions with which OneCare Connect
disagrees, including the option to receive no treatment or diagnostic testing; or

ii. Chooses not to comply with any treatment regimen developed by OneCare Connect or
any Contracted Provider associated with OneCare Connect.

CalOptima shall make serious efforts to resolve problems presented by a Member prior to
requesting approval from DHCS and CMS to disenroll the Member from OneCare Connect.

i. Such efforts to find a resolution must include providing reasonable accommodations, as
determine by the-StateDHCS or CMS, for individuals with mental or cognitive
conditions, including mental illness and developmental disabilities;

ii. CalOptima must also inform the individual of their Grievance rights.
CalOptima shall provide three (3) notices for.disenroliment due to disruptive behavior:

i. —Advance notice to a disruptive‘Member, in writing, that continued disruptive
behavior will result in involuntary disenroliment from OneCare Connect.

ii..~If such behavior continues, CalOptima shall provide written notice of its intent to
request CMS’ and DHCS’ permission to disenroll the Member from OneCare Connect.

iii. ~Planned action notice advising that CMS and DHCS have approved the request.

CalOptima shall submit documentation of the specific case to DHCS and CMS through the

StateCMT for review—H, including the State-agrees-with-therequest-for-inveluntary
disenrolmentthe-State-must-submit-this-documentation to-CMS-with-a-recommendation

forapproval-Suchreguestshallinclude:listed below:

I. - A thorough explanation of the reason for the disenrollment request, detailing how the
Member’s behavior has impacted OneCare Connect’s ability to arrange for or provide
services to the Member or other Members of the plan;

ii. Member information, including age, diagnosis, mental status, Functional Status, and a
description of the Member’s social support systems;

iii. A-statementStatements from the PreviderProviders describing their experience with the
Member;

iv. Documentation of the Member’s disruptive behavior;

v. Documentation of CalOptima’s efforts to resolve the problem, including efforts to:
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J.

a) Provide reasonable accommodations for a Member with a disability, if applicable,
in accordance with the Americans with Disabilities Act (ADA);

b) Establish that the Member’s behavior is not related to the use or lack of use of
medical services; and

c) Establish that the Member’s behavior is not related to diminished mental capacity.

vi. A description of any extenuating circumstances as cited under. Title 42, Code of Federal
Regulations (C.F.R), Section 422.74 (d)(2)(iv);

vii. Copy of notice to the Member of the consequences of continued disruptive behavior;

viii.Copy of notice to the Member of CalOptima OneCare Connect’s.intent to request the
Member’s disenrollment; and

iX. Any information provided by the.Member- (e.g., complaints, statements).

£—Should the CN

g.

Ypen-The CMT will make a decision W|th|n twentv (20) business days after the receipt of
" omall information required to

complete its review.

Member—m%mﬂng—tha%@%—and%he&ate—have eguest b approved the Memleer—s
disenrollment frem-OneCare-ConRnect:

CalOptipaa-shall-disenrol-the-Member-will be effective the first (1%) day of the calendar
month after the month #retifiesin which CalOptima gives the Member a written notice of

the«disenrollment, or as provided by CMT.

A disenrollment processedunder the disruptive behavior provision will always result in a

change of enrollment to Original Medicare, and auto-enrollment by CMS into a Medicare
Prescription Drug Plan, including to the LI NET traditional PDP during any coverage gap.

If the request for involuntary disenrollment for disruptive behavior is approved:

i. CMS and DHCS may require CalOptima to provide reasonable accommodations to
the Member in such exceptional circumstances that CMS and DHCS deems

necessary.

ii. CalOptima may request that CMS and DHCS consider prohibiting re-enrollment in
the MMP. If this is not requested, and the Member is disenrolled due to disruptive
behavior, the member may re-enroll into the MMP in the future.

Involuntary Disenrollment for Fraud and Abuse

a-1. CalOptima may request approval from the State and CMS te-disenrolthrough the CMT to
cancel the enrollment of a Member who knowingly provides on the Enrollment Form fraudulent

information that materially affects the determination of a Member’s eligibility ferenreHmentto
enroll in OneCare Connect.

Page 13 of 19
Back to Agenda



OCoOoO~NouThWwWNPE

Policy #:

Title:

CMC.4004

Member Disenrollment Revised Date: 09/07/17

K.

b-2. CalOptima may request approval from the State and CMS through the CMT to disenroll a
Member who intentionally permits others to use their OneCare Connect identification (ID) card
to obtain Covered Services.

€:3. With such a disenrollment request, CalOptima shall immediately notify the State and CMS so
the Health and Human Services (HHS) Office of the Inspector General may initiate an
investigation of the alleged fraud and/or abuse.

&-4. If such disenrollment request is approved by CMS and the State, CalOptima shall notify the
Member in writing of the disenrollment and the reason for the disenrollment. Such
disenrollment shall be effective the first (1*) day of the calendar month after the month in which
CalOptima gives the Member written notice and will resultin a change of enrollment to
Original Medicare and auto-enrollment by CMS into a Medicare Prescription Drug Plan, as well
as access to the LI NET transitional PDP during any coverage gap.

Involuntary Disenrollment Due Unlawful Presence Status

K-L.

1. CalOptima cannot retain a Member if CMS has.determined that the Member is notlawfully
present in the United States. CMS will notify Cal©ptima with. specific Transaction Reply Code
(TRC-) 349 via the Daily Transaction Reply Report (DTRR) that the Member s not lawfully
present, and CMS will make the disenrollment effective.the first (1*) day of the month
following notification by CMSaCMS provides the officialstatus to CalOptima, and CalOptima
may not request any documentation of.U.S. citizenship oralien status from a Member.

2. Within ten (10) calendar days following the receipt of:notification (via DTRR) of the
disenrollment due.to unlawful presence, CalOptima shall provide a written notice to the
Member so that the Member is aware of the loss of coverage in CalOptima and any erroneous
disenrollments can be corrected as soon as possible.

Reinstatements may * necessary if a disenrollment is not legally valid.

1. -CalOptima shall submit a reinstatement request to CMS if:

a. Disenrollment occurred due to an erroneous death indicator;

b. Disenrollment occurred due to erroneous loss of Medicare Part A or Part B;

¢. Disenrollment occurred due to an erroneous loss of entitlement of Medi-Cal eligibility or
state specific eligibility criteria, as listed in CalOptima Policy CMC.4003: Member
Enroliment(Voluntary);

d. Thereis evidence that a Member did not intend to disenroll, e.g. if the Member cancelled a
new enrollment in another plan; and

e. Disenrollment occurred due to CalOptima, CMS, or State error.

2. If a Member contacts CalOptima and states that they were disenrolled from OneCare Connect
for any of the reasons stated in Section Il1.E.1 of this policy, except 111.E.1.d., and states that
they wish to remain a Member, CalOptima shall instruct the Member, in writing within ten (10)
calendar days of the Member’s contact with CalOptima reporting the erroneous disenrollment,
to continue using OneCare Connect Covered Services.
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3. CalOptima shall indicate active coverage as of the date CalOptima instructs the Member to
continue to use Covered Services.

If a Member is disenrolled due to any of the reasons stated in Section I11.E.1 of this policy,
CalOptima shall submit to CMS a request to reinstate the Member which shall include:

a.

b.

A copy of the TRR from CMS showing the disenrollment;
A copy of the disenrollment letter that CalOptima OneCare Connect sent to the Member;
A copy of any correspondence from the Member disputing the disenrollment;

A copy of the letter to the Member informing them to continue to use CalOptima OneCare
Connect services until the issue is resolved, except for.ll1.E.1.d.;

Verification that the disenrollment was erroneous; and
Within ten (10) calendar days of receipt of DTRR confirmation of the Member’s

reinstatement, CalOptima shall mail Exhibit 27, Model Acknowledgement of Reinstatement
to the Member.

M.  Cancellation of Voluntary Disenrollment

1. CalOptima may cancel a Member’s disenrollment only if CalOptima makes the request prior to
the effective date of the disenrollment, unless otherwise directed by CMS.

2.

MEN.

a.

If CalOptima receives a request for cancellation of disenrollment after it transmitted the
disenrollment request to CMS, CalOptima shall submit a cancellation of disenrollment to
reinstate a Member with no lapse in coverage.

If CalOptima is unable to cancel the disenrollment transaction, CalOptima shall submit the
request to cancel the action to the CMS Retroactive Processing Contractor (RPC) in order to
cancel the disenrollment.

CalOptima shall submit a transaction to cancel only those disenrollment transactions
submitted to CMS.

CalOptima shall mail Exhibit 18, Model Acknowledgement of Request to Cancel
Disenrollment to the Member within ten (10) calendar days after receipt of a Member’s
request for cancellation of disenrollment, stating that the cancellation is being processed and
the Member may continue using OneCare Connect Covered Services.

Within ten (10) calendar days of receipt of confirmation of the Member’s reinstatement,
CalOptima shall mail the Member Exhibit 27, Model Acknowledgment of Reinstatement.

If CalOptima receives a Member’s request for cancellation of disenrollment after the effective
date of disenrollment, and CMS does not allow the reinstatement, CalOptima shall instruct the
Member to complete a new Enrollment form and re-enroll with OneCare Connect during an
Election Period.

Retroactive Disenrollment
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1. CMS may grant a retroactive disenrollment if:

a. An enrollment was never legally valid, e.g. the result of fraudulent enrollment or misleading
marketing practices;

b. A valid request for disenrollment was properly made, but not processed or acted upon
(whether due to system, plan or state error);

c. The reason for the disenrollment is related to a permanent move out of the OneCare
Connect Service Area; or

d. The reason for the disenrollment is due to CalOptima’s confirmation of an incarcerated
status with a retroactive start date;

2. A Member or CalOptima may submit a request.to CMS (or its Designee) for a retroactive
disenrollment. CMS will notify DHCS.

3. If CalOptima submits a request for retroactive disenroliment,.it shall include a copy or other
record of the disenrollment request made by the individual and supporting evidence explaining
why the disenrollment request was not processed correctly. CalOptima shall submit retroactive
disenrollment requests to the CMS Retroactive Processing Contractor within the timeframe
provided in the Standard Operating Procedures for the CMS Retroactive Processing Contractor.
CMS will notify DHCS.

a. If the reason is due to plan or state error, CalOptima must include clear information
regarding what the plan or state has communicated to the affected individual throughout the
period in‘question, including evidence that the individual was notified prospectively of the
disenrollment and relevant information supporting the correction. This should include a
copy of the disenrollment request and evidence of notices sent to the individual related to or
caused by the error and which demonstrate that retroactive disenrollment is appropriate
under the circumstances.

b. [Ifthe reason for disenrollment is due to incarceration status with a retroactive start date,
CalOptima must provide written confirmation of the incarceration status, including the start
date. Such documentation may include documentation of telephonic communications.

V. ATTACHMENTSEXHIBIFS

A. Exhibit 14—:Model Notice to Acknowledge Receipt of VVoluntary Disenrollment from the Member
B. Exhibit 16:-Model Notice to Confirm Voluntary Disenrollment from-the-Memberand-Following
Receipt of Transaction Reply Report (TRR)-(H8016—MM1013)

C.  Exhibit 17:—Model Notice for Denial of Disenrollment {H8616—MM1014)

D.  Exhibit 18:—Model Acknowledgement of Request to Cancel Disenrollment (48016 MM1015}

Exhibit 19-&:Model Notice for Disenrollment due to Out-of-Area Status (No Response to Request

for Address Verification)

F. Exhibit 20&:Model Notice for Disenrollment Due to Confirmation of Out of Area Status (Upon
New Address Verification from Member)

<G.  Exhibit 21:—Model Notice for Disenrollment due to Loss of Medicaid Status or Other State-
Specific Eligibility Status er-Out-ef-Area-Status—- Notification of Involuntary Disenrollment

0:0

0:0 0:0

‘ m
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VI.

VII.

VIII.

H. Exhibit 22:Model Notice for Period of Deemed Continued Eligibility due to Loss of Medicaid

1. Exhibit 23-&24-&25:-—:Model Notice to Offer Beneficiary Services, Pending Correction of
Erroneous Death Status—or

J. Exhibit 24:Model Notice to Offer Beneficiary Services, Pending Correction of Erroneous Medicare
Part AZand/or Part B Termination;

++K.  Exhibit 25:Model Notice to Offer Reinstatement of Beneficiary Services, Pending Correction of
Disenrollment Status Due to State or Plan Error-{(H80616—MM1019)

«+L.  Exhibit 27: Model Acknowledgement of Reinstatement-{H8016—MM1023)

«+M.  Exhibit 30: Model Notice to Research Potential Out of Area Status— Address Verification Form
included-(H8016—MM1026)

«+N.  Exhibit 30a:-MMP-Model Notice of Disenrollment followingperiod of Deemed continued
Eligibility due to change in Medicaid Eligibility or Potential Move out of Area-(H8016-1058)

REFERENCES

A-—CalOptima Policy CMC.1001:-Glessary-of Terms

B-A.  CalOptima-Poliey-CME-4006:-Passive4003.«Member Enrollment_(\oluntary)

C.B.  CalOptima Policy CMC.9002: Member Grievance Process

B:C.  CalOptima Three-Wway Contract with the Califerhia-Department-of Health-Care-Services
{BHCES)-and-the-Centers for Medicaid and Medicare Services (CMS) and the Department of Health
Care Services (DHCS) for OneCare-ConnectCal MediConnect

D. Medicare-Medicaid Plan (MMP) Deeming Process for California, DHCS issued June 15, 2015

E. Medicare—Medicaid Plan (MMP) Enrollment and Disenrollment Guidance Updated-June-14;
2043(Rrevised 9/2/2016)

F. OneCare Connect & Managed Long Term Services and Supports (MLTSS) Operations Meeting
FAQ, June 3, 2014

H.G.  Title 42, Code of Federal Regulations (C.F.R}..), 88422.66(b) and 422.74

REGULATORY AGENCY APPROVALS
None to Date

BOARD ACTIONS

slopote o

09/07/201.7: Reqular Meeting of the CalOptima Board of Directors
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Version Date Policy Number | Policy Title Line(s) of Business
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IX. GLOSSARY

Term

Definition

Abuse

Actions that may, directly or indirectly, result in: unnecessary costs to a
CalOptima Program, improper payment, payment for services that fail to
meet professionally recognized standards of care, or services that are
medically unnecessary. Abuse involves payment for items or services
when there is no legal entitlement to that payment and the provider has not
knowingly and/or intentionally misrepresented facts to obtain payment.
Abuse cannot be differentiated categorically from fraud, because the
distinction between “fraud” and “abuse” depends on specific facts and
circumstances, intent and prior knowledge, and available evidence, among
other factors.

Authorized
Representative

For the purpose of this policy, an Authorized Representative is the same as
Legal Representative. Centers for Medicare & Medicaid Services (CMS)
defines Authorized/Legal Representative as an individual who is the legal
representative or otherwise legally able to act on behalf of an enrollee, as
the law of the state in-which the beneficiary resides may allow, in order to
execute an enrollment or disenrollment request, e.g., court appointed legal
guardians, persons having durable power of attorney for health care
decisions, or individuals authorized to make health care decisions under
state surrogate consent laws, provided they have the authority to act for the
beneficiary in this capacity.

Contract The contract between United States Departmént of Health & Human
Services Centers.for Medicare.& Medicaid Services, California
Department of Health Care Services.and Orange County Health Authority

Designee A person selected or designated to carry out a duty or role. The assigned

designee is required to be in management or hold the appropriate
qualifications or certifications related to the duty or role.

Disenrollment

For the purposes of this policy, disenrollments are actions taken by the
Member or plan after the effective date of enrollment.-\eluntary

Election

Enroliment in, or voluntary disenrollment from, a Medicare Advantage
(MA) plan or-Original Medicare.

Election Period

The time during which an eligible individual may elect a Medicare
Advantage (MA) plan or Original Medicare. The type of Election period
determines the effective date of MA coverage as well as the types of
enrollment requests allowed.

Functional Status

An individuals’ ability to perform normal daily activities required to meet
basic needs, fulfill usual roles, and maintain health and well-being.

Grievance

Any Complaint, other than one involving an Organization Determination,
expressing dissatisfaction with any aspect of CalOptima’s, a Health
Network’s, or a Provider’s operations, activities, or behavior, regardless of
any request for remedial action

In-Home Supportive
Services (IHSS)

A program that provides in-home care for people who cannot remain in
their own homes without assistance.

Member

An enrollee-beneficiary of the CalOptima OneCare Connect program.

Multi-Purpose Senior
Services Program
(MSSP)

A California-specific program, the 1915(c) Home and Community-Based
Services Waiver that provides Home and Community-Based Services
(HCBS) to Medi-Cal eligible individuals who are 65 or older with
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disabilities as an alternative to nursing facility placement.
e dividual’ oot 5 = m od |

1Ont] ; . '
effectivedate:

Original Medicare

| The traditional Medicare Fee-for-Service program.

Passive-Enroliment

date.

Provider

A physician, pharmacist, nurse, nurse mid-wife, nurse practitioner,
medical technician, physician assistant, hospital, laboratory, health
maintenance organization, Health Network, Physician Medical Group, or
other person or institution who furnishes Covered Services.

Share of Cost (SOC)

The amount, set by Medi-Cal based on the Member’s income, that the
Member must contribute to the cost of their health care each.month before
Medi-Cal will pay.

Service Area

Orange County, California, and ten (10) air miles of any portion of Orange
County, California.

Special Election Period

Election Period provided to individuals in situations where;

1. The individual has. made a change in residence outside of the service
area or continuation areaor has experienced another change in
circumstances as determined by Centers for Medicare & Medicaid
Services (CMS) (other than terminationfor non-payment of premiums or
disruptive behavior) that causes the individual to no longer be eligible to
elect the Medicare Advantage plan;

2. CMS or the organization-has terminated the Medicare Advantage
organization's contract for the Medicare Advantage plan in the area in
which the individual -resides, or the organization has notified the individual
of the impending termination of the plan or the impending discontinuation
of the plan in the area in which the individual resides;

3. The individual demonstrates that the Medicare Advantage organization
offering the Medicare Advantage plan substantially violated a material
provision of its contract under Medicare Advantage in relation to the
individual, or the Medicare Advantage organization (or its agent)
materially misrepresented the plan when marketing the plan;

4. The individual is entitled to Medicare Part A and Part B and receives
any type of assista