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Contacting MVP Health Care

Claims

Claims Submission
Sending Claims Electronically

MVP offers several options for submitting claims electronically using an Electronic Data
Interchange (EDI)

* MVP’'s Payee ID is 14165

* For EDI questions, call MVP’s EDI coordinators at 1-877-461-4911 or via email at
ediservices@mvphealthcare.com

Sending Claims Manually (CMS-1500 or UB-04)

Submit claims for all products and Members to the following address:
MVP Health Care
Attn: Claims Department
PO Box 2207
Schenectady, NY 12301

Claims Adjustments or Appeal Requests

« Call MVP’'s Customer Care Center for Provider Services at 1-800-684-9286

« For faster processing, go to mvphealthcare.com to submit claim adjustment
requests. The status of online claim adjustments is also available through the
provider portal

« Initial Claim Adjustment forms should be submitted to the following address for all
products and Members:

MVP Health Care

Attn: Claims Department
PO Box 2207
Schenectady, NY 12301

« Second Clinical Review Claims Adjustment forms should be submitted to the
following address:

MVP Health Care

Attn: Operations Adjustment Team
PO Box 2207

Schenectady, NY 12301

* Appeals should be submitted to the following addresses:

MVP ID# | Address

MVP Health Care

Attn: Member Appeals Department
625 State Street

Schenectady, NY 12305

Not Medically Necessary
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MVP Health Care

Attn: Member Appeals Department
625 State Street

Schenectady, NY 12305

MVP Health Care

Claims Exceeding Timely Filing Limits/ Attn: Member Appeals Department
Contractual Denials Per MVP Policy 625 State Street

Schenectady, NY 12305

No Prior Authorization
Obtained/Eligibility (excludes
medical necessity appeals)

Coordination of Benefits (COB)

Call 1-800-556-2477

Credentialing

Providers who would like to become a participating provider should complete the Provider
Credentialing Application Request form found at mvphealthcare.com/providers/join and
select Application Request to complete the application form. Once you have completed the
form, include state and county in the subject line and email it to
MVPPR@mvphealthcare.com.

Customer Care Center for Providers

To find the appropriate Customer Care Center phone number for a Member, please refer to
the back of their MVP Member ID card.

Providers can verify Member eligibility and benefits online at mvphealthcare.com or by
calling MVP’s Customer Care Center for MVP's Customer Care Center for Provider Services
at 1-800-684-9286.

Durable Medical Equipment (DME)

For all MVP plan types, call 1-800-684-9286 or fax 1-888-452-5947.

Hospital Billing Questions

Call MVP's Customer Care Center for Provider Services at 1-800-684-9286, or contact us
via mail at:

MVP Health Care

Hospital Billing Coordinator

PO Box 2207

Schenectady, NY 12301-2207
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Pharmacy

The MVP Formulary is available online at mvphealthcare.com, select Provider, then
Pharmacy, then MVP Formularies

The Medicare Formularies are available online at
mvphealthcare.com/providers/pharmacy

For formulary exception and prior authorization requests, a Medication Prior
Authorization Request form should be submitted

All medication request forms can be found online at mvphealthcare.com, then
Provider, then Forms, then Prior Authorizations and choose the appropriate form

For non-Medicare Members, fax the form to 1-800-376-6373

For all Medicare Members (Preferred Gold, GoldValue, GoldAnywhere, and USA
Care), fax the form to 1-800-401-0915

Professional Relations

Providers who wish to update their demographic or payment information with MVP should
use the Online Demographic Change Form available at_mvphealthcare.com/demographics.

To contact MVP Professional Relations, email MVPPR@mvphealthcare.com.
To contact Behavioral Health Professional Relations, email
ihprovidercontracting@mvphealthcare.com.

Utilization and Case Management

Members Please call the number on the back of their ID card.
For Case Management, call 1-866-942-7966

Providers may call Call MVP’s Provider Services at 1-800-684-9286

or fax their UM requests Faxes may be directed to the following numbers:

to MVP

e Prior Authorization Request Forms or Out-of-Network Requests:
1-800-280-7346

* Acute Inpatient Concurrent Review: 1-888-207-2889
e SNF or Acute Rehabilitation: 1-866-942-7826
« Commercial, ASO, and Medicaid Plans: 1-866-942-7826

* Medicare, please contact naviHealth, Inc: 1-844-411-2883

Please reference the Utilization and Case Management section of this manual for all other
numbers related to Utilization and Case Management.
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Services That Require a Referral for MVP Medicaid Managed

Care

Restricted recipient Members—referrals are required to all specialties for Members who have
a physician restriction. Providers should verify eligibility by calling MVP’s Customer Care
Center for Provider Services at 1-800-684-9286.

Behavioral Health

Product

Who to Call

Reason for Call

Phone Number

NY Commercial
NY Self-Funded

MVP Health Care

* Authorization Requests
Provider Relations
Contracting
Credentialing

1-800-684-9286

NY Medicare

MVP Health Care

Authorization Requests
Provider Relations
Contracting
Credentialing

1-800-684-9286

MVP Managed Medicaid
MVP Child Health Plus
MVP Harmonious
Health Care Plan

MVP Health Care

Authorization Requests
Provider Relations
Contracting
Credentialing

1-800-684-9286

NY Essential Plan

MVP Health Care

Authorization Requests
Provider Relations
Contracting
Credentialing

1-800-684-9286

VT Commercial
VT Self-Funded
VT Medicare

MVP Health Care

Authorization Requests
Provider Relations
Contracting
Credentialing

1-800-684-9286
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Behavioral Health

Behavioral Health Management Overview

MVP’s model of care is focused on integrating medical and behavioral health as equal
components of a person’s overall well-being. MVP's Integrated Health initiative is
designed to enable primary care and behavioral health professionals to succeed at
integrating patient care, enabling them to support an individual’s journey to better health
and optimal living.

MVP offers behavioral health care management services, for all lines of business, to
manage Members’ behavioral health and Substance Use Disorders.

For questions related to Behavioral Health Services contact us at 1-800-684-9286 and
listen for the Behavioral Health prompt.

Communication and Coordination of Care with PCPs

MVP strongly encourages behavioral health Participating Providers to communicate with
the Member's PCP. This allows both health care Providers to have a complete overview of
the Member's health issues and concerns, in addition to coordinating any medications the
Member might receive.

MVP recognizes that, after a discussion of the importance of coordination of care, some
Members may not allow their behavioral health information to be shared with their PCP.
This declination should also be documented in the Member’'s medical record.

MVP’s Mental Health Consultation form for behavioral health Providers should be used to
communicate with Member’'s PCPs. The Mental Health Consultation form can be
downloaded by visiting mvphealthcare.com/providers and selecting Forms, or by calling
your MVP Professional Relations representative.

MVP requires contracted Behavioral Health Providers to review a release of information
(ROI) with Members prior to the onset of treatment and that any communication between
a Behavioral Health Provider and PCP is documented in the Member’'s medical record.

Behavioral Health Services Programs

MVP Behavioral Health Advocates

MVP Members may obtain the services of behavioral health Advocates, who are trained to
assist MVP Members in accessing their behavioral health benefits, by supplying them
detailed, accurate, and current information regarding treatment options in the Member’s
geographic area of service, Utilization Review determinations and processes, Medical
Necessity criteria, and Appeals.
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Medicaid Health Homes

MVP’'s Health Home Program provides care management to all qualified adult and children
Medicaid Members. Qualified Medicaid Members will be assigned to Health Homes that
will be responsible for coordinating all their care. Health Homes facilitate the development
of a Plan of Care that integrates all aspects of a Member’'s health. For detailed information
on Medicaid Health Homes, please see the Health Home Program in the MVP Government
Programs Section.

Children’s Home and Community Based Services

Children’s and Family Treatment and Support Services (CFTSS) and Medicaid Managed Care
Children’s Home and Community Based Services (CHCBS) provide opportunities for
Medicaid Members, and beginning July 1, 2023, for Child Health Plus Members, under the
age of 21 that have Behavioral Health needs and/or medically complex conditions to
receive Covered Services in their own home or community. For detailed information on
CHCBS, please see the CHCBS in the MVP Government Programs Section.

Harm Reduction Services

Harm Reduction Services (HRS) are provided for Medicaid Members addressing overdose
prevention and response and preventing transmission of HIV, Hepatitis B and C, and other
illnesses in Members with Substance Use Disorders. For detailed information on HRS,
please see HRS in the MVP Government Programs Section.

Behavioral Health Utilization Management (UM)
Medical Necessity

MVP’s Medical Necessity Criteria for behavioral health consists of Change Healthcare's
InterQual® Criteria, guidelines provided by New York State (e.g. Assertive Community
Treatment [ACT], Personalized Recovery Oriented Services [PROS], Adult Home and
Community Based Services [HCBS], Children’s HCBS and Children and Family Treatment
and Support Services [CFTSS]). In 2021, MVP created new Medical Necessity Criteria for
Applied Behavior Analysis (ABA) services and Transcranial Magnetic Stimulation (TMS).

For NY members, excluding ASO and Medicare Advantage Plans, MVP has developed a
supplemental risk assessment to use together with InterQual criteria when establishing
medical necessity for mental health Inpatient and/or Residential Treatment Center (RTC)
services. This risk assessment takes into consideration several factors impacting the
member’s environmental stress and support in the recovery environment, treatment and
recovery history, and acceptance and engagement in treatment (to include caregivers for
children/adolescents).

For all NY Members and lines of business, excluding Medicare and Medicare D-SNP, MVP

applies the current version of the New York State Office of Addiction Services and Support
("OASAS") Level of Care for Alcohol and Drug Treatment Referral (LOCADTR) for substance
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use treatment provided within New York State. For all other members and lines of
business, and for New York members and lines of business when treatment is provided
outside of New York State, MVP uses InterQual criteria.

Effective January 1, 2023, for CHP and Medicaid Managed Care Plans, MVP began using the
Level of Care for Gambling Disorder Treatment Referral (LOCADTR Gambling Module) for
the treatment of problem gambling when provided through one of the following OASAS
certified programs:

+ OASAS Certified Title 14 NYCRR Part 818 Inpatient Rehabilitation Programs
«  OASAS Certified Title 14 NYCRR Part 820 Residential Treatment Programs

«  OASAS Certified Title 14 NYCRR Part 822 Outpatient Clinic with a Problem Gambling
designation

+ OASAS Certified Title 14 NYCRR Part 825 Integrated Outpatient Services with a
Problem Gambling designation

For ASO and fully insured plans, MVP provides unlimited benefits, subject to medical
necessity, for inpatient and outpatient Behavioral Health services, as well as for residential
treatment for Behavioral Health conditions, except for family counseling services, which
may be limited to 20 visits per calendar year.

For Medicare plans, MVP provides inpatient and outpatient behavioral health care services,
subject to medical necessity. There are some limits to inpatient mental health care based
on place of service. There is a 190-day lifetime limit of inpatient services in a psychiatric
hospital. The 190-day limit does not apply to inpatient mental health services provided in
a psychiatric unit of a general hospital. Except for these restrictions, all inpatient and
outpatient services are unlimited days. The Medicare portfolio does not provide coverage
for residential behavioral health services.

The criteria for Medical Necessity determinations made by MVP regarding behavioral
health benefits are available: (i) on a website accessible by MVP Participating Providers;
and (ii) upon request, to any current or potential participant, beneficiary, or contracting
provider.

Authorization/Notification Requirements

For out-of-network services, prior authorization is required when an MVP Member has no
out-of-network benefits. For all lines of business, excluding self-funded plans, MVP
requires notification for all Inpatient Residential Mental Health and Substance Use
Treatment admissions. Providers are expected to notify MVP within (2) business days of
admission by completing the necessary forms and when indicated, submitting supporting
clinical information. Forms may be accessed by visiting mvphealthcare.com/providers
and selecting Forms, then Behavioral Health.
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Please contact MVP directly at 1-800-684-9286 to determine authorization requirements
and for Plan of Care submissions.

The following ambulatory behavioral health services require an authorization:

¢ TMS—Transcranial Magnetic Stimulation
*+ All Home and Community Based Services (HCBS)
« ABA—Applied Behavior Analysis

With the exception of urgent/emergent care, prior authorization is required for all out-of-
network services when an MVP Member has no out-of-network benefits.

MVP adheres to New York State legislation:

1. Inpatient Mental Health Treatment for Members under the age of 18 at MVP
Network facilities licensed by the Office of Mental Health (OMH): Inpatient
mental health treatment at an MVP Network OMH-licensed facility is not subject to
preauthorization or concurrent review for the first 14 days of the inpatient
admission if the OMH-licensed facility notifies MVP of both the admission and the
initial treatment plan within two (2) business days of the admission. After the first
14 days of the inpatient admission, MVP may review the entire stay to determine
whether it is Medically Necessary, and MVP will use clinical tools approved by OMH.
If any portion of the stay is denied as not Medically Necessary, the Member is only
responsible for the in-network cost sharing that would otherwise apply to the
inpatient admission.

2. Substance Use Disorder Treatment at Participating OASAS-Certified Facilities:
Inpatient Detoxification, Inpatient Rehabilitation, Stabilization Services in a
Residential Setting and Rehabilitative Services in a Residential Setting at a
participating OASAS-certified Facility is not subject to preauthorization or
concurrent review for the first 28 days of the inpatient admission if the OASAS-
certified Facility notifies MVP of both the admission and the initial treatment plan
within two (2) business days of the admission. After the first 28 days of the
inpatient admission, MVP may review the entire stay to determine whether it is
Medically Necessary, and MVP will use clinical review tools designated by OASAS. If
any portion of the stay is denied as not Medically Necessary, the Member is only
responsible for the in-network Cost-Sharing, if applicable, that would otherwise
apply to the inpatient admission.

Discharge Notification

MVP works collaboratively with in-network and out-of-network providers throughout the
entire course of inpatient admissions to ensure quality of care, coordinated care, and
discharge planning. Discharge planning is coordinated among multiple entities involved in
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the Member's care. MVP ensures that the Member has a safe and appropriate link to
another level of care and will continue to assist in connecting the Member with
appropriate resources and/ or professionals for follow-up care. When Members are
discharged, providers should notify MVP of the discharge date along with the discharge
plan within 24 hours of discharge. This includes Members leaving against medical advice
(AMA).

Notification/Authorization Request Forms

Notification/Authorization Request Forms may be accessed by visiting
mvphealthcare.com/providers/forms, then select Behavioral Health. All requests for
services can be faxed to 1-855-853-4850 or emailed to BHServices@mvphealthcare.com.

For IBP Home and Community-Based Services (HCBS)

MVP’s Behavioral Health clinicians will ensure that the NYS established Medical Necessity
criteria for each HCBS, as well as Member’'s goals and preferences, will be carefully
evaluated when making decisions regarding services. MVP will ensure that the Plan of Care
is developed based upon all assessment documentation with the assistance of the
Member, the service provider(s), and any individual the Member wishes to participate in
service planning and delivery of services that are delivered in home and community-based
settings. In addition, the Plan of Care and Member's medical chart will be reviewed to
ensure that the Plan of Care identifies strengths, capacities, and preferences of the
Member and that resources are available to meet these needs. When services are
temporarily unavailable, MVP will work with the Member, the Case Management Agency
(CMA), and providers on a back-up plan to ensure that necessary assistance or services are
provided.

Behavioral Health Case Management

MVP offers dedicated Case Management programs to Members at a variety of service
levels. Drawing on the combined strength of registered nurses, behavioral health
clinicians, pharmacists, physicians and community health care providers, the Behavioral
Health Case Management Program offers an integrated Member centric approach in
helping Members regain optimal health, well-being and/ or improved functional capability
in the right setting and in a safe, cost-effective manner. As part of our contractual
relationship, representatives of the MVP Care Management team will at times need to
contact your practice to obtain health information and/ or contact information regarding
our Members. To assure that we provide the best care possible, it is important that
Participating Providers furnish MVP with the requested information in a timely manner.
Together with Participating Providers, MVP can ensure Members with chronic conditions
understand the best course of action to address their needs and recognize the emergency
room is often not the best solution. Your cooperation allows us to better educate
Members to provide the highest quality of care. Sharing timely data and maintaining open
communication will help us both give Members appropriate guidance in navigating the
health care continuum.
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The MVP Behavioral Health Case Management Program ensures that Members identified
with Behavioral Health or Substance Use disorder needs can access and obtain the highest
quality of care possible. The process includes comprehensive assessment of the Member's
condition, determination of available benefits and resources, and development and
implementation of a case management plan with self-management goals, monitoring and
follow-up. Case Management referrals are accepted through provider referrals. In addition,
Members may self-refer to the program. If you have a Member in crisis or for Behavioral
Health referrals, contact MVP at 1-800-684-9286.

HCBS and Care Management

Care management for Members is offered by Health Homes designated by NYS. Upon
meeting Health Home eligibity criteria and enrollment into the Health Home, Members
interested in Adult BH-HCBS are screened for BH-HCBS eligibility by their Health Home
Care Manager or by a State Designated Entity. Once eligibility is established, Members
work with their Health Home Care Manager to develop a comprehensive person-centered
Plan of Care (POC). This POC is used to identify and document appropriate services and
supports to meet each Members unique needs including the array of available BH-HCBS.
This document is shared with MVP and includes the scope, type, and duration of services
the Member is eligible to receive. BH-HCBS and CORE services are a voluntary program.
HARP Care Management may be provided regardless of BH-HCBS and CORE services
utilization.

As an alternative to enrolling into a Health Home, Members who are interested in BH-
HCBS can choose to be screened for BH-HCBS eligibility by a State Designated Entity
(SDE). If eligible for BH-HCBS, the SDE will work with the member to identify recovery
goals and the BH HCBS that will help the member achieve their goals; request the Level of
Service Determination; offer choice of BH HCBS Providers to the member; make referrals to
the appropriate BH HCBS; and develop and maintain the Adult BH HCBS Plan of Care.

Adult Behavioral Health - Home and Community Based Services
(BH-HCBS)

Adult Behavioral Health Home and Community Based Services (BH-HCBS) enhance access
to Behavioral Health and substance use treatment and recovery services for eligible IBP
Members. BH-HCBS provides alternatives to hospital based, inpatient or other institutional
care settings. This program is designed to empower Members to take an active role in
their health care and through an integrated approach support Members in maintaining
success in the community. The array of services includes opportunities for Members to be
served in the community setting or within their own homes in many cases.

Core Principles of BH-HCBS include:
+ Person-Centered Care: Care should be self-directed whenever possible and

emphasize shared decision- making approaches that empower Members, provide
choice, and minimize stigma
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« Recovery-Oriented: The system should include a broad range of services that
support recovery from mental illness and/or substance use disorders

* Integrated: Service providers should attend to both physical and behavioral health
needs of Members, and actively communicate with care coordinators and other
providers to ensure health and wellness goals are met

- Driven: Providers and plans should use data to define outcomes, monitor
performance, and promote health and well-being

+ Evidence-Based: Services should utilize evidence-based practices where
appropriate and provide or enable continuing education activities to promote
uptake of these practices

+ Trauma-Informed: Trauma-informed services are based on an understanding of the
vulnerabilities or triggers experienced by trauma survivors that may be exacerbated
through traditional service delivery approaches so that these services and programs
can be more supportive and avoid re-traumatization. All programs should engage
all individuals with the assumption that trauma has occurred within their lives.
(SAMHSA, 2014)

+ Peer-Supported: Peers will play an integral role in the delivery of services and the
promotion of recovery principles

e Culturally Competent: Culturally competent services that contain a wide range of
expertise in treating and assisting people with Serious Mental Illness (SMI) and
Substance Use Disorder (SUD) in a manner responsive to cultural diversity

+ Flexible and Mobile: Services should adapt to the specific and changing needs of
everyone, using off-site community service delivery approaches along with
therapeutic methods and recovery approaches which best suit each individual’s
needs. BH HCBS, where indicated, may be provided in home or off-site, including
appropriate community settings such as where an individual works, attends school
or socializes

* Inclusive of Social Network: The individual, and when appropriate, family
members and other key members of the individual’'s social network are always
invited to initial meetings, or any necessary meetings thereafter to mobilize
support

+ Coordination and Collaboration: These characteristics should guide all aspects of
treatment and rehabilitation to support effective partnerships among the individual,
family and other key natural supports and service providers

BH-HCBS Eligibility

Eligibility for BH-HCBS is assessed annually for all IBP Members using the NYS Eligibility
Assessment. To be assessed for BH-HCBS eligibility, Members must either participate with
a Health Home or Recovery Coordination Agency (RCA*) who will complete the screening
tools and POC development in compliance with conflict free case management
requirements. All IBP Members expressing interest in or receiving BH-HCBS are screened
for BH-HCBS eligibility annually.
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The assessment identifies level of need associated to the following functional areas:

* Employment/Education
+ Stress and Trauma
« Cognitive Skills
+ Co-morbid Conditions
+ Social Relations
« Engagement
+ Substance Use
+ Risk of Harm
* Instrumental Activities of Daily Living (IADL)
BH-HCBS has two tiers of service eligibility. The NYS Eligibility Assessment is used to

determine overall BH-HCBS and Tier eligibility. Members may be found eligible for Tier 1
services, Tier 2 services, or not eligible. Tier 1 services include:

+ Employment

« Education

Tier 2 Services includes (in addition to above):

« Habilitation

Once Members qualify for BH-HCBS and Tier eligibility is established, the assessment is
used to develop a comprehensive POC which includes all eligible and appropriate BH -
HCBS and recovery goals. Members will work with their Care Manager (or RCA) in
conjunction with the MVP HARP Case Manager to identify and refer to BH- HCBS providers
within the MVP network.

*Recovery Coordination Agencies (RCAs) are State Designated Entities (SDEs) who assist
Members who are not enrolled or do not wish to be enrolled in a Health Home in
accessing Behavioral Health Home and Community Based Services (BH HCBS). These
providers work with MVP to conduct NYS Eligibility Assessments, referrals, and Person-
Centered Care Planning for Adult Behavioral Health HCBS.

BH-HCBS Descriptions

Many of the BH-HCBS are designed to be provided in clusters which promote recovery
along a spectrum.

Pre-Vocational Services

Pre-vocational services are time-limited services that prepare a participant for paid or
unpaid employment. This service specifically provides learning and work experiences where
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the individual with mental health and/ or disabling substance use disorders can develop
general, non-job-task-specific strengths and soft skills that contribute to employability in
competitive work environment as well as in the integrated community settings.

Pre-vocational services occur over a defined period of time and with specific person-
centered goals to be developed and achieved, as determined by the individual and his/her
employment specialist and support team and ongoing person-centered planning process
as identified in the individual’'s person-centered plan of care, Pre-vocational services
provide supports to individuals who need ongoing support to learn a new job and/or
maintain a job in a competitive work environment or a self-employment arrangement. The
outcome of this pre-vocational activity is documentation of the participant’s stated career
objective and a career plan used to hide individual employment support.

Transitional Employment (TE)

This service is designed to strengthen the participant’'s work record and work skills toward
the goal of achieving assisted or unassisted competitive employment at or above the
minimum wage paid by the competitive sector employer. This service is provided, instead
of individual supported employment, only when the person specifically chooses this
service and may only be provided by clubhouse, psychosocial club program certified
provider or recovery center. This service specifically provides learning and work
experiences where the individual with behavioral health and/or substance use disorders
can develop general, non-job-task-specific strengths and soft skills that contribute to
employability in the competitive work environment in integrated community settings
paying at or above minimum wage. The outcome of this activity is documentation of the
participant’s stated career objective and a career plan used to guide individual
employment support.

Intensive Supported Employment (ISE)

This service assists individuals with MH/SUD to obtain and keep competitive employment.
These services consist of intensive supports that enable individuals to obtain and keep
competitive employment at or above the minimum wage. This service will follow the
evidence-based principles of the Individual Placement and Support (IPS) model. This
service is based on Individual Placement Support (IPS) model which is an evidence-based
practice of supported employment. It consists of intensive supports that enable individuals
for whom competitive employment at or above the minimum wage is unlikely, absent the
provision of supports, and who, because of their clinical and functional needs, require
supports to perform in a regular work setting. Individual employment support services are
individualized, person-centered services providing supports to participants who need
ongoing support to learn a new job and maintain a job in a competitive employment or
self-employment arrangement. Participants in a competitive employment arrangement
receiving Individual Employment Support Services are compensated at or above the
minimum wage and receive not less than the customary wage and level of benefits paid by
the employer for the same or similar work performed by individuals without disabilities.
The outcome of this activity is documentation of the participant’s stated career objective
and a career plan used to guide individual employment support. Services that consist of
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intensive supports that enable participants for whom competitive employment at or above
the minimum wage is unlikely, absent the provision of supports, and who, because of their
disabilities, need supports to perform in a regular work setting.

Ongoing Supported Employment

This service is provided after a participant successfully obtains and becomes oriented to
competitive and integrated employment. Ongoing follow-along is support available for an
indefinite period as needed by the participant to maintain their paid employment position.
Individual employment support services are individualized, person centered services
providing supports to participants who need ongoing support to learn a new job and
maintain a job in a competitive employment or self-employment arrangement. Participants
in a competitive employment arrangement receiving Individual Employment Support
Services are compensated at or above the minimum wage and receive not less than the
customary wage and level of benefits paid by the employer for the same or similar work
performed by individuals without disabilities. The outcome of this activity is
documentation of the participant’s stated career objective and a career plan used to guide
individual employment support.

Educational Support Services

Education Support Services are provided to assist individuals with mental health or
substance use disorders who want to start or return to school or formal training with a
goal of achieving skills necessary to obtain employment. Education Support Services may
consist of general adult educational services such as applying for and attending
community college, university, or other college-level courses. Services may also include
classes, vocational training, and tutoring to receive a Test Assessing Secondary Completion
(TASC) diploma, as well as support to the participant to participate in an apprenticeship
program. Participants authorized for Education Support Services must relate to an
employment goal or skill development documented in the service plan. Education Support
Services must be specified in the service plan as necessary to enable the participant to
integrate more fully into the community and to ensure the health, welfare, and safety of
the participant. Examples of these goals would include, but not be limited to tutoring or
formal classes to obtain a Test Assessing Secondary Completion (TASC) diploma,
vocational training, apprenticeship program or formal classes to improve skills or
knowledge in a chosen career, community college, university or any college-level courses
or classes.

Habilitation/Residential Support Services

Habilitation services are typically provided on a 1:1 basis and are designed to assist
participants with a behavioral health diagnosis (i.e., SUD or mental health) in acquiring,
retaining, and improving skills such as communication, self-help, domestic, self-care,
socialization, fine and gross motor skills, mobility, personal adjustment, relationship
development, use of community resources and adaptive skills necessary to reside
successfully in home and community-based settings. These services assist participants with
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developing skills necessary for community living and, if applicable, to continue the process

of recovery from a SUD disorder. Services include things such as: instruction in accessing
transportation, shopping, and performing other necessary activities of community and

civic life including self-advocacy, locating housing, working with landlords and roommates

and budgeting. Services are designed to enable the participant to integrate full into the
community and endure recovery, health, welfare, safety, and maximum independence of
the participant.

Community Oriented Recovery and Empowerment (CORE)
Services

IBP Members have access to recovery-oriented services known as Community Oriented
Recovery and Empowerment (CORE) Services. Community Psychiatric Support and
Treatment (CPST), Psychosocial Rehabilitation (PSR), Family Support and Training (FST),
and Empowerment Services — Peer Supports.

Community Oriented Recovery and Empowerment (CORE) Services are person-centered,
recovery-oriented, mobile behavioral health supports intended to build skills and self-
efficacy that promote and facilitate community participation and independence.

(CORE) Services are available to IBP Members who would benefit from CORE Services in the

pursuit of valued recovery goals.

CORE Services will provide opportunities for eligible adult Medicaid and IBP beneficiaries
with mental illness and/or substance use disorders to receive services in their own home
or community. CORE designated providers will work together with MVP, service Providers
plan Members, families, and government partners to help Members prevent and manage
chronic health conditions and recover from serious mental illness and substance use
disorders.

This partnership will be based on the following key principles:

e Person-Centered Care: Services should reflect a Member's goals and emphasize
shared decision-making approaches that empower Members, provide choice, and
minimize stigma. Services should be designed to optimally treat illness and
emphasize wellness and attention to the person’s overall well-being and full
community participation.

e Recovery-Oriented: Services should be provided based on the principle that all
Members have the capacity to recover from mental illness and/or substance use
disorders. Specifically, services should support the acquisition of living,
employment, and social skills, and be offered in community-based settings that
promote hope and encourage each person to establish a Member's path towards
recovery.
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e Integrated: Services should address both physical and behavioral health needs of
Members. Whenever possible, the Individual Service Plan should address social
determinants of health (SDOH).

e Data-Driven: Providers should use data to define outcomes, monitor performance,
and promote health and well-being. Performance metrics should reflect a broad
range of health and recovery indicators beyond those related to acute care.

e Evidence-Based: Services should utilize evidence-based practices where appropriate
and provide or enable continuing education and ongoing support activities to
promote uptake of these practices.

e Trauma-Informed: Trauma-informed services are based on an understanding of the
vulnerabilities or triggers experienced by trauma survivors that may be exacerbated
through traditional service delivery approaches so that these services and programs
can be more supportive and avoid re-traumatization. All programs should engage all
Members with the assumption that trauma has occurred within their lives. (SAMHSA,
2014)

e Peer-Supported: Peers will play an integral role in the delivery of services and the
promotion of recovery principles. Culturally Competent: Serving Members in a manner
that is respectful and responsive to the unique cultural attributes of the people
being served. Spiritual beliefs, art/music, fashion, and culinary interests should all
be leveraged to support recovery. Additionally, special attention should be given to
being responsive to the social, economic, and system-level factors that might be
promoting or impeding the Member's recovery goals.

e Flexible and Mobile: Services should adapt to the specific and changing needs of
each Member, using off- site community service delivery approaches along with
therapeutic methods and recovery approaches which best suit each Member's
needs. CORE Services, may be provided in homes or off-site, including appropriate
community settings such as where a Member works, attends school, or socializes.

¢ Inclusive of Social Network: The Member, and when appropriate, family members
and other key members of the Member's social network are always invited to initial
meetings, or any necessary meetings thereafter to mobilize support.

e Coordination and Collaboration: These characteristics should guide all aspects of
treatment and rehabilitation to support effective partnerships among the Member,
family and other key natural supports and service providers.

A central pillar of the CORE Services demonstration is the “No Wrong Door” referral
pathway, which enables Members to easily access the services with as few barriers to
admission as possible. Members may learn about CORE Services through any number of
sources, including through MVP, Health Home Care Manager (HHCM), inpatient and
outpatient clinicians, primary care providers, family and friends, or provider outreach and
education efforts. Providers may develop their own referral requirements and intake
paperwork or forms. Once a Member expresses an interest in receiving the services, they
may work with any qualified Licensed Practitioner of the Healing Arts (LPHA) to establish
eligibility and obtain a recommendation for services.
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Eligibility and Recommendation by a Licensed Practitioner of the Healing Arts (LPHA)

An MVP Member must have met the New York State (NYS) high-needs behavioral health
algorithm-based criteria. In addition, the Member must either be enrolled in MVP's IBP or
for HARP Eligible MAP Members, have the Medicaid Recipient Restriction Exception (RRE)
code of H9 to be eligible for CORE Services. CORE Services require a recommendation of a
Licensed Practitioner of the Healing Arts (LPHA).

Members meeting the NYS high-needs BH criteria are assigned a Medicaid Recipient
Restriction Exception H-code within eMedNY. A provider can find out someone’s "H-code”
status by looking in ePACES or PSYCKES, or by calling MVP.

+ H1indicates an individual is enrolled in a HARP and has met the BH high needs
criteria

* H9 indicates an individual has met the NYS BH high-needs criteria. Eligible MAP
Members with RRE code of H9 are eligible for CORE Services.

For the purposes of making a recommendation for CORE Services, LPHA qualifications are
as follows: Physician; Physician’s Assistant; Nurse Practitioner; Registered Professional
Nurse; Licensed Psychologist; Licensed Psychoanalyst; Licensed Creative Arts Therapist;
Licensed Marriage and Family Therapist; Licensed Mental Health Counselor; Licensed
Clinical Social Worker; and Licensed Master Social Worker under the supervision of a
Psychiatrist, Psychologist, or LCSW employed by the agency.

The LPHA recommendation is documented using a standardized template released by New
York State. The LPHA Recommendation Form should be kept on file in the Member’'s CORE
Services case record. The LPHA's recommendation must be in writing and a copy of it
should be maintained in the Member’'s CORE case record. The LPHA does not need to be
employed by the CORE designated provider; however, if the LPHA is not a Member of the
CORE provider's staff, then the recommendation should also include their National
Provider Identifier (NPI).

The LPHA recommendation may be obtained as part of the referral process or during the
Intake and Evaluation (I&E) process described below. The LPHA recommendation must be
obtained prior to completion of the initial Individual Service Plan. The LPHA
recommendation is a determination of medical necessity for CORE Services. The
recommendation may be made for one or multiple services. There is no standardized
assessment process or tool necessary to complete the recommendation; the
recommendation is based on clinical discretion. If the Member is found eligible for
services, the CORE Services Provider will conduct an intake and engage the

Member in a person-centered planning process to determine frequency, scope, and
duration.

Intake and Evaluation Process for CORE Services

Upon acceptance of a referral, the CORE provider will schedule an intake and evaluation
(I&E) with the Member, at the Member’s convenience.
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The intake and evaluation process for CORE is a person-centered process intended to
engage the Member in a discussion of the Member's recovery goal(s); the Member's
strengths and resources; the Member's barriers and needs; the Member's preferences for
service delivery (including days, times, staffing, etc.); and how the CORE service will be
used to support attainment of their goal.

Members will engage in services for many different reasons, and present at various stages
of change, with many different expectations, aspirations, and perspectives about their
recovery journey. They will have different ideas of what successful services and supports
would look like for them, including the steps they believe will get them to their goal. The
intent of the intake and evaluation period is to listen carefully to what the Member is
saying and to skillfully work with the Member to a mutual understanding of the problem
the Member has presented, the outcome that is desired and some initial steps to begin
developing the roadmap to those outcomes.

The I&E process is conducted by a member of the staff qualified to provide the service.
I&E sessions must be documented in the Member's CORE case record; this documentation
may appear in an intake form and/or progress notes. The documentation should include a
description of the discussion and a summary of the Member’s goal(s), strengths and
resources, barriers and needs.

The Intake and Evaluation process results in an initial Individual Service Plan (ISP) which
should be completed within 30 days of the first session/visit or within 5 sessions,
whichever is greater.

Notifying MVP

The provider is responsible for notifying MVP within three (3) business days after the first
I&E session with the Member. This notification is completed using the Provider Service
Initiation Notification template provided by New York State Office of Mental Health, which
can be submitted electronically to MVP.

MVP will notify relevant providers within three (3) business days of notification receipt if
the Member is receiving a duplicative service, such as the same CORE Service or an
equivalent service from another provider. CORE Service intake and evaluation sessions are
not considered duplicative of any other service. Until informing the CORE provider of a
service duplication, MVP is responsible for reimbursing CORE Service claims. If the
Member is receiving a duplicative service, MVP will initiate a person-centered discussion
between the Member, their providers, and their care manager (when applicable) to
determine which service or program is the most appropriate for their needs.

MVP is responsible for communicating with the Member and providers, in writing, the

outcome of the person- centered discussion and the Member's decision regarding which
services will continue.

Provider Policies |15



Behavioral Health

Key Terms and Concepts for CORE Services

Recovery Goal: A statement that expresses the Member's desire for positive change and
improvement in their lives, ideally captured in their own words.

Objective: Something the Member will do or accomplish as a step toward achievement of
the goal. Objectives should address identified barriers to the goal and should drive the ISP
forward.

Scope of Services, or Intervention: The activities and services provided by CORE staff
that help the Member achieve objectives and goals.

Person-Centered Planning and the Individual Service Plan (ISP)

Person-centered services start with an ISP that is created using the Member's own
language and is consistent with the person’s values, culture, beliefs, and goals. Person-
centered planning is a collaborative process where the Member participates in the
development of the goal and planning for services to the greatest extent possible. It

is important to support a Member's personal motivation for seeking services and to ensure
the recovery/service planning remains non-judgmental and free from bias. Using a
person’s own words in identifying what elements of their substance use or mental health
barriers they find problematic, and prioritization of their main goals, helps to align the ISP
to the person. In this way, the Member is placed “in the driver's seat” of their recovery.

The person-centered planning process focuses on what the Member is saying and their
framing of the problems and potential solutions. The Provider is active in guiding,
reframing, raising discrepancies, offering compassion and hope by taking what the
Member is saying and translating that into a plan of action that recognizes the Member as
an individual. Person-centered planning is strengths-based. The CORE provider is expected
to engage the Member in person-centered planning both during the I&E process and
throughout service delivery. Focused attention should be given to understanding and
addressing the impact of the social determinants of mental health and wellness, including
housing, income/finances, and impact of discrimination.

Person-centered services include harm reduction options for Members who wish to
continue risky behaviors/ substance use but who also want to reduce the risk of
transmission of illness secondary to use, avoid overdose; test a sample of substance; learn
ways of living healthier; gain support; and reduce social isolation.

CORE Service providers must be prepared to engage the Member using harm reduction
techniques and/or refer to outside harm reduction programs that provide these services.

CORE Service Description

Community Psychiatric Support and Treatment (CPST) includes goal-directed supports
and solution-focused interventions with the intent to achieve person-centered goals and
objectives. Thisis a multicomponent service that consists of therapeutic interventions such
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as clinical counseling and therapy, which assist the individual in achieving stability and
functional improvement. CPST addresses behavioral health barriers that impact daily living,
finances, housing, education, employment, personal recovery and/or resilience, family and
interpersonal relationships and community participation.

CPST is designed to provide mobile treatment services to individuals who have difficulty
engaging in site-based programs, or who have not been previously engaged in services,
including those who had only partially benefited from traditional treatment. CPST allows
for delivery of services within a variety of permissible of-site settings including, but not
limited to, community locations where the individual lives, works, learns, and/or socializes.

Psychosocial Rehabilitation (PSR) is designed to assist an individual in improving their
functional abilities to the greatest degree possible in settings where they live, work, learn,
and socialize. Rehabilitation counseling, skill building, and psychoeducational
interventions provided through PSR are used to support attainment of

person-centered recovery goals and valued life roles. Approaches are intended to develop
skills to overcome barriers caused by an individual's behavioral health disorder and
promote independence and full community participation.

Family Support and Training (FST) offers instruction, emotional support, and skill
building necessary to facilitate engagement and active participation of the family in the
individual's recovery process. The FST practitioner partners with families through a person-
centered or person-directed, recovery oriented, trauma-informed approach. Family

is defined as the individual’s family of choice. This may include persons who live with or
provide support to a person, such as a parent, spouse, significant other, children, relatives,
foster family, in-laws, or others defined as family by the individual receiving services.
Family does not include individuals who are employed to care for the individual receiving
services.

Empowerment Services — Peer Support (Peer Support) are non-clinical, peer-delivered
services with focus on rehabilitation, recovery, and resilience. They are designed to
promote skills for coping with and managing behavioral health symptoms while facilitating
the utilization of natural supports and community resources.

Peer Support must include the identified goals or objectives in the individual's ISP, with
interventions tailored to the individual. These goals should promote utilization of natural
supports and community services, supporting the person's recovery and enhancing the
quality of their personal and family life. The intentional, goal-directed activities provided by
this service emphasize the opportunity for peers to model skills and strategies necessary for
recovery, thereby developing the individual's skills and self-efficacy. These services are
provided through the perspective of a shared personal experience of recovery, enhancing
the individual's sense of empowerment and hope.

Children’s Behavioral Health Services
Covered Benefits and Services
Members enrolled in the MVP Medicaid Managed Care Plan have access to following

Children’s Behavioral Health benefits for all Medicaid participants under 21 years of age.
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As of January 1, 2023, benefits traditionally available only to Medicaid Managed Care are
now also available to MVP Child Health Plus (CHP) Members.
* Assertive Community Treatment (ACT)
« Children’s Day Treatment
« Comprehensive Psychiatric Emergency Program including Extended Observation Bed
* Continuing Day Treatment (minimum age is 18)
* Inpatient Psychiatric Services
« Licensed Behavioral Health Practitioner (LBHP) Service
+ Licensed Outpatient Clinic Services
+ Medically Managed Detoxification (hospital-based)
* Medically Supervised Inpatient Detoxification
*  Medically Supervised Outpatient Withdrawal
*« OASAS Inpatient Rehabilitation Services
+ OASAS Residential Treatment Services
o Stabilization Services in a Residential Setting
o Rehabilitation Services in a Residential Setting
o Reintegration Services in a Residential Setting

» OASAS Residential Rehabilitation Services for Youth (RRSY) was made available for
CHP Members as of April 1, 2023. This benefit is already available for Medicaid
Members through Medicaid Fee-for-Service (FFS).

+ OASAS Outpatient Rehabilitation Programs

« OASAS Outpatient Services

+ OMH State Operated Inpatient West

e Partial Hospitalization

* Outpatient Clinic and Opioid Treatment Program (OTP) services

+ Personalized Recovery Oriented Services (PROS) (minimum age is 18)

+ Residential supports and services (Early Periodic Screening, Diagnostic and
Treatment [EPSDT] Prevention, formerly known as foster care Medicaid Per Diem)

« Children’s Crisis Residence

* Medicaid and CHP Members meeting applicable medical necessity criteria may
access Children and Family Treatment and Support Services (CFTSS)

o Other Licensed Practitioner (OLP)
o Crisis intervention

o Community Psychiatric Supports and Treatment (CPST)
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o Psychosocial Rehabilitation Services
o Family peer Support Services

o Youth Peer Advocacy and Training

Additionally, Medicaid Members meeting CHCBS Eligibility may access Children’s home
and Community Based Services (CHCBS) These services will become available to CHP
Members effective July 1, 2023 or such date that NYS mandates coverage, whichever is
later.

« Respite (Planned / Crisis)
« Community Habilitation
« Day Habilitation

« Caregiver/Family Support and Services change to Caregiver/Family Advocacy and
Support Services

* Supported Employment

* Prevocational Services

+  Non-Medical Transportation

« Adaptive and Assistive Technology

* Vehicle Modifications

* Environmental Modifications

« Palliative Care Counseling and Support Services
+ Palliative Care Pain and Symptom Management
+ Palliative Care Expressive Therapy

« Palliative Care Massage Therapy

Palliative care services are specialized medical care services focused on providing relief
from the symptoms and stress of a chronic condition or life-threatening illness. The goal is
to improve quality of life for both the child/youth and family. Palliative care is provided by
a specially trained team of doctors, nurses, social workers, and other specialists who work
together with the child/youth’s doctors. The services are appropriate at any stage of a
chronic condition or life-threatening illness and can be provided in addition to curative2
This is a consolidation of the previous services for “Caregiver Family Support and Services”
and "Community Advocacy Training and Supports. treatment.

Children/youth must meet LOC functional criteria and suffer from the symptoms and stress
of chronic conditions or life-threatening illnesses.

Palliative Care Expressive Therapy (art, music, and play) helps children/youth better
understand and express their reactions through creative and kinesthetic treatment.
Palliative Care Expressive Therapy benefits may not duplicate Hospice or other State Plan
benefits accessible to children/youth.
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Children and Family Treatment and Support Services

Children and Family Treatment and Support services (CFTSS) are available to all MVP
Medicaid Managed Care enrolled children under the age of 21 meeting applicable medical
necessity criteria. As of January 1, 2023, CFTSS are additionally available to MVP CHP
Members. These services focus on provision of individualized Behavioral Health
interventions which promote greater care flexibility and include family and community
provider integration. Medical Necessity criteria can be found on the NYS Office of Mental
Health (OMH) website. The following is a description of the various CFTSS. These services
should be provided using the principles of recovery orientation, person-centeredness,
strengths-based, evidence-based, and delivered in the community and the most integrated
settings whenever possible.

Other Licensed Practitioner

Non-physician licensed behavioral health practitioner (NP-LBHB) who is licensed in the
State to prescribe, diagnose, and/or treat individuals with a physical, mental illness,
substance use disorder, or functional limitations at issue, operating within the scope of
practice defined in State law and in any setting permissible under State practice law (i.e.,
services can be delivered in the community outside the four walls of the agency). NP-
LBHPs include individuals licensed and able to practice independently or are under the
supervision or directions of a licensed clinical social worker, a licensed psychologist, or a
psychiatrist. Activities would include:

*+ Recommending treatment that also considers trauma-informed, cultural variables,
and nuances
+ Developing recovery or treatment plan

e Activities within the scope of all applicable state laws and their professional license
including counseling, individual, or family therapy

+ Developing recovery-oriented treatment plans

Crisis Intervention

Crisis intervention services are provided to all children/youth who are identified as
experiencing a seriously acute psychological/emotional change which results in a marked
increase in personal distress, and which exceeds the abilities and the resources of those
involved (e.g., collateral, provider, community member) to effectively resolve it.

Community Psychiatric Support and Treatment (CPST)
Community Psychiatric Support and Treatment (CPST) services are goal-directed supports

and solution-focused interventions intended to achieve identified goals or objectives as
set forth in the child’'s treatment plan. CPST is designed to provide community-based
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services to children and families who may have difficulty engaging in formal office settings
but can benefit from community-based onsite rehabilitative services.

Psychosocial Rehabilitation

Psychosocial Rehabilitation Services (PRS) are designed to work with children and their
families to implement interventions outlined on a treatment plan to compensate for or
eliminate functional deficits and interpersonal and/or environment barriers associated
with a child’s/youth’'s behavioral health needs.

Family Peer Support Services

Family Peer Support Services (FPSS) are an array of formal and informal activities and
supports provided to families caring for/raising a child who is experiencing social,
emotional, medical developmental, substance use, and/or behavioral challenges in their
home, school, placement, and/or community. FPSS provided a structure, strength- based
relationship between a Family Peer Advocate (FPA) and the parent/family
member/caregiver for the benefit of the child/youth.

Youth Peer Support

Youth Peer Support (YPS) services are formal and informal services and supports provided
to youth and families raising an adolescent who is experiencing social, emotional, medical,
developmental, substance use, and/or behavioral challenges in their home, school,
placement, and/or community-centered services. These services provide the training and
support necessary to ensure engagement and active participation of the youth in the
treatment planning process and with the ongoing implementation and reinforcement of
skills learned throughout the treatment process.

Children’s Home and Community Based Services (CHCBS)

Children’s Home and Community-Based Services (CHCBS) is a State operated 1915¢c
Children’s Waiver which provides opportunities for Medicaid Member’s under 21 that have
Behavioral Health needs and/or medically complex conditions to receive services in their
own home or community. The array of available services supports children with significant
need who are at risk for hospitalization or institutionalization care to support them
maintaining within their home and community setting. MVP, Health Home Care Managers
(*Children Youth Evaluation Services (CYES), service providers, plan members, and their
chosen supporters/caregivers, help Members prevent, manage, and ameliorate chronic
health conditions and improve health outcomes. CHCBS will also be available to MVP Child
Health Plus Member's under the age of 21 effective July 1, 2023 or such date that NYS
mandates coverage, whichever is later.
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MVP’s strategies to promote behavioral health-medical integration for children, including
at-risk populations, include:

« Provider access to rapid consultation from child and adolescent psychiatrists

* Provider access to education and training

« Provider access to referral and linkage support for child and adolescent patients

*The Children and Youth Evaluation Service (C-YES) is a statewide program that determines whether a
child/youth (Under age 21) is eligible for Home and Community Based Services (HCBS).

Children’s Home and Community Based Services Eligibility Criteria

Children and youth must be under 21 years of age and eligible for CHP (Effective July 1,
2023 or such date that NYS mandates coverage, which ever is later) or Medicaid to receive
CHCBS. Eligibility is established using the HCBS/LOC Eligibility Determination tool housed
within the Uniform Assessment system (UAS) along with the Child and Adolescent Needs
and Strengths—NY (CANS-NY) Assessment. Only a Health Home Care Manager, Children
and Youth Evaluation Services (C-Yes) or the OPWDD Developmental Disabilities Regional
Office (DDRO) are given access within the UAS to complete the HCBS/LOC Eligibility
Determination. Members may opt to use either the HHCM/C-Yes to complete the
assessment and subsequent POC development. As made available through the State
operated Children’'s Waiver, the Member must also be provided a CHCBS Waiver slot,
appointed by NYS DOH prior to accessing services.

CHCBS eligibility is comprised of three components:

+ Target Criteria

* Risk Factors

* Functional Criteria
These three components are evaluated using the HCBS/LOC Eligibility Determination to
establish which CHCBS eligibility group the child or youth is eligible for (if any). There are

two CHCBS eligibility Groups. Level of care (LOC): Children that meet institutional
placement criteria. There are 4 subgroups within the LOC group:

1. Children with Serious Emotional Disturbance (SED) with or without co-occurring
Substance Use Disorders (SUD)

2. Children with a Developmental Disability in Foster Care

3. Children who are Medically Fragile

4. Children who are Medically Fragile with a Developmental Disability

There are two subgroups within the LON group:

+ Children with Serious Emotional Disturbance (SED) with or without co-occurring
Substance Use Disorders (SUD)
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Abuse, Neglect and Maltreatment or Health Home Complex Trauma
The HCBS/LOC Eligibility Determination is completed annually and remains active for a 12-
month period with the following exceptions:

+ Significant life event

« If there is a significant life event for a child/youth while receiving HCBS, a new
HCBS/LOC Eligibility Determination may be needed. A significant life event is
something that occurs in child’s/youth’s life that impacts their functioning, daily
living situation or those that care for the child/youth

+ The Member is found HCBS/LOC eligible but initially declines CHCBS. A new
assessment is needed if the active determination is not utilized within six (6)
months of the date of the eligibility outcome

If a child/youth is found HCBS/LOC ineligible and there is a change in circumstances, the
child/youth can be reassessed at any time, as there is no wait period between assessments.

Capacity Management

Capacity Management is the process by which New York State manages the combined slots
for the 1915c Children’s Waiver. Slot capacity is tracked by NYS using target population
regionally. Upon completion of the HCBS/LOC Eligibility Determination within the UAS the
NYS Capacity Management team will review the Eligibility report by the next business day
and provide notification to the HHCM (or C-YES) of slot assignment. The Capacity
Management team will also send a Notice of Decision to the Member. Once assigned, the
Member will maintain the Waiver slot until discharged from the waiver.

Review Guidelines

Once LOC has been established (or LON once implemented) the HHCM (or C-YES) will work
with the Member to develop a person-centered Plan of Care (POC) inclusive of all eligible
and appropriate Services. The HHCM will work to refer the Member to all applicable CHCBS
providers within the plans network. Once referred CHCBS provider(s) will conduct service
specific evaluation(s) and forward additional information to Health Home Care Manager
regarding intensity and duration of services which is captured within the POC shared with
MVP.

HCBS providers will be required to submit a notification to MVP when a Member has been
accepted and a first appointment scheduled. Notification will allow for authorization of
specific CHCBS interventions as well as collaborative monitoring to assure timely and
appropriate care coordination. MVP utilization management will ensure the Member’'s plan
of care reflects the Member’s individual, assessed, and self-reported needs and is aligned
with concurrent review protocols.

MVP will oversee and support the Health Homes and CHCBS providers via identified
quality and utilization metrics and clinical review to ensure adherence with program
specifications as defined by NYS-established criteria. The program oversight includes
effectively partnering and engaging with contracted Health Home and HCBS providers to
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ensure that program operations and service delivery have a consistent focus on key factors
that result in quality and efficacious treatment for eligible enrollees.

All eligible Members will additionally be provided access to an MVP Care Manager who will
serve as the contact with the Health Home, review clinical information, and collaborate on
coordination of care, as appropriate.

These review guidelines provide a framework for discussion between HCBS providers and
MVP. The review process is a collaboration between all pertinent participants including but
not limited to, the Health Home Care Manager, HCBS provider and Member to review
progress and identify barriers or challenges that may be interfering with a reasonable
expectation of progress towards the Member's chosen goals. Conversations will focus on
the Member's needs, strengths, and history in determining the best and most appropriate
fit of the services. These review guidelines are applied to determine appropriate care for
all Members. In general, services will be authorized if they meet the specific criteria for a
particular service. The individual's needs, choice, and characteristics of the local service
delivery system and social supports are also taken into consideration.

Children’s Home and Community-Based Services Descriptions

Respite (Planned and Crisis)

Respite provides short-term assistance and/or relief for children with disabilities
(developmental, physical and/or behavioral), and family/caregivers. Respite can be planned
or delivered in a crisis environment. To the extent that the skilled nursing is provided as a
form of respite, this service must be ordered by a physician. This service may be provided
in a one-to-one, individual session, or group session. The need for crisis respite may be
identified because of a Medicaid State Plan crisis intervention or may come from referrals
from the emergency room, the community, LDSS/LGU/SPOA, school, self-referrals, or as
part of a step-down plan from an inpatient setting. Crisis respite should be included on
the plan of care to the extent that it is an element of the crisis plan or risk mitigation
strategy.

Caregiver/Family Advocacy and Support Services?

Caregiver/Family Advocacy and Support Services enhance the child/youth’s ability,
regardless of disability (developmental, physical, and/or behavioral), to function as part of
a caregiver/family unit and enhance the caregiver/family’'s ability to care for the
child/youth in the home and/or community as well as, provides the child/youth, family,
caregivers, and collateral contacts (family members, caregivers, and other stakeholders
identified on the child/youth’s POC) with techniques and information not generally
available so that they can better respond to the needs of the participant. These services
are intended to assist the child/youth, family/caregiver, and collateral contacts in
understanding and addressing the participant’'s needs related to their disabilities. These
services can enhance the child/youth’s ability, regardless of disability (developmental,
physical, and/or behavioral), to function as part of a caregiver/family unit and enhance the
caregiver/family’s ability to care for the child/youth in the home and/or community.
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The use of this service may appropriately be provided to prevent problems in community
settings when the child/youth is experiencing difficulty. The POC objectives must clearly
state how the service can prevent as well as ameliorate existing problems and to what
degree. This service cannot be used to develop an Individualized Education Program (IEP),
the plan for students with disabilities who meet the federal and state requirements for
special education, or to provide special education services to the child/youth. Participating
in community events and integrated interests/occupations are important activities for all
children/youth, including those with disabilities (developmental, physical, and/or
behavioral health in origin). Success in these activities is dependent not only on the
child/youth, but on the people, who interact with and support the child/youth in these
endeavors. Caregiver/Family Advocacy and Support services improve the child/youth’s
ability to gain from the community experience and enables the child/youth’s environment
to respond appropriately to the child/youth’s disability and/or healthcare issues.
Caregiver/Family Advocacy and Support Services are divided into Individual and Group
services, as well as different levels based on provider qualifications. They can be delivered
with or without the child/youth present. The services would be billed with distinct rate
codes for:

» Caregiver/Family Advocacy and Support Services — L1 Individual

+ Caregiver/Family Advocacy and Support Services

L1 Group of 2

+ Caregiver/Family Advocacy and Support Services

L1 Group of 3

» Caregiver/Family Advocacy and Support Services — L2 Individual

« Caregiver/Family Advocacy and Support Services —L2 Group of 2
« Caregiver/Family Advocacy and Support Services —L2 Group of 3

Prevocational Services

Prevocational services are individually designed to prepare a youth aged 14 or older to
engage in paid work, volunteer work or career exploration. Prevocational services are
structured around teaching concepts such as compliance, attendance, task completion,
problem solving, and safety based on a specific curriculum related to youth with
disabilities (developmental, physical, and/or behavioral). In addition, prevocational
services assist facilitating appropriate work habits, acceptable job behaviors, and learning
job production requirements. Prevocational services are not job-specific, but rather are
geared towards facilitating success in any work environment for children whose disabilities
do not permit them access to other prevocational services. The service will be reflected in
a participant’s service plan directed to teaching skills rather than explicit employment
objectives.

Supportive Employment

Supported employment services are individually designed to prepare individuals with
disabilities (developmental, physical, and/or behavioral) age 14 and older to engage in
paid work. Supported employment services aid participants with disabilities as they
perform in a work setting. Supported employment provides ongoing supports to
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participants who, because of their disabilities, need intensive ongoing support to obtain
and maintain an individual job in a competitive or customized employment, or self-
employment, in an integrated work setting in the general workforce for which an individual
is compensated at or above the minimum wage, but no less than the customary wage and
level of benefits paid by the employer for the same or similar work performed by
individuals without disabilities. The outcome of this service is sustained paid employment
at or above the minimum wage in an integrated setting in the general workforce, in a job
that meets personal and career goals.

Habilitation (Day and Community)

These services focus on helping children with developmental, medical, and behavioral
disabilities who are eligible for HCBS to be successful in the home, community, and school
by acquiring both social and environmental skills associated with his/her current
developmental stage. This service assumes that the child has never had skills being
acquire. Habilitation services assist children who have never acquired a particular skill with
the self-help, socialization, and adaptive skills necessary for successful functioning in the
home and community when other types of skill-building services are not appropriate. This
service may be delivered in an individual or group setting.

Habilitation is provided to the child and the child’'s family/caregiver to support the
development and maintenance of skill sets.

Palliative Care Counseling and Support Services

Palliative care is specialized medical care focused on providing relief from the symptoms
and stress of a chronic condition or life-threatening illness. The goal is to improve quality
of life for both the child/youth and the family. Palliative care is provided by a specially
trained team of doctors, nurses, social workers, and other specialists who work together
with a child/youth’s doctors to provide an extra layer of support. It is appropriate at any
stage of a chronic condition medical, physical or developmental condition, or life-
threatening illness and can be provided along with curative treatment. There are Palliative
Care Services available including:

« Palliative Care Pain and Symptom Management
+ Palliative Care Counseling and Support Services

« Palliative Care Massage Therapy

+ Palliative Care Expressive Therapy

Adaptative and Assistive Technology

This service provides technological aids and devices identified within the child/youth's Plan
of Care (POC) which enable the accomplishment of daily living tasks that are necessary to
support the health, welfare, and safety of the child/youth.
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Vehicle Modifications

This service provides physical adaptations to the primary vehicle of the enrolled
child/youth which, per the child/ youth’'s POC, are identified as necessary to support the
health, welfare, and safety of the child/youth or that enable the child/youth to function
with greater independence.

Environmental Modifications

Environmental Modifications provides internal and external physical adaptations to the
home or other eligible residences of the enrolled child/youth which, per the child/youth’s
POC, are identified as necessary to support the health, welfare, and safety of the
child/youth or that enable the child/youth to function with greater independence in the
home and without which the child/youth would require and institutional and/or more
restrictive living setting.

Most providers of environmental modifications, vehicle modifications, and adaptive and
assistive technology, V-Mods, and AT will require partial payment to purchase materials,
technology, and/or equipment. In addition, the evaluator/assessor invoice may have to be
paid prior to completion of the modification. To address these potential barriers, the NYS
DOH has established a Special Project Voucher (SPV) Fund and a process that will
eliminate the need for the LDSS to front funds to non-Medicaid enrolled providers in
advance of receiving Medicaid reimbursement for LDSS-authorized services.

Behavioral Health Prescription Drugs

Please refer to the MVP Pharmacy Benefits Section for more information.

Behavioral Health Access Standards

Behavioral health providers must adhere to the appointment availability time frames as set
forth below:

Service type Standard Urgent NON- BH specialist FOLLOW-UP FOLLOW-UP
URGENT TO TO
MH/Sud EMERGENCY JAIL/PRISON
OR HOSPITAL | Discharge
Discharge
MH OUTPATIENT Within 24 Within 1 week Within 5 days Within 5 days
CLINIC/ hours of of request of request of request
PROS clinic request
ACT Within 24 Within 5 days
hours of Of request
request
PROS Within 24 Within 2 Within 5 days Within 5 days
hours of Weeks of of request Of request
request request
CONTINUING DAY Within 2 Within 5 days
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Treatment Weeks of request
IPRT Within
2-4 weeks
PARTIAL Within 5 days
Hospitalization of request
INPATIENT Upon
PSYCHIATRIC presentation
Services
CPEP Upon
presentation
Crisis intervention | Upon Within 24 Immediately
presentation hours for
short term
respite
COMMUNITY Within 24
MENTAL hours of
HEALTH SERVICES request
(THESE ARE 599
CLINIC
SERVICES
OFFERED IN
The community)
From date of Within 1 week Within 5 days | Within 5 days
request of request of request of request
OASAS Within 24 Within 1 week | Within 5 days Within 5 days
OUTPATIENT hours of of request of request of request
Clinic request
Detoxification Upon
presentation
Sud inpatient Upon Within 24
rehab presentation Hours of
request
From date of
request
OPIOID Within 5 days
TREATMENT of request
Program
RESIDENTIAL Within 24 Within 2-4 Within 5 days
ADDICTION hours of Weeks of of request
Services request request
Behavioral Health Home and Community Based Services
PSYCHOSOCIAL n/a n/a Within 2 Within 5 days
REHABILITATION, weeks of of request
CPST request
HABILITATION,
AND
FAMILY SUPPORT
AND
Training
EDUCATIONAL n/a n/a Within 2 n/a
AND weeks of
EMPLOYMENT request
SUPPORT
Services
Peer supports n/a Within 24 Within 1 week Within 5 days
hours for of request of request
symptom
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| management

Mental Health Parity

The Mental Health Parity and Addiction Equity Act of 2008 ("MHPAEA") and Chapter 748 of
the Laws of 2006 (a New York State law commonly referred to as “Timothy’s Law") require
health insurance plans to provide coverage benefits for behavioral health and substance
use disorder conditions in a manner that ensures “parity” with physical illnesses.

MVP Provides broad-based coverage for the diagnosis and treatment of behavioral health
conditions, equal to the coverage provided for other physical health conditions. Behavioral
health conditions include mental health and substance use disorders. Accordingly, there is
no number of day or visit restrictions for Members who have a behavioral health benefit
and meet Medical Necessity criteria. Prior approval requirements may be applicable. The
utilization review conducted by MVP for each request or claim for behavioral health
benefits is comparable to, and applied no more stringently than, the utilization review
conducted by MVP for each request or claim for similar Medical/Surgical benefits. Any
annual or lifetime limits on behavioral health benefits for MVP plans are no stricter than
such limits on Medical/Surgical benefits. MVP does not apply any cost-sharing
requirements that are applicable only to behavioral health benefits. MVP does not apply
any treatment limitations that are applicable only to behavioral health benefits, except for
family counseling services, which may be limited to 20 visits per calendar year. Where an
MVP Product covers Medical/Surgical benefits provided by out-of-network Providers, the
MVP Product will equally cover Behavioral Health benefits provided by out-of-network
Providers.

Where an MVP Product has a deductible, MVP will charge a uniform deductible for all
benefits, irrespective of whether Covered Services are rendered for Medical/Surgical or
Behavioral Health conditions, with the exception that MVP charges a separate deductible
for prescription drugs.

Confidentiality of Behavioral Health and Substance Use Disorder
Information

Providers are required to develop policies and procedures to ensure the confidentiality of
behavioral health and Substance Use Disorder information. Comprehensive policies must
include:

» Initial and annual in-service education of staff, contractors

« Identification of staff allowed access and limits of access

» Procedure to limit access to trained staff (including contractors)
* Protocol for secure storage (including electronic storage)

* Procedures for handling requests for BH/SUD information protocols to protect persons
with behavioral health and/or substance use disorder from discrimination

Provider Policies |29



Behavioral Health

Cultural Competency

All Participating Providers must ensure that services are provided to Members in a
culturally competent manner. For more information on the MVP policy, please review the
MVP Provider Responsibilities Section.
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Overview

MVP and its Participating Facility Providers use industry-standard billing formats, which
allow for efficient claims processing and an expedited adjudication of cleanly submitted
claims. Facility Providers should refer to the rate sheet documents contained in their most
current MVP agreement for the methodologies specific to that Facility Provider's
reimbursement.

Inpatient Hospital Services

The following represent the most inpatient stay categories for which payment rates may be
distinguished:

* Medical/surgical

+ ICU/CCU

* Obstetrical delivery

* Obstetrical-related care; non-delivery
« Newborn

+ Neonatal intensive care

» Licensed, hospital-based skilled nursing facility
+ Tertiary care exclusions

« Skilled nursing level

* Physical rehab

+ Sub-acute level

4

Note: Payment rates are “all inclusive,” meaning that all services provided during the
inpatient stay, including all pre-admission testing, will be paid at one rate. Except as
defined in the agreement, MVP does not reimburse hospitals separately for any service
provided during the inpatient stay. The hospital may elect to include the Provider
component in the inpatient per diem or case rates. The effective date of a hospital's rates
is indicated on its rate sheet. Newborn reimbursement includes payment for the New York
State-required newborn hearing screening.

Per diem services that overlap contract periods will be paid based on the rate effective on
the applicable date of service. Diagnosis Related Group (DRG) and case rates will be paid
based on the Member's admission date. MVP considers the Member’s inpatient hospital
admission date to be the date and time the Provider writes the order to admit the Member
to an inpatient level of care. MVP, in conjunction with facilities that have rate agreements,
has reimbursement methodologies in place to process and pay different levels of inpatient
care, as appropriate, within a hospital stay.

DRG Reimbursement Payment Methodology

DRG reimbursement is a payment methodology that reimburses select hospitals a lump
sum payment for the entire admission to the facility. Facility pre-admission testing or
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outpatient services that are provided three or more days immediately preceding and
including the date of admission are included in the inpatient payment. MVP utilizes the
NYS Department of Health All Payer Revised DRG reimbursement rules and methodologies
in addition to Medicare Severity (MS) DRG methodology reimbursement for MVP Medicare
as outlined in the hospital’s rate sheet documents. If Members require hospital services
during the covered admission which are not available at the hospital, the hospital will be
responsible for all costs of covered services provided at other facilities, including
transportation to those facilities unless the Member is discharged from the hospital prior
to treatment. A hospital must notify MVP of all Member admissions within 24 hours of
each admission or the first business day after each admission if the admission takes place
on a weekend or MVP-recognized holiday (see Concurrent Review in Utilization
Management for more details).

Outpatient Hospital Services

Examples of outpatient service types for which payment rates may be distinguished
include:

Ambulatory surgery/major
Ambulatory surgery/minor
Laparoscopic surgery

Scope procedures

Angioplasty

Cardiac catheterization
Observation stays

Emergency room
Electrophysiology studies

Sleep studies

Physical, occupational, and speech therapy
Non-capitated lab services
Non-capitated radiology services
MRI/MRA

PET and PET/CT

Lithotripsy

Hyperbaric chamber

Wound care

Other special case rates

Other referred ambulatory services

Other referred ambulatory services without CPT or HCPCS procedure code
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“Per Visit” Outpatient Service Format

All surgeries, scope procedures, cardiac catheterization, lithotripsy, emergency room,
observation bed, PT/OT/ ST, sleep study services, and other services are subject to a “per
visit” payment methodology. This methodology assumes that the payment rates are all-
inclusive, which means all services provided during the outpatient visit are included in one
case rate, including preadmission testing. Except as defined in the Agreement, MVP will
not reimburse hospitals separately for any service provided during the outpatient visit. The
hospital may elect to include the Provider component in the “per visit” rates.

Hospital-Based Ambulatory Surgery

Hospital-based ambulatory surgery services are determined by the principal CPT procedure
codes. CPT and HCPCS codes designated as ambulatory surgery are updated annually.

The payment rates for hospital-based ambulatory surgical procedures are all-inclusive and
include all facility services directly related to the procedure within 24 hours of the surgery.

Reimbursement for hospital-based ambulatory surgical procedures is defined by the
Provider contract. If the patient is admitted following the surgery, the hospital’s
ambulatory surgery services are inclusive to the payment terms of the inpatient service
category.

Observation Status

Please refer to MVP Payment Policies, Observation Services for Facilities and Providers.

Emergency Room

Emergency room (ER) services are defined by the applicable revenue codes 0450-0459
(excluding 0456). One of MVP’s ER methodologies is a four-level program based upon
diagnosis severity of an ER visit. The principal diagnosis submitted on the UB04, or
Standard EDI Transaction (ANSI 837) will determine the ER level and thus the payment
rate. The MVP ER classification system is updated annually to add new codes and remove
deleted codes. If a patient is approved for an inpatient admission, ambulatory surgery, or
observation of the ER, services are inclusive to the payment terms of those service
categories.

Multiple Surgery Protocol—Vermont only

Refer to the MVP Payment Policies for information.

Other Referred Ambulatory Procedures

The laboratory, radiology, and other referred ambulatory procedures are defined as
referred care not part of a “per visit” service type. MVP will only reimburse these
procedures if they are not covered as part of an existing capitation agreement or other
contract. It is important that hospitals follow the guidelines for billing and claims
submission relative to the contract that is in place for these services. Under a fee schedule
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agreement, if a laboratory, radiology, or other referred ambulatory procedure is not
covered as part of an existing contract, these procedures are to be reimbursed on a fee-
max-based system. The fee-max-based system is based upon the resource-based relative
value scale (RBRVS) for Provider payment format. The RBRVS uses the federal system that
assigns a relative value unit to CPT or HCPCS procedure codes multiplied by a negotiated
“conversion factor” dollar amount.

The RBRVS RVUs that MVP uses as well as the Clinical Lab Fee Schedule are available at
National Provider Fee Schedule Relative Value File from Medicare at cms.gov. If Medicare
has not published an RVU for a given code, MVP will pay these codes at all other referred
ambulatory rates without CPT/HCPCS code at reasonable charges. Please refer to your rate
agreement for further details. Under a fee-max-based system, the amount allowed shall
not exceed billed charges.

On or about January 1 of each year, MVP will update the MVP Fee Schedule to be
consistent with the regionally or nationally adjusted Medicare Fee Schedule most recently
updated during the immediately preceding calendar year. Such updates shall not be
retroactive.

Free-Standing Ambulatory Surgical Centers

Services provided at free-standing ambulatory surgical centers are determined by the
principal CPT procedure code detailed on the CMS-1500 claim form or the Standard EDI
Transaction (ANSI 837). CPT and HCPCS codes designated as ambulatory surgery are
updated annually.

Reimbursement for free-standing ambulatory surgical center procedures is defined by the
Provider contract. Unless specifically contracted, reimbursement for professional services
is not included.

Urgent Care Centers

Services provided at urgent care centers are determined by the place of service code
detailed on the CMS-1500 claim form or the Standard EDI Transaction (ANSI 837). CPT and
HCPCS codes are updated annually.

Reimbursement for urgent care center procedures is defined by the Provider Agreement.

OMH-licensed or OASAS-certified Ambulatory Behavioral Health
Services

Notwithstanding anything to the contrary in a Participating Provider’'s provider services
agreement, Participating Providers shall be reimbursed in accordance with the applicable
ambulatory patient group ("APG") rate-setting methodology or other government rates
established and published by the New York State Office of Mental Health (OMH) or New
York State Office of Alcoholism and Substance Abuse Services (OASAS) as required for
certain services, including OMH-licensed or OASAS certified ambulatory behavioral health
services and outpatient mental health services at Article 28 hospital-based and free-
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standing clinics, Article 31 and Article 32 outpatient clinics, and rehabilitation and Opioid
Treatment Programs, regardless of billed charges and/or any other rates identified in the
Participating Provider's fee schedules. Therefore, any requirement, whether it be in the
Participating Provider's provider services agreement or fee schedules, that the
Participating Provider be paid the lesser of billed charges or the rates set forth in the
Provider services agreement or fee schedules, is not applicable to claims for those certain
services which are required to be reimbursed using the APG methodology or other
required government rates.

Laboratory Data

Overview

Laboratory data is essential to MVP’'s HEDIS, risk and clinical operations and analytics. A
secure file transfer process will be established to allow for seamless transfer of laboratory
data to MVP.

Required Data Requirements

Table 1 contains the requirements for the data elements that must be sent to MVP.

Table 1: Required Data Requirements

Area Definitions Comments
Content/File Data Format List of Data elements E.g., Date of Service, See Table 2 below
Member ID, LOINC, etc.
Naming Convention Vendor name and date
File Frequency Requirement How often/what date file is sent to MVP Monthly
Transmission Schedule Date and time the file sent Suggest 20th of the month
at9am
Transmission Requirements Protocol by which the data will be sent SFTP
Encryption Encryption to be used PGP Encryption
Aggregation/Compression Type of compression to be used Zip
General File Characteristics Encoding of the file All upper case, ASCII
Tilde (~) delimited, cr/If line terminations
Sensitivity Does this file contain PHI; PIl; STI/Substance
Abuse data, or other information requiring
special handling?

Required Data Elements

Table 2 indicates the fields that must be submitted in laboratory data feeds transmitted to
MVP. MVP wants to receive all laboratory tests conducted on their Members in their
monthly submissions.

Table 2: Required Data Elements

Field Description File Format

Member ID 11-digit unique identifier String (11)

Name (Last Name, First Name MI) String (<255)

Date of Birth Date of birth formatted as 'MM/DD/YYYY' String (10)

Lab ID Site of Service location String (<255)

Ordering Provider If known, formatted as Last Name, First Name, | String (<255)
MI, Credential: e.g., Smith, John, A, MD
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Field Description File Format
DOS Date of service formatted as ‘'MM/DD/YYYY' String (10)
CPT/HCPCS Procedure Code CPT or HCPCS Procedure Code String (10)
LOINC LOINC String (20)
Result Test results String (<255)
Principal Diagnosis Code If available String (<255)

Lab Test Panel Code

Two sample values: 52142E, 15981X

String (20)

Lab Test Panel Name

Two sample values: "HETEROPHILE, MONO
SCREEN", "CELIAC DISEASE COMP PANEL"

String (<255)

Lab Test Code

Two sample values: 4011, 5620

String (<255)

Lab Test Description

Two sample values: "HETEROPHILE, MONO
SCREEN", "TISSUE TRANSGLUTAM AB IGA"

String (<255)

Reference Range Description

Two sample values: Negative, <5

String (20)

Reference Range Low Value

Two sample values: 0000011000000,
0000003800000

String (<255)

Reference Range High Value

Two sample values: 0000011000000,
0000003800000

String (<255)
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MVP’s New York State Government Programs (Medicaid, Health
Recovery Plan and Child Health Plus)

MVP’s New York State Government Program Plan types offer more health plan choices for
individuals and families. MVP’s high quality, affordable health plan options include:

Medicaid Managed Care is a health insurance program for low-income children and adults.
Eligibility is based on income and family size, as well as citizenship and immigration
status. Medicaid is also available to people of any age who are blind or disabled. There are
no monthly premiums for Medicaid.

Child Health Plus is a health plan for kids that don’t qualify for Medicaid. AlImost all
children, under age 19, qualify for health coverage with Child Health Plus regardless of
family income or immigration status. Depending on income, a small monthly premium may
be all that is needed to enroll a child.

MVP Harmonious Health Care Plan is a Medicaid Managed Care product called a Health
and Recovery Plan (HARP) that combines physical health, mental health, and substance use
services in an integrated way, helping members navigate social care needs such as housing,
living independently, getting an education, finding a job, managing stress, and more. Eligibility
for HARP services is determined by New York State.

Member Rights and Responsibilities

Members have rights pursuant to Federal and State law and the applicable program
contract. These rights are summarized below. Additionally, Member rights and
responsibilities are outlined in the MVP Health Care Member Handbook provided to all
Members upon enrollment.

An MVP Member has the right to:

« Receive information about MVP Health Care, our services, our providers, and
Member rights and responsibilities

+ Be cared for with respect, without regard for health status, sex, race, color, religion,
national origin, age, marital status, or sexual orientation

An MVP Member has the responsibility to:
*  Work with providers to guard and improve health

Use the MVP complaint system to settle any complaints, or contact the New York State
Department of Health or the local Department of Social Services

» Receive considerate and respectful care in a clean and safe environment free of
unnecessary restraints
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MVP’s New York State Government Programs Plan Types

The following plan types are printed on the Member’s MVP ID card:

* MVP Medicaid Managed Care (MVPM)

*  MVP Medicaid Managed Care SSI (MVPMS)

«  MVP Child Health Plus (MVPCQ)

*  MVP Harmonious Health Care Plan Health and Recovery Program (MVPH)

Member-Initiated PCP Changes

A Member may change his/her PCP by contacting the Customer Care Center. Upon selecting
a new PCP, the member will be issued a new MVP ID card. These changes will also appear on
mvphealthcare.com. Providers are encouraged to verify members' enrollment at every
visit.

PCP-Initiated Changes

If a PCP believes that he/she can no longer manage the member's care, the Provider
should submit a letter to their local Professional Relations Department documenting the
reasons necessitating the change. Reasons for a PCP to request a change might include:
« Consistent physical or verbal abusiveness to a provider and/or the providers' staff
« Fraudulent activity
* Repeated non-compliance with treatment plan or keeping appointments

* Repeated non-compliance with MVP administrative guidelines

Providers should include documentation of events and any follow-up taken by the provider
and the providers' staff. Additionally, the documentation should show:

* The Provider has ruled out any underlying medical conditions that may be
impacting the Member's behavior

* Any special considerations the office may be able to address regarding any
disabilities the Member might have

« Any cultural issues that might impact the Provider’s ability to work effectively with
the Member

* Any additional training delivered or necessitated for staff to be able to work more
effectively with the Member
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Self-Referral and Free Access

MVP Medicaid Managed Care (MMC) Members may self-refer for the following services:

* Unlimited Mental Health and substance use assessment services from Participating
Provider and BH-HCBS applicable to HARP Members (exceptions: ACT, inpatient
psychiatric hospitalization, and partial hospitalization.)

* Routine vision screening with a Participating Provider every two years
+ Diagnosis and treatment of tuberculosis by public health agency facilities

« Family planning and reproductive health services from any MVP Participating
Provider or any Medicaid provider

Restricted Recipient Program

Restricted Recipients are Members identified by OMIG and assigned to specific pharmacies
or Providers in the MVP Network. Usually, these members are “restricted” due to evidence
of abuse or fraudulent behavior.

The following procedures should be followed when treating MVP MMC Members.

« Verify eligibility by visiting mvphealthcare.com, using the MVP Member ID (not CIN)
presented on the ID card. The word “Restricted” may be present on the Member’s
ID card. MVP’'s website will inform you if the Member is restricted and instruct you
to call the Customer Care Center for Providers for additional information on the
restriction to ensure coverage and confirm referral requirements

*  MVP shall not pay for any services rendered to a Restricted Member by a Provider
that has not been assigned unless MVP has issued a referral to you as requested by
the designated provider

« Participating Providers Assigned to care for Restricted Members may submit
specialist referrals using MVP’'s online referral system or by faxing a referral request

« Specialty referrals and changes to restricted pharmacy are required for all
Restricted Recipient Members with a Provider restriction

* Restricted Members are notified of such restriction in writing and must go to their
assigned health care provider for treatment

Members in a restricted status have been told which Provider they can go to. They are
notified in writing, and the Provider they are assigned to is told as well.

Public Health

Tuberculosis (TB) Screening, Diagnosis and Treatment
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PCPs are expected to perform tuberculin screening of adults in high-risk groups. This
includes persons who have signs or symptoms of clinically active TB. TB screening
guidelines can be found within the age-specific MVP Preventive Care Guidelines.

Required Reporting to Local Department of Health

MVP requires Providers to report to the local County Department of Health (CDOH), as
required by state health codes. MVP also expects the PCP and other providers to
cooperate with the CDOH to identify case contacts and arrange for or provide services and
follow- up care. MVP encourages all Providers to consult with their respective CDOH on TB
treatment and preventive therapy. Providers should call their local county department of
social services for the appropriate contact number.

Reporting Cases to MVP

MVP requires Providers to report active TB cases to the MVP supervisor of case
management to ensure that: (1) case management is initiated; and (2) Appropriate referrals
are made to providers within the MVP network, when required (See Utilization
Management for MVP’s referral policy).

Preventive Therapy and Treatment for Active TB

In the absence of HIV or other complications, the PCP or specialist managing the case should
provide preventive treatment to Members who have a positive skin test, following the Centers for
Disease Control (CDC) guidelines or other accepted treatment protocols. MVP encourages PCPs to
refer active cases, including drug-resistant cases, to hospital-based programs or specialized TB
clinics.

HIV-Positive TB Patients

MVP encourages the Provider to refer HIV-positive individuals with TB to providers in
designated AIDS centers who have TB treatment expertise. An individual with a dual
diagnosis of TB and mental illness may require a referral to a specialized clinic or program.

Members Who Are Non-Compliant with Drug Therapy

If there is a need for Directly Observed Therapy (DOT), the case will be referred by the PCP
to the city or county DOH for assessment. Providers are required to report positive TB
cases to their local public health agency. Refer to the list of Important Numbers at the end
of this section for phone numbers to report TB and other communicable diseases.

Sterilization and Hysterectomy

Sterilization and hysterectomy procedures for MVP’s NYS Government Programs Members
require an administrative Prior Authorization for all procedures, not a medical necessity
review. For sterilization procedures performed on male and female Members, the New York
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State Sterilization Consent Form (DSS-3134) must be attached to the Prior Authorization
request form. For hysterectomies, New York State Hysterectomy Information Form (DSS-
3113) must be attached to the prior authorization request form. Prior authorization
requests with the required consent form must be faxed to MVP's Provider Services
Department at fax number 585-327-5759.

Informed Consent for Sterilization and Hysterectomy

Participating Providers and certified nurse-midwives must comply with documentation,
possess* (should this be “process”?), and quality standard requirements including informed
consent procedures for hysterectomy and sterilization as specified in 42 CFR, Part 441,
sub-part F, and 18 NYCRR §505.13. Participating Providers are required to keep on file
copies of the sterilization consent form and/or acknowledgement of the Hysterectomy
Information Form for MVP MMC Members who receive these services.

The Member must:

+ Beat least 21 years old
« Beinformed of the risks and benefits of sterilization

« Signthe mandated sterilization consent form (LDSS-3134) not less than 30 days or
more than 180 days prior to performance of the procedure

Sterilization

Documentation, Process, and Quality Standards Requirements

Medicaid Management Information System (MMIS) in conjunction with the above noted
Federal and State citations for Medicaid Members seeking a sterilization procedure
includes the following requirements to be completed by the servicing provider:

* Informed Consent—The person who obtains consent for the sterilization procedure
must offer to answer any questions the Member may have concerning the
procedure, provide a copy of the New York State Sterilization Consent Form (DSS-
3134), and provide verbally all the following information or advice to the Member
to be sterilized:

o Advise that the Member is free to withhold or withdraw consent to the
procedure at any time before the sterilization without affecting the right for
future care or treatment and without loss or withdrawal of any federally
funded program benefits to which the Member might be otherwise entitled.
Give a description of available alternative methods of family-planning and
birth control

o Advise that the sterilization procedure isirreversible

o Athorough explanation of the specific sterilization procedure to be
performed
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o Afulldescription of the discomforts and risks that may accompany or follow
the performance of the procedure, including an explanation of the type and
possible effects of any anesthetic to be used

o Afulldescription of the benefits or advantages that may be expected because
of the sterilization

o Advise that the sterilization will not be performed for a least 30 days except in
the circumstances specified below under “Waiver of 30-day Waiting Period”

In addition to provision of this information at the initial concealing session, the Provider
who performs the sterilization must discuss the above with the Member shortly before the
procedure, usually during the preoperative examination.

1.

Waiting Period—The Member to be sterilized must have voluntarily given informed
consent not less than 30 days or more than 180 days prior to sterilization.

Waiver of 30-Day Waiting Period—The only exception to the 30-day waiting period is
in cases of premature delivery when the sterilization was scheduled for the expected
delivery date of emergency abdominal surgery. In both cases, informed consent must
have been given at least 30 days before the intended date of sterilization. Since
premature delivery and emergency abdominal surgery are unexpected but necessary
medical procedures, sterilizations may be performed during the same
hospitalization, if 72 hours have passed between the original signing of the informed
consent and the sterilization procedure.

Minimum Age—The Member to be sterilized must be at least 21 years old at the time
of giving voluntary, informed consent to sterilization.

Mental Competence—The Member must not be a mentally incompetentindividual.
To this restriction, “mentally incompetent individual” refers to an individual who has
been declared mentally incompetent by a Federal, State, or Local court of competent
jurisdiction for any purposes unless the individual has been declared competent for
purposes which include the ability to consent to sterilization.

Institutionalized Individual—The Member to be sterilized must not be an
institutionalized individual. For the purposes of this restriction, “institutionalized
individual” refers to an individual who is (1) involuntarily confined or detained, under
a civil or criminal stature, in a correctional or rehabilitative facility, including a mental
hospital or other facility for the care and treatment of mental illness; or (2) confined
under a voluntary commitment in a mental hospital or other facility for the care and
treatment of mental illness.

Restrictions on Circumstances in Which Consent is Obtained—Informed consent
may not be obtained while the Member to-be-sterilized isin labor or childbirth;

seeking to obtain or obtaining an abortion; or under the influence of alcohol or
other substances that affect the Member's state of awareness.

Foreign Languages—An interpreter must be provided if the Member to-be-sterilized
does not understand the language used on the consent form or the language used
by the person obtaining informed consent.
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8. Handicapped Persons—Suitable arrangements must be made to insure that the
sterilization consent information is effectively communicated to deaf, blind, or
otherwise handicapped individuals.

9. Presence of Witness—The presence of a witness is optional when informed consent
is obtained.

One copy of the completed New York State Sterilization Consent Form (DSS-3134) or
Acknowledgment of Receipt of Hysterectomy Information Form (DSS-3113) must be given
to the Member and one copy of the completed form must be kept in the member’s medical
record.

Hysterectomy

Federal regulations prohibit reimbursement for hysterectomies which are performed solely
for the purpose of rendering the Member permanently incapable of reproducing; or if
there was more than one purpose to the procedure, it would not have been performed but
for the purpose of rendering the individual permanently incapable of reproducing.
Approved procedures will be reimbursed by MVP only if the Member (and her representative,
if any) has been informed verbally and in writing prior to surgery that a hysterectomy will
render her permanently incapable of reproduction. In addition, the Member (or her
representative, if any) must sign a written acknowledgment of receipt of that information.
The requirements for the Member's written acknowledgment can be waived if:

« Thewoman was sterile prior to the hysterectomy.

* The hysterectomy was performed in a life-threatening emergency in which prior
acknowledgment was not possible. This must be documented by the surgeon who
performs the surgery.

+ Acknowledgment of receipt of Hysterectomy Information Form (DSS-3113). This form
documents the receipt of hysterectomy information by the Member or the surgeon'’s
certification of reasons for waiver of the acknowledgment. It also contains the
surgeon’s statement that the hysterectomy was not performed for the purpose of
sterilization.

Copies of the New York State Sterilization Consent form or the Acknowledgement of Receipt of
Hysterectomy Information form (DSS-3113) can be obtained online at:
health.ny.gov/health_care/medicaid/publications/ldssforms.

Lead Screening

Providers must comply with lead screening follow-up as specified in TONYCRR, Sub-par
67.1. MVP will reimburse for “point-of-care” blood lead testing of children under age 6
years and pregnant women when performed by practitioners operating Provider Office
Laboratories (POLs) that hold appropriate CLIA certification, and clinics that operate
Limited-Service Laboratories (LSLs) registered by Wadsworth Center for blood lead
analysis. These changes also require properly certified Providers with in-office labs and
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clinics that operate limited services laboratories to report blood lead test results to the
NYS Department of Health (NYSDOH) and the Local Public Health Agency (LPHA).

Child/Teen Health Program

MVP participates in the high-priority New York State Child/Teen Health Program (C/THP)
for Medicaid-eligible children under age 21 years, which promotes the provision of early
and periodic screening services (Well Care Exams), with diagnosis and treatment of any
physical, mental, or dental health problems identified during the conduct of well care, to
be consistent with nationally recognized standards.

MVP follows the recommendations of the American Academy of Pediatrics (AAP) for
preventive care for children and adolescents and promotes the guidelines including the
AAP periodicity schedule with plan providers who care for MVP children and adolescents.
MVP assesses provider adherence to guideline recommendations through HEDIS- NYS
QARR reporting.

MVP also takes steps to identify Members who do not access preventive care services,
including Well Care Exams, immunizations, and blood lead testing. MVP helps with
appointment setting and transportation coordination and works to address any barriers
that exist to ensure Medically Necessary and preventive care is delivered.

MVP includes pediatric preventive care guidelines inits Provider Quality Improvement
Manual. For a paper copy, call the Ql Departmentat 1-800-777-4793, ext. 12247. The
manual also is available by visiting mvphealthcare.com.

Immunizations for Medicaid Managed Care and Child Health
Plus Members

MVP is taking steps to identify Members who do not access certain preventive care
services, including immunizations. A list of these Members will be generated monthly and
sent to the appropriate PCP. To ensure children are receiving necessary services, PCPs may
be asked to cross reference the information MVP provides with their own records and, if
necessary, contact the Member and encourage a preventive care visit.

The New York State Vaccines for Children (NYS VFC) immunization program provides free
vaccines to Providers who are program participants. Children under 18 who are members
of the Medicaid Managed Care and Child Health Plus coverage programs receive vaccines
through the NYS VFC program. Providers may call 1-800-KID-SHOTS (1-800-543-7468) for
more information and to register with this program.
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Rehabilitative Service Coverage

Including the evaluation, MVP will cover Physical Therapy for Speech Therapy and
Occupational Therapy services without limits.

Prevention of Sexually Transmitted Diseases

Providers are responsible for the screening, treatment, and education of members regarding
the risks of sexually transmitted diseases. Providers are also responsible for reporting cases
of sexually transmitted diseases to local public health agencies and cooperating with
contact investigations in accordance with all existing state and local regulations.

Breast Cancer Surgery Facilities

See the MVP Utilization Management policy section.

New York State Medicaid Perinatal Care Standards

The New York State Medicaid Perinatal Care Standards apply to Medicaid Managed Care
(MMCQ) Plans including HARP and are applicable to all Medicaid perinatal care providers
who provide prenatal/antepartum care, intrapartum care, and/or postpartum care.
Participating Providers and Facilities must adhere to all requirements, practice and care
standards as may be updated from time to time by New York State through the
*Department of Health. Obstetric Providers must establish and educate patients regarding
arrangements for availability of after-hours, on-call and emergency consultation.

*Please refer to the most current New York State Medicaid Perinatal Care Standards available
at Medicaid Perinatal Care Standards (ny.gov).
https://www.health.ny.gov/health_care/medicaid/standards/perinatal_care/

Provider Practice Guiding Principles

All pregnancy-related clinical care and services must be delivered in a high-quality,
person-centered, cohesive, and comprehensive manner across all Provider types. To
accomplish this goal, all Providers who deliver care to pregnant/postpartum persons must
adopt, where applicable, a clinical practice philosophy that:

1. Is consistent with current standards of care, evidence-based practice, and practice guideline
recommendations of professional clinical organizations including, but not limited to, the
American College of Obstetricians and Gynecologists (ACOG), the American Academy of
Pediatrics (AAP), the American Academy of Family Providers, the Centers for Disease Control
and Prevention (CDC), and the U.S. Preventive Services Task Force (USPSTF)
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2. Applies a health equity framework to eliminate racial and ethnic inequities, implicit bias, and
racism. Engages with stakeholders, including but not limited to pregnant/postpartum
persons, families, and community partners, to improve racial and ethnic equity, trust, and
quality of care.

3. Demonstrates cultural humility with and sensitivity to all pregnant/postpartum persons,
including but not limited to those with limited English proficiency and diverse cultural and
ethnic backgrounds, sexual orientations, gender identities, and faith communities.
Interpretation services must be offered to pregnant/postpartum persons whose primary
language is not English, in-person when practical, or via video chat or telephone if an in-
person translator is not immediately available.

4. s patient-centered and focused on meeting the unique needs of the
pregnant/postpartum person based on their biopsychosocial circumstances and pregnancy
risk level. Provides respectful maternity care, defined as a universal human right that
encompasses the principles of ethics and respect for the pregnant/postpartum person's
feelings, dignity, choices, and preferences.

5. Promotes timely access to needed services, including timely referral to appropriate
levels of prenatal care (basic, specialty, and subspecialty).

6. Promotes comprehensive early and ongoing biopsychosocial risk assessment to
prevent, promptly recognize, and treat conditions associated with maternal and
neonatal morbidity and mortality.

7. Utilizes an integrated care model, with emphasis on continuity of care and prompt
communication with all members of the pregnant/postpartum person’s care team,
including the principal maternal Provider, specialist practitioners, mental health
Providers, substance use disorder Providers, nutritionists, social workers, and
community organizations, as needed.

8. Has systems and protocols in place for tracking, notifying, and engaging
pregnant/postpartum persons who need follow-up services or visits, including
those who need follow-up visits for abnormal test results.

9. Conducts quality improvement activities including, but not limited to, the evaluation
of the quality, safety, and appropriateness of care provided, and participates in
quality improvement activities. Process and outcome data must be tracked,
analyzed, and used forimproving quality and patient safety.

Principal Maternal Care Provider Training and Credentials
1
Every pregnant/postpartum person must have a principal maternal care Provider. The

principal maternal care Provider functions as the pregnant/postpartum person’s main
maternal care Provider and is responsible for leading and coordinating the
pregnant/postpartum person's obstetric care throughout the course of the pregnancy and
postpartum period (the 12 weeks immediately following delivery). Maternal care services can
be provided by Providers who have any of the following credentials:
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1. NYS licensed Provider (MD/DQ) practicing in accordance with Article 131 of the
New York State Education Law, and who is Board Certified or Board Eligible in
Family Medicine or Obstetrics & Gynecology or has completed an accredited
residency program in Family Medicine or Obstetrics/Gynecology.

2. NYS licensed Midwives practicing within their training level and scope of practice,
and in accordance with Article 140 of the New York State Education Law.

3. NYS licensed Nurse Practitioner (NP) practicing within their training level and scope
of practice, and in accordance with Article 139 of the New York State Education
Law.

The principal maternal care Provider serves as the pregnant/postpartum person’s principal
obstetric Provider for the pregnant/postpartum person during the pregnancy and
postpartum period (the 12 weeks immediately following delivery).

The designated Primary Care Provider will remain the Primary Care Provider for the
pregnant/postpartum person during the pregnancy and postpartum period. When
appropriate, the designated Primary Care Provider may also be the principal maternal care
Provider.

* Therole of the consultant during the follow-up care throughout the stages of
pregnancy

+ The sharing of patient/clinical information between the primary care obstetrical
provider and the special care consultant

Access to Care

Pregnant/postpartum Medicaid persons must be offered prenatal care in a timely manner
that is aligned with the requirements of the NYS Medicaid Managed Care, Model Contract.
Providers must, at a minimum, follow these standards but are strongly encouraged to see
the pregnant/postpartum person as soon as possible.

Initial prenatal care visit:

« First Trimester: visit must occur within 3 weeks of the request for care
« Second Trimester: visit must occur within 2 weeks of the request

» Third Trimester: visit must occur within 1 week of the request

« Initial Family Planning visit must occur within 2 weeks of the request

+ Emergency care must always be available at an Emergency Room

For specialist referrals and urgent matters during pregnancy:

» Urgent specialist referrals must be seen as soon as clinically indicated, not to exceed
72 hours
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«  Non-urgent specialist referrals must be seen as soon as clinically indicated, not to
exceed 2 to 4 weeks of when the request was made

* Fornon-emergent, but urgent matters, pregnant persons must be seen within 24-
hours of request

Maternal care practices must provide or arrange for the provision of 24 hour/7 day/week
coverage as follows:

« After hours and weekend/holiday number to call that leads to a person or option
for leaving a message that can be returned by a health care professional within one
hour

* The access-to-care standards mentioned above only depict the minimum required
time frames by which pregnant persons must be seen if they request a visit.
However, pregnant persons may require more frequent visits and follow-ups, and
may need to be seen much sooner, depending on their unique medical-psychosocial
condition and needs. Providers must consider each pregnant person’s unique
medical profile, health needs, and severity of the issue at hand when scheduling the
pregnant person’s visits. Providers must always strive to see pregnant persons as
soon as possible and as frequently as possible, depending on their medical,
obstetric, and/or psychosocial needs

« For routine, periodic, non-acute prenatal care visits, maternal care Providers must
follow ACOG/prenatal care visit timing and frequency recommendations

Presumptive Eligibility/Medicaid Coverage

Maternal care Providers must assist or refer pregnant Members for assistance with
application for Medicaid and managed care plans.

Medicaid enrolled licensed Article 28 providers of prenatal care must perform Presumptive
Eligibility determinations and assist pregnant Members in completing the Medicaid
application and submitting the completed Medicaid application (DOH-4220) to the
appropriate local Department of Social Services for a full Medicaid eligibility
determination. The Presumptive Eligibility determination is performed during a visit to the
Provider.

All prenatal care service Providers must provide prenatal care services to pregnant
individuals determined to be presumptively eligible for medical assistance but who are not
yet enrolled in Medicaid.

Comprehensive Prenatal Care Risk Assessment

Principal maternal care Providers must conduct a comprehensive prenatal care risk
assessment at the first prenatal care visit. The purpose of the comprehensive prenatal care
risk assessment is to identify all relevant past and current maternal-fetal biopsychosocial
risk factors as early in the pregnancy as possible, so that the identified risk factors can be
promptly addressed before they cause any harm to the pregnancy. The comprehensive risk
assessment must include all the components in the ACOG Antepartum Record and
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Postpartum Form and must also include the assessment of all the relevant past and current
maternal-fetal medical, dental, mental health, substance use, nutritional, and psychosocial

risk factors indicated in the tables below. The USPSTF recommends screening adults ages
18 and older for unhealthy drug use in the form of questions. Screening refers to asking

questions about unhealthy drug use, not testing biological specimens. Screening tools are
not meant to diagnose drug dependence, abuse, addiction, or drug use disorders. Persons
with positive screening results may, therefore, need to be offered or referred for

diagnostic assessment.

The comprehensive prenatal care risk assessment must be:

+ Conducted at the first prenatal visit

« Reviewed at each vis

it

* Repeated formally early in the third trimester

+ Used to form the basis for the development of the care plan

+ Documented clearly in the medical record

Pregnancy Risk Factors

Age <16 yr. or >35 yr.

Preterm labor

Fetal abnormality

Abdominal surgery

Preterm birth <37 weeks Multiple gestation C-section Low birthweight <2500g
Hypertension/Preeclampsia Cervical incompetence | Birthweight >4500 (5.5 Ibs.)
Placenta abruption Stillborn/Fetal death g (10 Ibs.) Gestational Diabetes
Sexually Placenta previa
Transmitted
Infections,
including HIV

Medical and Dental Risk Facto

rs

Anemia

Asthma

Autoimmune Disorder
Cardiac Disease

Dental problem
Diabetes Mellitus
Deep Vein
Thrombosis/
Pulmonary Embolism
HIV/AIDS

Hypertension
Kidney Disease
Seizures

Thyroid Disorder

Eating Disorder
Underweight
Overweight/obese

Mental Health, Substance Use,

Nutritional, and Psychosocial Risk Factors

Alcohol use

Children in foster care
Communication/ Language
barriers

Drug use (parents, partner;
past, present)
Environmental/ Work
hazards

Financial/Employment
strain

Food insecurity
Housing instability
Inconsistent or limited
prenatal visits
Intellectual or
developmental
disability

Intimate
partner/Family
violence

Lack of childcare
Limited/No
partner/family
support

Low health literacy
Nutritional
deficit/Special
Supplemental
Nutrition

Program for Women
Infants

and Children (WIC)
referral

needed

Physical abuse
Physical disability
Psychiatric disease,
e.g.,depression/anxiety
Risk of self-harm
Sexual abuse
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If the comprehensive prenatal care risk assessment identifies a maternal-fetal risk factor at
any point in the pregnancy, the maternal care Provider must address the identified risk
factor as soon as possible using the appropriate means, whether by providing treatment,
counseling, education, or referral to the appropriate specialists or community resources
for evaluation and management of the identified risk factor. Such specialists

and community resources may include, but are not limited to, the following:

e Remote Patient
Monitoring
e Diabetes Educator e Home Visit Provider e Substance Use
e Asthma Educator . . .
. e Domestic/Intimate e Mental Health Provider
e Childcare Resources .
« Community Health Partner Provider e Supplemental
y e Violence Services e Nutrition/Lactation Nutrition
Worker . A
. e Health Home e Counseling e Assistance Program
e Community Case .
e Health Plan Case e Office Case Manager (SNAP)
Manager .
« Dental Care Manager e Peer Family e Tobacco
e High-Risk OB Navigator Dependence
e Treatment
e WIC

Care Plan and Care of Coordination

Principal maternal care providers must develop a care plan jointly with each pregnant/post-
partum person which addresses the problems identified because of the initial and
ongoing risk assessments. The care plan shall describe the implementation and
coordination of all services required by the pregnant woman, be routinely updated and
implemented jointly by the pregnant/post-partum person, their family and the
appropriate members of the health care team.

Care must be coordinated by the principal maternal care Provider to:

« Ensure that relevant information is exchanged between the principal maternal care
Provider and other Providers, human service and community-based service Provider,
health plan case managers and sites of care including the anticipated delivery site.

+ Ensure ongoing communication between the Provider and the
pregnant/postpartum person's health plan to facilitate plan's timely awareness of
the person's pregnancy, health insurance application

« Ensure that the pregnant/postpartum person and their family or other designated
representative, with their consent, have continued access to information resources
and are encouraged to participate in the decisions involving the care and services
being provided.

* Encourage and assist the pregnant/person in obtaining necessary medical, dental,
nutritional, psychosocial, drug and substance use services appropriate to their
identified needs.

* Provide the pregnant/postpartum person with an opportunity to receive prenatal
and postpartum home visitation when medical and/or psychosocial benefits may be
derived from the visits
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Provide or refer the pregnant woman to needed services as identified in the risk
assessment

Obtain special tests and services that may be recommended or required by the
Commissioner of Health, when necessary to protect maternal and/or fetal health.
The following tests are required by law and/or regulation, and the Provider must
follow current standards of care, evidence-based practice, and practice guideline
recommendations for tests and services:

New York State Public Health Law 2500-e requires that every pregnant woman be
tested for the presence of hepatitis B surface antigen (HBsAg) and that the test
results and the date be documented in the prenatal record. It also requires that
infants of women who are hepatitis B surface antigen positive or whose test results
are unknown receive treatment at birth with hepatitis B vaccine and hepatitis B
immunoglobulin (HBIG).

New York State Public Health Law 2112 prohibits the administration of vaccines
containing more than trace amounts of thimerosal, a mercury-containing
preservative, to pregnant women, unless the supply is insufficient.

NYS Public Health Law and Regulations (NYCRR Subpart 67-1.5) requires that
prenatal care Providers provide all pregnant women with anticipatory
guidance on preventing lead poisoning, information on the major sources of
lead, and the means to prevent exposure while pregnant. At the initial
prenatal visit, each pregnant woman shall be assessed for exposure to lead.
If considered to be at risk, the pregnant person should have a blood lead
test and be counseled on how to eliminate lead exposure. Providers are also
required to provide anticipatory guidance on the prevention of childhood
lead poisoning during prenatal and postpartum visits.

NYS Public Health Law, Article 23 Section §2308; New York Code of Rules and
Regulations, Title 10, §69-2.2 requires that pregnant women be screened for
syphilis at their first prenatal visit and again at delivery. Itis highly
recommended that syphilis screening be repeated at 28 weeks and no later
than 32 weeks of pregnancy to avoid congenital syphilis, and to pair this with
the strongly recommended third trimester HIV testing.

The principal maternal care Provider shall coordinate labor and delivery services by
developing agreements with planned delivery sites which address, at a minimum, the
following:

1.
2.

A system for sharing prenatal medical records, including HIV test results

Pre-booking of pregnant person for delivery by 36 weeks gestation for low-risk
pregnancies and by 24 weeks gestation for high-risk pregnancies

Scope of services

Sharing of delivery/birth outcome information

Care must be coordinated by the health plan to:
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1. Ensure that relevant information is exchanged between the principal maternal care
Provider and other Providers, human service and community-based service
Providers, health plan case managers, or sites of care including the anticipated
delivery site.

2. Ensure ongoing communication between the pregnant/postpartum person's health
plan and the Provider(s) to facilitate plan's timely awareness of
pregnant/postpartum person's pregnancy, health insurance application, and health
needs.

3. Ensure proactive, ongoing outreach and communication from the health plan to the
Member regarding finding a Provider, practice enrollment, adherence to evidence-
based care and current practice standards, and health needs and benefits.

Care Plan and Care of Coordination

Principal maternal care Providers must develop a care plan jointly with each pregnant/post-
partum person which addresses the problems identified because of the initial and
ongoing risk assessments. The care plan shall describe the implementation and
coordination of all services required by the pregnant woman, be routinely updated and
implemented jointly by the pregnant/post-partum person, their family and the
appropriate members of the health care team.

Initial and Comprehensive Postpartum Visits

All postpartum persons are to have an initial assessment by their principal maternal care
Provider within the first 3 weeks postpartum either in-person or via Telehealth to address
acute postpartum issues. Ongoing follow-up care must be individualized and provided as
needed. Postpartum persons with a complicated gestational history or delivery by cesarean
section must have an initial visit scheduled as early as possible or within 7 days of
delivery.

The comprehensive postpartum visit must occur in-person between 4 weeks and no later
than 12 weeks after birth. The timing must be individualized and person-centered. The
purpose of the comprehensive postpartum visit is to conduct a full assessment of all
relevant maternal and child physical, behavioral, and psychosocial well-being factors, as
per ACOG/AAP postpartum recommendations, and to facilitate timely intervention for
warning signs associated with postpartum morbidity and mortality. For example, the
comprehensive visit must include, but not be limited to, the following:

The visit shall include but not be limited to the following:
1. Identify whether any medical, dental, psychosocial (including depression),

nutritional (including BF/ CF), tobacco/smoking cessation needs, and alcohol and
drug treatment need of the postpartum person or infant are being met;

2. Provide anticipatory guidance on the prevention of childhood lead poisoning;
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3. Referthe postpartum person or other infant caregiver to resources and providers
available for meeting identified needs, including chronic disease management, and
aid in meeting such needs where appropriate;

4. Assess family planning/contraceptive needs and provide advice and services or
referral when indicated;

5. Provide guidance regarding well-person care, including appropriate inter-conception
recommendations such as preconception daily intake of folicacid (400 mcg) as per
CDC and ACOG guidelines, and encourage a preconception visit prior to subsequent
pregnancies;

6. Referthe infant to preventive and special care services appropriate to their needs;

7. Advise the postpartum person/caregiver of the availability of Medicaid eligibility for
infants;

8. Advise or refer the postpartum person for assistance with an application for ongoing
medical care assistance for themselves, in accordance with their financial status,
health assistance program eligibility, and the policies and procedures established
by the Commissioner of Health and the State of New York;

9. Provide communication and collaboration with non-principal maternity care
providers to ensure care coordination and seamless transitions of care; and

10. Provide counseling and support to overweight/obese postpartum persons to have a
healthy body weight.

Home Visits

The Medicaid reimbursable visit is a skilled nursing home visit provided by agencies that
are certified or licensed under Article 36 of the PHL and are either a Certified Home Health
Agency (CHHA) or a Licensed Home Care Service Agency (LHCSA). Other home visit
providers may include, but are not limited to, Nurse-Family Partnership Programs, local
health departments, and community health worker programs, which may or may not be
covered as a Medicaid benefit.

Prenatal Home Visits

Prenatal home visits must be provided to pregnant persons if ordered by the principal
maternal care Provider and if they are medically necessary for managing the pregnant
person’'s prenatal course or prenatal issue at hand. Criteria for medical necessity are as
follows:

1. High medical risk pregnancy as defined by the ACOG and the AAP Guidelines for
Perinatal Health (Early Pregnancy Risk Identification for Consultation); or

2. Need for home monitoring or assessment by a nurse for a medical condition
complicating the pregnancy; or

3. Pregnant person otherwise unengaged in prenatal care (no consistent visits); or
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4. Need forhome assessment for suspected environmental or psychosocial risk
including, but not limited to, intimate partner violence, substance use, unsafe
housing, nutritional risk, unstable mental health, and inadequate resources or
parenting skills.

The number and frequency of the home visits must be guided by what is medically
necessary to manage the pregnant person’s prenatal course or prenatal issue at hand,
based on the pregnant person’s unique medical, obstetrical and/or psychosocial profile.

The prenatal home visit must include:

1. An assessment of the pregnant person’s obstetrical status and any pregnancy-
related problems;

2. An assessment of the pregnant person’s medical status and needs; and

3. An assessment of the pregnant person’s psychosocial and environmental risk
factors (such as unsafe environment and inadequate resources, including shelter,
food/nutrition, and social supports).

The prenatal home visit assessment and its findings must be sent to the pregnant person’s
principal maternal care provider for next steps as needed to manage any issues that are
identified in the prenatal home visit assessment (such as referral to specialists and other
community resources for evaluation and management).

Postpartum Home Visits

All postpartum persons are eligible for one initial postpartum home visit after they give
birth. Additional postpartum home visits could be covered depending on the postpartum
person's unique medical, obstetrical, and/ or psychosocial profile.

The postpartum home visit summary and its findings must be sent to the postpartum
person's principal maternal care provider and their health plan case manager for next steps
as needed to manage any issues that are identified in the postpartum home visit (such as
referral to specialists and other community resources for evaluation and management).

Initial Postpartum Home Visit

The purpose of the initial postpartum visit is to address acute postpartum issues, as per
ACOG/AAP postpartum recommendation.

All principal maternal care providers and/or birthing hospitals must offer and arrange for
the initial postpartum home visit with all postpartum persons. All birthing hospitals must
have a system in place to arrange and schedule the postpartum person's first/initial
postpartum home visit prior to discharge.

If a postpartum person agrees to receive the initial postpartum home visit, then the
birthing hospital isresponsible for arranging and scheduling the initial postpartum home
visit for the postpartum person, and the postpartum home visit should take place 36 to 72
hours after the postpartum person’'s discharge.
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The postpartum home visit must include:
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An assessment of the health of the parent and newborn;
An assessment of the labor and delivery care history;
An assessment of any current pregnancy-related problems;

An assessment of the postpartum person's psychosocial and environmental risk
factors (such as unsafe environment, and inadequate resources, including shelter,
food/nutrition, and social supports);

Nutrition education;

Infant feeding, including breastfeeding (BF)/chestfeeding (CF) education;
Family planning counseling to ensure optimal birth spacing;

Parenting guidance; and

Guidance regarding the identification and treatment of early warning signs that
occur up to one year

10. after pregnancy.

Additional Postpartum Home Visits

Additional postpartum home visits could be covered if the postpartum person’s situation meets
one of the four medical necessity criteria listed below:

1.

History of a high medical risk pregnancy as defined by ACOG and AAP Guidelines
for Perinatal Health

(Early Pregnancy Risk Identification for Consultation); or

Need for home monitoring or assessment by a nurse for a medical condition
complicating postpartum care; or

Postpartum person otherwise unengaged in postpartum care; or

Need for home assessment for suspected environmental or psychosocial risk
including, but not limited to, intimate partner violence, substance use, unsafe
housing, and nutritional risk

Breastfeeding/Chestfeeding

In accordance with ACOG and USPSTF recommendations, health care providers are to educate
and counsel pregnant and postpartum persons about infant feeding decisions and
breastfeeding/chestfeeding at all prenatal visits, the maternity stay, and postpartum.
Exclusive human milk feeding is recommended for the first 6 months of lifeand, with the
addition of complementary foods, through the second half of the first year of lifeand as
long as desired thereafter. Providers are to educate pregnantand postpartum persons
about the known nutritional advantages and health benefits of human milk/ BF/CF for both
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the birthing person and the infant. Given that racial biases and practices contribute to BF/CF
disparities, providers are to implement policies and practices in their offices and hospitals
to provide culturally sensitive, equitable BF/CF education, lactation counseling, and
maternity care.

All health care providers who care for pregnant and postpartum persons or newborns are
to be knowledgeable about BF/CF and competent to provide lactation guidance,
education, assessment, and referrals to the full range of lactation providers, including
IBCLCs, to support a person’s efforts to breastfeed/chestfeed. Pregnant and postpartum
persons must also be referred to community BF/CF support groups and WIC for prenatal,
postpartum, infant and child nutrition, and BF/CF education and support. For parents who
are separated from their infant or returning to work or school, additional lactation support
and counseling may be needed to ensure BF/CF success. BF/CF or feeding expressed milk
is not recommended for HIV-positive persons and may be medically contraindicated in
other situations.

Pregnant and postpartum persons are to be educated about New York State and federal
laws that protect BF/CF in public places and maternity care facilities, provide the rights to
express milk in the workplace, the availability, indications and use of breast pumps, and
safe storage of human milk.

New York Laws:

1. NY Paid Family Leave Law provides eligible employees with up to 12 weeks of job
protected, paid time off to bond with a new child, care for a family member with a
serious health condition, or to assist loved ones when a family Member is deployed
abroad on active military service. This time can be taken all at once, or in
increments of full days. Employees receive 67% of their weekly wage, up to a cap of
67% of the Statewide Average Weekly Wage. Full-time employees who work a
regular schedule of 20 or more hours per week are eligible after 26 consecutive
weeks of employment and part-time employees who work a regular schedule of less
than 20 hours per week are eligible after working 175 days, which do not need to
be consecutive. Employees with irregular schedules should look at their average
schedule to determine if they work, on average, fewer than 20 hours per week.

2. NY State Labor Law § 206-c Right of nursing mothers to express breast milk. An
employer shall provide reasonable unpaid break time or permit an employee to use
paid break time or mealtime each day to allow an employee to express breast milk
for her nursing child for up to three years following childbirth. The employer shall
make reasonable efforts to provide a room or other location, near the work area,
where an employee can express milk in privacy. No employer shall discriminate in
any way against an employee who chooses to express breast milk in the workplace.

3. NY Civil Rights Law § 79-e Right to breast feed. Notwithstanding any other
provision of law, a mother may breast feed her baby in any location, public or
private, where the mother is otherwise authorized to be, irrespective of whether or
not the nipple of the mother’s breast is covered during or incidental to the breast
feeding.
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4. NY Penal Law § 245.01 Exposure of a person. An individual breastfeeding an infant
is not subject to penal law that punishes exposure of a private or intimate part of
their body.

5. NY Correction Law § 611 allows a mother of a nursing child to be accompanied by
her child if she is committed to a correctional facility at the time she is
breastfeeding. This law also permits a child born to a committed mother to return
with the mother to the correctional facility. The child may remain with the mother
until one year of age if the woman is physically capable of caring for the child.

6. NY Public Buildings Law § 144 requires that a covered public building shall contain
a lactation room that is made available for use by a Member of the public to
breastfeed or express breast milk.

7. NY Judiciary Law § 517 amends the Judiciary Law, provides an exemption from jury
duty for breastfeeding women, allows that such breastfeeding mother’s jury duty
shall be postponed up to a certain period after the date on which such service
otherwise to commence.

8. NY Social Services Law § 365-a includes pasteurized donor human milk, which may
include fortifiers as medically indicated for in person use, under standard coverage
for medical assistance for qualifying infants.

Federal Laws:

1. Title VII of the Civil Rights Act, 42 U.S.C. §2000e-2, 42 U.S.C. § 2000e(k), 29 C.F.R. §
1604.10, prohibits sex discrimination in employment based on pregnancy,
childbirth, and related medical conditions, such as breastfeeding and lactation.
Employees must be given the same type of accommodations as others with
temporary medical conditions for all employment-related purposes.

2. Title IX of the Education Amendments of 1972, 20 U.S.C. §1681 et seq, 34 C.F.R. §
106.40(b) (1),prohibits sex discrimination in educational institutions that receive
federal funds and discrimination against students based on parental status,
pregnancy, childbirth, recovery from childbirth, and related conditions. It requires
that pregnant students and those recovering from childbirth-related conditions be
given the same accommodations and support services given to other students with
similar temporary medical needs.

3. Section 7 of the Fair Labor Standards Act, 29 U.S.C. § 207(r), requires all employers
to provide a private, non-bathroom space and reasonable unpaid break time to
express breastmilk for up to 1 year. Employers with less than 50 employees who can
demonstrate undue hardship are exempt from this law.

4. Friendly Airports for Mothers (FAM) and FAM Improvement Act requires all airports
to provide a clean, non-bathroom space in each terminal for the expression of
breastmilk and a baby changing table in one man’s and one women’s restroom in
each passenger terminal building.
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Safety Net/TANF Documentation

Upon Member consent, providers are required to supply medical documentation of health,
mental health, and chemical dependence assessments as follows:

* Within 10 days of request from a Member or former Member currently receiving or
applying for public assistance, the PCP or specialist provider must provide medical
documentation concerning the Member or former Member's health or mental health
status to the local department of social services (LDSS) or the LDSS's designee

+ Within 10 days of request of a Member or former Member who has already
undergone or is scheduled to undergo an initial LDSS-required mental and /or
physical exam, the Member's PCP shall provide a health, mental health, or chemical-
dependence assessment exam or other services as appropriate to identify or
quantify a Member’s level of incapacitation

Claim Encounters

Providers are required to submit all claim encounters for Medicaid Managed Care
(Medicaid, SSI, HARP) and Child Health Plus products following the claim submission
guidelines outlined in the MVP Claims section policy.

Special Networks

Healthplex, Inc.

Healthplex, Inc., administers all dental services for the Medicaid, HARP and CHP, Lines of
business. This includes a full range of preventive, prophylactic, diagnostic, and other
routine dental care, services, and supplies as well as limited orthodontia services for
children enrolled in MVP Medicaid Managed Care and MVP Child Health Plus. If a
Healthplex dental provider identifies a medical issue, he/she will refer the Member back to
his/her PCP for coordination of the appropriate medical care or referrals.

Pharmacy Services

Refer to eMedNY.org.

Consumer-Directed Fiscal Intermediary Authorization

To comply with Title 18 NYCRR §505.28, fiscal Intermediaries are required to submit an
Authorization application to the NYS Department of Health. MVP is expected to follow
contract termination protocols as identified in the Consumer Directed Personal Assistant
Services Administrative Agreement MVP has with the Fiscal Intermediary if an
Authorization application is not on file.
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Fair Labor Standards Act

Licensed Home Care Services Agencies (LHCSA), Certified Home Health Agencies (CHHA)
and Fiscal Intermediaries (Fl) are required to comply with all applicable provisions of the
Fair Labor Standards Act (FLSA) per section 35.11 of the Medicaid Model Contract.
Providers must develop protocols to demonstrate compliance with requirements of the
FLSA. Such protocols shall include appropriate record keeping methodologies, tracking of
aide travel time, hours worked on live-in cases, and appropriate rate of reimbursement.

Critical Incidents

Critical Incidents are a subset of Serious Reportable Events (SRE-applicable to MVP
Members receiving Long Term Services and Supports (LTSS)) including:

+ Private Duty Nursing

+ Skilled Nursing

+ Home Health Services

* Personal Care Services

+  Consumer Directed Personal Assistance Services

+ Adult Day Health Care

« AIDS Adult Day Health Care

+ Institutional services including long term placement in Residential Health Care
Facilities

An MVP Participating Provider must report Critical Incidents within 24 hours of their
knowledge of the event to the MVP Customer Care Center for Provider Services at 1-800-
684-9286.

The following categories of events constitute a Critical Incident as defined by New York
Department of Health Medicaid Model contract Section10.38 and as described by MVP
Policy

*  Wrongful Death—Any cessation of life due to other than natural causes, including
deaths determined to be due to abuse, neglect, or exploitation

+ Use of Restraints—Restraint is defined as the act of limiting or controlling a person’s
actions or behavior through the use of any device which prevents the free
movement of any limb; any device or medication which immobilizes a person; any
device which is ordered by a Provider for the expressed purpose of controlling
behavior in an emergency; or any medication as ordered by a Provider which renders
the participant unable to satisfactorily participate in services, community inclusion
time or other activities

+ Medication errors that resulted in injury—Any situation in which a participant
experiences marked adverse reactions which threaten his/her health and welfare
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due to refusing to take prescribed medication; taking medication in an incorrect
dosage, form, or route of administration; taking medication on an incorrect
schedule; taking medication which was not prescribed; or, the failure on the part of
the staff of a provider of waiver services to properly follow the plan for assisting the
participant in self-medication

+ Instances of abuse of Members—The willful infliction of injury, unreasonable
confinement, intimidation, or punishment with resulting physical harm, pain or
mental anguish. The abuse may be physical, psychological, or sexual

* Instances of neglect of Members—Failure to provide an member with goods and
services that are necessary to avoid physical harm, pain, mental anguish, or
emotional distress. Thisincludes inconsistent or inappropriate services, treatment
or care which does not meet their needs, or failure to provide an appropriate and/or
safe environment

+ Instances of exploitation of Members—The illegal or improper use of an individual's
funds, property, or assets. Includes taking advantage of an memberfor personal gain
using manipulation, intimidation, threats, or coercion

+ Crimes committed against Member—An illegal act that is punishable by law that is
committed against an enrollee

+  Crimes committed by Member—An illegal act that is punishable by law that is
committed by a member

+ Otherincident resulting in hospitalization—Any incident that results in an
unplanned admission to the hospital. Does NOT include a planned overnight for a
procedure

+ Otherincident resulting in medical treatment other than hospitalization—Any
incident that requires medical intervention(s) provided as a direct result of an
accident/injury or non-accident to the participant, regardless of whether
hospitalization is required or not. DOES include the use of an Emergency Room

Deficit Reduction Act (DRA) of 2005

The Deficit Reduction Act (DRA) of 2005 instituted a requirement for health care entities that receive
Medicaid funds in excess of $5 million annually to establish written policies informing and educating
their contractors about federal and state anti-fraud statutes. As a Medicaid Managed Care
contractor, MVP is subject to this DRA requirement. In addition, Participating Providers in MVP's
Medicaid Managed Care program are contractors and as such are required to adopt MVP's policy for
Detecting and Preventing Fraud, Waste and Abuse. This policy provides information regarding
several important anti-fraud statutes, such as the False Claims Act, and MVP’s policies and
procedures for compliance with these laws. This policy is available by visiting mvphealthcare.com,
select Providers, then Resources, then Reference Library home, then open the MVP Policies accordion,
then select Detecting and Preventing Fraud, Waste and Abuse.
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Non-Emergent Transportation (NY)

Non-emergent transportation for MMC and HARP Members is coordinated by the NYS
transportation vendor, Medical Answering Services (MAS).

Providers may also order transportation services via the Medical Answering Services website
at medanswering.com; phone or fax. Location specific phone number and contact details
can be found on the MAS website.

Benefit Coverage

Transportation expenses are covered for MMC Members when essential to obtain Medically
Necessary Covered services.

Travel Exclusions and Limitations
« Travel for non-authorized care

« Travel to a PCP that the Member has selected that is outside the 30-minute, 30-mile
travel standard, unless no provider is available within travel standard

Hemophilia Blood Clotting Factor Program

MVP covers blood clotting factor drugs and treatment rendered by Participating Providers
for MMC and CHP Members. Services and supplies must be obtained by practitioners in
the MVP Network.

Prior Authorization is not required for MMC Members. However, the prescribing
Participating Provider must complete a Clotting Factor Individual Service Plan (ISP) form
as a Member starts blood clotting factor treatment or becomes covered by MVP while in
treatment. This requirement allows MVP to collect information from the prescriber and the
vendor supplying the drug and develop a person-centered service plan that is designed to
meet all the member’s potential treatment needs. A new ISP for the Member should be
sent to MVP every 180 days. Quarterly updates from the supplier of the drug are also
required. Participating Providers should consult MVP’s Benefit Interpretation Manual
regarding coverage criteria.

National Diabetes Prevention Program (NDPP)

The NDPP is an educational and support program designed to assist at-risk people from
developing Type 2 diabetes. The program consists of in-person group training sessions that
focus on the long-term, positive effects of healthy eating and exercise. The goals for these
lifestyle changes include modest weight loss and increased physical activity. NDPP sessions
are taught using a trained lifestyle coach. MVP will cover 22 NDPP in-person group training
sessions over the course of 12 months.
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Health Home Program

A Health Home is a care management service model whereby all of a member's caregivers
communicate with one another, so all needs are addressed comprehensively, and physical
and behavioral health services are integrated. MVP's Health Home Program provides Care
Management services to qualified adult and children Members using an integrative model
to support the Member's recovery. The Health Home Program is designed to minimize gaps
in care, maximize early intervention and improve health outcomes.

Health Home Program services include comprehensive care management, care
coordination, Health Promotion, comprehensive transitional care, increased patient and
family support. For adult Health Home members enrolled in a Health and Recovery Plan
(HARP), and for children enrolled in a Health Home, a care manager can assist with assessing
for Adult Behavioral Health Home and Community Based Services (BH-HCBS) or Children’s
Home and Community Based Services (CHCBS) and Social Support Services (collectively
"Health Home Services").

New York State’s Health Home Eligibility Criteria: Determining Eligibility
for Health Home Services

Step One

Step One is to determine Medicaid eligibility. Medicaid reimbursement for Health Home services can
only be provided for individuals who are enrolled in Medicaid that is also compatible with Health
Home services (refer to Guide to Coverage Codes and Health Home Services. The Health Home Care
Management Agency (CMA)/Health Home Care Manager (HHCM) must confirm Medicaid eligibility
required for enrollment. It is also important to note that a client's Medicaid eligibility may change
frequently. The care manager should continually verify Medicaid eligibility and work with eligible
Members to assist them in enrolling or renewing Members for Medicaid benefits as required. It is
important to note that Medicaid coverage may be granted retroactively.

Step Two

Step Two is to determine if the Member is eligible for Health Home services. To be eligible for Health
Home services, an individual must have two chronic conditions or one single qualifying condition.
Having one chronic condition (other than the single qualifying conditions below) and being at risk
of developing another condition does not qualify an individual as Health Home eligible in New York
State.

Medicaid Members eligible to be enrolled in a Health Home must have:
Two or more chronic conditionsOR

One single qualifying chronic condition:

HIV/AIDS or

Serious Mental Illness (SMI) (Adults) or

Sickle Cell Disease (both Adults and Children) or

Serious Emotional Disturbance (SED) or Complex Trauma (Children)

One single qualifying chronic condition:
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« HIV/AIDS or
« Serious Mental Illness (SMI) (Adults) or
* Sickle Cell Disease (both Adults and Children) or

» Serious Emotional Disturbance (SED) or Complex Trauma (Children)

Substance use disorders (SUDS) are considered chronic conditions, but do not by
themselves qualify an individual for Health Home services. Individuals with SUDS must
have another chronic condition (as described below) to qualify.

Diagnostic eligibility criteria verifying the individual's current condition(s) must be
confirmed and maintained in the record. Information may be accepted from any one of
these sources: Plan referrals, medical records, or assessments, written verification by the
individual’s Provider or treating healthcare provider, the Regional Health Information
Organization (RHIO), or the Psychiatric Services and Clinical Knowledge Enhancement
System (PSYCKES).

MCOs and medical providers may provide the Health Home Care Management Agency
(CMA) or Health Home with a Clinical Discretion of Diagnostic Requirements, to allow the
CMA/HH to service the Member without documentation and verification of qualifying
conditions.

Qualifying chronic conditions are any of those included in the “Major” categories of the
3MTM Clinical Risk Groups (CRGs) as described in the list below.

Major Category: Alcohol and Substance Use Disorder
* Alcohol and Liver Disease
»  Chronic Alcohol Abuse
+ Cocaine Abuse
+ Drug Abuse—Cannabis/NOS/NEC
* Substance Abuse
* Opioid Abuse
«  Other Significant Drug Abuse
Major Category: Mental Health
« Bi-Polar Disorder
* Conduct, Impulse Control, and Other Disruptive Behavior Disorders
+ Dementing Disease
« Depressive and Other Psychoses
+ Eating Disorder
Major Personality Disorders

*  Psychiatric Disease (Except Schizophrenia)
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*  Major Category: Cardiovascular Disease
» Advanced Coronary Artery Disease
+ Cerebrovascular Disease
« Congestive Heart Failure
* Hypertension
*  Peripheral Vascular Disease
Major Category: Developmental Disability
* Intellectual Disability
« Cerebral Palsy
+ Epilepsy
* Neurological Impairment
+ Familial Dysautonomia
* Prader-Willi Syndrome
* Autism
* Major Category: Metabolic Disease
« Chronic Renal Failure
+ Diabetes
Major Category: Respiratory Disease
+ Asthma
« Chronic Obstructive Pulmonary Disease

Major Category: Other

Step Three

Step three is to determine appropriateness for Health Home services. Individuals who are Medicaid
eligible and have active Medicaid and meet diagnostic eligibility criteria are not necessarily
appropriate for Health Home care management. An individual can have two chronic conditions and
be managing their own care effectively. An individual must be assessed and found to have significant
behavioral, medical, or social risk factors that require the intensive level of Care Management services
provided by the Health Home Program. Appropriateness for Health Home services must be
determined for MAPP HHTS Referral Portal referrals, as well as community or bottom up referrals. An
assessment must be performed for all individuals to evaluate whether the person has significant risk
factors.

Additionally, currently enrolled Medicaid Members should be evaluated to determine whether they
remain appropriate for the Health Home Program. Can the Member manage their condition(s) using
existing services and family/natural supports without evidence of risk that supported their HH

enrollment? Can the Member be disenrolled or transitioned to a lower level of care management?
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Determinants of medical, behavioral, and/or social risk can include:

+ Probable risk for adverse events (e.g., death, disability, inpatient or nursing home
admission, mandated preventive services, or out of home placement)

+ Lackoforinadequate social/family/housing support, or serious disruptions in
family relationships

* Lackoforinadequate connectivity with healthcare system
« Non-adherence to treatments or medication(s) or difficulty managing medications

» Recent release from incarceration, detention, psychiatric hospitalization, or
placement

« Deficitsin activities of daily living, learning or cognition issues

« Isconcurrently eligible or enrolled, along with either their child or caregiver, in a
Health Home

NOTE: When evaluating appropriateness for the enrollment of the adult population, there
are varying factors that must be considered. HHs, CMAs, and MCPs must follow NYSDOH
guidance provided in the Eligibility Requirements: Identifying Potential Members for Health
Home Services—Appropriateness Criteria, which supplements this policy by providing
examples of determinants of risk identified in the above list.

If you have any questions, please contact MVP's Health Home Program at
HealthHome@mvphealthcare.com.

MVP Behavioral Health Case Management

MVP offers behavioral health care management services to manage Members' behavioral
health care needs (both mental health and substance use disorders.) This service is
available to:

« All Medicaid Managed Care, Child Health Plus, and Medicare Members
« Children and Adults

Additional information can be found inthe Behavioral Health section of the Provider
Policies.

Health and Recovery Plan—(MVP Harmonious Health Care Plan)

A Health and Recovery Plan (HARP) is a special needs product that focuses on adults with significant
behavioral health needs. The plan addresses these needs through the integration of physical
health, mental health, and substance use services. MVP's HARP product is called the MVP Harmonious
Health Care Plan. This product is designed to promote person-centered, collaborative care which
focuses on recovery.
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The MVP Harmonious Health Care Plan will:

* Manage the Members Medicaid Services

*+ Manage an enhanced benefit package of Adult Behavioral Health Home and
Community-Based Services

« (BHHCBS) and Community Oriented Recovery and Empowerment (CORE) Services

* + Provide enhanced care management for Members to help them coordinate all
their physical health, behavioral health and non-Medicaid support needs

More information on this line of business including eligibility and benefits can be found in
the Behavioral Health section of the MVP Provider Policies.

Adult Behavioral Health Home and Community Based Services
(BH-HCBS)

Adult Behavioral Health Home and Community Based Services (BH-HCBS) enhance access
to Behavioral Health and substance use treatment and recovery services for eligible
Medicaid and IBP Members. BH-HCBS provides alternatives to hospital based, inpatient or
other institutional care settings. This program is designed to empower Members to take an
active role in their health care and through an integrated approach support Members in
maintaining success in the community. The array of services includes opportunities for
Members to be served in the community setting or within their own homes in many cases.

More information about BH-HCBS can be found in the Behavioral Health section of the
MVP Provider Policies.

Community Oriented Recovery and Empowerment (CORE) Services

Community Oriented Recovery and Empowerment (CORE) Services are person-centered,
recovery-oriented, mobile behavioral health supports intended to build skills and self-
efficacy that promote and facilitate community participation and independence.

(CORE) Services Demonstration includes HARP and IBP Members and HARP-eligible HIV/SNP
Members who would benefit from CORE Services in the pursuit of valued recovery goals.

CORE Services will provide opportunities for eligible adult Medicaid and IBP beneficiaries with
mental illness and/or substance use disorders to receive services in their own home or
community. CORE designated providers will work together with MVP, service Providers, plan
Members, families, and government partners to help Members prevent and manage
chronic health conditions and recover from serious mental illness and substance use
disorders.

More information of CORE services may be found in the Behavioral Health section of the
Provider Policies.
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Children’s Behavioral Health Services

Members enrolled in the MVP Medicaid Managed Care Plan have access to following Children's
Behavioral Health benefits for all Medicaid participants under 21 years of age. Thisincludes
an array of Children's Home and Community Based services and State Plan services known as
Children and Family Treatment Supports and Services (CFTSS.) Effective 1/1/2023, CFTSS
services are also available to CHP members.

Children and Family Treatment and Support Services

Children and Family Treatment and Support services (CFTSS) are available to all MVP Medicaid
Managed Care enrolled children under the age of 21 meeting applicable medical necessity
criteria. These services focus on provision of individualized Behavioral Health interventions
which promote greater care flexibility and include family and community provider
integration. Medical Necessity criteria can be found on the NYS Office of Mental Health (OMH)
website. The following is a description of the various CFTSS. These services should be
provided using the principles of recovery orientation, person-centeredness, strengths-
based, evidence-based, and delivered in the community and the most integrated settings
whenever possible. Effective January 1, 2023, CFTSS services are also available to CHP
Members.

Children’'s Home and Community Based Services (CHCBS)

Children's Home and Community-Based Services (CHCBS) is a State operated 1915c Children's
Waiver which provides opportunities for Medicaid Member's under 21 that have Behavioral
Health needs and/or medically complex conditions to receive services in their own home or
community. The array of available services supports children with significant need who are
at risk for hospitalization or institutionalization care to support them maintaining within
their home and community setting. MVP, Health Home Care Managers (*Children Youth
Evaluation Services (CYES), service providers, plan members, and their chosen
supporters/caregivers, help Members prevent, manage, and ameliorate chronic health
conditions and improve health outcomes.

More information on these benefits and eligibility can be found in the Behavioral Health
section of the Provider Policies.

Voluntary Foster Care in Medicaid Managed Care

Effective July 1, 2021, children placed in voluntary foster care have transitioned into
Medicaid Managed Care. Voluntary Foster Care Agencies (VFCAs) who obtain Article 29-I
licensure and provide mandatory Core Limited Health-Related Services to foster care
children while they are in active placement. VFCAs may also provide Other Limited-Health
Related Services (as outlined in the agency’s licensure) to children in active foster care
placement and up to one- year post discharge.
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Core Limited Health-Related Services (residual per diem):

« Skill building

* Nursing supports and medication management

* Medicaid treatment planning and discharge planning
¢ Clinical consultation and supervision

* Managed Care Liaison/administration
Other Limited Health-Related Services may include:
« Screening, diagnosis, and treatment related to physical/developmental/behavioral

health

« Children and Family Treatment and Support Services (when designated a children'’s
provider)

+ Children's Home and Community Based Services (when designated a children's
provider)

Effective January 1, 2023, 291 Health Facility (VFCA) services are also available to CHP
Members.

Provider Training

MVP provides resources for provider training regarding Behavioral Health services and
special populations including Foster Care, HARP, CHCBS and CFTSS. The training is
available at mvphealthcare.com/providers/ education. All Participating Providers in MVPs
Medicaid Managed Care program are required to complete Voluntary Foster Care training.
The training outlines information including the following:

« Overview of Foster Care population and Article 29-1 Voluntary Foster Care Agencies
and services

« Determining a child’s eligibility for the CHCBS program (e.g., Targeting Criteria,
Risk Factors, Functional Limitations)

« How to work with MVP on developing and reviewing a Plan of Care (POC) for these
Members

* How to determine if an MVP Member is enrolled in this program as they will not
have a different line of business, only additional benefits

« How to determine the additional benefits for these Members

+ Utilization and Case Management Requirements regarding required specialized
services

* Any special billing and coding requirements, data interface, documentation
requirements, Provider profiling programs
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Benefit Overview for NYS Government Programs

The table below outlines the benefits covered by each MVP Government program plan. An
“X"in a box indicates that service is covered.

Service Medicaid SSI MVP CHPlus
Harmonious
Health Care
Plan
(HARP)*
Adult Day Health Care X X X Not Covered
Covered with Covered with Prior Covered with
Prior Authorization Prior
Authorization Authorization
AIDS Adult Day Care X X X Not Covered
Covered with Covered with Prior Covered with
Prior Authorization Prior

Authorization

Authorization

Audiology Services:
Hearing Aids and Follow-
Up Visits

X

X

X

One hearing
exam/
calendar year
and

any medically
necessary
follow- up

Chiropractic Services

Not Covered

Not Covered

Not Covered

Not Covered

Custodial Nursing Home X—Covered X—Covered with Not Covered Not Covered
Care with approval from the
approval from | County LDSS
the County
LDSS
Clinical Laboratory CLIA Lab
Certification/
Amendment Certification
Dental* X* X* X* X*
Doctor Visits X X X X
Durable Medical X X X X
Equipment(DME)
Emergency Room Services X X X X
Emergency Transport X X X X
Covered under Covered under FFS Covered under FFS
FFS Medicaid Medicaid
Medicaid
Family Planning and X X X X
Reproductive Care
Foot Care Medically Medically Medically Medically
necessary necessary necessary necessary
non-routine non-routine foot non-routine foot | non-routine
foot care care foot
care care
Harm Reduction Services X X X

Home Delivered Meals

Covered only
for

members who
transitioned
from

the LTHHCP
and

Covered only for
members who
transitioned from
the LTHHCP and
who received
Home Delivered
Meals

Covered only for
members who
transitioned
from

the LTHHCP and
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who received

while in the

who received

Home LTHHCP Home Delivered
Delivered Meals
Meals while in the
while in the LTHHCP
LTHHCP
Hospice X X X X
Immunizations X X X X
Immunizations | Immunizations Immunizations
for children for children under for children
under age 18 are covered under
age 18 are by the NYS VFC age 18 are
covered by program covered by the
the NYS VFC NYS VEC
program program
Infertility Services X X X Not covered
EPSDT Services Through X X X
the
Child/Teen Health Program
and
Adolescent Preventive
Services
Inpatient Hospital Services | X X X X
Inpatient Mental Health X* X* X* X*
Laboratory Services X X X X
Low Vision and Medical X X X X
Eye Care
Medically Managed X* X* X* X*
Inpatient
Detoxification
Mobile Crisis Intervention X X X Not covered

Services

Medical Social Services

Covered only
for

members who
transitioned

Covered only for
members who
transitioned from
the LTHHCP and

Covered only for
members who
transitioned
from

from who received the LTHHCP and

the LTHHCP Home Delivered who received

and Meals Home Delivered

who received while int he Meals

Home LTHHCP while int he

Delivered LTHHCP

Meals

while int he

LTHHCP
National Diabetes X X X Not covered
Prevention Annual limits Annual limits apply | Annual limits

apply apply
Occupational Therapy X X X X
Orthodontia X* X* X* X*

Covered with Covered with prior Covered with Covered with

prior authorization prior prior

authorization authorization authorization
OTC Drugs Covered Covered under X Not covered
Use Pharmacy information under NYRx except with
at NYRXx prescription.

https://www.emedny.org/
ProviderManuals/Pharmacy
for more

Must
be for
therapeutic
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information

and preventive

purposes.
Outpatient Mental Health X* X* X* X*
Outpatient Substance X* X* X* X*

Abuse Services

Personal Care—Level 1

Covered with
prior
authorization

Covered with prior

authorization

Covered with
prior
authorization

Not covered

Personal Care—Level 2

Covered with
prior
authorization

Covered with prior

authorization

Covered with
prior
authorization

Not covered

Consumer Directed

Covered with

Covered with prior

Covered with

Not covered

Personal Assistance prior authorization prior
authorization authorization
Physical Therapy X X X X
Prenatal Care X X X X
Prescription Drugs Use MVP
Use Pharmacy information Commercial
at formulary
https://www.emedny.org/
Provider
Manuals/Pharmacy for
more
information
Preventive Health Services X X X X
Private Duty Nursing Covered with Covered with prior Covered with Not covered
prior authorization prior

authorization

authorization

Prosthetics and Orthotics X X X Covered as
medically
necessary w/
exception of
wigs,
dental
prostheses
and orthotics
prescribed for
sports
Radiology Services X X X X
Other Preventive Services X X X X
Renal Dialysis X X X X
Routine Eye Care and X X X X
Glasses
Routine Transportation Covered by Covered by fee-for | Covered by fee- Not covered
fee-for service | service for service
Medicaid, Medicaid, Medicaid,
contact contact contact
Medical Medical Medical
Answering Answering Answering
Services Services Services
Home Health Care X X X Up to 40 visits/
year as
medically
necessary
Smoking Cessation Counseling X X X Not covered
Specialist Care X X X X
Speech Therapy X X X X
Substance Use Disorder X* X* X*

Services
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Mandated by LDSS

Substance Use Disorder X X X X
(SUD)

Inpatient Rehabilitation

and

Treatment Services

SUD Residential Addiction X* X* X*

Treatment Services

SUD Outpatient (Includes X* X* X* X*
Outpatient

Clinic; Outpatient
Rehabilitation; and
Opioid Treatment)

SUD Medically Supervised X* X* X* X*
Outpatient Withdrawal

Buprenorphine Prescribers X X X X

Crisis Intervention Services X* X* X* X*
Children'’s Crisis Residence X X Not covered DSl

Adult Crisis Residence X* X* X* Not covered
CORE Psychosocial Not covered Not covered X* Not covered
Rehabilitation

(PSR)

Children’s HCBS Psychiatric | X* X* Not covered ) Sl
Support and Treatment

(PSR)

CORE Community X* Not covered X* Not covered X* Not covered
Psychiatric

Support and Treatment

(CPST)

Children’'s Community X* X* Not covered X*
Psychiatric

Support and Treatment

(CPST)

Adult HCBS Habilitation Not covered Not covered X* Not covered
Services

Children’s HCBS X* X* Not covered Not covered

Community
Habilitation Services

Children’s HCBS Day X* X* Not covered Not covered
Habilitation

Services

CORE Family Support and Not covered Not covered X* Not covered
Training

Children’s HCBS X* X* Not covered Not covered

Caregiver/Family
Supports and Services

Children’s Family Peer X* X* Not covered X*
Supports

and Services (FPSS)

Children’s HCBS X* X* Not covered Not covered

Community Self Advocacy
Training and
Supports

Adult HCBS Short-Term Not covered Not covered X* Not covered
Crisis
Respite

Children’s HCBS Crisis X* X* Not covered Not covered
Respite
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Adult HCBS Intensive Crisis
Respite

Not covered

Not covered

X*

Not covered

Children’s HCBS Planned Respite

X*

X*

Not covered

Not covered

Adult HCBS Intensive Crisis
Respite

Not covered

Not covered

X*

Not covered

Children’s HCBS Planned Respite

X*

X*

Not covered

Not covered

Adult HCBS Education
Support
Services

Not covered

Not covered

X*

Not covered

CORE Peer
Supports/Empowerment
Services

Not covered

Not covered

X*

Not covered

Children’s Youth Peer
Support and
Training (YPST)

X*

X*

Not covered

X *

Adult HCBS Pre-Vocational
Services

Not covered

Not covered

X *

Not covered

Children’s HCBS Pre- X* X* Not covered Not covered
Vocational

Services

Adult HCBS Transitional Not covered Not covered X* Not covered
Employment

Adult HCBS Intensive Not covered Not covered X* Not covered
Supported

Employment (ISE)

Adult HCBS Ongoing Not covered Not covered X* Not covered

Supported
Employment

Children’s HCBS Supported
Employment

X*

X*

Not covered

Not covered

Care Coordination for the
HARP
Program

Not covered

Not covered

X*

Not covered

Children’s Other Licensed X* X* Not covered Not coveredX****
Practitioner (OLP)
Children’s HCBS Palliative X* X* Not covered Not covered
Care Prior Prior authorization

authorization is required

is required
Children’'s HCBS Assistive X* X* Not covered Not covered
and Adaptive Equipment Prior Prior authorization

authorization is required.

is required. Onetime

Onetime expense

expense not to

not to exceed $15,000

exceed without prior

$15,000 authorization.

without prior

authorization.

Children’s HCBS Vehicle
Modifications

X*

Prior
authorization
is required.
Onetime
expense

not to

X*

Prior authorization
is required.
Onetime

expense

not to

exceed $15,000
without prior
authorization.

Not covered

Not covered
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exceed
$15,000
without prior
authorization.

Children’s HCBS
Environmental
Modifications

X*

Prior
authorization
is required.
Onetime
expense

not to
exceed
$15,000
without prior
authorization.

X*

Prior authorization
is required.
Onetime

expense

not to

exceed $15,000
without prior
authorization.

Not covered

Not covered

Children’s HCBS Non- X* X* Not covered Not covered
Medical Covered by Covered by fee-
Transportation fee-forservice | forservice
Medicaid Medicaid
Assistive Technology X** X** Not covered Not covered
Prior Prior authorization
authorization is required.
is required. Onetime
Onetime expense
expense not to
not to exceed $15,000
exceed without prior
$15,000 authorization.

without prior
authorization.

Environmental
Modifications

X**

Prior
authorization
is required.
Onetime
expense

not to
exceed
$15,000
without prior

authorization.

X**

Prior authorization
is required.
Onetime

expense

not to

exceed $15,000
without prior
authorization.

Not covered

Not covered

Article 29-1 VFCA Core DSl X*** Not covered XrHrx
Limited

Health-Related Services

Article 29-1 VFCA Other DSl X*** Not covered XrHrx
Limited

Health-Related Services

Assertive Community Treatment X* X* X* ) Sl

Services (ACT), Young Adult ACT,
and Youth ACT

*Refers to special network information

**Refers to Children’s services effective 1/1/2020
***Refers to Children’s services effective 7/1/2021

***x*Effective 1/1/23
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Important Phone Numbers

MVP Government Programs

MVP After Hours

1-888-MVP-MBRS (687-6277)

MVP Customer Care Center

1-800-852-7826

MVP Harmonious Health Care Customer Care Center

1-844-946-8002

Provider Claims

1-800-684-9286

MVP Medical and Behavioral Health Case Management

1-800-666-1762

MVP Behavioral Health Services

1-800-666-1762

CVS Caremark

1-866-832-8077

Healthplex, Inc. (Dental Benefits Administrator)

1-800-468-9868

Albany County

Albany County Department of Social Services (DSS)

518-447-7492

Transportation for MMC Members
Medical Answering Services

1-855-360-3549

Columbia County

Columbia Department of Social Services (DSS)

518-828-9411

Transportation for MMC Members,
Medical Answering Services

1-855-360-3546

Dutchess County

Dutchess County Department of Social Services (DSS)

845-486-3000

Transportation for MMC Members,
Medical Answering Services

1-866-244-8995

Genesee County

Genesee Department of Social Services (DSS)

585-344-2580

Transportation for MMC Members,
Medical Answering Services

1-855-733-9404

Child Lead Poisoning Prevention Program

585-344-2580, ext. 5000

Greene County

Greene Department of Social Services (DSS)

518-719-3700

Transportation for MMC Members,
Medical Answering Services

1-855-360-3545

Jefferson County

Jefferson County Department of Social Services

315-782-9030

Transportation for MMC Members,
Medical Answering Services

1-866-558-0757

Lewis County

Lewis County Department of Social Services (DSS)

315-376-5400

Transportation for MMC Members,
Medical Answering Services

1-800-430-6681

Livingston County

Livingston Department of Social Services (DSS)

585-243-7300

Transportation for MMC Members,
Medical Answering Services

1-888-226-2219

Child Lead Poisoning Prevention Program

585-243-7299

Monroe County

Monroe Department of Human Services

585-753-6440

Transportation for MMC Members,
Medical Answering Services

1-866-932-7740

Child Lead Poisoning Prevention Program

585-753-5087

Department of Health Tuberculosis Control Program

585-753-5161

Oneida County

Oneida County Department of Social Services (DSS)

315-798-5700

Transportation for MMC Members,
Medical Answering Services

1-855-852-3288

Ontario County

Ontario County Department of Social Services (DSS)

585-396-4599
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Transportation for MMC Members,
Medical Answering Services

1-855-733-9402

Child Lead Poisoning Prevention Program

585-396-4854

Orange County

Orange County Department of Social Services (DSS)

845-291-4000

Transportation for MMC Members,
Medical Answering Services

1-855-360-3543

Putnam County

Putnam County Department of Social Services (DSS)

845-808-1500

Transportation for MMC Members,
Medical Answering Services

1-855-360-3547

Rensselaer County

Rensselaer County Department of Social Services (DSS)

518-266-7991

Transportation for MMC Members,
Medical Answering Services

1-855-852-3293

Rockland County

Rockland County Department of Social Services (DSS)

845-364-2000

Transportation for MMC Members,
Medical Answering Services

1-855-360-3542

Saratoga County

Saratoga County Department of Social Services

518-884-4148

Transportation for MMC Members
Medical Answering Services

1-855-852-3292

Schenectady County

Schenectady County Department of Social Services

518-388-4470

Transportation for MMC Members
Medical Answering Services

1-855-852-3291

Sullivan County

Sullivan County Department of Social Services (DSS)

845-292-0100

Transportation for MMC Members,
Medical Answering Services

1-866-573-2148

Ulster County

Ulster County Department of Social Services (DSS)

845-334-5000

Transportation for MMC Members,
Medical Answering Services

1-866-287-0983

Washington County

Washington County Department of Social Services (DSS)

518-746-2300

Transportation for MMC Members,
Medical Answering Services

1-855-360-3544

Warren County

Warren County Department of Social Services

518-761-6321

Transportation for MMC Members,
Medical Answering Services

1-855-360-3541

Westchester County

Westchester County Department of Social Services (DSS)

1-800- 549-7650

Transportation for MMC Members,
Medical Answering Services

1-866-883-7865

New York State

HIV Confidentiality Hotline

1-800-962-5065

NY State Department of Health AIDS Institute

1-518-402-6814

NYS Domestic Violence Hotline

1-800-942-6906

NYS Domestic Violence Hotline (Spanish)

1-800-942-6906

WIC Hotline

1-800-522-5006

NYS Smokers Quit Line

1-866-697-8487

New York State Vaccines for Children Program

1-800-543-7468

Provider Policies

41



WQuaIity Improvement



Quality Improvement

MVP’s Quality IMProvEMENT PrOGIAM ........iieeeeiireierseesesesssessssss s ssssssssssssssssssssssssssssssssssssssssssesssssssssssssssssssssssssssssssssnssans 2
MVP’s QUAality REPOITING STIUCTUIE «..ooeeereereeereeeieeeecte sttt sttt ssss s sss s ss st sttt st san st 2
MVP’s Quality and Utilization Management SUDCOMMITEEES .........covvucuiecernecineciinecniecesieessisessesseesiseceseeseseneeens 3
Hourly Requirements of PCPs for GOVErNMENt PrOGramMS.........o..coovvrveervenivenesessissssssssssssssesssssssssssssssssssssssssssssssnssses 6
MVP Health Care Medical Record Standards and GUIAEIINES ... ssssessseessseeens 6
ACCESS 10 MEAICAI RECOITS ..ottt ittt b e bbb 9
CliNICal PractiCe GUILEIINES ... cvvecvereeeieceieeceieee et esiee it ssesesssese sttt bt e bbbttt beenens 10
MVP Health Care’s New York State Child/Teen Health Program........sninsnsiss s ssssssssons 10
MVP Health Care’s New York State Children’s Transformation Program ...........ceeemeeenneeeesseessssssssssesse 12

Member Rights and Responsibilities

Confidentiality Privacy Policies

Continuity of Care

Improving the All-Cause Hospital Readmission Rate

Provider Analytics

HIV-REIATEA INTOIMMATION ..ottt sttt ss st s st esssssssassassassassas 13

Behavioral Health and Substance USe INTOIMATION ...ttt 14

Provider Policies | 1



Quality Improvement

MVP’s Quality Improvement Program

The MVP Quality Improvement (Ql) Program has been established to develop, implement,
evaluate, and report on the various interventions and programs designed to improve
clinical quality, to maximize safe clinical practices and to enhance the MVP Member's
experience.

The QI Program’s objective is to utilize a structured process to objectively and
systematically monitor and improve the quality, appropriateness of care, and services
provided to Members. Please see the complete Ql Program Description at
mvphealthcare.com/providers/quality-programs.

The Ql Program’s purpose is to ensure that MVP has the necessary infrastructure to
coordinate care and promote quality performance and efficiency on an ongoing basis.

MVP’s Ql Program includes collaboration with all functional areas that participate in
Quality Improvement Activities.

Areas include Preventive Health, Member Experience, Population Health, Complex Case and
Disease Management, Utilization Management, Behavioral Health, Credentialing,
Delegation, and Customer Service and Experience.

The QI Committee (QIC) and MVP’s Board of Directors (BOD) oversee the Ql Program. The
QIC is chaired by MVP's Chief Medical Officer and includes community providers from
various specialties who represent the different Participating Providers and Participating
Provider Groups in MVP's Network. Participating Providers interested in participating in
QIC are invited to contact the MVP Director, Accreditation and Ql Regulatory Compliance
at 1-585-885-2510.

The QI Program is evaluated annually, and the report is sent to QIC and Board of
Directors for approval. For a copy of the Executive Summary of the annual evaluation, call
the Accreditation and Quality Regulatory Compliance Department at 1-518-991-3609.

Members and Participating Providers may participate in the development, implementation,
and evaluation of the QI Program. MVP invites Participating Providers to comment on its
Ql process via the website or by calling Customer Care.

MVP’s Quality Reporting Structure

MVP has established, in compliance with New York State (NYS) Department of Health
(DOH) requirements for Government Programs including HARP, Medicaid and Child Health
Plus (CHP) regulations, Quality Management (QM) and Utilization Management (UM)
committees, subcommittees and advisory groups, which are specific to Behavioral Health,
to ensure that MVP's policies, procedures and interventions are effective and relevant.
Please see the MVP Quality Improvement Program Description at
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mvphealthcare.com/providers/quality-programs for detail regarding each committee and
subcommittee.

MVP’s Quality and Utilization Management Subcommittees

Behavioral Health Quality Management (BH QM) Subcommittee
* Is co-chaired by:
o MVP Vice President, Medical Affairs
o MVP Medical Director, Behavioral Health
«  Membership includes internal MVP BH staff including but not limited to:
o MVP Medical Director, Behavioral Health
o MVP Director, Behavioral Health
o MVP Quality Management Behavioral Health Liaison
Responsibilities include:

+ Report meeting summary from the BH Member Advisory
subcommittee.

e Track, trend, and report BH , grievances, appeals and denials for
members with BH diagnoses for lines of business that are Medicaid,
HARP, and Dual Special Needs Plans (DSNP).

e BH prior authorization/denial and notices of action

*+  Subcommittee will present and discuss how the Quality Assurance
program addresses specific monitoring requirements related to the
populations, benefits and services covered

« Follow up after discharge:

e Follow-up After Hospitalization for Mental Illiness (FUH), Follow-up
after High-Intensity Care for SUD (FUI); Follow-Up After ED Visit for
Mental lliness (FUM); Follow-Up After ED Visit for Alcohol and Other
Drug Abuse or Dependence (FUA)

« Initiation and Engagement of Alcohol and Other Drug Abuse or
Dependence Treatment (IET)

« Adherence to Antipsychotic Medications for Individuals with
Schizophrenia (SAA)

e Adverse incident reporting for QMP, HARP, and D-SNP populations

« Describe the HARP plan for capturing and reporting Behavioral Health
Home and Community Based Services (HCBS) and support monitoring
of compliance with HCBS requirements

- Statewide reporting of HARP enrolled Members without HCBS
assessments
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* Will track and report on compliance with:

e BH quality assurance performance measure/reporting of HCBS
assurances/sub-assurances and recovery measures including
employment, housing, criminal justice status, etc.

« Protocols for expedited and standard appeals regarding plan of care
denials for HCBS

+ Reporting on all performance improvement plans and updates on
special populations

e Will conduct an annual consumer perception survey (supplementary to
Consumer Assessment of Health Plan Survey (CAHPS)

+ Behavioral Health Utilization Management Sub Committee (BH UM) The BH QM
subcommittee addresses all populations served by MVP with a focus on the needs
of HARP, Medicaid, and CHP Members within the meeting's framework. Each
population is documented separately on the agendas and meeting minutes in
accordance with New York State requirements.

* Is co-chaired by:
o MVP Director, Behavioral Health
o Quality Management Behavioral Health Liaison

+ Hasmembership that includes Peer Specialists, Participating Providers, plans
subcontractors, Regional Planning

+ Consortia participants and other Member-serving agencies as appropriate

* Membership also includes:

o MVP Directors in Customer Engagement and Experience, Utilization
Management, Pharmacy Management and Quality Measurement and
Improvement.

o MVP Medical Director, Behavioral Health
(@]
Responsibilities Include:

The QMP/HARP BH UM subcommittee shall be responsible for reviewing/analyzing data,
variances and outcomes and developing and/or approving interventions. Ensures
interventions have measurable outcomes and are included in meeting minutes. The
subcommittee is also responsible for reporting:
e Under- and over-utilization of BH services and cost data
o Avoidable hospital admissions and readmission rates, trends, and the
average length of stay for all mental health, SUD, residential levels of care,
and medical inpatient facilities
e Inpatient utilization:
o Outpatient Utilization including Outpatient Specialty BH Services
(reporting on unique members, units, units/1000, and cost)
e Inpatient civil commitments:
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o Outpatient Civil Commitments including Assisted Outpatient Treatment
(AOT)
e ED utilization and crisis services:
o Use of Crisis Diversion Services
e Pharmacy utilization including physical health, psychotropic, and addiction
medications
e Protocols for the identification and prompt referral of individuals with First Episode
Psychosis (FEP) to programs and services:
o Rates of initiation and engagement of individuals with FEP in services
e Behavioral HCBS utilization:
o Health Home engagement rates for the HARP population
e D-SNP UM including:
o Total quarterly membership numbers
o Number of admissions per quarter
e All physical health measures required by the Managed Care Organization (MCO)
Model Contract

Behavioral Health Advisory Committees
* lIstri-chaired by:
o Director, Behavioral Health
o Administrative Director-External, St, Vincent's Hospital of Westchester
o Quality Management Behavioral Health Liaison
*  Membership includes:
o MVP BH staff
o MVP contracted BH Providers
o Peer specialists
o Members
o Local government unit (LGU) Representatives

o MVP Directors, Customer Engagement and Experience, Utilization
Management, Pharmacy Management and Quality Measurement and
Improvement.

o Other MVP staff as determined by MVP
* Meet at least quarterly
* Report regularly to the MVP QIC via the Behavioral Health QM Subcommittee
Responsibilities Include:

« Review and consider recommendations of the Regional Planning Consortiums (RPC)
regarding improved integration of behavioral and physical health
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Provide a forum for Members that includes among its members, MVP BH staff, BH Providers, Peer
Specialists, Members, LGU representatives, and other key stakeholders to discuss the physical and
BH needs of MVP's QMP and HARP members:

This includes, but is not limited to, challenges, barriers, resources, and unmet needs of this
population

Solicit ideas and feedback to improve overall member and provider experience

Identify proposed resolutions of issues related to the management of the HARP

population and BH benefits

Hourly Requirements of PCPs for Government Programs

A Primary Care Practitioner for Government Program Members must practice at least 16
hours a week at that site to be eligible to provide primary care services to Government
Program Members including Medicaid, HARP, or CHP.

Participating Provider Performance Information

MVP provides performance information to Participating Providers and PCPs to assist in
delivering high quality, cost- effective care. MVP collects performance information from
annual CAPHS surveys, Healthcare Effectiveness Data and Information Set (HEDIS) data and
submitted claim data. For more information concerning Participating Provider performance
reporting, please see the complete QI Program description at mvphealthcare.com
/providers/quality-programs.

MVP Health Care Medical Record Standards and Guidelines

Well-documented electronic or paper medical records improve communication and
promote coordination and continuity of care. In addition, detailed medical records
encourage efficient and effective treatment. For these reasons, MVP established standards
for record keeping in medical offices that follow the recommendations of the National
Committee for Quality Assurance (NCQA). The standards are as follows:

* Participating Providers must maintain medical records in a manner that is current,
detailed, and organized, and permits effective and confidential patient care and
quality review

« Participating Providers must have an organized medical record keeping system.
o Medicalrecords must be stored in a secure location inaccessible to the public

o Records are organized with a filing system or search capability to ensure easy
retrieval. Medical records are available to the treating practitioner whenever
the patient isseen at the location at which he/she typically receives care

* Primary care medical records must reflect all services provided directly by the PCP, all
ancillary services and diagnostic tests ordered by the Participating Provider, and all
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diagnostic and therapeutic services for which the Participating Provider referred the
Member (for example, home health nursing reports, specialty Provider reports,
hospital discharge reports, and physical therapy reports)

« Confidentiality—Participating Providers/ shall comply with current state and federal
confidentiality requirements, including HIPAA (Health Insurance Portability and
Accountability) and are expected to have implement policies and procedures that
guard against unauthorized or inadvertent disclosure of Protected Health
Information

+ Retention of Medical Records—Participating Providers must retain medical records in
accordance with contractual obligations and current applicable federal and state
laws and regulations

* Non-discrimination in Health Care Delivery—MVP, as per CMS and NCQA, expects
Participating Providers to have a documented non-discrimination policy and
procedure on file “to ensure that Members are not discriminated against in the
delivery of health care services based on, race, ethnicity, national origin, religion, sex,
age, mental or physical disability or medical condition, sexual orientation, claims
experience, medical history, evidence of insurability (including conditions arising out
of acts of domestic violence), disability, genetic information, or source of payment”

Specific standards are as follows:

+ Each page in the record contains the patient’s name or Patient Identification Number
(PIN).

* Personal biographical data include the patient’s address, employer, home and work
telephone numbers, and marital status.

* Allentries inthe medical record contain the authorsidentification. Author
identification may be a handwritten signature, unique electronic identifier, or
initials.

All entries are dated
* The record is legible to someone other than the author

« *Significant illnesses and medical conditions are indicated on the problem list. (The
problem list should include—all chronic, serious, or disabling conditions, and
active, acute, medical, or psychosocial problems)

* *Medication allergies and adverse reactions are prominently noted in the record. If
the patient has no known allergies or history of adverse reactions, this is
appropriately noted in the record. (For example, “"NKA” or “NKDA") (See number 33
for Medication List requirements)

+ *Past medical history (for patients seen three or more times) is easily identified and
includes serious accidents, operations/surgeries, and illnesses. For children and
adolescents (18 years and younger), past medical history relates to prenatal care,
birth, operations/surgeries, and childhood illnesses
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« For patients 12 years and older, there is appropriate notation concerning the use of
cigarettes, alcohol, and substances (for patients seen three or more times, query
substance abuse history)

« The history, and physical examination identifies appropriate subjective and
objective information pertinent to the patient’'s presenting complaints

+ Laboratory and other studies are ordered, as appropriate
*  *Working diagnoses are consistent with findings
« *Treatment plans are consistent with diagnoses

* Encounter forms or notes have a notation, regarding follow-up care, calls or visits,
when indicated. The specific time of return is noted in weeks, months, or as needed

* Unresolved problems from previous office visits are addressed in subsequent visits
* There is review for under, or over-utilization of consultants
« If a consultation is requested, there is a note from the consultant in the record

« Consultation, laboratory, and imaging reports are filed in the chart are initialed by
the practitioner who ordered them, to signify review. (Review and signature by
professionals other than the ordering practitioner do not meet this requirement). If
the reports are presented electronically or by some other method, there is also
representation of review by the ordering practitioner. Consultation and abnormal
laboratory and imaging study results have an explicit notation in the record of
follow-up plans

« *There is no evidence that the patient is placed at inappropriate risk by a
diagnostic or therapeutic procedure

« An immunization record (for children) is up to date, or an appropriate history has
been made in the medical record (for adults)

« There is evidence that preventive screening and services are offered in accordance
with the organization’s practice guidelines

* No-shows or missed appointments must be documented with follow-up efforts to
reschedule appointments

+ Preventive care/Risk assessment—There is evidence that preventive screening and
services are offered in accordance with MVP’s practice guidelines

* Depression screening—May be assessed on a comprehensive physical examination,
review of systems, patient health questionnaire, or a formal screening tool (ex.
PHQ-9, Beck Depression Inventory) or

* Any part of the following questions:
o Little interest or pleasure in doing things?
o Feeling down, depressed, or hopeless?

+ Advance Care Planning for ages 265—Notation of an advance care planning
discussion and date or copy of an executed Advance Directive form. Current Advance
Directive forms should be maintained ina prominent part of the Member's medical
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record. Advance Directive forms are available in the Provider Quality Improvement
Manual on mvphealthcare.com

+ Annual medication review for ages 265—Conducted by a Participating Provider and
the date performed

* Functional status assessment for ages 265—Components include vision, hearing,
mobility, continence, nutrition, bathing, use of telephone, meal preparation, and
managing finances. Functional status assessments may be found on a specific tool

- Fallrisk assessment for ages 265—Components include age, fall history, gait,
balance, mobility, muscle weakness, osteoporosis risk, impairments related to vision,
cognitive or neurological deficits, continence, environmental hazards, number, and
type of medication

+ Painscreening for ages 265—Includes character, severity, location, and factors that
improve or worsen pain. Pain assessments may be found on a specific tool such as a
pain scale, visual pain scale, or diagram

o Whenindicated by diagnosis, plans of action should include the consultation
of Specialists

+ Treatment plans should reflect consideration of recorded diagnoses and reported
signs/symptoms

* Medication list—Documents all medications including dosage changes and includes
the date changes were made. All medications (prescribed and over the counter),
herbal therapies, vitamins and supplements must be noted. Dates of initial and refill
prescriptions must be included

+ NCQA Guidelines for Medical Record Documentation (Numbers 1 through 21)

*  NCQA considers 6 of the 21 as core components to medical record documentation.
Core components are indicated by an asterisk (*)

e Numbers 22-32 are CMS and MVP recommendations for Medical Record
Documentation

Access to Medical Records

In accordance with your Provider Agreement, medical records must be provided to MVP when
requested. The medical records must be received within 10 business days of the request. If
a medical record vendor is used, the Participating Provider isresponsible to assure that the
vendor provides the medical records within the 10 business days at no cost to MVP or as
otherwise explicitly required by the terms of your contract. MVP can work with Participating
Provider Groups on the best option for them to obtain charts which can include one of the
following:

*  MVP can establish remote access with Participating Provider offices to obtain the
records electronically

*  MVPcan perform an onsite review of the charts

» Records can be phased inusing our secure electronic fax option
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* Records can be uploaded via MVP's Provider Portal or can be mailed in an encrypted
flash drive or CD

Clinical Practice Guidelines

MVP encourages Participating Providers to use acute and chronic care management
clinical practice guidelines and preventive care guidelines to assist in the management of
specific conditions. MVP endorses recommendations for preventive care and acute and
chronic care management clinical practice guidelines based on nationally recognized
sources.

All MVP’s clinical practice and preventive care guidelines are kept in the Provider Quality
Improvement Manual (PQIM). A paper copy of the manual is available by calling the MVP
Customer Care Center for Providers. The manual is available online at mvphealthcare.com.
MVP updates its clinical guidelines at least every two years unless required annually or as
sources are updated. Participating Providers are encouraged to check the PQIM
periodically for updates and changes. Guideline updates are also published in MVP’s
Healthy Practices newsletter.

MVP’s guidelines are not intended to replace the Participating Provider's clinical judgment
in the management of any condition or disease. They are educational guidelines to assist
in the delivery of good medical care. Treatment decisions are left to the discretion of the
Participating Provider.

MVP’s Special Needs Plans (SNP)

The aim of MVP’s SNP is to provide benefits and integrated interdisciplinary care
coordination to improve the health of New Yorkers who meet all eligibility requirements
and reside in the Capital District: Albany, Columbia, Greene, Rensselaer, Saratoga, and
Schenectady counties; and Hudson Valley: Dutchess, Orange, Putnam, Rockland, Sullivan,
Ulster, and Westchester counties.

MVP believes that by addressing each member’s needs in a holistic manner, managing
effective community care coordination and case management will assist in reducing and/or
preventing the need for avoidable hospital admissions and ED visits, and will enhance
engagement in improved health outcomes for:

* Individuals with new and existing chronic diseases such as diabetes, chronic heart
failure, asthma, cardiovascular disorders, depression, etc.

* Individuals with behavioral and substance use disorders
* Individuals with limited history of preventative and well care service

MVP’s Model of Care (MOC) for SNP includes member telephonic, in-person, and in-home
communications (as appropriate), including interpretation services, and is supported by an
integrated interdisciplinary staff which focuses on the facilitation of psycho-social,
medical, pharmacy, and behavioral health services. MVP is continuously identifying and
expanding its use of digital communication including e-mail, SMS messaging, etc.

Dual Eligible Special Needs Plan (D-SNP)

MVP partnered with Belong Health to launch a joint venture that created the first D-SNP
available in the Capital Region of NYS, which launched January 1, 2022. MVP offers D-SNP
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to individuals who are dually eligible for Medicare and Medicaid. This allows members to
maximize their benefits in a more coordinated structure, including physical, behavioral,
and social health needs.

Medicaid Advantage Plans (MAP)

MAP is a special needs program offered by qualified Medicaid Managed organizations,
such as MVP, to enrollees eligible according to the Medicaid Advantage contract in
Appendix K-1. MVP abides by the Medicaid Advantage Model Contract-Section 16.1-in
regard to quality management and performance improvement.

MVP DualAccess Complete (IBP -Integrated Benefit Plan)

IBP is a Medicare Advantage plan specifically designed for individuals that have Medicare
coverage through MVP D-SNP and MVP Mainstream Medicaid or MVP HARP plan. Members
do not require long term support services (LTSS) more than 120 days.

This plan operates as one plan for all integrated services and members have a zero-cost
share. This plan option includes Part D prescription drug coverage. Additionally, it
provides extras such as dental, eyewear, over-the-counter medication and health-related
purchases, transportation, post-discharge meal delivery, joint replacement recovery care
kits, and a grocery allowance.

MVP Health Care's New York State Child/Teen Health Program

MVP participates in the high priority New York State Child/Teen Health Program (“C/THP"),
a program of early and periodic screening, including inter-periodic, diagnostic and
treatment services that New York State offers all Medicaid-eligible children under twenty-
one (21) years of age. Care and services are provided according to the periodicity schedule
and guidelines developed by the DOH. C/THP includes administrative services designed to
help families obtain services for children including outreach, information, appointment
scheduling, administrative case management, and transportation assistance, to the extent
that transportation isincluded in the MVP Product or Benefit Plan. C/THP promotes the
provision of early and periodic screening services (well care exams), with diagnosis and
treatment of any physical, mental, or dental health problems identified during the conduct
of well care, to be consistent with nationally recognized standards.

MVP follows the recommendations of the American Academy of Pediatrics (AAP) for
preventive care for children and adolescents and promotes the guidelines including the
AAP periodicity schedule. MVP promotes these guidelines by working with MVP Providers
consistently to ensure members receive the best quality outcomes. MVP assesses Provider
adherence to guideline recommendations through Healthcare Effectiveness Data and
Information Set— NYS Quality Assurance Reporting Requirements (HEDIS-NYSQARR)
reporting.

MVP also takes steps to identify members who do not access preventive care services,
including well care visits, immunizations, mammography, colonoscopy screening, and
blood lead testing by notification through mailed reminders and telephonic outreach. MVP
helps with appointment scheduling and transportation coordination, and works to address
any barriers that exist, to ensure medically necessary care is accessible.
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MVP Health Care’s New York State Children’s Transformation
Program

The New York State Children’s Medicaid Redesign fundamentally restructured and
transformed the health care delivery system for individuals under 21 with behavioral
health (BH) needs and/or medically complex conditions. The MVP Medicaid BH and
Children’s programs include, in an advisory capacity, Members, family members, youth and
family peer support specialists, and child-serving Providers. The QM/UM Program
activities, including the Children’s Transformation Program, will be managed and advanced
by the BH QM and BH UM committees. The activities will be tabulated and tracked in a
work plan annually. The QIC will assess progress toward annual goals and evaluate the
effectiveness of the program. The QIC will recommend revisions, as appropriate, to further
advance improved integration and coordination of BH and PH clinical care and services to
mainstream Medicaid Members. Outcomes will be summarized annually and presented to
the Board of Directors via the QIC.

Member Rights and Responsibilities

MVP Members have specific health care rights and responsibilities. You can review the
Commercial Member Rights and Responsibilities, Medicare Members Rights and
Responsibilities, and Medicaid Member Rights and Responsibilities by visiting
mvphealthcare.com and selecting Member Rights and Responsibilities at the bottom of the

page.

Confidentiality Privacy Policies

MVP’s Network of Participating Providers rendering care and services to MVP Members
share responsibility for protecting PHI (Personal Health Information). In compliance with
HIPAA privacy and security rules, MVP has established policies describing how and by
whom MVP Members’ PHI is handled. Please see the Notice of Privacy Practices and
Compliance at mvphealthcare.com.

Continuity of Care

Communication is an essential component for quality medical care. Written or verbal
communication between PCPs, Specialists, and other Participating Providers helps provide
effective follow-up care and improves patient safety.

MVP collects and analyzes data to identify opportunities to improve the continuity of care
Members receive from Participating Providers. MVP evaluates the differences between
Participating Providers that have achieved Patient Centered Medical Home (PCMH)
certification and/or the usage of an electronic medical record and those that have not
taken these steps, to see if these efforts had an impact on Member utilization of
emergency rooms for non-emergent and non-urgent care.
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Improving the All-Cause Hospital Readmission Rate

MVP works continuously to reduce readmissions through various projects across the
service area. One example is MVP's Transition Care Program in our Care Management
Department. This program provides support to Members who are at risk for hospital
readmission. The MVP Transition Care team will outreach Members post- hospitalization or
skilled nursing stay, to assist in overcoming any barriers to care.

Provider Analytics

MVP invests in and provides the tools and resources to be successful such as establishing bi-
directional exchange of claims and clinical data to support high value health analytics, delivering
analytical insights, and deploying provider engagement resources to assist providers in meeting
quality, improved documentation, care coordination, and financial performance goals and
driving improved outcomes during execution.

To promote bi-directional exchange of clinical information, MVP offers a range of options for
providers to share data based on their capabilities. MVP’s preferred option is working with and
incentivizing MVP partners to contribute data to their local health information exchange (HIE);
however, we also encourage and promote providers to grant electronic health record (EHR) access
for self-service chart acquisition for Quality and Risk Adjustment work in some of MVP's
alternative payment models (APM) and will work with providers directly to acquire supplemental
data as needed.

Providers in APM’s currently receive a standard reporting package that includes data on quality,
cost and utilization designed to support providers who participate in a value-based program to
identify provider performance opportunities and assist with population health management
initiatives.

Provider analytics prioritizes measures based on providers' performance to help identify where
to focus clinical efforts to optimize pay-for-performance (P4P) payouts, may include:

e Key performance indicators

e Cost and utilization data

e Emergency room cost, utilization, and trending data

e Pharmacy comparisons of brand vs. generic

e Value-Based Contracting performance summaries

HIV-Related Information

New York State Public Health Law (Section 2782—Confidentiality and Disclosure of HIV-
related information) requires that all health care providers develop and implement policies
and procedures as follows:
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Initial and annual in-service education of staff and contractors on HIV-related
information and maintenance of a list of those who received training

Identification of staff by job title and their specific functions who are allowed access
to HIV-related information and limits of access

Arequirement that only full-time or part-time employees, contractors, and medical,
nursing or health- related students who have received such education on HIV
confidentiality, or can document that they have received such education or training,
shall have access to confidential HIV-related information while performing the
authorized functions listed under paragraph

Protocol for secure storage of HIV-related information (including electronic storage)
Procedures for handling requests from other parties for HIV-related information

Protocols to protect persons with, or suspected of having, HIV infection from
discrimination by employees/agents/contractors

Review of the policies and procedures on at least an annual basis

Reference: HIV/AIDS TESTING, REPORTING AND CONFIDENTIALITY OF HIV-RELATED
INFORMATION (Statutory Authority Public Health Law, section 2786 and Article 21, Title Il
(section2139) Part 63.[8]9 Health care provider and health facility policy and procedures
(health.ny.gov/professionals/ems/pdf/srgpart63.pdf).

Behavioral Health and Substance Use Information

New York State and Federal law requires health care providers to develop policies and
procedures to assure confidentiality of Behavioral Health and Substance Use Disorder
related information. These policies and procedures must include:

Initial and annual in-service education of staff and contractors on Behavioral Health
and Substance Use Disorder information

Identification of staff allowed access to Behavioral Health and Substance Use Disorder
information and limits of access

Procedure to limit access of Behavioral Health and Substance Use Disorder
information to trained staff (including contractors)

Protocol for secure storage of Behavioral Health and Substance Use Disorder
information (including electronic storage)

Procedures for handling requests for Behavioral Health and Substance Use Disorder
information and protocols to protect Members with Behavioral Health and Substance
Use Disorder from discrimination
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