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Section A.  RFP Checklist 
1. ____ Read the entire document. Note critical items such as: mandatory requirements; 

supplies/services required; submittal dates; number of copies required for submittal; 
licensing requirements; contract requirements (i.e., contract performance security, 
insurance requirements, performance and/or reporting requirements, etc.). 

2. ____ Note the project director’s name, address, phone numbers and e-mail address.  
This is the only person you are allowed to communicate with regarding the RFP and 
is an excellent source of information for any questions you may have. 

3. ____ Take advantage of the “question and answer” period. Submit your questions to 
the project director by the due date(s) listed in the Schedule of Events and view the 
answers as posted on the WEB. All addenda issued for an RFP are posted on the 
State’s website and will include all questions asked and answered concerning the 
RFP. 

4. ____ Use the forms provided, i.e., cover page, disclosure statement, etc. 

5. ____ Check the State’s website for RFP addenda. It is the Contractor’s responsibility to 
check the State’s website at www.medicaid.alabama.gov for any addenda issued for 
this RFP, no further notification will be provided. Contractors must submit a signed 
cover sheet for each addendum issued along with your RFP response.   

6. ____ Review and read the RFP document again to make sure that you have addressed all 
requirements. Your original response and the requested copies must be identical and 
be complete. The copies are provided to the evaluation committee members and will 
be used to score your response.  

7. ____ Submit your response on time. Note all the dates and times listed in the Schedule of 
Events and within the document, and be sure to submit all required items on time. 
Late proposal responses are never accepted. 

8.  ____ Prepare to sign and return the Contract, Contract Review Report, Business 
Associate Agreement and other documents to expedite the contract approval 
process.  The selected Contractor’s contract will have to be reviewed by the State’s 
Contract Review Committee which has strict deadlines for document submission.  
Failure to submit the signed contract can delay the project start date but will not affect 
the deliverable date. 

 

 

This checklist is provided for assistance only and should not be submitted with Contractor’s 
Response. 
 
 
 

http://www.medicaid.alabama.gov/
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Section B. Schedule of Events 
 
The following RFP Schedule of Events represents Medicaid's best estimate of the schedule that 
will be followed.  Except for the deadlines associated with the Contractor question and answer 
periods and the proposal due date, the other dates provided in the schedule are estimates and will 
be impacted by the number of proposals received. Medicaid reserves the right, at its sole 
discretion, to adjust this schedule as it deems necessary.  Notification of any adjustment to the 
Schedule of Events will be posted on the RFP website at www.medicaid.alabama.gov.  
 
EVENT                                                                 DATE 
RFP Issued 7/26/2017 
Round 1 Questions Due by 5 pm CT 7/31/2017 
Posting of Round 1 Questions and Answers  8/8/2017 
Mandatory Contractor Conference (Pre-
registration required.  Complete registration form 
(Appendix H) and return via email to the Project 
Director by 5 pm CT on August 7, 2017. 

8/9/2017 

Posting of Mandatory Contractor’s Conference 
Questions and Answers  8/15/2017 

Round 2 Questions Due by 5 pm CT 8/18/2017 
Posting of Round 2 Questions and Answers  8/24/2017 
Proposals Due by 5 pm CT  8/31/2017 
Evaluation Period  9/12/2017 – 9/22/2017 
Contract Award Notification  TBD 
**Contract Review Committee  12/7/2017 
Official Contract Award 1/1/2018** 
 

**By State law, this contract must be reviewed by the Legislative Contract Review Oversight 
Committee. The Committee meets monthly and can, at its discretion, hold a contract for up to 
forty-five (45) days. The “Contractor Begins Work” date above may be impacted by the timing 
of the contract submission to the Committee for review and/or by action of the Committee itself. 
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I. Introduction 

A. Background 
 
The Alabama Medicaid Agency, hereinafter called Medicaid, an Agency of the State of Alabama, is 
executing a system transformation that includes the establishment of a managed care system, comprised 
of Regional Care Organizations (RCOs) in five geographic regions throughout the state that will deliver 
health care to two-thirds of the state’s Medicaid recipients. These newly created entities will contract with 
providers, assume risk, and be paid on a capitated basis to provide the full range of Medicaid services for 
enrollees. The transformation is scheduled to be phased in beginning October 2017. Intended outcomes of 
the transformation include addressing fragmentation in the state’s Medicaid delivery system, 
improvement of beneficiary outcomes, supporting quality of care and improved access to healthcare 
providers. Medicaid is also in the process of transforming its long-term care system to establish a 
managed care system. It is expected that no more than two Integrated Care Networks (ICN) will operate 
state-wide. The ICN is expected to be implemented by October 1, 2018. 
 
During this transition, Medicaid is soliciting proposals for a Dental Benefits Manager (DBM) that will 
provide a risk-bearing, Prepaid Ambulatory Health Plan (PAHP) healthcare delivery system responsible 
for implementing and executing specified Medicaid dental benefits and services for eligible Alabama 
Medicaid enrollees as specified in Section B of this RFP. The term “Contract” used hereinafter refers to 
any contracted relationship between Medicaid and a Contractor to perform the requirements mentioned in 
this RFP. 
 
The Alabama Medicaid Dental Program currently pays for routine dental care for children under the age 
of 21 as long as the child is eligible for full Medicaid.  Most children are no longer eligible for routine 
dental care after their 19th birthday unless they are eligible under another eligibility category.  Dental 
services are required to be provided by licensed dentist enrolled as Medicaid dental providers.  Adults age 
21 and older are not eligible for dental coverage through Medicaid.   
 
Routine procedures involving the teeth covered by Medicaid include: 
 

•     A dental checkup every six months 
•     A dental cleaning every six months 

•   Fillings 
•   Fluoride treatments 

•   Sealants 
•   Root Canals 

•     Crowns and buildups 
•     Extractions 

•   Space maintainers 
•   Periodontal scaling and root    

planning 

•   X-rays 

 
Medicaid does not cover the following services: 
 

•    Routine orthodontic care, e.g., braces 
•    Routine partials, dentures or bridgework 
•    All-porcelain crowns 
•    Periodontal or gum surgery 

 
Dental benefits are not provided for: 
 

•    Any female covered only for family planning services under the Plan First Program.  
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•    Any recipient with partial Medicaid coverage  
 
In 2016, Medicaid had 713,587 eligibles under the age of 21 that were enrolled at least one month of the 
fiscal year with full coverage, of which 328,858 received dental services under this program.  The 
monthly average number of unduplicated eligibles was 580,750. Historical PMPM cost for Fee-for-
service dental services is $13.50-$14.00. 

B. Purpose 
 
This RFP will provide Medicaid with a DBM, hereinafter called Contractor, which will identify savings 
for Medicaid while ensuring and improving the quality of care, including, but not limited to the 
following:   
 

1. Improved coordination of care; 
2. Better dental health outcomes; 
3. Increased quality of dental care; 
4. Improved access to routine and essential specialty dental services; 
5. Outreach and education to promote dental health; 
6. Increased personal responsibility and self-management; 
7. A more financially sustainable system; and 
8. Net savings to Medicaid compared to the existing Alabama Medicaid Dental Program. 

II. Scope of Work  

AS PART OF THE PROPOSAL, CONTRACTORS MUST ACKNOWLEDGE AND 
COMPLY WITH ALL REQUIREMENTS LISTED IN THE RFP. 
 
AS PART OF THE PROPOSAL, CONTRACTORS MUST PROVIDE DETAILED 
DESCRIPTIONS OF ALL REQUIREMENTS LISTED IN APPENDIX G – SCOPE OF 
WORK (SCORED ITEMS). 

A. General DBM Requirements  

A.1 Meet federal definition of a PAHP, as defined in 42 CFR §438.2; 

A.2 Meet solvency standards as specified in 42 CFR §438.116; 

A.3 Develop a provider network with the capacity to enroll a minimum of 700,000 Medicaid 
members into the network; 

A.4 Comply with an approved 1915(b) waiver that governs this PAHP; 

A.5 Successfully complete the Medicaid’s Readiness Review prior to the start of operations; 

A.6 Maintain normal business hours of 8:00 a.m. to 5:00 p.m. CT Monday through Friday; 

A.7 Comply with all current state and federal statutes, regulations, and administrative 
procedures that are or become effective during the term of this Contract. Federal 
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regulations governing contracts with PAHPs are specified in 42 CFR Part §438 and will 
govern this Contract. Medicaid is not precluded from implementing any changes in state 
or federal statutes, rules or administrative procedures that become effective during the 
term of this Contract and will implement such changes; 

A.8 Have at least five (5) years of experience providing dental services to state Medicaid 
programs as a  PAHP or dental managed care company; 

A.9 Must coordinate and cooperate with the Alabama Medicaid Regional Care Organizations 
as applicable to ensure coordination of care and services for enrollees. 

A.10 Must submit a written statement stating the Contractor acknowledges and will comply 
with the requirements set forth in the entire RFP.  See also Appendix G. 

B. General Program Requirements 

B.1 Populations 

B.1.1 Mandatory Population 

Serve Medicaid recipients under the age of 21 who are also eligible for full 
Medicaid. 

B.1.2 Excluded Population 
Populations excluded from coverage under this RFP are: 
B.1.2.1 Recipients certified for full Medicaid coverage through Alabama 

Department of Human Resources; 

B.1.2.2 Recipients certified for full Medicaid coverage through Alabama 
Department of Youth Services; 

B.1.2.3 Eligibles 21 years of age and over; 

B.1.2.4 Tribal group(s) not opting for coverage under the DBM program;  

B.1.2.5 Eligibles that have Medicare as primary payee and Medicaid as 
secondary payee (dual eligibles); and 

B.1.2.6 Pregnant women under 21 with full Medicaid coverage. 

B.2 Primary Dental Provider 
B.2.1 The Contractor must offer each enrollee a choice of primary dental providers 

(PDPs).  Members who do not make a choice within twenty (20) calendar days 
from the date of enrollment, must be auto-assigned a PDP.  

B.2.2 When making PDP assignments, the Contractor must take into consideration the 
enrollee's last PDP (if the PDP is known and available in the Contractor's 
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network), closest PDP to the enrollee's address, keeping children/adolescents 
within the same family together, and age. 

B.2.3 The Contractor must permit enrollees to request to change PDPs at any time. If 
the enrollee request is not received by the Contractor’s established monthly cut-
off date for system processing, the PDP change will be effective the first (1st) 
day of the next month. 

B.2.4 The Contractor must assign all enrollees who are reinstated after a temporary loss 
of eligibility to the PDP who was treating them prior to loss of eligibility, unless 
the enrollee specifically requests another PDP, the PDP no longer participates 
with the Contractor or is at capacity, or the enrollee has changed geographic 
areas. 

B.3 Core Dental Benefits and Services 
 
The Contractor must provide to members, at a minimum, the dental services outlined in the Alabama 
Administrative Code, the Alabama State Plan, and the Alabama Provider Billing Manual, which include 
but are not limited to the following services:  

B.3.1 Diagnostic Services which include oral examinations, radiographs and oral/facial 
images, and diagnostic casts; 

B.3.2 Preventive Services which include prophylaxis, topical fluoride treatments, 
sealants, fixed space maintainers and re-cementation of space maintainers; 

B.3.3 Restorative Services which include amalgam restorations, composite restorations, 
stainless steel crowns; prefabricated resin crowns; pins, core build-ups, pre-
fabricated posts and cores, fillings, resin-based composite restorations, and other 
restorative procedures; 

B.3.4 Endodontic Services which include pulp capping, pulpotomy, endodontic therapy 
on primary and permanent teeth (including treatment plan, clinical procedures 
and follow-up care), and apexification; 

B.3.5 Periodontal Services which include, periodontal scaling and root planning, full 
mouth debridement, and periodontal maintenance procedures; 

B.3.6 Prosthodontics services which includes partial dentures, removable partial 
denture; pontic, and retainer crown; 

B.3.7 Oral and Maxillofacial Surgery services which include non-surgical extractions, 
surgical extractions, coronal remnants extractions, alveoloplasty, surgical 
incision,  removal of tumors, cysts, and neoplasms; treatment of fractures, 
reduction of dislocation; and other specified repair procedures; 

B.3.8 All full benefit eligible Medicaid Enrollees under age twenty-one (21) may 
receive EPSDT benefit/services in accordance with Sections 1905(a) and 1905(r) 
of the Social Security Act. Included are services identified as a result of a 
comprehensive screening visit or an inter-periodic screening, regardless of 
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whether or not they are ordinarily covered for all other Enrollees. Additionally, 
all services the Contractor is responsible for under the Alabama Medicaid 
program which are necessary to correct or ameliorate a physical or mental illness 
or condition are included. Claims for normally non-covered services that are 
provided as a result of an EPSDT service that are not specified as Covered 
Services under this RFP must be paid FFS and not included in the capitation rate.  

B.3.8.1 Services exempted from this contract are:  

B.3.8.1.1 Orthodontia services provided by Alabama Department 
of Rehabilitation (Children’s Rehabilitation Service); 

B.3.8.1.2 Dental services to recipients 21 years and older; 

B.3.8.1.3 Hospital/outpatient facility fee and CPT anesthesia codes 
when dental services are performed in a 
hospital/outpatient setting (place of service 22); 

B.3.8.1.4 Services covered by the Alabama Medicaid Regional 
Care Organizations; and 

B.3.8.1.5 Services performed that are non-covered but are 
determined medically necessary by Medicaid as a result 
of an EPSDT screening. 

 
If new dental services are added to the Medicaid Program, or if services are expanded, eliminated, or 
otherwise changed, Medicaid will make every effort to give the Contractor sixty (60) days advance notice 
of the change. However, the Contractor must add, delete, or change any service as may be deemed 
necessary by Medicaid within the timeframe required by Medicaid if mandated by federal or state 
legislation, federal or state regulations, or court order. 

o Providers must verify eligibility of these patients at every visit. 

B.4 Expanded Services 

B.4.1 As permitted under 42 CFR §438.3(e),the Contractor may offer expanded 
services and benefits to enrollees in addition to those core dental benefits and 
services specified in this RFP.  

B.4.2 These expanded services may include dental care services which are currently 
non-covered services by the Medicaid State Plan and/or which are in excess of 
the amount, duration, and scope in the Medicaid State Plan.  

B.4.3 These services/benefits must be specifically defined by the Contractor in regard 
to amount, duration and scope. Medicaid will not provide any additional 
reimbursement for these services/benefits. The Contractor must not seek 
reimbursement for these services from the enrollees. The expanded services 
offered by the Contractor will not be taken into consideration when setting the 
capitation rates. 
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B.4.4 The Contractor must provide Medicaid a description of the expanded 
services/benefits to be offered by the Contractor for approval during the 
Readiness Assessment Review. Additions or modifications to expanded 
services/benefits made during the contract period must be submitted to Medicaid, 
for approval. 

B.5 Emergency Services 

B.5.1 The Contractor must provide emergency dental services in an office setting to 
eligible members for the treatment of any condition requiring immediate 
attention for the relief of pain, hemorrhage, acute infection, or traumatic injury to 
the teeth, supporting structures, jaws, and tissue of the oral cavity. The 
Contractor: 

B.5.1.1 Must not require prior authorization for emergency dental services 
and care; 

B.5.1.2 Must not indicate that emergencies are covered only if care is 
secured within a certain period of time; 

B.5.1.3 Must not use terms such as “life threatening” or “bona fide” to 
qualify the kind of emergency that is covered; 

B.5.1.4 Must not deny payment based on the member’s failure to notify the 
Contractor in advance or within a certain period of time after the care 
is given;  

B.5.1.5 Must cover Emergency Services regardless of whether the Provider 
that furnishes the services is in the Contractor’s Provider Network; 

B.5.1.6 Must pay Non-Participating Providers for Emergency Services no 
more than the amount that would have been paid if the service had 
been provided under the Medicaid Fee-for-Service program; 

B.5.1.7 Must not deny payment for treatment obtained when an Enrollee had 
an Emergency Medical Condition, including cases in which the 
absence of immediate medical attention would not have had the 
outcomes specified in 42 CFR § 438.114(a) of the definition of 
Emergency Medical Condition; 

B.5.1.8 Must not deny payment for treatment obtained when a representative 
of the Contractor instructs the Enrollee to seek Emergency Services; 

B.5.1.9 Must not limit what constitutes an Emergency Medical Condition on 
the basis of lists of diagnoses or symptoms. 

B.6 Prohibited Services: 
 
   The Contractor is prohibited from providing: 
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B.6.1.1 Experimental procedures 

B.6.1.2 Elective cosmetic surgery or services 

C. Operation Requirements 

C.1 Third Party Liability 

C.1.1 The Contractor must comply with Section 1902(a)(25) of the Social Security Act, 
42 USC § 1396a(a)(25) and any third party liability (TPL) procedures 
implemented by Medicaid. Medicaid will identify TPL insurance coverage and 
submit this information monthly and provide daily updates to the Contractor’s 
third party administrator (TPA). Under this RFP, TPL recovery responsibilities 
must be retained by Medicaid. 

C.1.2 The Contractor must not deny or delay approval of otherwise covered treatment 
or services based upon TPL considerations. The Contractor may neither 
unreasonably delay payment nor deny payment of Claims unless the probable 
existence of TPL is established at the time the Claim is adjudicated. 

C.2 Cost Avoidance Activities 

C.2.1 The Contractor must have primary responsibility for cost avoidance through the 
coordination of benefits (COB) relative to Federal and private health insurance-
type resources including, but not limited to, private health insurance, ERISA 
plans and workers compensation. Except as provided in Section 1902(a)(25) of 
the Social Security Act, the Contractor must attempt to legally avoid initial 
payment of Claims, whenever possible, where Federal or private health 
insurance-type resources are available. All payments that are cost avoided by the 
Contractor must be reported to Medicaid via encounter data submissions. The use 
of the appropriate HIPAA 837 Loop(s) for Medicare and other insurance paid 
(OIP) must indicate that TPL has been pursued and the amount which has been 
cost-avoided.  

C.3 Mandatory Pay and Chase  

C.3.1 The Contractor must comply with state and federal mandatory "pay and chase" 
requirements. Section 1902(a)(25)(E) and (F) of the Social Security Act require 
states to pay and later seek reimbursement from liable third parties: (1) for 
Prenatal and preventive pediatric care, and (2) in the context of a state child 
support enforcement action. The Contractor must allow for the payment of 
mandatory pay and chase services regardless of the existence of other insurance. 
Medicaid will retain the responsibility to seek reimbursement for these services 
from the other insurance.  

C.4 Copayments 

C.4.1 Any cost sharing imposed on Medicaid members must be in accordance with 42 
CFR §§447.50 through 447.57 and cannot exceed cost sharing amounts in the 
Medicaid State Plan. Alabama currently has no cost sharing requirements for any 
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of Contractor’s core dental benefits and services. Medicaid reserves the right to 
amend cost sharing requirements.  

C.5 Provider Network 

C.5.1 In all agreements with Providers, the Contractor must comply with the 
requirements specified in 42 CFR § 438.214. 

C.5.2 The Contractor must ensure that all Providers are eligible for participation in the 
Medicaid program. If a Provider was involuntarily terminated from the Medicaid 
program, other than for purposes of inactivity, that Provider is not considered an 
eligible Medicaid Provider.  

C.5.3 The Contractor must not employ or contract with Providers excluded from 
participation in any Federal and/or State health care programs under either 
Sections 1128 or 1128A of the Social Security Act or any other exclusion 
authority. In accordance with this RFP, the Contractor must verify at the initial 
agreement and on a monthly basis that all Participating Providers are not 
excluded from participation in any Federal and/or State health care programs.  

C.5.4 No Provider agreement which the Contractor enters into with respect to 
performance under this Contract must in any way relieve the Contractor of any 
responsibility for the provision of services and duties under this RFP. The 
Contractor must assure that all services and tasks related to the Provider 
agreements are performed in accordance with the terms of this Contract. The 
Contractor must identify in its Provider agreements any aspect of service that 
may be subcontracted by the Provider.  

C.5.5 The Contractor and its Participating Providers must establish and implement 
procedures consistent with confidentiality requirements in accordance with this 
RFP.  

C.5.6 All Provider agreements and amendments must use the template provided by 
Medicaid and be approved in writing during the Contractor’s readiness 
assessment period or thereafter.  Provider agreements do not need to be 
submitted to Medicaid for review in advance and/or written approval unless the 
agreement is specifically requested by Medicaid. All Provider agreements and 
amendments that deviate from the approved template must be submitted to 
Medicaid for review in advance for written approval with the provision(s) that 
deviate from the approved template in a format requested by Medicaid.  

C.5.7 If the Contractor declines to include an individual or group of Providers in its 
Provider Network, the Contractor must give the affected Providers written notice 
of the reason for its decision within 14 business days. 

C.5.8 The Contractor must provide Medicaid notification when the Contractor receives 
information about a change in a Participating Provider’s circumstances that may 
affect the Provider’s eligibility to participate in the DBM Program, including the 
termination of the Provider agreement with the Contractor.  
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C.5.9 All Participating Providers must be screened by and enrolled with Medicaid for 
participation in the Medicaid program. Subject to Section II.C.9 of this RFP, the 
Contractor may execute Provider agreements with potential Providers pending 
the outcome of screening enrollment, and revalidation, of up to one hundred 
twenty (120) calendar days. 

C.6 Network Adequacy 
 
The Contractor must provide assurances of their capability to meet and maintain the 
Network Adequacy standards within the RFP response. Letters of Intent (LOIs) and 
provider contracts will not be submitted with the RFP response. The selected Contractor 
will be required to submit Letters of Intent and contracts with providers during the 
period immediately following the announcement of the selected Contractor.  The 
selected Contractor will be required to submit LOIs of their proposed network to 
Medicaid for its evaluation of its Network Adequacy within 30 days of receiving the 
intent to award. 

C.6.1 The Contractor must maintain a network of appropriate Participating Providers 
that: 

C.6.1.1 Considers anticipated Medicaid enrollment in its service area in 
accordance with the State’s standards for access to care for all 
Enrollees, including those with limited English proficiency or 
physical or mental disabilities; 

C.6.1.2 Considers expected utilization of services, taking into account the 
characteristics and oral health care needs of specific Enrollees 
enrolled with the Contractor; 

C.6.1.3 Considers numbers and types of Providers required to furnish 
Covered Services; 

C.6.1.4 Considers number of network Providers who are not accepting new 
Enrollees; 

C.6.1.5 Considers geographic location of Providers and Enrollees; 

C.6.1.6 Is supported by written Provider agreements; 

C.6.1.7 Is sufficient to provide eligible Indian Enrollees timely access to 
Covered Services under this Contract from an Indian Health Care 
Provider (IHCP); 

C.6.1.8 Is sufficient to provide the delivery of services in a culturally 
competent manner to all Enrollees in accordance with 42 CFR § 
438.206(c)(2); and 

C.6.1.9 Meets the requirements of 42 CFR § 438.68 and 42 CFR § 438.206, 
Alabama Medicaid Administrative Code and other applicable laws 
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and regulations. 

C.6.2 The Contractor may contract with any willing provider to provide Covered 
Services in the Region if the Provider is willing to accept the payments and terms 
offered comparable Providers.  All Providers must meet licensing requirements 
set by law, must have a Medicaid provider number, and must not otherwise be 
disqualified from participating in Medicare or Medicaid. 

C.6.3 Access and Availability.  The Contractor must meet, and require its Participating 
Providers to meet, the following standards for timely access to care and services, 
taking into consideration the urgency of the need for such services: 

C.6.3.1 The Contractor must require its Participating Providers to offer hours 
of operation that are no less than the hours of operation offered to 
commercial enrollees or hours of operation that are comparable to 
Medicaid Fee-for-Service, if the Provider serves only Medicaid 
Recipients. 

C.6.3.2 Appointment Availability – For Dental Care 

C.6.3.2.1 Urgent Care: Within twenty-four (24) hours of 
presentation or request 

C.6.3.2.2 Routine Dental Care – PDP: Within thirty (30) calendar 
days of presentation or notification excluding legal 
holidays 

C.6.3.2.3 Routine Dental Care – Core Specialist: Within forty-five 
(45) calendar days of presentation or notification 
excluding legal holidays 

C.6.3.3 Office Wait Times 

C.6.3.3.1 Walk-In: Within two (2) hours, or schedule an 
appointment within the standards of appointment 
availability 

C.6.3.3.2 Previously Scheduled Appointment: Within one hour of 
appointment 

C.6.3.4 Access for Enrollees with Disabilities 

C.6.3.4.1 The Contractor must, and must require its Providers or 
Subcontractors, to comply with the requirements of the 
Americans with Disabilities Act (ADA).  In providing 
oral health care benefits, the Contractor must not directly 
or indirectly, through contractual, licensing or other 
arrangements, discriminate against Enrollees who are 
qualified disabled individuals covered by the provisions 
of the ADA. 
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C.6.4 The Contractor must develop, implement and maintain policies and procedures 
and monitoring protocols for Medicaid’s approval to: 

C.6.4.1 Meet and require its Participating Providers to comply with the 
timely access to care and services requirements under this Contract; 

C.6.4.2 Monitor Participating Providers regularly to determine compliance 
with this Contract; and 

C.6.4.3 Take corrective action if there is a failure to comply with this 
Contract. 

C.7 Required Providers 

C.7.1 The Contractor must develop, implement and maintain policies and procedures 
and monitoring protocols for Medicaid’s approval to enroll: 

C.7.1.1 Primary Dental Providers: 

C.7.1.1.1 Dentist  

C.7.1.1.2 Pediatric Dentist  

C.7.1.1.3 Federally Qualified Health Center (FQHC) 

C.7.1.1.4 Rural Health Clinic (RHC) 

C.7.2 Core Specialists: 

C.7.2.1 Maxillofacial or Oral Surgeon 

C.7.3 Non-Core Specialists: those Providers not listed in Section II.C.9.2 of this 
Contract, in adequate numbers needed to appropriately service the Contractor’s 
Enrollees and provide care delivery for all of the services and benefits covered 
under this Contract.  

C.8 Geographic Access Standards 

C.8.1 The Contractor must comply with geographic access standards set by Medicaid 
and described in this RFP. 

C.8.2 The Contractor must maintain a Provider Network that is sufficient in number, 
mix and geographic distribution to meet the needs of the anticipated number of 
Enrollees in the Region.  The minimum network criteria are as follows (next 
page): 
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C.8.3 If the Contractor is unable to enroll a sufficient number of Providers located 
within an area to meet the geographic access standards, or is unable to enroll a 
sufficient number of Providers within a Provider type or specialty, the Contractor 
may request an exception from the geographic access requirements. Medicaid has 
the sole discretion to allow for any exception to the geographic access 
requirements and may request any supporting information from Contractor. 

C.8.4 If the Contractor cannot demonstrate sufficient Provider capacity through its 
geographic access reporting and other network reporting, Medicaid may impose 
corrective actions to assure Enrollees have appropriate access to services. 

C.8.5 Medicaid, in its sole discretion, may grant the Contractor an exception of any 
Provider-specific network standard. 

C.8.5.1 The Contractor may request for an exception to a Provider-specific 
network standard which must be in writing and include, at a 
minimum: 

C.8.5.1.1 Description of the current Provider-specific network 
standard; 

C.8.5.1.2 The exception the Contractor is requesting; 

C.8.5.1.3 Steps taken by the Contractor to comply with 
requirement before requesting the exception; 

C.8.5.1.4 Description of the Contractor’s plan to become 
compliant with the Provider-specific network standard 
by the expiration of the exception, if granted; and 

C.8.5.1.5 Description of the Contractor’s plan to adequately 
provide Covered Services if exception is granted. 

Provider Type Minimum Number Distance Minimum Utilization 

Primary Dental 
Providers (PDPs)  

1.5 per 1,000 
Enrollees, with a 
minimum of two 

50 mile radius 
from each 
Enrollee’s 
residence, with a 
minimum of two  

120 Medicaid encounters 
per year 

Core Specialists (for 
each of the types 
identified in 
Subsection C.7.2 of 
this RFP 

0.2 per 1,000 
Enrollees 

100 mile radius 
from each 
Enrollee’s 
residence 

Minimum of 1 Medicaid 
encounter per year 
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C.8.6 In addition to the information provided by the Contractor and other relevant 
factors, Medicaid shall, at a minimum, take into consideration the number of 
Providers in the specialty practicing in the Contractor’s Region in evaluating a 
request from an exception from a Provider-specific network standard. 

C.8.7 If Medicaid grants an exception, the Contractor must submit quarterly reports to 
Medicaid detailing Enrollee access to the Provider type subject to the exception. 

C.8.8 Any exception issued in accordance with this subsection will expire after one 
year, which may be renewed upon the Contractor’s request and in Medicaid’s 
sole discretion. 

C.8.9 An exception may be revoked earlier if Medicaid determines, in its sole 
discretion, that the continuance of the exception is to the detriment of the 
Enrollees or the circumstances at the time the exception was granted materially 
change. 

C.9 Out-of-Network Services 

C.9.1 If the Contractor's Provider Network is unable to provide Covered Services to a 
particular Enrollee, the Contractor must adequately and timely cover these 
services out-of-network for the Enrollee, for as long as the Contractor is unable 
to provide them through its existing Provider Network. 

C.9.2 The Contractor must coordinate with non-Participating Providers with respect to 
payment.  The Contractor must ensure that the cost to the Enrollee is no greater 
than it would be if the services were furnished within the Provider Network. 

C.9.3 The Contractor must allow Indian Enrollees to obtain Covered Services from Out 
of Network IHCPs from whom the Enrollee is otherwise eligible to receive such 
services. 

C.10 Provider Network Reporting and Monitoring 

C.10.1 The Contractor must submit documentation to Medicaid, in a format specified by 
Medicaid, to demonstrate that it complies with the following requirements: 

C.10.1.1 Offers an appropriate range of preventive, and specialty services that 
is adequate for the anticipated number of Enrollees for the Region; 
and 

C.10.1.2 Maintains a network of Providers that is sufficient in number, mix, 
and geographic distribution to meet the needs of the anticipated 
number of Enrollees in the Region. 

C.10.2 The Contractor must submit the documentation as specified by Medicaid, but no 
less frequently than the following: 

C.10.2.1 At the time it enters into this Contract; 
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C.10.2.2 On an annual basis; and 

C.10.2.3 At any time there has been a significant change in the Contractor's 
operations that would affect the adequacy of capacity and services, 
including: 

C.10.2.3.1 Changes in the Contractor's services, benefits, 
geographic service area, composition of or payments to 
its Provider Network; or 

C.10.2.3.2 Enrollment of a new population in the Contractor. 

C.11 Out-of-State Providers 

C.11.1 Dental care and services provided outside the State of Alabama for Enrollees are 
Covered Services if and only if such services are covered when rendered in-state 
and are Medically Necessary.  Out-of-State Providers must follow the enrollment 
procedures of Medicaid.  Providers bordering Alabama, within thirty (30) miles 
of the Alabama state line, may be included within the Contractor’s Provider 
Network.  All other out-of-State Providers should be enrolled only for the 
treatment of emergent care or for services not otherwise available in-State.  The 
Contractor is not obligated to pay Out-of-State Providers any more than the 
amount that would have been paid if the service had been provided under the 
Medicaid Fee-For-Service Program.  Medicaid shall not be responsible for any 
amounts due or paid in excess of amounts that would have been paid under the 
Medicaid Fee-For-Service Program. 

C.12 Provider Terminations or Losses 

C.12.1 If the Contractor experiences a material change to its Provider Network or is 
affected by other factors which have, in the sole discretion of Medicaid, a 
significant impact on access in the Network and which may result in transferring 
a substantial number of Enrollees to other Participating Providers in the 
Contractor’s Provider Network, the Contractor must provide Medicaid with a 
written work plan acceptable to Medicaid to ensure continuity and coordination 
of care for the Enrollees at least sixty (60) calendar days prior to the date of such 
action.  Medicaid may also request additional information regarding the 
Participating Provider terminations or losses, including but not limited to a 
summary of the issue(s) or reason(s) for the termination or loss and information 
on negotiation(s) or outreach between the Contractor and Participating Provider. 

C.12.1.1 For the purposes of this subsection, the following changes are 
considered to have a significant impact on access in the Region: 

C.12.1.1.1 A loss of PDPs that affects compliance with PDP 
geographic access standards; 

C.12.1.1.2 A loss of all Participating Providers in a specific 
specialty where another Participating Provider in that 
specialty is not available within the geographic access 
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standards; 

C.12.1.1.3 Other adverse changes to the composition of the 
network, which impair or deny the Enrollee's adequate 
access to care.  

C.12.1.2 If the Contractor must terminate a Participating Provider due to 
circumstances that would compromise Enrollee care, the required 
notice to Medicaid may be shortened with the prior written approval 
of Medicaid. 

C.12.1.3 If a Participating Provider terminates its Participating Provider 
agreement with the Contractor or if the Contractor is affected by 
circumstances beyond the Contractor’s control and the Contractor 
cannot reasonably provide the required sixty (60) calendar days’ 
notice, the required notice to Medicaid may be shortened with the 
prior written approval of Medicaid. 

C.12.1.3.1 Unless a Participating Provider is being terminated for 
cause, the Contractor must allow an Enrollee to 
continue, and must continue to pay the Provider for, 
ongoing care with the Participating Provider for up to 
sixty (60) calendar days from the date the Enrollee is 
notified by the Contractor of the termination or pending 
termination of the Participating Provider, or for up to 
sixty (60) calendar days from the date of Participating 
Provider termination, whichever is greater.  An Enrollee 
is considered to be receiving ongoing care from a 
Participating Provider if an Enrollee was treated two (2) 
or more times during the previous twelve (12) months by 
the Participating Provider for a condition that requires 
follow-up care or additional treatment or the services 
have been prior authorized 

C.12.2 The Contractor must give written notice of termination of a contracted Provider, 
within fifteen (15) calendar days after receipt or issuance of the termination 
notice, to each Enrollee who received his or her primary dental care from, or was 
seen on a regular basis by, the terminated Provider.  Affected Enrollees include 
all Enrollees in a PDP’s panel and all Enrollees who have been receiving ongoing 
care from the terminated Provider. 

C.13 Credentialing 

C.13.1 Medicaid or its designee is responsible for credentialing and re-credentialing 
Medicaid Providers.  Medicaid or its designee will provide to the Contractor a 
monthly file that includes Providers that are fully credentialed by Medicaid and 
changes to Provider credentialing status.  The Contractor is responsible for 
verifying that all Participating Providers are fully credentialed by Medicaid or its 
designee prior to any Participating Provider delivering any Covered Services to 
Enrollees.  
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C.13.2 The Contractor must develop, implement and maintain written policies and 
procedures for selection and retention of Providers following Medicaid's policy 
for credentialing and re-credentialing found in the Alabama Medicaid 
Administrative Code and the Alabama Medicaid Provider Manual. 

C.14 Provider Non-Discrimination 

C.14.1 In accordance with 42 CFR § 438.12 and § 438.214, the Contractor may not 
discriminate with respect to the participation, reimbursement or indemnification 
of any Provider who is acting within the scope of his or her license or 
certification under applicable Alabama law solely on the basis of that license or 
certification. 

C.14.2 The Contractor’s Provider selection and retention policies and procedures must 
not discriminate against particular Providers that serve high-risk populations or 
specialize in conditions that require costly treatment. 

C.14.3  The Contractor is not precluded from establishing measures that are designed to 
maintain quality of services and control costs and are consistent with its 
responsibilities to Enrollees, as long as they are approved according to Section 
II.M.7 of the RFP. 

C.15 PDP Panel Size 

C.15.1 The Contractor must provide Medicaid with reports on PDP panel size in 
accordance with the Reporting Manual. 

C.16 Payment 

C.16.1 The minimum Fee-for-Service reimbursement rates that a Contractor must pay 
providers for applicable Medicaid services provided to an Enrollee must be the 
prevailing Medicaid Fee-for-Service payment schedule, unless otherwise jointly 
agreed to by a Provider and a Contractor through a Provider agreement or 
mandated by Federal law. 

C.16.1.1 Fee-for-Service Payments to FQHCs.  The Contractor must negotiate 
and pay FQHCs at rates no less than what the Contractor pays to 
other Participating Providers who provide comparable services in the 
Contractor’s Provider Network. 

C.16.1.2 Payments to IHCP.  In accordance with 42 CFR § 438.14(c), the 
Contractor must pay IHCP, whether participating in the Provider 
Network or not, for covered managed care services provided to 
Indian Enrollees who are eligible to receive services from the IHCP 
either its applicable encounter rate published annually in the Federal 
Register by the Indian Health Service, or in the absence of a 
published encounter rate, the amount it would receive if the services 
were provided under the Fee-for-Service methodology. 

C.16.1.2.1 An IHCP enrolled in Medicaid as a FQHC but not 
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as the Contractor’s Participating Provider must be 
paid an amount equal to the amount the Contractor 
pays to Contractor’s FQHC Participating Provider 
that is not an IHCP, including any supplemental 
payment from the State to account for difference 
between amount the Contractor pays and what the 
IHCP FQHC would have received under FFS.  

C.16.2 If the Contractor enters into a capitated arrangement with a participating 
provider, the Contractor must impose the same detailed encounter data reporting 
requirements as for those Providers paid by the Contractor on a fee-for-Service 
basis. 

C.16.3 Claims Payment Standards.  The Contractor must ensure that Claims are 
processed and payment systems comply with the Federal requirements set forth 
in 42 USC § 1396a(a)(37)(A), 42 CFR § 447.45 and 42 CFR § 447.46; and in 
accordance with Alabama laws and regulations, as applicable.  The Contractor 
must be subject to damages pursuant to such laws and regulations and Sanctions 
for failure to comply with such Claims payment standards. 

C.16.3.1 The Contractor is subject to Sanctions if it does not process (pay or 
deny) Claims within the following timeframes: 

C.16.3.1.1 The Contractor must pay 90 percent (90%) of all Clean 
Claims from Providers for Covered Services within 
thirty (30) calendar days following receipt; and 

C.16.3.1.2 The Contractor must pay 99 percent (99%) of all Clean 
Claims from Providers for Covered Services within 
ninety (90) calendar days following receipt. 

C.16.3.2 Claims submitted by Providers under investigation for fraud, waste 
and/or Abuse are not subject to these timeframes. 

C.16.4 The Contractor must require Providers to submit Claims through electronic data 
interchange (EDI) that allows for automated processing and adjudication of 
Claims.  The Contractor must pay Providers via an electronic funds transfer 
(EFT) payment process.  The Contractor must ensure that the date of receipt is 
the date the Contractor receives the Claim, as indicated by its date stamp on the 
Claim, and that the date of payment is the date of the check or other form of 
payment. 

C.16.5 In accordance with § 27-1-17.1(b) of the Alabama Code, “If a covered health 
care provider requests payment under a health insurance plan from a health 
insurer or its contracted vendor or a regional care organization be made using 
Automated Clearing HOUSE electronic funds transfer, that request must be 
honored.  Furthermore, such a request may not be used to delay or reject a 
transaction, or attempt to adversely affect the covered health care provider.” 
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C.17 Provider Services Telephone Line 

C.17.1 The Contractor must operate a toll-free telephone line for Provider inquiries from 
8 a.m. to 5 p.m. Central time Monday through Friday, except for Medicaid-
approved holidays.  The Provider services telephone line must be staffed with 
personnel who are knowledgeable about the Contractor’s program, Covered 
Services and services covered outside of the RFP. 

C.17.2 The Contractor must ensure that, after regular business hours, the Provider 
services telephone line is answered by an automated system with the capability to 
provide callers with operating hours and instructions on how to verify enrollment 
for an Enrollee with an urgent condition or an Emergency Medical Condition.  
The Contractor must have a process in place to handle after-hours inquiries from 
Providers seeking to verify enrollment for an Enrollee with an urgent condition 
or an Emergency Medical Condition, provided, however, that the Contractor and 
its Providers must not require such verification prior to providing Emergency 
Services. 

C.17.3 The Contractor must ensure that the Provider services telephone line meets the 
following minimum performance requirements: 

C.17.3.1 A two (2) minute or less average hold time once the call is in the 
queue, prior to the call connecting to a representative; 

C.17.3.2 A ten percent (10%) or less abandonment rate after fifteen (15) 
seconds; and 

C.17.3.3 An answer rate of ninety percent (90%) or greater. 

C.17.4 The Contractor must conduct ongoing call quality assurance to ensure these 
minimum performance requirements are met.  The Contractor must monitor its 
performance regarding the Provider services telephone line performance 
requirements and submit performance reports summarizing call center 
performance as indicated in Section II.F of this RFP and the Reporting Manual.  
If Medicaid determines that it is necessary to conduct onsite monitoring of the 
Contractor’s Provider services functions, the Contractor is responsible for all 
reasonable costs incurred by Medicaid or its authorized designee(s) relating to 
such monitoring. 

C.17.5 Failure to meet requirements for the Provider services telephone line may result 
in Sanctions. 

C.18 Provider Manual 

C.18.1 The Contractor must create a Provider Manual for its Participating Providers 
which must be approved by Medicaid prior to use and updating and which must 
be binding upon the Participating Providers and the Contractor.  The manual and 
any amendments thereto must serve as a source of information to Providers 
regarding Covered Services, policies and procedures, Federal and State statutes, 
and regulations, telephone access and special requirements to ensure all Contract 
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requirements are being met.  At a minimum, the Provider Manual must be 
consistent with the then-current Alabama Medicaid Provider Manual as 
applicable. 

C.18.2 The Contractor must make the Provider Manual available on its website.  

C.18.3 The Contractor must communicate to its Participating Providers changes to the 
Provider Manual.  Such changes must be communicated no later than thirty (30) 
calendar days of effective date of change and can be electronically transmitted.  
All changes to the Provider Manual must be sent to Medicaid for approval prior 
to publication or dissemination. 

C.19 Provider Training 

C.19.1 The Contractor must provide training to all Participating Providers and their staff 
regarding the DBM Program and special needs of Enrollees within thirty (30) 
calendar days of a Provider joining the Contractor’s Provider Network. 

C.19.2 The Contractor must provide ongoing training to its Provider Network as deemed 
necessary by the Contractor or Medicaid. 

C.19.3 All Provider training materials must be submitted to Medicaid for approval prior 
to use and upon updating. 

C.20 Provider Incentive Plans 

C.20.1 If the Contractor elects to offer Provider Incentive Plans, the Contractor must 
submit the Provider Incentive Plan to Medicaid in advance for review and/or 
written approval prior to implementation. 

C.20.2 The Contractor’s Provider Incentive Plan must be in compliance with 
requirements set forth in 42 CFR § 422.208 and § 422.210: 

C.20.2.1 The Contractor may not make payment directly or indirectly under a 
Provider Incentive Plan to a Provider as an inducement to reduce or 
limit Medically Necessary services furnished to an Enrollee. 

C.20.2.2 The Contractor must report whether services not furnished by 
Provider are covered by incentive plan.  No further disclosure is 
required if Provider Incentive Plan does not cover services not 
furnished by Provider. 

C.20.2.3 The Contractor must report what types of incentive arrangement (e.g. 
withhold, bonus, capitation) will be used by the Contractor. 

C.20.2.4 The Contractor must report the percent of withhold or bonus (if 
applicable). 

C.20.2.5 The Contractor must report panel size, and if Enrollees are pooled, 
the approved method used to pool the Enrollees. 
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C.20.2.6 Upon request, the Contractor must provide Medicaid proof the 
Provider has adequate stop-loss insurance coverage, including 
amount and type of stop-loss insurance protection to individual 
Providers and conduct annual Enrollee surveys of Enrollee 
satisfaction. 

C.20.2.7 The Contractor must provide information on its Provider Incentive 
Plan to any Medicaid Recipient upon request (this includes the right 
to adequate and timely information on a Physician Incentive Plan). 

C.20.2.8 The Contractor must disclose to Medicaid and, upon request, 
disclose to Enrollees, results of conducted Enrollee survey. 

C.20.2.9 The Contractor must disclose to Medicaid results of any conducted 
Provider survey. 

C.20.3 Failure to comply with the requirements for Provider Incentive Plans may result 
in sanctions. 

D. Enrollee Services 

D.1 Eligibility 

D.1.1 Medicaid is responsible for administering the Medicaid program including 
determining eligibility for Medicaid benefits and determining whether Medicaid 
recipients are mandated to enroll in the DBM Program.  Section II.A of this RFP 
illustrates the populations eligible for participation in the DBM Program. 

D.1.2 The Contractor must not, on the basis of health status or need for health care 
services, discriminate against individuals eligible to enroll with the Contractor.  
This includes but is not limited to, termination of enrollment or refusal to reenroll 
a recipient except as permitted under this RFP, or any practice that would 
reasonably be expected to discourage enrollment or reenrollment by recipients 
whose medical condition or history indicates probable need for substantial future 
medical services.  Violation of this requirement may result in Sanctions. 

D.1.3 The Contractor must not discriminate against individuals eligible to enroll with 
the Contractor on the basis of any protected category listed in 42 CFR § 438.3(d) 
and must not use any policy or practice that has the effect of discriminating on 
the basis of any protected category listed in 42 CFR § 438.3(d). 

D.2 Enrollment 

D.2.1 General 

D.2.1.1 Medicaid is responsible for developing an enrollment process 
consistent with the requirements of 42 CFR §§ 438.50(d), 438.52, 
438.54 and all other applicable laws and regulations.  In accordance 
with this section, Medicaid will enroll individuals with the 
Contractor based on Medicaid’s enrollment and reenrollment 



 

 
 

Page 28 
 

requirements and based on the populations eligible for participation 
in the DBM Program as illustrated in Section II.B.1 of this RFP.  The 
Contractor must accept all individuals assigned to the Contractor by 
Medicaid in the order in which they are assigned without restriction 
up to the limits described in Section II.B.1 of this RFP. 

D.2.1.2 Prior period coverage.  Prior period coverage refers to the timeframe 
from the effective date of Medicaid eligibility to the day the Enrollee 
is enrolled with the Contractor. With the exception of newborns born 
to mothers eligible for DBM assignment, Medicaid shall provide 
prior period coverage for the period of time prior to the Enrollee’s 
enrollment with the Contractor.   

D.2.1.3 Effective date of enrollment.  Enrollment with the Contractor, 
whether chosen by the Enrollee or the Enrollee is auto-assigned, will 
be effective at 12:00 a.m. Central time on the first (1st) calendar day 
of the next month for those Enrollees who choose or are auto-
assigned to the Contractor on or before the twenty-eighth (28th) 
calendar day of the month.  For those Enrollees who choose or are 
auto-assigned to the Contractor after the twenty-eighth (28th) 
calendar day of the month, enrollment with a Contractor will be 
effective at 12:00 a.m. Central time on the first (1st) calendar day of 
the second (2nd) month after choice or auto-assignment.  Medicaid 
reserves the right to modify the cut-off date if the 28th calendar day 
falls on a weekend or holiday. 

D.2.1.4 Lock-in period.  Once enrolled with the DBM, Enrollees may not 
disenroll with the DBM except for cause, described in Section 
II.D.2.4.8 of this RFP.   

D.2.1.5 Temporary loss of eligibility.  The DBM will automatically reenroll 
an Enrollee with the PDP with which he or she was most recently 
enrolled if the Enrollee has a temporary loss of eligibility during the 
lock-in period.  In this instance the lock-in period will continue as 
though there had been no break in eligibility, keeping the original 
twelve (12) month period. 

D.2.2 Medicaid Management Information System (MMIS) Reporting 

D.2.2.1 Medicaid will provide the Contractor with the following reports, 
from the Alabama MMIS, for the Contractor to verify Enrollee 
eligibility and enrollment: 

D.2.2.1.1 Monthly File.  Medicaid or its designee will provide an 
American National Standards Institute (ANSI) X12 834 
standard transaction monthly Enrollee file to the 
Contractor in accordance with Medicaid’s submission 
schedule.  The file will contain the eligibility period and 
other Enrollee demographic information.  It will contain 
only the most current record for each Enrollee.  The 
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Contractor must reconcile this Enrollee file with the 
Capitation Payment it receives from Medicaid and notify 
Medicaid of any discrepancies found within the data on 
the file within thirty (30) calendar days of receipt.   

D.2.2.1.2 Daily File.  Medicaid or its designee will provide to the 
Contractor an 834 daily Enrollee file that contains 
record(s) for each Enrollee where data for that Enrollee 
(contained in the 834 file layout) has changed that day.  
The file will contain add, termination and change 
records.  The file will contain demographic changes, 
eligibility changes, enrollment changes and third party 
liability (TPL) information.  The Contractor must 
process this file within three (3) business days of receipt 
and notify Medicaid of any discrepancies with the 
Contractor’s internal membership information within 
thirty (30) calendar days of receipt. 

D.2.2.2 Alerts.  The Contractor must report to Medicaid on a weekly alert 
file: 

D.2.2.2.1 Death 

D.2.2.2.2 Changes in Enrollee mailing addresses 

D.2.2.3 To facilitate the Enrollee choice period, the Contractor must share 
the following information with Medicaid’s designated enrollment 
broker: 
D.2.2.3.1 Annually and upon request: 

D.2.2.3.1.1 Benefits covered 

D.2.2.3.1.2 Cost Sharing, if any 

D.2.2.3.1.3 Benefits available under the Alabama 
Medicaid State Plan but not covered under 
this RFP, including how and where the 
Enrollee may obtain those benefits, any 
Cost Sharing and how transportation is 
provided 

D.2.2.3.1.4 Counseling and referral services not 
covered under this RFP because of moral or 
religious objections 

D.2.2.3.2 Monthly and upon request: 

D.2.2.3.2.1 Names, locations, telephone numbers of, 
and non-English language spoken by 
current Participating Providers 
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D.2.2.3.2.2 Identification of Providers, including 
PMPs, Specialists and hospitals that are not 
accepting new Enrollees 

D.2.3 Selection and Assignment of Primary Dental Provider 

D.2.3.1 The Contractor must ensure each Enrollee has the freedom to choose 
a PDP in the Contractor’s Provider Network within distance 
standards set forth in this Contract. 

 
D.2.3.1.1 Within fifteen (15) calendar days of enrollment, the 

Contractor must send the Enrollee a letter encouraging 
the Enrollee to call the Contractor’s Enrollee services 
department to select a PDP and informing the Enrollee if 
he or she does not select a PDP one will be selected for 
the Enrollee. 

D.2.3.1.1.1 At the Contractor's option, the letter may 
also inform the Enrollee of the PDP that the 
Contractor will assign to the Enrollee if the 
Enrollee does not select a PDP within thirty 
(30) calendar days of enrollment.  Such 
letter must include the name, location and 
office telephone number of the PDP that 
will be assigned if the Enrollee does not 
make an alternate PDP selection.  Such 
letter must also inform the Enrollee that he 
or she may select a different PDP if the 
Enrollee is dissatisfied with the assignment. 

 
D.2.3.1.2 If an Enrollee does not select a PDP within thirty (30) 

calendar days of enrollment and if the Contractor does 
not inform the Enrollee of the PDP assignment in 
advance in accordance with Section II.D.2.3 of this RFP, 
the Contractor must make the assignment and notify the 
Enrollee in writing of his or her PDP's name, location 
and office telephone number, while providing the 
Enrollee with an opportunity to select a different PDP if 
the Enrollee is dissatisfied with the assignment. 
 

D.2.3.1.3 When a Contractor assigns a PDP, it must take into 
consideration the following: 

D.2.3.1.3.1 Enrollee’s geographic location; 

D.2.3.1.3.2 Enrollee’s previous PDP, if known; 

D.2.3.1.3.3 Other family members’ PDPs, if known; 
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D.2.3.1.3.4 Special Health Care Needs, including 
pregnancy, if known; and 

D.2.3.1.3.5 Special language and cultural 
considerations, gathered by the Contractor 
at the time of enrollment. 

D.2.3.2 The Contractor must allow each Enrollee to change PDPs at any 
time, for any reason.  The request can be made in person, in writing 
or by telephone.  The Contractor must document each request and 
must process PDP changes within thirty (30) calendar days of the 
request.  If the Contractor believes an Enrollee is abusing his or her 
right to change PDPs, the Contractor may request prior approval 
from Medicaid to limit PDP changes for a particular Enrollee. 

D.2.3.3 Prior to the fifteenth (15th) day of each month, the Contractor must 
submit a listing of its Enrollees’ PDP assignment to Medicaid’s 
Fiscal Agent. 

D.2.3.4 The Contractor must allow any Indian Enrollee who is eligible to 
receive services from an Indian Health Care Provider (IHCP), to 
elect that IHCP as his or her PDP, if that IHCP participates in 
Contractor’s provider network as a PDP and has capacity to provide 
the services. 

D.2.3.5 The Contractor is allowed to change an Enrollee’s PDP assignment 
to another PDP within the Contractor’s provider network in the 
following circumstances: 

D.2.3.5.1 An Enrollee’s PDP ceases to be a participating provider; 

D.2.3.5.2 An Enrollee’s behavior toward the PDP is such that it is 
not feasible to safely or prudently provide medical care, 
and the PDP has made reasonable efforts to 
accommodate the Enrollee; 

D.2.3.5.3 An Enrollee has initiated legal action against the PDP; 

D.2.3.5.4 The PDP’s license to practice medicine or his or her 
agreement with the Contractor is suspended for any 
reason; 

D.2.3.5.5 The Enrollee requires specialized care for an acute or 
chronic condition and the Enrollee and Contractor agree 
that reassignment to a different PDP is in the Enrollee’s 
interest; or 

D.2.3.5.6 The Enrollee’s place of residence has changed such that 
he or she has moved beyond the PDP geographic access 
standard. 
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D.2.3.6 The Contractor must give written notice of termination of a PDP, 
within fifteen (15) calendar days after receipt of the termination 
notice from the PDP or issuance of the termination notice to the 
PDP, to each Enrollee who received his or her primary care from, or 
was seen on a regular basis by, the terminated PDP.  In such 
instances, the Contractor must allow the affected Enrollee to select a 
PDP or shall make an assignment within fifteen (15) calendar days of 
the termination notification date.  At its option, the Contractor may 
assign a new PDP and inform the Enrollee of the assignment in the 
notice of termination along with the Enrollee’s right to change PDPs 
if dissatisfied with the PDP assignment.  Disenrollment requirements 
for all other participating providers are set for in Section II.D.2.4 of 
this RFP. 

D.2.4 Disenrollment 

D.2.4.1 Medicaid or its designee will process all Enrollee disenrollments 
consistent with 42 CFR § 438.56.  This includes disenrollment due to 
loss of Enrollee eligibility and all disenrollment requests from 
Enrollees and Contractor.   

D.2.4.2 Disenrollment due to loss of Enrollee eligibility for the DBM 
Program includes: 

D.2.4.2.1 Enrollee loses Medicaid eligibility 

D.2.4.2.2 Enrollee’s eligibility category changes to a category 
ineligible for the DBM Program (e.g., Enrollee becomes 
dually eligible for Medicare and Medicaid) 

D.2.4.2.3 Enrollee otherwise becomes ineligible to participate in 
the DBM Program 

D.2.4.2.4 Enrollee has become incarcerated 

D.2.4.2.5 Enrollee has died 

D.2.4.3 When disenrollment is necessary because an Enrollee loses Medicaid 
eligibility or loses eligibility for the DBM Program, disenrollment 
shall be effective at 11:59 p.m. Central time on the last calendar day 
of the month in which loss of eligibility occurs 

D.2.4.4 An Enrollee may request disenrollment upon automatic reenrollment 
under 42 CFR § 438.56(g), if the temporary loss of eligibility has 
caused the Enrollee to miss the annual open enrollment period. 

D.2.4.5 An Enrollee may disenroll for cause at any time.  The following 
constitute cause for disenrollment: 

D.2.4.5.1 The Contractor does not, because of moral or religious 



 

 
 

Page 33 
 

objections, cover the service the Enrollee seeks; 

D.2.4.5.2 The Enrollee needs related services to be performed at 
the same time, not all related services are available 
within the Provider Network, and the Enrollee’s PDP or 
another Provider determines that receiving the services 
separately would subject the Enrollee to unnecessary 
risk; or 

D.2.4.5.3 Other reasons, including but not limited to, poor quality 
of care, lack of access to services covered under the 
Contract or lack of access to Providers experienced in 
dealing with the Enrollee's health care needs. 

D.2.4.6 An Enrollee may disenroll without cause if Medicaid imposes 
Sanctions on the Contractor, pursuant to Section II.O of this RFP. 

D.2.4.7 Enrollee requests for disenrollment may be submitted to Medicaid in 
a written format. The Contractor must provide assistance to 
Enrollees seeking to disenroll by providing information to Enrollees 
about how to contact Medicaid or its designee to request 
disenrollment. The Enrollee’s written request to disenroll must 
expressly state the reason for the disenrollment. 

 
D.2.4.7.1 Medicaid will take action to approve or disapprove of 

the Enrollee’s request based on the following: 

D.2.4.7.1.1 Reasons cited in the Enrollee’s request for 
disenrollment; 

D.2.4.7.1.2 Information provided by the Contractor at 
Medicaid’s request; and 

D.2.4.7.1.3 Any of the reasons specified in this RFP. 

D.2.4.7.2 Medicaid may require the Enrollee to file a Grievance 
with the Contractor before making a determination on 
the Enrollee’s disenrollment request. The Contractor’s 
Grievance decision must be completed in time to permit 
the disenrollment (if approved) to be effective in 
accordance with the timeframe specified in Section II.L 
of this RFP. 

D.2.4.7.3 The effective date of an approved disenrollment must be 
no later than the first business day of the second month 
following the month in which the Enrollee requests 
disenrollment. If Medicaid fails to make a determination 
within the specified timeframe, the disenrollment request 
shall be considered approved. 
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D.2.4.7.4 Medicaid shall issue a written determination on the 
Enrollee’s request to disenroll to the Enrollee and the 
Contractor. If Medicaid determines that there is not good 
cause for disenrollment, the written determination shall 
notify the Enrollee of the right to request a State Fair 
Hearing in accordance with Alabama Administrative 
Code Rule 560-X-3. 

D.2.4.8 Disenrollment Initiated by the Contractor: 

D.2.4.8.1 The Contractor must notify Medicaid upon identification 
of an Enrollee who it knows or believes meets the 
criteria for disenrollment pursuant to this section. 

D.2.4.8.2 The Contractor may request disenrollment of an Enrollee 
if the Enrollee’s utilization of services is fraudulent or 
abusive or if the Enrollee is disruptive, unruly, 
threatening or uncooperative to the extent that Enrollee’s 
continued enrollment with the Contractor seriously 
impairs the Contractor's ability to cover or provide 
services to the Enrollee or other Enrollees, and the 
Enrollee's behavior is not caused by a physical or 
behavioral health condition or other special needs as 
provided in Section II.D.2.4.8.3 of this RFP. 

D.2.4.8.3 The Contractor must not request disenrollment of an 
Enrollee because of Enrollee’s: 

D.2.4.8.3.1 Changed health status; 

D.2.4.8.3.2 Missed appointments; 

D.2.4.8.3.3 Utilization of dental services; 

D.2.4.8.3.4 Diminished mental capacity; 

D.2.4.8.3.5 Pre-existing medical condition; 

D.2.4.8.3.6 Uncooperative or disruptive behavior 
resulting from the Enrollee’s special needs, 
except when the Enrollee’s continued 
enrollment with the Contractor seriously 
impairs the Contractor's ability to furnish 
services to either this particular Enrollee or 
other Enrollees; 

D.2.4.8.3.7 Lack of compliance with the treating 
dentist’s plan of care; or 

D.2.4.8.3.8 Identification in any protected category 
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listed in 42 CFR § 438.3(d)(4). 

D.2.4.8.4 The Contractor must not request disenrollment because 
of the Enrollee's attempt to exercise his or her rights 
under the Grievance and Appeal system, in accordance 
with Section II.L.3.7 of this RFP.  

D.2.4.8.5 The request of one PDP to have an Enrollee assigned to 
a different Provider must not be sufficient cause for the 
Contractor to request that the Enrollee be disenrolled 
from the Contractor.  Rather, the Contractor must utilize 
its PDP assignment process to assign the Enrollee to a 
different and available PDP.  

D.2.4.9 Enrollees must be provided written notice of their disenrollment 
rights at least sixty (60) calendar days before the start of each 
enrollment period. 

D.2.5 Enrollee Services Telephone Line 

D.2.5.1 The Contractor must operate a toll-free Enrollee services telephone 
line which must be fully staffed on business days between 8:00 a.m. 
and 7:00 p.m. Central time.  The Contractor must ensure that the 
telephone line staff is trained to respond to Enrollee questions for all 
areas of the DBM Program, including but not limited to, Covered 
Services and the provider network. 

D.2.5.2 The Contractor must develop, implement and maintain policies and 
procedures, which must be submitted to Medicaid for prior written 
approval, for operating the toll-free Enrollee services telephone line, 
or equivalent, that include, but are not limited to, staffing, hours of 
operation, call response and hold times, abandonment rate, transfer 
protocols and monitoring. 

D.2.5.3 The Contractor must develop, implement and monitor performance 
standards for the toll-free Enrollee services telephone line.  Such 
standards and monitoring activities must be submitted to Medicaid 
for approval.  At a minimum, the standards must require: 

D.2.5.3.1 A two (2) minute or less average hold time once the call 
is in the queue, prior to the call connecting to a 
representative 

D.2.5.3.2 A ten percent (10%) or less abandonment rate after 
fifteen (15) seconds 

D.2.5.3.3 An answer rate of ninety percent (90%) or greater 

D.2.5.4 The Contractor must conduct ongoing call quality assurance to 
ensure these minimum performance standards are met.  The 
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Contractor must monitor its performance regarding the Enrollee 
services telephone line performance requirements and submit 
performance reports summarizing call center performance.  If 
Medicaid determines in its sole discretion that it is necessary to 
conduct onsite monitoring of the Contractor’s Enrollee services 
telephone line functions, the Contractor will be responsible for all 
reasonable costs incurred by Medicaid or its authorized designee(s) 
relating to such monitoring. 

D.2.5.5 The toll-free Enrollee services telephone line must have the 
capability to handle calls from any language for non-English 
speaking Enrollees, as well as Enrollees with communications 
impairment, including the use of translators, auxiliary aids such as 
the telecommunications relay service (TRS), and text telephone 
(TTY)/telecommunication device for the deaf (TDD) lines. 

D.2.5.6 The Contractor must have an automated system available every 
business day between the hours of 7:00 p.m. and 8:00 a.m. Central 
time and during weekends and legal holidays.  The automated system 
must include a voice mailbox for callers to leave messages.  
Contractor must ensure that the voice mailbox has adequate capacity 
to receive the reasonably anticipated maximum volume of messages.  
Contractor must return messages on the next business day. This 
automated system must provide callers with operating instructions on 
what to do in case of an emergency which must include, at a 
minimum,  the following information in accordance with 42 CFR § 
438.10(g)(2)(v):    

D.2.5.6.1 What Constitutes an emergency dental condition and 
emergency services 

D.2.5.6.2 The fact that prior authorization is not required for 
emergency services 

D.2.5.6.3 The fact that the Enrollee has a right to use any hospital 
or other setting for emergency care.  

D.2.5.7 Noncompliance with requirements for the Enrollee services 
telephone line may result in sanctions. 

D.2.6 Information Requirements 

D.2.6.1 The Contractor must develop, implement and maintain policies, 
procedures and forms designed to clearly and thoroughly explain, in 
a manner and format that may be easily understood and is readily 
accessible, the process to enroll and disenroll with Contractor  the 
rights and responsibilities of Enrollees, the Grievance and Appeal 
System and to help Enrollees and potential Enrollees understand the 
requirements and benefits of the Contractor’s program.  The terms 
“readily accessible” and “limited English proficient” or “LEP” must 
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have the meanings set forth in 42 CFR § 438.10(a).  In addition, the 
Contractor must notify Enrollees that the right to free and timely 
language assistance services applies to translated documents and oral 
interpretation. 

D.2.6.2 The Prevalent Non-English Languages shall be defined as, at a 
minimum, the top fifteen (15) languages spoken in the State by 
individuals with LEP.  

D.2.6.3 The Contractor must provide information to potential Enrollees and 
Enrollees in accordance with 42 CFR § 438.10, Alabama Medicaid 
Administrative Code, Section 1557 of the Affordable Care Act, and 
any other applicable laws, which are incorporated herein by 
reference. 

D.2.6.4 The Contractor must inform potential Enrollees and Enrollees that 
interpretation service is available for any language and written 
translation is available in each prevalent Non-English Language.  
The Contractor must provide, free of charge, interpreters for 
potential Enrollees and Enrollees whose primary language is any 
non-English language, not just those non-English languages spoken 
by five percent (5%) or more of the total covered population of the 
state.  The Contractor must also provide auxiliary aids free of charge 
to Enrollees with disabilities.  

 
D.2.6.4.1 The Contractor must, at the time of enrollment, request 

Enrollees to inform the Contractor of primary non-
English language and any language assistance 
requirements. 

D.2.6.5 The Contractor must make all written material referenced in this 
Contract and including at a minimum, provider directories, Enrollee 
handbooks, Appeal and Grievance Notices and Denial and 
Termination Notices available to potential Enrollees and Enrollees in 
a font size no smaller than twelve (12) point and in an easily 
understandable language that meets the requirements of this section, 
in English, and all other Prevalent Non-English Languages. 
Auxiliary aids and services must be made available at no cost to 
Enrollee upon his or her request, including toll free numbers, 
TTY/TDY and American Sign Language. Tag lines and large print 
(no smaller than eighteen (18) point font) must be used by Contractor 
in connection with such written materials in accordance with 42 CFR 
§ 438.10(d)(3)-(6) and 45 CFR § 92.8. 

D.2.6.6 Upon request by and at no charge to Enrollees, the Contractor must 
make all written material available in alternative formats and in an 
appropriate manner that takes into consideration the special needs of 
those who, for example, are visually limited or have limited reading 
proficiency.  The Contractor must inform potential Enrollees and 
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Enrollees that written information is available in alternative formats 
and how to access these formats. 

D.2.6.7 The Contractor must use specific dental managed care terminology 
required in this RFP and as set forth in 42 CFR § 438.10(c)(4)(i), as 
well as model Enrollee handbooks and Enrollee notices. 

D.2.6.8 The Contractor must give each Enrollee notice of any significant 
change, as determined by the State, in the written material and the 
information required by this subsection and by 42 CFR § 438.10, at 
least thirty (30) calendar days before the intended effective date of 
the change. 

D.2.6.9 The Contractor may not directly market to individual Medicaid 
recipients or potential Enrollees, except as specified in this section, 
and must adhere to the requirements specified by 42 CFR §§ 438.10 
and 438.104.  The Contractor is prohibited from door-to-door, 
telephone, email, texting or other cold-call marketing or engaging in 
marketing activities that could mislead, confuse or defraud Medicaid 
Recipients, Enrollees or Potential Enrollees.  Marketing materials 
must receive Medicaid approval prior to use and cannot contain any 
assertion or statement whether written or oral that: 

D.2.6.9.1 Potential Enrollees must enroll with the Contractor in 
order to obtain benefits or in order not to lose benefits; 
or 

D.2.6.9.2 Contractor is endorsed by CMS, the Federal or State 
government or similar entity 

D.2.6.10 When distributing approved marketing materials, the Contractor 
must distribute the materials throughout the entire state. 

D.2.6.11 The Contractor’s marketing activities and materials must not seek to 
influence enrollment in conjunction with the sale or offering of any 
private insurance. 

D.2.6.12 The Contractor may only conduct marketing activities in health care 
settings in common areas, such as cafeterias, recreational rooms or 
conference rooms.  The Contractor may not conduct marketing 
activities in areas where Enrollees primarily receive health care 
services, or wait to receive health care services.  Areas where the 
Contractor is prohibited from conducting marketing activities 
include, but are not limited to, the following: 

D.2.6.12.1 Waiting rooms; 

D.2.6.12.2 Exam rooms; 

D.2.6.12.3 Hospital patient rooms;  
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D.2.6.13 Sanctions in accordance with Section II.O of this RFP may be 
imposed if information to Enrollees, Potential Enrollees or Providers 
is misrepresented or falsified.  

D.2.7 Medicaid Review and Approval of Materials 

D.2.7.1 The Contractor must not change or distribute any materials, 
including content for the Enrollee portal of the Contractor website, to 
Enrollees or potential Enrollees without receiving prior written 
approval from Medicaid. 

D.2.7.2 Whenever possible, the Contractor must submit to Medicaid for 
approval all material intended to be provided to Enrollees at least 
forty-five (45) calendar days prior to intended use.  For urgent 
communications, Medicaid may provide an expedited review 
process. 

D.2.7.3 Medicaid shall have thirty (30) calendar days to review and/or 
approve, reject or request revision of materials from the Contractor.  
Medicaid shall approve, reject or request revision of materials from 
the Contractor in writing. 

D.2.7.4 Medicaid may impose sanctions for distributing information to an 
Enrollee, potential Enrollee, or provider that contain false or 
materially misleading information or for distribution, either directly 
or indirectly through any agent or Subcontractor, of unapproved 
marketing materials. 

D.2.8 Enrollee Identification Card 

D.2.8.1 The Contractor must issue and mail to a new Enrollee an Enrollee 
identification card within fifteen (15) calendar days of notification of 
the Enrollee’s enrollment with the Contractor.  The Contractor 
agrees to implement an alternative method by which Enrollees may 
identify themselves as Enrollees prior to receiving the Enrollee 
identification card. 

D.2.8.2 The Enrollee identification card shall contain at minimum the 
following elements: 

D.2.8.2.1 Enrollee name; 

D.2.8.2.2 Contractor identification number, if applicable; and 

D.2.8.2.3 Contractor’s toll-free Enrollee services telephone line 
phone number. 

D.2.8.3 Failure to meet these requirements for Enrollee identification card 
may result in sanctions. 



 

 
 

Page 40 
 

D.2.9 Enrollee Handbook 

D.2.9.1 The Contractor must provide each Enrollee an Enrollee handbook, 
within a reasonable time not to exceed fifteen (15) calendar days 
after receiving notice of enrollment, which includes a summary of 
benefits and coverages available to the Enrollee.   

D.2.9.2 The Enrollee handbook must include information that enables the 
Enrollee to understand how to effectively use the DBM Program 
including at a minimum the information set forth in 42 CFR § 
438.10(g)(2).   

D.2.9.3 Information required by this section to be provided by the Contractor 
must be considered to have been properly provided if Contractor: 

D.2.9.3.1 Mails a printed copy to Enrollee’s mailing address or 

D.2.9.3.2 Provides the information by email after obtaining 
Enrollee’s written consent to do so. 

D.2.9.4 At least once per year, the Contractor must provide notice to its 
Enrollees that the Enrollee handbook is available upon request. 

D.2.9.5 The Contractor must use the checklist of requirements provided by 
Medicaid to develop its Enrollee handbook.   

D.2.9.6 All changes to the Enrollee handbook must be sent to Medicaid at 
least forty-five (45) calendar days prior to intended publication or 
dissemination to Enrollees. The Contractor must communicate to its 
Enrollees significant changes as defined by Medicaid to the Enrollee 
handbook.  Such changes must be communicated to Enrollees no 
later than thirty (30) calendar days before the intended effective 
change and can be electronically transmitted.   

D.2.9.7 Noncompliance with Enrollee handbook requirements may result in 
sanctions. 

D.2.10 Participating Provider Directory 

D.2.10.1 The Contractor must make available in paper form, upon request, 
and electronic form, the following information about its participating 
providers: 

D.2.10.1.1 The provider’s name as well as any group affiliation; 

D.2.10.1.2 The provider’s street address; 

D.2.10.1.3 The provider’s telephone numbers; 

D.2.10.1.4 The provider’s website URL as appropriate; 



 

 
 

Page 41 
 

D.2.10.1.5 The provider’s specialty, as appropriate; 

D.2.10.1.6 Whether the provider will accept new Enrollees; 

D.2.10.1.7 The provider’s cultural and linguistic capabilities as set 
forth in 42 CFR § 438.10(h)(1)(vii); 

D.2.10.1.8 Whether the providers office has accommodations for 
people with physical disabilities, including offices, exam 
rooms and equipment; and 

D.2.10.1.9 The participating provider directory must include the 
information required in Section II.C.18 of this RFP of 
each of the following provider types listed in Section 
II.C.7 of this RFP. 

D.2.10.1.10 The Contractor must submit a monthly update of the 
provider directory and all provider files to Medicaid’s 
Fiscal Agent. 

D.2.10.2 Information included in a paper participating provider directory must 
be updated at least monthly and electronic participating provider 
directories must be updated no later than thirty (30) calendar days 
after the Contractor receives updated Provider information. 

D.2.10.3 Participating provider directories must be made available on the 
Contractor’s website as a portable document format (PDF) or in any 
other machine readable file and format approved by Medicaid. 

D.2.10.4 The Contractor must provide new Enrollees the most current 
complete listing of participating providers, including updates to such 
listing.  If more than one new Enrollee resides at the same address, 
the Contractor may provide one listing per household and provide 
additional copies upon request. 

D.2.10.5 The Contractor must notify Enrollees of updates to its participating 
provider directory in writing at least annually by one of the following 
methods: 

D.2.10.5.1 Hardcopy updates;  

D.2.10.5.2 Hardcopy new complete directories; or 

D.2.10.5.3 Provide written notification that a new complete 
directory is available and will be provided upon request 
either in hardcopy or electronically if the Contractor has 
the capability of providing such data in an electronic 
format and the data is requested in that format by an 
Enrollee. 
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D.2.10.6 The foregoing information contained in the participating provider 
directory must be made available on the Contractor’s website.  Such 
information must be updated on a regular basis, but no less 
frequently than once every week. 

D.2.10.7 Failure to meet requirements for the participating provider directory 
may result in sanctions. 

D.2.11 Enrollee Incentives 

D.2.11.1 The Contractor may provide an incentive program to its Enrollees 
based on health/educational activities or for compliance with health 
related recommendations, including, but not limited to: 

D.2.11.1.1 Complete periodic dental exams and cleanings 

D.2.11.1.2 Sealants placed on covered teeth 

D.2.11.2 The incentive program may include, but is not limited to: 

D.2.11.2.1 Health related gift items 

D.2.11.2.2 Gift certificates in exchange for merchandise 

D.2.11.3 Cash or redeemable coupons with a cash value are prohibited. 

D.2.11.4 The Contractor’s incentive program, including related material for 
Enrollee use, must be proposed in writing and prior approved by 
Medicaid. 

D.2.11.5 The aggregate value of health-related gifts to an Enrollee must not 
exceed $75 per Enrollee per calendar year. 

E. Key Personnel 
 

E.1 The Contractor must have the ability to implement a developed organizational, 
operational, managerial and administrative system capable of fulfilling all contract 
requirements.  The Contractor must be staffed by qualified individuals in numbers 
appropriate to the sustainability and feasibility of this Contract.  As such, the Contractor 
must employ sufficient staff and utilize appropriate resources as detailed in the 
following: 

E.1.1 Project Manager  

E.1.1.1 The Project Manager must have the authority to make all day-to-day 
management decisions for the Contractor. The Project Manager must 
have the authority to establish, implement and maintain employment 
and administrative policies and procedures for all functions and day-
to-day operations of the Contractor, including the hiring and firing of 
employees and any other such responsibilities as authorized. The 
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Project Manager must maintain a full-time office in the State. 

E.1.1.2 The Project Manager must be authorized and empowered to 
represent the Contractor regarding all matters pertaining to the 
Contract prior to such representation. The Project Manager must act 
as liaison between the Contractor and Medicaid and must have 
responsibilities that include, but are not limited to: 

E.1.1.2.1 Ensuring the Contractor’s compliance with the terms of 
the Contract, including securing and coordinating 
resources necessary for such compliance; 

E.1.1.2.2 Receiving and responding to all inquiries and requests 
made by Medicaid related to the Contract, in the 
timeframes and formats specified by Medicaid. Where 
practicable, Medicaid will consult with the Contractor to 
establish timeframes and formats reasonably acceptable 
to the Parties; 

E.1.1.2.3 Attending and participating in regular meetings or 
conference calls with Medicaid; 

E.1.1.2.4 Making best efforts to promptly resolve any issues 
identified either by the Contractor or Medicaid that may 
arise and are related to the Contract; 

E.1.1.2.5 Meeting with Medicaid representative(s) on a periodic or 
as needed basis to review the Contractor’s performance 
and resolve issues; 

E.1.1.2.6 Meeting with Medicaid at the time and place requested 
by Medicaid, if Medicaid determines that the Contractor 
is not in compliance with the requirements of the 
Contract. 

E.1.2 Dental Director 

E.1.2.1 The Contractor must have a qualified individual to serve as the 
Dental Director for the Contractor. 

E.1.2.2 The Dental Director must be currently licensed in Alabama as a 
Doctor of Dentistry (“dentist,”) with no restrictions or other licensure 
limitations. The Dental Director must comply with applicable federal 
and state statutes and regulations. 

E.1.2.3 The Dental Director must be available during normal business hours 
for Utilization Review decisions, and must be authorized and 
empowered to represent the Dental Contractor regarding clinical 
issues, Utilization Review and quality of care inquiries. 
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E.1.2.3.1 The Dental Director is the only one authorized to deny 
prior authorizations. 

E.1.3 Enrollee & Provider Services Manager 

E.1.3.1 This employee must be available to serve the recipients and the 
providers with any need including enrollment, claims filing, 
education and outreach, etc. 

E.1.4 Business Process Manager 

E.1.4.1 This employee must be available to oversee claims adjudication, 
prior authorization process, information transferred between 
Medicaid and the Contractor, trained and experienced in data 
processing, data reporting and Claims resolution to ensure that the 
computer system reports that the Contractor provides to Medicaid 
and its designee are accurate; coordinator must have a good working 
knowledge of the Contractor's entire program and operation, as well 
as the technical expertise to answer questions related to the operation 
of the system. 

E.1.4.2 This employee must be available to oversee claims adjudication, 
prior authorization process, information transferred between 
Medicaid and the Contractor, trained and experienced in data 
processing, data reporting and Claims resolution to ensure that the 
computer system reports that the Contractor provides to Medicaid 
and its designee are accurate; coordinator must have a good working 
knowledge of the Contractor's entire program and operation, as well 
as the technical expertise to answer questions related to the operation 
of the system. 

E.1.5 Compliance and Grievance Manager 

E.1.5.1 The Compliance Officer is responsible for ensuring that the 
Contractor and its Subcontractors are in compliance with the 
Contract, all applicable Federal and State laws and regulations, that 
adequate policies, procedures, internal controls and audits are 
developed, implemented and maintained, and that effective lines of 
communication exist between the Compliance Officer and the 
Contractor’s staff as well as between the Compliance Officer and 
Medicaid’s staff. The Compliance Officer must be qualified by 
training and experience to oversee the Contractor’s Compliance Plan 
and to oversee Program Integrity and fraud, waste and/or Abuse 
programs. The Contractor must have and maintain a system for 
training and education for the Compliance Officer, the Contractor’s 
senior management, and the Contractor’s employees for the Federal 
and State standards and requirements under this Contract. The 
Compliance Officer should not employed by any entity with a direct 
or indirect ownership interest in the Contractor or a risk-bearing 
participant of the Contractor. 
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E.1.6 Quality Assurance Manager 

E.1.6.1 The Quality Assurance Manager is responsible for managing and 
implementing the quality management and quality improvement 
programs for the Contractor as required in this RFP. Oversees quality 
assurance and compliance functions to ensures programs and 
services are implemented at the highest standards so Enrollees 
receive the highest level of care. Responsible for monitoring and 
updating policies and procedures to include regulatory changes. 
Provides input to strategic decisions that affect the functional area of 
responsibility. 

E.1.7 Other Key Personnel 

E.1.7.1 Contractor must maintain sufficient staffing levels to meet program 
requirements and maintain the capability to ensure services outlined 
in this RFP and the Contract will be performed. Contractor must 
designate key management and technical personnel who will be 
assigned to the Contract. Contractor must, upon request, provide 
Medicaid with a resume of any members of its staff assigned to or 
proposed to be assigned to any aspect of the performance of the 
services outlined in this RFP. Medicaid shall have the absolute right 
to approve or disapprove the Contractor’s Project Manager, Dental 
Director, Business Process Manager, Quality Assurance Manager, 
and Compliance and Grievance Manager or to approve or disapprove 
any proposed changes in this personnel, or to require the remove or 
reassignment of any personnel found by Medicaid to be unwilling or 
unable to perform under the terms of the RFP or Contract. 

F. Reporting 

F.1 General Requirements 

F.1.1 The Contractor must comply with all the reporting requirements established by 
this RFP as per 42 CFR 438.242(a) and (b), the Contractor must maintain a 
health information system that collects, analyzes, integrates and reports data that 
complies with Medicaid and federal reporting requirements. The system must 
provide information on areas including, but not limited to, utilization and 
grievances and appeals. The Contractor must collect data on member and 
provider characteristics and on services furnished to members. 

F.1.2 In the event that there are no instances in the above section to report, the 
Contractor must submit a report stating such. 

F.1.3 As required by 42 CFR 438.604(a) and (b), and 42 CFR 438.606, the Contractor 
must certify all submitted data, documents and reports. The data that must be 
certified include, but are not limited to, financial reports, encounter data, and 
other information as specified within this RFP. The certification must attest, 
based on best knowledge, information, and belief as to the accuracy, 
completeness and truthfulness of the documents and data. 
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F.1.4 The  Contractor  must  submit  the  certification  concurrently  with  the  certified  
data  and documents. Medicaid will identify specific data that requires 
certification. 

F.1.5 The data must be certified by one of the following: 

F.1.5.1 Contractor’s Project Manager; or 

F.1.5.2 An individual who has the delegated authority to sign for, and who 
reports directly to the CEO or CFO. 

F.2 Ad Hoc Reports  

F.2.1 The Contractor must prepare and submit any other reports as required and 
requested by Medicaid, any of Medicaid designees, and/or CMS, that is related to 
the Contractor's duties and obligations under this RFP. Information considered to 
be of a proprietary nature must be clearly identified as such by the Contractor at 
the time of submission. Medicaid will make every effort to provide a sixty (60) 
day notice of the need for submission to give the Contractor adequate time to 
prepare the reports. However, there may be occasions the Contractor will be 
required to produce reports in a shorter timeframe. 

F.3 Ownership Disclosure 

F.3.1 Federal laws require full disclosure of ownership, management, and control of 
Medicaid MCOs (42 CFR 455.100-455.104). Form CMS 1513, Ownership and 
Control Interest Statement, must be submitted to Medicaid with the proposal; and 
then resubmitted prior to implementation for each Contract period or when any 
change in the Contractor’s management, ownership or control occurs. The 
Contractor must report any changes in ownership and disclosure information to 
Medicaid within thirty (30) calendar days prior to the effective date of the 
change. 

F.3.2 Information Related to Business Transactions  

F.3.2.1 The Contractor must furnish to Medicaid or to HHS, information 
related to significant business transactions as set forth in 42 CFR 
455.105. Failure to comply with this requirement may result in 
termination of this RFP. 

F.3.2.2 The Contractor must submit, within thirty-five (35) days of a request 
made by Medicaid, full and complete information about: 

F.3.2.2.1 The ownership of any subcontractor with whom the 
Contractor has had business transactions totaling more 
than $10,000 during the twelve (12) month period 
ending on the date of this request. 

F.3.2.2.2 Any significant business transactions between the 
Contractor and any wholly owned supplier or between 
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the Contractor and any subcontractor, during the five (5) 
year period ending on the date of this request. 

F.3.2.3 For the purpose of this RFP, “significant business transactions” 
means any business transaction or series of transactions during any 
state fiscal year that exceed the $25,000 or five (five percent) percent 
of the Contractor’s total operating expenses, whichever is greater. 

F.3.3 Report of Transactions with Parties in Interest 

F.3.3.1 The Contractor must report to Medicaid all “transactions” with a 
“party of interest” as such terms are defined in Section 
1903(m)(4)(A) of the Social Security Act and SMM 2087.6(A-B), as 
required by Section 1903(m)(4)(A) of the Social Security Act. 
Federally qualified plans are exempt from this requirement. 

F.3.3.2 Definition of Party in Interest – As defined in 1318(b) of the Public 
Health Service Act, a party in interest is: 

F.3.3.2.1 Any director, officer, partner, or employee responsible 
for management or administration of a Contractor; any 
person who is directly or indirectly the beneficial owner 
of more than five percent of the equity of the Contractor; 
any person who is the beneficial owner of a mortgage, 
deed of trust, note, or other interest secured by, and 
valuing more than five percent of the Contractor; or, in 
the case of a Contractor organized as a nonprofit 
corporation, an incorporator or member of such 
corporation under applicable State corporation law; 

F.3.3.2.2 Any organization in which a person described in 
subsection “1” is director, officer, or partner; has directly 
or indirectly a beneficial interest of more than five 
percent of the equity of the Contractor; or has a 
mortgage, deed of trust, note, or other interest valuing 
more than five percent of the assets of the Contractor; 

F.3.3.2.3 Any person directly or indirectly controlling, controlled 
by, or under common control with a Contractor; or 

F.3.3.2.4 Any spouse, child, or parent of an individual described 
in subsections 1, 2, or 3. 

F.3.4 Types of Transactions Which Must Be Disclosed – Business transactions which 
must be disclosed include: 

F.3.4.1 Any sale, exchange, or lease of any property between the Contractor 
and a party in interest; 

F.3.4.2 Any lending of money or other extension of credit between the 
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Contractor and the party in interest; and 

F.3.4.3 Any furnishing for consideration of goods, services (including 
management services), or facilities between the Contractor and the 
party in interest. This does not include salaries paid to employees for 
services in the normal course of their employment. 

F.3.5 The information that must be disclosed in the transactions listed in Section 
II.F.3.4 above between a Contractor and a party in interest include: 

F.3.5.1 The name of the party in interest for each transaction; 

F.3.5.2 A description of each transaction and the quantity or units involved; 

F.3.5.3 The accrued dollar value of each transaction during the fiscal year; 
and 

F.3.5.4 Justification of the reasonableness of each transaction. 

F.3.6 Medicaid may require that the information on business transactions be 
accompanied by a consolidated financial statement for the Contractor and the 
party in interest. 

F.3.7 If the Contractor has operated previously in the commercial or Medicare markets, 
information on business transactions for the entire year preceding the initial 
contract period must be disclosed. The business transactions that must be 
reported are not limited to transactions related to serving the Medicaid 
enrollment. All of the Contractor’s business transactions must be reported. 

F.3.8 If the contract is renewed or extended, the Contractor must disclose information 
on business transactions which occurred during the prior contract period. 

F.4 Encounter Data 

F.4.1 The Contractor must comply with the required format provided by Medicaid. 
Encounter data includes claims paid by the Contractor for services delivered to 
members through the Contractor during a specified reporting period. Medicaid 
collects and uses this data for many reasons such as: federal reporting, rate 
setting, service verification, managed care quality improvement program, 
utilization patterns, access to care, and research studies. 

F.4.2 Medicaid may change the Encounter Data Transaction requirements with thirty 
(30) calendar days’ written notice to the Contractor. The Contractor must, upon 
notice from Medicaid, provide notice of changes to subcontractors 

F.5 Information on Persons Convicted of Crimes 

F.5.1 The Contractor must furnish Medicaid information related to any person 
convicted of a criminal offense under a program relating to Medicare (Title 
XVIII) and Medicaid (Title XIX) as set forth in 42 CFR 455.106. Failure to 
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comply with this requirement may lead to termination of this Contract. 

F.6 Errors 

F.6.1 The Contractor agrees to prepare complete and accurate reports for submission to 
Medicaid. If after preparation and submission, a Contractor error is discovered 
either by the Contractor or Medicaid, the Contractor must correct the error(s) and 
submit accurate reports as follows: 

F.6.1.1 For encounters - In accordance with the timeframes specified in the 
Sanctions Section of this RFP. 

F.6.1.2 For all reports – Fifteen (15) calendar days from the date of 
discovery by the Contractor or date of written notification by 
Medicaid (whichever is earlier). Medicaid may at its discretion 
extend the due date if an acceptable corrective action plan has been 
submitted and the Contractor can demonstrate to Medicaid’s 
satisfaction that the problem cannot be corrected within fifteen (15) 
calendar days. 

F.6.2 Failure of the Contractor to respond within the above specified timeframes may 
result in a loss of any money due the Contractor and the assessment of monetary 
penalties as provided in Sanctions Section of this RFP. 

F.7 Report Submission Timeframes  

F.7.1 The Contractor must ensure that all required reports or files, as stated in this RFP, 
are submitted to Medicaid in a timely manner for review and approval. The 
Contractor’s failure to submit the reports or files as specified may result in the 
assessment of monetary penalties, as stated in the Sanctions Section of this RFP. 

F.7.2 Unless otherwise specified, deadlines for submitting files and reports are as 
follows: 

F.7.2.1 Daily reports and files must be submitted within one (1) business day 
following the due date; 

F.7.2.2 Weekly reports and files must be submitted on the Wednesday 
following the reporting week; 

F.7.2.3 Monthly reports and files must be submitted within fifteen (15) 
calendar days of the end of each month; 

F.7.2.4 Quarterly reports and files must be submitted by April 30, July 30, 
October 30, and January 30, for the quarter immediately preceding 
the due date; 

F.7.2.5 Annual reports and files must be submitted on January 31 for the 
prior calendar year; and 
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F.7.2.6 Ad Hoc reports must be submitted within three (3) business days 
from the agreed upon date of delivery. 

F.8 Transition and Turnover Plan 

F.8.1 Introduction 

F.8.1.1 Turnover is defined as those activities that the Contractor is required 
to perform upon termination of the Contract in situations in which 
the Contractor must transition contract operations to Medicaid or a 
third party. The turnover requirements in this section are applicable 
upon any termination of the Contract. 

F.8.2 General Turnover Requirements 

F.8.2.1 In the event the Contract is terminated for any reason, the Contractor 
must: 

F.8.2.1.1 Comply with all terms and conditions stipulated in the 
RFP, including continuation of core dental benefits and 
services under the RFP, until the termination effective 
date; 

F.8.2.1.2 Promptly supply all information necessary for the 
reimbursement of any outstanding claims; and 

F.8.2.1.3 Comply with direction provided by Medicaid to assist in 
the orderly transition of equipment, services, software, 
leases, etc. to Medicaid or a third party designated by 
Medicaid. 

F.9 Turnover Plan 

F.9.1 As a part of the Readiness Review, the Contractor must submit a Turnover Plan.  
The Plan must address the turnover of records and information maintained by the 
Contractor relative to core dental benefits and services provided to Medicaid 
members for the timeframe specified by Medicaid. The Turnover Plan must be a 
comprehensive document detailing the proposed schedule, activities, and 
resource requirements associated with the turnover tasks. The Turnover Plan 
must be approved by Medicaid. 

F.9.2 The Turnover Plan must address the possible turnover of the records and 
information maintained to either Medicaid or a third party designated by 
Medicaid. The Turnover Plan must be a comprehensive document detailing the 
proposed schedule, activities, and resource requirements associated with the 
turnover tasks. The Turnover Plan must be approved by Medicaid. 

F.9.3 As part of the Turnover Plan, the Contractor must provide Medicaid with copies 
of all relevant member and core dental benefits and services data, documentation, 
or other pertinent information necessary, as determined by Medicaid, for 
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Medicaid or a subsequent Contractor to assume the operational activities 
successfully. This includes correspondence, documentation of ongoing 
outstanding issues, and other operations support documentation. The Plan must 
describe the Contractor’s approach and schedule for transfer of all data and 
operational support information, as applicable. The information must be supplied 
in media and format specified by Medicaid and according to the schedule 
approved by Medicaid. 

F.10 Transfer of Data 

F.10.1 The Contractor must transfer all data regarding the provision of member core 
dental benefits and services to Medicaid or a third party, at the sole discretion of 
Medicaid and as directed by Medicaid. All transferred data must be compliant 
with HIPAA. 

F.10.2 All relevant data must be received and verified by Medicaid or the subsequent 
Contractor. If Medicaid determines that not all of the data regarding the provision 
of member core dental benefits and services to members was transferred to 
Medicaid or the subsequent Contractor, as required, or the data is not HIPAA 
compliant, Medicaid reserves the right to hire an independent contractor to assist 
Medicaid in obtaining and transferring all the required data and to ensure that all 
the data are HIPAA compliant. The reasonable cost of providing these services 
must be the responsibility of the Contractor. 

F.11 Post-Turnover Services 

F.11.1 Thirty (30) days following turnover of operations, the Contractor must provide 
Medicaid with a Turnover Results report documenting the completion and results 
of each step of the Turnover Plan. Turnover will not be considered complete until 
this document is approved by Medicaid. 

F.11.2 If the Contractor does not provide the required relevant data and reference tables, 
documentation, or other pertinent information necessary for Medicaid or the 
subsequent Contractor to assume the operational activities successfully, the 
Contractor agrees to reimburse Medicaid for all reasonable costs, including, but 
not limited to, transportation, lodging, and subsistence for all state and federal 
representatives, or their agents, to carry out their inspection, audit, review, 
analysis, reproduction and transfer functions at the location(s) of such records. 

F.11.3 The Contractor must pay any and all additional costs incurred by Medicaid that 
are the result of the Contractor’s failure to provide the requested records, data or 
documentation within the time frames agreed to in the Turnover Plan. 

F.11.4 The Contractor must maintain all files and records related to members and 
providers for five years after the date of final payment under the Contract or until 
the resolution of all litigation, claims, financial management review or audit 
pertaining to the Contract, whichever is longer. The Contractor agrees to repay 
any valid, undisputed audit exceptions taken by Medicaid in any audit of the 
Contract. 
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G. Technology Requirements 

G.1 General Requirements 

G.1.1 The Contractor’s solution must provide the functional capabilities as described in 
this RFP including collecting, analyzing, integrating, and reporting data. The 
various components of the system must, as determined by Medicaid, be 
sufficiently integrated to effectively and efficiently meet the requirements of this 
RFP, must comply with Section 6504(a) of the Affordable Care Act, and must be 
adaptable to allow for future modification. 

G.1.2 The Contractor agrees to comply with future changes in Federal and State law, 
Federal and State regulations and Medicaid requirements and procedures. 

G.1.3 The solution must maintain all Claims payment standards in accordance with this 
RFP and must be capable of processing changes daily to support proper Claims 
processing systems.  

G.2 Data Collection 

G.2.1 The solution must collect data on: 

G.2.1.1 Enrollee eligibility files; 

G.2.1.2 Prior Authorization approvals; 

G.2.1.3 Utilization of services; 

G.2.1.4 Denials, Grievances and Appeals;  

G.2.1.5 Enrollee characteristics (including race, primary language, gender 
and disability). 

G.2.2 Evaluation of these data should be a part of regular Contractor operations and 
both the data and the evaluation process are subject to Medicaid’s review and/or 
evaluation. The Contractor must be able to receive, update and maintain the 
Enrollee eligibility files as provided by Medicaid and described in Section II.G.2 
of this RFP. 

G.3 The Contractor must develop, implement and maintain adequate policies in regard to the 
timely transfer of Enrollee Dental Records to ensure continuity of care when Enrollees 
are treated by more than one dental Provider.  

G.4 Encounter Capture and Reporting 

G.4.1 The solution must capture and document all service-level Encounters between 
dental Providers and Enrollees, whether provided through a Fee-for-Service 
arrangement or through a capitated arrangement. 

G.4.2 The Contractor must submit Encounter data for all services rendered to Enrollees 
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under this RFP, including Encounters where the Contractor determined no 
liability exists. The Contractor must submit Encounter data for all services 
rendered to Enrollees under this RFP even if the Contractor did not make any 
payment for a Claim, including Claims for services to Enrollees furnished under 
a Provider agreement or provided under Subcontract, capitation, or special 
arrangement with another facility or program. 

G.4.3 The Contractor must submit Encounter records at least monthly and within sixty 
(60) calendar days following the end of the month in which the Contractor paid 
the Claims for services. The Contractor must submit all Enrollee Encounter data 
that Medicaid is required to report to CMS under 42 CFR § 438.818.  

G.4.4 The Encounter records must be Enrollee and Provider specific, listing all required 
data elements for each service provided. If Encounter records are not of an 
acceptable quality, are incomplete, or are not submitted timely, the Contractor 
will not be considered in compliance with this RFP requirement unless and until 
acceptable data are submitted. 

G.4.5 Medicaid shall notify the Contractor, in writing, of the start date for submission 
of Encounters through its Fiscal Agent. Once the Contractor is notified by 
Medicaid of the date for initiating Encounter submissions (submission start date), 
the Contractor must submit its schedule for transmitting Encounter data for all 
services collected for Claims beginning at the start date of the Contract, and up to 
the submission start date. The Contractor must submit this schedule to Medicaid 
for approval within ten (10) business days after the date of Medicaid‘s notice to 
begin submitting Encounters.  

G.4.6 The Contractor must submit Encounter data in compliance with Medicaid’s then 
current Fee-for-Service billing rules.  

G.4.7 The Contractor must provide complete and accurate Encounter data to Medicaid. 
The Contractor must implement review procedures to validate Encounter data 
submitted by Providers for completeness, logic, and consistency. 

G.4.7.1 Completeness of Data -  Medicaid will use Encounter data 
completeness benchmarks to identify areas where Encounters are 
potentially underreported. These benchmarks will reflect the 
minimum acceptable number of Covered Services reported in the 
service month, per one thousand Enrollees. The benchmarks may be 
revised as necessary to ensure that they are reasonable and accurately 
reflect minimum reporting expectations.  

G.4.7.1.1 If the Contractor falls below completeness benchmarks 
for any managed care category of service/Encounter 
group combination, Medicaid will notify the Contractor 
that reporting deficiencies may have occurred for a 
specified service month. Medicaid may require 
documentation regarding the potential deficiency and/or 
a corrective action plan (CAP) from the Contractor. The 
Contractor will be notified each reporting month of the 
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number of services reported by category of service, per 
one thousand Enrollees for each of the proceeding 
twenty-four (24) months.  

G.4.7.1.2 If the Contractor fails to meet a category of 
service/Encounter group monthly benchmark without 
providing an acceptable explanation as determined by 
Medicaid, the Contractor will be subject to a withhold of 
a portion of the Capitation Payment. Such withholding 
will be applied regardless of the Contractor’s submission 
or intended submission of a CAP.  

G.4.7.1.3 Medicaid will examine each service month against the 
Encounter data completeness benchmarks after six (6) 
months.  

G.4.7.2 Accuracy of Data -  For the first six (6) months of the Contract, the 
accuracy standard will be ninety-five percent (95%) of the records in 
the Contractor‘s Encounter batch submission must pass X12 EDI 
compliance edits and the Alabama MMIS threshold and repairable 
compliance edits. After the first six (6) months of the Contract, 
ninety-eight percent (98%) of the records in the Contractor’s 
Encounter batch submission must pass X12 EDI compliance edits 
and the Alabama Medicaid MMIS threshold and repairable 
compliance edits. The X12 EDI compliance edits are established 
through Strategic National Implementation Process (SNIP) levels 
one through four (4). MMIS threshold and repairable edits that report 
exceptions are set forth in the Companion Guide.  

G.4.7.3 Encounter data submission accuracy and completeness is also 
measured by, but not limited to:  

G.4.7.3.1 An Encounter Acceptance Rate of ninety-eight percent 
(98%) (excluding Contractor-denied Encounters, 
duplicate Encounters, and other non-correctable denied 
Encounters determined at the sole discretion of 
Medicaid, and other Encounters at the request of the 
Contractor and approved by Medicaid) for each HIPAA 
transaction type, of each month;  

G.4.7.3.2 A duplicate Encounter resubmission rate not greater than 
two percent (2%) each month; 

G.4.7.3.3 The achievement of completeness benchmarks for 
specified categories of service, as set forth in the Vendor 
Companion Guide.  

G.4.7.4 If the Contractor fails to meet a category of service/Encounter group 
monthly benchmark, as set forth in the Companion Guide, without 
providing an acceptable explanation as determined by Medicaid, the 
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Contractor will be subject to corrective action including Sanctions. If 
the Contractor is unable to satisfactorily demonstrate that Encounter 
data are complete, Medicaid may conduct reviews of Dental 
Records, or utilize other means to evaluate reporting compliance. 
Sanctions may be applied regardless of the Contractor’s submission 
or intended submission of a CAP.  

G.4.7.4.1 The amount of the Sanction imposed in accordance with 
the above subsection will be calculated based on the 
total capitation payments made to the Contractor during 
the previous reporting month.  

G.4.7.4.2 The Sanction amount for failing to achieve a monthly 
benchmark must be dependent on the ratio of approved 
Encounters to the benchmark for that category of 
service/Encounter group combination as presented in the 
table below.  
G.4.7.4.2.1 Sanction Calculation by  

 
Encounters to Benchmark Ratio 

 
Ratio of Approved 
Encounters to 
Benchmark  

Sanction Calculation  

98% accurate and 
complete  

No Sanction  

For every 
percentage point 
under 98%  

0.25% of Capitation 
Payment  

G.4.7.4.3 The Contractor will be informed each reporting month 
of the number of approved Encounters processed during 
the previous month, and the associated approved 
Encounter rate.  

G.4.7.4.4 If after ninety (90) calendar days from the date of 
notification, the Contractor’s approved Encounter rate is 
less than the rate defined in the table above, Medicaid 
will withhold an amount equal to one-quarter percent 
(.25%) of the total capitation payment to the Contractor 
for the service period equal to the reporting month.  

G.4.7.4.5 If the Contractor submits incomplete or inaccurate 
Encounter data, it may be subject to Sanctions in 
accordance with Section II.O of this RFP.  
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G.4.7.5 The approved Encounter rate will be recalculated monthly and the 
withheld amount may be released to the Contractor once the 
approved Encounter records have been corrected and resubmitted 
such that the approved rates falls below the stated approved rate. The 
release of any withheld amount for approved Encounter records is 
subject to offset for withholding of payments for Encounter data 
completeness.  

G.4.7.6 If after twelve (12) months from the date of notice in the initial 
reporting month, the Contractor fails to correct denied Encounters 
for the processing month to reflect an approved rate less than the 
stated approved rate above, the withheld funds will be considered 
damages and will not be released to the Contractor. At the sole 
discretion of Medicaid, the Contractor may be subject to additional 
damages and/or Sanctions, if denied Encounter records are excessive 
for any month.  

G.4.7.7 The amount withheld from a Contractor for excessive denied 
Encounter records and failure to achieve a required completeness 
benchmark will not exceed a total of two percent (2%) of the 
capitation paid for the reporting month. This limit will be applied 
after the calculation of the total amount to be withheld, if any, for 
excessive denied Encounter records and/or failure to achieve a 
required completeness benchmark.  

G.4.8 Remittance Advice  

G.4.8.1 Remittance Advice File - Medicaid’s fiscal agent shall produce a 
HIPAA compliant Claims status report, 277CA Claims 
Acknowledgement, which itemizes all processed Encounter records. 
The Contractor must be responsible for accepting and processing this 
Claims Status report, in accordance with the Vendor Companion 
Guide. This must include the disposition (approved or denied) for 
each Encounter record, along with the error(s) for every denied 
Encounter record.  

G.4.8.2 Reconciliation - The Contractor must be responsible for matching the 
Encounter records on the Claims Status report against the 
Contractor’s data file(s). The Contractor must correct any denied 
Encounter records and any other discrepancies noted on the file. 
Corrections must be resubmitted within ninety (90) calendar days of 
Contractor receipt of the claims status report. All corrections to 
denied Encounter data, as reported, must be resubmitted.  

G.4.9 The Contractor must submit an Encounter data certification and validation report 
form as found in an Exhibit  of this RFP with each Encounter data submission, as 
required by 42 CFR § 438.604. 
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G.4.10 The Contractor must convert all information that enters its Claims systems via 
hard copy paper Claims or other proprietary formats to Encounter data to be 
submitted in the appropriate HIPAA compliant format. 

G.5 Electronic File Exchange 

G.5.1 The solution must support receiving electronic Capitation Payment/remittance 
advice through the receipt of 835 and 820 files. 

G.5.2 When transmitting files to Medicaid, the fiscal agent or other entities involved in 
providing services to Enrollees, the Contractor must have a Secure File Transfer 
Protocol (SFTP) and Electronic Data Interchange (EDI) compatible with 
Medicaid, the fiscal agent and with others designated by Medicaid. 

G.6 Accuracy 

G.6.1 The Contractor must ensure that data received from Providers is correct and 
complete by verifying the accuracy and timeliness of reported data and screening 
the data for completeness, logic, and consistency, and collecting service 
information in standardized formats to the extent feasible and appropriate. 

G.6.2 For all Encounter data submitted after the submission start date, if Medicaid or its 
fiscal agent notifies the Contractor of Encounters that do not comply with X12 
Electronic Data Interchange (EDI) compliance edits or other Medicaid threshold 
and repairable compliance edits, the Contractor must correct all such Encounters 
within sixty (60) calendar days after such notice.  

G.6.3 The Contractor must ensure that its Subcontractors, if any, meet the same 
technical requirements as defined in this section. Medicaid will hold the 
Contractor responsible and may impose Sanctions for any errors, noncompliance 
or fraud, waste and/or Abuse, even if such issues originate from a Subcontractor.  

G.7 HIPAA Standards and Code Sets 

G.7.1 The Contractor must satisfy all Health Insurance Portability and Accountability 
Act (HIPAA) requirements with respect to Protected Health Information (PHI). 

G.7.2 Regardless of whether the Contractor is considered a covered entity under 
HIPAA, the Contractor shall use the HIPAA Transaction and Code Sets, 
specifically the ANSI X12N 837D Transaction format as described in the Vendor 
Companion Guide, as the exclusive format for the electronic communication of 
health care Claims and Encounter record submitted, regardless of date of service. 
The Contractor paid and allowed amounts must be provided for non-capitated 
Participating Providers. 

G.8 Network and Back-up Capabilities 
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G.8.1 The Contractor must maintain full and complete back-up copies of data and 
software in accordance with the following timelines: weekly back-ups, daily 
back-ups sufficient to cover eight (8) days, incremental daily back-ups sufficient 
to cover eight (8) days with the oldest incremental back-up archiving off on the 
ninth day in the cycle. Back-ups must be adequate and secure for all computer 
software and operating programs, databases, files, systems, operations and user 
document (in electronic and non-electronic form) including eligibility 
verification, enrollment/eligibility update processing, and prior authorization 
processing and claims processing. All back-ups must be sufficient to support the 
immediate restoration and recovery of lost or corrupted data or software. 

G.8.2 The Contractor must maintain a back–up log to verify the back–ups were 
successfully run, and a back–up status report shall be provided to Medicaid upon 
request.  

G.8.3 The Contractor must store its back-up data in an off–site location approved by 
Medicaid. Upon the expiration of the Contract term or the termination date, all 
Medicaid related data must be returned to Medicaid. After Medicaid’s 
verification of the returned data, the Contractor must remove/delete and sanitize 
all Medicaid data from all Contractor storage devices and media in accordance 
with the National Institute of Standards and Technology (NIST) Special 
Publication 800-88 Guidelines for Media Sanitization Revision 1 or the most 
current revision and submit an attestation of those actions to Medicaid. The 
Contractor’s obligation to remove/delete and sanitize Medicaid data from all 
Contractor storage devices and media must survive the expiration or termination 
of this RFP. The Contractor may retain data obtained from Medicaid only if 
Medicaid determines, in its sole discretion, that the data to be retained by the 
Contractor is necessary for the Contractor's management and administration or to 
perform its legal responsibilities. The duration and terms of such retention will be 
determined by Medicaid at the time Medicaid approves the Contractor's request 
to retain data.  

G.9 Information Security and Access Management 

G.9.1 The Contractor must operate in accordance with the policies and regulations set 
forth by the State of Alabama Office of Information Technology. This will 
ensure the system is protected by firewalls, antivirus protection, secure ID 
authentication and access logging. The Contractor is responsible for maintaining 
the systems and applying all patches and updates to keep the system up-to-date.  

G.9.2 The Contractor must provide for physical and electronic security of all PHI 
generated or acquired by the Contractor in implementation of the Contract, in 
compliance with HIPAA. The Contractor must provide an information security 
plan for review and approval by Medicaid. The Contractor must make any 
changes to the information security plan requested by Medicaid and resubmit the 
plan within 5 business days of the request.  
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G.9.3 To the extent any of the Contractor’s employees or subcontractors are required to 
provide services on site at any State facility, the Contractor may be required to 
provide and complete all necessary paperwork for security access to sign on at 
the State's site. This may include conduct and provision to the State of State and 
Federal criminal background checks, including fingerprinting, for each individual 
performing services on site at a State facility. These checks may be performed by 
a public or private entity, and, if required, must be provided prior to the 
employee’s providing on-site services. Medicaid reserves the right to refuse to 
allow any individual employee to work on State premises, based upon 
information provided in a background check. At all times, at any facility, the 
Contractor’s personnel shall ensure cooperation with State site requirements.  

G.10 Disaster Recovery 

G.10.1 The Contractor must execute all activities needed to recover and restore 
operation of information systems, data and software at an existing or alternate 
location under emergency conditions within seventy-two (72) hours of the 
identification or a declaration of a disaster. The Contractor must maintain 
appropriate checkpoint and restart capabilities and other features necessary to 
ensure reliability and recovery, including telecommunications reliability, file 
back–ups, and disaster recovery. 

H. Contractor Payments 

H.1 The Contractor is due monthly capitation payments for each Enrollee from the first 
month the Contractor is authorized to provide covered services under this RFP to the 
effective date of disenrollment or termination of this Contract, whichever occurs first. 

H.2 The first total capitation payment due to the Contractor will be paid in two (2) 
installments. Payment of the first installment of twenty-five percent (25%) of the total 
capitation payment for such month will be made within the first eight (8) business days of 
such month. Payment of the second (2nd) installment of seventy-five percent (75%) of 
the total capitation payment for such month will be deferred and paid, subject to any 
withholds of this RFP, at the end of the Contract term, including any extensions. 
Beginning with the second (2nd) total capitation payment, the Contractor will be paid the 
full amount of each total capitation payment within the first eight (8) business days of 
each month. 

H.3 If and each time the Contractor’s monthly capitation payment increases, or decreases by 
more than fifteen percent (15%) in the aggregate, Medicaid will have the right to 
recalculate the deferred installment in accordance with Section II.I.3 of this RFP. In such 
event, the recalculated deferred installment shall be seventy-five percent (75%) of the 
then current total capitation payment and Medicaid will reduce, or increase the next 
month’s total capitation payment by an amount equal to the increase, or decrease in the 
deferred installment. 

H.4 The Contractor shall receive a full month’s capitation payment for the month in which an 
Enrollee’s disenrollment occurs. 
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H.5 The Parties acknowledge and accept that Medicaid has a right to recover capitation 
payments paid to the Contractor for enrollees listed on the monthly roster who are later 
determined ineligible for enrollment. In any event, Medicaid may only recover payments 
made for enrollees listed on a roster if it is determined by Medicaid that the Contractor 
was not at risk for provision of Covered Services for any portion of the payment 
period.  Upon erroneous payment identified by the Contractor or Medicaid, reconciliation 
must be made by adjusting Contractor’s future monthly capitation payment. 

H.6 In accordance with 42 CFR § 457.1201(o), the Contractor must include an attestation to 
the accuracy, completeness, and truthfulness of claims and payment data, under penalty 
of perjury. 

H.7 Contractor agrees to accept payment in full and must not seek additional payment from a 
member for any unpaid costs; 

H.8 The Contractor must agree to have written policies and procedures for receiving and 
processing payments and adjustments. Any charges or expenses imposed by financial 
institutions for transfers or related actions shall be borne by the Contractor; 

I. Medicaid Responsibilities  
Primary responsibility for administration of the Dental Benefit Program Manager will remain with the 
Alabama Medicaid Agency.  Medicaid agrees to the following responsibilities, as outlined in 
accordance with the Alabama Administrative Code and 1915 (b) waiver, to facilitate contract 
performance and outlined deliverables: 

I.1 Contractor Reimbursement 

I.1.1 Medicaid shall make monthly capitated payments for each member enrolled with 
the Contractor. The capitation rate will be developed in accordance with 42 CFR 
438.6. The projected capitated payment rate range is contained in Appendix C 
and are subject to change based upon the implementation date of the program. 

I.2 Payment Adjustments 

I.2.1 In the event that an erroneous payment is made to the Contractor, Medicaid shall 
reconcile the error by adjusting the Contractor’s future monthly capitation 
payment. 

I.2.2 Retrospective adjustments to prior payments may occur when it is determined 
that a member’s aid category was changed. Payment adjustments may only be 
made when identified within twelve (12) months from the date of the member’s 
aid category change for all services delivered within the twelve (12) month time 
period. If the member switched from a Contractor eligible aid category to a 
Contractor excluded aid category, previous capitation payments will be recouped 
from the Contractor. 

I.2.3 The Contractor must refund payments received from Medicaid for a deceased 
member effective the month of service after the month of death. Medicaid will 
recoup the payment as specified in the Systems Companion Guide. 
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I.2.4 The entire monthly capitation payment must be paid following the month of birth 
and month of death. Payments must not be pro-rated to adjust for partial month 
eligibility as this has been factored into the actuarial rate setting. 

I.3 Rate Adjustments 

I.3.1 Medicaid’s actuaries will establish capitation rates, which must be reviewed and 
approved by CMS as actuarially sound, on a prospective basis by establishing 
base data, adjusting for retrospective and prospective programmatic changes, 
trend and non-medical load. Capitation rates shall be certified by Medicaid’s 
actuary in accordance with 42 CFR § 438.4(b)(6), and by accepting the terms of 
this Contract, the Contractor waives the right to appeal or otherwise challenge 
such capitation rates on the basis of actuarial soundness. Non-covered services 
under the Alabama Medicaid program will not be incorporated in the Capitation 
Payment methodology that results in the capitation rates certified by Medicaid’s 
actuary in accordance with 42 CFR § 438.6(c) and accepted under the terms of 
this Contract. Medicaid will reevaluate the payment structure as a result of the 
inclusion or removal of a Medicaid covered dental service (s) and/or inclusion or 
removal of a Medicaid covered population. 

I.3.2 Any adjusted rates must continue to be actuarially sound as determined by 
Medicaid’s actuarial contractor and will require an amendment to the Contract 
that is mutually agreed upon by both parties. Any alteration, variation, 
modification, or waiver of provisions of the contract shall be valid only when 
reduced to writing, as an amendment duly signed, and approved by required 
authorities of Medicaid. Budget revisions approved by both parties in cost 
reimbursement contracts do not require an amendment if the revision only 
involves the realignment of monies between originally approved cost categories. 

I.3.3 Medicaid reserves the right to re-negotiate the PMPM rates: 

I.3.3.1 If the rate floor is removed; 

I.3.3.2 If a result of federal or state budget reductions or increases; 

I.3.3.3 If due to the inclusion or removal of a Medicaid covered dental 
service(s) not incorporated in the monthly capitation rates; or 

I.3.3.4 In order to comply with federal and/or state requirements. 

I.4 The Contractor must acknowledge that capitation rates will be evaluated by Medicaid on 
an annual basis. Any adjustment to capitation rates during the term of this Contract and in 
accordance with Section II.H of this RFP, shall be deemed incorporated into this Contract 
without further action by the Parties, upon approval of such adjustments by Medicaid and 
the United States Department of Health and Human Services (HHS). 
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J. Sanctions 
 
Medicaid may impose the following intermediate sanctions for non-compliance with the RFP 
performance standards as set forth in Appendix J. This RFP and its appendices are subject to 
modifications as maybe required by changes in federal and/or state law or regulations. The Contractor 
agrees to pay Medicaid the sums set forth below unless waived by Medicaid. 
 

J.1 Medicaid may impose the following intermediate sanctions for noncompliance with 
Contract performance standard(s).  This Contract, its Exhibits, and its Appendices are 
subject to such modifications as may be required by changes in Federal or State law or 
regulations.   
 

Contract Section Performance Standard Intermediate Sanction 
II.D.2.5 - Enrollee 
Services Telephone 
Line/Call Center 

• Noncompliance with 
Enrollee services 
telephone line 
requirements. 

• Up to $100 for each hour or portion thereof 
that toll-free lines are not operational 

• Up to $100 for each percentage point for 
each standard that the Contractor fails to 
meet the requirements for a monthly 
reporting period  

• Up to $100 may be assessed for each thirty 
(30) second time increment, or portion 
thereof, by which the average hold time 
exceeds the maximum acceptable hold time 

II.D.2.6 - Information 
Requirements 

• Misrepresents or falsifies 
information to Enrollees, 
potential Enrollees or 
Providers. 

• Up to $25,000 for each determination 

II.D.2.7 - Medicaid 
Review and Approval 

• Distribution of 
unapproved marketing 
material or those that 
contain false or materially 
misleading information. 

• Up to $25,000 for each determination 

II.D. – Enrollee 
Services 
D.2.8, II.D.2.9, II.2.10 

• Failure to provide 
Enrollee ID card, Enrollee 
handbook and provider 
directory to Enrollees as 
specified in this Contract. 

• $250 for each day after timeframe by 
which Enrollee was to receive documents.  
Limit of $10,000 per month  
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Contract Section Performance Standard Intermediate Sanction 
II.C.16.3-  Claims 
Payment Standards 
 
 

• Untimely payments to 
Providers. 

• Up to $5,000 for the first quarter that 
Claims performance percentages by claim 
type, fall below the performance standards 

• Up to $25,000 per quarter for each 
additional quarter that the claims 
performance percentages by claim type, 
fall below the performance standards 

II.C.17 - Provider 
Services Telephone 
Line 

• Noncompliance with 
Provider services 
telephone line 
requirements. 

• Up to $100 for each hour or portion thereof 
that appropriately staffed toll-free lines are 
not operational  

• Up to $100 for each percentage point for 
each standard that the Contractor fails to 
meet the requirements for a monthly 
reporting period  

• Up to $100 may be assessed for each thirty 
(30) second time increment, or portion 
thereof, by which the average hold time 
exceeds the maximum acceptable hold time 

II.C.20 – Provider 
Incentive Plans 

• Fails to comply with 
requirements for Provider 
Incentive Plans 

• Up to $25,000 for each determination 

• II.M.5 • Failure to submit or 
submission of incomplete 
or untimely reporting of 
annual, EQRO audited 
quality measure data that 
reflects performance for 
the previous calendar year 
(e.g., measurement year). 

• Failure to produce or 
report rates for all DBM 
Quality Measures in 
accordance with Medicaid 
specifications. 

• Up to 2.5% of total capitation payment per 
year 

• Contractor would be ineligible to 
participate in the DBM quality withhold 
program funds distribution 

• Contractor would be ineligible to 
participate in the Quality Improvement 
Project (QIP)  
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Contract Section Performance Standard Intermediate Sanction 
II.L.3 - Policies and 
Procedures for 
Grievance and Appeal 
System 
 

• Untimely resolution of 
Enrollee Appeals. 

• $250 per day for each appeal not timely 
resolved 

II.G.4.7.4.2 -Sanction 
Calculation by 
Encounters to 
Benchmark Ratio 

• Approved Encounters less 
than 98%. 

• 0.25% of capitation per month for each 
percentage point below ninety-eight 
percent (98%), subject to any limitations 
otherwise set forth in the Contract 

II.F.1 - Reporting • Misrepresents or falsifies 
information furnished to 
the Medicaid or CMS. 

• Up to $100,000 for each determination 

II.F.1.3- Reporting 
 

• Untimely or inaccurate 
report submission. 

• Untimely Report: $250 for each day after 
the due date until report is delivered.  The 
assessment may be increased to $500 per 
day if the report is not delivered within 
thirty (30) calendar days of the original due 
date.  

• Inaccurate Report: If after fifteen (15) 
calendar days of notification of inaccurate 
report data the Contractor does not provide 
a corrected report, an assessment of $250 
per day will be imposed until the corrected 
report is provided.  The assessment may be 
increased to $500 per day if the report is 
not delivered within thirty (30) calendar 
days of receipt of notification of incorrect 
data.   

II.E – Key Personnel • Failure to maintain 
necessary adequate 
staffing levels to perform 
the requirements of the 
RFP. 

• $1,000 per instance 

II.G – Technology 
Requirements 

• Failure to meet technical 
requirements specified in 
the RFP. 

• $100 per day the requirement is unmet 

IX.E -  General Terms 
and Conditions 

• Failure to safeguard 
confidential information 
of providers, recipients or 
the Medicaid program 

• $10,000 per instance plus any penalties 
incurred by Medicaid for said sanction 
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J.2 In addition to the above, in accordance with 42 CFR § 438.730 Medicaid may deny  
payments to the Contractor as a Sanction if Medicaid  determines that the Contractor acts 
or fails to act as specified in 42 CFR § 438.700(b)(1) through (b)(6). 

J.3  Contractor will receive written notice from Medicaid upon a finding of failure to comply 
with contract requirements, which contains a description of the events that resulted in 
such a finding.  Contractor will be allowed to submit rebuttal information or testimony in 
opposition to such findings.  Medicaid will make a final decision regarding sanctions. 

K. Fraud and Abuse 

K.1 General Requirements  

K.1.1 The Contractor must comply with all state and federal laws and regulations 
relating to fraud, abuse, and waste in the Medicaid and CHIP programs. 

K.1.2 The Contractor must meet with Medicaid and the Attorney General’s Medicaid 
Fraud Control Unit (MFCU), periodically, at Medicaid’s request, to discuss 
fraud, abuse, neglect and overpayment issues. For purposes of this section, the 
Contractor’s compliance officer must be the point of contact for the Contractor. 

K.1.3 The Contractor must cooperate and assist the state and any state or federal 
agency charged with the duty of identifying, investigating, or prosecuting 
suspected fraud, abuse or waste. At any time during normal business hours any 
state or federal agency, and/or their designee(s), shall have the right to inspect or 
otherwise evaluate the quality, appropriateness, and timeliness of services 
provided under the terms of the Contract and any other applicable rules for as 
often as they may deem necessary during the Contract period and for a period of 
six (6) years from the expiration date of the Contract (including any extensions to 
the Contract). 

K.1.4 The Contractor and its subcontractors must make all program and financial 
records and service delivery sites open to the representative or any designees of 
the above. Each federal and state agency must have timely and reasonable access 
and the right to examine and make copies, excerpts or transcripts  from  all  
books, documents, papers, and records  which  are directly pertinent to a specific 
program for the purpose of making audits, examinations, excerpts and 
transcriptions, contact and conduct private interviews with Contractor clients, 
employees, and contractors, and do on-site reviews of all matters relating to 
service delivery as specified by the Contract. The rights of access in this 
subsection are not limited to the required retention period, but must last as long 
as records are retained. The Contractor must provide originals and/or copies (at 
no charge) of all records and information requested. Requests for information 
must be compiled in the form and the language requested. 

K.1.5 Contractor’s employees and its contractors and their employees must cooperate 
fully and be available in person for interviews and consultation regarding grand 
jury proceedings, pre-trial conferences, hearings, trials, and in any other process. 
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K.1.6 The Contractor must provide access to Medicaid and/or its designee to all 
information related to grievances and appeals filed by its members. Medicaid 
shall monitor enrollment and termination practices and ensure proper 
implementation of the Contractor's grievance procedures, in compliance with 42 
CFR § 438.228. 

K.1.7 The Contractor must certify all statements, reports and claims, financial and 
otherwise, as true, accurate, and complete. The Contractor must not submit for 
payment purposes those claims, statements, or reports which it knows, or has 
reason to know, are not properly prepared or payable pursuant to federal and state 
law, applicable regulations, the Contract, and Medicaid policy. 

K.1.8 The Contractor must report to Medicaid, within three (3) business days, when it 
is discovered that any Contractor employees, network provider, subcontractor, or 
subcontractor’s employees have been excluded, suspended, or debarred from any 
state or federal healthcare benefit program. 

K.2 Fraud and Abuse Compliance Plan 

K.2.1 In accordance with 42 CFR §438.608(a), the Contractor must have a compliance 
program that includes administrative and management arrangements or 
procedures, including a mandatory Fraud and Abuse Compliance Plan designed 
to prevent, reduce, detect, correct, and report known or suspected fraud, abuse, 
and waste in the administration and delivery of services. 

K.2.2 In accordance with 42 CFR §438.608(a)(1), the Contractor must designate a 
compliance officer and compliance committee that have the responsibility and 
authority for carrying out the provisions of the compliance program. These 
individuals must be accountable to the Contractor’s board of directors and must 
be directly answerable to the Project Manager or to the board of directors and 
senior management. The Contractor must have an adequately staffed Medicaid 
compliance office with oversight by the compliance officer. 

K.2.3 The Contractor must submit the Fraud and Abuse Compliance Plan within thirty 
(30) calendar days from the date the Contract is signed with the Contractor, but 
no later than thirty (30) calendar days prior to the Readiness Review. The 
Contractor must submit updates or modifications to Medicaid for approval at 
least thirty (30) calendar days in advance of making them effective. Medicaid, at 
its sole discretion, may require that the Contractor modify its compliance plan. 
The Contractor compliance program must incorporate the policy and procedures 
to be specified by Medicaid and must incorporate the following: 

K.2.3.1 Written policies, procedures, and standards of conduct that articulate 
Contractor’s commitment to comply with all applicable federal and 
state standards; 

K.2.3.2 Effective lines of communication between the compliance officer 
and the Contractor’s employees, providers and contractors enforced 
through well-publicized disciplinary guidelines; 
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K.2.3.3 Procedures for ongoing monitoring and auditing of Contractor 
systems, including, but not limited to, claims processing, billing and 
financial operations, enrollment functions, member services, 
continuous quality improvement activities, and provider activities; 

K.2.3.4 Provisions for the confidential reporting of plan violations, such as a 
hotline to report violations and a clearly designated individual, such 
as the compliance officer, to receive them. Several independent 
reporting paths must be created for the reporting of fraud so that such 
reports cannot be diverted by supervisors or other personnel; 

K.2.3.5 Provisions for internal monitoring and auditing reported fraud, 
abuse, and waste in accordance with 42 CFR Part 438.608; 

K.2.3.6 Protections to ensure that no individual who reports compliance plan 
violations or suspected fraud and/or abuse is retaliated against by 
anyone who is employed by or contracts with the Contractor. The 
Contractor must ensure that the identity of individuals reporting 
violations of the compliance plan shall be held in confidence to the 
utmost extent possible. Anyone who believes that he or she has been 
retaliated against may report this violation to the Alabama Medicaid 
Program Integrity Division and/or the U.S. Office of Inspector 
General; 

K.2.3.7 Provisions for a prompt response to detected offenses and for 
development of corrective action initiatives related to the Contract in 
accordance with 42 CFR Part 438.608(a)(1); 

K.2.3.8 Well-publicized disciplinary procedures that must apply to 
employees who violate the Contractor’s compliance program; 

K.2.3.9 Effective training and education for the compliance officer, 
managers, employees, providers and members to ensure that they 
know and understand the provisions of Contractor’s compliance 
plan; 

K.2.3.10 Procedures for timely consistent exchange of information and 
collaboration with the Alabama Medicaid Program Integrity 
Division; and 

K.2.3.11 Provisions that comply with 42 CFR §438.610 and all relevant state 
and federal laws, regulations, policies, procedures, and guidance 
(including CMS’ Guidelines for Constructing a Compliance Program 
for Medicaid Managed Care Organizations and Prepaid Networks) 
issued by Medicaid, HHS, CMS, and the Office of Inspector 
General, including updates and amendments to these documents or 
any such standards established or adopted by the State of Alabama or 
its Departments. 

K.3 Prohibited Affiliations 
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K.3.1 In accordance with 42 CFR § 438.610 and 42 CFR § 457.935, the Contractor 
must not knowingly have a relationship of the type described in this section with 
the following: 

K.3.1.1 An individual who is debarred, suspended, or otherwise excluded 
from participating in procurement activities under the federal 
acquisition regulation or from participating in non- procurement 
activities under regulations issued under Executive Order No. 12549 
or under guidelines implementing Executive Order No. 12549; or 

K.3.1.2 An individual or entity who is an affiliate, as defined in the Federal 
Acquisition Regulation at 48 CFR § 2.101, of a person described in 
this section. 

K.3.1.3 The Contractor must not have a relationship with an individual or 
entity that is excluded from participation in any Federal health care 
program under Sections 1128 or 1128A of the Social Security Act. 

K.3.1.4 The relationships described in this section are as follows: 

K.3.1.4.1 A director, officer or partner of the Contractor; 

K.3.1.4.2 A Subcontractor; 

K.3.1.4.3 A person with beneficial ownership of five percent (5%) 
or more of the Contractor's equity. 

K.3.1.4.4 A Participating Provider or person with an employment, 
consulting or other arrangement with the Contractor for 
the provision of items and services that are significant 
and material to the Contractor's obligations under this 
Contract. 

K.3.2 If Medicaid learns that Contractor has a prohibited relationship with a person or 
entity who is debarred, suspended, or excluded from participation in Federal 
healthcare programs, Medicaid: 

K.3.2.1 Must notify the Secretary of HHS of the noncompliance; 

K.3.2.2 May continue an existing agreement with the Contractor unless the 
Secretary of HHS directs otherwise; and 

K.3.2.3  May not renew or extend the existing Contract with the Contractor 
unless the Secretary of HHS provides to Medicaid and to Congress a 
written statement describing compelling reasons that exist for 
renewing or extending the Contract despite the prohibited 
affiliations. 
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K.3.2.4 Nothing in this section must be construed to limit or otherwise affect 
any remedies available to the United States under Sections 1128, 
1128A, or 1128B of the Social Security Act. 

K.3.3 The Contractor must disclose to CMS and Medicaid, and to Enrollees upon 
reasonable request, information on ownership and control, business transactions 
and persons convicted of crimes in accordance with 42 CFR Part 455, Subpart B. 
The Contractor must obtain federally required disclosures from all Participating 
Providers and applicants in accordance with 42 CFR § 455 Subpart B and 42 
CFR § 1002.3, and as specified by Medicaid including but not limited to 
obtaining such information through Provider enrollment forms. 

K.3.4 The Contractor must notify Medicaid within three (3) business days of the time it 
receives notice that action is being taken against the Contractor or any person 
defined above or under the provisions of Section 1128(a) or (b) of the Social 
Security Act (42 U.S.C. §1320a-7) or any contractor which could result in 
exclusion, debarment, or suspension of the Contractor or a contractor from the 
Medicaid or CHIP program, or any program listed in Executive Order 12549. 

K.3.5 The Contractor must disclose to Medicaid, any persons or corporations with an 
ownership or control interest in the Contractor that: 

K.3.5.1 Has direct, indirect, or combined direct/indirect ownership interest of 
five percent (5%) or more of the Contractor's equity 

K.3.5.2 Owns five percent (5%) or more of any mortgage, deed of trust, note, 
or other obligation secured by the Contractor if that interest equals at 
least five percent (5%) of the value of the Contractor’s assets 

K.3.5.3 Is an officer or director of a Contractor organized as a corporation 

K.3.5.4 Is a partner in a Contractor organized as a partnership 

K.3.6 In accordance with 42 CFR § 455.104(b), the Contractor must disclose the 
following to Medicaid: 

K.3.6.1 The name and address of any individual or corporation with an 
ownership or control interest in Contractor. The address for 
corporate entities must include an applicable primary business 
address, every business location, and P.O. Box address; 

K.3.6.2 Date of birth and Social Security Number (in the case of an 
individual); 

K.3.6.3 Other tax identification number (in the case of a corporation) with an 
ownership or control interest in Contractor or in any Subcontractor in 
which Contractor has a five percent (5%) or more interest; 
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K.3.6.4 Whether the individual or corporation with an ownership or control 
interest in Contractor is related to another person with ownership or 
control interest in Contractor as a spouse, parent, child, or sibling; or 
whether the individual or corporation with an ownership or control 
interest in any Subcontractor in which Contractor has a five percent 
(5%) or more interest is related to another person with ownership or 
control interest in the disclosing entity as a spouse, parent, child, or 
sibling; 

K.3.6.5 The name of any other disclosing entity (or Medicaid’s Fiscal Agent 
or other managed care entity) in which an owner of Contractor has 
an ownership or control interest; and 

K.3.6.6 The name, address, date of birth, and Social Security Number of any 
managing employee of Contractor. 

K.3.7 In accordance with 42 CFR § 455.104(c), disclosures from Contractor are due at 
any of the following times: 

K.3.7.1 Upon the Contractor submitting a proposal in accordance with 
Medicaid’s procurement process; 

K.3.7.2 Upon execution, renewal, or extension of a Contract with Medicaid; 
or 

K.3.7.3 Within thirty-five (35) calendar days after any change in ownership 
of the Contractor. 

K.3.8 In accordance with 42 CFR § 455.104(d), all disclosures must be provided to 
Medicaid. 

K.3.9 In accordance with 42 CFR § 455.104(e), Federal financial participation (FFP) is 
not available in any amounts made to a Contractor that fails to disclose 
ownership or control information as required by said section. FFP is also not 
available for any amounts paid to the Contractor that could be excluded from 
participation in Medicare or Medicaid for any of the following reasons: 

K.3.9.1 The Contractor is controlled by a sanctioned individual; 

K.3.9.2 The Contractor has a contractual relationship that provides for the 
administration, management or provision of medical services, or the 
establishment of policies, or the provision of operational support for 
the administration, management or provision of medical services, 
either directly or indirectly, with an individual convicted of certain 
crimes as described in Section 1128(b)(8)(B) of the Social Security 
Act; or 

K.3.9.3 The Contractor employs or contracts, directly or indirectly, for the 
furnishing of health care, utilization review, medical social work, or 
administrative services, with one of the following: 
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K.3.9.3.1 Any individual or entity excluded from participation in 
Federal health care programs; or 

K.3.9.3.2 Any entity that would provide those services through an 
excluded individual or entity. 

K.3.10 The Contractor must maintain such disclosed information in a manner which can 
be periodically searched by the Contractor for exclusions and provided to 
Medicaid in accordance with this Contract and relevant Federal and State laws 
and regulations. In addition, the Contractor must comply with all reporting and 
disclosure requirements of 42 USC § 1396b(m)(4)(A) if the Contractor is not a 
federally qualified health maintenance organization under the Public Health 
Service Act. The Contractor must also comply with all reporting and disclosure 
requirements set forth in any federal or state statute or regulation. See the 
Exhibits of this RFP. 

K.4 Reporting 

K.4.1 In accordance with 42 CFR § 455.1(a)(1) and §455.17, the Contractor must be 
responsible for promptly reporting suspected fraud, abuse, waste and neglect 
information to the State Office and Alabama Attorney General Medicaid Fraud 
Control Unit (MFCU) and Medicaid within five (5) business days of discovery, 
taking prompt corrective actions and cooperating with Medicaid in its 
investigation of the matter(s). Additionally, the Contractor must notify Medicaid 
within three (3) business days of the time it receives notice that action is being 
taken against the Contractor or Contractor employee, network providers 
contractor or contractor employee or under the provisions of Section 1128(a) or 
(b) of the Social Security Act (42 U.S.C. §1320a-7) or any contractor which 
could result in exclusion, debarment, or suspension of the Contractor or a 
Medicaid contractor or CHIP program, or any program listed in Executive Order 
12549. 

K.4.2 The Contractor, through its compliance officer, must report all activities on a 
quarterly basis to Medicaid. If fraud, abuse, waste, neglect or overpayment issues 
are suspected, the Contractor compliance officer must report it to Medicaid 
immediately upon discovery. Reporting must include, but are not limited to: 

K.4.2.1 Number of complaints of fraud, abuse, waste, neglect and 
overpayments made to the Contractor that warrant preliminary 
investigation; 

K.4.2.2 Number of complaints reported to the Compliance Officer; and 

K.4.2.3 For each complaint that warrants investigation, the Contractor must 
provide Medicaid, at a minimum, the following: 

K.4.2.3.1 Name and ID number of provider and member involved 
if available; 

K.4.2.3.2 Source of complaint; 
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K.4.2.3.3 Type of provider; 

K.4.2.3.4 Nature of complaint; 

K.4.2.3.5 Approximate dollars involved if applicable; and 

K.4.2.3.6 Legal and administrative disposition of the case and any 
other information necessary to describe the activity 
regarding the complainant. 

K.5 Dental Records 

K.5.1 The Contractor must have a method to verify that services for which 
reimbursement was made, was provided to members. The Contractor must have 
policies and procedures to maintain, or require Contractor providers and 
contractors to maintain, an individual dental record for each member. The 
Contractor must ensure the dental record is: 

K.5.1.1 Accurate and legible; 

K.5.1.2 Safeguarded against loss, destruction, or unauthorized use and is 
maintained, in an organized fashion, for all members evaluated or 
treated, and is accessible for review and audit; and 

K.5.1.3 Readily available for review and provides dental and other clinical 
data required for Quality and Utilization Management review. 

K.5.2  In addition to any state regulatory requirements, the Contractor must ensure the 
dental record includes, minimally, the following: 

K.5.2.1 Member identifying information, including name, identification 
number, date of birth, sex and legal guardianship (if applicable); 

K.5.2.2 Primary language spoken by the member and any translation needs 
of the member; 

K.5.2.3 Services provided through the Contractor, date of service, service 
site, and name of service provider; 

K.5.2.4 Medical history, diagnoses, treatment prescribed, therapy prescribed 
and drugs administered or dispensed, beginning with, at a minimum, 
the first member visit with or by the Contractor; 

K.5.2.5 Referrals including follow-up and outcome of referrals; 

K.5.2.6 Documentation of emergency and/or after-hours encounters and 
follow-up; 

K.5.2.7 Signed and dated consent forms (as applicable); 
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K.5.2.8 Documentation of advance directives, as appropriate; and 

K.5.2.9 Documentation of each visit, which must include: 

K.5.2.9.1 Date and begin and end times of service; 

K.5.2.9.2 Chief complaint or purpose of the visit; 

K.5.2.9.3 Diagnoses or dental impression; 

K.5.2.9.4 Objective findings; 

K.5.2.9.5 Patient assessment findings; 

K.5.2.9.6 Studies ordered and results of those studies (e.g. 
laboratory, x-ray, EKG); 

K.5.2.9.7 Medications prescribed; 

K.5.2.9.8 Health education provided; 

K.5.2.9.9 Name and credentials of the provider rendering services 
(e.g. DDS) and the signature or initials of the provider; 
and 

K.5.2.9.10 Initials of providers must be identified with correlating 
signatures. 

K.5.3 The Contractor must provide one (1) free copy per calendar year of any part of 
member’s record upon member’s request. 

K.5.4 All documentation and/or records maintained by the Contractor or any and all of 
its network providers must be maintained for at least six (6) years after the last 
good, service or supply has been provided to a member or an authorized agent of 
the state or federal government or any of its authorized agents unless those 
records are subject to review, audit, investigations or subject to an administrative 
or judicial action brought by or on behalf of the state or federal government. 

L. Grievances and Appeals 

L.1 General  

L.1.1 In accordance with 42 CFR § 438 Subpart F, the Contractor must establish and 
maintain a Grievance and Appeal system under which Enrollees, or Providers 
acting on their behalf, may file Grievances and Appeal Adverse Benefit 
Determinations. The Grievance and Appeals system must include a Grievance 
process, an Appeals process and access to the State’s Fair Hearing System, as 
well as processes to collect and track information about the Grievance and 
Appeal System appropriately.  
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L.1.2 In the event of any conflict or discrepancy between the provisions of this section 
and the hearing rules set forth in Alabama Medicaid Administrative Code Rules 
560-X-3-.01 through 560-X-3-.07, this section shall control and the conflicting 
provisions of the other stated rules shall not apply.  

L.1.3 An Aggrieved Party may request a Fair Hearing by filing a written request with 
the Medicaid Administrative Hearings Office within 60 calendar days of the date 
of the reconsideration denial notice by the selected Contractor.  The selected 
Contractor’s consulting and other appropriate personnel who were involved in 
the denial must be available at Medicaid’s request Monday through Friday, from 
8:00 am to 5:00 pm, to provide justification for the denial and participate in any 
Fair Hearings as scheduled by Medicaid. 

L.2 Definitions  

L.2.1  For the purposes of this section only, the following terms have the following 
meanings when capitalized:  

• Enrollee - a Medicaid Recipient currently enrolled with a Contractor. When 
used in this section, the term Enrollee also includes a Provider or any other 
person authorized by the Enrollee in writing on Medicaid’s approved form to 
act on behalf of an Enrollee in accordance with Alabama Medicaid 
Administrative Code Rules 560-X-26-.01 through 560-X-26-.03, or a person 
authorized by court order to act on behalf of an Enrollee (with the exception 
that Providers cannot request a continuation of benefits).  

• Grievance - an expression of dissatisfaction by an Enrollee about any matter 
other than an Adverse Benefit Determination as defined in this section. 
Grievances may include, but are not limited to, the quality of care or Covered 
Services provided, and aspects of interpersonal relationships such as 
rudeness or failure to respect the Enrollee’s rights regardless of whether 
remedial action is requested. Grievances also include an Enrollee’s right to 
dispute an extension of time proposed by the Contractor to make a Prior 
Authorization decision.  

L.2.1.1 Adverse Benefit Determination:  

L.2.1.1.1 Denial or limited authorization of a requested service, 
including the determinations based on the type or level 
of service, requirements for Medical Necessity, 
appropriateness, setting, or effectiveness of a Covered 
Service;  

L.2.1.1.2 Reduction, suspension, or termination of a previously 
authorized Covered Service;  

L.2.1.1.3 Denial, in whole or in part, of payment for a Covered 
Service;  
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L.2.1.1.4 Failure to cover or provide Covered Services in a timely 
manner, as specified in Section II.C.6.3;  

L.2.1.1.5 Failure of the Contractor to process and resolve 
Grievances, Appeals or Expedited Appeals within the 
required timeframes herein; or  

L.2.1.1.6 For an Enrollee that resides in a rural area, as determined 
by CMS, the denial of an Enrollee's request to obtain 
Covered Services outside the Provider Network in 
accordance with 42 CFR § 438.52(b)(2)(ii):  

L.2.1.1.6.1 From any other Provider (in terms of 
training, experience, and specialization) not 
available within the Provider Network. 

L.2.1.1.6.2 From a non-Network Provider who is the 
main source of a service to the Enrollee, as 
long as that Provider is given the same 
opportunity to become a Participating 
Provider as other similar Providers. If the 
Provider does not choose to join the 
Provider Network or does not meet the 
qualifications, the Enrollee is given a 
choice of Participating Providers and is 
transitioned to a Participating Provider 
within sixty (60) calendar days.  

L.2.1.1.6.3 Because the Contractor or the only 
Provider available does not cover or 
provide the Covered Service due to moral 
or religious objections.  

L.2.1.1.6.4 Because the Enrollee's Provider determines 
that the Enrollee needs related Covered 
Services that would subject the Enrollee to 
unnecessary risk if received separately and 
not all related services are available within 
the Provider Network.  

L.2.1.1.6.5 Medicaid determines that other 
circumstances warrant out-of-network 
treatment.  

L.2.1.1.7 The denial of an Enrollee’s request to dispute a financial 
liability, including Cost Sharing.  

L.2.1.2 Date of Appeal  
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L.2.1.2.1 For requests of an Appeal or State Fair Hearing where a 
written request is required, the date the Contractor or 
Medicaid receives a written request for an Appeal or 
State Fair Hearing.  

L.2.1.2.2 For oral requests that are not required to be confirmed in 
writing (including but not limited to requests for 
expedited resolution under Section II.D.2.7.2), it must be 
the date the Contractor receives written confirmation of 
the request for an Appeal.  

L.2.1.3 State Fair Hearing - the process described in 42 CFR part 431, 
Subpart E and Alabama Medicaid Administrative Code Rule 560-X-
3-.01 through .07.  

L.3 Policies and Procedures for Grievance and Appeal System  

L.3.1 The Contractor must develop, implement and maintain written policies and 
procedures approved by Medicaid that clearly and fully explain an Enrollee’s 
right to file Grievances, Appeals, and request State Fair Hearings, as well as 
forms approved by Medicaid for doing so. Any material changes to such policies 
and procedures must be approved by Medicaid and copies provided to the 
Enrollees and Participating Providers in writing at least thirty (30) calendar days 
prior to implementation. Unless material changes are submitted for Medicaid 
review and/or approval, the Contractor must submit an annual attestation 
certifying there have been no material changes.  

L.3.2 All policies, procedures, forms, and notices required herein must meet the 
requirements of Section II.L.1 of this RFP, 42 CFR § 438.10, and other 
applicable laws and regulations. The rights of an Enrollee and other information 
required under the Grievance and Appeal system must be fully set forth in the 
Provider Manual and Enrollee Handbook and must be posted on the Contractor’s 
website. The Enrollee Handbook and other required information must be 
provided to the Enrollee within sixty (60) calendar days of enrollment. In 
accordance with 42 CFR § 438.414, such documents, and the information 
specified in 42 CFR § 438.10(g)(2)(xi), must also be provided to Providers and 
Subcontractors when their respective contracts are entered into.  

L.3.3 The Contractor must cooperate with the Enrollee and provide reasonable 
assistance as needed to explain and complete forms and take other procedural 
steps related to the filing of Grievances, Appeals, and requests for State Fair 
Hearings, including but not limited to, providing free auxiliary aids and 
interpreter services upon request. The Contractor must also, if requested by the 
Enrollee, provide reasonable assistance to help the Enrollee understand the 
decision rendered.  

L.3.4 The Contractor must maintain a toll free number with TTY/TTD and interpreter 
capability for Enrollees. The toll free number must be available during normal 
business hours.  
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L.3.5 The Contractor’s process for handling Grievances and Appeals must require that 
the Contractor:  

L.3.5.1 Timely acknowledge, in writing, receipt of each Grievance and 
Appeal and state the date, time, and process by which the Grievance 
or Appeal is to be heard and decided.  

L.3.5.2 Ensure that individuals making decisions in connection with any 
Grievance or Appeal are individuals:  

L.3.5.2.1 Who were neither involved in any previous level of 
review or decision-making regarding the matters at issue 
nor a subordinate of such individual.  

L.3.5.2.2 Who, if deciding any of the following, are individuals 
with appropriate clinical expertise, as determined by 
Medicaid, in treating the Enrollee’s condition or disease:  

L.3.5.2.2.1 The Grievance or Appeal involves clinical 
issues  

L.3.5.2.2.2 The Appeal is of a denial of a Prior 
Authorization based on lack of Medical 
Necessity, or  

L.3.5.2.2.3 A Grievance is received regarding denial of 
a request for an expedited appeal.  

L.3.5.2.3 Who must take into account all comments, documents, 
records, and other information submitted by the 
Enrollee, without regard to whether such information 
was submitted or considered in the initial Adverse 
Benefit Determination.  

L.3.5.3 Provide that oral Appeal requests of an Adverse Benefit 
Determination are treated as Appeals and must be confirmed in 
writing in accordance with the timeframes established herein, unless 
the Enrollee requests expedited resolution.  

L.3.5.4 Provide that all Appeal requests required to be filed in writing must 
be signed by the requesting party. For purposes of the signature 
requirement, the Contractor must accept handwritten signatures, as 
well as electronic or digital signatures, in accordance with Alabama 
Medicaid Administrative Code Rule 560-X-1-.18. 

L.3.5.5 Provide the Enrollee a reasonable opportunity, in person and in 
writing, to present evidence and testimony and make legal and 
factual arguments.  
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L.3.5.6 Provide the Enrollee a copy of the Enrollee’s file, Medical Records, 
other documents and records, and any new or additional evidence 
considered, relied upon or generated by the Contractor in connection 
with the Appeal of an Adverse Benefit Determination. This 
information must be provided free of charge and sufficiently in 
advance of the Appeal resolution timeframe established herein.  

L.3.5.7 Include as parties to the Appeal, the Enrollee and his or her 
representative or the legal representative of a deceased Enrollee’s 
estate.  

L.3.6 The Contractor must advise Enrollee of the right to request benefits as set forth in 
Section II.L.3.2 of this RFP, 42 CFR § 438.420, and any other applicable laws 
and regulations while the Appeal or State Fair Hearing is pending and that the 
Enrollee may in such case, if consistent with Medicaid policy, be held liable for 
the cost of those benefits if the Appeal or State Fair Hearing is not decided in 
favor of Enrollee.  

L.3.7 The Contractor must not discourage any Enrollee from using any aspect of the 
Grievance and Appeal System set forth in this section nor encourage the 
withdrawal of a Grievance, Appeal, State Fair Hearing request or request for an 
expedited resolution filed pursuant to this section. The Contractor must not use 
any such filing or resolution thereof as a reason to retaliate against the Enrollee 
or Provider or as a basis to seek disenrollment of the Enrollee or his/her Provider.  

L.3.8 Consistent with rules promulgated by Medicaid and otherwise required by law, 
the Enrollee’s right to confidentiality must be maintained as much as practical 
through each step of the Grievance and Appeal system taking into consideration 
the need for disclosure of medical information and any other information 
necessary to resolve the Enrollee’s Grievance, Appeal or State Fair Hearing, to 
determine payments or benefits that may be due and/or to evaluate quality of care 
by the Contractor or the effectiveness of the Grievance and Appeal system 
established by the Contractor. Contractor must use and/or disclose the minimum 
Enrollee Medical Records and other confidential information necessary for the 
purpose of adjudicating Grievances and Appeals, and must protect the 
confidentiality of such information consistent with the requirements of HIPAA, 
including regulations at 45 CFR Parts 160 and 164.  

L.3.9 The failure on the part of a Contractor to timely resolve or act on an Enrollee’s 
Appeal as required by this section may result in sanctions.  

L.3.9.1 Should Medicaid reasonably conclude from the information provided 
that the Contractor has not established, maintained and enforced a 
Grievance and Appeal system that satisfies the provisions of this 
section and applicable laws and regulations, Medicaid shall require 
the Contractor to immediately take appropriate corrective action. 
Failure to take appropriate corrective action after a reasonable 
opportunity to correct the deficiency can lead to action brought by 
Medicaid against the Contractor, including, but not limited to, 
Sanctions in accordance with Section II.O of this RFP.  
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L.4 Grievance Process  

L.4.1 An Enrollee may submit a Grievance orally or in writing at any time. A 
Grievance may only be filed with the Contractor as the first step in the grievance 
process.  

L.4.2 The Contractor must acknowledge receipt of the Grievance within five (5) 
business days, consider each Enrollee Grievance and, provide notice of the 
resolution of the Grievance as expeditiously as the Enrollee’s health condition 
requires but no more than thirty (30) calendar days from receipt of the Grievance.  

L.4.3 The Grievance process must be conducted in accordance with the policies and 
procedures established in Section II.L of this RFP including the selection of an 
individual to review the Grievance.  

L.4.4 The response to the Grievance by the Contractor must be in writing in a format 
and language that at a minimum, meets the requirements of 42 CFR § 438.10, 
and fully explains the decision and reasons for each part of the Grievance 
presented.  

L.4.5 Enrollees have no right to Appeal an unsatisfactory resolution of a Grievance, 
provided however, the failure on the part of the Contractor to act on a Grievance 
as required by this section shall constitute an Adverse Benefit Determination 
which is subject to Appeal in accordance with the requirements established 
herein.  

L.5 Adverse Benefit Determination  

L.5.1 Notice of Adverse Benefit Determination - In the event the Contractor makes an 
Adverse Benefit Determination regarding an Enrollee, a timely and adequate 
written notice of Adverse Benefit Determination must be mailed to the Enrollee 
as expeditiously as possible. The notice of Adverse Benefit Determination must 
be sent by mail to the Enrollee’s last known address and may also be 
communicated to the Enrollee by email or facsimile transmission. Medicaid 
expects the notice to be mailed on the same day as dated. All notices of Adverse 
Benefit Determinations must at a minimum, clearly and thoroughly explain in 
accordance with 42 CFR § 438.10, on forms approved by Medicaid, the 
following:  

L.5.1.1 The Adverse Benefit Determination the Contractor has taken or 
proposes to take and when.  

L.5.1.1.1 The reasons for the Adverse Benefit Determination, 
including the right of the Enrollee to be provided upon 
request and free of charge, reasonable access to and 
copies of all documents, records, and other information 
relevant to the Enrollee’s Adverse Benefit 
Determination. Such information includes Medical 
Necessity criteria, and any processes, strategies, or 
evidentiary standards used in setting coverage limits.  
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L.5.1.2 The Enrollee’s right to Appeal to the Contractor’s Dental Director to 
challenge the Adverse Benefit Determination under the provisions of 
this RFP, 42 CFR Part 438, Subpart F, including but not limited to, 
information on exhausting the Contractor’s one level of appeal set 
forth herein, and the right to seek a State Fair Hearing.  

L.5.1.3 The procedures an Enrollee must follow to exercise his or her right 
to Appeal to the Contractor’s Dental Director and seek a State Fair 
Hearing.  

L.5.1.4 The circumstances under which an Appeal or State Fair Hearing can 
be expedited in accordance with Section D.2.7.2 of this RFP and 
how to request it.  

L.5.1.5 The procedures an Enrollee must follow to request and receive a 
continuation of benefits pending resolution of the Appeal and State 
Fair Hearing and the circumstances under which the Enrollee may 
later be required to pay for the Covered Services continued, 
consistent with State policy.  

L.5.2 Timing of notices of Adverse Benefit Determinations. The Contractor must mail 
the notice within the following timeframes:  

L.5.2.1 Advance Notice - For termination, suspension, or reduction of 
previously authorized covered services the notice must be sent at 
least ten (10) calendar days prior to the effective date of the Adverse 
Benefit Determination.  

L.5.2.2 Exceptions from Advance Notice - The Contractor must send the 
notice not later than the date of Adverse Benefit Determination in the 
following circumstances:  

L.5.2.2.1 In the death of the Enrollee;  

L.5.2.2.2 A signed written Enrollee statement requesting Covered 
Service termination or giving information requiring 
termination or reduction of Covered Services and where 
he or she indicates an understanding that this must be the 
result of supplying that information);  

L.5.2.2.3 The Enrollee’s admission to an institution where he or 
she is ineligible for further Covered Services;  

L.5.2.2.4 The Enrollee’s address is unknown and mail directed to 
him or her has no forwarding address;  

L.5.2.2.5 The Enrollee has been accepted for Medicaid services by 
another local jurisdiction, State, territory, or 
commonwealth;  
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L.5.2.2.6 The Enrollee’s dentist prescribes a change in the level of 
oral health care;  

L.5.2.2.7 The notice involves an adverse determination with 
regard to preadmission screening requirements; or  

L.5.2.2.8 The transfer or discharge from a facility will occur in an 
expedited fashion as described in 42 CFR § 438.15.  

L.5.2.2.9 The period of advanced notice may be shortened to five 
(5) calendar days before the date of action if probable 
Enrollee fraud has been verified.  

L.5.2.2.10 For denial of payments, the notice must be sent at the 
time of any Adverse Benefit Determination affecting the 
claim.  

L.5.2.2.11 For standard Prior Authorization decisions that deny or 
limit Covered Services, as expeditiously as the 
Enrollee’s condition requires that may not exceed 
fourteen (14) calendar days following receipt of the 
request for Covered Service with a possible extension of 
fourteen (14) calendar days if:  

L.5.2.2.11.1 The Enrollee or Provider requests 
extension; or  

L.5.2.2.11.2 The Contractor justifies to Medicaid a need 
for additional information and how the 
extension is in the Enrollee’s best interest.  

L.5.2.2.11.3 If the Contractor meets the required criteria 
for extending the timeframe for standard 
Covered Service Prior Authorization 
decisions consistent with Section II.L.5 of 
this RFP, it must:  

L.5.2.2.11.3.1 Provide written notice of the 
reason for the decision to 
extend the timeframe and 
inform the Enrollee of the 
right to file a Grievance if 
he or she disagrees with the 
decision; and;  
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L.5.2.2.11.3.2 Issue and carry out its 
determination as 
expeditiously as the 
Enrollee’s health condition 
requires and no later than 
the date the extension 
expires.  

L.5.2.2.11.4 Covered Service Prior Authorization 
decisions not reached within the 
timeframes specified herein and/or as 
required under 42 CFR § 438.210(d) 
constitutes a denial and thus an Adverse 
Benefit Determination on the date the 
timeframes expire.  

L.5.2.2.11.5 For expedited Covered Service Prior 
Authorization decisions in which a 
Provider indicates and/or the Contractor 
determines that following the standard 
timeframe could seriously jeopardize the 
Enrollee’s life or health or ability to attain, 
maintain, or regain maximum function, the 
Contractor must make an expedited Prior 
Authorization decision and provide notice 
as expeditiously as the Enrollee’s health 
conditions requires and no later than 
seventy-two (72) hours after receipt of the 
request for service.  

L.5.2.2.11.5.1 The Contractor may extend 
the seventy-two (72) hour 
time period by up to 
fourteen (14) calendar days 
if the enrollee request an 
extension or of the 
Contractor justifies to 
Medicaid a need for 
additional information and 
how the extension is in the 
best interest of the Enrollee.  

L.6 Appeal and State Fair Hearing Process  

L.6.1 Appeal to Dental Director 
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L.6.1.1 The Enrollee may within sixty (60) calendar days of receipt of notice 
of an Adverse Benefit Determination file an Appeal orally or in 
writing with the Dental Director of the Contractor. An oral notice of 
Appeal must be confirmed in writing within three (3) calendar days, 
unless the Enrollee requests an expedited appeal.  

L.6.1.2 The parties to an Appeal must include the Enrollee and his or her 
representative or the legal representative of a deceased Enrollee’s 
estate.  

L.6.1.3 If the Contractor fails to adhere to the notice and timing requirements 
for Appeals required hereunder, the Enrollee must be deemed to have 
exhausted the Contractor’s internal Appeal process and may then 
initiate the process for a State Fair Hearing.  

L.6.1.4 The Dental Director must send the Enrollee notice of receipt of the 
Appeal within three (3) calendar days from the Date of Appeal. The 
acknowledgment must state when the Enrollee’s Appeal will be 
heard which, except as otherwise provided in this section, must be no 
later than twenty (20) calendar days from the Date of Appeal.  

L.6.1.5 The Contractor must provide the Dental Director all relevant parts of 
the Enrollee’s case file and Medical Records and all other 
information submitted by the Enrollee.  

L.6.1.6 Within five (5) calendar days of the Date of Appeal, the Enrollee 
must submit to the Dental Director all written materials the Enrollee 
would like to be considered.  

L.6.1.7 The Dental Director must conduct the Appeal in accordance with the 
Contractor’s policies and procedures that meet the requirements of 
Section II.L.5 of this RFP.  

L.6.1.8 The rules of evidence shall not apply.  

L.6.1.9 The Dental Director must resolve each Appeal and provide the 
Enrollee notice of the decision, as expeditiously as the Enrollee’s 
health condition requires which in any event must be no more than 
thirty (30) calendar days from the Date of Appeal. The Dental 
Director’s decision must be binding on the Contractor.  

L.6.1.10 Content and Notice of Appeal Resolution -The written notice must 
be in a format and language that, at a minimum, meets the 
requirements of 42 CFR § 438.10. Medicaid expects the notice to be 
mailed on the same day as dated. The notice must include the 
following:  

L.6.1.10.1 The results of the decision including, reasonable detail 
regarding the basis of the decision and the date it was 
completed.  
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L.6.1.10.2 For Appeals not resolved wholly in the favor of the 
Enrollee:  

L.6.1.10.2.1 The right and process to request a State 
Fair Hearing; and,  

L.6.1.10.2.2 The right to request and receive a 
continuation of benefits while the State Fair 
Hearing is pending, and how to make the 
request.  

L.6.1.10.2.3 That the Enrollee, consistent with State 
policy, be held liable for the cost of those 
benefits if the State Fair Hearing decision 
upholds the Contractor’s Adverse Benefit 
Determination.  

L.6.1.11 Extension of Timeframes  

L.6.1.11.1 The Contractor may extend the Appeal timeframe up to 
fourteen (14) calendar days if:  

L.6.1.11.1.1 The Enrollee requests the extension; or  

L.6.1.11.1.2 The Contractor demonstrates (to the 
satisfaction of Medicaid upon the extension 
request) that there is need for additional 
information and how the delay is in the 
Enrollee’s interest.  

L.6.1.11.2 In the event the Contractor extends the timeframe not at 
the request of the Enrollee, the Contractor must 
complete all of the following:  

L.6.1.11.2.1 Make reasonable efforts to provide the 
Enrollee prompt oral notice of the delay.  

L.6.1.11.2.2 Within two (2) calendar days provide the 
Enrollee written notice of the reason(s) for 
the decision to extend the timeframe and 
inform the Enrollee of the right to file a 
Grievance if he or she disagrees with the 
decision.  

L.6.1.11.2.3 Resolve the Appeal as the Enrollee’s health 
condition requires and no later than the date 
the extension expires.  
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L.6.2 State Fair Hearing 

L.6.2.1 Should the Enrollee receive notice that the Adverse Benefit 
Determination has been upheld by the Dental Director, the Enrollee 
may request a State Fair Hearing within one hundred twenty (120) 
calendar days from the Contractor’s notice of Appeal resolution. In 
the event an Enrollee files a State Fair Hearing request with the 
Contractor instead of Medicaid, the Contractor must forward such 
request to Medicaid within two (2) business days of receipt. 

L.6.2.2 Medicaid shall, within ten (10) calendar days from the Date of 
Appeal provide the Enrollee written notice of such receipt and of the 
date and time the State Fair Hearing has been scheduled by 
Medicaid. The State Fair Hearing must take place no later than 
twenty (20) calendar days from the Date of Appeal. Hearings may be 
continued for up to fourteen (14) calendar days at the request of the 
Enrollee, or for good cause shown, at the request of the Contractor.  

L.6.2.3 Medicaid shall request the following information from the 
Contractor which must be provided within seven (7) calendar days 
from the Date of Appeal of the State Fair Hearing request:  

L.6.2.3.1 A copy of the relevant parts of the Enrollee’s case file 
and Medical Records;  

L.6.2.3.2 All documents considered by or presented to the Dental 
Director and the decision rendered.  

L.6.2.4 The Enrollee must be entitled to review all such information before 
and during the State Fair Hearing and are entitled to a copy of such 
information upon request.  

L.6.2.5 The Enrollee must be afforded a full evidentiary hearing in the 
Region in which the Enrollee resides.  

L.6.2.6 The parties to the State Fair Hearing must be the Contractor and the 
Enrollee and his or her representative or the representative of a 
deceased Enrollee's estate. The Enrollee may represent 
himself/herself before Medicaid or have someone else appear on the 
Enrollee’s behalf in person, or in writing at the election of the 
Enrollee in accordance with applicable state and federal rules and 
regulations for appointing authorized representatives and be provided 
a reasonable opportunity to present evidence and testimony including 
the opportunity to cross-examine adverse witnesses and make legal 
and factual arguments.  

L.6.2.7 A record must be made of the hearing and the Contractor must be 
responsible for the cost.  
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L.6.2.8 Medicaid will issue a written decision within ninety (90) calendar 
days of the Date of Appeal to Medicaid stating with specificity the 
basis for the decision which shall be binding upon the Contractor.  

L.6.3 Appeal to Circuit Court 

L.6.3.1 If the Enrollee is dissatisfied with the decision rendered by Medicaid, 
the Enrollee may file an appeal to the circuit court in the county in 
which the Enrollee resides, or the county in which the Provider 
provides the services at issue to the Enrollee. The Enrollee must file 
the appeal in circuit court by no later than thirty (30) calendar days 
after receipt of the decision rendered in connection with the State 
Fair Hearing by Medicaid. 

L.7 Expedited Appeals Process 

L.7.1 Notwithstanding anything herein to the contrary, an Enrollee must have the right 
to request an expedited Appeal to the Contractor that would not follow the 
standard time for Appeals otherwise set forth in this section, if the Enrollee’s 
Provider indicates or the Contractor determines that following the standard time 
for Appeal could seriously jeopardize the Enrollee’s life, mental or physical 
health or the ability to attain, maintain or regain maximum function. 

L.7.2 The Enrollee or Provider may file an expedited Appeal request either orally or 
writing. No additional Enrollee follow-up is required. 

L.7.3 The Contractor must make a decision on the expedited appeal request no later 
than seventy-two (72) hours after receipt of the request for an expedited appeal. 

L.7.4 If the decision is made to deny an expedited appeal, the Enrollee must be advised 
of the denial within forty-eight (48) hours of the request after which the standard 
review and Appeals process outlined in this section shall apply. 

L.7.5 The Contractor must inform Enrollee of the limited time to exercise his or her 
rights in person and in writing, to present evidence and testimony and make legal 
and factual arguments sufficiently in advance of the Appeal resolution timeframe 
established herein.  

L.7.6 The Contractor may extend the expedited Appeal process up to fourteen (14) 
calendar days if:  

L.7.6.1 The Enrollee requests the extension; or  

L.7.6.2 The Contractor demonstrates (to the satisfaction of Medicaid upon 
the extension request) that there is need for additional information 
and how the delay is in the Enrollee’s interest.  

L.7.7 In the event the Contractor extends the timeframe not at the request of the 
Enrollee, the Contractor must complete all of the following:  
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L.7.7.1 Make reasonable efforts to give the Enrollee oral notice of the delay  

L.7.7.2 Within two (2) calendar days provide the Enrollee written notice of 
the reason(s) for the decision to extend the timeframe and inform the 
Enrollee of the right to file a Grievance if he or she disagrees with 
the decision.  

L.7.7.3 Resolve the Appeal as the Enrollee’s health condition requires and 
no later than the date the extension expires.  

L.7.7.4 The Contractor must ensure that punitive action is not taken against 
an Enrollee or his/her Provider who either requests an expedited 
resolution or supports an Enrollee’s Appeal. 

L.8 Continuation of Benefits 

L.8.1 During the Appeal or State Fair Hearing provided for herein, the Contractor must 
continue the Enrollee's benefits if all the following conditions are met: 

L.8.1.1 The Enrollee files a request for a continuation of benefits on or 
before the later of the following: 

L.8.1.1.1 Within ten (10) calendar days of the Contractor mailing 
the notice of Adverse Benefit Determination, or within 
ten (10) calendar days of the Contractor mailing notice 
that the Adverse Benefit Determination was upheld on 
Appeal in favor of the Contractor. 

L.8.1.1.2 The intended effective date of the Contractor's proposed 
Adverse Benefit Determination 

L.8.1.2 The Enrollee files the notice of Appeal or request for State Fair 
Hearing timely in accordance with the timeframe established herein 
and all of the following are present: 

L.8.1.2.1 The Appeal or State Fair Hearing request involves the 
termination, suspension, or reduction of a previously 
authorized Covered Services; 

L.8.1.2.2 The Covered Services were ordered by an authorized 
Provider; 

L.8.1.2.3 The original period covered by the original authorization 
has not expired; and 

L.8.1.2.4 The Enrollee timely files for a continuation of benefits. 

L.8.2 If, at the Enrollee's request, the Contractor continues or reinstates the Enrollee's 
benefits while the Appeal or request for State Fair Hearing is pending, the 
benefits must be continued until one of the following occurs:  
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L.8.2.1 The Enrollee withdraws the Appeal or request for State Fair Hearing 
in writing.  

L.8.2.2 The Enrollee fails to request a State Fair Hearing and continuation of 
benefits within the ten (10) calendar days from the Contractor’s 
Notice of Decision  

L.8.2.3 Medicaid issues a State Fair Hearing decision adverse to the 
Enrollee.  

L.8.3 If the final resolution of the Appeal or State Fair Hearing request is adverse to the 
Enrollee (i.e. upholds the Contractor’s Adverse Benefit Determination) the 
Contractor may, consistent with the Medicaid’s policy on recoveries under 42 
CFR § 431.230(b), recover from the Enrollee the cost of the services furnished to 
the Enrollee while the Appeal and State Fair Hearing request is pending, to the 
extent that they were furnished solely because of the requirements of this section.  

L.8.4 If Covered Services were not furnished to the Enrollee while the Appeal or 
request for a State Fair Hearing is pending and the decision to deny, limit, or 
delay services is reversed, the Contractor must authorize or provide the disputed 
Covered Services promptly, and as expeditiously as the Enrollee's health 
condition requires but no later than seventy-two (72) hours from the date the 
Contractor received notice reversing the decision.  

L.8.5 The Contractor must pay for disputed Covered Services, in accordance with 
Medicaid policy and regulations, if the decision to deny Prior Authorization of 
Covered Services is reversed and the Enrollee received the disputed Covered 
Services while the Appeal or State Fair Hearing was pending.  

L.9 Documentation  

L.9.1 The Contractor must maintain records of Grievances and Appeals, as well as all 
decisions rendered in response, for at least ten (10) years.  

L.9.2 The Contractor must review the records of Grievances and Appeals for 
completeness and accuracy regularly, but at least quarterly, and monitor the 
outcomes of such Grievances and Appeals for updates and as part of its quality 
assurance responsibility and ongoing monitoring procedures.  

L.9.3 The Contractor’s records of Grievances and Appeals must set forth at a 
minimum:  

L.9.3.1 Each Enrollee’s name for whom the Grievance or Appeal was filed;  

L.9.3.2 The date each Grievance and/or Appeal was received;  

L.9.3.3 A general description of the reason for each Grievance and Appeal;  

L.9.3.4 The Enrollee’s Provider for the Covered Service at issue, if any;  
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L.9.3.5 Whether continuation of benefits were requested and provided in 
each instance;  

L.9.3.6 The date of each review or, if applicable, review meeting;  

L.9.3.7 The outcome of each Grievance or Appeal;  

L.9.3.8 The date of decision by the Contractor;  

L.9.3.9 The dates responses to the Grievance or Appeal were provided to the 
Enrollee; and  

L.9.3.10 The total number of Grievances and Appeals.  

L.9.4 The Contractor must file a report at least annually with Medicaid that fairly and 
accurately summarizes the information required to be set forth on Grievances and 
Appeals.  

L.9.5 The records required in this subsection must be accurately maintained in a 
manner accessible to Medicaid and CMS. Medicaid and CMS upon request must 
be entitled to review all documents in the possession of the Contractor related to 
such Grievances and Appeals as a means of monitoring quality of care and the 
effectiveness of the policies and procedures of the Contractor in responding to 
Enrollee Grievances and Appeals.  

M. Quality Assessment and Performance 

M.1 General 

M.1.1 In accordance with 42 CFR § 438 Subparts D and E, the Contractor must have an 
ongoing Quality Assessment and Performance Improvement Program that 
executes a Quality Improvement Plan to systematically monitor and evaluate the 
quality and appropriateness of care and services rendered to Enrollees and 
promote and improve quality of care and quality patient outcomes for its 
Enrollees. 

M.1.2 The Contractor must develop, implement and maintain written policies and 
procedures which address components of effective oral health care management 
including but not limited to anticipation, identification, monitoring, measurement 
and evaluation of Enrollee‘s health care needs, and effective action to promote 
quality of care. 

M.1.3 The Contractor must develop and implement improvements in processes that 
enhance clinical efficiency, provide effective utilization, provide care 
coordination and focus on improved outcomes management. 

M.1.4 Any quality-related concerns that are identified by Medicaid, but are not included 
in a Performance Improvement Project (PIP) as set forth in Appendix F an 
Exhibit of this RFP must be addressed and resolved by the Contractor within 
timeframes specified by Medicaid. 
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M.1.5 The Contractor must demonstrate in its care management specific interventions 
to better manage the care of and promote healthier Enrollee outcomes, including 
Enrollee incentives if any.  See Section D.2.11 of this RFP for requirements 
related to use of Enrollee incentives.  

M.1.6 The Contractor must implement any performance measures and PIPs identified 
by CMS and required by Medicaid in accordance with 42 CFR §438.330(c)-(d). 

M.1.7 The Contractor must provide Medicaid any requested data for use in a managed 
care quality rating system implemented in accordance with 42 CFR § 438.334. 

M.1.8 The Contractor is not required to be a NCQA Accredited Health Plan, but if it is, 
the annual Accreditation report must be submitted to Medicaid for review.  

M.2 Quality Improvement Plan 

M.2.1 The Contractor must develop and submit a written Quality Improvement Plan 
(herein “Improvement Plan”) to Medicaid within thirty (30) calendar days from 
execution of the RFP, and resubmit it to Medicaid annually by the start of the 
contract year of each year for written approval.   

M.2.2 The Contractor must annually: 

M.2.2.1 Measure and report to Medicaid on its performance, using the 
standard measures required by Medicaid; 

M.2.2.2 Submit data, specified by Medicaid, which enables Medicaid to 
calculate the Contractor’s performance using the standard measures 
identified by Medicaid; or 

M.2.2.3 Perform a combination of the activities described in this subsection 
of this RFP. 

M.2.3 The Improvement Plan must: 

M.2.3.1 Include processes for the investigation and resolution of individual 
performance or quality of care issues whether identified by the 
Contractor or Medicaid that: 

M.2.3.1.1 Allow for the tracking and trending of issues on an 
aggregate basis pertaining to problematic patterns of 
care; 
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M.2.3.1.2 Allow for annual submission and implementation of no 
fewer than two (2) PIPs in accordance with 42 CFR 
§438.330(d).  Each PIP must be completed within 
timeframes established by Medicaid to allow 
information on the success of PIPs to be available to 
Medicaid for its ongoing review of the Contractor’s 
Quality Assessment and Performance Improvement 
Program; 

M.2.3.1.3 Collect and submit performance measurement data in 
accordance with 42 CFR §438.330(c); 

M.2.3.1.4 Implement mechanisms to detect both underutilization 
and overutilization of services; and 

M.2.3.1.5 Implement mechanisms to assess the quality and 
appropriateness of care furnished to Enrollees with 
Special Health Care Needs. 

M.2.4 Define how the Contractor is to use any of the programs or activities found in 
this RFP or Exhibits to develop its PIPs.  Appendix F of this RFP sets forth PIP 
requirements.     

M.2.5 Detail the Contractor’s Enrollee incentive plans including but not limited to 
disclosure of incentive structure, value and methodology.  The Contractor must 
be allowed to offer Enrollee incentive plans to encourage healthy behavior if 
such plans are in accordance with all applicable Federal and State laws, rules and 
regulations.  See Section II.D.2.11 of this RFP for requirements related to use of 
Enrollee incentives. 

M.2.6 Allow for input from both Medicaid and the Contractor. 

M.3 Practice Guidelines 

M.3.1 The Contractor must adopt Practice Guidelines as set forth in this section. 

M.3.2 The Contractor’s adopted Practice Guidelines must be developed in consultation 
with the Contractor’s Participating Providers and be reviewed and updated 
periodically, as appropriate. 

M.3.3 The Contractor must develop Practice Guidelines based on the health needs of 
the Enrollee and opportunities for improvement identified as part of the 
Contractor’s Quality Improvement Plan. 

M.3.4 The Contractor must make Practice Guidelines available to all affected Providers, 
through the Provider Portal and other appropriate forums.  The Contractor must 
also make Practice Guidelines available to Enrollees and Potential Enrollees 
upon request. 
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M.3.5 In accordance with 42 CFR § 438.236(d), the Contractor’s decisions regarding 
utilization management, Enrollee education, coverage of services and other areas 
to which the guidelines apply must be consistent with the Contractor’s Practice 
Guidelines. 

M.4 External Quality Reviews 

M.4.1 The Contractor must comply with applicable provisions of 42 CFR § 438 Subpart 
E. 

M.4.2 On at least an annual basis, the Contractor must cooperate fully with any and all 
independent assessments as authorized by Medicaid and/or conducted by 
Medicaid’s contracted External Quality Review Organization (EQRO) or other 
designee to assess the Contractor’s performance including quality outcomes, 
timeliness of, and access to Covered Services. 

M.4.3 Contractor must provide to the EQRO all information the EQRO deems to be 
necessary in performing its review of the Contractor. 

M.4.4 Independent assessments must include, but not be limited to, validation of 
Contractor-submitted quality measure rates via an EQRO – or other designee –
conducted audit, any independent evaluation required by Federal or State statute 
or regulation, and any other independent evaluation required by Medicaid. 

M.5 Quality Measurement and Reporting 

M.5.1 The Contractor must submit annual, quality measure data audited by Medicaid-
contracted EQRO that reflects performance for the previous calendar year to 
Medicaid according to submission requirements defined in the Reporting 
Manual.   

M.5.2 The Contractor must produce and report rates for all DBM Quality Measures in 
accordance with Medicaid specifications, including but not limited to, Dental 
Quality Alliance (DQA), National Committee for Quality Assurance (NCQA), 
Healthcare Effectiveness Data and Information Set (HEDIS®), Agency for 
Healthcare Research and Quality (AHRQ) and EQRO-developed specifications.  
The reported rates must clearly identify the numerator and denominator used to 
calculate each rate.  The Contractor must collect data from administrative 
systems, Medical Records, electronic records or through approved processes such 
as those utilizing a health information exchange (HIE), and provide this data with 
supporting documentation, as requested by Medicaid, for each measure. 

M.5.3 The Contractor must comply with all measurement and reporting requirements in 
an Exhibit and Section II.F of this RFP.  Contractor’s failure to provide complete 
reports, certifications, or other information required of this Section II.F and an 
Exhibit of this RFP within the timeframes established by Medicaid must be 
considered deficient and will be subject to Sanctions. 
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M.5.3.1 Reports and certifications must be deemed incomplete when they do 
not contain all data required by Medicaid or when they contain 
inaccurate data. 

M.6 Quality Withhold Program 

M.6.1 The Contractor must participate in Medicaid’s Quality Withhold 
Program.  Beginning on January 1, 2019, the Contractor will be subject to a one 
percent (1.0%) withhold of its total capitation payment to fund a quality withhold 
payment pool.  In accordance with 42 CFR § 438.6(b)(6), the Quality Withhold 
Program must: 

M.6.1.1 Be for a fixed period of time and performance will be measured 
during the rating period under the Contract in which the withhold 
arrangement is applied; 

M.6.1.2 Not be renewed automatically; 

M.6.1.3 Be made available to both public and private contractors under the 
same terms of performance; 

M.6.1.4 Not condition Contractor participation in the Quality Withhold 
Program on the Contractor’s entering into or adhering to 
intergovernmental transfer agreements; and 

M.6.1.5 Be necessary for the specified activities, targets, performance 
measures, or quality-based outcomes that support program initiatives 
as specified in Medicaid's quality strategy. 

M.6.2 Additional details on the Quality Withhold Program are set forth in an Exhibit of 
this RFP. 

M.7 Provider Standards Committee 

M.7.1 As required by and referenced in this RFP, the Contractor must have a Provider 
Standards Committee which must review and develop Provider Quality 
Measures.  These Provider Quality Measures must be the performance standards 
and quality measures required of a Participating Provider by the Contractor. 

M.7.2 The performance standards reviewed and developed by a provider standards 
committee must include, but not be limited to, provider performance benchmarks 
relating to the efficiency and management of care provided to Medicaid 
beneficiaries. Performance standards must not include office hours, terms of 
reimbursement or the application of such standards in a contract between the 
Contractor and a provider. The quality measures reviewed and developed by a 
provider standards committee must include, but not be limited to, numeric 
quantification of results or outcomes of high-quality care experienced by 
Medicaid beneficiaries. 
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M.7.3 The Contractor must promptly publish and distribute to its providers and 
Medicaid all performance standards and quality measures developed by the 
provider standards committee. 

M.7.4 The performance standards and quality measures must be subject to the approval 
of the Medicaid Quality Assurance Committee established in Section 22-6-154 of 
the Alabama Code. 

M.7.4.1 If the Contractor or a provider is dissatisfied with any performance 
standard or quality measure developed or approved by the provider 
standards committee, the Contractor or provider who is dissatisfied 
may within 30 calendar days of publication of the performance 
standard or quality measure make a written request for review of the 
performance standard or quality measure to the Medicaid Quality 
Assurance Committee. 

M.7.4.2 Upon receipt of the request for review, the Medicaid Quality 
Assurance Committee shall request any information and documents 
to review the performance standard or quality measure at issue and 
the Contractor or the provider shall have 10 business days to provide 
the Medicaid Quality Assurance Committee with the requested 
information and documents and any additional supporting 
information and documents that the Contractor or provider wishes to 
present to the Medicaid Quality Assurance Committee. In addition, 
the chairperson of the provider standards committee shall have 10 
business days to provide the Medicaid Quality Assurance Committee 
with requested information and documents concerning the basis, 
supporting studies and rationale for the performance standard or 
quality measure. 

M.7.4.3 The Medicaid Quality Assurance Committee shall either approve or 
disapprove the performance standard or quality measure at issue and 
shall promptly notify the Contractor, the provider and the provider 
standards committee of its determination. Upon request by the 
Medicaid Quality Assurance Committee, the provider standards 
committee must review any such approved performance standard or 
quality measure within six months after such approval and the 
provider standards committee must provide the Medicaid Quality 
Assurance Committee a written report detailing the efficacy of said 
performance standard or quality measure. The Medicaid Quality 
Assurance Committee may withdraw its approval of the performance 
standard or quality measure based upon the findings of the provider 
standards committee’s report. 

M.7.4.4 No member of the Medicaid Quality Assurance Committee who also 
served on the provider standards committee which developed the 
performance standard or quality measure at issue must vote or 
participate in the Medicaid Quality Assurance Committee’s review 
of that performance standard or quality measure. 
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M.7.4.5 No performance standard or quality measure reviewed or developed 
by the Contractor’s provider standards committee and/or by the 
Medicaid Quality Assurance Committee shall be subject to review.  
The contractual application of these standards and measures shall be 
subject to review but not the performance standards or quality 
measures themselves. 

M.7.5 At least 60 percent of the members of the provider standards committee must be 
dentists or oral surgeons licensed in the State of Alabama who provide care to 
Medicaid beneficiaries served by the Contractor. The dental practices of the 
provider members must be consistent with and reflective of the dental services 
provided Medicaid beneficiaries. 

M.7.6 The Contractor dental director must serve as chairperson of the provider 
standards committee. 

M.7.7 No more than 50 percent of the members of the provider standards committee 
must reside in one county of the Medicaid region. 

M.7.8 The members of the provider standards committee must serve two-year terms. 

M.7.9 The provider standards committee must meet at least semi-annually and at 
other times upon the written request of the chairperson or a majority of the 
members. Written notice indicating the date, time and place of each meeting 
must be sent to each member of the provider standards committee not less than 
7 calendar days prior to said meeting by the chairperson or any member of the 
committee; provided, however, that any member of the committee may waive 
his or her right to such notice and such waiver may be oral, by telephone, or by 
any such means of communication. 

M.7.10 The members of the provider standards committee may participate in a meeting 
of the committee by means of telephone conference, videoconference, or 
similar communications equipment by means of which all persons participating 
in the meeting may hear each other at the same time. Participation by such 
means must constitute presence in person at a meeting for all purposes, 
including the establishment of a quorum. 

M.7.11 Medicaid may adopt and implement performance standards, quality measures 
and quality matrices in addition to or in conflict with the performance 
standards and quality measures adopted by a provider standards committee. In 
the event of any conflict between a performance standard, quality measure or 
quality matrix adopted by a provider standards committee and a performance 
standard, quality measure or quality matrix adopted by Medicaid, the 
performance standard, quality measure or quality matrix adopted by Medicaid 
must supersede the performance standard, quality measure or quality matrix 
adopted by the provider standards committee. 

M.7.12 Medicaid shall decide any disagreement concerning whether a specific issue, 
dispute or matter is to be considered by a provider standards committee under 
this rule or a contract dispute committee. 
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M.8 Performance Monitoring and Improvement Process 

M.8.1 The Contractor must cooperate and participate, as requested by Medicaid, in 
Medicaid’s performance monitoring and improvement process.  At a minimum, 
this must include the following activities: the review of monthly, quarterly and 
annually-reported quality and Performance Measure data, including DBM 
Quality Measures as defined in Section II.M.5.2 of this RFP, Provider Quality 
Measures as defined in Section II.M.7 of this RFP, CMS-required performance 
standards and other measures as deemed appropriate by Medicaid to manage the 
Contractor. 

M.8.2 At least quarterly and upon request by Medicaid, the Contractor must attend a 
meeting with Medicaid to share performance results and to discuss performance 
successes and challenges to aid Medicaid in determining the effectiveness of 
Contractor’s quality improvement activities. 

M.8.3 At least annually and upon request by Medicaid, the Contractor must attend a 
meeting with the Medicaid Quality Assurance Committee to be informed of the 
DBM Quality Measures for the upcoming calendar year. 

M.8.4 At least annually and upon request by Medicaid, the Contractor must facilitate a 
meeting with Medicaid and the Contractor’s Provider Standards Committee to 
share the Contractor’s performance results for the purpose of determining the 
effectiveness of Provider performance standards and Provider Quality Measures. 

M.8.5 Quality Monitoring by Medicaid - Medicaid shall review, at least annually, the 
impact and effectiveness of the Contractor’s Quality Assessment and 
Performance Improvement Program.  At least sixty (60) calendar days prior to 
Medicaid’s review, the Contractor must provide to Medicaid: 

M.8.5.1 The Contractor’s most current written Quality Assessment and 
Performance Improvement Program description; 

M.8.5.2 The Contractor’s most current annual Quality Improvement Plan; 

M.8.5.3 The Contractor’s most current Quality Improvement Plan evaluation 
for the previous calendar year; 

M.8.5.4 Documentation of the Contractor’s compliance with standards 
described by Medicaid’s quality strategy; and 

M.8.5.5 All other information requested by Medicaid to facilitate Medicaid’s 
review of the Contractor’s compliance standards defined in 
Medicaid’s quality strategy. 

M.8.6 All documents submitted to Medicaid must provide evidence of a well-defined, 
organized program designed to improve care as set forth in Section II.M of this 
RFP, and must be deemed acceptable by Medicaid. 
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M.8.7 Medicaid’s review of the impact and effectiveness of the Contractor’s Quality 
Assessment and Performance Improvement Program must also include: 

M.8.7.1 The results of the Contractor’s PIPs; 

M.8.7.2 The Contractor’s compliance with Medicaid’s quality strategy; and 

M.8.7.3 The Contractor’s historical or trend data. 

N. Utilization Management 

N.1 Utilization Requirements 

N.1.1 General Requirements 

N.1.1.1 The Contractor must develop and maintain policies and procedures 
with defined structures and processes for a Utilization Management 
(UM) program that incorporates Utilization Review and Service 
Authorization, which include, at minimum, procedures to evaluate 
medical necessity and the process used to review and approve the 
provision of dental services. The Contractor must submit an 
electronic copy of the UM policies and procedures to Medicaid or 
written approval within thirty (30) calendar days from the date the 
Contract is signed by the Contractor, but no later than prior to the 
Readiness Review, annually thereafter, and prior to any revisions. 

N.1.1.2 The UM Program policies and procedures must meet all Utilization 
Review Accreditation Commission (URAC) standards or equivalent 
and include medical management criteria and practice guidelines 
that: 

N.1.1.2.1 Are adopted in consultation with a contracting dental 
care professionals; 

N.1.1.2.2 Are objective and based on valid and reliable clinical 
evidence or a consensus of dental care professionals in 
the particular field; 

N.1.1.2.3 Are considering the needs of the members; and 

N.1.1.2.4 Are reviewed annually and updated periodically as 
appropriate. 

N.1.1.3 The policies and procedures must include, but not be limited to: 

N.1.1.3.1 The methodology utilized to evaluate the medical 
necessity, appropriateness, efficacy, or efficiency of 
dental care services; 
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N.1.1.3.2 The data sources and clinical review criteria used in 
decision making; 

N.1.1.3.3 The appropriateness of clinical review shall be fully 
documented; 

N.1.1.3.4 The process for conducting informal reconsiderations   
for   adverse determinations; 

N.1.1.3.5 Mechanisms to ensure consistent application of review 
criteria and compatible decisions; 

N.1.1.3.6 Data collection processes and analytical methods used in 
assessing utilization of dental care services; and 

N.1.1.3.7 Provisions   for   assuring   confidentiality   of   clinical   
and   proprietary information. 

N.1.1.4 The Contractor must disseminate the practice guidelines to all 
affected providers and, upon request, to members. The Contractor 
must take steps to encourage adoption of the guidelines. 

N.1.1.5 The Contractor must identify the source of the dental management 
criteria used for the review of service authorization requests, 
including but not limited to: 

N.1.1.5.1 The Contractor must be identified if the criteria were 
purchased; 

N.1.1.5.2 The association or society must be identified if the 
criteria are developed/recommended or endorsed by a 
national or state dental care provider association or 
society; 

N.1.1.5.3 The guideline source must be identified if the criteria are 
based on national best practice guidelines; and 

N.1.1.5.4 The individuals who will make medical necessity 
determinations must be identified if the criteria are based 
on the dental/medical training, qualifications, and 
experience of the Contractor’s Dental Director or other 
qualified and trained professionals. 

N.1.1.6 UM Program dental management criteria and practice guidelines 
must be disseminated to all affected providers, and members upon 
request. Decisions for utilization management, enrollee education, 
coverage of services, and other areas to which the guidelines apply 
should be consistent with the guidelines. 
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N.1.1.7 The Contractor must have written procedures listing the information 
required from a member or dental care provider in order to make 
medical necessity determinations. Such procedures shall be given 
verbally to the covered person or healthcare provider when 
requested. The procedures shall outline the process to be followed in 
the event the Contractor determines the need for additional 
information not initially requested. 

N.1.1.8 The Contractor must have written procedures to address the failure 
or inability of a provider or member to provide all the necessary 
information for review. In cases where the provider or member will 
not release necessary information, the Contractor may deny 
authorization of the requested service(s). 

N.1.1.9 The Contractor must have sufficient staff with clinical expertise and 
training to apply service authorization medical management criteria 
and practice guidelines 

N.1.1.10 The Contractor must use Medicaid’s medical necessity definition as 
defined in Medicaid’s Provider Billing Manual and the Alabama 
Administrative Code for medical necessity determinations. The 
Contractor must make medical necessity determinations that are 
consistent with the Medicaid’s definition. 

N.1.1.11 The Contractor must submit written policies and processes for 
Medicaid approval, within thirty (30) calendar days, but no later than 
prior to the Readiness Review, of the contract signed by the 
Contractor on how the core dental benefits and services the 
Contractor provides ensure: 

N.1.1.11.1 The prevention, diagnosis, and treatment of health 
impairments; 

N.1.1.11.2 The ability to achieve age-appropriate growth and 
development; and 

N.1.1.11.3 The ability to attain, maintain, or regain functional 
capacity.  

N.1.1.12 The Contractor must identify the qualification of staff who will 
determine medical necessity.  

N.1.1.13 Determinations of medical necessity must be made by qualified and 
trained practitioners in accordance with state and federal regulations. 

N.1.1.14 The Contractor must ensure that only licensed clinical professionals 
with appropriate clinical expertise in the treatment of a member’s 
condition or disease must determine service authorization request 
denials or authorize a service in an amount, duration or scope that is 
less than requested. 
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N.1.1.15 The individual(s) making these determinations must not have a 
history of disciplinary action or sanctions; including loss of staff 
privileges or participation restrictions, that have been taken or are 
pending by any hospital, governmental agency or unit, or regulatory 
body that raise a substantial question as to the clinical peer 
reviewer’s physical, mental, or professional or moral character. 

N.1.1.16 The individual making these determinations must be required to 
attest that no adverse determination will be made regarding any 
dental procedure or service outside of the scope of such individual’s 
expertise. 

N.1.1.17 The Contractor must provide a mechanism to reduce inappropriate 
and duplicative use of healthcare services. Services must be 
sufficient in an amount, duration, and scope to reasonably be 
expected to achieve the purpose for which the services are furnished 
and that are no less than the amount, duration or scope for the same 
services furnished to eligibles under the Medicaid State Plan. The 
Contractor must not arbitrarily deny or reduce the amount, duration 
or scope of required services solely because of diagnosis, type of 
illness or condition of the member. The Contractor may place 
appropriate limits on a service on the basis of medical necessity or 
for the purposes of utilization control (with the exception of EPSDT 
services), provided the services furnished can reasonably be expected 
to achieve their purpose in accordance with 42 CFR 438.210. 

N.1.1.18 The Contractor must ensure that compensation to individuals or  
entities that conduct UM activities is not structured to provide 
incentives for the individual or entity to deny, limit, or discontinue 
medically necessary covered services to any member in accordance 
with 42 CFR 438.6(h), 42 CFR 422.208, and 42 CFR 422.210. 

N.1.1.19 The Contractor must report fraud and abuse information identified 
through the UM program to Medicaid’s Program Integrity Unit in 
accordance with 42 CFR 455.1(a)(1). 

N.1.1.20 In accordance with 42 CFR §456.111 and 456.211, the Contractor 
Utilization Review plan must provide that each enrollee's record 
includes information needed for the UR committee to perform UR 
required under this section. This information must include, at least, 
the following: 

N.1.1.20.1 Identification of the enrollee; 

N.1.1.20.2 The name of the enrollee's dentist;  

N.1.1.20.3 Date  of  admission,  and  dates  of  application  for  and  
authorization  of Medicaid benefits if application is 
made after admission; 
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N.1.1.20.4 The plan of care required under 42 CFR 456.80 and 
456.180; 

N.1.1.20.5 Initial and subsequent continued stay review dates 
described under 42 CFR 456.128, 456.133; 456.233 and 
456.234; 

N.1.1.20.6 Date of operating room reservation, if applicable; and 

N.1.1.20.7 Justification of emergency admission, if applicable. 

N.1.2 Utilization Management Committee 

N.1.2.1 The UM program must include a Utilization Management (UM) 
Committee that integrates with other functional units of the 
Contractor as appropriate and supports the Quality Assessment and 
Performance Improvement program (QAPI Program) (refer to the 
Quality Management subsection for details regarding the QAPI 
Program). 

N.1.2.2 The UM Committee must provide utilization review and monitoring 
of UM activities of both the Contractor and its providers and is 
directed by the Contractor’s Dental Director. The UM Committee 
must convene no less than quarterly and shall submit a summary of 
the meeting minutes to Medicaid with other quarterly reports. UM 
Committee responsibilities include: 

N.1.2.2.1 Monitoring providers’ requests for rendering healthcare 
services to its members; 

N.1.2.2.2 Monitoring the dental appropriateness and necessity of 
healthcare services provided to its members utilizing 
provider quality and utilization profiling; 

N.1.2.2.3 Reviewing the effectiveness of the utilization review 
process and making changes to the process as needed; 

N.1.2.2.4 Approving policies and procedures for UM that conform 
to industry standards, including methods, timelines and 
individuals responsible for completing each task; 

N.1.2.2.5 Monitoring consistent application of “medical necessity” 
criteria; 

N.1.2.2.6 Application of clinical practice guidelines; 

N.1.2.2.7 Monitoring over- and under-utilization; 

N.1.2.2.8 Review of outliers; and 
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N.1.2.2.9 Dental Record Reviews. 

N.1.2.3 Dental Record Reviews must be conducted to ensure that primary 
care dentists provide high quality healthcare that is documented 
according to established standards. The Contractor must establish 
and distribute to providers standards for Record Reviews that include 
all dental record documentation requirements addressed in the RFP. 

N.1.2.4 The Contractor must maintain a written strategy for conducting 
dental record reviews, reporting results, and the corrective action 
process. The strategy must be provided within thirty (30) calendar 
days from the date the Contract is signed by the Contractor, but no 
later than prior to the Readiness Review, and annually thereafter. 
The strategy must include, at a minimum, the following: 

N.1.2.4.1 Designated staff to perform this duty; 

N.1.2.4.2 The method of case selection; 

N.1.2.4.3 The anticipated number of reviews by practice site; 

N.1.2.4.4 The tool the Contractor will use to review each site; and 

N.1.2.4.5 How the Contractor will link the information compiled 
during the review to other Contractor functions (e.g. QI, 
credentialing, peer review, etc.) 

N.1.2.5 The Contractor must conduct reviews at all primary dental services 
providers that have treated more than 100 unduplicated members in a 
calendar year, including individual offices and large group facilities. 
The Contractor must review each site at least one (1) time during 
each five (5) year period. 

N.1.2.6 The Contractor must review a reasonable number of records, in a 
random process, at each site to determine compliance. Five (5) to ten 
(10) records per site is a generally accepted target, though additional 
reviews must be completed for large group practices or when 
additional data is necessary in specific instances 

N.1.2.7 The Contractor must report the results of all record reviews to 
Medicaid quarterly with an annual summary. 

N.1.3 Utilization Management Reports 
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N.1.3.1 The Contractor must submit reports as specified by Medicaid. 
Medicaid reserves the right to request additional reports as deemed 
by Medicaid. Medicaid must make every effort to notify the 
Contractor of additional required reports no less than 30 calendar 
days prior to due date of those reports. However, there may be 
occasions the Contractor will be requested to submit reports in a 
shorter time frame. 

N.1.4 Service Authorization 

N.1.4.1 Service authorization includes, but is not limited to, prior 
authorization. 

N.1.4.2 The Contractor UM Program policies and procedures must include 
service authorization policies and procedures consistent with 42 CFR 
438.210 and state laws and regulations for initial and continuing 
authorization of services that include, but are not limited to, the 
following: 

N.1.4.2.1 Written policies and procedures for processing requests 
for initial and continuing authorizations of services, 
where a provider does not request a service in a timely 
manner or refuses a service; 

N.1.4.2.2 Mechanisms to ensure consistent application of review 
criteria for authorization decisions and consultation with 
the requesting provider as appropriate; 

N.1.4.2.3 Requirement that any decision to deny a service 
authorization request or to authorize a service in an 
amount, duration, or scope that is less than requested is 
made by a healthcare professional who has appropriate 
clinical expertise in treating the enrollee’s condition or 
disease; 

N.1.4.2.4 Provide a mechanism in which a member may submit, 
whether oral or in writing, a service authorization 
request for the provision of services. This process must 
be included in its member manual and incorporated in 
the grievance procedures; 

N.1.4.2.5 The Contractor's service authorization system must 
provide the authorization number and effective dates for 
authorization to participating providers and applicable 
non-participating providers; and 
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N.1.4.2.6 The Contractor’s service authorization system must have 
capacity to electronically store and report all service 
authorization requests, decisions made by the Contractor 
regarding the service requests, clinical data to support 
the decision, and time frames for notification of 
providers and members of decisions. 

N.1.4.3 The Contractor must not deny continuation of higher level services 
for failure to meet medical necessity unless the Contractor can 
provide the service through an in-network or out-of-network 
provider for a lower level of care. 

N.1.5 Timing of Service Authorization Decisions 

N.1.5.1 Standard Service Authorization 

N.1.5.1.1 The Contractor must make eighty percent (80%) of 
standard service authorization determinations within two 
(2) business days of obtaining appropriate dental 
information that may be required regarding a proposed 
admission, procedure, or service requiring a review 
determination. Standard service authorization 
determinations must be made no later than fourteen (14) 
calendar days following receipt of the request for service 
unless an extension is requested. The Contractor must 
maintain documentation system to report to Medicaid on 
a monthly basis all service authorizations provided in the 
format specified by Medicaid. 

N.1.5.1.2 An extension may be granted for an additional fourteen 
(14) calendar days if the member or the provider or 
authorized representative requests an extension or if the 
Contractor justifies to Medicaid a need for additional 
information and the extension is in the member’s best 
interest. In no instance must any determination of 
standard service authorization be made later than (25) 
calendar days from receipt of the request. 

N.1.5.2 Expedited Service Authorization 

N.1.5.2.1 In the event a provider indicates, or the Contractor 
determines, that following the standard service 
authorization timeframe could seriously jeopardize the 
member’s life or health or ability to attain, maintain, or 
regain maximum function, the Contractor must make an 
expedited authorization decision and provide notice as 
expeditiously as the member’s health condition requires, 
but no later than seventy-two (72) hours after receipt of 
the request for service. 
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N.1.5.3 Post Authorization 

N.1.5.3.1 The Contractor may extend the seventy-two (72) hour 
time period by up to fourteen (14) calendar days if the 
member or if the Contractor justifies to Medicaid a need 
for additional information and how the extension is in 
the member’s best interest. 

N.1.5.3.2 The Contractor must make retrospective review 
determinations within thirty (30) calendar days of 
obtaining the results of any appropriate dental or medical 
information that may be required, but in no instance later 
than one hundred, eighty (180) days from the date of 
service. 

N.1.5.3.3 The Contractor must not subsequently retract its 
authorization after services have been provided or reduce 
payment for an item or service furnished in reliance 
upon previous service authorization approval, unless   
the approval was based upon a material omission or 
misrepresentation about the member’s health condition 
made by the provider. 

N.1.5.4 Timing of Notice 

N.1.5.4.1 Approval 

N.1.5.4.1.1 For service authorization approval for a 
non-emergency admission, procedure or 
service, the Contractor must notify the 
provider of as expeditiously as the 
member’s health condition requires but not 
more than one (1) business day of making 
the initial determination and must provide 
documented confirmation of such 
notification to the provider within two (2) 
business days of making the initial 
certification. 

N.1.5.4.1.2 For service authorization approval for 
extended stay or additional services, the 
Contractor must notify the provider 
rendering the service, whether a healthcare 
professional or facility or both, and the 
member receiving the service within one 
(1) business day of the service 
authorization approval. 

N.1.5.4.2 Adverse Action 
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N.1.5.4.2.1 The Contractor must notify the member, in 
writing using language that is easily 
understood, of decisions to deny a service 
authorization request, to authorize a service 
in an amount, duration, or scope that is less 
than requested, and/or any other action as 
defined in this RFP. The notice of action to 
members must be consistent with 
requirements in 42 CFR §438.10(c) and (d), 
42 CFR §438.404(c), and 42 CFR 
§438.210(b)(c)(d) and in this RFP for 
member written materials. 

N.1.5.4.2.2 The Contractor must notify the requesting 
provider of a decision to deny an 
authorization request or to authorize a 
service in an amount, duration, or scope 
that is less than requested. 

N.1.5.4.3 Informal Reconsideration 

N.1.5.4.3.1 As part of the Contractor appeal 
procedures, the Contractor must include an 
Informal Reconsideration process that 
allows the member a reasonable 
opportunity to present evidence, and 
allegations of fact or law, in person as well 
as in writing. 

N.1.5.4.3.2 In a case involving an initial determination, 
the Contractor must provide the member or 
a provider acting on behalf of the member 
and with the member’s written consent an 
opportunity to request an informal 
reconsideration of an adverse determination 
by the dentist or clinical peer making the 
adverse determination. 

N.1.5.4.3.3 The informal reconsideration should occur 
within one (1) business day of the receipt of 
the request and should be conducted 
between the provider rendering the service 
and the Contractor’s dentist authorized to 
make adverse determinations or a clinical 
peer designated by the Dental Director if 
the dentist who made the adverse 
determination cannot be available within 
one (1) business day.  The informal 
reconsideration will in no way extend the 
30 day required timeframe for a Notice of 
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Appeal Resolution. 

N.1.5.4.4 Exceptions to Requirements 

N.1.5.4.4.1 The Contractor must not require service 
authorization for emergency dental services 
as described in this section whether 
provided by an in-network or out-of-
network provider. 

N.1.5.4.4.2 The Contractor must not require service 
authorization or referral for EPSDT dental 
screening services. 

N.1.5.4.4.3 The Contractor must not require service 
authorization for the continuation of 
covered services of a new member 
transitioning into the Contractor, regardless 
of whether such services are provided by an 
in-network or out-of-network provider, 
however, the Contractor may require prior 
authorization of services beyond thirty (30) 
calendar days. 

 

III. Pricing  
 
Contractors must complete Appendix C and the RFP Coversheet, the first page of this RFP. 

 

IV. General Medicaid Information 
 
The Alabama Medicaid Agency is responsible for the administration of the Alabama Medicaid Program 
under a federally approved State Plan for Medical Assistance.  Through teamwork, Medicaid strives to 
enhance and operate a cost efficient system of payment for health care services rendered to low income 
individuals through a partnership with health care providers and other health care insurers both public and 
private. 
 
Medicaid’s central office is located at 501 Dexter Avenue in Montgomery, Alabama. Central office 
personnel are responsible for data processing, program management, financial management, program 
integrity, general support services, professional services, and recipient eligibility services.  For certain 
recipient categories, eligibility determination is made by Medicaid personnel located in eleven (11) 
district offices throughout the state and by one hundred forty (140) out-stationed workers in designated 
hospitals, health departments and clinics.  Medicaid eligibility is also determined through established 
policies by the Alabama Department of Human Resources and the Social Security Administration.  In 
2015, an average of 1,049,787 Alabama citizens were eligible for Medicaid benefits through a variety of 
programs. 
Services covered by Medicaid include, but are not limited to, the following: 
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• Physician Services 
• Inpatient and Outpatient Hospital Services 
• Rural Health Clinic Services 
• Laboratory and X-ray Services 
• Nursing Home Services 
• Early and Periodic Screening, Diagnosis and Treatment 
• Dental for children ages zero (0) to twenty (20) 
• Home Health Care Services and Durable Medical Equipment 
• Family Planning Services 
• Nurse-Midwife Services 
• Federally Qualified Health Center Services 
• Hospice Services 
• Prescription Drugs 
• Optometric Services 
• Transportation Services 
• Hearing Aids 
• Intermediate Care Facilities for Individuals with Intellectual Disabilities 
• Prosthetic Devices 
• Outpatient Surgical Services 
• Renal Dialysis Services 
• Home and Community Based Waiver Services 
• Prenatal Clinic Services 
• Mental Health Services 

 
Additional program information can be found at www.medicaid.alabama.gov.  

V. General  
 
This document outlines the qualifications which must be met in order for an entity to serve as Contractor.  
It is imperative that potential Contractors describe, in detail, how they intend to approach the Scope of 
Work specified in Section II of the RFP.  The ability to perform these services must be carefully 
documented, even if the Contractor has been or is currently participating in a Medicaid Program.  
Proposals will be evaluated based on the written information that is presented in the response.  This 
requirement underscores the importance and the necessity of providing in-depth information in the 
proposal with all supporting documentation necessary. 
 
The Contractor must demonstrate in the proposal a thorough working knowledge of program policy 
requirements as described, herein, including but not limited to the applicable Operational Manuals, State 
Plan for Medical Assistance, Alabama Administrative Code and Code of Federal Regulations (CFR) 
requirements.  
 
Entities that are currently excluded under federal and/or state laws from participation in 
Medicare/Medicaid or any State’s health care programs are prohibited from submitting bids.   

http://www.medicaid.alabama.gov/
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VI. Corporate Background and References 
 
Entities submitting proposals and all subcontractors must: 
 

a. Provide evidence that the Contractor possesses the qualifications required in this RFP. 
 
b. Provide a description of the Contractor’s organization, including: 

 
1. Date established. 
2. Ownership (public company, partnership, subsidiary, etc.).  Include an organizational 

chart depicting the Contractor’s organization in relation to any parent, subsidiary or 
related organization. 

3. Number of employees and resources. 
4. Names and resumes of Key Personnel in regards to this contract. 
5. A list of all similar projects the Contractor has completed within the last 5 years. 
6. A detailed breakdown of proposed staffing for this project, including names and 

education background of all employees that will be assigned to this project as explained 
in Section II of the RFP. 

7. A list of all Medicaid agencies or other entities for which the Contractor currently 
performs similar work. 

8. Contractor’s acknowledgment that Medicaid will not reimburse the Contractor until: 
(a) the Project Director has approved the invoice; and (b) Medicaid has received and 
approved all deliverables covered by the invoice. 

9. Details of any pertinent judgment, criminal conviction, investigation or litigation 
pending against the Contractor or any of its officers, directors, employees, agents or 
subcontractors of which the Contractor has knowledge, or a statement that there are 
none.  Medicaid reserves the right to reject a proposal solely on the basis of this 
information. 

 
c.  Have all necessary business licenses, registrations and professional certifications at the time of the 

contracting to be able to do business in Alabama.  Alabama law provides that a foreign corporation 
(a business corporation incorporated under a law other than the law of this state) may not transact 
business in the state of Alabama until it obtains a Certificate of Authority from the Secretary of 
State. To obtain forms for a Certificate of Authority, contact the Secretary of State, (334) 242-5324, 
www.sos.state.al.us.  The Certificate of Authority or a letter/form showing application has been 
made for a Certificate of Authority must be submitted with the bid. 

  
d. Have proven experience performing DBM work for Medicaid programs and have been in 

business a minimum of 5 years. 
  

e. Furnish three (3) references for projects of similar size and scope, including contact name, title, 
telephone number, and address.  Performance references should also include contract type, size, and 
duration of services rendered.  You may not use any Alabama Medicaid Agency personnel as a 
reference. 

 
f. Document the resources and capability for completing the work necessary to implement the 

DBM.  The Contractor proposal must include a chart outlining the proposed tasks needed to 
complete the implementation by the Readiness Assessment deadline, as well as outline follow-up 
and routine reporting deliverables and staff needed to complete the proposed tasks.   

http://www.sos.state.al.us/
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g.  Solvency  

1. The Contractor must maintain minimum solvency and financial requirements as 
provided in this subsection at the following levels: 

2. Restricted reserves of two hundred fifty thousand dollars ($250,000) or an amount 
equal to twenty-five percent (25%) of the Contractor’s total actual or projected 
average monthly expenditures, whichever is greater. 

3. Capital or surplus, or any combination thereof, of five hundred thousand dollars 
($500,000). 

4. The Contractor must adjust the required restricted reserves within thirty (30) calendar 
days after the end of each calendar quarter.  Adjustments must be based on the 
average monthly total capitated payment for such preceding quarter. 

5. Instead of maintaining the financial reserves as required in g.2 of this subsection, the 
Contractor may submit to Medicaid a written guaranty in the form of a letter of credit 
issued by a financial institution, in an amount equal to the financial reserves that 
would otherwise be required of the Contractor under this Contract, to guarantee the 
performance of the provisions of this Contract. The letter of credit shall be issued by 
a financial institution authorized in the State of Alabama and approved by Medicaid. 
No assets of the Contractor shall be pledged or encumbered in connection with the 
performance bond.  

6. Unless and until the Contractor satisfies its financial reserve requirements with a 
performance bond, the Contractor shall establish a restricted reserve account with a 
third party financial institution that is authorized to do business in the State of 
Alabama and is satisfactory to Medicaid for the purpose of holding the Contractor’s 
restricted reserve funds. 

7. Medicaid has the authority to require additional capital and surplus, access and 
disburse the Contractor's restricted reserves, and impose other obligations on the 
Contractor if Medicaid determines that the Contractor is in a hazardous financial 
condition or insolvent. 

8. If and when Medicaid determines from any information, report, document or 
statement made to Medicaid or from any examination conducted by Medicaid that an 
organization demonstrates a hazardous financial condition or is insolvent, Medicaid 
may take action. 

9. The Contractor shall be responsible for continuation of services to Enrollees during 
insolvency, for the duration of the period for which payment may be due to 
Providers, or for fifteen (15) calendar days after termination of the Contract.  

10. If Medicaid determines that the Contractor is insolvent, Medicaid shall notify the 
Contractor’s provider network of the Contractor’s insolvency. 

11. In the event of the Contractor’s insolvency, the Contractor shall not hold its Enrollees 
liable for the Contractor’s debts.  

12. The Contractor shall provide such financial reports and information as required by 
Medicaid.  The Contractor must promptly provide written notice of any change in the 
financial condition of the Contractor which could result in a determination by 
Medicaid of a hazardous financial condition or insolvency, including but not limited 
to any deficiency in the required restricted reserves or capital and surplus of the 
Contractor.  The notice must describe the circumstances leading or contributing to 
hazardous financial conditions or insolvency and the Contractor’s plan of action for 
addressing the circumstance.  The Contractor recognizes that Medicaid may at any 
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time take any action or exercise any authority, right or remedy available under this 
Contract or applicable law in connection with change in financial condition. 

 
Medicaid reserves the right to use any information or additional references deemed necessary to establish 
the ability of the Contractor to perform the conditions of the contract.  

VII. Submission Requirements 
A. Authority 
 
This RFP is issued under the authority of Section 41-16-72 of the Alabama Code and 45 CFR part 75   
The RFP process is a procurement option allowing the award to be based on stated evaluation criteria. 
The RFP states the relative importance of all evaluation criteria. No other evaluation criteria, other than as 
outlined in the RFP, will be used. 
 
In accordance with 45 CFR part 75, Medicaid encourages free and open competition among Contractors. 
Whenever possible, the Medicaid will design specifications, proposal requests, and conditions to 
accomplish this objective, consistent with the necessity to satisfy Medicaid’s need to procure technically 
sound, cost-effective services and supplies. 

B. Single Point of Contact 
 
From the date this RFP is issued until a Contractor is selected and the selection is announced by the 
Project Director, all communication must be directed to the Project Director in charge of this solicitation. 
Contractors or their representatives must not communicate with any Medicaid staff or officials 
regarding this procurement with the exception of the Project Director.  Any unauthorized contact 
may disqualify the Contractor from further consideration. Contact information for the single point of 
contact is as follows: 
  
 

Project Director:   Beth Huckabee 
Address:    Alabama Medicaid Agency  

 Lurleen B. Wallace Bldg.  
 501 Dexter Avenue  
 PO Box 5624  
 Montgomery, Alabama 36103-5624  

E-Mail Address:   DBMRFP@medicaid.alabama.gov  
 

C. RFP Documentation 
 
All documents and updates to the RFP including, but not limited to, the actual RFP, questions and 
answers, addenda, etc., will be posted to Medicaid’s website at www.medicaid.alabama.gov. 

D. Questions Regarding the RFP 
 
Contractors with questions requiring clarification or interpretation of any section within this RFP must 
submit questions and receive formal, written replies from Medicaid.  Each question must be submitted to 

mailto:DBMRFP@medicaid.alabama.gov
http://www.medicaid.alabama.gov/
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the Project Director via email. Questions and answers will be posted on the Medicaid website as 
described in the Schedule of Events. 

E. Mandatory Contractor Conference 
 
There will be a mandatory in-person conference of all Contractors interested in submitting a proposal in 
response to this RFP. The Contractor submitting the Proposal or its representative must register in-person 
as required at the site of this mandatory conference. 
 
A Proposal submitted by a Contractor which failed to attend the mandatory conference and register as 
required will be rejected upon receipt. 
 
The mandatory conference will be held at the Alabama Medicaid Agency, 501 Dexter Avenue, 
Montgomery, AL, 2nd floor Auditorium at 10:00 AM on Wednesday, August 9, 2017. 
 
Contractors will have the opportunity to ask questions during the conference. The State will not respond 
to questions during the conference but will post a written response as provided in Section VII.D. 
 
The Contractor must complete Appendix H - Intent to Attend Mandatory Contractor Conference 
Notification and submit to the Project Director via email. 

F. Acceptance of Standard Terms and Conditions 
 
Contractor must submit a statement stating that the Contractor has an understanding of and will comply 
with the terms and conditions as set out in this RFP.   Additions or exceptions to the standard terms and 
conditions are not allowed. Any addition or exception to the terms and conditions are considered severed, 
null and void, and may result in the Contractor’s proposal being deemed non-responsive. 

G. Adherence to Specifications and Requirements 
 
Contractor must submit a statement stating that the Contractor has an understanding of and will comply 
with the specifications and requirements described in this RFP.  

H. Order of Precedence 
 
In the event of inconsistencies or contradictions between language contained in the RFP and a 
Contractor’s response, the language contained in the RFP will prevail. Should Medicaid issue addenda to 
the original RFP, then said addenda, being more recently issued, would prevail against both the original 
RFP and the Contractor's proposal in the event of an inconsistency, ambiguity, or conflict.  

I. Contractor’s Signature 
 
The proposal must be accompanied by the RFP Cover Sheet signed in ink by an individual authorized to 
legally bind the Contractor. The Contractor’s signature on a proposal in response to this RFP guarantees 
that the offer has been established without collusion and without effort to preclude Medicaid from 
obtaining the best possible supply or service. Proof of authority of the person signing the RFP response 
must be furnished upon request. 
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J. Offer in Effect for 365 Days  
 
A proposal may not be modified, withdrawn or canceled by the Contractor for a 365-day period following 
the deadline for proposal submission as defined in the Schedule of Events, or receipt of best and final 
offer, if required, and Contractor so agrees in submitting the proposal. 

K. Medicaid Not Responsible for Preparation Costs 
 
The costs for developing and delivering responses to this RFP and any subsequent presentations of the 
proposal as requested by Medicaid are entirely the responsibility of the Contractor. Medicaid is not liable 
for any expense incurred by the Contractor in the preparation and presentation of their proposal or any 
other costs incurred by the Contractor prior to execution of a contract. 

L. Medicaid’s Rights Reserved 
 
While the Medicaid has every intention to award a contract as a result of this RFP, issuance of the RFP in 
no way constitutes a commitment by the Medicaid to award and execute a contract.  Upon a determination 
such actions would be in its best interest, Medicaid, in its sole discretion, reserves the right to: 

• Cancel or terminate this RFP; 
• Reject any or all of the proposals submitted in response to this RFP; 
• Change its decision with respect to the selection and to select another proposal; 
• Waive any minor irregularity in an otherwise valid proposal which would not jeopardize the 

overall program and to award a contract on the basis of such a waiver (minor irregularities are 
those which will not have a significant adverse effect on overall project cost or performance); 

• Negotiate with any Contractor whose proposal is within the competitive range with respect to 
technical plan and cost; 

• Adopt to its use all, or any part, of a Contractor’s proposal and to use any idea or all ideas 
presented in a proposal; 

• Amend the RFP (amendments to the RFP will be made by written addendum issued by Medicaid 
and will be posted on the RFP website); 

• Not award any contract. 

M. Price  
 
Contractors must respond to this RFP by utilizing the RFP Cover Sheet to indicate the aggregate bid rate 
within the rate ranges provided in Appendix C.    

N. Submission of Proposals  
 
Proposals must be sealed and labeled on the outside of the package to clearly indicate that they are in 
response to 2017-DBM-01.  Proposals must be sent to the attention of the Project Director and received at 
Medicaid as specified in the Schedule of Events.   It is the responsibility of the Contractor to ensure 
receipt of the Proposal by the deadline specified in the Schedule of Events. 
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O. Copies Required 
 

Contractors must submit one original Proposal with original signatures in ink, one additional hard copy in 
binder form, plus two electronic copies of the Proposal on CD/DVD or jump drive clearly labeled with 
the Contractor name.  One electronic copy (Word, Excel, and searchable PDF format) MUST be a 
complete version of the Contractor’s response and the second electronic (searchable PDF format) copy 
MUST have any information asserted as confidential or proprietary removed. Contractor must identify the 
original hard copy clearly on the outside of the proposal. The electronic copy of Appendix C Pricing 
Form must be in Excel in Microsoft Office Suite 2010 or later and included with the hard copy 
submission.  

P. Late Proposals   
 
Regardless of cause, late proposals will not be accepted and will automatically be disqualified from 
further consideration. It shall be the Contractor’s sole risk to assure delivery at Medicaid by the 
designated deadline. Late proposals will not be opened and may be returned to the Contractor at the 
expense of the Contractor or destroyed if requested. 

Q. Proposal Format 
 
Proposals must be prepared on standard 8 ½” x 11” paper and must be bound. All proposal pages must be 
numbered unless specified otherwise. All responses, as well as, any reference material presented, must be 
written in English. 
 
The Contractor must structure its response in the same sequence, using the same labeling and numbering 
that appears in the RFP section in question. For example, the proposal would have a major section entitled 
“Scope of Work.” Within this section, the Contractor would include their response, addressing each of the 
numbered sections in sequence, as they appear in the RFP: i.e. B.1.2.1, B.1.2.2, B.1.2.3, and so on. The 
response to each section must be preceded by the section text of the RFP followed by the Contractor’s 
response. 
 
Proposals must not include references to information located elsewhere, such as Internet websites. 
Information or materials presented by the Contractor outside the formal response or subsequent 
discussion/negotiation, if requested, will not be considered, and will have no bearing on any award. 
 
This RFP and its attachments are available on Medicaid’s website. The Contractor acknowledges and 
accepts full responsibility to ensure that no changes are made to the RFP. In the event of inconsistencies 
or contradictions between language contained in the RFP and a Contractor’s response, the language 
contained in the RFP will prevail. Should Medicaid issue addenda to the original RFP, then said addenda, 
being more recently issued, would prevail against both the original RFP and the Contractor’s proposal. 

R. Proposal Withdrawal 
 
The Contractor may withdraw a submitted proposal at any time before the deadline for submission. To 
withdraw a proposal, the Contractor must submit a written request, signed by a Contractor’s 
representative authorized to sign the resulting contract, to the RFP Project Director.  After withdrawing a 
previously submitted proposal, the Contractor may submit another proposal at any time up to the deadline 
for submitting proposals. 
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S. Proposal Amendment 
 
Medicaid will not accept any amendments, revisions, or alterations to proposals after the deadline for 
submitting proposals unless Medicaid formally requested in writing. 

T. Proposal Errors 
 
The Contractor is liable for all errors or omissions contained in their proposals.  The Contractor will not 
be allowed to alter proposal documents after the deadline for submitting proposals.  If the Contractor 
needs to change a previously submitted proposal, the Contractor must withdraw the entire proposal and 
may submit the corrected proposal before the deadline for submitting proposals. 
 

U. Proposal Clarifications 
 
Medicaid reserves the right to request clarifications with any or all Contractors if they are necessary to 
properly clarify compliance with the requirements of this RFP. Medicaid will not be liable for any costs 
associated with such clarifications.  The purpose of any such clarifications will be to ensure full 
understanding of the proposal. Clarifications will be limited to specific sections of the proposal identified 
by Medicaid. If clarifications are requested, the Contractor must put such clarifications in writing within 
the specified time frame. 

V. Disclosure of Proposal Contents 
 
Proposals and supporting documents are kept confidential until the evaluation process is complete, a 
Contractor has been selected, and the Contract has been fully executed.  The Contractor should be aware 
that any information in a proposal may be subject to disclosure and/or reproduction under Alabama law. 
Designation as proprietary or confidential may not protect any materials included within the proposal 
from disclosure if required by law. The Contractor should mark or otherwise designate any material that it 
feels is proprietary or otherwise confidential by labeling the page as “CONFIDENTIAL”. The Contractor 
must also state any legal authority as to why that material should not be subject to public disclosure under 
Alabama open records law and is marked as Proprietary Information.  By way of illustration but not 
limitation, “Proprietary Information" may include trade secrets, inventions, mask works, ideas, processes, 
formulas, source and object codes, data, programs, other works of authorship, know-how, improvements, 
discoveries, developments, designs and techniques. 
 
Information contained in the Pricing Section may not be marked confidential. It is the sole responsibility 
of the Contractor to indicate information that is to remain confidential. Medicaid assumes no liability for 
the disclosure of information not identified by the Contractor as confidential. If the Contractor identifies 
its entire proposal as confidential, Medicaid may deem the proposal as non-compliant and may reject it. 

VIII. Evaluation and Selection Process 
A. Initial Classification of Proposals as Responsive or Non-responsive  
 
All proposals will initially be classified as either “responsive” or “non-responsive.”  Proposals may be 
found non-responsive at any time during the evaluation process or contract negotiation if any of the 
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required information is not provided; or the proposal is not within the plans and specifications described 
and required in the RFP. If a proposal is found to be non-responsive, it will not be considered further. 
 
Proposals failing to demonstrate that the Contractor meets the mandatory requirements listed in Appendix 
A will be deemed non-responsive and not considered further in the evaluation process (and thereby 
rejected). 

B. Determination of Responsibility   
 
The Project Director will determine whether a Contractor has met the standards of responsibility.  In 
determining responsibility, the Project Director may consider factors such as, but not limited to, the 
Contractor’s specialized expertise, ability to perform the work, experience and past performance.  Such a 
determination may be made at any time during the evaluation process and through contract negotiation if 
information surfaces that would result in a determination of non-responsibility. If a Contractor is found 
non-responsible, a written determination will be made a part of the procurement file and mailed to the 
affected Contractor. 

C. Opportunity for Additional Information 
 
Medicaid reserves the right to contact any Contractor submitting a proposal for the purpose of clarifying 
issues in that Contractor’s proposal. Contractors should clearly designate in their proposal a point-of-
contact for questions or issues that arise in Medicaid’s review of a Contractor’s proposal.  

D. Evaluation Committee 
 
An Evaluation Committee appointed by the Project Director will read the proposals, conduct corporate 
and personal reference checks, score the proposals, and make a written recommendation to the 
Commissioner of the Alabama Medicaid Agency. Medicaid may change the size or composition of the 
committee during the review in response to exigent circumstances. 

E. Scoring 
 
The Evaluation Committee will score the proposals using the scoring system shown in the table below.  
The highest score that can be awarded to any proposal is 100 points. 
 

Evaluation Factor Highest Possible Score 
Percentage 

Corporate Background 10% 
References 10% 
Scope of Work 25% 
Required Deliverables 5% 
Price 50% 
Total 100% 

 

F. Determination of Successful Proposal 
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In the event Medicaid chooses to award a contract as a result of this RFP, the Contractor whose proposal 
is determined to be in the best interest of Medicaid will be recommended as the successful Contractor.  
The Project Director will forward this Contractor’s proposal through the supervisory chain to the 
Commissioner, with documentation to justify the Committee’s recommendation. 
 
When the final approval is received, Medicaid will notify the selected Contractor.  If Medicaid rejects all 
proposals, it will notify all Contractors. Medicaid will post the award on Medicaid website at 
www.medicaid.alabama.gov.   The award will be posted under the applicable RFP number. 

IX. General Terms and Conditions 
A. General 
 
This RFP and Contractor’s response thereto shall be incorporated into a contract by the execution of a 
formal agreement.  The contract and amendments, if any, are subject to approval by the Governor of the 
State of Alabama. 
 
The contract shall include the following: 
 
1. Executed contract, 
2. RFP, attachments, and any amendments thereto, 
3. Contractor’s response to the RFP, and shall be construed in accordance with and in the order of the 

applicable provisions of: 
• Title XIX of the Social Security Act, as amended and regulations promulgated hereunder by HHS 

and any other applicable federal statutes and regulations 
• The statutory and case law of the State of  Alabama 
• The Alabama State Plan for Medical Assistance under Title XIX of the Social Security Act, as 

amended 
• The Medicaid Administrative Code  
• Medicaid’s written response to prospective Contractor questions 

B. Compliance with State and Federal Regulations 
 
Contractor shall perform all services under the contract in accordance with applicable federal and state 
statutes and regulations.  Medicaid retains full operational and administrative authority and responsibility 
over the Alabama Medicaid Program in accordance with the requirements of the federal statutes and 
regulations as the same may be amended from time to time. 

C. Term of Contract 
 
If a contract is awarded as a result of this RFP, the initial contract term shall be for two (2) years effective 
April 1, 2018, through March 30, 2020.  Alabama Medicaid Agency shall have the option of extending 
the contract for three (3) one-year periods, after review by the Legislative Contract Review Oversight 
Committee.  At the end of the contract period Alabama Medicaid may at its discretion, exercise the 
extension option and allow the period of performance to be extended at the rate indicated on the RFP 
Cover Sheet.  The Contractor will provide pricing for each year of the contract, including any extensions.     
 

http://www.medicaid.alabama.gov/
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Contractor acknowledges and understands that this contract is not effective until it has received all 
requisite state government approvals and Contractor shall not begin performing work under this contract 
until notified to do so by Medicaid.  Contractor is entitled to no compensation for work performed prior to 
the effective date of this contract. 

D. Contract Amendments 
 
No alteration or variation of the terms of the contract shall be valid unless made in writing and duly 
signed by the parties thereto.  The contract may be amended by written agreement duly executed by the 
parties.  Every such amendment shall specify the date its provisions shall be effective as agreed to by the 
parties. 
 
The contract shall be deemed to include all applicable provisions of the State Plan and of all state and 
federal laws and regulations applicable to the Alabama Medicaid Program, as they may be amended.  In 
the event of any substantial change in such Plan, laws, or regulations, that materially affects the operation 
of the Alabama Medicaid Program or the costs of administering such Program, either party, after written 
notice and before performance of any related work, may apply in writing to the other for an equitable 
adjustment in compensation caused by such substantial change.   

E. Confidentiality 
 
Contractor shall treat all information, and in particular information relating to individuals that is obtained 
by or through its performance under the contract, as confidential information to the extent confidential 
treatment is provided under State and Federal laws including 45 CFR §160.101 – 164.534.  Contractor 
shall not use any information so obtained in any manner except as necessary for the proper discharge of 
its obligations and rights under this contract.   

 
Contractor shall ensure safeguards that restrict the use or disclosure of information concerning individuals 
to purposes directly connected with the administration of the Plan in accordance with 42 CFR Part 431, 
Subpart F, as specified in 42 CFR § 434.6(a)(8).  Purposes directly related to the Plan administration 
include: 
 
1. Establishing eligibility; 
2. Determining the amount of medical assistance; 
3. Providing services for recipients; and 
4. Conducting or assisting an investigation, prosecution, or civil or criminal proceeding related to the 

administration of the Plan. 
 
Pursuant to requirements of the Health Insurance Portability and Accountability Act (HIPAA) of 1996 
(Public Law 104-191), the successful Contractor shall sign and comply with the terms of a Business 
Associate agreement with Medicaid (Appendix B). 

F. Security and Release of Information 
 
Contractor shall take all reasonable precautions to ensure the safety and security of all information, data, 
procedures, methods, and funds involved in the performance under the contract, and shall require the 
same from all employees so involved.  Contractor shall not release any data or other information relating 
to the Alabama Medicaid Program without prior written consent of Medicaid. This provision covers both 
general summary data as well as detailed, specific data.  Contractor shall not be entitled to use of 
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Alabama Medicaid Program data in its other business dealings without prior written consent of Medicaid.  
All requests for program data shall be referred to Medicaid for response by the Commissioner only. 

G. Federal Nondisclosure Requirements 
 
Each officer or employee of any person to whom Social Security information is or may be disclosed shall 
be notified in writing by such person that Social Security information disclosed to such officer or 
employee can be only used for authorized purposes and to that extent and any other unauthorized use 
herein constitutes a felony punishable upon conviction by a fine of as much as $5,000 or imprisonment 
for as long as five years, or both, together with the cost of prosecution.  Such person shall also notify each 
such officer or employee that any such unauthorized further disclosure of Social Security information 
may also result in an award of civil damages against the officer or employee in an amount not less than 
$1,000 with respect to each instance of unauthorized disclosure.  These penalties are prescribed by IRC 
Sections 7213 and 7431 and set forth at 26 CFR 301.6103(n).  
 
Additionally, it is incumbent upon the contractor to inform its officers and employees of penalties for 
improper disclosure implied by the Privacy Act of 1974, 5 USC 552a.  Specifically, 5 USC 552a (i) (1), 
which is made applicable to contractors by 5 USC 552a (m) (1), provides that any officer or employee of 
a contractor, who by virtue of his/her employment or official position, has possession of or access to 
agency records which contain individually identifiable information, the disclosure of which is prohibited 
by the Privacy Act or regulations established there under, and who knowing that disclosure of the specific 
material is prohibited, willfully discloses that material in any manner to any person or agency not entitled 
to receive it, shall be guilty of a misdemeanor and fined not more than $5,000. 

H. Contract a Public Record 
 
Upon signing of this contract by all parties, the terms of the contract become available to the public 
pursuant to Alabama law.  Contractor agrees to allow public access to all documents, papers, letters, or 
other materials subject to the current Alabama law on disclosure.  It is expressly understood that 
substantial evidence of Contractor's refusal to comply with this provision shall constitute a material 
breach of contract. 

I. Termination for Bankruptcy 
 

The filing of a petition for voluntary or involuntary bankruptcy of a company or corporate reorganization 
pursuant to the Bankruptcy Act shall, at the option of Medicaid, constitute default by Contractor effective 
the date of such filing.  Contractor shall inform Medicaid in writing of any such action(s) immediately 
upon occurrence by the most expeditious means possible.  Medicaid may, at its option, declare default 
and notify Contractor in writing that performance under the contract is terminated and proceed to seek 
appropriate relief from Contractor. 

J. Termination for Default 
 
Medicaid may, by written notice, terminate performance under the contract, in whole or in part, for failure 
of Contractor to perform any of the contract provisions.  In the event Contractor defaults in the 
performance of any of Contractor’s material duties and obligations, written notice shall be given to 
Contractor specifying default.  Contractor shall have 10 calendar days, or such additional time as agreed 
to in writing by Medicaid, after the mailing of such notice to cure any default.  In the event Contractor 
does not cure a default within 10 calendar days, or such additional time allowed by Medicaid, Medicaid 
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may, at its option, notify Contractor in writing that performance under the contract is terminated and 
proceed to seek appropriate relief from Contractor.  

K. Termination for Unavailability of Funds 
 
Performance by Medicaid of any of its obligations under the contract is subject to and contingent upon the 
availability of state and federal monies lawfully applicable for such purposes.  If Medicaid, in its sole 
discretion, deems at any time during the term of the contract that monies lawfully applicable to this 
agreement shall not be available for the remainder of the term, Medicaid shall promptly notify Contractor 
to that effect, whereupon the obligations of the parties hereto shall end as of the date of the receipt of such 
notice and the contract shall at such time be cancelled without penalty to Medicaid, State or Federal 
Government. 

L. Proration of Funds 
 
In the event of proration of the funds from which payment under this contract is to be made, this contract 
will be subject to termination. 

M. Termination for Convenience 
 
Medicaid may terminate performance of work under the Contract in whole or in part whenever, for any 
reason, Medicaid, in its sole discretion determines that such termination is in the best interest of 
Medicaid.  In the event that Medicaid elects to terminate the contract pursuant to this provision, it shall so 
notify the Contractor by certified or registered mail, return receipt requested.  The termination shall be 
effective as of the date specified in the notice.  In such event, Contractor will be entitled only to payment 
for all work satisfactorily completed and for reasonable, documented costs incurred in good faith for work 
in progress.  The Contractor will not be entitled to payment for uncompleted work, or for anticipated 
profit, unabsorbed overhead, or any other costs. 

N. Force Majeure 
 
Contractor shall be excused from performance hereunder for any period Contractor is prevented from 
performing any services pursuant hereto in whole or in part as a result of an act of God, war, civil 
disturbance, epidemic, or court order; such nonperformance shall not be a ground for termination for 
default. 

O. Nondiscriminatory Compliance 
 
Contractor shall comply with Title VII of the Civil Rights Act of 1964, Section 504 of the Rehabilitation 
Act of 1973, the Age Discrimination Act of 1975, Executive Order No. 11246, as amended by Executive 
Order No. 11375, both issued by the President of the United States, the Americans with Disabilities Act 
of 1990, and with all applicable federal and state laws, rules and regulations implementing the foregoing 
statutes with respect to nondiscrimination in employment. 

P. Conflict of Interest 
 
The parties acknowledge and agree that the Contractor must be free of conflicts of interest in accordance 
with all federal and state regulations while performing the duties within the contract.  The Contractor 
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agrees that it has no conflict of interest preventing the execution of this Contract, and the Contractor will 
abide by applicable state and federal regulations. 

Q. Open Trade 
 
In compliance with Section 41-16-5 Code of Alabama (1975), the contractor hereby certifies that it is not 
currently engaged in, and will not engage in, the boycott of a person or an entity based in or doing 
business with a jurisdiction with which this state can enjoy open trade. 

R. Small and Minority Business Enterprise Utilization 
 

In accordance with the provisions of 45 CFR Part 75 and paragraph 9 of OMB Circular A-102, 
affirmative steps shall be taken to assure that small and minority businesses are utilized when possible as 
sources of supplies, equipment, construction, and services. 

S. Worker’s Compensation 
 
Contractor shall take out and maintain, during the life of this contract, Worker’s Compensation Insurance 
for all of its employees under the contract or any subcontract thereof, if required by state law. 

T. Employment of State Staff 
 
Contractor shall not knowingly engage on a full-time, part-time, or other basis during the period of the 
contract any professional or technical personnel, who are or have been in the employment of Medicaid 
during the previous twelve (12) months, except retired employees or contractual consultants, without the 
written consent of Medicaid.  Certain Medicaid employees may be subject to more stringent employment 
restrictions under the Alabama Code of Ethics, §36-25-1 et seq., Code of Alabama 1975. 

U. Immigration Compliance 
 
Contractor will not knowingly employ, hire for employment, or continue to employ an unauthorized alien 
within the State of Alabama.  Contractor shall comply with the requirements of the Immigration Reform 
and Control Act of 1986 and the Beason- Hammon Alabama Taxpayer and Citizen Protection Act (Ala, 
Act 2012- 491 and any amendments thereto) and certify its compliance by executing Attachment G. 
Contractor will document that the Contractor is enrolled in the E-Verify Program operated by the US 
Department of Homeland Security as required by Section 9 of Act 2012-491.  During the performance of 
the contract, the contractor shall participate in the E-Verify program and shall verify every employee that 
is required to be verified according to the applicable federal rules and regulations.  Contractor further 
agrees that, should it employ or contract with any subcontractor(s) in connection with the performance of 
the services pursuant to this contract, that the Contractor will secure from such subcontractor(s) 
documentation that subcontractor is enrolled in the E-Verify program prior to performing any work on the 
project.  The subcontractor shall verify every employee that is required to be verified according to the 
applicable federal rules and regulations.  This subsection shall only apply to subcontractors performing 
work on a project subject to the provisions of this section and not to collateral persons or business entities 
hired by the subcontractor.  Contractor shall maintain the subcontractor documentation that shall be 
available upon request by the Alabama Medicaid Agency. 
 
Pursuant to Ala. Code §31-13-9(k), by signing this contract, the contracting parties affirm, for the 
duration of the agreement, that they will not violate federal immigration law or knowingly employ, hire 
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for employment, or continue to employ an unauthorized alien within the State of Alabama.  Furthermore, 
a contracting party found to be in violation of this provision shall be deemed in breach of the agreement 
and shall be responsible for all damages resulting therefrom. 

 
Failure to comply with these requirements may result in termination of the agreement or subcontract. 

V. Share of Contract 
 
No official or employee of the State of Alabama shall be admitted to any share of the contract or to any 
benefit that may arise there from. 

W. Waivers 
 
No covenant, condition, duty, obligation, or undertaking contained in or made a part of the contract shall 
be waived except by written agreement of the parties. 

X. Warranties Against Broker’s Fees 
 
Contractor warrants that no person or selling agent has been employed or retained to solicit or secure the 
contract upon an agreement or understanding for a commission percentage, brokerage, or contingency fee 
excepting bona fide employees.  For breach of this warranty, Medicaid shall have the right to terminate 
the contract without liability. 

Y. Novation 
 
In the event of a change in the corporate or company ownership of Contractor, Medicaid shall retain the 
right to continue the contract with the new owner or terminate the contract.  The new corporate or 
company entity must agree to the terms of the original contract and any amendments thereto. During the 
interim between legal recognition of the new entity and Medicaid execution of the novation agreement, a 
valid contract shall continue to exist between Medicaid and the original Contractor.  When, to Medicaid’s 
satisfaction, sufficient evidence has been presented of the new owner’s ability to perform under the terms 
of the contract, Medicaid may approve the new owner and a novation agreement shall be executed. 

Z. Employment Basis 
 
It is expressly understood and agreed that Medicaid enters into this agreement with Contractor and any 
subcontractor as authorized under the provisions of this contract as an independent contractor on a 
purchase of service basis and not on an employer-employee basis and not subject to State Merit System 
law. 

AA. Disputes and Litigation 
 
Except in those cases where the proposal response exceeds the requirements of the RFP, any conflict 
between the response of Contractor and the RFP shall be controlled by the provisions of the RFP.  Any 
dispute concerning a question of fact arising under the contract which is not disposed of by agreement 
shall be decided by the Commissioner of Medicaid. 
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The Contractor’s sole remedy for the settlement of any and all disputes arising under the terms of this 
contract shall be limited to the filing of a claim with the board of Adjustment for the State of Alabama.  
Pending a final decision of a dispute hereunder, the Contractor must proceed diligently with the 
performance of the contract in accordance with the disputed decision. 
 
For any and all disputes arising under the terms of this contract, the parties hereto agree, in compliance 
with the recommendations of the Governor and Attorney General, when considering settlement of such 
disputes, to utilize appropriate forms of non-binding alternative dispute resolution including, but not 
limited to, mediation by and through private mediators. 
 
Any litigation brought by Medicaid or Contractor regarding any provision of the contract shall be brought 
in either the Circuit Court of Montgomery County, Alabama, or the United States District Court for the 
Middle District of Alabama, Northern Division, according to the jurisdictions of these courts.  This 
provision shall not be deemed an attempt to confer any jurisdiction on these courts which they do not by 
law have, but is a stipulation and agreement as to forum and venue only. 

BB. Records Retention and Storage 
 
Contractor shall maintain financial records, supporting documents, statistical records, and all other 
records pertinent to the Alabama Medicaid Program for a period of three years from the date of the final 
payment made by Medicaid to Contractor under the contract.  However, if audit, litigation, or other legal 
action by or on behalf of the State or Federal Government has begun but is not completed at the end of the 
three- year period, or if audit findings, litigation, or other legal action have not been resolved at the end of 
the three year period, the records shall be retained until resolution.   

CC. Inspection of Records 
 
Contractor agrees that representatives of the Comptroller General, HHS, the General Accounting Office, 
the Alabama Department of Examiners of Public Accounts, and Medicaid and their authorized 
representatives shall have the right during business hours to inspect and copy Contractor’s books and 
records pertaining to contract performance and costs thereof.  Contractor shall cooperate fully with 
requests from any of the agencies listed above and shall furnish free of charge copies of all requested 
records.  Contractor must require that a receipt be given for any original record removed from 
Contractor’s premises. 

DD. Use of Federal Cost Principles 
 
For any terms of the contract which allow reimbursement for the cost of procuring goods, materials, 
supplies, equipment, or services, such procurement shall be made on a competitive basis (including the 
use of competitive bidding procedures) where practicable, and reimbursement for such cost under the 
contract shall be in accordance with 48 CFR, Chapter 1, Part 31.  Further, if such reimbursement is to be 
made with funds derived wholly or partially from federal sources, such reimbursement shall be subject to 
Contractor’s compliance with applicable federal procurement requirements, and the determination of 
costs shall be governed by federal cost principles. 
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EE. Payment 
 
Contractor shall submit to Medicaid a detailed monthly invoice for compensation for the deliverable 
and/or work performed.  Invoices should be submitted to the Project Director.  Payments are dependent 
upon successful completion and acceptance of described work and delivery of required documentation.  

FF. Notice to Parties 
 
Any notice to Medicaid under the contract shall be sufficient when mailed to the Project Director.  Any 
notice to Contractor shall be sufficient when mailed to Contractor at the address given on the return 
receipt from this RFP or on the contract after signing.  Notice shall be given by certified mail, return 
receipt requested. 

GG. Disclosure Statement 
 
The successful Contractor shall be required to complete a financial disclosure statement with the executed 
contract. 

HH. Debarment 
 
Contractor hereby certifies that neither it nor its principals is presently debarred, suspended, proposed for 
debarment, declared ineligible, or voluntarily excluded from participation in this contract by any Federal 
department or agency.   

II. Not to Constitute a Debt of the State 
 
Under no circumstances shall any commitments by Medicaid constitute a debt of the State of Alabama as 
prohibited by Article XI, Section 213, Constitution of Alabama of 1901, as amended by Amendment 26.  
It is further agreed that if any provision of this contract shall contravene any statute or Constitutional 
provision or amendment, whether now in effect or which may, during the course of this Contract, be 
enacted, then that conflicting provision in the contract shall be deemed null and void.  The Contractor’s 
sole remedy for the settlement of any and all disputes arising under the terms of this agreement shall be 
limited to the filing of a claim against Medicaid with the Board of Adjustment for the State of Alabama. 

JJ. Qualification to do Business in Alabama 
 
Should a foreign corporation (a business corporation incorporated under a law other than the law of this 
state) be selected to provide professional services in accordance with this RFP, it must be qualified to 
transact business in the State of Alabama and possess a Certificate of Authority issued by the Secretary of 
State at the time a professional services contract is executed.  To obtain forms for a Certificate of 
Authority, contact the Secretary of State at (334) 242-5324 or www.sos.state.al.us.  The Certificate of 
Authority or a letter/form showing application has been made for a Certificate of Authority must be 
submitted with the proposal. 

KK. Choice of Law 
 
The construction, interpretation, and enforcement of this contract shall be governed by the substantive 
contract law of the State of Alabama without regard to its conflict of laws provisions.  In the event any 

http://www.sos.state.al.us/
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provision of this contract is unenforceable as a matter of law, the remaining provisions will remain in full 
force and effect. 

LL. Alabama interChange Interface Standards  
 
Contractor hereby certifies that any exchange of MMIS data with Medicaid’s fiscal agent will be 
accomplished by following the Alabama interChange Interface Standards Document, which will be 
posted on the Medicaid website. 
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Appendix A:  Proposal Compliance Checklist 
 
NOTICE TO CONTRACTOR: 
 
It is highly encouraged that the following checklist be used to verify completeness of Proposal content.  It is not 
required to submit this checklist with your proposal. 
 
 
Contractor Name 
 
 
Project Director Review Date 
 
 
Proposals for which ALL applicable items are marked by the Project Director are determined to 
be compliant for responsive proposals. 
 

 IF 
CORRECT BASIC PROPOSAL REQUIREMENTS 

 1. Contractor‘s original proposal received on time at correct location. 
 2. Contractor submitted the specified copies of proposal and in electronic format. 
 3. The Proposal includes a completed and signed RFP Cover Sheet. 

 4. The Proposal is a complete and independent document, with no references to 
external documents or resources. 

 5. Contractor submitted signed acknowledgement of any and all addenda to RFP. 

 6. The Proposal includes written confirmation that the Contractor understands and 
shall comply with all of the provisions of the RFP. 

 7. The Proposal includes required client references (with all identifying 
information in specified format and order).   

 8. The Proposal includes a corporate background. 

 
9. The Proposal includes a detailed description of the plan to design, implement, 

monitor, address special situations related to a new DBM as outlined in the 
request for proposal regarding each element listed in the scope of work. 

 

10. Contractor must submit a statement stating that the Contractor has an 
understanding of and will comply with the terms and conditions as set out in this 
RFP.   Additions or exceptions to the standard terms and conditions are not 
allowed. Any addition or exception to the terms and conditions are considered 
severed, null and void, and may result in the Contractor’s proposal being 
deemed non-responsive. 

 
11. The response includes (if applicable) a Certificate of Authority or letter/form 

showing application has been made with the Secretary of State for a Certificate 
of Authority. 

 12. The response must include an E-Verify Memorandum of Understanding with the 
Department of Homeland Security. 
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Appendix B:   Contract and Attachments 
 
The following are the documents that must be signed AFTER contract award and 
prior to the meeting of the Legislative Contract Oversight Committee Meeting.  
 
Sample Contract 
Attachment A: Business Associate Addendum 
Attachment B: Contract Review Report for Submission to Oversight Committee 
Attachment C:  Immigration Status 
Attachment D:  Disclosure Statement 
Attachment E:   Letter Regarding Reporting to Ethics Commission 
Attachment F:   Instructions for Certification Regarding Debarment, Suspension,  

 Ineligibility and Voluntary Exclusion  
Attachment G:  Beason-Hammon Certificate of Compliance  
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CONTRACT 
BETWEEN 

THE ALABAMA MEDICAID AGENCY 
AND 

 

KNOW ALL MEN BY THESE PRESENTS, that the Alabama Medicaid Agency, an Agency of the 
State of Alabama, and ________, Contractor, agree as follows:  

Contractor shall furnish all labor, equipment, and materials and perform all of the work required under the 
Request for Proposal (RFP Number _______, dated ______, strictly in accordance with the requirements 
thereof and Contractor’s response thereto.  

Contractor shall be compensated for performance under this contract in accordance with the 
provisions of the RFP and the price provided on the RFP Cover Sheet response, in an amount not to 
exceed ______.    

Contractor and the Alabama Medicaid Agency agree that the initial term of the contract is ____to 
_____. 
 
This contract specifically incorporates by reference the RFP, any attachments and amendments thereto, 
and Contractor’s response.  

CONTRACTOR    ALABAMA MEDICAID AGENCY  
This contract has been reviewed for and 
is approved as to content.  

_______________________        _________________________________ 
Contractor’s name here     Stephanie McGee Azar 
       Commissioner 

_______________________    ________________________ 
Date signed      Date signed 
 
 
____________________    This contract has been reviewed for legal 
Printed Name       form and complies with all applicable laws, 
       rules, and regulations of the State of Alabama 
       governing these matters. 
 
Tax ID: ______________ 
         
APPROVED:      _____________________________ 
                   General Counsel 
        
__________________________    
Governor, State of Alabama     
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Attachment A 
 

ALABAMA MEDICAID AGENCY 
BUSINESS ASSOCIATE ADDENDUM 

 

This Business Associate Addendum (this “Agreement”) is made effective the ______ day of 
_____________, 20____, by and between the Alabama Medicaid Agency (“Covered Entity”), an 
agency of the State of Alabama, and _________________ (“Business Associate”) (collectively 
the “Parties”). 

1. BACKGROUND 
1.1. Covered Entity and Business Associate are parties to a contract entitled 

_____________________________________________________________________
(the “Contract”), whereby Business Associate agrees to perform certain services for 
or on behalf of Covered Entity. 

1.2. The relationship between Covered Entity and Business Associate is such that the 
Parties believe Business Associate is or may be a “business associate” within the 
meaning of the HIPAA Rules (as defined below). 

1.3. The Parties enter into this Business Associate Addendum with the intention of 
complying with the HIPAA Rules allowing a covered entity to disclose protected 
health information to a business associate, and allowing a business associate to create 
or receive protected health information on its behalf, if the covered entity obtains 
satisfactory assurances that the business associate will appropriately safeguard the 
information. 

2. DEFINITIONS 

2.1 General Definitions 

The following terms used in this Agreement shall have the same meaning as those 
terms in the HIPAA Rules: Breach, Data Aggregation, Designated Record Set, 
Disclosure, Electronic Protected Health Information, Health Care Operations, 
Individual, Minimum Necessary, Notice of Privacy Practices, Protected Health 
Information, Required By Law, Secretary, Security Incident, Subcontractor, 
Unsecured Protected Health Information, and Use. 

2.2 Specific Definitions 
2.2.1. Business Associate.  “Business Associate” shall generally have the same meaning 

as the term “business associate” at 45 C.F.R. § 160.103 
2.2.2. Covered Entity.  “Covered Entity” shall generally have the same meaning as the 

term “covered entity” at 45 C.F.R. § 160.103. 
2.2.3. HIPAA Rules.  “HIPAA Rules” shall mean the Privacy, Security, Breach 

Notification, and Enforcement Rules at 45 C.F.R. Part 160 and Part 164. 
3. OBLIGATIONS OF BUSINESS ASSOCIATE 
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Business Associate agrees to the following: 

3.1 Use or disclose PHI only as permitted or required by this Agreement or as Required by 
Law. 

3.2 Use appropriate safeguards to prevent use or disclosure of PHI other than as provided for 
by this Agreement.  Further, Business Associate will implement administrative, physical 
and technical safeguards (including written policies and procedures) that reasonably and 
appropriately protect the confidentiality, integrity and availability of electronic PHI that it 
creates, receives, maintains or transmits on behalf of Covered Entity as required by 
Subpart C of 45 C.F.R. Part 164. 

3.3 Mitigate, to the extent practicable, any harmful effect that is known to Business Associate 
of a use or disclosure of PHI by Business Associate in violation of the requirements of 
this Agreement.      

3.4 Report to Covered Entity within five (5) business days any use or disclosure of PHI not 
provided for by this Agreement of which it becomes aware.  

3.5 Ensure that any subcontractors that create, receive, maintain, or transmit protected health 
information on behalf of the business associate agree to the same restrictions, conditions, 
and requirements that apply to the business associate with respect to such information in 
accordance with 45 C.F.R. § 164.502(e)(1)(ii) and § 164.308(b)(2), if applicable.  

3.6 Provide Covered Entity with access to PHI within thirty (30) business days of a written 
request from Covered Entity,  in order to allow Covered Entity to meet its requirements 
under 45 C.F.R. § 164.524, access to PHI maintained by Business Associate in a 
Designated Record Set.  

3.7 Make amendment(s) to PHI maintained by Business Associate in a Designated Record 
Set that Covered Entity directs or agrees to, pursuant to 45 C.F.R. § 164.526 at the 
written request of Covered Entity, within thirty (30) calendar days after receiving the 
request.  

3.8 Make internal practices, books, and records, including policies and procedures and PHI, 
relating to the use and disclosure of PHI received from, or created or received by the 
Business Associate on behalf of, Covered Entity, available to Covered Entity or to the 
Secretary within five (5) business days after receipt of written notice or as designated by 
the Secretary for purposes of determining compliance with the HIPAA Rules. 

3.9 Maintain  and make available the information required for Covered Entity to respond to a 
request by an individual for an accounting of disclosures of PHI as necessary to satisfy 
the Covered Entity’s obligations under 45 C.F.R. § 164.528.   

3.10 Provide to the Covered Entity, within thirty (30) days of receipt of a written request from 
Covered Entity, the information required for Covered Entity to respond to a request by an 
Individual or an authorized representative for an accounting of disclosures of PHI in 
accordance with 45 C.F.R. § 164.528. 

3.11 Maintain a comprehensive security program appropriate to the size and complexity of the 
Business Associate’s operations and the nature and scope of its activities as defined in the 
Security Rule.  
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3.12 Notify the Covered Entity within five (5) business days following the discovery of a 
breach of unsecured PHI  on the part of the Contractor or any of its sub-contractors, and 

3.12.1. Provide the Covered Entity the following information: 
 

3.12.1.a The number of recipient records involved in the breach. 
3.12.1.b A description of what happened, including the date of the   breach and the 

date of the discovery of the breach if known. 
3.12.1.c A description of the types of unsecure protected health information that 

were involved in the breach (such as whether full name, social security 
number, date of birth, home address, account number, diagnosis, disability 
code, or other type information were involved). 

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

3.12.1.e A description of what the Business Associate is doing to investigate the 
breach, to mitigate harm to individuals and to protect against any further 
breaches. 

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

3.12.1.g A proposed media release developed by the Business Associate. 
 

3.12.2. Work with Covered Entity  to ensure  the necessary notices are provided to the 
recipient, prominent media outlet, or to report the breach to the Secretary of 
Health and Human Services (HHS) as required by 45 C.F.R. Part 164, Subpart D.; 

 
3.12.3. Pay the costs of the notification for breaches that occur as a result of any act or 

failure to act on the part of any employee, officer, or agent of the Business 
Associate; 

 
3.12.4. Pay all fines or penalties imposed by HHS under 45 C.F.R. Part 160, “HIPAA 

Administrative Simplification: Enforcement Rule” for breaches that occur as a 
result of any act or failure to act on the part of any employee, officer, or agent of 
the Business Associate. 

 
3.12.5. Co-ordinate with the Covered Entity in determining additional specific actions 

that will be required of the Business Associate for mitigation of the breach. 
 

4. PERMITTED USES AND DISCLOSURES 
Except as otherwise limited in this Agreement, if the Contract permits, Business Associate may: 

4.1 Use or disclose PHI to perform functions, activities, or services for, or on behalf of,   
Covered Entity as specified in the Contract, provided that such use or disclosure would 
not violate the Subpart E of 45 C.F.R. Part 164 if done by Covered Entity;  
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4.2 Use PHI for the proper management and administration of the Business Associate or to 
carry out the legal responsibilities of the Business Associate. 

4.3 Disclose PHI for the proper management and administration of the Business Associate, 
provided that: 

4.3.1. Disclosures are Required By Law; or  
4.3.2. Business Associate obtains reasonable assurances from the person to whom the 

information is disclosed that it will remain confidential and used or further 
disclosed only as Required By Law or for the purpose for which it was disclosed 
to the person, and the person notifies the Business Associate of any instances of 
which it is aware in which the confidentiality of the information has been 
breached. 

4.4 Use PHI to provide data aggregation services to Covered Entity as permitted by 42   
C.F.R. § 164.504(e)(2)(i)(B). 

5. REPORTING IMPROPER USE OR DISCLOSURE 
The Business Associate shall report to the Covered Entity within five (5) business days from the 
date the Business Associate becomes aware of:  

5.1 Any use or disclosure of PHI not provided for by this agreement  

5.2 Any Security Incident and/or breach of unsecured PHI  

6. OBLIGATIONS OF COVERED ENTITY  
The Covered Entity agrees to the following: 

6.1 Notify the Business Associate of any limitation(s) in its notice of privacy practices in 
accordance with 45 C.F.R. §  164.520, to the extent that such limitation may affect 
Alabama Medicaid’s use or disclosure of PHI. 

6.2 Notify the Business Associate of any changes in, or revocation of, permission by an 
Individual to use or disclose PHI, to the extent that such changes may affect the Business 
Associate’s use or disclosure of PHI. 

6.3 Notify the Business Associate of any restriction to the use or disclosure of PHI that 
Covered Entity has agreed to in accordance with 45 C.F.R. § 164.522, to the extent that 
such restriction may affect the Business Associate’s use or disclosure of PHI. 

6.4 Not request Business Associate to use or disclose PHI in any manner that would not be 
permissible under the Privacy Rule if done by Covered Entity. 

6.5 Provide Business Associate with only that PHI which is minimally necessary for 
Business Associate to provide the services to which this agreement pertains. 

7. TERM AND TERMINATION 
7.1 Term. The Term of this Agreement shall be effective as of the effective date stated above 

and shall terminate when the Contract terminates. 

7.2 Termination for Cause. Upon Covered Entity's knowledge of a material breach by 
Business Associate, Covered Entity may, at its option: 
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7.2.1. Provide an opportunity for Business Associate to cure the breach or end the 
violation, and terminate this Agreement if Business Associate does not cure the 
breach or end the violation within the time specified by Covered Entity; 

7.2.2. Immediately terminate this Agreement; or 
7.2.3. If neither termination nor cure is feasible, report the violation to the Secretary as 

provided in the Privacy Rule. 
7.3 Effect of Termination. 

7.3.1 Except as provided in paragraph (2) of this section or in the Contract, upon 
termination of this Agreement, for any reason, Business Associate shall return or 
destroy all PHI received from Covered Entity, or created or received by Business 
Associate on behalf of Covered Entity. This provision shall apply to PHI that is in 
the possession of subcontractors or agents of Business Associate. Business 
Associate shall retain no copies of the PHI. 

7.3.2 In the event that Business Associate determines that the PHI is needed for its own 
management and administration or to carry out legal responsibilities, and 
returning or destroying the PHI is not feasible, Business Associate shall provide 
to Covered Entity notification of the conditions that make return or destruction 
not feasible.  Business Associate shall: 

7.3.2.a Retain only that PHI which is necessary for business associate to continue 
its proper management and administration or to carry out its legal 
responsibilities; 

7.3.2.b Return to covered entity or, if agreed to by covered entity, destroy the 
remaining PHI that the business associate still maintains in any form; 

7.3.2.c Continue to use appropriate safeguards and comply with Subpart C of 45 
C.F.R. Part 164 with respect to electronic protected health information to 
prevent use or disclosure of the protected health information, other than as 
provided for in this Section, for as long as business associate retains the 
PHI; 

7.3.2.d Not use or disclose the PHI retained by business associate other than for 
the purposes for which such PHI was retained and subject to the same 
conditions set out at Section 4, “Permitted Uses and Disclosures” which 
applied prior to termination; and 

7.3.2.e Return to covered entity or, if agreed to by covered entity, destroy the PHI 
retained by business associate when it is no longer needed by business 
associate for its proper management and administration or to carry out its 
legal responsibilities. 

 
7.4 Survival   

The obligations of business associate under this Section shall survive the termination of 
this Agreement. 

8. GENERAL TERMS AND CONDITIONS 
8.1 This Agreement amends and is part of the Contract.  
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8.2 Except as provided in this Agreement, all terms and conditions of the Contract shall 
remain in force and shall apply to this Agreement as if set forth fully herein. 

8.3 In the event of a conflict in terms between this Agreement and the Contract, the 
interpretation that is in accordance with the HIPAA Rules shall prevail. Any ambiguity in 
this Agreement shall be resolved to permit Covered Entity to comply with the HIPAA 
Rules. 

8.4 A breach of this Agreement by Business Associate shall be considered sufficient basis for 
Covered Entity to terminate the Contract for cause. 

8.5 The Parties agree to take such action as is necessary to amend this Agreement from time 
to time for Covered Entity to comply with the requirements of the HIPAA Rules. 

 

IN WITNESS WHEREOF, Covered Entity and Business Associate have executed this 
Agreement effective on the date as stated above. 

ALABAMA MEDICAID AGENCY 
 
Signature:   ____________________________________ 
 
Printed Name: Clay Gaddis 
 
Title:   Privacy Officer 
 
Date:    ____________________________________ 
 

BUSINESS ASSOCIATE 
 
Signature:  _____________________________________ 
 
Printed Name:  _____________________________________ 
 
Title:   _____________________________________ 
 
Date:    _____________________________________ 
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Attachment B 
                         Contract Review Permanent Legislative Oversight Committee 

Alabama State House 
Montgomery, Alabama 36130 

 
C O N T R A C T   R E V I E W   R E P O R T 

(Separate review report required for each contract) 
 

Name of State Agency:     Alabama Medicaid Agency                                                                                                                              
 
Name of Contractor:    
  
                                                                                                                                                                               
Contractor's Physical Street Address (No. P.O. Box)         City   State 
 
* Is Contractor organized as an Alabama Entity in Alabama? YES______NO______  
* If not, has it qualified with the Alabama Secretary of State to do business in Alabama? YES________   NO_________  
 
Is Act 2001-955 Disclosure Form Included with this Contract? YES       X      NO _______ 
Does Contractor have current member of Legislature or family member of Legislator employed?  YES______NO_______  
Was a lobbyist/consultant used to secure this contract OR affiliated with this contractor? YES__________ NO__________  
If Yes, Give Name: _______________________________________________________________________________ 
 
Contract Number:                                                                                    

Contract/Amendment Total:  $                                                                    (estimate if necessary) 
% of State Funds:                 % of Federal Funds:                                             % Other Funds:  
**Please Specify source of Other Funds (Fees, Grants, etc.)                                                                                                                                       
Date Contract Effective:                                                                 Date Contract Ends:                                                 

Type of Contract:  NEW:                                 RENEWAL:                                  AMENDMENT:                             
                If renewal, was it originally Bid?  Yes _____  No _____ 

If AMENDMENT, Complete A through C: 
 (A)  Original contract total    $                                                               
 (B)  Amended total prior to this amendment  $                                                               
 (C)  Amended total after this amendment  $                                                               
Was Contract secured through Bid Process?  Yes ____ No ____   Was lowest Bid accepted?  Yes ___ No____                               
Was Contract secured through RFP Process?  Yes ____ No ___ Date RFP was awarded  ___________ 
Posted to Statewide RFP Database at http://rfp.alabama.gov/Login.aspx YES _______   No_______  
If no, please give a brief explanation: 
Summary of Contract Services to be Provided:            
             
             
Why Contract Necessary AND why this service cannot be performed by merit employee:       
             
             

I certify that the above information is correct.  

_____________________________________               _______________________________________________ 

   Signature of Agency Head      Signature of Contractor 

 _____________________________________  _________________________________________________ 

          Printed Name     Printed Name  

Agency Contact:  Stephanie Lindsay   Phone:  (334) 242-5833 

http://rfp.alabama.gov/Login.aspx
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Revised:  2/20/2013 
Attachment C 

 
 
 
 

IMMIGRATION STATUS 
 
 

I hereby attest that all workers on this project are either citizens of the United States 
or are in a proper and legal immigration status that authorizes them to be employed 
for pay within the United States. 
 
 
 
 
 

                                              ________________________________ 
     Signature of Contractor 
 
 
 
 
 
 
 
 
___________________________________ 
Witness 
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Attachment D 

State of Alabama 
Disclosure Statement 

(Required by Act 2001-955) 
 

____________________________________________________________________________________________________________________________________________________________ 
ENTITY COMPLETING FORM 
________________________________________________________________________________________________________ 
ADDRESS 
________________________________________________________________________________________________________ 
CITY, STATE, ZIP            TELEPHONE 
NUMBER 
__________________________________________________________________________________(____)________________ 
STATE AGENCY/DEPARTMENT THAT WILL RECEIVE GOODS, SERVICES, OR IS RESPONSIBLE FOR GRANT AWARD 
 
  Alabama Medicaid Agency                                        ____________________________________________________________ 
ADDRESS   
501 Dexter Avenue, Post Office Box 5624                       
CITY, STATE, ZIP         TELEPHONE NUMBER 
   Montgomery, Alabama 36103-5624                                ____________________________________(334) 242-5833_________ 
 
This form is provided with:  
            Contract             Proposal       Request for Proposal       Invitation to Bid        Grant Proposal 
 

 

Have you or any of your partners, divisions, or any related business units previously performed work or provided 

goods to any State Agency/Department in the current or last fiscal year? 

           
          Yes               No 
 
If yes, identify below the State Agency/Department that received the goods or services, the type(s) of goods or services 
previously provided, and the amount received for the provision of such goods or services. 
 
STATE AGENCY/DEPARTMENT         TYPE OF GOODS/SERVICES    AMOUNT 
RECEIVED 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________ 
__________________________________________________________________ 
Have you or any of your partners, divisions, or any related business units previously applied and received any grants from any 
State Agency/Department in the current or last fiscal year? 
 
         Yes             No 
 
If yes, identify the State Agency/Department that awarded the grant, the date such grant was awarded, and the amount of the 
grant. 
STATE AGENCY/DEPARTMENT            DATE GRANT AWARDED           AMOUNT 
OF GRANT 

________________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________ 
__________________________________________________________________ 
STATE AGENCY/DEPARTMENT DATE GRANT AWARDED AMOUNT OF GRANT 
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1. List below the name(s) and address(es) of all public officials/public employees with whom you, members of your 
immediate family, or any of your employees have a family relationship and who may directly personally benefit 
financially from the proposed transaction.  Identify the State Department/Agency for which the public officials/public 
employees work. (Attach additional sheets if necessary.) 
NAME OF PUBLIC OFFICIAL/EMPLOYEE          ADDRESS      STATE 
DEPARTMENT/AGENCY 

________________________________________________________________________
________________________________________________________________________ 
OF PUBLIC OFFICIAL/EMPLOYEE ADDRESS STATE DEPARTMENT/AGENCY 
2. List below the name(s) and address(es) of all family members of public officials/public employees with whom you, 
members of your immediate family, or any of your employees have a family relationship and who may directly 
personally benefit financially from the proposed transaction. Identify the public officials/public employees and State 
Department/Agency for which the public officials/public employees work. (Attach additional sheets if necessary.) 
 
NAME OF       NAME OF PUBLIC OFFICIAL/ STATE DEPARTMENT/  
FAMILY MEMBER  ADDRESS   PUBLIC EMPLOYEE  AGENCY WHERE EMPLOYED 

________________________________________________________________________
________________________________________________________________________ 
 
________________________________________________________________________________________________ 
If you identified individuals in items one and/or two above, describe in detail below the direct financial benefit to be 
gained by the public officials, public employees, and/or their family members as the result of the contract, proposal, 
request for proposal, invitation to bid, or grant proposal. (Attach additional sheets if necessary.) 
________________________________________________________________________
________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
Describe in detail below any indirect financial benefits to be gained by any public official, public employee, and/or 
family members of the public official or public employee as the result of the contract, proposal, request for proposal, 
invitation to bid, or grant proposal. (Attach additional sheets if necessary.) 
________________________________________________________________________ 
________________________________________________________________________________________________ 
 
List below the name(s) and address(es) of all paid consultants and/or lobbyists utilized to obtain the contract, proposal, 
request for proposal, invitation to bid, or grant proposal: 
NAME OF PAID CONSULTANT/LOBBYIST           ADDRESS 
 

________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
 
By signing below, I certify under oath and penalty of perjury that all statements on or attached to this form are true 
and correct to the best of my knowledge. I further understand that a civil penalty of ten percent (10%) of the amount 
of the transaction, not to exceed $10,000.00, is applied for knowingly providing incorrect or misleading information. 
______________________________________________________________________________ 
Signature       Date 
 
______________________________________________________________________________ 
Notary’s Signature     Date      Date Notary Expires 
Act 2001-955 requires the disclosure statement to be completed and filed with all proposals, bids, contracts, or grant proposals 
to the State of Alabama in excess of $5,000. 
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Attachment E 
 
  

Alabama Medicaid Agency 
501 Dexter Avenue 

P.O. Box 5624 
Montgomery, Alabama  36103-5624 

www.medicaid.alabama.gov 
e-mail:  

almedicaid@medicaid.alabama.gov 

                            

KAY IVEY Telecommunication for the Deaf:  1-800-253-0799               STEPHANIE MCGEE AZAR 
Governor 334-242-5000          1-800-362-1504           Commissioner 

     
 MEMORANDUM 
 
SUBJECT: Reporting to Ethics Commission by Persons Related to Agency Employees 
 
Section 36-25-16(b) Code of Alabama (1975) provides that anyone who enters into a contract with a state 
agency for the sale of goods or services exceeding $7500 shall report to the State Ethics Commission the 
names of any adult child, parent, spouse, brother or sister employed by the agency. 
 
Please review your situation for applicability of this statute.  The address of the Alabama Ethics 
Commission is: 

100 North Union Street 
RSA Union Bldg. 

Montgomery, Alabama 36104 
 
A copy of the statute is reproduced below for your information.  If you have any questions, please feel free 
to contact the Agency Office of General Counsel, at 242-5741. 
 
Section 36-25-16.  Reports by persons who are related to public officials or public employees and who 
represent persons before regulatory body or contract with state. 
 

(a) When any citizen of the state or business with which he or she is associated represents for a fee 
any person before a regulatory body of the executive branch, he or she shall report to the 
commission the name of any adult child, parent, spouse, brother, or sister who is a public official 
or a public employee of that regulatory body of the executive branch. 

(b) When any citizen of the State or business with which the person is associated enters into a contract 
for the sale of goods or services to the State of Alabama or any of its agencies or any county or 
municipality and any of their respective agencies in amounts exceeding seven thousand five 
hundred dollars ($7500) he or she shall report to the commission the names of any adult child, 
parent, spouse, brother, or sister who is a public official or public employee of the agency or 
department with whom the contract is made. 

(c) This section shall not apply to any contract for the sale of goods or services awarded through a 
process of public notice and competitive bidding. 

(d) Each regulatory body of the executive branch, or any agency of the State of Alabama shall be 
responsible for notifying citizens affected by this chapter of the requirements of this section. (Acts 
1973, No. 1056, p. 1699, §15; Acts 1975, No. 130, §1; Acts 1995, No. 95-194, p. 269, §1.) 
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Attachment F 
      

Instructions for Certification Regarding Debarment, Suspension,  
Ineligibility and Voluntary Exclusion 

 
 (Derived from Appendix B to 45 CFR Part 76--Certification Regarding Debarment, Suspension, 
Ineligibility and Voluntary Exclusion--Lower Tier Covered Transactions) 
 
  1. By signing and submitting this contract, the prospective lower tier participant is 
providing the certification set out therein. 
 2. The certification in this clause is a material representation of fact upon which reliance 
was placed when this contract was entered into.  If it is later determined that the prospective lower 
tier participant knowingly rendered an erroneous certification, in addition to other remedies 
available to the Federal Government, the Alabama Medicaid Agency (the Agency) may pursue 
available remedies, including suspension and/or debarment. 
 3. The prospective lower tier participant shall provide immediate written notice to the 
Agency if at any time the prospective lower tier participant learns that its certification was 
erroneous when submitted or had become erroneous by reason of changed circumstances. 
 4. The terms covered transaction, debarred, suspended, ineligible, lower tier covered 
transaction, participant, person, primary covered transaction, principal, and voluntarily excluded, 
have the meaning set out in the Definitions and Coverage sections of rules implementing Executive 
Order 12549.  You may contact the person to which this contract is submitted for assistance in 
obtaining a copy of those regulations. 
 5. The prospective lower tier participant agrees by submitting this contract that, should the 
contract be entered into, it shall not knowingly enter into any lower tier covered transaction with a 
person who is proposed for debarment under 48 CFR part 9, subpart 9.4, debarred, suspended, 
declared ineligible, or voluntarily excluded from participation in this covered transaction, unless 
authorized by the department or agency with which this transaction originated. 
 6. The prospective lower tier participant further agrees by submitting this contract that it 
will include this certification clause without modification, in all lower tier covered transactions and 
in all solicitations for lower tier covered transactions. 
 7. A participant in a covered transaction may rely upon a certification of a prospective 
participant in a lower tier covered transaction that it is not proposed for debarment under 48 CFR 
part 9, subpart 9.4, debarred, suspended, ineligible, or voluntarily excluded from covered 
transactions, unless it knows that the certification is erroneous.  A participant may decide the 
method and frequency by which it determines the eligibility of its principals.  Each participant may, 
but is not required to, check the List of Parties Excluded from Federal Procurement and 
Nonprocurement Programs. 
 8. Nothing contained in the foregoing shall be construed to require establishment of a 
system of records in order to render in good faith the certification required by this clause.  The 
knowledge and information of a participant is not required to exceed that which is normally 
possessed by a prudent person in the ordinary course of business dealings. 
 9. Except for transactions authorized under paragraph 5 of these instructions, if a 
participant in a covered transaction knowingly enters into a lower tier covered transaction with a 
person who is proposed for debarment under 48 CFR part 9, subpart 9.4, suspended, debarred, 
ineligible, or voluntarily excluded from participation in this transaction, in addition to other 
remedies available to the Federal Government, the Agency may pursue available remedies, 
including suspension and/or debarment. 
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Attachment G 
 

State of _____________________________ ) 
 
County of ___________________________ ) 
 
CERTIFICATE OF COMPLIANCE WITH THE BEASON-HAMMON ALABAMA TAXPAYER AND CITIZEN 
PROTECTION ACT (ACT 2011-535, as amended by Act 2012-491) 
 
DATE:________________________ 
 
RE Contract/Grant/Incentive (describe by number or subject): _____________________ by and between 
_________________ (Contractor/Grantee) and Alabama Medicaid Agency (State Agency or Department or other Public Entity) 
  
The undersigned hereby certifies to the State of Alabama as follows: 

1. The undersigned holds the position of  ________________________________with the Contractor/Grantee named 
above, and is authorized to provide representations set out in this Certificate as the official and binding act of that 
entity, and has knowledge of the provisions of THE BEASON-HAMMON ALABAMA TAXPAYER AND CITIZEN 
PROTECTION ACT (ACT 2011-535 of the Alabama Legislature, as amended by Act 2012-491) which is described 
herein as “the Act”. 

2.   Using the following definitions from Section 3 of the Act, select and initial either (a) or (b), below, to describe the 
Contractor/Grantee’s business structure. 
BUSINESS ENTITY. Any person or group of persons employing one or more persons performing or engaging in any 
activity, enterprise, profession, or occupation for gain, benefit, advantage, or livelihood, whether for profit or not for 
profit. "Business entity" shall include, but not be limited to the following:  

a. Self-employed individuals, business entities filing articles of incorporation, partnerships, limited 
partnerships, limited liability companies, foreign corporations, foreign limited partnerships, foreign 
limited liability companies authorized to transact business in this state, business trusts, and any business 
entity that registers with the Secretary of State.  

b. Any business entity that possesses a business license, permit, certificate, approval, registration, charter, 
or similar form of authorization issued by the state, any business entity that is exempt by law from 
obtaining such a business license, and any business entity that is operating unlawfully without a business 
license. 

EMPLOYER. Any person, firm, corporation, partnership, joint stock association, agent, manager, representative, 
foreman, or other person having control or custody of any employment, place of employment, or of any employee, 
including any person or entity employing any person for hire within the State of Alabama, including a public 
employer. This term shall not include the occupant of a household contracting with another person to perform casual 
domestic labor within the household.  

_____(a)The Contractor/Grantee is a business entity or employer as those terms are defined in Section 3 of the Act. 

_____(b)The Contractor/Grantee is not a business entity or employer as those terms are defined in Section 3 of the Act. 

3. As of the date of this Certificate, Contractor/Grantee  does not knowingly employ an  unauthorized alien within the 
State of Alabama and hereafter it will not knowingly employ, hire for employment, or continue to employ an 
unauthorized alien within the State of Alabama; 

4. Contractor/Grantee is enrolled in E-Verify unless it is not eligible to enroll because of the rules of that program or 
other factors beyond its control.  
 

Certified this ______ day of _____________ 20____.         ___________________________________ 

        Name of Contractor/Grantee/Recipient 
 
       By: ___________________________________ 
 
       Its ____________________________________ 
The above Certification was signed in my presence by the person whose name appears above, on 

     this _____ day of _____________________ 20_____. 
      

WITNESS: _________________________________ 
    
                                                                                     _________________________________ 

Print Name of Witness 



 

 
 

 

Appendix C:   Pricing Form 
 
Instructions:  As a part of the Contractor’s response, the Contractor must complete Appendix C. An MS Excel document is posted on the 
Medicaid Website for the Contractors to fill out and submit in accordance with the submission requirements of the RFP. Below is a sample of the 
Appendix C:  



 

 
 

Appendix D:  Year One DBM Quality Measures Approved by 
Alabama Medicaid Agency 
 
Table D.2-1: Year One DBM Quality Measures 

Measure Description Measure 
Source 

1. Total Eligibles Who Received 
Dental Sealants for 6 – 9 Year 
Old Children as Elevated 
Caries Risk 

Percentage of enrolled children ages 6 to 9 at elevated 
risk of dental caries (i.e., “moderate” or “high” risk) 
who received a sealant on a permanent first molar tooth 
within the measurement year. 

CMS Child 
Core  

2. Total Eligibles Who Received 
Dental Sealants for 10-14 Year 
Old Children as Elevated 
Caries Risk 

Percentage of enrolled children ages 10 to 14 at 
elevated risk of dental caries (i.e., “moderate” or 
“high” risk) who received a sealant on a permanent 
first molar tooth within the measurement year. 

DQA  

3. Total Eligibles Who received 
Preventive Dental Services 
(ages 1-20) 

Percentage of individuals ages 1 to 20 who are enrolled 
in Medicaid or CHIP Medicaid for at least 90 
continuous days, were eligible for dental services, and 
who received at least one preventive dental service 
during the reporting period. 

CMS Child 
Core/DBM 
Quality 
Measure 

4. Rate of Dental Procedures 
performed in surgical units 

Rate of inpatient claims with dental procedures 
performed in the hospital.  Limit the population to only 
children younger than 19, with the denominator to be 
total population. 

DBM Quality 
Measure 

5. Oral Evaluation Percentage of enrolled children under the age of 21 
who received a comprehensive or periodic oral 
evaluation within the reporting year. 

DQA 

6. Topical Fluoride for Children at 
Elevated Caries Risk 

Percentage of enrolled children aged 1 – 21 years who 
are at “elevated” risk (i.e., “moderate” or “high”) who 
received at least 2 topical fluoride applications within 
the reporting year/ 

DQA 

7. Usual Source of Services Percentage of all children enrolled in two consecutive 
years who visited the same practice or clinical entity in 
both years. 

DQA 

8. Follow-Up after Emergency 
Department Visits for Dental 
Caries in Children 

Percentage of ambulatory care sensitive Emergency 
Department (ED) visits for dental caries among 
children 0 – 20 years in the reporting period for which 
the member visited a dentist within (a) 7 days and (b) 
30 days of the ED visit. 

DQA 
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Measure Description Measure 
Source 

9. Total Eligibles Receiving Any 
Dental Services 

The unduplicated number of individuals under the age 
of 21 with at least 90 continuous days of enrollment 
during the reporting year who received at least one 
dental service by or under the supervision of a dentist. 

CMS 416 
EPSDT 
Report 

10. Total Eligibles Receiving 
Preventive Dental Services 

The unduplicated number of individuals under the age 
of 21 with at least 90 continuous days of enrollment 
during the reporting year who received at least one 
preventative dental service by or under the supervision 
of a dentist. 

CMS 416 
EPSDT 
Report 

11. Total Eligibles Receiving 
Dental Treatment Services  

The unduplicated number of individuals under the age 
of 21 with at least 90 continuous days of enrollment 
during the reporting year who received at least one 
dental treatment service by or under the supervision of 
a dentist. 

CMS 416 
EPSDT 
Report 

12. Total Eligibles Receiving a 
Sealant on a Permanent Molar 
Tooth 

The unduplicated number of individuals with at least 
90 continuous days of enrollment during the reporting 
year in the appropriate age categories of 6-9 and 10-14, 
who received a sealant on a permanent molar tooth. 

CMS 416 
EPSDT 
Report 

13. Total Eligibles Receiving 
Diagnostic Dental Services 

The unduplicated number of individuals under the age 
of 21 with at least 90 continuous days of enrollment 
during the reporting year who received at least one 
diagnostic dental service by or under the supervision of 
a dentist. 

CMS 416 
EPSDT 
Report 

14. Total Eligibles Receiving any 
Dental or Oral Health Service  

The unduplicated number of individuals under the age 
of 21 with at least 90 continuous days of enrollment 
during the reporting year who received either a “dental 
service” by or under the supervision of a dentist or an 
“oral health service” by a qualified health care 
practitioner who is neither a dentist nor providing 
services under the supervision of a dentist.. 

CMS 416 
EPSDT 
Report 

15. Percentage of enrolled children 
who are at "elevated" risk (i.e., 
"moderate" or "high") who 
received (1, 2, 3, 4 or more) 
topical fluoride applications as 
a dental service within the 
reporting year. 

This measure is used to assess the percentage of 
enrolled children who are at "elevated" risk (i.e., 
"moderate" or "high") who received (1, 2, 3, 4 or more) 
topical fluoride applications as a dental service within 
the reporting year. 

NQF/DQA 
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Appendix E: Quality Withhold Program:  CY 2019 Incentive 
Measures 
 
Table E.4.1: CY 2019 Incentive Measures for Quality Withhold Program 

Measure Description  Measure Source 

1. Total Eligibles Who 
Received Dental Sealants 
for 6 – 9 Year Old 
Children as Elevated 
Caries Risk 

Percentage of enrolled children ages 6 to 9 at elevated risk of 
dental caries (i.e., “moderate” or “high” risk) who received a 
sealant on a permanent first molar tooth within the 
measurement year. 

CMS Child Core  

2. Total Eligibles Who 
Received Dental Sealants 
for 10-14 Year Old 
Children as Elevated 
Caries Risk 

Percentage of enrolled children ages 10 to 14 at elevated risk 
of dental caries (i.e., “moderate” or “high” risk) who received 
a sealant on a permanent first molar tooth within the 
measurement year. 

DQA  

3. Total Eligibles Who 
received Preventive 
Dental Services (ages 1-20) 

Percentage of individuals ages 1 to 20 who are enrolled in 
Medicaid or CHIP Medicaid for at least 90 continuous days, 
were eligible for dental services, and who received at least one 
preventive dental service during the reporting period. 

CMS Child 
Core/DBM 

Quality Measure 

4. Oral Evaluation Percentage of enrolled children under the age of 21 who 
received a comprehensive or periodic oral evaluation within 
the reporting year. 

DQA 

5. Topical Fluoride for 
Children at Elevated 
Caries Risk 

Percentage of enrolled children aged 1 – 21 years who are at 
“elevated” risk (i.e., “moderate” or “high”) who received at 
least 2 topical fluoride applications within the reporting year/ 

DQA 

6. Usual Source of Services* Percentage of all children enrolled in two consecutive years 
who visited the same practice or clinical entity in both years. 

DQA 

*Measure will not be utilized until the second year of the Contract (CY2020) 
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Appendix F: Performance Improvement Projects 
 
Performance Improvement Projects 
 

AA.1.1. Performance Improvement Projects (PIPs) assess and improve the processes and 
outcomes of oral health care covered or provided by the Contractor.  Annually, the 
Contractor must submit for Medicaid’s approval, a description of two (2) PIPs. 
Medicaid reserves the right to require additional PIPs if it identifies deficiencies in 
DBM performance or if required by CMS per 42 CFR § 438.330(a)(2). 

 
AA.1.2. The Contractor must report the status and results of each PIP to Medicaid as 

requested, but not less than once per year. 
 

AA.1.3. The PIPs must be reviewed and validated by Medicaid’s External Quality Review 
Organization (EQRO) and contain the following sections in each, as prescribed by 
CMS1: 

 
AA.1.3.1. Study topic(s):  The PIP should target improvement in either clinical or non-

clinical services delivered in the state.  Topics selected for study must reflect 
the Medicaid enrollment in terms of demographic characteristics, prevalence 
of disease or condition, and the potential consequences of the disease or 
condition  In addition, CMS, in consultation with Medicaid and other 
stakeholders, may specify performance measures and topics for PIPs. 

 
AA.1.3.2. Study question(s):  The study question(s) must be clear, concise, and 

answerable.  The study question(s) identifies the focus of the PIP and sets the 
framework for data collection, analysis, and interpretation.  Potential sources 
of information to help form the study question include: 

 
AA.1.3.2.1. State data relevant to the topic being studied 
AA.1.3.2.2. Contractor data relevant to the topic being studied 
AA.1.3.2.3. Relevant clinical literature 

 
AA.1.3.3. Study variable(s):  A study variable is a measurable characteristic, quality, 

trait or attribute of a particular individual, object or situation being studied. 
 

AA.1.3.4. Representative and generalizable sample:  Measurement and improvement 
efforts must be system-wide.  The PIP must clearly identify the “system” or 
study population, also referred to as the universe.  Once the population is 
identified, the Contractor must determine whether to study data for the entire 
population or a sample of that population.   A representative sample of the 
identified population is acceptable. 

                                                 
1 Centers for Medicare and Medicaid Services, EQR-Related Activity Protocols, 2012.  
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Quality-of-Care-
External-Quality-Review.html  

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Quality-of-Care-External-Quality-Review.html
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Quality-of-Care-External-Quality-Review.html
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AA.1.3.5. Sound sampling methods (if sampling is used):  Proper sampling methods are 
necessary to provide valid and reliable (generalizable) study results.  
Healthcare Effectiveness Data and Information Set (HEDIS®) measures and 
HEDIS® sampling methodology are generally considered valid and reliable. 
 

AA.1.3.6. Reliable data collection:  Data collection procedures must ensure that the 
data used to measure an indicator of performance are valid and reliable.  A 
valid measure is one that measures what it intends to measure, while a 
reliable measure that provides consistent results is an indication that the data 
will produce consistent, repeatable or reproducible measurements.  Potential 
sources of data include: 

 
AA.1.3.6.1. Administrative data (e.g., membership, enrollment, claims, encounters) 

 
AA.1.3.6.2. Medical records 

 
AA.1.3.6.3. Tracking logs 

 
AA.1.3.6.4. Results of any provider interviews 

 
AA.1.3.6.5. Results of any Medicaid Enrollee interviews and surveys 

 
AA.1.3.7. Measurement of performance using objective quality indicators:  Real, 

sustained improvements result from a continuous cycle of measuring and 
analyzing performance, and developing and implementing system-wide 
improvements.  Actual improvements depend on thorough analysis and 
implementation of appropriate solutions. 
 

AA.1.3.8. Implementation of system interventions to achieve improvement in quality:  
Data analysis begins with examining the performance on the selected clinical 
or non-clinical indicators, including the collection and calculation of baseline 
rates and ongoing remeasurement.  The examination should be initiated using 
statistical analysis techniques defined in a data analysis plan.  
 

AA.1.3.9. Evaluation of the effectiveness of the interventions:  It is important to 
determine if a reported change represents “real” change or is an artifact of a 
short-term event unrelated to the intervention, or random chance.  The 
Contractor must demonstrate whether the cause for improvement was due to 
the interventions and improvement strategies implemented.  
 

AA.1.3.10. Planning and initiation of activities for increasing or sustaining improvement:  
Real change is the result of changes in the fundamental processes of oral 
health care delivery and is most valuable when it offers demonstrable 
sustained improvements.  In contrast, a spurious “one-time” improvement 
can result from unplanned accidental occurrences or random chance.  The 
Contractor must demonstrate whether the interventions and improvement 
strategies implemented are likely to achieve sustained improvement. 
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Appendix G: Scope of Work (Scored Items) 
 
 

Alabama Medicaid Agency 
 

Dental Benefit Program Manager Request for Proposal 
 

RFP#: 2017-Dental-01 
 

Scope of Work (Scored Items) 
 
 
Instructions: Contractors must provide a hard and soft copy narrative response to the Section II. 
Scope of Work scored items that are listed in the same format provided below.  Each response to 
a narrative question must not exceed two (2) pages.  Attached documents, including graphics, 
flow charts, diagrams, and other descriptive information should only be used to support the 
information in the narrative response.  Attachments not directly referenced in the narrative 
response will not be reviewed.  Attachments, including graphics, charts, and other supplemental 
information must not exceed 10 pages for all of this document.  Pages in excess of the stated 
page limits (including supplemental pages) will not be reviewed. 
 
Section 
No. 

Provide Descriptions of: 

II.A.10 Describe how the Contractor will deliver core dental benefits and services to all assigned 
members through the contract period with the exception of those services listed in Section 
B.3; 

Response:  

II.A.11 Describe how the Contractor will reduce inappropriate and duplicative use of dental 
services; 
 

Response:  
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Section 
No. 

Provide Descriptions of: 

II.A.12 Describe how the Contactor will administer and manage Contractor’s requirements and 
responsibilities under the contract with Medicaid and any and all Medicaid issued policy 
manuals and guides. This is also applicable to all subcontractors, employees, agents and 
anyone acting for or on behalf of the Contractor. 

Response:  

II.B.2 Describe will offer each enrollee a choice of primary dental providers (PDPs) that takes 
into consideration the enrollee's last PDP (if the PDP is known and available in the 
Contractor's network), closest PDP to the enrollee's ZIP code location, keeping 
children/adolescents within the same family together, and age. 

Response:  

II.B.6 Provide descriptions of the potential expanded services/benefits to be offered by the 
Contractor for approval. 

Response:  

II.C.7 Describe the Contractor’s approach to recruiting providers to complete the Network 
Adequacy Standards. The approach should include descriptions of the recruitment strategy, 
retention strategy, and the orientation and training of both current and new providers in the 
network. 

Response:  
 
 
 
 
 

II.C.8 Describe how the Contractor will meet the requirements of Section C.8.1. 

Response:  
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Section 
No. 

Provide Descriptions of: 

II.D.7 Describe the welcome information a new enrollee would receive to meet the requirements 
listed in Section D of the RFP. 

Response:  

II.G.10 Provide a description of how the Contractor will ensure timely transfer of Enrollee Dental 
Records to ensure continuity of care when Enrollees are treated by more than one dental 
Provider. 

Response:  

II.G.10 Provide an action plan to identify and bring resolution to incomplete or inaccurate 
encounter claims reporting. 

Response:  
 
 
 
 

II.M.1 Provider a description of the Contractor’s approach to effective oral health care 
management including but not limited to anticipation, identification, monitoring, 
measurement and evaluation of Enrollee‘s health care needs, and effective action to 
promote quality of care. 

Response:  

II.M.2 Describe the processes for the investigation and resolution of individual performance or 
quality of care issues used in another state. 

Response:  
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Section 
No. 

Provide Descriptions of: 

II.M.2 Provide a copy of the Contractor’s Quality Improvement Plan and Provider Incentive Plan 
if utilized. 

Response:  

II.M.5 Provide a narrative of the Contractor’s approach to data collections. Provide sample of 
quality measure reports, dashboards, or provider profiles/report cards utilized in other 
states. 

Response:  

II.M.7 Describe how the Contractor would encourage participation on a Provider Standards 
Committee (PSC) which must review and develop the performance standards and quality 
measures required of a provider by the Contractor 

Response:  
 
 
 
 
 

II.M.7 Describe the Contractor’s approach to the PSC including, but not limited to, 
encouragement of provider participation, the purpose of the PSC, importance of PSC 
recommendations, and provider engagement in the Contractor’s operation. 

Response:  

II.N.1 Describe the Contractor’s approach to utilization management, including use of prior 
authorizations, to encourage proper utilization of services, and the encouragement of 
evidence based clinical guidelines and quality outcomes. 

Response:  
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Section 
No. 

Provide Descriptions of: 

Appendix 
F 

Describe a Performance Improvement Project the Contractor has conducted in another state 
with dental managed care.  Describe the results of that Performance Improvement Project. 

Response:  

Appendix 
F 

Describe at least one Performance Improvement Project the Contractor has identified and 
implemented changes that have resulted because of the PIP from other states with dental 
managed care that the Contractor has done. Describe how the operational changes 
identified due to the results of the PIP were implemented in their day-to-day organizational 
activities. 

Response:  
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Appendix H: Mandatory Contractor Conference Notification 
 

INTENT TO ATTEND MANDATORY CONTRACTOR CONFERENCE 
NOTIFICATION 

 
This form acknowledges that _________________________________ (company name) intends to attend the 
Mandatory Contractor Conference for the Dental Benefit Manager RFP. This conference is mandatory for all 
Contractors that will be submitting a response to the RFP. This sheet must be received by 5:00 p.m. on August 7, 
2017. 
 
NOTE: 
 
Contractors who require clarification and/or interpretation of any sections of the RFP are allowed to ask 
verbal question that must also be submit in writing during the mandatory conference. 
 
  
COMPANY NAME 
 
_____________________________________________ 
 
REPRESENTATIVE’S NAME (List all attending. Agency must be notified in advance of changes in 
representation) 
 
_____________________________________________ 
 
_____________________________________________ 
 
_____________________________________________ 
 
_____________________________________________ 
 
_____________________________________________ 
 
_____________________________________________ 
 
_____________________________________________ 
 
COMPANY ADDRESS 
 
_____________________________________________ 
 
_____________________________________________ 
 
Phone: _______________________________________ 
 
FAX: _________________________________________ 
 
Email: ________________________________________ 
 
Date: _________________________________________ 



No. XX-XX 
  [Document number assigned by Medicaid Legal Division] 

 

Data Sharing Agreement July 2017 

DATA SHARING AGREEMENT 
 BETWEEN 

[ENTITY NAME] 
AND 

THE ALABAMA MEDICAID AGENCY 
 

I. Purpose. 
 

The purpose of this agreement is to address the security requirements that must be met 
and to establish the terms and conditions under which the [ENTITY LONG NAME] 
(hereinafter referred to as [“ENTITY SHORT NAME”]) will obtain access to data 
maintained by the Alabama Medicaid Agency (hereinafter referred to as “Medicaid”).   
 
This agreement may not be assigned nor delegated without prior approval by the 
Commissioner of Medicaid or as documented in this agreement. [ENTITY SHORT 
NAME] agrees that it is responsible for compliance with the terms of this agreement for 
all employees, subcontractors or agents and must obtain a fully executed agreement to 
be bound by these restrictions from each subcontractor or agent prior to receiving 
information from Medicaid.  Furthermore, any data shared with employees, 
subcontractors or agents will be subject to all applicable requirements regarding privacy 
and confidentiality that are described herein. 

 
II. Background. 

 
The widespread growth in communications has significantly enhanced the opportunity to 
use advanced information technology for interaction and data sharing among public and 
private sectors.  However, the advantages provided by such technology come with an 
element of risk to the confidentiality and integrity of data.  Below is a background on 
why data covered under this agreement is to be shared between [ENTITY SHORT 
NAME] and Medicaid. 
 
The state of Alabama is soliciting responses for Request for Proposal (RFP) 2017-
Dental-01 in an effort to achieve cost savings measures within the Medicaid Dental 
program as well as an effort to further enhance the services and results received by the 
Medicaid population who utilize Dental covered services. 
 
To achieve this objective, Medicaid is making available a limited data set to potential 
proposers to enable an accurate and efficient price proposal response to the RFP. 

 
 

 
III. Effective Date. 

 
This agreement shall take effect as of the date of signature by both parties.  

 
IV. Expiration Date. 
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This agreement shall remain in effect until superseded or canceled.  In the event of 
cancellation, written notice of such termination must be provided by the canceling party; 
in which case, the termination shall be effective 30 days after the date of the notice or at 
a later date specified in the termination notice. 

 
In the event of a violation of the terms specified herein, Medicaid has the right to 
immediately terminate this agreement. 

 
 

V. Definitions. 
 

1. Integrity:  
The ability to protect information against the threat of modification by 
unauthorized users. This includes the ability to certify that information or data 
was not modified or was legitimately modified during communication or in 
storage. 

 
2. Access Control: 

The ability for users and operators to precisely control who accesses which 
resources.  This also includes control of what level of access is allowed. 

 
3. Authentication: 

The process of verifying an identity or credential, to ensure you are who you say 
you are and the message has not been altered in transit. 

 
4. Nonrepudiation or Accountability: 

The ability to prevent communicating parties in the network from denying that 
they sent or received given messages or engaged in particular network activities. 

 
5. Confidentiality: 

The ability to restrict access to authorized users only and protect information 
against the threat of disclosure to or theft by unauthorized users. 

 
6. Privacy: 

The ability to ensure that personal and unrelated information are not 
unnecessarily disclosed. 
 

VI. Amendments. 
 

Any amendments to this agreement must be in writing and signed by both parties. 
 

VII. Policy. 
 

This agreement establishes the fundamental rules and requirements for the exchange 
of sensitive Medicaid information with [ENTITY SHORT NAME] and sets forth the terms 
under which [ENTITY SHORT NAME]  agrees to furnish data to Medicaid and receive 
data from Medicaid. 
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It is permissible to use electronic media for transmission as long as an acceptable 
method is utilized to provide for confidentiality and integrity of this data, and that 
authentication or identification procedures are employed to assure that both the sender 
and recipient of the data are known to each other and are authorized to receive and use 
such information. 

 
VIII. Confidentiality. 

 
[ENTITY SHORT NAME] agrees to establish appropriate administrative, technical, and 
physical safeguards to protect the confidentiality of the data and to prevent 
unauthorized use or access to it in accordance with 42 C.F.R. 431.300 et seq.  Any 
results of the data exchange, which contains individually identifiable data, cannot be 
released outside your agency unless agreed to by Medicaid. 

 
[ENTITY SHORT NAME]  represents and warrants further that, except as specified in 
this document or except as authorized in writing, it will not disclose, release, reveal, 
show, sell, rent, lease, loan or otherwise grant access to Medicaid data to any person.  
Access to the data covered by this agreement shall be limited to the minimum number 
of individuals necessary to achieve the purpose stated in this agreement and to those 
individuals on a need-to-know basis only. 

 
[ENTITY SHORT NAME] shall not permit access to Medicaid data for third parties, nor 
assign or delegate duties described herein to third parties without the prior written 
agreement of Medicaid.  All third parties are prohibited from the independent use of 
information, statistics, project results, and reports prepared pursuant to this agreement 
without the prior written approval of the Commissioner of Medicaid.  All proposed 
publications of any kind that use the data generated by this exchange of information 
must receive prior written approval of the Commissioner of Medicaid before they are 
published.  [ENTITY SHORT NAME] understands that any damages arising out of the 
unauthorized and misuse of this data on your behalf will be the responsibility of 
[ENTITY SHORT NAME].  

 
Any disclosure of information must be approved in advance by the Commissioner of 
Medicaid and then only to individuals expressly authorized to review such information 
under federal or state laws.  If [ENTITY SHORT NAME], employees, subcontractors or 
agents, discloses or attempts to disclose confidential information it is understood that an 
injunction may be obtained to prevent that disclosure as well as any other remedies at 
law that may be available. 

 
When deemed necessary by Medicaid, all confidential information must be returned to 
Medicaid upon written request. 

 
IX. Security Controls. 

 
1. Media Controls. 

In the event that data is exchanged via diskettes, compact disc (CD), tapes, File 
Transfer Protocol (FTP) etc., Medicaid requires that formal, documented 
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procedures govern the receipt and removal of such media into and out of a 
facility to ensure total control of Medicaid information. 

 
In the event that data is exchanged via the Internet or FTP adequate encryption 
and the employment of authentication/identification techniques are required for 
use in safeguarding sensitive Medicaid information.  Furthermore, Medicaid 
reserves the right to audit any organization’s implementation of, and/or 
adherence to the requirements, as stated in this agreement upon thirty (30) day 
notice during reasonable business hours.  This includes the right to require that 
any organization utilizing the Internet or FTP for transmission of Medicaid 
sensitive information submit documentation to demonstrate that it meet the 
requirements contained in this agreement. 

 
2. Physical Access Controls. 

Physical access control (limited access) is required.  Medicaid requires 
procedures for limiting physical access to Medicaid information by ensuring that 
only authorized personnel have proper access. 

 
3. Workstation Controls. 

Each organization is required to have a policy/guideline on workstation use.  
These documented instructions/procedures must delineate the proper functions 
to be performed and the manner in which those functions are to be performed 
(for example, logging off before leaving a workstation unattended).  This is 
important so that employees understand the manner in which workstations must 
be used to maximize the security of recipient information. 

 
4. Workstation Location. 

Each organization is required to put in place physical safeguards to eliminate or 
minimize the possibility of unauthorized access to information due to the location 
of a workstation. 

 
X. Justification for Access. 

 
The state of Alabama is soliciting responses for Request for Proposal (RFP) 2017-
Dental-01 in an effort to achieve cost savings measures within the Medicaid Dental 
program as well as an effort to further enhance the services and results received by the 
Medicaid population who utilize Dental covered services. 
 
To achieve this objective, Medicaid is making available a limited data set to potential 
proposers to enable an accurate and efficient price proposal response to the RFP. 
 
 

 
XI. Description of Data. 

 
“Data” means adjudicated claims data on Alabama oral health care provider, dental claims for 
children and adults together with eligibility data that includes each month of eligibility per 
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member, region/county information, zip code, gender, and age for Fiscal Years 2014 - 2016. 
The data is restricted to exclude name, address, SSN, and Medicaid ID.  

 
The data will not contain actual Medicaid identification numbers or social security 
numbers, but will be linked through a unique identification number that Medicaid will be 
able to trace back to the initial recipient. While addresses for billing providers will be 
provided, geographic information on the recipients will be limited to zip codes. 

 
[ENTITY SHORT NAME] Technical contacts for Data Format and Content 

Contact Name & Title Contact Information Contact for Questions 
Regarding:  

  

   

 
 

Medicaid Technical contacts for Data Format and Content 
Contact Name & 
Title 

Contact Information Contact for 
Questions 
Regarding: 

Drew Nelson, MPH 
Quality Assurance 

Drew.nelson@medicaid.alabama.gov 
Phone: 334-353-3216 

Data content, format, 
and submission 

Chris McInnish, MBA 
Quality Analytics 

Chris.mcinnish@medicaid.alabama.gov 
Phone: 334-353-4223 

Data content, format, 
and submission 

 
 

XII. Method of Data Access or Transfer. 
 

Data will be transferred utilizing appropriate administrative, physical, and technical 
safeguards that are compliant with the standards set forth in the HIPAA Security Rule 
(i.e. secure FTP or encrypted hard drive). These security measures will be such that the 
integrity of the data is maintained and the risk of unauthorized use or disclosure is 
minimized to the extent reasonably possible. 

 
 

[ENTITY SHORT NAME] Email Notification List  
Email Contact Name & Title Contact Information 
 
 

 

 
 

 

 
 

 

 
 
 

mailto:Drew.nelson@medicaid.alabama.gov
mailto:Chris.mcinnish@medicaid.alabama.gov
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Medicaid Email Notification List  
Email Contact Name & Title Contact Information 
Michael Kelley, Director IT Application 
Development & Support 

Michael.kelley@medicaid.alabama.gov 
334-353-4106 

Chris McInnish, MBA 
Quality Analytics 

Chris.mcinnish@medicaid.alabama.gov 
Phone: 334-353-4223 

 
 
 

XIII. Data Sharing Financial Obligations. 
 

The Parties do not anticipate that there will be costs incurred in connection with the 
production of data shared under this agreement. However, to the extent that costs are 
incurred, each Party here under shall be responsible for its own costs associated 
thereto. 

 
XIV. Data Breaches. 

 
[ENTITY SHORT NAME] shall notify Medicaid no later than one (1) business day 
following the discovery of a breach of Protected Health Information (PHI). 

 
[ENTITY SHORT NAME] shall provide the following information and obtain Medicaid 
approval prior to reporting a breach required by 45 C.F.R. Part 164, Subpart D: 

 
• The number of records involved in the breach. 
• A brief description of what happened, including the date of the breach and the date 

of the discovery of the breach if known. 
• A description of the types of unsecure protected health information that were 

involved in the breach (such as whether full name, social security number, date of 
birth, home address, account number, diagnosis, disability code, or other type 
information were involved). 

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

• A brief description of what [ENTITY SHORT NAME] is doing to investigate the 
breach, to mitigate harm to individuals and to protect against any further breaches. 

• Contact procedures for individuals to ask questions or learn additional information, 
which shall include [ENTITY SHORT NAME] toll-free number or direct number, 
email address, Web site, or postal address. 

• A proposed media release developed by the Vendor. 
 

After Medicaid approval, [ENTITY SHORT NAME] shall provide the necessary notices to 
the recipient, prominent media outlet, or the Secretary of Health and Human Services 
(HHS) to report [ENTITY SHORT NAME] data breaches as required by 45 C.F.R. Part 
164, Subpart D.  If recipient addresses are needed for the recipient notices, [ENTITY 
SHORT NAME] shall work with designated Medicaid staff to secure current mailing 
addresses for the recipients.  [ENTITY SHORT NAME] shall reimburse Medicaid for all 
cost associated with providing recipient addresses. 

 

mailto:Michael.kelley@medicaid.alabama.gov
mailto:Chris.mcinnish@medicaid.alabama.gov
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[ENTITY SHORT NAME] shall pay all fines or penalties imposed by HHS under 45 
C.F.R. Part 160 HIPAA Administrative Simplification: Enforcement rule for breaches 
made by any employee, officer, or agent of [ENTITY SHORT NAME]. 

 
[ENTITY SHORT NAME] shall pay all costs associated with notifying recipients, media 
outlets, and HHS. 

 
[ENTITY SHORT NAME] shall comply with all federal HIPAA Privacy and Security 
Rules for a covered entity if [ENTITY SHORT NAME] is a covered entity.  If [ENTITY 
SHORT NAME] is not a covered entity, it shall comply with the HIPAA Privacy and 
Security Rules as if it was a covered entity. 

 
[ENTITY SHORT NAME] shall designate a Privacy and Security Officer as required by 
HIPAA regulations.  One individual may serve in the capacity of both Privacy and 
Security Officer.  [ENTITY SHORT NAME] shall obtain Medicaid approval of their 
Privacy and Security Officer designee(s). 

 
[ENTITY SHORT NAME] shall perform a technical and nontechnical security evaluation 
based on the standards outlined in 45 C.F.R. Part 164, Subpart C Security Standards 
for the Protection of Electronic Protected Health Information to identify deficiencies that 
led to the data breach. 

 
[ENTITY SHORT NAME] shall correct all deficiencies identified by the security 
evaluation to bring [ENTITY SHORT NAME] into compliance with the HIPAA Security 
Rule and report the corrected deficiencies to Medicaid prior to another data exchange 
under this agreement. 

 
XV. Compliance. 

 
It is the responsibility of [ENTITY SHORT NAME] to take all reasonable steps to ensure 
compliance with the conditions set out in this agreement, and to ensure that 
unacceptable use of Medicaid data does not occur. 

 
All parties shall comply with the provisions of the Health Insurance Portability and 
Accountability Act of 1996 and any implementing regulations as adopted. 

 
Additionally, it is incumbent upon [ENTITY SHORT NAME] to inform its officers and 
employees of penalties for improper disclosure implied by the Privacy Act of 1974, 5 U. 
S. C. 552a.  Specifically, 5 USC 552a (i) (1), which is made applicable to contractors by 
5 U. S. C. 552a (m) (1), provides that any officer or employee of a contractor, who by 
virtue of his/her employment or official position, has possession of or access to agency 
records which contain individually identifiable information, the disclosure of which is 
prohibited by the Privacy Act or regulations established thereunder, and who knowing 
that disclosure of the specific material is prohibited, willfully discloses that material in 
any manner to any person or agency not entitled to receive it, shall be guilty of a 
misdemeanor and fined not more than $5,000. 
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Each officer or employee of [ENTITY SHORT NAME] or its subcontractors or agents to 
whom Social Security information is or may be disclosed shall be notified in writing by 
your Agency that such information can only be used for authorized purposes and to that 
extent and any other unauthorized use herein constitutes a felony punishable upon 
conviction by a fine of as much as $5,000.00 or imprisonment for as long as five years, 
or both, together with the cost of prosecution.  Your agency shall also notify each 
individual that further disclosure of Social Security information may also result in an 
award of civil damages against the officer or employee in an amount not less than 
$1,000.00 with respect to each instance of unauthorized disclosure.  These penalties 
are prescribed by IRC Section 7213 and 7431 and set forth at 26 C.F.R. 301.6103(n).  

 
XVI. Information Systems/Technology Manager Authority. 

 
Medicaid Authority: 

Marty Redden 
Chief Information Technology Officer 
501 Dexter Ave.| Montgomery, AL  36103 
334-353-3714 
Email:    Marty.Redden@medicaid.alabama.gov  

 
[ENTITY SHORT NAME]  Authority: 

Name: 
Title: 
Address:  
Phone:  
Email:  

  

mailto:Marty.Redden@medicaid.alabama.gov
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XVII. Signatures. 

 
In witness whereof, the parties hereto have executed this agreement as evidenced by their 
signatures below.  

 
 
 

______________________________________       _________________ 
Stephanie McGee Azar, Commissioner,    Date 
Alabama Medicaid Agency 

 
 
 

______________________________________     _________________ 
Name & title of signing entity authority  Date 

                  Entity name 
   

 
______________________________________   __________________  
Legal Counsel       Date 
Alabama Medicaid Agency 

 
 
 _____________________________________    __________________ 

        Entity Legal/General  Counsel     Date 
        Entity name 
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State of Alabama
Solicitation

Solicitation Document Phase Document Description
RFP 062 17000000168 Final Dental Benefits Program Manager
Procurement Folder Creation Date Print Date
387323 07/25/17 07/25/17

Request for Proposals
Amendment: 1

CONTACTS
Contact Name E-mail Phone
Requestor: Info RFP RFP@medicaid.alabama.gov 334-353-3785
Issuer: Info RFP RFP@medicaid.alabama.gov 334-353-3785
Buyer: Info RFP RFP@medicaid.alabama.gov 334-353-3785

Bids will be accepted from: 07/26/17
to: 08/31/17

All Inquiries for Information Regarding Bid Submission Requirements or Procurement Procedures 
Should be Directed To The Buyer Contact Listed Above.

COMMODITY INFORMATION

Group: 1 Line: 1 Line Type: Service
Commodity Code: PRF15 Quantity:  
Commodity Description: MEDICAL/HEALTH SERVICES Unit:  
Extended Description:

MEDICAL/HEALTH SERVICES

 

SHIPPING AND BILLING

Shipping

Medicaid Headquarters Shipping
501 Dexter Avenue
Montgomery, AL 36104

Billing

,

Delivery Date:  Delivery Type:  

COMMODITY INFORMATION

Group: 1 Line: 2 Line Type: Service
Commodity Code: PRF08000019 Quantity:  
Commodity Description: Consulting Services (DENTAL) Unit:  
Extended Description:
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Consulting Services (DENTAL)

 

SHIPPING AND BILLING

Shipping

Medicaid Headquarters Shipping
501 Dexter Avenue
Montgomery, AL 36104

Billing

,

Delivery Date:  Delivery Type:  

COMMODITY INFORMATION

Group: 1 Line: 3 Line Type: Service
Commodity Code: PRF08000035 Quantity:  
Commodity Description: CONSULTING SERVICES, MEDICAL Unit:  
Extended Description:

CONSULTING SERVICES, MEDICAL

 

SHIPPING AND BILLING

Shipping

Medicaid Headquarters Shipping
501 Dexter Avenue
Montgomery, AL 36104

Billing

,

Delivery Date:  Delivery Type:  

COMMODITY INFORMATION

Group: 1 Line: 4 Line Type: Service
Commodity Code: PRF08000036 Quantity:  
Commodity Description: CONSULTING SERVICES, MEDICAL Unit:  
Extended Description:

CONSULTING SERVICES, MEDICAL

 

SHIPPING AND BILLING

Shipping

Medicaid Headquarters Shipping
501 Dexter Avenue
Montgomery, AL 36104

Billing

,

Delivery Date:  Delivery Type:  
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COMMODITY INFORMATION

Group: 1 Line: 5 Line Type: Service
Commodity Code: PRF08000037 Quantity:  
Commodity Description: MEDICAL CONSULTING SERVICES Unit:  
Extended Description:

MEDICAL CONSULTING SERVICES

 

SHIPPING AND BILLING

Shipping

Medicaid Headquarters Shipping
501 Dexter Avenue
Montgomery, AL 36104

Billing

,

Delivery Date:  Delivery Type:  



GENERAL TERMS AND CONDITIONS FOR RFP FOR SERVICES v 7-9-15 rhc edit 7-28-15
 
GENERAL TERMS AND CONDITIONS FOR THIS REQUEST FOR PROPOSALS - All
proposals are subject to these Terms and Conditions.

1. PROHIBITED CONTACTS; INQUIRIES REGARDING THIS RFP – From the Release Date of
this RFP until a contract is awarded, parties that intend to submit, or have submitted, a Proposal
are prohibited from communicating with any members of the Soliciting Party’s Team for this
transaction who may be identified herein or subsequent to the Release Date, or other employees
or representatives of the Soliciting Party regarding this RFP or the underlying transaction except
the designated contact(s) identified in {insert  location in RFP where contacts are identified, such
as Section S or Item 2.]

Questions relating only to the RFP process may be submitted by telephone or by mail or hand
delivery to: the designated contact. Questions on other subjects, seeking additional information
and clarification, must be made in writing and submitted via email to the designated contact,
sufficiently in advance of the deadline for delivery of Proposals to provide time to develop and
publish an answer. A question received less than two full business days prior to the deadline
may not be acknowledged. Questions and answers will be published to those parties submitting
responsive proposals.

2. NONRESPONSIVE PROPOSALS - Any Proposal that does not satisfy requirements of the
RFP may be deemed non-responsive and may be disregarded without evaluation. Clarification or
supplemental information may be required from any Proposer.

3. CHANGES TO THE RFP; CHANGES TO THE SCHEDULE - The Soliciting Party reserves the
right to change or interpret the RFP prior to the Proposal Due Date. Changes will be communicated
to those parties receiving the RFP who have not informed the Soliciting Party’s designated contact
that a Proposal will not be submitted. Changes to the deadline or other scheduled events may be
made by the Soliciting Party as it deems to be in its best interest.

4. EXPENSES - Unless otherwise specified, the reimbursable expenses incurred by the service
provider in the providing the solicited services, shall be charged at actual cost without mark-
up, profit or administrative fee or charge. Only customary, necessary expenses in reasonable
amounts will be reimbursable, to include copying (not to exceed 15 cents per page), printing,
postage in excess of first class for the first one and one-half ounces, travel and preapproved
consulting services. Cost of electronic legal research, cellular phone service, fax machines, long-
distance telephone tolls, courier, food or beverages are not reimbursable expenses without prior
authorization, which will not be granted in the absence of compelling facts that demonstrate a
negative effect on the issuance of the bonds, if not authorized.

    If pre-approved, in-state travel shall be reimbursed at the rate being paid to state employees on
the date incurred. Necessary lodging expenses will be paid on the same per-diem basis as state
employees are paid. Any other pre-approved travel expenses will be reimbursed on conditions
and in amounts that will be declared by the Issuer when granting approval to travel. Issuer may
require such documentation of expenses as it deems necessary.

   5. REJECTION OF PROPOSALS - The Soliciting Party reserves the right to reject any and all
proposals and cancel this Request if, in the exercise its sole discretion, it deems such action to
be in its best interest.

   6. EXPENSES OF PROPOSAL – The Soliciting Party will not compensate a Proposer for any
expenses incurred in the preparation of a Proposal.

   7. DISCLOSURE STATEMENT - A Proposal must include one original Disclosure
Statement as required by Code Section 41-16-82, et seq., Code of Alabama 1975. Copies of

Document Phase Document Description Page 4
17000000168 Final Dental Benefits Program Manager of 6



the Disclosure Statement, and information, may be downloaded from the State of Alabama
Attorney General’s web site at http://ago.alabama.gov/Page-Vendor-Disclosure-Statement-
Information-and-Instructions.

   8. LEGISLATIVE CONTRACT REVIEW - Personal and professional services contracts
with the State may be subject to review by the Contract Review Permanent Legislative
Oversight Committee in accordance with Section 29-2-40, et seq., Code of Alabama 1975.
The vendor is required to be knowledgeable of the provisions of that statute and the rules
of the committee. These rules can be found at http://www.legislature.state.al.us/aliswww/
AlaLegJointIntCommContracReview.aspx. If a

contract resulting from this RFP is to be submitted for review the service provider must provide
the forms and documentation required for that process.

9. THE FINAL TERMS OF THE ENGAGEMENT - Issuance of this Request For Proposals in
no way constitutes a commitment by the Soliciting Party to award a contract. The final terms
of engagement for the service provider will be set out in a contract which will be effective upon
its acceptance by the Soliciting Party as evidenced by the signature thereon of its authorized
representative. Provisions of this Request For Proposals and the accepted Proposal may be
incorporated into the terms of the engagement should the Issuer so dictate. Notice is hereby
given that there are certain terms standard to commercial contracts in private sector use which
the State is prevented by law or policy from accepting, including indemnification and holding
harmless a party to a contract or third parties, consent to choice of law and venue other than the
State of Alabama, methods of dispute resolution other than negotiation and mediation, waivers
of subrogation and other rights against third parties, agreement to pay attorney’s fees and
expenses of litigation, and some provisions limiting damages payable by a vendor, including
those limiting damages to the cost of goods or services.

10. BEASON-HAMMON ACT COMPLIANCE. A contract resulting from this RFP will include
provisions for compliance with certain requirements of the Beason-Hammon Alabama taxpayer
and Citizen Protection Act (Act 2011-535, as amended by Act 2012-491 and codified as Sections
31-13-1 through 35, Code of Alabama, 1975, as amended), as follows:

E- VERIFY ENROLLMENT DOCUMENTATION AND PARTCIPATION. As required by
Section 31-13-9(b), Code of Alabama, 1975, as amended, Contractor that is a “business
entity” or “employer” as defined in Code Section 31-13-3, will enroll in the E-Verify Program
administered by the United States Department of Homeland Security, will provide a copy of
its Memorandum of Agreement with the United States Department of Homeland Security
that program and will use that program for the duration of this contract.

CONTRACT PROVISION MANDATED BY SECTION 31-13-9(k):

By signing this contract, the contracting parties affirm, for the duration of the
agreement, that they will not violate federal immigration law or knowingly employ,
hire for employment, or continue to employ an unauthorized alien within the State of
Alabama. Furthermore, a contracting party found to be in violation of this provision
shall be deemed in breach of the agreement and shall be responsible for all
damages resulting therefrom.
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ATTENTION: Alabama Medicaid intends to post the Alabama Medicaid Agency Dental
Benefits Program Manager RFP specifications document by the close of business on
07/26/2017, to the Alabama Medicaid website at:
 
http://www.medicaid.alabama.gov/CONTENT/2.0_newsroom/2.4_Procurement.aspx.
 
All questions concerning this RFP must be directed to:
 
DBMRFP@medicaid.alabama.gov
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Amendment I to RFP 2017-Dental-01 
 

8/8/2017 
 

NOTE THE FOLLOWING AND ATTACHED ADDITIONS, DELETIONS AND/OR 
CHANGES TO THE REQUIREMENTS FOR THE REQUEST FOR PROPOSAL NUMBER: 
2017-DENTAL-01. THIS AMENDMENT MUST BE INCLUDED IN THE CONTRACTOR’S 
RESPONSE AND MEET THE REQUIREMENTS AS DEFINED IN THE RFP. 
 
THE CONTRACTOR MUST SIGN AND RETURN THIS AMENDMENT WITH THEIR 
PROPOSAL. 
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I. Section VIII.E, Page 116, change as follows: 

 
Currently reads as: 
 
The Evaluation Committee will score the proposals using the scoring system shown in the table 
below.  The highest score that can be awarded to any proposal is 100 points. 

 
Evaluation Factor Highest Possible Score 

Percentage 
Corporate Background 10% 
References 10% 
Scope of Work 25% 
Required Deliverables 5% 
Price 50% 
Total 100% 

 
Revised as: 
 
The Evaluation Committee will score the proposals using the scoring system shown in the table 
below.  The highest score that can be awarded to any proposal is 100 points. 

 
Evaluation Factor Highest Possible Score 

Percentage 
Corporate Background 10% 
References 10% 
Scope of Work 30% 
Price 50% 
Total 100% 

 
II. Appendix G, Page 151, change as follows: 

 
Currently reads as: 
 
Instructions: Contractors must provide a hard and soft copy narrative response to the 
Section II. Scope of Work scored items that are listed in the same format provided below. 
Each response to a narrative question must not exceed two (2) pages. Attached 
documents, including graphics, flow charts, diagrams, and other descriptive information 
should only be used to support the information in the narrative response. Attachments not 
directly referenced in the narrative response will not be reviewed. Attachments, including 
graphics, charts, and other supplemental information must not exceed 10 pages for all of 
this document. Pages in excess of the stated page limits (including supplemental pages) 
will not be reviewed. 
 
Revised as: 
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Instructions: Contractors must provide a hard and soft copy narrative response to the 
Section II. Scope of Work scored items that are listed in the same format provided below. 
The length of the response to Appendix G must not exceed 100 pages, including 
attachments/supplemental pages. Pages in excess of the stated page limits (including 
attachments/supplemental pages) will not be reviewed. 
 

III. Appendix G, Page 148, change as follows: 
 

Currently reads as: 
Section No. Rate The Following 
II.A.10 Describe how the Contractor will deliver core dental benefits and 

services to all assigned members through the contract period with the 
exception of those services listed in Section B.3; 

 
Revised as: 
 
Section No. Rate The Following 
II.A.10 Describe how the Contractor will deliver core dental benefits and 

services to all assigned members through the contract period with the 
exception of those services listed in Section B.4. 

 
IV. Appendix G, Page 149, change as follows: 

 
Currently reads: 
Section No. Rate The Following 
II.B.2 Describe will offer each enrollee a choice of primary dental providers 

(PDPs) that takes into consideration the enrollee's last PDP (if the PDP 
is known and available in the Contractor's network), closest PDP to the 
enrollee's ZIP code location, keeping children/adolescents within the 
same family together, and age. 

 
Revised as: 
Section No. Rate The Following 
II.B.2 Describe how the Contractor will offer each enrollee a choice of 

primary dental providers (PDPs) that takes into consideration the 
enrollee's last PDP (if the PDP is known and available in the 
Contractor's network), closest PDP to the enrollee's ZIP code location, 
keeping children/adolescents within the same family together, and age. 
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I hereby acknowledge the receipt of Addendum I to RFP 2017-Dental-01. 

 
 
__________________________________  _______________________ 
Authorized Contractor Signature     Date 
 
 
 
__________________________________ 
Contractor Organization 
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Amendment II to RFP 2017-Dental-01 

 

8/24/2017 
 

NOTE THE FOLLOWING AND ATTACHED ADDITIONS, DELETIONS AND/OR 

CHANGES TO THE REQUIREMENTS FOR THE REQUEST FOR PROPOSAL NUMBER: 

2017-DENTAL-01. THIS AMENDMENT MUST BE INCLUDED IN THE CONTRACTOR’S 

RESPONSE AND MEET THE REQUIREMENTS AS DEFINED IN THE RFP. 

 

THE CONTRACTOR MUST SIGN AND RETURN THIS AMENDMENT WITH THEIR 

PROPOSAL. 
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I. Appendix G, Page 148-152 change as follows: 

 

Currently reads as: 

Appendix G: Scope of Work (Scored Items) 
 

 

Alabama Medicaid Agency 

 

Dental Benefit Program Manager Request for Proposal 

 

RFP#: 2017-Dental-01 

 

Scope of Work (Scored Items) 

 
 

Instructions: Contractors must provide a hard and soft copy narrative response to the Section II. 

Scope of Work scored items that are listed in the same format provided below.  The length of the 

response to Appendix G must not exceed 100 pages, including attachments/supplemental pages.  

Pages in excess of the stated page limits (including attachments/supplemental pages) will not be 

reviewed. 
 

Section No. Provide Descriptions of: 

II.A.10 Describe how the Contractor will deliver core dental benefits and services to all assigned 

members through the contract period with the exception of those services listed in Section B.4; 

Response:  

II.A.11 Describe how the Contractor will reduce inappropriate and duplicative use of dental services; 

 

Response:  
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Section No. Provide Descriptions of: 

II.A.12 Describe how the Contactor will administer and manage Contractor’s requirements and 

responsibilities under the contract with Medicaid and any and all Medicaid issued policy 

manuals and guides. This is also applicable to all subcontractors, employees, agents and anyone 

acting for or on behalf of the Contractor. 

Response:  

II.B.2 Describe how the Contractor will offer each enrollee a choice of primary dental providers 

(PDPs) that takes into consideration the enrollee's last PDP (if the PDP is known and available in 

the Contractor's network), closest PDP to the enrollee's ZIP code location, keeping 

children/adolescents within the same family together, and age. 

Response:  

II.B.6 Provide descriptions of the potential expanded services/benefits to be offered by the Contractor 

for approval. 

Response:  

II.C.7 Describe the Contractor’s approach to recruiting providers to complete the Network Adequacy 

Standards. The approach should include descriptions of the recruitment strategy, retention 

strategy, and the orientation and training of both current and new providers in the network. 

Response:  

 

 

 

 

 

II.C.8 Describe how the Contractor will meet the requirements of Section C.8.1. 

Response:  
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Section No. Provide Descriptions of: 

II.D.7 Describe the welcome information a new enrollee would receive to meet the requirements listed 

in Section D of the RFP. 

Response:  

II.G.10 Provide a description of how the Contractor will ensure timely transfer of Enrollee Dental 

Records to ensure continuity of care when Enrollees are treated by more than one dental 

Provider. 

Response:  

II.G.10 Provide an action plan to identify and bring resolution to incomplete or inaccurate encounter 

claims reporting. 

Response:  

 

 

 

 

II.M.1 Provider a description of the Contractor’s approach to effective oral health care management 

including but not limited to anticipation, identification, monitoring, measurement and evaluation 

of Enrollee‘s health care needs, and effective action to promote quality of care. 

Response:  

II.M.2 Describe the processes for the investigation and resolution of individual performance or quality 

of care issues used in another state. 

Response:  

II.M.2 Provide a copy of the Contractor’s Quality Improvement Plan and Provider Incentive Plan if 

utilized. 
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Section No. Provide Descriptions of: 

Response:  

II.M.5 Provide a narrative of the Contractor’s approach to data collections. Provide sample of quality 

measure reports, dashboards, or provider profiles/report cards utilized in other states. 

Response:  

II.M.7 Describe how the Contractor would encourage participation on a Provider Standards Committee 

(PSC) which must review and develop the performance standards and quality measures required 

of a provider by the Contractor 

Response:  

 

 

 

 

 

II.M.7 Describe the Contractor’s approach to the PSC including, but not limited to, encouragement of 

provider participation, the purpose of the PSC, importance of PSC recommendations, and 

provider engagement in the Contractor’s operation. 

Response:  

II.N.1 Describe the Contractor’s approach to utilization management, including use of prior 

authorizations, to encourage proper utilization of services, and the encouragement of evidence 

based clinical guidelines and quality outcomes. 

Response:  

Appendix F Describe a Performance Improvement Project the Contractor has conducted in another state with 

dental managed care.  Describe the results of that Performance Improvement Project. 

Response:  
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Section No. Provide Descriptions of: 

Appendix F Describe at least one Performance Improvement Project the Contractor has identified and 

implemented changes that have resulted because of the PIP from other states with dental 

managed care that the Contractor has done. Describe how the operational changes identified due 

to the results of the PIP were implemented in their day-to-day organizational activities. 

Response:  

 

Revised as: 

Appendix G: Scope of Work (Scored Items) 
 

 

Alabama Medicaid Agency 

 

Dental Benefit Program Manager Request for Proposal 

 

RFP#: 2017-Dental-01 

 

Scope of Work (Scored Items) 

 
 

Instructions: Contractors must provide a hard and soft copy narrative response to the Section II. 

Scope of Work scored items that are listed in the same format provided below.  The length of the 

response to Appendix G must not exceed 100 pages, including attachments/supplemental pages, 

with the exception of item indicated below. Pages in excess of the stated page limits (including 

attachments/supplemental pages) will not be reviewed. 

 
General 

Section No. 

Provide Descriptions of: 

II.A Describe how the Contractor will reduce inappropriate and duplicative use of dental services. 

 

Response:  
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General 

Section No. 

Provide Descriptions of: 

II.B Describe how the Contractor will deliver core dental benefits and services to all assigned 

members through the contract period with the exception of those services listed in Section B.4. 

Response:  

II.A Describe how the Contractor will administer and manage Contractor’s requirements and 

responsibilities under the contract with Medicaid and any and all Medicaid issued policy 

manuals and guides. This is also applicable to all subcontractors, employees, agents and anyone 

acting for or on behalf of the Contractor. 

Response:  

II.B Describe how the Contractor will offer each enrollee a choice of primary dental providers 

(PDPs) that takes into consideration the enrollee's last PDP (if the PDP is known and available in 

the Contractor's network), closest PDP to the enrollee's ZIP code location, keeping 

children/adolescents within the same family together, and age. 

Response:  

II.B Provide descriptions of the potential expanded services/benefits to be offered by the Contractor 

for approval. 

Response:  

II.C Describe the Contractor’s approach to recruiting providers to complete the Network Adequacy 

Standards. The approach should include descriptions of the recruitment strategy, retention 

strategy, and the orientation and training of both current and new providers in the network. 

Response:  
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General 

Section No. 

Provide Descriptions of: 

II.C Describe how the Contractor will meet the requirements of Section C.8.1. 

Response:  

II.D Describe the welcome information a new enrollee would receive to meet the requirements listed 

in Section D of the RFP. 

Response:  

II.G Provide a description of how the Contractor will ensure timely transfer of Enrollee Dental 

Records to ensure continuity of care when Enrollees are treated by more than one dental 

Provider. 

Response:  

II.G Provide an action plan to identify and bring resolution to incomplete or inaccurate encounter 

claims reporting. 

Response:  

 

 

 

 

II.M Provider a description of the Contractor’s approach to effective oral health care management 

including but not limited to anticipation, identification, monitoring, measurement and evaluation 

of Enrollee‘s health care needs, and effective action to promote quality of care. 

Response:  
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General 

Section No. 

Provide Descriptions of: 

II.M Describe the processes for the investigation and resolution of individual performance or quality 

of care issues used in another state. 

Response:  

II.M Provide a copy of the Contractor’s Quality Improvement Plan and Provider Incentive Plan if 

utilized. (This item will not be subject to the overall 100 page limit response to Appendix G). 

Response:  

II.M Provide a narrative of the Contractor’s approach to data collections. Provide sample of quality 

measure reports, dashboards, or provider profiles/report cards utilized in other states. 

Response:  

II.M Describe how the Contractor would encourage participation on a Provider Standards Committee 

(PSC) which must review and develop the performance standards and quality measures required 

of a provider by the Contractor 

Response:  

 

 

 

 

 

II.M Describe the Contractor’s approach to the PSC including, but not limited to, encouragement of 

provider participation, the purpose of the PSC, importance of PSC recommendations, and 

provider engagement in the Contractor’s operation. 

Response:  
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General 

Section No. 

Provide Descriptions of: 

II.N Describe the Contractor’s approach to utilization management, including use of prior 

authorizations, to encourage proper utilization of services, and the encouragement of evidence 

based clinical guidelines and quality outcomes. 

Response:  

Appendix F Describe a Performance Improvement Project the Contractor has conducted in another state with 

dental managed care.  Describe the results of that Performance Improvement Project. 

Response:  

Appendix F Describe at least one Performance Improvement Project the Contractor has identified and 

implemented changes that have resulted because of the PIP from other states with dental 

managed care that the Contractor has done. Describe how the operational changes identified due 

to the results of the PIP were implemented in their day-to-day organizational activities. 

Response:  
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II. Section II.B.3.8, Page 11-12, change as follows: 

 

 

Currently reads as: 

 

B.3.8   All full benefit eligible Medicaid Enrollees under age twenty-one (21) may 

receive EPSDT benefit/services in accordance with Sections 1905(a) and 1905(r) of the 

Social Security Act. Included are services identified as a result of a comprehensive 

screening visit or an inter-periodic screening, regardless of whether or not they are 

ordinarily covered for all other Enrollees. Additionally, all services the Contractor is 

responsible for under the Alabama Medicaid program which are necessary to correct or 

ameliorate a physical or mental illness or condition are included. Claims for normally 

non-covered services that are provided as a result of an EPSDT service that are not 

specified as Covered Services under this RFP must be paid FFS and not included in the 

capitation rate.  

B.3.8.1 Services exempted from this contract are:  

B.3.8.1.1 Orthodontia services provided by Alabama Department of 

Rehabilitation (Children’s Rehabilitation Service);  

B.3.8.1.2 Dental services to recipients 21 years and older;  

B.3.8.1.3 Hospital/outpatient facility fee and CPT anesthesia codes when 

dental services are performed in a hospital/outpatient setting (place of 

service 22);  

B.3.8.1.4 Services covered by the Alabama Medicaid Regional Care                      

Organizations; and  

B.3.8.1.5 Services performed that are non-covered but are determined 

medically necessary by Medicaid as a result of an EPSDT screening. 

Revised as: 

 

B.3.8  Services exempted from this contract are: 

B.3.8.1   Orthodontia services provided by Alabama Department of Rehabilitation 

(Children’s Rehabilitation Service); 

B.3.8.2   Dental services to recipients 21 years and older; 

B.3.8.3   Hospital/outpatient facility fee and CPT anesthesia codes when dental 

services are performed in a hospital/outpatient setting (place of service 22); 

B.3.8.4   Services performed that are non-covered but are determined medically 

necessary by Medicaid as a result of an EPSDT screening. 
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III. Section II.J, Page 62, change as follows: 

 

Currently reads: 

 

J. Sanctions 

Medicaid may impose the following intermediate sanctions for non-compliance with 

the RFP performance standards as set forth in Appendix J. This RFP and its 

appendices are subject to modifications as maybe required by changes in federal 

and/or state law or regulations. The Contractor agrees to pay Medicaid the sums set 

forth below unless waived by Medicaid. 

 

Revised as: 

 

J. Sanctions 

Medicaid may impose the following intermediate sanctions for non-compliance with 

the RFP performance standards. This RFP and its appendices are subject to 

modifications as maybe required by changes in federal and/or state law or regulations. 

The Contractor agrees to pay Medicaid the sums set forth below unless waived by 

Medicaid. 
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IV. Section II.E.1.5.1, Page 44, change as follows: 

 

Currently reads: 

 

E.1.5.1 The Compliance Officer is responsible for ensuring that the Contractor and its 

Subcontractors are in compliance with the Contract, all applicable Federal and State laws 

and regulations, that adequate policies, procedures, internal controls and audits are 

developed, implemented and maintained, and that effective lines of communication exist 

between the Compliance Officer and the Contractor’s staff as well as between the 

Compliance Officer and Medicaid’s staff. The Compliance Officer must be qualified by 

training and experience to oversee the Contractor’s Compliance Plan and to oversee 

Program Integrity and fraud, waste and/or Abuse programs. The Contractor must have 

and maintain a system for training and education for the Compliance Officer, the 

Contractor’s senior management, and the Contractor’s employees for the Federal and 

State standards and requirements under this Contract. The Compliance Officer should not 

employed by any entity with a direct or indirect ownership interest in the Contractor or a 

risk-bearing participant of the Contractor.  

 

Revised as: 

 

E.1.5.1 The Compliance and Grievance Manager is responsible for ensuring that the 

Contractor and its Subcontractors are in compliance with the Contract, all applicable 

Federal and State laws and regulations; that adequate policies, procedures, internal 

controls and audits are developed, implemented and maintained; that the Contractor and 

its subcontractors are in compliance with the Grievances and Appeals requirements; and 

that effective lines of communication exist between the Compliance and Grievance 

Manager and the Contractor’s staff as well as between the Compliance and Grievance 

Manager and Medicaid’s staff. The Compliance and Grievance Manager must be 

qualified by training and experience to oversee the Contractor’s Compliance Plan and to 

oversee Program Integrity and fraud, waste and/or Abuse programs. The Contractor must 

have and maintain a system for training and education for the Compliance and Grievance 

Manager, the Contractor’s senior management, and the Contractor’s employees for the 

Federal and State standards and requirements under this Contract. The Compliance and 

Grievance Manager should not employed by any entity with a direct or indirect 

ownership interest in the Contractor or a risk-bearing participant of the Contractor. 
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V. Section II.C.7.3, Page 18, change as follows: 

 

Currently reads: 

 

C.7.3 Non-Core Specialists: those Providers not listed in Section II.C.9.2 of this Contract, 

in adequate numbers needed to appropriately service the Contractor’s Enrollees and 

provide care delivery for all of the services and benefits covered under this Contract. 

 

Revised as: 

 

C.7.3 Non-Core Specialists: those Providers not listed in Section II.C.7.2 of this Contract, 

in adequate numbers needed to appropriately service the Contractor’s Enrollees and 

provide care delivery for all of the services and benefits covered under this Contract.  

 

 

VI. Section II.F.3.1, Page 46, change as follows: 

 

Currently reads: 

Federal laws require full disclosure of ownership, management, and control of Medicaid 

MCOs (42 CFR 455.100-455.104). Form CMS 1513, Ownership and Control Interest 

Statement, must be submitted to Medicaid with the proposal; and then resubmitted prior 

to implementation for each Contract period or when any change in the Contractor’s 

management, ownership or control occurs. The Contractor must report any changes in 

ownership and disclosure information to Medicaid within thirty (30) calendar days prior 

to the effective date of the change. 

 

Revision: 

Federal laws require full disclosure of ownership, management, and control of Medicaid 

MCOs (42 CFR 455.100-455.104.  Medicaid requires any Contractor submitting a 

proposal in response to this RFP to disclose the ownership, management, and control 

structure of the Contractor. The Contractor must report any changes in ownership and 

disclosure information to Medicaid within thirty (30) calendar days prior to the effective 

date of the change. 
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I hereby acknowledge the receipt of Amendment II to RFP 2017-Dental-01. 

 

 

__________________________________  _______________________ 

Authorized Contractor Signature     Date 

 

 

 

__________________________________ 

Contractor Organization 
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RFP # 2017-Dental-01 

Dental Benefit Program Manager Request for Proposal 

Round 1 

Contractor Questions and Agency Answers 

8/8/2017 

  
Question ID: 1 
Date 
Question 
Asked: 

7/27/17 

Question: We are interested in obtaining a copy of RFP # 062 17000000168, but I was 
unable to locate it on your website.  Could you possibly help me with this? 
Please advise, thank you!! 

Section 
Number: 

N/A 

RFP Page 
Number: 

N/A 

AGENCY 
Answer: 

A copy of the RFP is found in the following link: 
 
http://medicaid.alabama.gov/content/2.0_Newsroom/2.4_Procurement.aspx  

  
Question ID: 2 
Date 
Question 
Asked: 

7/31/17 

Question: I’ve heard recently that there is a dental RFP for Medicaid.  I’m wondering if 
someone can point me in the right direction, and/or share the RFP with me. 

Section 
Number: 

N/A 

RFP Page 
Number: 

N/A 

AGENCY 
Answer: 

A copy of the RFP is found in the following link: 
 
http://medicaid.alabama.gov/content/2.0_Newsroom/2.4_Procurement.aspx   

  
Question ID: 3 
Date 
Question 
Asked: 

7/31/17 

Question: Can we please get the current enrollment by zip code to ensure the provider 
network meets the geo access requirements? 

Section N/A 

http://medicaid.alabama.gov/content/2.0_Newsroom/2.4_Procurement.aspx
http://medicaid.alabama.gov/content/2.0_Newsroom/2.4_Procurement.aspx
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Number: 
RFP Page 
Number: 

N/A 

AGENCY 
Answer: 

Access to this information can be obtained by completing and submitting the 
Data Sharing Agreement (DSA) in the following link:  
 
http://medicaid.alabama.gov/content/2.0_Newsroom/2.4_Procurement.aspx   

  
Question ID: 4 
Date 
Question 
Asked: 

7/31/17 

Question: Can we please get a current list of the provider network to ensure continuity of 
care for the current enrollment, by ensuring the current providers are contracted 
for the program? 

Section 
Number: 

N/A 

RFP Page 
Number: 

N/A 

AGENCY 
Answer: 

Access to this information can be obtained by completing and submitting the 
Data Sharing Agreement (DSA) in the following link:  
 
http://medicaid.alabama.gov/content/2.0_Newsroom/2.4_Procurement.aspx 

  
Question ID: 5 
Date 
Question 
Asked: 

7/31/17 

Question: Per the requirements in the Dental RFP, please confirm that experience only 
within the State of Alabama would qualify and that the intention is not to 
exclude Alabama companies from this opportunity. 

Section 
Number: 

II.A.8 and VI.d 

RFP Page 
Number: 

10 and 109 

AGENCY 
Answer: 

The intention is to not exclude any company from responding as long the 
experience requirements as met.  

  
Question ID: 6 
Date 
Question 
Asked: 

7/31/17 

Question: P. 114 – Please clarify that for the complete version of the contractor’s 
response, line 2, the electronic copy could be Word, Excel, or searchable PDF 
format. 

http://medicaid.alabama.gov/content/2.0_Newsroom/2.4_Procurement.aspx
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Section 
Number: 

VII.O 

RFP Page 
Number: 

114 

AGENCY 
Answer: 

One electronic copy (Word, Excel, and searchable PDF format) MUST be a 
complete version of the Contractor’s response and the second electronic 
(searchable PDF format) copy MUST have any information asserted as 
confidential or proprietary removed.  

  
Question ID: 7 
Date 
Question 
Asked: 

7/31/17 

Question: Appendix G, p.151 – Scope of Work – The questions related to Section No. 
II.M.2 and II.M.5 required the bidder to produce "Contractor's Quality 
Improvement Plan, Provider Incentive Plan, and provide sample quality 
measure reports, dashboards, or provider profiles/report cards utilized in other 
states." Do these items count against the 10 page limit on attachments? 

Section 
Number: 

Appendix G 

RFP Page 
Number: 

151 

AGENCY 
Answer: 

The page limit of the attachments has been changed in Amendment 1 to read the 
length of the response to Appendix G must not exceed 100 pages, including 
attachments/supplemental pages. 

  
Question ID: 8 
Date 
Question 
Asked: 

7/31/17 

Question: Please clarify the timing of the readiness review. 
Section 
Number: 

II.A.5 

RFP Page 
Number: 

9 

AGENCY 
Answer: 

The Readiness Review will take place immediately from date of award until the 
implementation date. 

  
Question ID: 9 
Date 
Question 
Asked: 

7/31/17 

Question: Are bidders to include the Total PMPM or each COA PMPM for its price? 
Section 
Number: 

Cover Page 

RFP Page Cover Page 
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Number: 
AGENCY 
Answer: 

The box marked "Price from Appendix C" on the cover page should include the 
total population PMPM (cell P19) automatically calculated as a result of the 
assumptions input throughout the appendix. 

  
Question ID: 10 
Date 
Question 
Asked: 

7/31/17 

Question: Please confirm the Medicaid is seeking to contract with a single vendor for this 
program. 

Section 
Number: 

I.A. 

RFP Page 
Number: 

8 

AGENCY 
Answer: 

Medicaid is seeking to contract with a single contractor. 

  
Question ID: 11 
Date 
Question 
Asked: 

7/31/17 

Question: Please confirm the projected membership for the April 1, 2018 start date. 
Section 
Number: 

I.B. 

RFP Page 
Number: 

9 

AGENCY 
Answer: 

Assuming a 0% enrollment growth rate, the anticipated membership for April 1, 
2018 is approximately 580,000. 

  
Question ID: 12 
Date 
Question 
Asked: 

7/31/17 

Question: Please clarify this restriction. Does this prohibit the Contractor's Compliance 
Officer from herself having a direct or indirect ownership interest in the 
Contractor or a risk-bearing participant of Contractor? Or does this prohibit the 
Contractor's Compliance officer from being employed by an entity with an 
ownership interest in the Contractor? Some bidders may have a Compliance 
Officer who serves as the Chief Compliance Officer for an organization of 
affiliated entities, some of which may have a parent/subsidiary relationship with 
the bidding entity. In such situations, the Compliance Officer would be 
employed by an entity with an ownership interest in the bidder. Is this 
prohibited under the terms of the RFP? In addition, please define "risk-bearing 
participant of the Contractor." 
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Section 
Number: 

II.E.1.5.1 

RFP Page 
Number: 

44 

AGENCY 
Answer: 

The Compliance Officer’s employer cannot have a direct or indirect ownership 
interest in the bidding organization. “Risk-bearing participant of the Contractor” 
means any individual or entity with an equity ownership interest in the bidding 
organization. 

  
Question ID: 13 
Date 
Question 
Asked: 

7/31/17 

Question: We cannot locate the applicable 1915(b) waiver but cannot find. Can the state 
please provide? 

Section 
Number: 

II.A.4 

RFP Page 
Number: 

9 

AGENCY 
Answer: 

Medicaid is currently in development of said 1915(b) waiver. 

  
Question ID: 14 
Date 
Question 
Asked: 

7/31/17 

Question: Is it acceptable to use the Contractor's provider agreement template, as long as 
the contract provisions from the Alabama Medicaid template are included 
therein? Alternatively, will Contractor be permitted to add certain contractual 
terms to the Medicaid provider agreement template? 
https://medicaid.alabama.gov/documents/9.0_Resources/9.4_Forms_Library/9.4
.16_Provider_Enrollment/9.4.16_PE_Provider_All_Agreement_9-26-16.pdf 

Section 
Number: 

II.C.5.6 

RFP Page 
Number: 

15 

AGENCY 
Answer: 

The Contractor must use Medicaid’s template for all provider agreements.  The 
Contractor may add supplemental terms to the provider agreement with 
Medicaid’s approval and if such additions do not conflict with the current 
template terms. Agreements will be approved during the readiness assessment 
time period. 

  
Question ID: 15 
Date 
Question 

7/31/17 
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Asked: 
Question: For the PDP minimum number standard chart - what does "with a minimum of 

two" refer to? 
Section 
Number: 

II.C.8.2 

RFP Page 
Number: 

19 

AGENCY 
Answer: 

Enrollees must have access to a choice of two Primary Dental Providers within 
stated access standards. 

  
Question ID: 16 
Date 
Question 
Asked: 

7/31/17 

Question: Will you be providing code level detail to support base pmpm? 
Section 
Number: 

Appendix C 

RFP Page 
Number: 

142 

AGENCY 
Answer: 

Access to this information can be obtained from the dataset.  Additional 
information will be available at the Mandatory Contractor Conference (such as 
historic trend figures calculated). 

  
Question ID: 17 
Date 
Question 
Asked: 

7/31/17 

Question: Will you be providing a claim lag by month and membership by month to 
support the base pmpm and base year MM's? 

Section 
Number: 

Appendix C 

RFP Page 
Number: 

142 

AGENCY 
Answer: 

Access to this information can be obtained from the dataset. Additional 
information will be available at the Mandatory Contractor Conference (such as 
historic trend figures calculated). 

  
Question ID: 18 
Date 
Question 
Asked: 

7/31/17 

Question: What provider fees were in place for the base pmpm development?  How do 
they differ from the current provider fees on the website are as of 6/5/2017? 

Section 
Number: 

Appendix C 

RFP Page 142 
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Number: 
AGENCY 
Answer: 

Access to this information can be obtained from the dataset. Additional 
information will be available at the Mandatory Contractor Conference (such as 
historic trend figures calculated). 

  
Question ID: 19 
Date 
Question 
Asked: 

7/31/17 

Question: What member access rate is reflected in the base pmpm rate? 
Section 
Number: 

Appendix C 

RFP Page 
Number: 

142 

AGENCY 
Answer: 

Access to this information can be obtained from the dataset. Additional 
information will be available at the Mandatory Contractor Conference (such as 
historic trend figures calculated). 

  
Question ID: 20 
Date 
Question 
Asked: 

7/31/17 

Question: What trend percentage was applied to July 1, 2014-June 3, 2015 data? 
Section 
Number: 

Appendix C 

RFP Page 
Number: 

142 

AGENCY 
Answer: 

Access to this information can be obtained from the dataset. Additional 
information will be available at the Mandatory Contractor Conference (such as 
historic trend figures calculated). 

  
Question ID: 21 
Date 
Question 
Asked: 

7/31/17 

Question: What are the membership projections for 2018, 2019 and 2020? 
Section 
Number: 

Appendix C 

RFP Page 
Number: 

142 

AGENCY 
Answer: 

Membership is assumed to remain flat as compared to the base data time period. 

  
Question ID: 22 
Date 7/31/17 
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Question 
Asked: 
Question: Please define R&C 
Section 
Number: 

Appendix C 

RFP Page 
Number: 

142 

AGENCY 
Answer: 

Risk and Contingency. 
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RFP # 2017-Dental-01 

Dental Benefit Program Manager Request for Proposal 

Round 2 

Questions and Answers 

8/24/2017 

  

Question ID: 1 

Date 

Question 

Asked: 

8/10/2017 

Question: Can the state please formally define what constitutes a "contractor"  vs.  

"subcontractor." What is the difference between capitalized “Subcontractor” 

and lower case “subcontractor”?  This definition is needed to understand, from 

a process perspective, if we need to include information on subcontractors in 

the corporate background section. 

Section 

Number: 

General 

RFP Page 

Number: 

General 

AGENCY 

Answer: 

The “contractor” is the winning vendor responsible for the requirements of the 

RFP. A “subcontractor” is anyone contracted by the DBM to perform the 

responsibilities of the DBM. 

 

For the purposes of this RFP, there is no difference between a capitalized 

“Subcontractor” and lower case “subcontractor.”  

  

Question ID: 2 

Date 

Question 

Asked: 

8/10/2017 

Question: When does the state expect the report of transactions to be submitted - and in 

what format? 

Section 

Number: 

II.F.3.3 

RFP Page 

Number: 

47 

AGENCY 

Answer: 

Medicaid will provide the details of the report of transactions during the 

Readiness Assessment period. 

 

 

 

  



RFP # 2017-Dental-01 8-24-2017 

Contractor Questions and Agency Answers            Page 2 of 26 

Question ID: 3 

Date 

Question 

Asked: 

8/10/2017 

Question: Page 137 – State of Alabama Disclosure Statement – Page 127 suggests that 

this document does not need to be submitted with the RFP proposal (but only 

after contract award). However, the STARRS Amendment 1 document, 

Paragraph 7 says that “A Proposal must include one original disclosure 

statement . . . .” 

Section 

Number: 

Appendix B; Attachment D; STAARS Document 

RFP Page 

Number: 

127; 137 

AGENCY 

Answer: 

 The STAARS document requests that the Disclosure Statement be submitted 

with the RFP proposal. 

  

Question ID: 4 

Date 

Question 

Asked: 

8/10/2017 

Question: Reference to Appendix J. There is no Appendix J in this document. Please 

provide. 

Section 

Number: 

II.J 

RFP Page 

Number: 

Pg.62 

AGENCY 

Answer: 

Reference to Appendix J is removed in Amendment II. 

  

Question ID: 5 

Date 

Question 

Asked: 

8/10/2017 

Question: Reference to “Reporting Manual.” There was no Reporting Manual provided. 

Can Medicaid please provide? 

Section 

Number: 

II.C.17.4; II.M.5.1 

RFP Page 

Number: 

25; 92 

AGENCY 

Answer: 

Medicaid will provide the details of the Report Manual during the Readiness 

Assessment period. 

  

Question ID: 6 

Date 

Question 

Asked: 

8/15/2017 
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Question: Does the Alabama licensed dental director have to reside in Alabama? 

Section 

Number: 

II.E.1.2 

RFP Page 

Number: 

43 

AGENCY 

Answer: 

The Dental Director is not required to reside in the state, but must hold a 

valid license to practice in the State of Alabama and be present for 

meetings or other responsibilities of the RFP when the State requires. 

  

Question ID: 7 

Date 

Question 

Asked: 

8/15/2017 

Question: Does the Alabama licensed Dental Director have the authority to delegate and 

oversee either Alabama licensed or non-Alabama licensed dentists, residing 

inside or outside of Alabama? 

Section 

Number: 

II.E.1.2 

RFP Page 

Number: 

43 

AGENCY 

Answer: 

The Dental Director will not have the authority to oversee dentists, licensed or 

non-licensed. Medicaid will retain the enrollment and credentialing of dentists 

and oral/maxillofacial surgeons. Licensing of dentists and oral surgeons is 

regulated by the Alabama Board of Dental Examiners and/or the Alabama 

Board of Medical Examiners. 

  

Question ID: 8 

Date 

Question 

Asked: 

8/15/2017 

Question: Are fulfillment costs (including printing and mailing) included in the historical 

cost?  If not, are you expecting that it will be added to the administration cost? 

Section 

Number: 

Appendix C 

RFP Page 

Number: 

142 

AGENCY 

Answer: 

Historical costs represent the medical claim costs paid by the State on a fee-for-

service basis during the base data period. Any expected costs outside of medical 

claim costs should be incorporated into the Non-Medical portion of the 

Appendix. 

  

  

Question ID: 9 

Date 

Question 

Asked: 

8/15/2017 



RFP # 2017-Dental-01 8-24-2017 

Contractor Questions and Agency Answers            Page 4 of 26 

Question: Will the state allow that Provider Directories be provided to members based on 

the region where they reside or must the provider directory be statewide? 

Section 

Number: 

II.D.2.10 

RFP Page 

Number: 

40-42 

AGENCY 

Answer: 

The Provider Directory must be statewide. 

  

Question ID: 10 

Date 

Question 

Asked: 

8/15/2017 

Question: After providing members their first copy of paper Provider Directory may the 

Contractor provide subsequent copies to member in digital/web form only, 

unless a paper copy is specifically requested by the member? 

Section 

Number: 

II.D.2.10 

RFP Page 

Number: 

40-42 

AGENCY 

Answer: 

The first copy of the Provider Directory must be in electronic form or in paper 

form if requested by the Enrollee. 

  

Question ID: 11 

Date 

Question 

Asked: 

8/15/2017 

Question: Will the state accept acknowledgement, agreement and compliance of section II 

Scope of Work and only provide detailed responses in Attachment G or does 

the state require responses to each subsection (A-N) of the Scope of Work? 

Section 

Number: 

II 

RFP Page 

Number: 

9 

AGENCY 

Answer: 

Medicaid will accept a blanket acknowledge and comply statement that covers 

responses to each subsection (A-N) of Section II - Scope of Work, and expects 

detailed description responses to Appendix G. 

  

Question ID: 12 

Date 

Question 

Asked: 

8/15/2017 

Question: Because responses to the second round of questions are very close to the RFP 

due date, will the state consider an RFP submittal extension date? 

Section 

Number: 

B 
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RFP Page 

Number: 

3 

AGENCY 

Answer: 

At this point, Medicaid is not anticipating a change in the schedule ofevents 

pertaining to this RFP. 

  

Question ID: 13 

Date 

Question 

Asked: 

8/18/2017 

Question: Does this requirement mean the Contractor will be paid at FFS by Medicaid for 

EPSDT service that are not specified as Covered Services under this RFP? 

Section 

Number: 

II.B.3.8 

RFP Page 

Number: 

11-12 

AGENCY 

Answer: 

Services performed that are non-covered but are determined medically 

necessary by Medicaid as a result of an EPSDT screening are excluded from the 

capitation payment for this contract. See Amendment II. 

  

Question ID: 14 

Date 

Question 

Asked: 

8/18/2017 

Question: This information conflicts with requirement B.3.8. Please clarify if Services 

performed that are non-covered but are determined medically necessary by 

Medicaid as a result of an EPSDT screening are or are not covered. 

Section 

Number: 

II.B.3.8.1; II.B.3.8.1.5 

RFP Page 

Number: 

11-12 

AGENCY 

Answer: 

Services performed that are non-covered but are determined medically 

necessary by Medicaid as a result of an EPSDT screening are excluded from the 

capitation payment for this contract. See Amendment II. 

  

Question ID: 15 

Date 

Question 

Asked: 

8/18/2017 

Question: Form CMS 1513, Ownership and Control Statement must be submitted to 

Medicaid with the proposal. Can Medicaid clarify what form to use for that 

statement, or provide a form for bidders to use, as CMS no longer publishes 

Form 1513. 

Section 

Number: 

II.F.3.1 

RFP Page 

Number: 

46 
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AGENCY 

Answer: 

Medicaid requires the information in an easily identifiable format.  See 

Amendment II for further information. 

  

Question ID: 16 

Date 

Question 

Asked: 

8/18/2017 

Question: When does Medicaid expect the report of transactions to be submitted and in 

what format? 

Section 

Number: 

II.F.3.3.1 

RFP Page 

Number: 

47 

AGENCY 

Answer: 

Medicaid will provide the details of the report of transactions during the 

Readiness Assessment period. 

  

  

Question ID: 17 

Date 

Question 

Asked: 

8/18/2017 

Question: Please provide Appendix J. It was not included in the initial RFP. 

Section 

Number: 

II.J 

RFP Page 

Number: 

62 

AGENCY 

Answer: 

Reference to Appendix J is being removed. See Amendment II. 

  

Question ID: 18 

Date 

Question 

Asked: 

8/18/2017 

Question: There was no Reporting Manual provided with the RFP. Can Medicaid please 

provide? 

Section 

Number: 

II.M.5.1 

RFP Page 

Number: 

92 

AGENCY 

Answer: 

Medicaid will provide the Reporting Manual during the Readiness Assessment 

period. 
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Question ID: 19 

Date 

Question 

Asked: 

8/18/2017 

Question: Where can bidders locate Medicaid's quality strategy? 

Section 

Number: 

II.M.6.1.5 

RFP Page 

Number: 

93 

AGENCY 

Answer: 

Upon being finalized by CMS, Medicaid will share the quality strategy during 

the Readiness Assessment period. 

  

Question ID: 20 

Date 

Question 

Asked: 

8/18/2017 

Question: Please confirm that the financial solvency and reserves requirements in 

subsection (g) page 110, do not apply to subcontractors who provide 

administrative support services only and who do not assume any financial risk 

for paying claims for covered services. 

Section 

Number: 

VI.g 

RFP Page 

Number: 

110-111 

AGENCY 

Answer: 

This requirement is relevant only to the Contractor. 

  

Question ID: 21 

Date 

Question 

Asked: 

8/18/2017 

Question: Can the Contractor submit a performance bond or parental guarantee in lieu of a 

letter of credit? 

Section 

Number: 

VI.g.5 

RFP Page 

Number: 

110 

AGENCY 

Answer: 

Medicaid will not accept a substitute for the letter of credit as required in the 

RFP. 

  

Question ID: 22 

Date 

Question 

Asked: 

8/18/2017 

Question: The RFP does not provide Medicaid's expectations for how the RFP responses 

should be organized for submission. Can Medicaid please confirm what its 
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expectations are? We want to ensure all of our proposal documents are easy to 

locate for the reviewers. 

Section 

Number: 

VII.Q 

RFP Page 

Number: 

114 

AGENCY 

Answer: 

Please refer to Section VII of the RFP. 

  

Question ID: 23 

Date 

Question 

Asked: 

8/18/2017 

Question: Please describe how Medicaid will award points for the pricing category. For 

example will all points be simply awarded to the bidder with the lowest price in 

comparison to the other bidders? Or is there a range of points bidders can earn 

based on the price relevant to other bidders? 

Section 

Number: 

VIII.E 

RFP Page 

Number: 

116 

AGENCY 

Answer: 

There will be a range of points Contractors can earn in the pricing category 

based on a baseline created by the lowest actuarially sound price relevant to the 

other Contractors. 

  

Question ID: 24 

Date 

Question 

Asked: 

8/18/2017 

Question: Will pricing be evaluated within the context of the entire RFP response, or as a 

standalone component under the pricing category only? 

Section 

Number: 

VIII.E 

RFP Page 

Number: 

116 

AGENCY 

Answer: 

Pricing will be evaluated as a standalone component under the pricing category. 

  

  

Question ID: 25 

Date 

Question 

Asked: 

8/18/2017 

Question: Within the pricing category, how is Medicaid going to ensure that a bidder is 

not just providing a low rate to maximize points but without demonstrating 

sustainability for that rate? 
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Section 

Number: 

VIII.E 

RFP Page 

Number: 

116 

AGENCY 

Answer: 

 Medicaid’s Actuary will review the feasibility of the pricing provided by the 

Contractors. 

  

Question ID: 26 

Date 

Question 

Asked: 

8/18/2017 

Question: Page 137 – State of Alabama Disclosure Statement (Attachment D) and page 

127 suggests that the Disclosure Statement listed in Attachment D does not 

need to be submitted with the RFP proposal (but only after contract award). 

However, the STARRS document (General Terms and Conditions for RFP For 

Services), Paragraph 7 says that “A Proposal must include one original 

disclosure statement . . . .” 

Please clarify when this Disclosure Statement needs to be submitted: with the 

proposal or after the contract is awarded?  

Section 

Number: 

Appendix B; Attachment D; STAARS Document 

RFP Page 

Number: 

127; 137 

AGENCY 

Answer: 

 The STAARS document requests that the Disclosure Statement be submitted 

with the RFP proposal. 

  

Question ID: 27 

Date 

Question 

Asked: 

8/18/2017 

Question: The term “subcontractor” is used numerous times and in various ways 

throughout the RFP, but it is not defined. Sometimes the term is used in 

connection with a specific statutory or regulatory requirement (i.e., on page 46, 

Section F.3.2.2, the word “subcontractor” is used in connection with specific 

requirements in 42 CFR 455.105). Please confirm that when cited in connection 

with a specific statutory or regulatory requirement, the term subcontractor 

should have the definition, if any, set forth in that statute or regulation. For all 

other instances where the term “subcontractor” is used not in connection with 

any specific statute or regulation, please provide a formal definition of the term 

“subcontractor” as used in this RFP. Finally, is there a difference between 

capitalized “Subcontractor” and lower case “subcontractor” as used in the RFP?    

Section 

Number: 

General 

RFP Page 

Number: 

General 
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AGENCY 

Answer: 

The “contractor” is the winning vendor responsible for the requirements of the 

RFP. A “subcontractor” is anyone contracted by the DBM (Contractor) to 

perform the responsibilities of the DBM.  

 

For the purposes of this RFP, there is no difference between a capitalized 

“Subcontractor” and lower case “subcontractor.”   

  

Question ID: 28 

Date 

Question 

Asked: 

8/18/2017 

Question: Please confirm that the contractor is not required to hold an insurance license 

from the Alabama Division of Insurance for purposes of this contract. There is 

no such licensure requirement stated in the RFP. 

Section 

Number: 

General 

RFP Page 

Number: 

General 

AGENCY 

Answer: 

The Contractor is not required to hold an insurance license from the Alabama 

Division of Insurance for purposes of this contract. 

  

Question ID: 29 

Date 

Question 

Asked: 

8/18/2017 

Question: Please confirm that the contractor does not need to obtain a utilization review 

license for purposes of this contract. There is no such licensure requirement 

stated in the RFP. 

Section 

Number: 

General 

RFP Page 

Number: 

General 

AGENCY 

Answer: 

The Contractor is not required to obtain a utilization review license for purposes 

of this contract however, the winning bidder must be compliant with all 

applicable state and federal licensures required in the performance of this 

contract. 

  

Question ID: 30 

Date 

Question 

Asked: 

8/18/2017 

Question: The presentation from August 9th says that base eligibility data has had 

retroactive eligibility excluded. Is this consistent with how eligibility will be 

administered in the contract period? In other words, will the contract period not 

allow retroactive eligibility? 
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Section 

Number: 

General 

RFP Page 

Number: 

General 

AGENCY 

Answer: 

Yes. Members deemed ineligible retroactively will be excluded from the 

capitation rates for the retroactive time period. 

  

Question ID: 31 

Date 

Question 

Asked: 

8/18/2017 

Question: What is the basis of the "contract period expected reimbursement" described on 

page 20 of the presentation from August 9th? Is it the current state dental fee 

schedule? Or something else? 

Section 

Number: 

General 

RFP Page 

Number: 

General 

AGENCY 

Answer: 

The contract period expected reimbursement is the current state dental fee 

schedule. 

  

Question ID: 32 

Date 

Question 

Asked: 

8/18/2017 

Question: The presentation from August 9th shows $72.2M in claims expeditures for 

FY16 in the "Medicaid's Quality Analytics overview" section, but the Base 

Year 2 expediture on page 13 of the "Methodology" document (which should 

align to the same time period) is $96.6M. Can you explain this difference? 

Section 

Number: 

General 

RFP Page 

Number: 

General 

AGENCY 

Answer: 

The primary disconnect is the time period. The $72.2M figure represents the FY 

to date reimbursement, which is 9-month window (October 2015 - June 2016). 

Base Year 2 is a 12 month period (July 2015 - June 2016). Additionally, the 

$72.2M figure has not been completed using IBNR factors. 

  

  

Question ID: 33 

Date 

Question 

Asked: 

8/18/2017 

Question: What magnitude of difference in dental costs did Optumas see between MEGs? 

Section 

Number: 

General 
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RFP Page 

Number: 

General 

AGENCY 

Answer: 

Optumas reviewed data by aid category, age, and sex and determined that 

different aid categories had similar risk patterns at each age group, thus the rate 

cells are determined by age. 

  

Question ID: 34 

Date 

Question 

Asked: 

8/18/2017 

Question: How do CDE categories align to MEG? 

Section 

Number: 

General 

RFP Page 

Number: 

General 

AGENCY 

Answer: 

 

AidCode MEG 

10 AGED 

11 AGED 

12 AGED 

13 AGED 

14 AGED 

15 AGED 

16 AGED 

17 AGED 

18 AGED 

19 NA 

1C AGED 

1D AGED 

1E AGED 

20 BLIND 

21 BLIND 

22 BLIND 

23 BLIND 

24 BLIND 

25 BLIND 

26 BLIND 

27 BLIND 

28 BLIND 

29 BLIND 

2A BLIND 

2B BLIND 

2C BLIND 

2D BLIND 

2E BLIND 
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30 MLIF 

31 MLIF 

32 MLIF 

33 MLIF 

34 MLIF 

35 MLIF 

36 MLIF 

37 MLIF 

38 MLIF 

39 MLIF 

3A MLIF 

3B NULL 

3C MLIF 

3D MLIF 

3E MLIF 

3F MLIF 

3G MLIF 

3H MLIF 

3J MLIF 

3K MLIF 

40 Disabled 

41 Disabled 

42 Disabled 

43 Disabled 

44 Disabled 

45 Disabled 

46 Disabled 

47 Disabled 

48 Disabled 

49 Disabled 

4A Disabled 

4B Disabled 

4C Disabled 

4D Disabled 

4E Disabled 

4L Disabled 

4Q Disabled 

4W Disabled 

50 PlanFirst 

51 SOBRAKids 

52 SOBRAKids 

53 SOBRAKids 

54 SOBRAKids 

55 SOBRAKids 

56 SOBRAKids 
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57 SOBRAKids 

58 Alien 

59 SOBRAKids 

5A SOBRAWomen 

5B SOBRAWomen 

5C SOBRAWomen 

5D SOBRAKids 

5E CHIP 

5F DYS 

5G SOBRAKids 

5H DYS 

5J DYS 

5K SOBRAKids 

5L SOBRAKids 

5M SOBRAKids 

5N CHIP 

61 Refugee 

62 Refugee 

63 Refugee 

71 Foster 

72 Foster 

73 Foster 

74 Foster 

81 Foster 

82 Foster 

83 Foster 

84 Foster 

91 Newborn 

92 SLMB 

93 QI 

94 QI 

95 QMB 

96 QMB 

97 QI 

BA NA 

BN NA 

BQ NA 

R0 NA 

R1 Retro-Generic 

R2 QMB 

R3 Disabled 

R4 SOBRAWomen 

R5 SOBRAWomen 

R6 Alien 

R7 Waiver 
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R8 Waiver 

R9 SLMB 

SL SLMB 

SQ Disabled 

SS Disabled 

TL Waiver 

TQ Waiver 

TT Waiver 

77 Former Foster 

EC Emergency 

EK Emergency 

EP Emergency 

1A Aged 

1B Aged 

3L MLIF 

3M MLIF 

75 Foster 

76 Foster 

78 Former Foster 

79 Former Foster 

7Q Foster 

86 Foster 

ED Non-Citizen 

EY Non-Citizen 

PB Presumptive 

PC Presumptive 

PP Presumptive 

PW Presumptive 
 

  

Question ID: 35 

Date 

Question 

Asked: 

8/18/2017 

Question: What is the "paid-thru" data of the base data used? 

Section 

Number: 

General 

RFP Page 

Number: 

General 

AGENCY 

Answer: 

The base data is paid through January 2017. 

  

Question ID: 36 

Date 

Question 

Asked: 

8/18/2017 
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Question: What IBNR factor was applied to Year 2 of the base data? 

Section 

Number: 

General 

RFP Page 

Number: 

General 

AGENCY 

Answer: 

With significant runout, Optumas determined that Base Year 2 was about 

99.9% complete. 

  

Question ID: 37 

Date 

Question 

Asked: 

8/18/2017 

Question: Can you provide a list of programmatic changes -if any - between the beginning 

of Base Year 1 and the first Contract Year, and any corresponding adjustment 

made to the data in Attachment C? 

Section 

Number: 

General 

RFP Page 

Number: 

General 

AGENCY 

Answer: 

From April 2013 to September 2014, fees to dentists were reduced by 5%. In 

October 2014, this reduction was reversed. Other changes to the base data in 

Appendix C include repricing FQHC claims to the AMA Dental Fee Schedule, 

trending Base Year 1 forward 12 months, applying IBNR factors, and blending 

the two base years together (with 75% weight on Base Year 2). 

  

Question ID: 38 

Date 

Question 

Asked: 

8/18/2017 

Question: Can you provide a split of historical trend between Base Years 1 and 2 between 

unit cost and utilization? 

Section 

Number: 

General 

RFP Page 

Number: 

General 

AGENCY 

Answer: 

Claim level data is available from the State for specific analysis by interested 

parties. 

  

Question ID: 39 

Date 

Question 

Asked: 

8/18/2017 

Question: Does Optumas's historical trend between Bases Year 1 and 2 include the impact 

of any state dental fee schedule changes? 

Section 

Number: 

General 
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RFP Page 

Number: 

General 

AGENCY 

Answer: 

From April 2013 to September 2014, fees to dentists were reduced by 5%. In 

October 2014, this reduction was reversed and captured in historical trend 

analyses 

  

Question ID: 40 

Date 

Question 

Asked: 

8/18/2017 

Question: The RFP indicates that Medicaid can recover payments to Contractor for 

enrollees on the monthly roster later determined ineligible for enrollment. Has 

the base data used for rate development been subjected to a similar review for 

ineligibility as Medicaid expects for the contract period? 

Section 

Number: 

II.H.5 

RFP Page 

Number: 

60 

AGENCY 

Answer: 

These cases are accounted for within the data provided and used. Any rates 

incorporated in Appendix C are not final contract capitation rates. Final contract 

capitation rates will be determined by the State and its actuaries after review of 

RFP bids, and will be actuarially sound. 

  

  

Question ID: 41 

Date 

Question 

Asked: 

8/18/2017 

Question: For RFP scoring, can you clarify how are points for the "Price" evaluation 

factor are awarded? Does the low bid receive all 50 points, and higher bids 

receive no points? Or is a different method used? 

Section 

Number: 

VIII.E 

RFP Page 

Number: 

116 

AGENCY 

Answer: 

There will be a range of points Contractors can earn in the pricing category 

based on a baseline created by the lowest actuarially sound price relevant to the 

other Contractors. 

  

Question ID: 42 

Date 

Question 

Asked: 

8/18/2017 

Question: Our understanding is that the Appendix C Pricing Form is only for Year 1 of the 

contract. How are rates for Years 2 and beyond determined? 
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Section 

Number: 

Appendix C 

RFP Page 

Number: 

142 

AGENCY 

Answer: 

Any rates incorporated in Appendix C are not final contract capitation rates. 

Final contract capitation rates will be determined by the State and its actuaries 

after review of RFP bids, and will be actuarially sound. Rates for year 2 and 

beyond will be determined annually using emerging data by the State and its 

actuaries. 

  

Question ID: 43 

Date 

Question 

Asked: 

8/18/2017 

Question: Can you describe how a Contractor can earn back the 1% quality withhold? 

What formula or formulae will represent the basis for earning back the 

withhold? 

Section 

Number: 

Appendix E 

RFP Page 

Number: 

145 

AGENCY 

Answer: 

Contractor may earn the full 1% quality withhold if it achieves the stated 

benchmarks for each annual quality improvement measure. 

  

Question ID: 44 

Date 

Question 

Asked: 

8/18/2017 

Question: To confirm, does this requirement state that the vendor is not to accept any 

Paper Claims nor Submit in Paper Checks or Remittances? 

Section 

Number: 

II.C.16.4 

RFP Page 

Number: 

24 

AGENCY 

Answer: 

Yes, under normal circumstances, the vendor is not to accept any paper claim 

nor produce any paper checks or remittances.  There could be exceptions in 

which a paper claim could be accepted. Medicaid will work with the winning 

bidder to ensure compliance with these exceptions. 

  

Question ID: 45 

Date 

Question 

Asked: 

8/18/2017 

Question: The RFP timeline shows final contract award on Januray 1, 2018, with the 

contract term starting April 1, 2018. Is the Contractor expected to have all 

operations activities completed and ready for operations to begin by the start of 
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the contract term (April 1, 2018)? If not, what is the date when the Contractor 

will begin full operations? 

Section 

Number: 

B; IX.C. 

RFP Page 

Number: 

3; 117 

AGENCY 

Answer: 

The current implementation date is scheduled for April 1, 2018. 

  

Question ID: 46 

Date 

Question 

Asked: 

8/18/2017 

Question: "RFP Section II states that (1) contractors must acknowledge and comply with 

all requirements listed in the RFP, and (2) contractors must provide detailed 

descriptions of all requirements listed in Appendix G-Scope of Work (scored 

items).  These sections imply that detailed written responses must be submitted 

only for the items listed in Appendix G.  

However, VII.Q., it states that the contractor must address every numbered 

section in the Scope of Work in sequence, as they appear in the RFP (B.1.2.1, 

B.1.2.2, etc.). Section V. states the proposal must describe, in detail, how they 

intend to approach the Scope of Work specified in Section II, which would 

appear to require a detailed response to every requirement in the RFP Section II. 

Please clarify what is required to be submitted in the proposal - Is it a statement 

acknowledging and complying with all requirements listed in the RFP plus 

detailed responses only to the items in Appendix G, or the required statement 

plus detailed responses to every II. Scope of Work requirement, plus Appendix 

G responses? " 

Section 

Number: 

II; V; VII.Q; Appendix G 

RFP Page 

Number: 

9; 108; 114; 148 

AGENCY 

Answer: 

Medicaid will accept a blanket acknowledge and comply statement that covers 

responses to each subsection (A-N) of Section II - Scope of Work, and expects 

detailed description responses to Appendix G. 

  

Question ID: 47 

Date 

Question 

Asked: 

8/18/2017 

Question: Are the Appendix G responses the only portion of the proposal that will be 

scored as part of the 30% of the total score that is available for Scope of Work? 

Section 

Number: 

VIII.E.; Appendix G; Amendment I 

RFP Page 

Number: 

116; 148-152; 2 of 4 
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AGENCY 

Answer: 

Yes. 

  

Question ID: 48 

Date 

Question 

Asked: 

8/18/2017 

Question: The proposal submission instruction in VII.Q states that the response to each 

section must be preceded by the section text of the RFP followed by the 

Contractor’s response. For the response to Appendix G, which is limited to 2 

pages per item, please confirm that only the RFP text in Appendix G must be 

placed in the proposal, followed by the response. That is, the text from the 

references noted in the first column of the table does not need to be included in 

the 2 page response. 

Section 

Number: 

VIII.Q; Appendix G 

RFP Page 

Number: 

114; 148-152 

AGENCY 

Answer: 

See Item II of Amendment I to RFP 2017-Dental-01 posted on 8/8/2017 in 

Medicaid’s website. 

  

  

Question ID: 49 

Date 

Question 

Asked: 

8/18/2017 

Question: Does Appendix A, Item 9 (which requires a detailed description of the plan to 

design, implement, monitor, address special situations related to a new DBM as 

outlined in the request for proposal regarding each element listed in the scope of 

work) correspond to the requirement in VI Corporate Background, item f 

(which requires description of resources and capability for completing the work 

necessary to implement the DBM including a chart outlining the proposed tasks 

needed to complete the implementation by the Readiness Assessment deadline, 

as well as outline follow-up and routine reporting deliverables and staff needed 

to complete the proposed tasks)? Or does Appendix A, 9 require a detailed 

discussion of each element listed in the Section II Scope of Work?   

Section 

Number: 

Appendix A, Item 9 

RFP Page 

Number: 

126 

AGENCY 

Answer: 

Appendix A, Item 9 only corresponds to Section II. Scope of Work.  Detailed 

description responses are required for requirement items listed in Appendix G: 

Scope of Work (Scored Items).  The other requirement items listed in Section II 

Scope of Work requires acknowledge and comply statements.  Medicaid 

accepts a blanket acknowledge and comply statement for all acknowledge and 

comply requirement items listed in Section II Scope of Work. 
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Question ID: 50 

Date 

Question 

Asked: 

8/18/2017 

Question: The first item in Appendix G references Section II.A.10 which instructs to 

submit a written statement stating the Contractor acknowledges and will comply 

with the requirements set forth in the entire RFP. However the prompt asks for 

a description of how the Contractor will deliver core dental benefits and 

services, except those in B.4.  Core dental benefits and services are described in 

II.B.3.  Should the Section # for the first item in Appendix G reference II.B.3 

and not II.A.10? 

Section 

Number: 

II.A.10; Appendix G, 1st item 

RFP Page 

Number: 

10; 148 

AGENCY 

Answer: 

See the correction in Amendment II. 

  

Question ID: 51 

Date 

Question 

Asked: 

8/18/2017 

Question: The second item in Appendix G references Section II.A.11 and the third item 

references II.A.12 - these sections do not appear in the RFP Section II Scope of 

Work. Please clarify the reference to II.A.11 and II.A.12. 

Section 

Number: 

Appendix G, 2nd and 3rd item 

RFP Page 

Number: 

149 

AGENCY 

Answer: 

See the correction in Amendment II. 

  

Question ID: 52 

Date 

Question 

Asked: 

8/18/2017 

Question: The 5th item in Appendix G references II.B.6 (Prohibited Services) but the 

topic is about expanded services.  Should the reference be to II.B.4 (Expanded 

Services) instead of II.B.6? 

Section 

Number: 

Appendix G, 5th item; II.B.6 

RFP Page 

Number: 

149; 13-14 

AGENCY 

Answer: 

See the correction in Amendment II. 
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Question ID: 53 

Date 

Question 

Asked: 

8/18/2017 

Question: Appendix G, 8th item references Scope of Work II.D.7, which does not appear 

in the RFP. Is the correct reference II.D.2.6 (Information Requirements)? 

Section 

Number: 

Appendix G, 8th item; II.D.7 

RFP Page 

Number: 

150 

AGENCY 

Answer: 

See the correction in Amendment II. 

  

Question ID: 54 

Date 

Question 

Asked: 

8/18/2017 

Question: Appendix G, 9th item references Scope of Work II.G.10 (Diaster Recovery) but 

the topic to respond to is about transferring dental records. Should the reference 

be to II.G.3? 

Section 

Number: 

Appendix G, 9th item; II.G.10 

RFP Page 

Number: 

150; 59 

AGENCY 

Answer: 

See the correction in Amendment II. 

  

Question ID: 55 

Date 

Question 

Asked: 

8/18/2017 

Question: Appendix G, 10th item references Scope of Work II.G.10 (Diaster Recovery) 

but the topic to respond to is about resolution of incomplete or inaccurate 

encounter claims reporting. Should the reference be to II.G.4? 

Section 

Number: 

Appendix G, 10th item; II.G.10 

RFP Page 

Number: 

150; 59 

AGENCY 

Answer: 

See the correction in Amendment II.  

  

Question ID: 56 

Date 

Question 

Asked: 

8/18/2017 
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Question: What is the anticipated Readiness Assessment deadline (e.g., X days prior to 

start of Operations)? 

Section 

Number: 

VI.f; II.A.5 

RFP Page 

Number: 

109, 9 

AGENCY 

Answer: 

Medicaid intends for the readiness assessment to be complete at least 45 days 

prior to the program go-live or until all outstanding issues are resolved and 

approved. 

  

  

Question ID: 57 

Date 

Question 

Asked: 

8/18/2017 

Question: "Section II.E.1.5 is entitled Compliance and Grievance Manager and is listed as 

a key position the Contractor must employ. However under II.E.1.5.1, only a 

Compliance Officer is discussed with duties that relate only to program 

integrity and fraud, waste and abuse. There is no discussion about any grievance 

responsibilities for the Compliance Officer. What are the expected duties of the 

Compliance and Grievance Manager? Is the Compliance Officer a separate 

position or another name for the same position? Is the Compliance and 

Grievance Manager supposed to be an employee of the Contractor? Please 

provide additional information on the two positions discussed in II.E.1.5 and 

II.E.1.5.1 and clarify whether they are the same or different positions. 

" 

Section 

Number: 

II.E.1.5; II.1.5.1; II.E.1.7.1 

RFP Page 

Number: 

44-45 

AGENCY 

Answer: 

The duties of the Compliance and Grievance Manager are stated in II.E.1.5.1. 

See Amendment II. The Compliance and Grievance Manager can be an 

employee of the Contractor.  

  

Question ID: 58 

Date 

Question 

Asked: 

8/18/2017 

Question: Please confirm the Compliance Officer can not be an employee of the 

Contractor. Also, please clarify whether the Contractor is supposed to contract 

with the Compliance Officer, or whether Medicaid will do that. 

Section 

Number: 

II.E.1.5; II.E.1.5.1 

RFP Page 

Number: 

44 
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AGENCY 

Answer: 

The Compliance and Grievance Manager can be an employee of the Contractor.  

  

Question ID: 59 

Date 

Question 

Asked: 

8/18/2017 

Question: This states the Contractor must Contractor must pay providers by EFT. Further 

in paragraph, is a statement referencing payment date of “check” or other form 

of payment. Please clarify if Contractor will only pay providers by EFT or if 

Contractor may issue payments by check or EFT. 

Section 

Number: 

II.C.16.4 

RFP Page 

Number: 

24 

AGENCY 

Answer: 

Yes, under normal circumstances, the vendor is not to accept any paper claim 

nor produce any paper checks or remittances. There could be exceptions in 

which a paper claim could be accepted. Medicaid will work with the winning 

bidder to ensure compliance with these exceptions. 

  

Question ID: 60 

Date 

Question 

Asked: 

8/18/2017 

Question: Should the reference in C.7.3. refer to the Core Specialists cited in RFP II.C.7.2 

(rather than II.C.9.2)? 

Section 

Number: 

II.C.7.3 

RFP Page 

Number: 

18 

AGENCY 

Answer: 

Yes, this is C.7.2. See Amendment II. 

  

Question ID: 61 

Date 

Question 

Asked: 

8/18/2017 

Question: Appendix G requires submission of a copy of the Contractor’s Quality 

Improvement Plan and Provider Incentive Plan if utilized. Given the overall 

page restrictions for Appendix G (including attachments) and the size of a 

Quality Improvement Plan and/or Provider Incentive Plan; would it be 

permissable to submit the Table of Contents rather than the entire plan? 

Section 

Number: 

Appendix G; II.M.2 

RFP Page 

Number: 

151 
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AGENCY 

Answer: 

No, this document will not be subject to the overall 100 page limit response to 

Appendix G. See Amendment II. 

  

Question ID: 62 

Date 

Question 

Asked: 

8/17/2017 

Question: "Please provide some background for the HIPF determination.   

 

Please see the IRS website link which states under the section ""Partial 

Exclusion for Certain Exempt Activities"" that non-profit organizations are 

liable for 50% of the HIPF tax, not 0%.  Additionally, based on historical tax 

rates and the law requiring a total HIPF tax collection to reach $14.3B by 2018, 

several actuarial consultants have determined a more appropriate estimate of the 

2018 tax to be 2.6% for for-profit organizations, rather than 1%." 

Section 

Number: 

Appendix C 

RFP Page 

Number: 

Appendix C 

AGENCY 

Answer: 

The rates will be developed to estimate the HIPF but will later be reconciled to 

the actual HIPF bill at a later date. 

  

The 1% amount included in the rates is based on our experience for stand-alone 

dental programs. In our experience, the 2.6% HIPF amount is more reflective of 

a MCO providing comprehensive benefits and not just dental services. The 

assumption will be reconciled once the IRS bill is known. 

  

Question ID: 63 

Date 

Question 

Asked: 

8/17/2017 

Question: Please provide a mapping of the CDT codes that are included in each of the 

COS listed on the 'Rating COS' tab of Appendix C. 

Section 

Number: 

Appendix C 

RFP Page 

Number: 

Appendix C 

AGENCY 

Answer: 

D0100 - D0999: Diagnostic 

D1000 - D1999: Preventative 

D2000 - D2999: Restorative 

D3000 - D3999: Endodontics 

D4000 - D4999: Periodontics 

D5000 - D5899: Prosthodontics, removable 

D5900 - D5999: Maxillofacial Prosthetics 

D6000 - D6199: Implant Services 

D6200 - D6999: Prosthodontics, fixed 
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D7000 - D7999: Oral & Maxillofacial Surgery 

D8000 - D8999: Orthodontics 

D9000 - D9999: Adjunctive General Services 

  

Question ID: 64 

Date 

Question 

Asked: 

8/18/2017 

Question: State premium tax is not accounted for in the pricing here.  Is this program 

exempt from Alabama premium tax regulation? 

Section 

Number: 

Appendix C 

RFP Page 

Number: 

Appendix C 

AGENCY 

Answer: 

Yes, this program is exempt from Alabama premium tax regulation. 
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RFP # 2017-Dental-01 

Dental Benefit Program Manager Request for Proposal 

Questions and Agency Answers 

Posted 8-15-2017 

  
Question ID: 1 
Date Question 
Asked: 

8/9/2017 

Question: Will the state please clarify the definition “subcontractor” and “provider.”  
They are sometimes used in the same reference in paragraph and want to 
ensure we define them appropriately. 

Section Number: General 

RFP Page 
Number: 

General 

AGENCY 
Answer: 

“Provider” is an oral health care provider enrolled with Medicaid and 
potential member of the DBM’s network. The contractor is the winning 
vendor responsible for the requirements of the RFP. Therefore a 
“subcontractor” is anyone contracted by the DBM to perform the 
responsibilities of the DBM. 

  
Question ID: 2 
Date Question 
Asked: 

8/9/2017 

Question: Optimus Review – What states were used as comparison for Alabama’s 
Optumas data? 
 

Section Number: General 
RFP Page 
Number: 

General 

AGENCY 
Answer: 

Optumas used a variety of states with Medicaid Dental Managed Care in 
reviewing potential non-medical costs for Alabama, including, but not 
limited to, Colorado, North Dakota, and Oregon. This is not intended to 
be an exhaustive list. 

  
Question ID: 3 
Date Question 
Asked: 

8/9/2017 

Question: Does dental director have to reside in the state?   
 
Does dental director have authority to delegate and oversee state license 
and non-licensed dentists, residing in or out of Alabama? 
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Section Number: II.E.1.2 
RFP Page 
Number: 

43-44 

AGENCY 
Answer: 

The Dental Director is not required to reside in the state, but must hold a 
valid license to practice in the State of Alabama and be present for 
meetings or other responsibilities of the RFP when the State requires.  
 
The Dental Director will not have the authority to oversee dentists, 
licensed or non-licensed.  Medicaid will retain the enrollment and 
credentialing of dentists and oral/maxillofacial surgeons. Licensing of 
dentists and oral surgeons is regulated by the Alabama Board of Dental 
Examiners and/or the Alabama Board of Medical Examiners. 

  
Question ID: 4 
Date Question 
Asked: 

8/9/2017 

Question: Were base year one and base year two blended together to come up with 
the $13.73 PMPM ($13.62 PMPM in year one and $13.85 PMPM in base 
year two)? 

Section Number: Appendix C 
RFP Page 
Number: 

142 

AGENCY 
Answer: 

After adjusting to the contract period reimbursement, completing the 
data, and trending the first base year 12 months, the two base years were 
blended together, with 75% of the weight on base year two, which 
resulted in the $13.73 PMPM in the RFP Appendix. 

  
Question ID: 5 
Date Question 
Asked: 

8/9/2017 

Question: And a second question was the 5% reduction for 3 months of base year 
one taken into account for 7.1.14 to 9.30.14? 

Section Number: Appendix C 
RFP Page 
Number: 

142 

AGENCY 
Answer: 

Claims that originated from Dentists during the period with a 5% 
reduction in fees to Dentists were repriced in the base data to replace the 
discounted rate. 

  
Question ID: 6 
Date Question 
Asked: 

8/9/2017 

Question: For the nine months of FY 2017 compared to the same nine months of FY 
2016, as it relates to the associated approximate $4M decrease, did the 
4% reduction in network equate to approximate 
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Section Number: General 
RFP Page 
Number: 

General 

AGENCY 
Answer: 

Medicaid requests a clarification of this question. Please resubmit this 
question by the deadline on Friday, August 15, 2018. However to the 
extent the question is regarding FY 2017 v.  FY 2017 summary 
information presented at the mandatory vendor conference, after 
normalizing for membership and applying the same adjustments 
presented regarding the base data, Optumas determined that the PMPMs 
for 7/1/16 - 6/30/17 are not materially different from the base data 
PMPMs in the appendix. The data over time is consistent with what 
would be considered normal utilization per thousand and unit cost trends. 
The differences presented for the FY17 time period during the 8/9/17 
vendor meeting were primarily driven by a decrease in enrollment and a 
need for the FY17 data to be completed for an incurred but not reported 
(IBNR) adjustment.  
 
Again, base data and bid rates in the RFP Appendix C should not be 
considered final for contract rates. Final contract rates will be actuarially 
sound and determined by the State and its actuaries after incorporating 
base data and vendor bids. 

  
Question ID: 7 
Date Question 
Asked: 

8/9/2017 

Question: For the sections of the Dental RFP below, does experience administering 
dental benefits for ALL Kids CHIP program in the state of Alabama 
suffice for experience requirements? 
 
II. Scope of Work 
A.8. Have at least five (5) years of experience providing dental services 
to state Medicaid programs as a PAHP or dental managed care company 
 
VI.  Corporate Background and References 
b. 7. A list of all Medicaid agencies or other entities for which the 
Contractor currently performs similar work.  
d. Have proven experience performing DBM work for Medicaid 
programs and have been in business a minimum of 5 years. 

Section Number: II.A.8; VI.b.7; VI.d 
RFP Page 
Number: 

10; 109 

AGENCY 
Answer: 

Yes, Medicaid intends to consider experience managing state CHIP 
programs toward the requirement in the above referenced sections. 

  
  
Question ID: 8 
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Date Question 
Asked: 

8/9/2017 

Question: General RFP – Start of operations; is it 4.1.2018? 
Section Number: General 
RFP Page 
Number: 

General 

AGENCY 
Answer: 

The current implementation date is scheduled for April 1, 2018. 
 
 

  
Question ID: 9 
Date Question 
Asked: 

8/9/2017 

Question: General RFP – Will the Agency consider an extension on the proposal 
due date? 

Section Number: General 
RFP Page 
Number: 

General 

AGENCY 
Answer: 

At this point the Agency is not anticipating a change in the schedule of 
events pertaining to this RFP.  
 

  
  

 



ALABAMA MEDICAID AGENCY 

NOTIFICATION 

List Of Mandatory Contractors Meeting Attendees 

For the 2017-Dental-01 

 Dental Benefits Manager Request for Proposals (RFP) 

Meeting Date: August 9, 2017, 10:00 AM 

 

The following companies were represented in mandatory attendance 
and are therefore eligible to move to the next stage of the procurement 
process: 

 

1. AlaHealth 
2. Blue Cross and Blue Shield of Alabama 
3. DentaQuest 
4. Delta Dental 
5. Liberty Dental 
6. MCNA 
7. Scion Dental 
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Instructions:
Please complete the colored columns of the table below. The Base Year MMs and PMPM has been provided for you. 
Once each component is filled in, the final PMPM for each cohort will be calculated at the end of the table.
Additional comments can be made on the |Comments| tab.
The assumptions provided by the awarded vendor will be considered by the State and it's actuaries for the development of actual capitation rates.

Please select type of vendor.
For Profit

Medical Non-Medical

Trend2 Medical Savings3 Admin
Care Coord. And 
Care Mngmnt.

Profit/ R&C HIPF4 Other NML5 Combined

Annual % Adjusted PMPM Savings % Adjusted PMPM PMPM PMPM % of total % of total PMPM NML %
Child 0-1 932,241               0.73$                    0.73$                    0.73$                    1.5% 1.0% -$                      2.5% 0.75$                    

Child 2-5 1,527,318            13.44$                 13.44$                 13.44$                 1.5% 1.0% -$                      2.5% 13.79$                 

Child 6-18 4,409,855            16.66$                 16.66$                 16.66$                 1.5% 1.0% -$                      2.5% 17.09$                 
Child 19-20 93,391                 9.82$                    9.82$                    9.82$                    1.5% 1.0% -$                      2.5% 10.07$                 

Total 6,962,805            13.73$                 0.0% 13.73$                 0.0% 13.73$                 -$                      -$                      1.5% 1.0% -$                      2.5% 14.08$                 

1 Represents experience from July 1, 2014 - June 30, 2016 for the services and populations covered as discussed in this RFP. One year of trend was applied to July 1, 2014 - June 30, 2015 data.
2 Please input annual trend projections. Trend goes from Base Year 2 (July 1,2015 - June 30, 2016 ) to the contract period (April 1, 2018 - March 31, 2019).
3 A cost reduction assumption in the savings column should be input as negative. The rating categories of service by category of aid are provided in the next tab.
4 The selection of vendor type will calculate HIPF.
5 If there are other components needed for non-medical load, calculate combined PMPM for those components. Otherwise no input needed.

COA Base Year MMs Loaded PMPMBase PMPM1
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2.4_2017-Dental-01_Appendix_C_7-26-17.xlsx | Rating COS

Base Data

COA COS MMs Util/K Unit Cost PMPM

Child 0-1 Adjunctive General Services 932,241       4.3                42.67$         0.02$            

Child 0-1 Diagnostic 932,241       59.2              40.98$         0.20$            

Child 0-1 Endodontics 932,241       1.0                1,662.36$    0.13$            

Child 0-1 Oral & Maxillofacial Surgery 932,241       1.6                288.07$       0.04$            

Child 0-1 Periodontics 932,241       -                -$              -$              

Child 0-1 Preventative 932,241       82.3              15.55$         0.11$            

Child 0-1 Prosthodontics, fixed 932,241       -                -$              -$              
Child 0-1 Restorative 932,241       3.8                734.85$       0.23$            

Child 2-5 Adjunctive General Services 1,527,318    222.9            29.81$         0.55$            

Child 2-5 Diagnostic 1,527,318    291.3            118.26$       2.87$            

Child 2-5 Endodontics 1,527,318    13.4              1,305.78$    1.46$            

Child 2-5 Oral & Maxillofacial Surgery 1,527,318    17.8              279.73$       0.41$            

Child 2-5 Periodontics 1,527,318    -                -$              -$              

Child 2-5 Preventative 1,527,318    630.7            49.89$         2.62$            

Child 2-5 Prosthodontics, fixed 1,527,318    -                -$              -$              
Child 2-5 Restorative 1,527,318    88.8              746.76$       5.52$            

Child 6-18 Adjunctive General Services 4,409,855    233.3            56.18$         1.09$            

Child 6-18 Diagnostic 4,409,855    240.9            187.88$       3.77$            

Child 6-18 Endodontics 4,409,855    19.3              559.83$       0.90$            

Child 6-18 Oral & Maxillofacial Surgery 4,409,855    50.1              555.58$       2.32$            

Child 6-18 Periodontics 4,409,855    0.3                316.83$       0.01$            

Child 6-18 Preventative 4,409,855    739.1            60.78$         3.74$            

Child 6-18 Prosthodontics, fixed 4,409,855    -                -$              -$              
Child 6-18 Restorative 4,409,855    164.5            352.25$       4.83$            

Child 19-20 Adjunctive General Services 93,391         74.4              202.27$       1.25$            

Child 19-20 Diagnostic 93,391         173.5            89.79$         1.30$            

Child 19-20 Endodontics 93,391         20.4              798.22$       1.36$            

Child 19-20 Oral & Maxillofacial Surgery 93,391         35.8              614.46$       1.83$            

Child 19-20 Periodontics 93,391         0.8                281.26$       0.02$            

Child 19-20 Preventative 93,391         137.2            72.60$         0.83$            

Child 19-20 Prosthodontics, fixed 93,391         -                -$              -$              
Child 19-20 Restorative 93,391         96.9              399.44$       3.22$            

Total 6,962,805    1,221.8        134.88$       13.73$         
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Comments:


	2.4_2017-Dental-01_Decision_10-31-17
	2.4_2017-Dental-01_7-26-17
	RFP Number:  2017-Dental-01
	Alabama Medicaid Agency
	Montgomery, AL 36103-5624
	Section A.  RFP Checklist
	Section B. Schedule of Events
	I.  Introduction
	A. Background
	B. Purpose

	II. Scope of Work
	AS PART OF THE PROPOSAL, CONTRACTORS MUST ACKNOWLEDGE AND COMPLY WITH ALL REQUIREMENTS LISTED IN THE RFP.
	A. General DBM Requirements
	A.1 Meet federal definition of a PAHP, as defined in 42 CFR §438.2;
	A.2 Meet solvency standards as specified in 42 CFR §438.116;
	A.3 Develop a provider network with the capacity to enroll a minimum of 700,000 Medicaid members into the network;
	A.4 Comply with an approved 1915(b) waiver that governs this PAHP;
	A.5 Successfully complete the Medicaid’s Readiness Review prior to the start of operations;
	A.6 Maintain normal business hours of 8:00 a.m. to 5:00 p.m. CT Monday through Friday;
	A.7 Comply with all current state and federal statutes, regulations, and administrative procedures that are or become effective during the term of this Contract. Federal regulations governing contracts with PAHPs are specified in 42 CFR Part §438 and ...
	A.8 Have at least five (5) years of experience providing dental services to state Medicaid programs as a  PAHP or dental managed care company;
	A.9 Must coordinate and cooperate with the Alabama Medicaid Regional Care Organizations as applicable to ensure coordination of care and services for enrollees.
	A.10 Must submit a written statement stating the Contractor acknowledges and will comply with the requirements set forth in the entire RFP.  See also Appendix G.
	B. General Program Requirements
	B.1 Populations
	B.1.1 Mandatory Population
	Serve Medicaid recipients under the age of 21 who are also eligible for full Medicaid.
	B.1.2 Excluded Population
	Populations excluded from coverage under this RFP are:
	B.1.2.1 Recipients certified for full Medicaid coverage through Alabama Department of Human Resources;
	B.1.2.2 Recipients certified for full Medicaid coverage through Alabama Department of Youth Services;
	B.1.2.3 Eligibles 21 years of age and over;
	B.1.2.4 Tribal group(s) not opting for coverage under the DBM program;
	B.1.2.5 Eligibles that have Medicare as primary payee and Medicaid as secondary payee (dual eligibles); and
	B.1.2.6 Pregnant women under 21 with full Medicaid coverage.
	B.2 Primary Dental Provider
	B.2.1 The Contractor must offer each enrollee a choice of primary dental providers (PDPs).  Members who do not make a choice within twenty (20) calendar days from the date of enrollment, must be auto-assigned a PDP.
	B.2.2 When making PDP assignments, the Contractor must take into consideration the enrollee's last PDP (if the PDP is known and available in the Contractor's network), closest PDP to the enrollee's address, keeping children/adolescents within the same...
	B.2.3 The Contractor must permit enrollees to request to change PDPs at any time. If the enrollee request is not received by the Contractor’s established monthly cut-off date for system processing, the PDP change will be effective the first (1st) day ...
	B.2.4 The Contractor must assign all enrollees who are reinstated after a temporary loss of eligibility to the PDP who was treating them prior to loss of eligibility, unless the enrollee specifically requests another PDP, the PDP no longer participate...
	B.3 Core Dental Benefits and Services
	B.3.1 Diagnostic Services which include oral examinations, radiographs and oral/facial images, and diagnostic casts;
	B.3.2 Preventive Services which include prophylaxis, topical fluoride treatments, sealants, fixed space maintainers and re-cementation of space maintainers;
	B.3.3 Restorative Services which include amalgam restorations, composite restorations, stainless steel crowns; prefabricated resin crowns; pins, core build-ups, pre-fabricated posts and cores, fillings, resin-based composite restorations, and other re...
	B.3.4 Endodontic Services which include pulp capping, pulpotomy, endodontic therapy on primary and permanent teeth (including treatment plan, clinical procedures and follow-up care), and apexification;
	B.3.5 Periodontal Services which include, periodontal scaling and root planning, full mouth debridement, and periodontal maintenance procedures;
	B.3.6 Prosthodontics services which includes partial dentures, removable partial denture; pontic, and retainer crown;
	B.3.7 Oral and Maxillofacial Surgery services which include non-surgical extractions, surgical extractions, coronal remnants extractions, alveoloplasty, surgical incision,  removal of tumors, cysts, and neoplasms; treatment of fractures, reduction of ...
	B.3.8 All full benefit eligible Medicaid Enrollees under age twenty-one (21) may receive EPSDT benefit/services in accordance with Sections 1905(a) and 1905(r) of the Social Security Act. Included are services identified as a result of a comprehensive...
	B.3.8.1 Services exempted from this contract are:
	B.3.8.1.1 Orthodontia services provided by Alabama Department of Rehabilitation (Children’s Rehabilitation Service);
	B.3.8.1.2 Dental services to recipients 21 years and older;
	B.3.8.1.3 Hospital/outpatient facility fee and CPT anesthesia codes when dental services are performed in a hospital/outpatient setting (place of service 22);
	B.3.8.1.4 Services covered by the Alabama Medicaid Regional Care Organizations; and
	B.3.8.1.5 Services performed that are non-covered but are determined medically necessary by Medicaid as a result of an EPSDT screening.
	o Providers must verify eligibility of these patients at every visit.
	B.4 Expanded Services
	B.4.1 As permitted under 42 CFR §438.3(e),the Contractor may offer expanded services and benefits to enrollees in addition to those core dental benefits and services specified in this RFP.
	B.4.2 These expanded services may include dental care services which are currently non-covered services by the Medicaid State Plan and/or which are in excess of the amount, duration, and scope in the Medicaid State Plan.
	B.4.3 These services/benefits must be specifically defined by the Contractor in regard to amount, duration and scope. Medicaid will not provide any additional reimbursement for these services/benefits. The Contractor must not seek reimbursement for th...
	B.4.4 The Contractor must provide Medicaid a description of the expanded services/benefits to be offered by the Contractor for approval during the Readiness Assessment Review. Additions or modifications to expanded services/benefits made during the co...
	B.5 Emergency Services
	B.5.1 The Contractor must provide emergency dental services in an office setting to eligible members for the treatment of any condition requiring immediate attention for the relief of pain, hemorrhage, acute infection, or traumatic injury to the teeth...
	B.5.1.1 Must not require prior authorization for emergency dental services and care;
	B.5.1.2 Must not indicate that emergencies are covered only if care is secured within a certain period of time;
	B.5.1.3 Must not use terms such as “life threatening” or “bona fide” to qualify the kind of emergency that is covered;
	B.5.1.4 Must not deny payment based on the member’s failure to notify the Contractor in advance or within a certain period of time after the care is given;
	B.5.1.5 Must cover Emergency Services regardless of whether the Provider that furnishes the services is in the Contractor’s Provider Network;
	B.5.1.6 Must pay Non-Participating Providers for Emergency Services no more than the amount that would have been paid if the service had been provided under the Medicaid Fee-for-Service program;
	B.5.1.7 Must not deny payment for treatment obtained when an Enrollee had an Emergency Medical Condition, including cases in which the absence of immediate medical attention would not have had the outcomes specified in 42 CFR § 438.114(a) of the defin...
	B.5.1.8 Must not deny payment for treatment obtained when a representative of the Contractor instructs the Enrollee to seek Emergency Services;
	B.5.1.9 Must not limit what constitutes an Emergency Medical Condition on the basis of lists of diagnoses or symptoms.
	B.6 Prohibited Services:
	B.6.1.1 Experimental procedures
	B.6.1.2 Elective cosmetic surgery or services
	C. Operation Requirements
	C.1 Third Party Liability
	C.1.1 The Contractor must comply with Section 1902(a)(25) of the Social Security Act, 42 USC § 1396a(a)(25) and any third party liability (TPL) procedures implemented by Medicaid. Medicaid will identify TPL insurance coverage and submit this informati...
	C.1.2 The Contractor must not deny or delay approval of otherwise covered treatment or services based upon TPL considerations. The Contractor may neither unreasonably delay payment nor deny payment of Claims unless the probable existence of TPL is est...
	C.2 Cost Avoidance Activities
	C.2.1 The Contractor must have primary responsibility for cost avoidance through the coordination of benefits (COB) relative to Federal and private health insurance-type resources including, but not limited to, private health insurance, ERISA plans an...
	C.3 Mandatory Pay and Chase
	C.3.1 The Contractor must comply with state and federal mandatory "pay and chase" requirements. Section 1902(a)(25)(E) and (F) of the Social Security Act require states to pay and later seek reimbursement from liable third parties: (1) for Prenatal an...
	C.4 Copayments
	C.4.1 Any cost sharing imposed on Medicaid members must be in accordance with 42 CFR §§447.50 through 447.57 and cannot exceed cost sharing amounts in the Medicaid State Plan. Alabama currently has no cost sharing requirements for any of Contractor’s ...
	C.5 Provider Network
	C.5.1 In all agreements with Providers, the Contractor must comply with the requirements specified in 42 CFR § 438.214.
	C.5.2 The Contractor must ensure that all Providers are eligible for participation in the Medicaid program. If a Provider was involuntarily terminated from the Medicaid program, other than for purposes of inactivity, that Provider is not considered an...
	C.5.3 The Contractor must not employ or contract with Providers excluded from participation in any Federal and/or State health care programs under either Sections 1128 or 1128A of the Social Security Act or any other exclusion authority. In accordance...
	C.5.4 No Provider agreement which the Contractor enters into with respect to performance under this Contract must in any way relieve the Contractor of any responsibility for the provision of services and duties under this RFP. The Contractor must assu...
	C.5.5 The Contractor and its Participating Providers must establish and implement procedures consistent with confidentiality requirements in accordance with this RFP.
	C.5.6 All Provider agreements and amendments must use the template provided by Medicaid and be approved in writing during the Contractor’s readiness assessment period or thereafter.  Provider agreements do not need to be submitted to Medicaid for revi...
	C.5.7 If the Contractor declines to include an individual or group of Providers in its Provider Network, the Contractor must give the affected Providers written notice of the reason for its decision within 14 business days.
	C.5.8 The Contractor must provide Medicaid notification when the Contractor receives information about a change in a Participating Provider’s circumstances that may affect the Provider’s eligibility to participate in the DBM Program, including the ter...
	C.5.9 All Participating Providers must be screened by and enrolled with Medicaid for participation in the Medicaid program. Subject to Section II.C.9 of this RFP, the Contractor may execute Provider agreements with potential Providers pending the outc...
	C.6 Network Adequacy
	C.6.1 The Contractor must maintain a network of appropriate Participating Providers that:
	C.6.1.1 Considers anticipated Medicaid enrollment in its service area in accordance with the State’s standards for access to care for all Enrollees, including those with limited English proficiency or physical or mental disabilities;
	C.6.1.2 Considers expected utilization of services, taking into account the characteristics and oral health care needs of specific Enrollees enrolled with the Contractor;
	C.6.1.3 Considers numbers and types of Providers required to furnish Covered Services;
	C.6.1.4 Considers number of network Providers who are not accepting new Enrollees;
	C.6.1.5 Considers geographic location of Providers and Enrollees;
	C.6.1.6 Is supported by written Provider agreements;
	C.6.1.7 Is sufficient to provide eligible Indian Enrollees timely access to Covered Services under this Contract from an Indian Health Care Provider (IHCP);
	C.6.1.8 Is sufficient to provide the delivery of services in a culturally competent manner to all Enrollees in accordance with 42 CFR § 438.206(c)(2); and
	C.6.1.9 Meets the requirements of 42 CFR § 438.68 and 42 CFR § 438.206, Alabama Medicaid Administrative Code and other applicable laws and regulations.
	C.6.2 The Contractor may contract with any willing provider to provide Covered Services in the Region if the Provider is willing to accept the payments and terms offered comparable Providers.  All Providers must meet licensing requirements set by law,...
	C.6.3 Access and Availability.  The Contractor must meet, and require its Participating Providers to meet, the following standards for timely access to care and services, taking into consideration the urgency of the need for such services:
	C.6.3.1 The Contractor must require its Participating Providers to offer hours of operation that are no less than the hours of operation offered to commercial enrollees or hours of operation that are comparable to Medicaid Fee-for-Service, if the Prov...
	C.6.3.2 Appointment Availability – For Dental Care
	C.6.3.2.1 Urgent Care: Within twenty-four (24) hours of presentation or request
	C.6.3.2.2 Routine Dental Care – PDP: Within thirty (30) calendar days of presentation or notification excluding legal holidays
	C.6.3.2.3 Routine Dental Care – Core Specialist: Within forty-five (45) calendar days of presentation or notification excluding legal holidays
	C.6.3.3 Office Wait Times
	C.6.3.3.1 Walk-In: Within two (2) hours, or schedule an appointment within the standards of appointment availability
	C.6.3.3.2 Previously Scheduled Appointment: Within one hour of appointment
	C.6.3.4 Access for Enrollees with Disabilities
	C.6.3.4.1 The Contractor must, and must require its Providers or Subcontractors, to comply with the requirements of the Americans with Disabilities Act (ADA).  In providing oral health care benefits, the Contractor must not directly or indirectly, thr...
	C.6.4 The Contractor must develop, implement and maintain policies and procedures and monitoring protocols for Medicaid’s approval to:
	C.6.4.1 Meet and require its Participating Providers to comply with the timely access to care and services requirements under this Contract;
	C.6.4.2 Monitor Participating Providers regularly to determine compliance with this Contract; and
	C.6.4.3 Take corrective action if there is a failure to comply with this Contract.
	C.7 Required Providers
	C.7.1 The Contractor must develop, implement and maintain policies and procedures and monitoring protocols for Medicaid’s approval to enroll:
	C.7.1.1 Primary Dental Providers:
	C.7.1.1.1 Dentist
	C.7.1.1.2 Pediatric Dentist
	C.7.1.1.3 Federally Qualified Health Center (FQHC)
	C.7.1.1.4 Rural Health Clinic (RHC)
	C.7.2 Core Specialists:
	C.7.2.1 Maxillofacial or Oral Surgeon
	C.7.3 Non-Core Specialists: those Providers not listed in Section II.C.9.2 of this Contract, in adequate numbers needed to appropriately service the Contractor’s Enrollees and provide care delivery for all of the services and benefits covered under th...
	C.8 Geographic Access Standards
	C.8.1 The Contractor must comply with geographic access standards set by Medicaid and described in this RFP.
	C.8.2 The Contractor must maintain a Provider Network that is sufficient in number, mix and geographic distribution to meet the needs of the anticipated number of Enrollees in the Region.  The minimum network criteria are as follows (next page):
	C.8.3 If the Contractor is unable to enroll a sufficient number of Providers located within an area to meet the geographic access standards, or is unable to enroll a sufficient number of Providers within a Provider type or specialty, the Contractor ma...
	C.8.4 If the Contractor cannot demonstrate sufficient Provider capacity through its geographic access reporting and other network reporting, Medicaid may impose corrective actions to assure Enrollees have appropriate access to services.
	C.8.5 Medicaid, in its sole discretion, may grant the Contractor an exception of any Provider-specific network standard.
	C.8.5.1 The Contractor may request for an exception to a Provider-specific network standard which must be in writing and include, at a minimum:
	C.8.5.1.1 Description of the current Provider-specific network standard;
	C.8.5.1.2 The exception the Contractor is requesting;
	C.8.5.1.3 Steps taken by the Contractor to comply with requirement before requesting the exception;
	C.8.5.1.4 Description of the Contractor’s plan to become compliant with the Provider-specific network standard by the expiration of the exception, if granted; and
	C.8.5.1.5 Description of the Contractor’s plan to adequately provide Covered Services if exception is granted.
	C.8.6 In addition to the information provided by the Contractor and other relevant factors, Medicaid shall, at a minimum, take into consideration the number of Providers in the specialty practicing in the Contractor’s Region in evaluating a request fr...
	C.8.7 If Medicaid grants an exception, the Contractor must submit quarterly reports to Medicaid detailing Enrollee access to the Provider type subject to the exception.
	C.8.8 Any exception issued in accordance with this subsection will expire after one year, which may be renewed upon the Contractor’s request and in Medicaid’s sole discretion.
	C.8.9 An exception may be revoked earlier if Medicaid determines, in its sole discretion, that the continuance of the exception is to the detriment of the Enrollees or the circumstances at the time the exception was granted materially change.
	C.9 Out-of-Network Services
	C.9.1 If the Contractor's Provider Network is unable to provide Covered Services to a particular Enrollee, the Contractor must adequately and timely cover these services out-of-network for the Enrollee, for as long as the Contractor is unable to provi...
	C.9.2 The Contractor must coordinate with non-Participating Providers with respect to payment.  The Contractor must ensure that the cost to the Enrollee is no greater than it would be if the services were furnished within the Provider Network.
	C.9.3 The Contractor must allow Indian Enrollees to obtain Covered Services from Out of Network IHCPs from whom the Enrollee is otherwise eligible to receive such services.
	C.10 Provider Network Reporting and Monitoring
	C.10.1 The Contractor must submit documentation to Medicaid, in a format specified by Medicaid, to demonstrate that it complies with the following requirements:
	C.10.1.1 Offers an appropriate range of preventive, and specialty services that is adequate for the anticipated number of Enrollees for the Region; and
	C.10.1.2 Maintains a network of Providers that is sufficient in number, mix, and geographic distribution to meet the needs of the anticipated number of Enrollees in the Region.
	C.10.2 The Contractor must submit the documentation as specified by Medicaid, but no less frequently than the following:
	C.10.2.1 At the time it enters into this Contract;
	C.10.2.2 On an annual basis; and
	C.10.2.3 At any time there has been a significant change in the Contractor's operations that would affect the adequacy of capacity and services, including:
	C.10.2.3.1 Changes in the Contractor's services, benefits, geographic service area, composition of or payments to its Provider Network; or
	C.10.2.3.2 Enrollment of a new population in the Contractor.
	C.11 Out-of-State Providers
	C.11.1 Dental care and services provided outside the State of Alabama for Enrollees are Covered Services if and only if such services are covered when rendered in-state and are Medically Necessary.  Out-of-State Providers must follow the enrollment pr...
	C.12 Provider Terminations or Losses
	C.12.1 If the Contractor experiences a material change to its Provider Network or is affected by other factors which have, in the sole discretion of Medicaid, a significant impact on access in the Network and which may result in transferring a substan...
	C.12.1.1 For the purposes of this subsection, the following changes are considered to have a significant impact on access in the Region:
	C.12.1.1.1 A loss of PDPs that affects compliance with PDP geographic access standards;
	C.12.1.1.2 A loss of all Participating Providers in a specific specialty where another Participating Provider in that specialty is not available within the geographic access standards;
	C.12.1.1.3 Other adverse changes to the composition of the network, which impair or deny the Enrollee's adequate access to care.
	C.12.1.2 If the Contractor must terminate a Participating Provider due to circumstances that would compromise Enrollee care, the required notice to Medicaid may be shortened with the prior written approval of Medicaid.
	C.12.1.3 If a Participating Provider terminates its Participating Provider agreement with the Contractor or if the Contractor is affected by circumstances beyond the Contractor’s control and the Contractor cannot reasonably provide the required sixty ...
	C.12.1.3.1 Unless a Participating Provider is being terminated for cause, the Contractor must allow an Enrollee to continue, and must continue to pay the Provider for, ongoing care with the Participating Provider for up to sixty (60) calendar days fro...
	C.12.2 The Contractor must give written notice of termination of a contracted Provider, within fifteen (15) calendar days after receipt or issuance of the termination notice, to each Enrollee who received his or her primary dental care from, or was se...
	C.13 Credentialing
	C.13.1 Medicaid or its designee is responsible for credentialing and re-credentialing Medicaid Providers.  Medicaid or its designee will provide to the Contractor a monthly file that includes Providers that are fully credentialed by Medicaid and chang...
	C.13.2 The Contractor must develop, implement and maintain written policies and procedures for selection and retention of Providers following Medicaid's policy for credentialing and re-credentialing found in the Alabama Medicaid Administrative Code an...
	C.14 Provider Non-Discrimination
	C.14.1 In accordance with 42 CFR § 438.12 and § 438.214, the Contractor may not discriminate with respect to the participation, reimbursement or indemnification of any Provider who is acting within the scope of his or her license or certification unde...
	C.14.2 The Contractor’s Provider selection and retention policies and procedures must not discriminate against particular Providers that serve high-risk populations or specialize in conditions that require costly treatment.
	C.14.3  The Contractor is not precluded from establishing measures that are designed to maintain quality of services and control costs and are consistent with its responsibilities to Enrollees, as long as they are approved according to Section II.M.7 ...
	C.15 PDP Panel Size
	C.15.1 The Contractor must provide Medicaid with reports on PDP panel size in accordance with the Reporting Manual.
	C.16 Payment
	C.16.1 The minimum Fee-for-Service reimbursement rates that a Contractor must pay providers for applicable Medicaid services provided to an Enrollee must be the prevailing Medicaid Fee-for-Service payment schedule, unless otherwise jointly agreed to b...
	C.16.1.1 Fee-for-Service Payments to FQHCs.  The Contractor must negotiate and pay FQHCs at rates no less than what the Contractor pays to other Participating Providers who provide comparable services in the Contractor’s Provider Network.
	C.16.1.2 Payments to IHCP.  In accordance with 42 CFR § 438.14(c), the Contractor must pay IHCP, whether participating in the Provider Network or not, for covered managed care services provided to Indian Enrollees who are eligible to receive services ...
	C.16.1.2.1 An IHCP enrolled in Medicaid as a FQHC but not as the Contractor’s Participating Provider must be paid an amount equal to the amount the Contractor pays to Contractor’s FQHC Participating Provider that is not an IHCP, including any suppleme...
	C.16.2 If the Contractor enters into a capitated arrangement with a participating provider, the Contractor must impose the same detailed encounter data reporting requirements as for those Providers paid by the Contractor on a fee-for-Service basis.
	C.16.3 Claims Payment Standards.  The Contractor must ensure that Claims are processed and payment systems comply with the Federal requirements set forth in 42 USC § 1396a(a)(37)(A), 42 CFR § 447.45 and 42 CFR § 447.46; and in accordance with Alabama ...
	C.16.3.1 The Contractor is subject to Sanctions if it does not process (pay or deny) Claims within the following timeframes:
	C.16.3.1.1 The Contractor must pay 90 percent (90%) of all Clean Claims from Providers for Covered Services within thirty (30) calendar days following receipt; and
	C.16.3.1.2 The Contractor must pay 99 percent (99%) of all Clean Claims from Providers for Covered Services within ninety (90) calendar days following receipt.
	C.16.3.2 Claims submitted by Providers under investigation for fraud, waste and/or Abuse are not subject to these timeframes.
	C.16.4 The Contractor must require Providers to submit Claims through electronic data interchange (EDI) that allows for automated processing and adjudication of Claims.  The Contractor must pay Providers via an electronic funds transfer (EFT) payment ...
	C.16.5 In accordance with § 27-1-17.1(b) of the Alabama Code, “If a covered health care provider requests payment under a health insurance plan from a health insurer or its contracted vendor or a regional care organization be made using Automated Clea...
	C.17 Provider Services Telephone Line
	C.17.1 The Contractor must operate a toll-free telephone line for Provider inquiries from 8 a.m. to 5 p.m. Central time Monday through Friday, except for Medicaid-approved holidays.  The Provider services telephone line must be staffed with personnel ...
	C.17.2 The Contractor must ensure that, after regular business hours, the Provider services telephone line is answered by an automated system with the capability to provide callers with operating hours and instructions on how to verify enrollment for ...
	C.17.3 The Contractor must ensure that the Provider services telephone line meets the following minimum performance requirements:
	C.17.3.1 A two (2) minute or less average hold time once the call is in the queue, prior to the call connecting to a representative;
	C.17.3.2 A ten percent (10%) or less abandonment rate after fifteen (15) seconds; and
	C.17.3.3 An answer rate of ninety percent (90%) or greater.
	C.17.4 The Contractor must conduct ongoing call quality assurance to ensure these minimum performance requirements are met.  The Contractor must monitor its performance regarding the Provider services telephone line performance requirements and submit...
	C.17.5 Failure to meet requirements for the Provider services telephone line may result in Sanctions.
	C.18 Provider Manual
	C.18.1 The Contractor must create a Provider Manual for its Participating Providers which must be approved by Medicaid prior to use and updating and which must be binding upon the Participating Providers and the Contractor.  The manual and any amendme...
	C.18.2 The Contractor must make the Provider Manual available on its website.
	C.18.3 The Contractor must communicate to its Participating Providers changes to the Provider Manual.  Such changes must be communicated no later than thirty (30) calendar days of effective date of change and can be electronically transmitted.  All ch...
	C.19 Provider Training
	C.19.1 The Contractor must provide training to all Participating Providers and their staff regarding the DBM Program and special needs of Enrollees within thirty (30) calendar days of a Provider joining the Contractor’s Provider Network.
	C.19.2 The Contractor must provide ongoing training to its Provider Network as deemed necessary by the Contractor or Medicaid.
	C.19.3 All Provider training materials must be submitted to Medicaid for approval prior to use and upon updating.
	C.20 Provider Incentive Plans
	C.20.1 If the Contractor elects to offer Provider Incentive Plans, the Contractor must submit the Provider Incentive Plan to Medicaid in advance for review and/or written approval prior to implementation.
	C.20.2 The Contractor’s Provider Incentive Plan must be in compliance with requirements set forth in 42 CFR § 422.208 and § 422.210:
	C.20.2.1 The Contractor may not make payment directly or indirectly under a Provider Incentive Plan to a Provider as an inducement to reduce or limit Medically Necessary services furnished to an Enrollee.
	C.20.2.2 The Contractor must report whether services not furnished by Provider are covered by incentive plan.  No further disclosure is required if Provider Incentive Plan does not cover services not furnished by Provider.
	C.20.2.3 The Contractor must report what types of incentive arrangement (e.g. withhold, bonus, capitation) will be used by the Contractor.
	C.20.2.4 The Contractor must report the percent of withhold or bonus (if applicable).
	C.20.2.5 The Contractor must report panel size, and if Enrollees are pooled, the approved method used to pool the Enrollees.
	C.20.2.6 Upon request, the Contractor must provide Medicaid proof the Provider has adequate stop-loss insurance coverage, including amount and type of stop-loss insurance protection to individual Providers and conduct annual Enrollee surveys of Enroll...
	C.20.2.7 The Contractor must provide information on its Provider Incentive Plan to any Medicaid Recipient upon request (this includes the right to adequate and timely information on a Physician Incentive Plan).
	C.20.2.8 The Contractor must disclose to Medicaid and, upon request, disclose to Enrollees, results of conducted Enrollee survey.
	C.20.2.9 The Contractor must disclose to Medicaid results of any conducted Provider survey.
	C.20.3 Failure to comply with the requirements for Provider Incentive Plans may result in sanctions.
	D. Enrollee Services
	D.1 Eligibility
	D.1.1 Medicaid is responsible for administering the Medicaid program including determining eligibility for Medicaid benefits and determining whether Medicaid recipients are mandated to enroll in the DBM Program.  Section II.A of this RFP illustrates t...
	D.1.2 The Contractor must not, on the basis of health status or need for health care services, discriminate against individuals eligible to enroll with the Contractor.  This includes but is not limited to, termination of enrollment or refusal to reenr...
	D.1.3 The Contractor must not discriminate against individuals eligible to enroll with the Contractor on the basis of any protected category listed in 42 CFR § 438.3(d) and must not use any policy or practice that has the effect of discriminating on t...
	D.2 Enrollment
	D.2.1 General
	D.2.1.1 Medicaid is responsible for developing an enrollment process consistent with the requirements of 42 CFR §§ 438.50(d), 438.52, 438.54 and all other applicable laws and regulations.  In accordance with this section, Medicaid will enroll individu...
	D.2.1.2 Prior period coverage.  Prior period coverage refers to the timeframe from the effective date of Medicaid eligibility to the day the Enrollee is enrolled with the Contractor. With the exception of newborns born to mothers eligible for DBM assi...
	D.2.1.3 Effective date of enrollment.  Enrollment with the Contractor, whether chosen by the Enrollee or the Enrollee is auto-assigned, will be effective at 12:00 a.m. Central time on the first (1st) calendar day of the next month for those Enrollees ...
	D.2.1.4 Lock-in period.  Once enrolled with the DBM, Enrollees may not disenroll with the DBM except for cause, described in Section II.D.2.4.8 of this RFP.
	D.2.1.5 Temporary loss of eligibility.  The DBM will automatically reenroll an Enrollee with the PDP with which he or she was most recently enrolled if the Enrollee has a temporary loss of eligibility during the lock-in period.  In this instance the l...
	D.2.2 Medicaid Management Information System (MMIS) Reporting
	D.2.2.1 Medicaid will provide the Contractor with the following reports, from the Alabama MMIS, for the Contractor to verify Enrollee eligibility and enrollment:
	D.2.2.1.1 Monthly File.  Medicaid or its designee will provide an American National Standards Institute (ANSI) X12 834 standard transaction monthly Enrollee file to the Contractor in accordance with Medicaid’s submission schedule.  The file will conta...
	D.2.2.1.2 Daily File.  Medicaid or its designee will provide to the Contractor an 834 daily Enrollee file that contains record(s) for each Enrollee where data for that Enrollee (contained in the 834 file layout) has changed that day.  The file will co...
	D.2.2.2 Alerts.  The Contractor must report to Medicaid on a weekly alert file:
	D.2.2.2.1 Death
	D.2.2.2.2 Changes in Enrollee mailing addresses
	D.2.2.3 To facilitate the Enrollee choice period, the Contractor must share the following information with Medicaid’s designated enrollment broker:
	D.2.2.3.1.1 Benefits covered
	D.2.2.3.1.2 Cost Sharing, if any
	D.2.2.3.1.3 Benefits available under the Alabama Medicaid State Plan but not covered under this RFP, including how and where the Enrollee may obtain those benefits, any Cost Sharing and how transportation is provided
	D.2.2.3.1.4 Counseling and referral services not covered under this RFP because of moral or religious objections
	D.2.2.3.2 Monthly and upon request:
	D.2.2.3.2.1 Names, locations, telephone numbers of, and non-English language spoken by current Participating Providers
	D.2.2.3.2.2 Identification of Providers, including PMPs, Specialists and hospitals that are not accepting new Enrollees
	D.2.3 Selection and Assignment of Primary Dental Provider
	D.2.3.1 The Contractor must ensure each Enrollee has the freedom to choose a PDP in the Contractor’s Provider Network within distance standards set forth in this Contract.
	D.2.3.1.1.1 At the Contractor's option, the letter may also inform the Enrollee of the PDP that the Contractor will assign to the Enrollee if the Enrollee does not select a PDP within thirty (30) calendar days of enrollment.  Such letter must include ...
	D.2.3.1.3.1 Enrollee’s geographic location;
	D.2.3.1.3.2 Enrollee’s previous PDP, if known;
	D.2.3.1.3.3 Other family members’ PDPs, if known;
	D.2.3.1.3.4 Special Health Care Needs, including pregnancy, if known; and
	D.2.3.1.3.5 Special language and cultural considerations, gathered by the Contractor at the time of enrollment.
	D.2.3.2 The Contractor must allow each Enrollee to change PDPs at any time, for any reason.  The request can be made in person, in writing or by telephone.  The Contractor must document each request and must process PDP changes within thirty (30) cale...
	D.2.3.3 Prior to the fifteenth (15th) day of each month, the Contractor must submit a listing of its Enrollees’ PDP assignment to Medicaid’s Fiscal Agent.
	D.2.3.4 The Contractor must allow any Indian Enrollee who is eligible to receive services from an Indian Health Care Provider (IHCP), to elect that IHCP as his or her PDP, if that IHCP participates in Contractor’s provider network as a PDP and has cap...
	D.2.3.5 The Contractor is allowed to change an Enrollee’s PDP assignment to another PDP within the Contractor’s provider network in the following circumstances:
	D.2.3.5.1 An Enrollee’s PDP ceases to be a participating provider;
	D.2.3.5.2 An Enrollee’s behavior toward the PDP is such that it is not feasible to safely or prudently provide medical care, and the PDP has made reasonable efforts to accommodate the Enrollee;
	D.2.3.5.3 An Enrollee has initiated legal action against the PDP;
	D.2.3.5.4 The PDP’s license to practice medicine or his or her agreement with the Contractor is suspended for any reason;
	D.2.3.5.5 The Enrollee requires specialized care for an acute or chronic condition and the Enrollee and Contractor agree that reassignment to a different PDP is in the Enrollee’s interest; or
	D.2.3.5.6 The Enrollee’s place of residence has changed such that he or she has moved beyond the PDP geographic access standard.
	D.2.3.6 The Contractor must give written notice of termination of a PDP, within fifteen (15) calendar days after receipt of the termination notice from the PDP or issuance of the termination notice to the PDP, to each Enrollee who received his or her ...
	D.2.4 Disenrollment
	D.2.4.1 Medicaid or its designee will process all Enrollee disenrollments consistent with 42 CFR § 438.56.  This includes disenrollment due to loss of Enrollee eligibility and all disenrollment requests from Enrollees and Contractor.
	D.2.4.2 Disenrollment due to loss of Enrollee eligibility for the DBM Program includes:
	D.2.4.2.1 Enrollee loses Medicaid eligibility
	D.2.4.2.2 Enrollee’s eligibility category changes to a category ineligible for the DBM Program (e.g., Enrollee becomes dually eligible for Medicare and Medicaid)
	D.2.4.2.3 Enrollee otherwise becomes ineligible to participate in the DBM Program
	D.2.4.2.4 Enrollee has become incarcerated
	D.2.4.2.5 Enrollee has died
	D.2.4.3 When disenrollment is necessary because an Enrollee loses Medicaid eligibility or loses eligibility for the DBM Program, disenrollment shall be effective at 11:59 p.m. Central time on the last calendar day of the month in which loss of eligibi...
	D.2.4.4 An Enrollee may request disenrollment upon automatic reenrollment under 42 CFR § 438.56(g), if the temporary loss of eligibility has caused the Enrollee to miss the annual open enrollment period.
	D.2.4.5 An Enrollee may disenroll for cause at any time.  The following constitute cause for disenrollment:
	D.2.4.5.1 The Contractor does not, because of moral or religious objections, cover the service the Enrollee seeks;
	D.2.4.5.2 The Enrollee needs related services to be performed at the same time, not all related services are available within the Provider Network, and the Enrollee’s PDP or another Provider determines that receiving the services separately would subj...
	D.2.4.5.3 Other reasons, including but not limited to, poor quality of care, lack of access to services covered under the Contract or lack of access to Providers experienced in dealing with the Enrollee's health care needs.
	D.2.4.6 An Enrollee may disenroll without cause if Medicaid imposes Sanctions on the Contractor, pursuant to Section II.O of this RFP.
	D.2.4.7 Enrollee requests for disenrollment may be submitted to Medicaid in a written format. The Contractor must provide assistance to Enrollees seeking to disenroll by providing information to Enrollees about how to contact Medicaid or its designee ...
	D.2.4.7.1.1 Reasons cited in the Enrollee’s request for disenrollment;
	D.2.4.7.1.2 Information provided by the Contractor at Medicaid’s request; and
	D.2.4.7.1.3 Any of the reasons specified in this RFP.
	D.2.4.7.2 Medicaid may require the Enrollee to file a Grievance with the Contractor before making a determination on the Enrollee’s disenrollment request. The Contractor’s Grievance decision must be completed in time to permit the disenrollment (if ap...
	D.2.4.7.3 The effective date of an approved disenrollment must be no later than the first business day of the second month following the month in which the Enrollee requests disenrollment. If Medicaid fails to make a determination within the specified...
	D.2.4.7.4 Medicaid shall issue a written determination on the Enrollee’s request to disenroll to the Enrollee and the Contractor. If Medicaid determines that there is not good cause for disenrollment, the written determination shall notify the Enrolle...
	D.2.4.8 Disenrollment Initiated by the Contractor:
	D.2.4.8.1 The Contractor must notify Medicaid upon identification of an Enrollee who it knows or believes meets the criteria for disenrollment pursuant to this section.
	D.2.4.8.2 The Contractor may request disenrollment of an Enrollee if the Enrollee’s utilization of services is fraudulent or abusive or if the Enrollee is disruptive, unruly, threatening or uncooperative to the extent that Enrollee’s continued enrollm...
	D.2.4.8.3 The Contractor must not request disenrollment of an Enrollee because of Enrollee’s:
	D.2.4.8.3.1 Changed health status;
	D.2.4.8.3.2 Missed appointments;
	D.2.4.8.3.3 Utilization of dental services;
	D.2.4.8.3.4 Diminished mental capacity;
	D.2.4.8.3.5 Pre-existing medical condition;
	D.2.4.8.3.6 Uncooperative or disruptive behavior resulting from the Enrollee’s special needs, except when the Enrollee’s continued enrollment with the Contractor seriously impairs the Contractor's ability to furnish services to either this particular ...
	D.2.4.8.3.7 Lack of compliance with the treating dentist’s plan of care; or
	D.2.4.8.3.8 Identification in any protected category listed in 42 CFR § 438.3(d)(4).
	D.2.4.8.4 The Contractor must not request disenrollment because of the Enrollee's attempt to exercise his or her rights under the Grievance and Appeal system, in accordance with Section II.L.3.7 of this RFP.
	D.2.4.8.5 The request of one PDP to have an Enrollee assigned to a different Provider must not be sufficient cause for the Contractor to request that the Enrollee be disenrolled from the Contractor.  Rather, the Contractor must utilize its PDP assignm...
	D.2.4.9 Enrollees must be provided written notice of their disenrollment rights at least sixty (60) calendar days before the start of each enrollment period.
	D.2.5 Enrollee Services Telephone Line
	D.2.5.1 The Contractor must operate a toll-free Enrollee services telephone line which must be fully staffed on business days between 8:00 a.m. and 7:00 p.m. Central time.  The Contractor must ensure that the telephone line staff is trained to respond...
	D.2.5.2 The Contractor must develop, implement and maintain policies and procedures, which must be submitted to Medicaid for prior written approval, for operating the toll-free Enrollee services telephone line, or equivalent, that include, but are not...
	D.2.5.3 The Contractor must develop, implement and monitor performance standards for the toll-free Enrollee services telephone line.  Such standards and monitoring activities must be submitted to Medicaid for approval.  At a minimum, the standards mus...
	D.2.5.3.1 A two (2) minute or less average hold time once the call is in the queue, prior to the call connecting to a representative
	D.2.5.3.2 A ten percent (10%) or less abandonment rate after fifteen (15) seconds
	D.2.5.3.3 An answer rate of ninety percent (90%) or greater
	D.2.5.4 The Contractor must conduct ongoing call quality assurance to ensure these minimum performance standards are met.  The Contractor must monitor its performance regarding the Enrollee services telephone line performance requirements and submit p...
	D.2.5.5 The toll-free Enrollee services telephone line must have the capability to handle calls from any language for non-English speaking Enrollees, as well as Enrollees with communications impairment, including the use of translators, auxiliary aids...
	D.2.5.6 The Contractor must have an automated system available every business day between the hours of 7:00 p.m. and 8:00 a.m. Central time and during weekends and legal holidays.  The automated system must include a voice mailbox for callers to leave...
	D.2.5.6.1 What Constitutes an emergency dental condition and emergency services
	D.2.5.6.2 The fact that prior authorization is not required for emergency services
	D.2.5.6.3 The fact that the Enrollee has a right to use any hospital or other setting for emergency care.
	D.2.5.7 Noncompliance with requirements for the Enrollee services telephone line may result in sanctions.
	D.2.6 Information Requirements
	D.2.6.1 The Contractor must develop, implement and maintain policies, procedures and forms designed to clearly and thoroughly explain, in a manner and format that may be easily understood and is readily accessible, the process to enroll and disenroll ...
	D.2.6.2 The Prevalent Non-English Languages shall be defined as, at a minimum, the top fifteen (15) languages spoken in the State by individuals with LEP.
	D.2.6.3 The Contractor must provide information to potential Enrollees and Enrollees in accordance with 42 CFR § 438.10, Alabama Medicaid Administrative Code, Section 1557 of the Affordable Care Act, and any other applicable laws, which are incorporat...
	D.2.6.4 The Contractor must inform potential Enrollees and Enrollees that interpretation service is available for any language and written translation is available in each prevalent Non-English Language.  The Contractor must provide, free of charge, i...
	D.2.6.5 The Contractor must make all written material referenced in this Contract and including at a minimum, provider directories, Enrollee handbooks, Appeal and Grievance Notices and Denial and Termination Notices available to potential Enrollees an...
	D.2.6.6 Upon request by and at no charge to Enrollees, the Contractor must make all written material available in alternative formats and in an appropriate manner that takes into consideration the special needs of those who, for example, are visually ...
	D.2.6.7 The Contractor must use specific dental managed care terminology required in this RFP and as set forth in 42 CFR § 438.10(c)(4)(i), as well as model Enrollee handbooks and Enrollee notices.
	D.2.6.8 The Contractor must give each Enrollee notice of any significant change, as determined by the State, in the written material and the information required by this subsection and by 42 CFR § 438.10, at least thirty (30) calendar days before the ...
	D.2.6.9 The Contractor may not directly market to individual Medicaid recipients or potential Enrollees, except as specified in this section, and must adhere to the requirements specified by 42 CFR §§ 438.10 and 438.104.  The Contractor is prohibited ...
	D.2.6.9.1 Potential Enrollees must enroll with the Contractor in order to obtain benefits or in order not to lose benefits; or
	D.2.6.9.2 Contractor is endorsed by CMS, the Federal or State government or similar entity
	D.2.6.10 When distributing approved marketing materials, the Contractor must distribute the materials throughout the entire state.
	D.2.6.11 The Contractor’s marketing activities and materials must not seek to influence enrollment in conjunction with the sale or offering of any private insurance.
	D.2.6.12 The Contractor may only conduct marketing activities in health care settings in common areas, such as cafeterias, recreational rooms or conference rooms.  The Contractor may not conduct marketing activities in areas where Enrollees primarily ...
	D.2.6.12.1 Waiting rooms;
	D.2.6.12.2 Exam rooms;
	D.2.6.12.3 Hospital patient rooms;
	D.2.6.13 Sanctions in accordance with Section II.O of this RFP may be imposed if information to Enrollees, Potential Enrollees or Providers is misrepresented or falsified.
	D.2.7 Medicaid Review and Approval of Materials
	D.2.7.1 The Contractor must not change or distribute any materials, including content for the Enrollee portal of the Contractor website, to Enrollees or potential Enrollees without receiving prior written approval from Medicaid.
	D.2.7.2 Whenever possible, the Contractor must submit to Medicaid for approval all material intended to be provided to Enrollees at least forty-five (45) calendar days prior to intended use.  For urgent communications, Medicaid may provide an expedite...
	D.2.7.3 Medicaid shall have thirty (30) calendar days to review and/or approve, reject or request revision of materials from the Contractor.  Medicaid shall approve, reject or request revision of materials from the Contractor in writing.
	D.2.7.4 Medicaid may impose sanctions for distributing information to an Enrollee, potential Enrollee, or provider that contain false or materially misleading information or for distribution, either directly or indirectly through any agent or Subcontr...
	D.2.8 Enrollee Identification Card
	D.2.8.1 The Contractor must issue and mail to a new Enrollee an Enrollee identification card within fifteen (15) calendar days of notification of the Enrollee’s enrollment with the Contractor.  The Contractor agrees to implement an alternative method ...
	D.2.8.2 The Enrollee identification card shall contain at minimum the following elements:
	D.2.8.2.1 Enrollee name;
	D.2.8.2.2 Contractor identification number, if applicable; and
	D.2.8.2.3 Contractor’s toll-free Enrollee services telephone line phone number.
	D.2.8.3 Failure to meet these requirements for Enrollee identification card may result in sanctions.
	D.2.9 Enrollee Handbook
	D.2.9.1 The Contractor must provide each Enrollee an Enrollee handbook, within a reasonable time not to exceed fifteen (15) calendar days after receiving notice of enrollment, which includes a summary of benefits and coverages available to the Enrolle...
	D.2.9.2 The Enrollee handbook must include information that enables the Enrollee to understand how to effectively use the DBM Program including at a minimum the information set forth in 42 CFR § 438.10(g)(2).
	D.2.9.3 Information required by this section to be provided by the Contractor must be considered to have been properly provided if Contractor:
	D.2.9.3.1 Mails a printed copy to Enrollee’s mailing address or
	D.2.9.3.2 Provides the information by email after obtaining Enrollee’s written consent to do so.
	D.2.9.4 At least once per year, the Contractor must provide notice to its Enrollees that the Enrollee handbook is available upon request.
	D.2.9.5 The Contractor must use the checklist of requirements provided by Medicaid to develop its Enrollee handbook.
	D.2.9.6 All changes to the Enrollee handbook must be sent to Medicaid at least forty-five (45) calendar days prior to intended publication or dissemination to Enrollees. The Contractor must communicate to its Enrollees significant changes as defined b...
	D.2.9.7 Noncompliance with Enrollee handbook requirements may result in sanctions.
	D.2.10 Participating Provider Directory
	D.2.10.1 The Contractor must make available in paper form, upon request, and electronic form, the following information about its participating providers:
	D.2.10.1.1 The provider’s name as well as any group affiliation;
	D.2.10.1.2 The provider’s street address;
	D.2.10.1.3 The provider’s telephone numbers;
	D.2.10.1.4 The provider’s website URL as appropriate;
	D.2.10.1.5 The provider’s specialty, as appropriate;
	D.2.10.1.6 Whether the provider will accept new Enrollees;
	D.2.10.1.7 The provider’s cultural and linguistic capabilities as set forth in 42 CFR § 438.10(h)(1)(vii);
	D.2.10.1.8 Whether the providers office has accommodations for people with physical disabilities, including offices, exam rooms and equipment; and
	D.2.10.1.9 The participating provider directory must include the information required in Section II.C.18 of this RFP of each of the following provider types listed in Section II.C.7 of this RFP.
	D.2.10.1.10 The Contractor must submit a monthly update of the provider directory and all provider files to Medicaid’s Fiscal Agent.
	D.2.10.2 Information included in a paper participating provider directory must be updated at least monthly and electronic participating provider directories must be updated no later than thirty (30) calendar days after the Contractor receives updated ...
	D.2.10.3 Participating provider directories must be made available on the Contractor’s website as a portable document format (PDF) or in any other machine readable file and format approved by Medicaid.
	D.2.10.4 The Contractor must provide new Enrollees the most current complete listing of participating providers, including updates to such listing.  If more than one new Enrollee resides at the same address, the Contractor may provide one listing per ...
	D.2.10.5 The Contractor must notify Enrollees of updates to its participating provider directory in writing at least annually by one of the following methods:
	D.2.10.5.1 Hardcopy updates;
	D.2.10.5.2 Hardcopy new complete directories; or
	D.2.10.5.3 Provide written notification that a new complete directory is available and will be provided upon request either in hardcopy or electronically if the Contractor has the capability of providing such data in an electronic format and the data ...
	D.2.10.6 The foregoing information contained in the participating provider directory must be made available on the Contractor’s website.  Such information must be updated on a regular basis, but no less frequently than once every week.
	D.2.10.7 Failure to meet requirements for the participating provider directory may result in sanctions.
	D.2.11 Enrollee Incentives
	D.2.11.1 The Contractor may provide an incentive program to its Enrollees based on health/educational activities or for compliance with health related recommendations, including, but not limited to:
	D.2.11.1.1 Complete periodic dental exams and cleanings
	D.2.11.1.2 Sealants placed on covered teeth
	D.2.11.2 The incentive program may include, but is not limited to:
	D.2.11.2.1 Health related gift items
	D.2.11.2.2 Gift certificates in exchange for merchandise
	D.2.11.3 Cash or redeemable coupons with a cash value are prohibited.
	D.2.11.4 The Contractor’s incentive program, including related material for Enrollee use, must be proposed in writing and prior approved by Medicaid.
	D.2.11.5 The aggregate value of health-related gifts to an Enrollee must not exceed $75 per Enrollee per calendar year.
	E. Key Personnel
	E.1.1 Project Manager
	E.1.1.1 The Project Manager must have the authority to make all day-to-day management decisions for the Contractor. The Project Manager must have the authority to establish, implement and maintain employment and administrative policies and procedures ...
	E.1.1.2 The Project Manager must be authorized and empowered to represent the Contractor regarding all matters pertaining to the Contract prior to such representation. The Project Manager must act as liaison between the Contractor and Medicaid and mus...
	E.1.1.2.1 Ensuring the Contractor’s compliance with the terms of the Contract, including securing and coordinating resources necessary for such compliance;
	E.1.1.2.2 Receiving and responding to all inquiries and requests made by Medicaid related to the Contract, in the timeframes and formats specified by Medicaid. Where practicable, Medicaid will consult with the Contractor to establish timeframes and fo...
	E.1.1.2.3 Attending and participating in regular meetings or conference calls with Medicaid;
	E.1.1.2.4 Making best efforts to promptly resolve any issues identified either by the Contractor or Medicaid that may arise and are related to the Contract;
	E.1.1.2.5 Meeting with Medicaid representative(s) on a periodic or as needed basis to review the Contractor’s performance and resolve issues;
	E.1.1.2.6 Meeting with Medicaid at the time and place requested by Medicaid, if Medicaid determines that the Contractor is not in compliance with the requirements of the Contract.
	E.1.2 Dental Director
	E.1.2.1 The Contractor must have a qualified individual to serve as the Dental Director for the Contractor.
	E.1.2.2 The Dental Director must be currently licensed in Alabama as a Doctor of Dentistry (“dentist,”) with no restrictions or other licensure limitations. The Dental Director must comply with applicable federal and state statutes and regulations.
	E.1.2.3 The Dental Director must be available during normal business hours for Utilization Review decisions, and must be authorized and empowered to represent the Dental Contractor regarding clinical issues, Utilization Review and quality of care inqu...
	E.1.2.3.1 The Dental Director is the only one authorized to deny prior authorizations.
	E.1.3 Enrollee & Provider Services Manager
	E.1.3.1 This employee must be available to serve the recipients and the providers with any need including enrollment, claims filing, education and outreach, etc.
	E.1.4 Business Process Manager
	E.1.4.1 This employee must be available to oversee claims adjudication, prior authorization process, information transferred between Medicaid and the Contractor, trained and experienced in data processing, data reporting and Claims resolution to ensur...
	E.1.4.2 This employee must be available to oversee claims adjudication, prior authorization process, information transferred between Medicaid and the Contractor, trained and experienced in data processing, data reporting and Claims resolution to ensur...
	E.1.5 Compliance and Grievance Manager
	E.1.5.1 The Compliance Officer is responsible for ensuring that the Contractor and its Subcontractors are in compliance with the Contract, all applicable Federal and State laws and regulations, that adequate policies, procedures, internal controls and...
	E.1.6 Quality Assurance Manager
	E.1.6.1 The Quality Assurance Manager is responsible for managing and implementing the quality management and quality improvement programs for the Contractor as required in this RFP. Oversees quality assurance and compliance functions to ensures progr...
	E.1.7 Other Key Personnel
	E.1.7.1 Contractor must maintain sufficient staffing levels to meet program requirements and maintain the capability to ensure services outlined in this RFP and the Contract will be performed. Contractor must designate key management and technical per...
	F. Reporting
	F.1 General Requirements
	F.1.1 The Contractor must comply with all the reporting requirements established by this RFP as per 42 CFR 438.242(a) and (b), the Contractor must maintain a health information system that collects, analyzes, integrates and reports data that complies ...
	F.1.2 In the event that there are no instances in the above section to report, the Contractor must submit a report stating such.
	F.1.3 As required by 42 CFR 438.604(a) and (b), and 42 CFR 438.606, the Contractor must certify all submitted data, documents and reports. The data that must be certified include, but are not limited to, financial reports, encounter data, and other in...
	F.1.4 The  Contractor  must  submit  the  certification  concurrently  with  the  certified  data  and documents. Medicaid will identify specific data that requires certification.
	F.1.5 The data must be certified by one of the following:
	F.1.5.1 Contractor’s Project Manager; or
	F.1.5.2 An individual who has the delegated authority to sign for, and who reports directly to the CEO or CFO.
	F.2 Ad Hoc Reports
	F.2.1 The Contractor must prepare and submit any other reports as required and requested by Medicaid, any of Medicaid designees, and/or CMS, that is related to the Contractor's duties and obligations under this RFP. Information considered to be of a p...
	F.3 Ownership Disclosure
	F.3.1 Federal laws require full disclosure of ownership, management, and control of Medicaid MCOs (42 CFR 455.100-455.104). Form CMS 1513, Ownership and Control Interest Statement, must be submitted to Medicaid with the proposal; and then resubmitted ...
	F.3.2 Information Related to Business Transactions
	F.3.2.1 The Contractor must furnish to Medicaid or to HHS, information related to significant business transactions as set forth in 42 CFR 455.105. Failure to comply with this requirement may result in termination of this RFP.
	F.3.2.2 The Contractor must submit, within thirty-five (35) days of a request made by Medicaid, full and complete information about:
	F.3.2.2.1 The ownership of any subcontractor with whom the Contractor has had business transactions totaling more than $10,000 during the twelve (12) month period ending on the date of this request.
	F.3.2.2.2 Any significant business transactions between the Contractor and any wholly owned supplier or between the Contractor and any subcontractor, during the five (5) year period ending on the date of this request.
	F.3.2.3 For the purpose of this RFP, “significant business transactions” means any business transaction or series of transactions during any state fiscal year that exceed the $25,000 or five (five percent) percent of the Contractor’s total operating e...
	F.3.3 Report of Transactions with Parties in Interest
	F.3.3.1 The Contractor must report to Medicaid all “transactions” with a “party of interest” as such terms are defined in Section 1903(m)(4)(A) of the Social Security Act and SMM 2087.6(A-B), as required by Section 1903(m)(4)(A) of the Social Security...
	F.3.3.2 Definition of Party in Interest – As defined in 1318(b) of the Public Health Service Act, a party in interest is:
	F.3.3.2.1 Any director, officer, partner, or employee responsible for management or administration of a Contractor; any person who is directly or indirectly the beneficial owner of more than five percent of the equity of the Contractor; any person who...
	F.3.3.2.2 Any organization in which a person described in subsection “1” is director, officer, or partner; has directly or indirectly a beneficial interest of more than five percent of the equity of the Contractor; or has a mortgage, deed of trust, no...
	F.3.3.2.3 Any person directly or indirectly controlling, controlled by, or under common control with a Contractor; or
	F.3.3.2.4 Any spouse, child, or parent of an individual described in subsections 1, 2, or 3.
	F.3.4 Types of Transactions Which Must Be Disclosed – Business transactions which must be disclosed include:
	F.3.4.1 Any sale, exchange, or lease of any property between the Contractor and a party in interest;
	F.3.4.2 Any lending of money or other extension of credit between the Contractor and the party in interest; and
	F.3.4.3 Any furnishing for consideration of goods, services (including management services), or facilities between the Contractor and the party in interest. This does not include salaries paid to employees for services in the normal course of their em...
	F.3.5 The information that must be disclosed in the transactions listed in Section II.F.3.4 above between a Contractor and a party in interest include:
	F.3.5.1 The name of the party in interest for each transaction;
	F.3.5.2 A description of each transaction and the quantity or units involved;
	F.3.5.3 The accrued dollar value of each transaction during the fiscal year; and
	F.3.5.4 Justification of the reasonableness of each transaction.
	F.3.6 Medicaid may require that the information on business transactions be accompanied by a consolidated financial statement for the Contractor and the party in interest.
	F.3.7 If the Contractor has operated previously in the commercial or Medicare markets, information on business transactions for the entire year preceding the initial contract period must be disclosed. The business transactions that must be reported ar...
	F.3.8 If the contract is renewed or extended, the Contractor must disclose information on business transactions which occurred during the prior contract period.
	F.4 Encounter Data
	F.4.1 The Contractor must comply with the required format provided by Medicaid. Encounter data includes claims paid by the Contractor for services delivered to members through the Contractor during a specified reporting period. Medicaid collects and u...
	F.4.2 Medicaid may change the Encounter Data Transaction requirements with thirty (30) calendar days’ written notice to the Contractor. The Contractor must, upon notice from Medicaid, provide notice of changes to subcontractors
	F.5 Information on Persons Convicted of Crimes
	F.5.1 The Contractor must furnish Medicaid information related to any person convicted of a criminal offense under a program relating to Medicare (Title XVIII) and Medicaid (Title XIX) as set forth in 42 CFR 455.106. Failure to comply with this requir...
	F.6 Errors
	F.6.1 The Contractor agrees to prepare complete and accurate reports for submission to Medicaid. If after preparation and submission, a Contractor error is discovered either by the Contractor or Medicaid, the Contractor must correct the error(s) and s...
	F.6.1.1 For encounters - In accordance with the timeframes specified in the Sanctions Section of this RFP.
	F.6.1.2 For all reports – Fifteen (15) calendar days from the date of discovery by the Contractor or date of written notification by Medicaid (whichever is earlier). Medicaid may at its discretion extend the due date if an acceptable corrective action...
	F.6.2 Failure of the Contractor to respond within the above specified timeframes may result in a loss of any money due the Contractor and the assessment of monetary penalties as provided in Sanctions Section of this RFP.
	F.7 Report Submission Timeframes
	F.7.1 The Contractor must ensure that all required reports or files, as stated in this RFP, are submitted to Medicaid in a timely manner for review and approval. The Contractor’s failure to submit the reports or files as specified may result in the as...
	F.7.2 Unless otherwise specified, deadlines for submitting files and reports are as follows:
	F.7.2.1 Daily reports and files must be submitted within one (1) business day following the due date;
	F.7.2.2 Weekly reports and files must be submitted on the Wednesday following the reporting week;
	F.7.2.3 Monthly reports and files must be submitted within fifteen (15) calendar days of the end of each month;
	F.7.2.4 Quarterly reports and files must be submitted by April 30, July 30, October 30, and January 30, for the quarter immediately preceding the due date;
	F.7.2.5 Annual reports and files must be submitted on January 31 for the prior calendar year; and
	F.7.2.6 Ad Hoc reports must be submitted within three (3) business days from the agreed upon date of delivery.
	F.8 Transition and Turnover Plan
	F.8.1 Introduction
	F.8.1.1 Turnover is defined as those activities that the Contractor is required to perform upon termination of the Contract in situations in which the Contractor must transition contract operations to Medicaid or a third party. The turnover requiremen...
	F.8.2 General Turnover Requirements
	F.8.2.1 In the event the Contract is terminated for any reason, the Contractor must:
	F.8.2.1.1 Comply with all terms and conditions stipulated in the RFP, including continuation of core dental benefits and services under the RFP, until the termination effective date;
	F.8.2.1.2 Promptly supply all information necessary for the reimbursement of any outstanding claims; and
	F.8.2.1.3 Comply with direction provided by Medicaid to assist in the orderly transition of equipment, services, software, leases, etc. to Medicaid or a third party designated by Medicaid.
	F.9 Turnover Plan
	F.9.1 As a part of the Readiness Review, the Contractor must submit a Turnover Plan.  The Plan must address the turnover of records and information maintained by the Contractor relative to core dental benefits and services provided to Medicaid members...
	F.9.2 The Turnover Plan must address the possible turnover of the records and information maintained to either Medicaid or a third party designated by Medicaid. The Turnover Plan must be a comprehensive document detailing the proposed schedule, activi...
	F.9.3 As part of the Turnover Plan, the Contractor must provide Medicaid with copies of all relevant member and core dental benefits and services data, documentation, or other pertinent information necessary, as determined by Medicaid, for Medicaid or...
	F.10 Transfer of Data
	F.10.1 The Contractor must transfer all data regarding the provision of member core dental benefits and services to Medicaid or a third party, at the sole discretion of Medicaid and as directed by Medicaid. All transferred data must be compliant with ...
	F.10.2 All relevant data must be received and verified by Medicaid or the subsequent Contractor. If Medicaid determines that not all of the data regarding the provision of member core dental benefits and services to members was transferred to Medicaid...
	F.11 Post-Turnover Services
	F.11.1 Thirty (30) days following turnover of operations, the Contractor must provide Medicaid with a Turnover Results report documenting the completion and results of each step of the Turnover Plan. Turnover will not be considered complete until this...
	F.11.2 If the Contractor does not provide the required relevant data and reference tables, documentation, or other pertinent information necessary for Medicaid or the subsequent Contractor to assume the operational activities successfully, the Contrac...
	F.11.3 The Contractor must pay any and all additional costs incurred by Medicaid that are the result of the Contractor’s failure to provide the requested records, data or documentation within the time frames agreed to in the Turnover Plan.
	F.11.4 The Contractor must maintain all files and records related to members and providers for five years after the date of final payment under the Contract or until the resolution of all litigation, claims, financial management review or audit pertai...
	G. Technology Requirements
	G.1 General Requirements
	G.1.1 The Contractor’s solution must provide the functional capabilities as described in this RFP including collecting, analyzing, integrating, and reporting data. The various components of the system must, as determined by Medicaid, be sufficiently i...
	G.1.2 The Contractor agrees to comply with future changes in Federal and State law, Federal and State regulations and Medicaid requirements and procedures.
	G.1.3 The solution must maintain all Claims payment standards in accordance with this RFP and must be capable of processing changes daily to support proper Claims processing systems.
	G.2 Data Collection
	G.2.1 The solution must collect data on:
	G.2.1.1 Enrollee eligibility files;
	G.2.1.2 Prior Authorization approvals;
	G.2.1.3 Utilization of services;
	G.2.1.4 Denials, Grievances and Appeals;
	G.2.1.5 Enrollee characteristics (including race, primary language, gender and disability).
	G.2.2 Evaluation of these data should be a part of regular Contractor operations and both the data and the evaluation process are subject to Medicaid’s review and/or evaluation. The Contractor must be able to receive, update and maintain the Enrollee ...
	G.3 The Contractor must develop, implement and maintain adequate policies in regard to the timely transfer of Enrollee Dental Records to ensure continuity of care when Enrollees are treated by more than one dental Provider.
	G.4 Encounter Capture and Reporting
	G.4.1 The solution must capture and document all service-level Encounters between dental Providers and Enrollees, whether provided through a Fee-for-Service arrangement or through a capitated arrangement.
	G.4.2 The Contractor must submit Encounter data for all services rendered to Enrollees under this RFP, including Encounters where the Contractor determined no liability exists. The Contractor must submit Encounter data for all services rendered to Enr...
	G.4.3 The Contractor must submit Encounter records at least monthly and within sixty (60) calendar days following the end of the month in which the Contractor paid the Claims for services. The Contractor must submit all Enrollee Encounter data that Me...
	G.4.4 The Encounter records must be Enrollee and Provider specific, listing all required data elements for each service provided. If Encounter records are not of an acceptable quality, are incomplete, or are not submitted timely, the Contractor will n...
	G.4.5 Medicaid shall notify the Contractor, in writing, of the start date for submission of Encounters through its Fiscal Agent. Once the Contractor is notified by Medicaid of the date for initiating Encounter submissions (submission start date), the ...
	G.4.6 The Contractor must submit Encounter data in compliance with Medicaid’s then current Fee-for-Service billing rules.
	G.4.7 The Contractor must provide complete and accurate Encounter data to Medicaid. The Contractor must implement review procedures to validate Encounter data submitted by Providers for completeness, logic, and consistency.
	G.4.7.1 Completeness of Data -  Medicaid will use Encounter data completeness benchmarks to identify areas where Encounters are potentially underreported. These benchmarks will reflect the minimum acceptable number of Covered Services reported in the ...
	F.
	G.
	G.1
	G.2
	G.3
	G.4
	G.4.1
	G.4.2
	G.4.3
	G.4.4
	G.4.5
	G.4.6
	G.4.7
	G.4.7.1
	G.4.7.1.1 If the Contractor falls below completeness benchmarks for any managed care category of service/Encounter group combination, Medicaid will notify the Contractor that reporting deficiencies may have occurred for a specified service month. Medi...
	G.4.7.1.2 If the Contractor fails to meet a category of service/Encounter group monthly benchmark without providing an acceptable explanation as determined by Medicaid, the Contractor will be subject to a withhold of a portion of the Capitation Paymen...
	G.4.7.1.3 Medicaid will examine each service month against the Encounter data completeness benchmarks after six (6) months.
	G.4.7.2 Accuracy of Data -  For the first six (6) months of the Contract, the accuracy standard will be ninety-five percent (95%) of the records in the Contractor‘s Encounter batch submission must pass X12 EDI compliance edits and the Alabama MMIS thr...
	G.4.7.3 Encounter data submission accuracy and completeness is also measured by, but not limited to:
	G.4.7.2
	G.4.7.3
	G.4.7.3.1 An Encounter Acceptance Rate of ninety-eight percent (98%) (excluding Contractor-denied Encounters, duplicate Encounters, and other non-correctable denied Encounters determined at the sole discretion of Medicaid, and other Encounters at the ...
	G.4.7.3.2 A duplicate Encounter resubmission rate not greater than two percent (2%) each month;
	G.4.7.3.3 The achievement of completeness benchmarks for specified categories of service, as set forth in the Vendor Companion Guide.
	G.4.7.4 If the Contractor fails to meet a category of service/Encounter group monthly benchmark, as set forth in the Companion Guide, without providing an acceptable explanation as determined by Medicaid, the Contractor will be subject to corrective a...
	G.4.7.4
	G.4.7.4.1 The amount of the Sanction imposed in accordance with the above subsection will be calculated based on the total capitation payments made to the Contractor during the previous reporting month.
	G.4.7.4.2 The Sanction amount for failing to achieve a monthly benchmark must be dependent on the ratio of approved Encounters to the benchmark for that category of service/Encounter group combination as presented in the table below.
	G.4.7.4.1
	G.4.7.4.2
	G.4.7.4.2.1 Sanction Calculation by
	Encounters to Benchmark Ratio
	G.4.7.4.3 The Contractor will be informed each reporting month of the number of approved Encounters processed during the previous month, and the associated approved Encounter rate.
	G.4.7.4.4 If after ninety (90) calendar days from the date of notification, the Contractor’s approved Encounter rate is less than the rate defined in the table above, Medicaid will withhold an amount equal to one-quarter percent (.25%) of the total ca...
	G.4.7.4.5 If the Contractor submits incomplete or inaccurate Encounter data, it may be subject to Sanctions in accordance with Section II.O of this RFP.
	G.4.7.5 The approved Encounter rate will be recalculated monthly and the withheld amount may be released to the Contractor once the approved Encounter records have been corrected and resubmitted such that the approved rates falls below the stated appr...
	G.4.7.6 If after twelve (12) months from the date of notice in the initial reporting month, the Contractor fails to correct denied Encounters for the processing month to reflect an approved rate less than the stated approved rate above, the withheld f...
	G.4.7.7 The amount withheld from a Contractor for excessive denied Encounter records and failure to achieve a required completeness benchmark will not exceed a total of two percent (2%) of the capitation paid for the reporting month. This limit will b...
	G.4.8 Remittance Advice
	G.4.8.1 Remittance Advice File - Medicaid’s fiscal agent shall produce a HIPAA compliant Claims status report, 277CA Claims Acknowledgement, which itemizes all processed Encounter records. The Contractor must be responsible for accepting and processin...
	G.4.8.2 Reconciliation - The Contractor must be responsible for matching the Encounter records on the Claims Status report against the Contractor’s data file(s). The Contractor must correct any denied Encounter records and any other discrepancies note...
	G.4.9 The Contractor must submit an Encounter data certification and validation report form as found in an Exhibit  of this RFP with each Encounter data submission, as required by 42 CFR § 438.604.
	G.4.10 The Contractor must convert all information that enters its Claims systems via hard copy paper Claims or other proprietary formats to Encounter data to be submitted in the appropriate HIPAA compliant format.
	G.5 Electronic File Exchange
	G.5
	G.5.1 The solution must support receiving electronic Capitation Payment/remittance advice through the receipt of 835 and 820 files.
	G.5.2 When transmitting files to Medicaid, the fiscal agent or other entities involved in providing services to Enrollees, the Contractor must have a Secure File Transfer Protocol (SFTP) and Electronic Data Interchange (EDI) compatible with Medicaid, ...
	G.6 Accuracy
	G.6
	G.6.1 The Contractor must ensure that data received from Providers is correct and complete by verifying the accuracy and timeliness of reported data and screening the data for completeness, logic, and consistency, and collecting service information in...
	G.6.2 For all Encounter data submitted after the submission start date, if Medicaid or its fiscal agent notifies the Contractor of Encounters that do not comply with X12 Electronic Data Interchange (EDI) compliance edits or other Medicaid threshold an...
	G.6.3 The Contractor must ensure that its Subcontractors, if any, meet the same technical requirements as defined in this section. Medicaid will hold the Contractor responsible and may impose Sanctions for any errors, noncompliance or fraud, waste and...
	G.7 HIPAA Standards and Code Sets
	G.7
	G.7.1 The Contractor must satisfy all Health Insurance Portability and Accountability Act (HIPAA) requirements with respect to Protected Health Information (PHI).
	G.7.2 Regardless of whether the Contractor is considered a covered entity under HIPAA, the Contractor shall use the HIPAA Transaction and Code Sets, specifically the ANSI X12N 837D Transaction format as described in the Vendor Companion Guide, as the ...
	G.8 Network and Back-up Capabilities
	G.8
	G.8.1 The Contractor must maintain full and complete back-up copies of data and software in accordance with the following timelines: weekly back-ups, daily back-ups sufficient to cover eight (8) days, incremental daily back-ups sufficient to cover eig...
	G.8.2 The Contractor must maintain a back–up log to verify the back–ups were successfully run, and a back–up status report shall be provided to Medicaid upon request.
	G.8.3 The Contractor must store its back-up data in an off–site location approved by Medicaid. Upon the expiration of the Contract term or the termination date, all Medicaid related data must be returned to Medicaid. After Medicaid’s verification of t...
	G.9 Information Security and Access Management
	G.9
	G.9.1 The Contractor must operate in accordance with the policies and regulations set forth by the State of Alabama Office of Information Technology. This will ensure the system is protected by firewalls, antivirus protection, secure ID authentication...
	G.9.2 The Contractor must provide for physical and electronic security of all PHI generated or acquired by the Contractor in implementation of the Contract, in compliance with HIPAA. The Contractor must provide an information security plan for review ...
	G.9.3 To the extent any of the Contractor’s employees or subcontractors are required to provide services on site at any State facility, the Contractor may be required to provide and complete all necessary paperwork for security access to sign on at th...
	G.10 Disaster Recovery
	G.10
	G.10.1 The Contractor must execute all activities needed to recover and restore operation of information systems, data and software at an existing or alternate location under emergency conditions within seventy-two (72) hours of the identification or ...
	H. Contractor Payments
	H.1 The Contractor is due monthly capitation payments for each Enrollee from the first month the Contractor is authorized to provide covered services under this RFP to the effective date of disenrollment or termination of this Contract, whichever occu...
	H.2 The first total capitation payment due to the Contractor will be paid in two (2) installments. Payment of the first installment of twenty-five percent (25%) of the total capitation payment for such month will be made within the first eight (8) bus...
	H.3 If and each time the Contractor’s monthly capitation payment increases, or decreases by more than fifteen percent (15%) in the aggregate, Medicaid will have the right to recalculate the deferred installment in accordance with Section II.I.3 of thi...
	H.4 The Contractor shall receive a full month’s capitation payment for the month in which an Enrollee’s disenrollment occurs.
	H.5 The Parties acknowledge and accept that Medicaid has a right to recover capitation payments paid to the Contractor for enrollees listed on the monthly roster who are later determined ineligible for enrollment. In any event, Medicaid may only recov...
	H.6 In accordance with 42 CFR § 457.1201(o), the Contractor must include an attestation to the accuracy, completeness, and truthfulness of claims and payment data, under penalty of perjury.
	H.7 Contractor agrees to accept payment in full and must not seek additional payment from a member for any unpaid costs;
	H.8 The Contractor must agree to have written policies and procedures for receiving and processing payments and adjustments. Any charges or expenses imposed by financial institutions for transfers or related actions shall be borne by the Contractor;
	I. Medicaid Responsibilities
	Primary responsibility for administration of the Dental Benefit Program Manager will remain with the Alabama Medicaid Agency.  Medicaid agrees to the following responsibilities, as outlined in accordance with the Alabama Administrative Code and 1915 (...
	I.1 Contractor Reimbursement
	I.1.1 Medicaid shall make monthly capitated payments for each member enrolled with the Contractor. The capitation rate will be developed in accordance with 42 CFR 438.6. The projected capitated payment rate range is contained in Appendix C and are sub...
	I.2 Payment Adjustments
	I.2.1 In the event that an erroneous payment is made to the Contractor, Medicaid shall reconcile the error by adjusting the Contractor’s future monthly capitation payment.
	I.2.2 Retrospective adjustments to prior payments may occur when it is determined that a member’s aid category was changed. Payment adjustments may only be made when identified within twelve (12) months from the date of the member’s aid category chang...
	I.2.3 The Contractor must refund payments received from Medicaid for a deceased member effective the month of service after the month of death. Medicaid will recoup the payment as specified in the Systems Companion Guide.
	I.2.4 The entire monthly capitation payment must be paid following the month of birth and month of death. Payments must not be pro-rated to adjust for partial month eligibility as this has been factored into the actuarial rate setting.
	I.3 Rate Adjustments
	I.3.1 Medicaid’s actuaries will establish capitation rates, which must be reviewed and approved by CMS as actuarially sound, on a prospective basis by establishing base data, adjusting for retrospective and prospective programmatic changes, trend and ...
	I.3.2 Any adjusted rates must continue to be actuarially sound as determined by Medicaid’s actuarial contractor and will require an amendment to the Contract that is mutually agreed upon by both parties. Any alteration, variation, modification, or wai...
	I.3.3 Medicaid reserves the right to re-negotiate the PMPM rates:
	I.3.3.1 If the rate floor is removed;
	I.3.3.2 If a result of federal or state budget reductions or increases;
	I.3.3.3 If due to the inclusion or removal of a Medicaid covered dental service(s) not incorporated in the monthly capitation rates; or
	I.3.3.4 In order to comply with federal and/or state requirements.
	I.4 The Contractor must acknowledge that capitation rates will be evaluated by Medicaid on an annual basis. Any adjustment to capitation rates during the term of this Contract and in accordance with Section II.H of this RFP, shall be deemed incorporat...
	J. Sanctions
	J.1 Medicaid may impose the following intermediate sanctions for noncompliance with Contract performance standard(s).  This Contract, its Exhibits, and its Appendices are subject to such modifications as may be required by changes in Federal or State ...
	J.2 In addition to the above, in accordance with 42 CFR § 438.730 Medicaid may deny  payments to the Contractor as a Sanction if Medicaid  determines that the Contractor acts or fails to act as specified in 42 CFR § 438.700(b)(1) through (b)(6).
	J.3  Contractor will receive written notice from Medicaid upon a finding of failure to comply with contract requirements, which contains a description of the events that resulted in such a finding.  Contractor will be allowed to submit rebuttal inform...
	K. Fraud and Abuse
	K.1 General Requirements
	K.1.1 The Contractor must comply with all state and federal laws and regulations relating to fraud, abuse, and waste in the Medicaid and CHIP programs.
	K.1.2 The Contractor must meet with Medicaid and the Attorney General’s Medicaid Fraud Control Unit (MFCU), periodically, at Medicaid’s request, to discuss fraud, abuse, neglect and overpayment issues. For purposes of this section, the Contractor’s co...
	K.1.3 The Contractor must cooperate and assist the state and any state or federal agency charged with the duty of identifying, investigating, or prosecuting suspected fraud, abuse or waste. At any time during normal business hours any state or federal...
	K.1.4 The Contractor and its subcontractors must make all program and financial records and service delivery sites open to the representative or any designees of the above. Each federal and state agency must have timely and reasonable access and the r...
	K.1.5 Contractor’s employees and its contractors and their employees must cooperate fully and be available in person for interviews and consultation regarding grand jury proceedings, pre-trial conferences, hearings, trials, and in any other process.
	K.1.6 The Contractor must provide access to Medicaid and/or its designee to all information related to grievances and appeals filed by its members. Medicaid shall monitor enrollment and termination practices and ensure proper implementation of the Con...
	K.1.7 The Contractor must certify all statements, reports and claims, financial and otherwise, as true, accurate, and complete. The Contractor must not submit for payment purposes those claims, statements, or reports which it knows, or has reason to k...
	K.1.8 The Contractor must report to Medicaid, within three (3) business days, when it is discovered that any Contractor employees, network provider, subcontractor, or subcontractor’s employees have been excluded, suspended, or debarred from any state ...
	K.2 Fraud and Abuse Compliance Plan
	K.2.1 In accordance with 42 CFR §438.608(a), the Contractor must have a compliance program that includes administrative and management arrangements or procedures, including a mandatory Fraud and Abuse Compliance Plan designed to prevent, reduce, detec...
	K.2.2 In accordance with 42 CFR §438.608(a)(1), the Contractor must designate a compliance officer and compliance committee that have the responsibility and authority for carrying out the provisions of the compliance program. These individuals must be...
	K.2.3 The Contractor must submit the Fraud and Abuse Compliance Plan within thirty (30) calendar days from the date the Contract is signed with the Contractor, but no later than thirty (30) calendar days prior to the Readiness Review. The Contractor m...
	K.2.3.1 Written policies, procedures, and standards of conduct that articulate Contractor’s commitment to comply with all applicable federal and state standards;
	K.2.3.2 Effective lines of communication between the compliance officer and the Contractor’s employees, providers and contractors enforced through well-publicized disciplinary guidelines;
	K.2.3.3 Procedures for ongoing monitoring and auditing of Contractor systems, including, but not limited to, claims processing, billing and financial operations, enrollment functions, member services, continuous quality improvement activities, and pro...
	K.2.3.4 Provisions for the confidential reporting of plan violations, such as a hotline to report violations and a clearly designated individual, such as the compliance officer, to receive them. Several independent reporting paths must be created for ...
	K.2.3.5 Provisions for internal monitoring and auditing reported fraud, abuse, and waste in accordance with 42 CFR Part 438.608;
	K.2.3.6 Protections to ensure that no individual who reports compliance plan violations or suspected fraud and/or abuse is retaliated against by anyone who is employed by or contracts with the Contractor. The Contractor must ensure that the identity o...
	K.2.3.7 Provisions for a prompt response to detected offenses and for development of corrective action initiatives related to the Contract in accordance with 42 CFR Part 438.608(a)(1);
	K.2.3.8 Well-publicized disciplinary procedures that must apply to employees who violate the Contractor’s compliance program;
	K.2.3.9 Effective training and education for the compliance officer, managers, employees, providers and members to ensure that they know and understand the provisions of Contractor’s compliance plan;
	K.2.3.10 Procedures for timely consistent exchange of information and collaboration with the Alabama Medicaid Program Integrity Division; and
	K.2.3.11 Provisions that comply with 42 CFR §438.610 and all relevant state and federal laws, regulations, policies, procedures, and guidance (including CMS’ Guidelines for Constructing a Compliance Program for Medicaid Managed Care Organizations and ...
	K.3 Prohibited Affiliations
	K.3.1 In accordance with 42 CFR § 438.610 and 42 CFR § 457.935, the Contractor must not knowingly have a relationship of the type described in this section with the following:
	K.3.1.1 An individual who is debarred, suspended, or otherwise excluded from participating in procurement activities under the federal acquisition regulation or from participating in non- procurement activities under regulations issued under Executive...
	K.3.1.2 An individual or entity who is an affiliate, as defined in the Federal Acquisition Regulation at 48 CFR § 2.101, of a person described in this section.
	K.3.1.3 The Contractor must not have a relationship with an individual or entity that is excluded from participation in any Federal health care program under Sections 1128 or 1128A of the Social Security Act.
	K.3.1.4 The relationships described in this section are as follows:
	K.3.1.4.1 A director, officer or partner of the Contractor;
	K.3.1.4.2 A Subcontractor;
	K.3.1.4.3 A person with beneficial ownership of five percent (5%) or more of the Contractor's equity.
	K.3.1.4.4 A Participating Provider or person with an employment, consulting or other arrangement with the Contractor for the provision of items and services that are significant and material to the Contractor's obligations under this Contract.
	K.3.2 If Medicaid learns that Contractor has a prohibited relationship with a person or entity who is debarred, suspended, or excluded from participation in Federal healthcare programs, Medicaid:
	K.3.2.1 Must notify the Secretary of HHS of the noncompliance;
	K.3.2.2 May continue an existing agreement with the Contractor unless the Secretary of HHS directs otherwise; and
	K.3.2.3  May not renew or extend the existing Contract with the Contractor unless the Secretary of HHS provides to Medicaid and to Congress a written statement describing compelling reasons that exist for renewing or extending the Contract despite the...
	K.3.2.4 Nothing in this section must be construed to limit or otherwise affect any remedies available to the United States under Sections 1128, 1128A, or 1128B of the Social Security Act.
	K.3.3 The Contractor must disclose to CMS and Medicaid, and to Enrollees upon reasonable request, information on ownership and control, business transactions and persons convicted of crimes in accordance with 42 CFR Part 455, Subpart B. The Contractor...
	K.3.4 The Contractor must notify Medicaid within three (3) business days of the time it receives notice that action is being taken against the Contractor or any person defined above or under the provisions of Section 1128(a) or (b) of the Social Secur...
	K.3.5 The Contractor must disclose to Medicaid, any persons or corporations with an ownership or control interest in the Contractor that:
	K.3.5.1 Has direct, indirect, or combined direct/indirect ownership interest of five percent (5%) or more of the Contractor's equity
	K.3.5.2 Owns five percent (5%) or more of any mortgage, deed of trust, note, or other obligation secured by the Contractor if that interest equals at least five percent (5%) of the value of the Contractor’s assets
	K.3.5.3 Is an officer or director of a Contractor organized as a corporation
	K.3.5.4 Is a partner in a Contractor organized as a partnership
	K.3.6 In accordance with 42 CFR § 455.104(b), the Contractor must disclose the following to Medicaid:
	K.3.6.1 The name and address of any individual or corporation with an ownership or control interest in Contractor. The address for corporate entities must include an applicable primary business address, every business location, and P.O. Box address;
	K.3.6.2 Date of birth and Social Security Number (in the case of an individual);
	K.3.6.3 Other tax identification number (in the case of a corporation) with an ownership or control interest in Contractor or in any Subcontractor in which Contractor has a five percent (5%) or more interest;
	K.3.6.4 Whether the individual or corporation with an ownership or control interest in Contractor is related to another person with ownership or control interest in Contractor as a spouse, parent, child, or sibling; or whether the individual or corpor...
	K.3.6.5 The name of any other disclosing entity (or Medicaid’s Fiscal Agent or other managed care entity) in which an owner of Contractor has an ownership or control interest; and
	K.3.6.6 The name, address, date of birth, and Social Security Number of any managing employee of Contractor.
	K.3.7 In accordance with 42 CFR § 455.104(c), disclosures from Contractor are due at any of the following times:
	K.3.7.1 Upon the Contractor submitting a proposal in accordance with Medicaid’s procurement process;
	K.3.7.2 Upon execution, renewal, or extension of a Contract with Medicaid; or
	K.3.7.3 Within thirty-five (35) calendar days after any change in ownership of the Contractor.
	K.3.8 In accordance with 42 CFR § 455.104(d), all disclosures must be provided to Medicaid.
	K.3.9 In accordance with 42 CFR § 455.104(e), Federal financial participation (FFP) is not available in any amounts made to a Contractor that fails to disclose ownership or control information as required by said section. FFP is also not available for...
	K.3.9.1 The Contractor is controlled by a sanctioned individual;
	K.3.9.2 The Contractor has a contractual relationship that provides for the administration, management or provision of medical services, or the establishment of policies, or the provision of operational support for the administration, management or pr...
	K.3.9.3 The Contractor employs or contracts, directly or indirectly, for the furnishing of health care, utilization review, medical social work, or administrative services, with one of the following:
	K.3.9.3.1 Any individual or entity excluded from participation in Federal health care programs; or
	K.3.9.3.2 Any entity that would provide those services through an excluded individual or entity.
	K.3.10 The Contractor must maintain such disclosed information in a manner which can be periodically searched by the Contractor for exclusions and provided to Medicaid in accordance with this Contract and relevant Federal and State laws and regulation...
	K.4 Reporting
	K.4.1 In accordance with 42 CFR § 455.1(a)(1) and §455.17, the Contractor must be responsible for promptly reporting suspected fraud, abuse, waste and neglect information to the State Office and Alabama Attorney General Medicaid Fraud Control Unit (MF...
	K.4.2 The Contractor, through its compliance officer, must report all activities on a quarterly basis to Medicaid. If fraud, abuse, waste, neglect or overpayment issues are suspected, the Contractor compliance officer must report it to Medicaid immedi...
	K.4.2.1 Number of complaints of fraud, abuse, waste, neglect and overpayments made to the Contractor that warrant preliminary investigation;
	K.4.2.2 Number of complaints reported to the Compliance Officer; and
	K.4.2.3 For each complaint that warrants investigation, the Contractor must provide Medicaid, at a minimum, the following:
	K.4.2.3.1 Name and ID number of provider and member involved if available;
	K.4.2.3.2 Source of complaint;
	K.4.2.3.3 Type of provider;
	K.4.2.3.4 Nature of complaint;
	K.4.2.3.5 Approximate dollars involved if applicable; and
	K.4.2.3.6 Legal and administrative disposition of the case and any other information necessary to describe the activity regarding the complainant.
	K.5 Dental Records
	K.5.1 The Contractor must have a method to verify that services for which reimbursement was made, was provided to members. The Contractor must have policies and procedures to maintain, or require Contractor providers and contractors to maintain, an in...
	K.5.1.1 Accurate and legible;
	K.5.1.2 Safeguarded against loss, destruction, or unauthorized use and is maintained, in an organized fashion, for all members evaluated or treated, and is accessible for review and audit; and
	K.5.1.3 Readily available for review and provides dental and other clinical data required for Quality and Utilization Management review.
	K.5.2  In addition to any state regulatory requirements, the Contractor must ensure the dental record includes, minimally, the following:
	K.5.2.1 Member identifying information, including name, identification number, date of birth, sex and legal guardianship (if applicable);
	K.5.2.2 Primary language spoken by the member and any translation needs of the member;
	K.5.2.3 Services provided through the Contractor, date of service, service site, and name of service provider;
	K.5.2.4 Medical history, diagnoses, treatment prescribed, therapy prescribed and drugs administered or dispensed, beginning with, at a minimum, the first member visit with or by the Contractor;
	K.5.2.5 Referrals including follow-up and outcome of referrals;
	K.5.2.6 Documentation of emergency and/or after-hours encounters and follow-up;
	K.5.2.7 Signed and dated consent forms (as applicable);
	K.5.2.8 Documentation of advance directives, as appropriate; and
	K.5.2.9 Documentation of each visit, which must include:
	K.5.2.9.1 Date and begin and end times of service;
	K.5.2.9.2 Chief complaint or purpose of the visit;
	K.5.2.9.3 Diagnoses or dental impression;
	K.5.2.9.4 Objective findings;
	K.5.2.9.5 Patient assessment findings;
	K.5.2.9.6 Studies ordered and results of those studies (e.g. laboratory, x-ray, EKG);
	K.5.2.9.7 Medications prescribed;
	K.5.2.9.8 Health education provided;
	K.5.2.9.9 Name and credentials of the provider rendering services (e.g. DDS) and the signature or initials of the provider; and
	K.5.2.9.10 Initials of providers must be identified with correlating signatures.
	K.5.3 The Contractor must provide one (1) free copy per calendar year of any part of member’s record upon member’s request.
	K.5.4 All documentation and/or records maintained by the Contractor or any and all of its network providers must be maintained for at least six (6) years after the last good, service or supply has been provided to a member or an authorized agent of th...
	L. Grievances and Appeals
	L.1 General
	L.1.1 In accordance with 42 CFR § 438 Subpart F, the Contractor must establish and maintain a Grievance and Appeal system under which Enrollees, or Providers acting on their behalf, may file Grievances and Appeal Adverse Benefit Determinations. The Gr...
	L.1.2 In the event of any conflict or discrepancy between the provisions of this section and the hearing rules set forth in Alabama Medicaid Administrative Code Rules 560-X-3-.01 through 560-X-3-.07, this section shall control and the conflicting prov...
	L.1.3 An Aggrieved Party may request a Fair Hearing by filing a written request with the Medicaid Administrative Hearings Office within 60 calendar days of the date of the reconsideration denial notice by the selected Contractor.  The selected Contrac...
	L.2 Definitions
	L.2.1  For the purposes of this section only, the following terms have the following meanings when capitalized:
	 Enrollee - a Medicaid Recipient currently enrolled with a Contractor. When used in this section, the term Enrollee also includes a Provider or any other person authorized by the Enrollee in writing on Medicaid’s approved form to act on behalf of an ...
	 Grievance - an expression of dissatisfaction by an Enrollee about any matter other than an Adverse Benefit Determination as defined in this section. Grievances may include, but are not limited to, the quality of care or Covered Services provided, an...
	L.2.1.1 Adverse Benefit Determination:
	L.2.1.1.1 Denial or limited authorization of a requested service, including the determinations based on the type or level of service, requirements for Medical Necessity, appropriateness, setting, or effectiveness of a Covered Service;
	L.2.1.1.2 Reduction, suspension, or termination of a previously authorized Covered Service;
	L.2.1.1.3 Denial, in whole or in part, of payment for a Covered Service;
	L.2.1.1.4 Failure to cover or provide Covered Services in a timely manner, as specified in Section II.C.6.3;
	L.2.1.1.5 Failure of the Contractor to process and resolve Grievances, Appeals or Expedited Appeals within the required timeframes herein; or
	L.2.1.1.6 For an Enrollee that resides in a rural area, as determined by CMS, the denial of an Enrollee's request to obtain Covered Services outside the Provider Network in accordance with 42 CFR § 438.52(b)(2)(ii):
	L.2.1.1.6.1 From any other Provider (in terms of training, experience, and specialization) not available within the Provider Network.
	L.2.1.1.6.2 From a non-Network Provider who is the main source of a service to the Enrollee, as long as that Provider is given the same opportunity to become a Participating Provider as other similar Providers. If the Provider does not choose to join ...
	L.2.1.1.6.3 Because the Contractor or the only Provider available does not cover or provide the Covered Service due to moral or religious objections.
	L.2.1.1.6.4 Because the Enrollee's Provider determines that the Enrollee needs related Covered Services that would subject the Enrollee to unnecessary risk if received separately and not all related services are available within the Provider Network.
	L.2.1.1.6.5 Medicaid determines that other circumstances warrant out-of-network treatment.
	L.2.1.1.7 The denial of an Enrollee’s request to dispute a financial liability, including Cost Sharing.
	L.2.1.2 Date of Appeal
	L.2.1.2.1 For requests of an Appeal or State Fair Hearing where a written request is required, the date the Contractor or Medicaid receives a written request for an Appeal or State Fair Hearing.
	L.2.1.2.2 For oral requests that are not required to be confirmed in writing (including but not limited to requests for expedited resolution under Section II.D.2.7.2), it must be the date the Contractor receives written confirmation of the request for...
	L.2.1.3 State Fair Hearing - the process described in 42 CFR part 431, Subpart E and Alabama Medicaid Administrative Code Rule 560-X-3-.01 through .07.
	L.3 Policies and Procedures for Grievance and Appeal System
	L.3.1 The Contractor must develop, implement and maintain written policies and procedures approved by Medicaid that clearly and fully explain an Enrollee’s right to file Grievances, Appeals, and request State Fair Hearings, as well as forms approved b...
	L.3.2 All policies, procedures, forms, and notices required herein must meet the requirements of Section II.L.1 of this RFP, 42 CFR § 438.10, and other applicable laws and regulations. The rights of an Enrollee and other information required under the...
	L.3.3 The Contractor must cooperate with the Enrollee and provide reasonable assistance as needed to explain and complete forms and take other procedural steps related to the filing of Grievances, Appeals, and requests for State Fair Hearings, includi...
	L.3.4 The Contractor must maintain a toll free number with TTY/TTD and interpreter capability for Enrollees. The toll free number must be available during normal business hours.
	L.3.5 The Contractor’s process for handling Grievances and Appeals must require that the Contractor:
	L.3.5.1 Timely acknowledge, in writing, receipt of each Grievance and Appeal and state the date, time, and process by which the Grievance or Appeal is to be heard and decided.
	L.3.5.2 Ensure that individuals making decisions in connection with any Grievance or Appeal are individuals:
	L.3.5.2.1 Who were neither involved in any previous level of review or decision-making regarding the matters at issue nor a subordinate of such individual.
	L.3.5.2.2 Who, if deciding any of the following, are individuals with appropriate clinical expertise, as determined by Medicaid, in treating the Enrollee’s condition or disease:
	L.3.5.2.2.1 The Grievance or Appeal involves clinical issues
	L.3.5.2.2.2 The Appeal is of a denial of a Prior Authorization based on lack of Medical Necessity, or
	L.3.5.2.2.3 A Grievance is received regarding denial of a request for an expedited appeal.
	L.3.5.2.3 Who must take into account all comments, documents, records, and other information submitted by the Enrollee, without regard to whether such information was submitted or considered in the initial Adverse Benefit Determination.
	L.3.5.3 Provide that oral Appeal requests of an Adverse Benefit Determination are treated as Appeals and must be confirmed in writing in accordance with the timeframes established herein, unless the Enrollee requests expedited resolution.
	L.3.5.4 Provide that all Appeal requests required to be filed in writing must be signed by the requesting party. For purposes of the signature requirement, the Contractor must accept handwritten signatures, as well as electronic or digital signatures,...
	L.3.5.5 Provide the Enrollee a reasonable opportunity, in person and in writing, to present evidence and testimony and make legal and factual arguments.
	L.3.5.6 Provide the Enrollee a copy of the Enrollee’s file, Medical Records, other documents and records, and any new or additional evidence considered, relied upon or generated by the Contractor in connection with the Appeal of an Adverse Benefit Det...
	L.3.5.7 Include as parties to the Appeal, the Enrollee and his or her representative or the legal representative of a deceased Enrollee’s estate.
	L.3.6 The Contractor must advise Enrollee of the right to request benefits as set forth in Section II.L.3.2 of this RFP, 42 CFR § 438.420, and any other applicable laws and regulations while the Appeal or State Fair Hearing is pending and that the Enr...
	L.3.7 The Contractor must not discourage any Enrollee from using any aspect of the Grievance and Appeal System set forth in this section nor encourage the withdrawal of a Grievance, Appeal, State Fair Hearing request or request for an expedited resolu...
	L.3.8 Consistent with rules promulgated by Medicaid and otherwise required by law, the Enrollee’s right to confidentiality must be maintained as much as practical through each step of the Grievance and Appeal system taking into consideration the need ...
	L.3.9 The failure on the part of a Contractor to timely resolve or act on an Enrollee’s Appeal as required by this section may result in sanctions.
	L.3.9.1 Should Medicaid reasonably conclude from the information provided that the Contractor has not established, maintained and enforced a Grievance and Appeal system that satisfies the provisions of this section and applicable laws and regulations,...
	L.4 Grievance Process
	L.4.1 An Enrollee may submit a Grievance orally or in writing at any time. A Grievance may only be filed with the Contractor as the first step in the grievance process.
	L.4.2 The Contractor must acknowledge receipt of the Grievance within five (5) business days, consider each Enrollee Grievance and, provide notice of the resolution of the Grievance as expeditiously as the Enrollee’s health condition requires but no m...
	L.4.3 The Grievance process must be conducted in accordance with the policies and procedures established in Section II.L of this RFP including the selection of an individual to review the Grievance.
	L.4.4 The response to the Grievance by the Contractor must be in writing in a format and language that at a minimum, meets the requirements of 42 CFR § 438.10, and fully explains the decision and reasons for each part of the Grievance presented.
	L.4.5 Enrollees have no right to Appeal an unsatisfactory resolution of a Grievance, provided however, the failure on the part of the Contractor to act on a Grievance as required by this section shall constitute an Adverse Benefit Determination which ...
	L.5 Adverse Benefit Determination
	L.5.1 Notice of Adverse Benefit Determination - In the event the Contractor makes an Adverse Benefit Determination regarding an Enrollee, a timely and adequate written notice of Adverse Benefit Determination must be mailed to the Enrollee as expeditio...
	L.5.1.1 The Adverse Benefit Determination the Contractor has taken or proposes to take and when.
	L.5.1.1.1 The reasons for the Adverse Benefit Determination, including the right of the Enrollee to be provided upon request and free of charge, reasonable access to and copies of all documents, records, and other information relevant to the Enrollee’...
	L.5.1.2 The Enrollee’s right to Appeal to the Contractor’s Dental Director to challenge the Adverse Benefit Determination under the provisions of this RFP, 42 CFR Part 438, Subpart F, including but not limited to, information on exhausting the Contrac...
	L.5.1.3 The procedures an Enrollee must follow to exercise his or her right to Appeal to the Contractor’s Dental Director and seek a State Fair Hearing.
	L.5.1.4 The circumstances under which an Appeal or State Fair Hearing can be expedited in accordance with Section D.2.7.2 of this RFP and how to request it.
	L.5.1.5 The procedures an Enrollee must follow to request and receive a continuation of benefits pending resolution of the Appeal and State Fair Hearing and the circumstances under which the Enrollee may later be required to pay for the Covered Servic...
	L.5.2 Timing of notices of Adverse Benefit Determinations. The Contractor must mail the notice within the following timeframes:
	L.5.2.1 Advance Notice - For termination, suspension, or reduction of previously authorized covered services the notice must be sent at least ten (10) calendar days prior to the effective date of the Adverse Benefit Determination.
	L.5.2.2 Exceptions from Advance Notice - The Contractor must send the notice not later than the date of Adverse Benefit Determination in the following circumstances:
	L.5.2.2.1 In the death of the Enrollee;
	L.5.2.2.2 A signed written Enrollee statement requesting Covered Service termination or giving information requiring termination or reduction of Covered Services and where he or she indicates an understanding that this must be the result of supplying ...
	L.5.2.2.3 The Enrollee’s admission to an institution where he or she is ineligible for further Covered Services;
	L.5.2.2.4 The Enrollee’s address is unknown and mail directed to him or her has no forwarding address;
	L.5.2.2.5 The Enrollee has been accepted for Medicaid services by another local jurisdiction, State, territory, or commonwealth;
	L.5.2.2.6 The Enrollee’s dentist prescribes a change in the level of oral health care;
	L.5.2.2.7 The notice involves an adverse determination with regard to preadmission screening requirements; or
	L.5.2.2.8 The transfer or discharge from a facility will occur in an expedited fashion as described in 42 CFR § 438.15.
	L.5.2.2.9 The period of advanced notice may be shortened to five (5) calendar days before the date of action if probable Enrollee fraud has been verified.
	L.5.2.2.10 For denial of payments, the notice must be sent at the time of any Adverse Benefit Determination affecting the claim.
	L.5.2.2.11 For standard Prior Authorization decisions that deny or limit Covered Services, as expeditiously as the Enrollee’s condition requires that may not exceed fourteen (14) calendar days following receipt of the request for Covered Service with ...
	L.5.2.2.11.1 The Enrollee or Provider requests extension; or
	L.5.2.2.11.2 The Contractor justifies to Medicaid a need for additional information and how the extension is in the Enrollee’s best interest.
	L.5.2.2.11.3 If the Contractor meets the required criteria for extending the timeframe for standard Covered Service Prior Authorization decisions consistent with Section II.L.5 of this RFP, it must:
	L.5.2.2.11.3.1 Provide written notice of the reason for the decision to extend the timeframe and inform the Enrollee of the right to file a Grievance if he or she disagrees with the decision; and;
	L.5.2.2.11.3.2 Issue and carry out its determination as expeditiously as the Enrollee’s health condition requires and no later than the date the extension expires.
	L.5.2.2.11.4 Covered Service Prior Authorization decisions not reached within the timeframes specified herein and/or as required under 42 CFR § 438.210(d) constitutes a denial and thus an Adverse Benefit Determination on the date the timeframes expire.
	L.5.2.2.11.5 For expedited Covered Service Prior Authorization decisions in which a Provider indicates and/or the Contractor determines that following the standard timeframe could seriously jeopardize the Enrollee’s life or health or ability to attain...
	L.5.2.2.11.5.1 The Contractor may extend the seventy-two (72) hour time period by up to fourteen (14) calendar days if the enrollee request an extension or of the Contractor justifies to Medicaid a need for additional information and how the extension...
	L.6 Appeal and State Fair Hearing Process
	L.6.1 Appeal to Dental Director
	L.6.1.1 The Enrollee may within sixty (60) calendar days of receipt of notice of an Adverse Benefit Determination file an Appeal orally or in writing with the Dental Director of the Contractor. An oral notice of Appeal must be confirmed in writing wit...
	L.6.1.2 The parties to an Appeal must include the Enrollee and his or her representative or the legal representative of a deceased Enrollee’s estate.
	L.6.1.3 If the Contractor fails to adhere to the notice and timing requirements for Appeals required hereunder, the Enrollee must be deemed to have exhausted the Contractor’s internal Appeal process and may then initiate the process for a State Fair H...
	L.6.1.4 The Dental Director must send the Enrollee notice of receipt of the Appeal within three (3) calendar days from the Date of Appeal. The acknowledgment must state when the Enrollee’s Appeal will be heard which, except as otherwise provided in th...
	L.6.1.5 The Contractor must provide the Dental Director all relevant parts of the Enrollee’s case file and Medical Records and all other information submitted by the Enrollee.
	L.6.1.6 Within five (5) calendar days of the Date of Appeal, the Enrollee must submit to the Dental Director all written materials the Enrollee would like to be considered.
	L.6.1.7 The Dental Director must conduct the Appeal in accordance with the Contractor’s policies and procedures that meet the requirements of Section II.L.5 of this RFP.
	L.6.1.8 The rules of evidence shall not apply.
	L.6.1.9 The Dental Director must resolve each Appeal and provide the Enrollee notice of the decision, as expeditiously as the Enrollee’s health condition requires which in any event must be no more than thirty (30) calendar days from the Date of Appea...
	L.6.1.10 Content and Notice of Appeal Resolution -The written notice must be in a format and language that, at a minimum, meets the requirements of 42 CFR § 438.10. Medicaid expects the notice to be mailed on the same day as dated. The notice must inc...
	L.6.1.10.1 The results of the decision including, reasonable detail regarding the basis of the decision and the date it was completed.
	L.6.1.10.2 For Appeals not resolved wholly in the favor of the Enrollee:
	L.6.1.10.2.1 The right and process to request a State Fair Hearing; and,
	L.6.1.10.2.2 The right to request and receive a continuation of benefits while the State Fair Hearing is pending, and how to make the request.
	L.6.1.10.2.3 That the Enrollee, consistent with State policy, be held liable for the cost of those benefits if the State Fair Hearing decision upholds the Contractor’s Adverse Benefit Determination.
	L.6.1.11 Extension of Timeframes
	L.6.1.11.1 The Contractor may extend the Appeal timeframe up to fourteen (14) calendar days if:
	L.6.1.11.1.1 The Enrollee requests the extension; or
	L.6.1.11.1.2 The Contractor demonstrates (to the satisfaction of Medicaid upon the extension request) that there is need for additional information and how the delay is in the Enrollee’s interest.
	L.6.1.11.2 In the event the Contractor extends the timeframe not at the request of the Enrollee, the Contractor must complete all of the following:
	L.6.1.11.2.1 Make reasonable efforts to provide the Enrollee prompt oral notice of the delay.
	L.6.1.11.2.2 Within two (2) calendar days provide the Enrollee written notice of the reason(s) for the decision to extend the timeframe and inform the Enrollee of the right to file a Grievance if he or she disagrees with the decision.
	L.6.1.11.2.3 Resolve the Appeal as the Enrollee’s health condition requires and no later than the date the extension expires.
	L.6.2 State Fair Hearing
	L.6.2.1 Should the Enrollee receive notice that the Adverse Benefit Determination has been upheld by the Dental Director, the Enrollee may request a State Fair Hearing within one hundred twenty (120) calendar days from the Contractor’s notice of Appea...
	L.6.2.2 Medicaid shall, within ten (10) calendar days from the Date of Appeal provide the Enrollee written notice of such receipt and of the date and time the State Fair Hearing has been scheduled by Medicaid. The State Fair Hearing must take place no...
	L.6.2.3 Medicaid shall request the following information from the Contractor which must be provided within seven (7) calendar days from the Date of Appeal of the State Fair Hearing request:
	L.6.2.3.1 A copy of the relevant parts of the Enrollee’s case file and Medical Records;
	L.6.2.3.2 All documents considered by or presented to the Dental Director and the decision rendered.
	L.6.2.4 The Enrollee must be entitled to review all such information before and during the State Fair Hearing and are entitled to a copy of such information upon request.
	L.6.2.5 The Enrollee must be afforded a full evidentiary hearing in the Region in which the Enrollee resides.
	L.6.2.6 The parties to the State Fair Hearing must be the Contractor and the Enrollee and his or her representative or the representative of a deceased Enrollee's estate. The Enrollee may represent himself/herself before Medicaid or have someone else ...
	L.6.2.7 A record must be made of the hearing and the Contractor must be responsible for the cost.
	L.6.2.8 Medicaid will issue a written decision within ninety (90) calendar days of the Date of Appeal to Medicaid stating with specificity the basis for the decision which shall be binding upon the Contractor.
	L.6.3 Appeal to Circuit Court
	L.6.3.1 If the Enrollee is dissatisfied with the decision rendered by Medicaid, the Enrollee may file an appeal to the circuit court in the county in which the Enrollee resides, or the county in which the Provider provides the services at issue to the...
	L.7 Expedited Appeals Process
	L.7.1 Notwithstanding anything herein to the contrary, an Enrollee must have the right to request an expedited Appeal to the Contractor that would not follow the standard time for Appeals otherwise set forth in this section, if the Enrollee’s Provider...
	L.7.2 The Enrollee or Provider may file an expedited Appeal request either orally or writing. No additional Enrollee follow-up is required.
	L.7.3 The Contractor must make a decision on the expedited appeal request no later than seventy-two (72) hours after receipt of the request for an expedited appeal.
	L.7.4 If the decision is made to deny an expedited appeal, the Enrollee must be advised of the denial within forty-eight (48) hours of the request after which the standard review and Appeals process outlined in this section shall apply.
	L.7.5 The Contractor must inform Enrollee of the limited time to exercise his or her rights in person and in writing, to present evidence and testimony and make legal and factual arguments sufficiently in advance of the Appeal resolution timeframe est...
	L.7.6 The Contractor may extend the expedited Appeal process up to fourteen (14) calendar days if:
	L.7.6.1 The Enrollee requests the extension; or
	L.7.6.2 The Contractor demonstrates (to the satisfaction of Medicaid upon the extension request) that there is need for additional information and how the delay is in the Enrollee’s interest.
	L.7.7 In the event the Contractor extends the timeframe not at the request of the Enrollee, the Contractor must complete all of the following:
	L.7.7.1 Make reasonable efforts to give the Enrollee oral notice of the delay
	L.7.7.2 Within two (2) calendar days provide the Enrollee written notice of the reason(s) for the decision to extend the timeframe and inform the Enrollee of the right to file a Grievance if he or she disagrees with the decision.
	L.7.7.3 Resolve the Appeal as the Enrollee’s health condition requires and no later than the date the extension expires.
	L.7.7.4 The Contractor must ensure that punitive action is not taken against an Enrollee or his/her Provider who either requests an expedited resolution or supports an Enrollee’s Appeal.
	L.8 Continuation of Benefits
	L.8.1 During the Appeal or State Fair Hearing provided for herein, the Contractor must continue the Enrollee's benefits if all the following conditions are met:
	L.8.1.1 The Enrollee files a request for a continuation of benefits on or before the later of the following:
	L.8.1.1.1 Within ten (10) calendar days of the Contractor mailing the notice of Adverse Benefit Determination, or within ten (10) calendar days of the Contractor mailing notice that the Adverse Benefit Determination was upheld on Appeal in favor of th...
	L.8.1.1.2 The intended effective date of the Contractor's proposed Adverse Benefit Determination
	L.8.1.2 The Enrollee files the notice of Appeal or request for State Fair Hearing timely in accordance with the timeframe established herein and all of the following are present:
	L.8.1.2.1 The Appeal or State Fair Hearing request involves the termination, suspension, or reduction of a previously authorized Covered Services;
	L.8.1.2.2 The Covered Services were ordered by an authorized Provider;
	L.8.1.2.3 The original period covered by the original authorization has not expired; and
	L.8.1.2.4 The Enrollee timely files for a continuation of benefits.
	L.8.2 If, at the Enrollee's request, the Contractor continues or reinstates the Enrollee's benefits while the Appeal or request for State Fair Hearing is pending, the benefits must be continued until one of the following occurs:
	L.8.2.1 The Enrollee withdraws the Appeal or request for State Fair Hearing in writing.
	L.8.2.2 The Enrollee fails to request a State Fair Hearing and continuation of benefits within the ten (10) calendar days from the Contractor’s Notice of Decision
	L.8.2.3 Medicaid issues a State Fair Hearing decision adverse to the Enrollee.
	L.8.3 If the final resolution of the Appeal or State Fair Hearing request is adverse to the Enrollee (i.e. upholds the Contractor’s Adverse Benefit Determination) the Contractor may, consistent with the Medicaid’s policy on recoveries under 42 CFR § 4...
	L.8.4 If Covered Services were not furnished to the Enrollee while the Appeal or request for a State Fair Hearing is pending and the decision to deny, limit, or delay services is reversed, the Contractor must authorize or provide the disputed Covered ...
	L.8.5 The Contractor must pay for disputed Covered Services, in accordance with Medicaid policy and regulations, if the decision to deny Prior Authorization of Covered Services is reversed and the Enrollee received the disputed Covered Services while ...
	L.9 Documentation
	L.9.1 The Contractor must maintain records of Grievances and Appeals, as well as all decisions rendered in response, for at least ten (10) years.
	L.9.2 The Contractor must review the records of Grievances and Appeals for completeness and accuracy regularly, but at least quarterly, and monitor the outcomes of such Grievances and Appeals for updates and as part of its quality assurance responsibi...
	L.9.3 The Contractor’s records of Grievances and Appeals must set forth at a minimum:
	L.9.3.1 Each Enrollee’s name for whom the Grievance or Appeal was filed;
	L.9.3.2 The date each Grievance and/or Appeal was received;
	L.9.3.3 A general description of the reason for each Grievance and Appeal;
	L.9.3.4 The Enrollee’s Provider for the Covered Service at issue, if any;
	L.9.3.5 Whether continuation of benefits were requested and provided in each instance;
	L.9.3.6 The date of each review or, if applicable, review meeting;
	L.9.3.7 The outcome of each Grievance or Appeal;
	L.9.3.8 The date of decision by the Contractor;
	L.9.3.9 The dates responses to the Grievance or Appeal were provided to the Enrollee; and
	L.9.3.10 The total number of Grievances and Appeals.
	L.9.4 The Contractor must file a report at least annually with Medicaid that fairly and accurately summarizes the information required to be set forth on Grievances and Appeals.
	L.9.5 The records required in this subsection must be accurately maintained in a manner accessible to Medicaid and CMS. Medicaid and CMS upon request must be entitled to review all documents in the possession of the Contractor related to such Grievanc...
	M. Quality Assessment and Performance
	M.1 General
	M.1.1 In accordance with 42 CFR § 438 Subparts D and E, the Contractor must have an ongoing Quality Assessment and Performance Improvement Program that executes a Quality Improvement Plan to systematically monitor and evaluate the quality and appropri...
	M.1.2 The Contractor must develop, implement and maintain written policies and procedures which address components of effective oral health care management including but not limited to anticipation, identification, monitoring, measurement and evaluati...
	M.1.3 The Contractor must develop and implement improvements in processes that enhance clinical efficiency, provide effective utilization, provide care coordination and focus on improved outcomes management.
	M.1.4 Any quality-related concerns that are identified by Medicaid, but are not included in a Performance Improvement Project (PIP) as set forth in Appendix F an Exhibit of this RFP must be addressed and resolved by the Contractor within timeframes sp...
	M.1.5 The Contractor must demonstrate in its care management specific interventions to better manage the care of and promote healthier Enrollee outcomes, including Enrollee incentives if any.  See Section D.2.11 of this RFP for requirements related to...
	M.1.6 The Contractor must implement any performance measures and PIPs identified by CMS and required by Medicaid in accordance with 42 CFR §438.330(c)-(d).
	M.1.7 The Contractor must provide Medicaid any requested data for use in a managed care quality rating system implemented in accordance with 42 CFR § 438.334.
	M.1.8 The Contractor is not required to be a NCQA Accredited Health Plan, but if it is, the annual Accreditation report must be submitted to Medicaid for review.
	M.2 Quality Improvement Plan
	II.
	A.
	B.
	C.
	D.
	E.
	F.
	G.
	H.
	I.
	J.
	K.
	L.
	L.1
	M.
	M.1
	M.2
	M.2.1 The Contractor must develop and submit a written Quality Improvement Plan (herein “Improvement Plan”) to Medicaid within thirty (30) calendar days from execution of the RFP, and resubmit it to Medicaid annually by the start of the contract year ...
	M.2.2 The Contractor must annually:
	M.2.2.1 Measure and report to Medicaid on its performance, using the standard measures required by Medicaid;
	M.2.2.2 Submit data, specified by Medicaid, which enables Medicaid to calculate the Contractor’s performance using the standard measures identified by Medicaid; or
	M.2.2.3 Perform a combination of the activities described in this subsection of this RFP.
	M.2.3 The Improvement Plan must:
	M.2.3.1 Include processes for the investigation and resolution of individual performance or quality of care issues whether identified by the Contractor or Medicaid that:
	M.2.3.1.1 Allow for the tracking and trending of issues on an aggregate basis pertaining to problematic patterns of care;
	M.2.3.1.2 Allow for annual submission and implementation of no fewer than two (2) PIPs in accordance with 42 CFR §438.330(d).  Each PIP must be completed within timeframes established by Medicaid to allow information on the success of PIPs to be avail...
	M.2.3.1.3 Collect and submit performance measurement data in accordance with 42 CFR §438.330(c);
	M.2.3.1.4 Implement mechanisms to detect both underutilization and overutilization of services; and
	M.2.3.1.5 Implement mechanisms to assess the quality and appropriateness of care furnished to Enrollees with Special Health Care Needs.
	M.2.4 Define how the Contractor is to use any of the programs or activities found in this RFP or Exhibits to develop its PIPs.  Appendix F of this RFP sets forth PIP requirements.
	M.2.5 Detail the Contractor’s Enrollee incentive plans including but not limited to disclosure of incentive structure, value and methodology.  The Contractor must be allowed to offer Enrollee incentive plans to encourage healthy behavior if such plans...
	M.2.6 Allow for input from both Medicaid and the Contractor.
	M.3 Practice Guidelines
	M.3
	M.3.1 The Contractor must adopt Practice Guidelines as set forth in this section.
	M.3.2 The Contractor’s adopted Practice Guidelines must be developed in consultation with the Contractor’s Participating Providers and be reviewed and updated periodically, as appropriate.
	M.3.3 The Contractor must develop Practice Guidelines based on the health needs of the Enrollee and opportunities for improvement identified as part of the Contractor’s Quality Improvement Plan.
	M.3.4 The Contractor must make Practice Guidelines available to all affected Providers, through the Provider Portal and other appropriate forums.  The Contractor must also make Practice Guidelines available to Enrollees and Potential Enrollees upon re...
	M.3.5 In accordance with 42 CFR § 438.236(d), the Contractor’s decisions regarding utilization management, Enrollee education, coverage of services and other areas to which the guidelines apply must be consistent with the Contractor’s Practice Guideli...
	M.4 External Quality Reviews
	M.4
	M.4.1 The Contractor must comply with applicable provisions of 42 CFR § 438 Subpart E.
	M.4.2 On at least an annual basis, the Contractor must cooperate fully with any and all independent assessments as authorized by Medicaid and/or conducted by Medicaid’s contracted External Quality Review Organization (EQRO) or other designee to assess...
	M.4.3 Contractor must provide to the EQRO all information the EQRO deems to be necessary in performing its review of the Contractor.
	M.4.4 Independent assessments must include, but not be limited to, validation of Contractor-submitted quality measure rates via an EQRO – or other designee –conducted audit, any independent evaluation required by Federal or State statute or regulation...
	M.5 Quality Measurement and Reporting
	M.5
	M.5.1 The Contractor must submit annual, quality measure data audited by Medicaid-contracted EQRO that reflects performance for the previous calendar year to Medicaid according to submission requirements defined in the Reporting Manual.
	M.5.2 The Contractor must produce and report rates for all DBM Quality Measures in accordance with Medicaid specifications, including but not limited to, Dental Quality Alliance (DQA), National Committee for Quality Assurance (NCQA), Healthcare Effect...
	M.5.3 The Contractor must comply with all measurement and reporting requirements in an Exhibit and Section II.F of this RFP.  Contractor’s failure to provide complete reports, certifications, or other information required of this Section II.F and an E...
	M.5.3.1 Reports and certifications must be deemed incomplete when they do not contain all data required by Medicaid or when they contain inaccurate data.
	M.6 Quality Withhold Program
	M.6
	M.6.1 The Contractor must participate in Medicaid’s Quality Withhold Program.  Beginning on January 1, 2019, the Contractor will be subject to a one percent (1.0%) withhold of its total capitation payment to fund a quality withhold payment pool.  In a...
	M.6.1.1 Be for a fixed period of time and performance will be measured during the rating period under the Contract in which the withhold arrangement is applied;
	M.6.1.2 Not be renewed automatically;
	M.6.1.3 Be made available to both public and private contractors under the same terms of performance;
	M.6.1.4 Not condition Contractor participation in the Quality Withhold Program on the Contractor’s entering into or adhering to intergovernmental transfer agreements; and
	M.6.1.5 Be necessary for the specified activities, targets, performance measures, or quality-based outcomes that support program initiatives as specified in Medicaid's quality strategy.
	M.6.2 Additional details on the Quality Withhold Program are set forth in an Exhibit of this RFP.
	M.7 Provider Standards Committee
	M.7
	M.7.1 As required by and referenced in this RFP, the Contractor must have a Provider Standards Committee which must review and develop Provider Quality Measures.  These Provider Quality Measures must be the performance standards and quality measures r...
	M.7.1
	M.7.2 The performance standards reviewed and developed by a provider standards committee must include, but not be limited to, provider performance benchmarks relating to the efficiency and management of care provided to Medicaid beneficiaries. Perform...
	M.7.3 The Contractor must promptly publish and distribute to its providers and Medicaid all performance standards and quality measures developed by the provider standards committee.
	M.7.4 The performance standards and quality measures must be subject to the approval of the Medicaid Quality Assurance Committee established in Section 22-6-154 of the Alabama Code.
	M.7.4.1 If the Contractor or a provider is dissatisfied with any performance standard or quality measure developed or approved by the provider standards committee, the Contractor or provider who is dissatisfied may within 30 calendar days of publicati...
	M.7.4.2 Upon receipt of the request for review, the Medicaid Quality Assurance Committee shall request any information and documents to review the performance standard or quality measure at issue and the Contractor or the provider shall have 10 busine...
	M.7.4.3 The Medicaid Quality Assurance Committee shall either approve or disapprove the performance standard or quality measure at issue and shall promptly notify the Contractor, the provider and the provider standards committee of its determination. ...
	M.7.4.4 No member of the Medicaid Quality Assurance Committee who also served on the provider standards committee which developed the performance standard or quality measure at issue must vote or participate in the Medicaid Quality Assurance Committee...
	M.7.4.5 No performance standard or quality measure reviewed or developed by the Contractor’s provider standards committee and/or by the Medicaid Quality Assurance Committee shall be subject to review.  The contractual application of these standards an...
	M.7.5 At least 60 percent of the members of the provider standards committee must be dentists or oral surgeons licensed in the State of Alabama who provide care to Medicaid beneficiaries served by the Contractor. The dental practices of the provider m...
	M.7.6 The Contractor dental director must serve as chairperson of the provider standards committee.
	M.7.7 No more than 50 percent of the members of the provider standards committee must reside in one county of the Medicaid region.
	M.7.8 The members of the provider standards committee must serve two-year terms.
	M.7.9 The provider standards committee must meet at least semi-annually and at other times upon the written request of the chairperson or a majority of the members. Written notice indicating the date, time and place of each meeting must be sent to eac...
	M.7.10 The members of the provider standards committee may participate in a meeting of the committee by means of telephone conference, videoconference, or similar communications equipment by means of which all persons participating in the meeting may ...
	M.7.11 Medicaid may adopt and implement performance standards, quality measures and quality matrices in addition to or in conflict with the performance standards and quality measures adopted by a provider standards committee. In the event of any confl...
	M.7.12 Medicaid shall decide any disagreement concerning whether a specific issue, dispute or matter is to be considered by a provider standards committee under this rule or a contract dispute committee.
	M.8 Performance Monitoring and Improvement Process
	M.8
	M.8.1 The Contractor must cooperate and participate, as requested by Medicaid, in Medicaid’s performance monitoring and improvement process.  At a minimum, this must include the following activities: the review of monthly, quarterly and annually-repor...
	M.8.2 At least quarterly and upon request by Medicaid, the Contractor must attend a meeting with Medicaid to share performance results and to discuss performance successes and challenges to aid Medicaid in determining the effectiveness of Contractor’s...
	M.8.3 At least annually and upon request by Medicaid, the Contractor must attend a meeting with the Medicaid Quality Assurance Committee to be informed of the DBM Quality Measures for the upcoming calendar year.
	M.8.4 At least annually and upon request by Medicaid, the Contractor must facilitate a meeting with Medicaid and the Contractor’s Provider Standards Committee to share the Contractor’s performance results for the purpose of determining the effectivene...
	M.8.5 Quality Monitoring by Medicaid - Medicaid shall review, at least annually, the impact and effectiveness of the Contractor’s Quality Assessment and Performance Improvement Program.  At least sixty (60) calendar days prior to Medicaid’s review, th...
	M.8.5.1 The Contractor’s most current written Quality Assessment and Performance Improvement Program description;
	M.8.5.2 The Contractor’s most current annual Quality Improvement Plan;
	M.8.5.3 The Contractor’s most current Quality Improvement Plan evaluation for the previous calendar year;
	M.8.5.4 Documentation of the Contractor’s compliance with standards described by Medicaid’s quality strategy; and
	M.8.5.5 All other information requested by Medicaid to facilitate Medicaid’s review of the Contractor’s compliance standards defined in Medicaid’s quality strategy.
	M.8.6 All documents submitted to Medicaid must provide evidence of a well-defined, organized program designed to improve care as set forth in Section II.M of this RFP, and must be deemed acceptable by Medicaid.
	M.8.7 Medicaid’s review of the impact and effectiveness of the Contractor’s Quality Assessment and Performance Improvement Program must also include:
	M.8.7.1 The results of the Contractor’s PIPs;
	M.8.7.2 The Contractor’s compliance with Medicaid’s quality strategy; and
	M.8.7.3 The Contractor’s historical or trend data.
	N. Utilization Management
	N.1 Utilization Requirements
	N.1.1 General Requirements
	N.1.1.1 The Contractor must develop and maintain policies and procedures with defined structures and processes for a Utilization Management (UM) program that incorporates Utilization Review and Service Authorization, which include, at minimum, procedu...
	N.1.1.2 The UM Program policies and procedures must meet all Utilization Review Accreditation Commission (URAC) standards or equivalent and include medical management criteria and practice guidelines that:
	N.1.1.2.1 Are adopted in consultation with a contracting dental care professionals;
	N.1.1.2.2 Are objective and based on valid and reliable clinical evidence or a consensus of dental care professionals in the particular field;
	N.1.1.2.3 Are considering the needs of the members; and
	N.1.1.2.4 Are reviewed annually and updated periodically as appropriate.
	N.1.1.3 The policies and procedures must include, but not be limited to:
	N.1.1.3.1 The methodology utilized to evaluate the medical necessity, appropriateness, efficacy, or efficiency of dental care services;
	N.1.1.3.2 The data sources and clinical review criteria used in decision making;
	N.1.1.3.3 The appropriateness of clinical review shall be fully documented;
	N.1.1.3.4 The process for conducting informal reconsiderations   for   adverse determinations;
	N.1.1.3.5 Mechanisms to ensure consistent application of review criteria and compatible decisions;
	N.1.1.3.6 Data collection processes and analytical methods used in assessing utilization of dental care services; and
	N.1.1.3.7 Provisions   for   assuring   confidentiality   of   clinical   and   proprietary information.
	N.1.1.4 The Contractor must disseminate the practice guidelines to all affected providers and, upon request, to members. The Contractor must take steps to encourage adoption of the guidelines.
	N.1.1.5 The Contractor must identify the source of the dental management criteria used for the review of service authorization requests, including but not limited to:
	N.1.1.5.1 The Contractor must be identified if the criteria were purchased;
	N.1.1.5.2 The association or society must be identified if the criteria are developed/recommended or endorsed by a national or state dental care provider association or society;
	N.1.1.5.3 The guideline source must be identified if the criteria are based on national best practice guidelines; and
	N.1.1.5.4 The individuals who will make medical necessity determinations must be identified if the criteria are based on the dental/medical training, qualifications, and experience of the Contractor’s Dental Director or other qualified and trained pro...
	N.1.1.6 UM Program dental management criteria and practice guidelines must be disseminated to all affected providers, and members upon request. Decisions for utilization management, enrollee education, coverage of services, and other areas to which th...
	N.1.1.7 The Contractor must have written procedures listing the information required from a member or dental care provider in order to make medical necessity determinations. Such procedures shall be given verbally to the covered person or healthcare p...
	N.1.1.8 The Contractor must have written procedures to address the failure or inability of a provider or member to provide all the necessary information for review. In cases where the provider or member will not release necessary information, the Cont...
	N.1.1.9 The Contractor must have sufficient staff with clinical expertise and training to apply service authorization medical management criteria and practice guidelines
	N.1.1.10 The Contractor must use Medicaid’s medical necessity definition as defined in Medicaid’s Provider Billing Manual and the Alabama Administrative Code for medical necessity determinations. The Contractor must make medical necessity determinatio...
	N.1.1.11 The Contractor must submit written policies and processes for Medicaid approval, within thirty (30) calendar days, but no later than prior to the Readiness Review, of the contract signed by the Contractor on how the core dental benefits and s...
	N.1.1.11.1 The prevention, diagnosis, and treatment of health impairments;
	N.1.1.11.2 The ability to achieve age-appropriate growth and development; and
	N.1.1.11.3 The ability to attain, maintain, or regain functional capacity.
	N.1.1.12 The Contractor must identify the qualification of staff who will determine medical necessity.
	N.1.1.13 Determinations of medical necessity must be made by qualified and trained practitioners in accordance with state and federal regulations.
	N.1.1.14 The Contractor must ensure that only licensed clinical professionals with appropriate clinical expertise in the treatment of a member’s condition or disease must determine service authorization request denials or authorize a service in an amo...
	N.1.1.15 The individual(s) making these determinations must not have a history of disciplinary action or sanctions; including loss of staff privileges or participation restrictions, that have been taken or are pending by any hospital, governmental age...
	N.1.1.16 The individual making these determinations must be required to attest that no adverse determination will be made regarding any dental procedure or service outside of the scope of such individual’s expertise.
	N.1.1.17 The Contractor must provide a mechanism to reduce inappropriate and duplicative use of healthcare services. Services must be sufficient in an amount, duration, and scope to reasonably be expected to achieve the purpose for which the services ...
	N.1.1.18 The Contractor must ensure that compensation to individuals or  entities that conduct UM activities is not structured to provide incentives for the individual or entity to deny, limit, or discontinue medically necessary covered services to an...
	N.1.1.19 The Contractor must report fraud and abuse information identified through the UM program to Medicaid’s Program Integrity Unit in accordance with 42 CFR 455.1(a)(1).
	N.1.1.20 In accordance with 42 CFR §456.111 and 456.211, the Contractor Utilization Review plan must provide that each enrollee's record includes information needed for the UR committee to perform UR required under this section. This information must ...
	N.1.1.20.1 Identification of the enrollee;
	N.1.1.20.2 The name of the enrollee's dentist;
	N.1.1.20.3 Date  of  admission,  and  dates  of  application  for  and  authorization  of Medicaid benefits if application is made after admission;
	N.1.1.20.4 The plan of care required under 42 CFR 456.80 and 456.180;
	N.1.1.20.5 Initial and subsequent continued stay review dates described under 42 CFR 456.128, 456.133; 456.233 and 456.234;
	N.1.1.20.6 Date of operating room reservation, if applicable; and
	N.1.1.20.7 Justification of emergency admission, if applicable.
	N.1.2 Utilization Management Committee
	N.1.2.1 The UM program must include a Utilization Management (UM) Committee that integrates with other functional units of the Contractor as appropriate and supports the Quality Assessment and Performance Improvement program (QAPI Program) (refer to t...
	N.1.2.2 The UM Committee must provide utilization review and monitoring of UM activities of both the Contractor and its providers and is directed by the Contractor’s Dental Director. The UM Committee must convene no less than quarterly and shall submi...
	N.1.2.2.1 Monitoring providers’ requests for rendering healthcare services to its members;
	N.1.2.2.2 Monitoring the dental appropriateness and necessity of healthcare services provided to its members utilizing provider quality and utilization profiling;
	N.1.2.2.3 Reviewing the effectiveness of the utilization review process and making changes to the process as needed;
	N.1.2.2.4 Approving policies and procedures for UM that conform to industry standards, including methods, timelines and individuals responsible for completing each task;
	N.1.2.2.5 Monitoring consistent application of “medical necessity” criteria;
	N.1.2.2.6 Application of clinical practice guidelines;
	N.1.2.2.7 Monitoring over- and under-utilization;
	N.1.2.2.8 Review of outliers; and
	N.1.2.2.9 Dental Record Reviews.
	N.1.2.3 Dental Record Reviews must be conducted to ensure that primary care dentists provide high quality healthcare that is documented according to established standards. The Contractor must establish and distribute to providers standards for Record ...
	N.1.2.4 The Contractor must maintain a written strategy for conducting dental record reviews, reporting results, and the corrective action process. The strategy must be provided within thirty (30) calendar days from the date the Contract is signed by ...
	N.1.2.4.1 Designated staff to perform this duty;
	N.1.2.4.2 The method of case selection;
	N.1.2.4.3 The anticipated number of reviews by practice site;
	N.1.2.4.4 The tool the Contractor will use to review each site; and
	N.1.2.4.5 How the Contractor will link the information compiled during the review to other Contractor functions (e.g. QI, credentialing, peer review, etc.)
	N.1.2.5 The Contractor must conduct reviews at all primary dental services providers that have treated more than 100 unduplicated members in a calendar year, including individual offices and large group facilities. The Contractor must review each site...
	N.1.2.6 The Contractor must review a reasonable number of records, in a random process, at each site to determine compliance. Five (5) to ten (10) records per site is a generally accepted target, though additional reviews must be completed for large g...
	N.1.2.7 The Contractor must report the results of all record reviews to Medicaid quarterly with an annual summary.
	N.1.3 Utilization Management Reports
	N.1.3.1 The Contractor must submit reports as specified by Medicaid. Medicaid reserves the right to request additional reports as deemed by Medicaid. Medicaid must make every effort to notify the Contractor of additional required reports no less than ...
	N.1.4 Service Authorization
	N.1.4.1 Service authorization includes, but is not limited to, prior authorization.
	N.1.4.2 The Contractor UM Program policies and procedures must include service authorization policies and procedures consistent with 42 CFR 438.210 and state laws and regulations for initial and continuing authorization of services that include, but a...
	N.1.4.2.1 Written policies and procedures for processing requests for initial and continuing authorizations of services, where a provider does not request a service in a timely manner or refuses a service;
	N.1.4.2.2 Mechanisms to ensure consistent application of review criteria for authorization decisions and consultation with the requesting provider as appropriate;
	N.1.4.2.3 Requirement that any decision to deny a service authorization request or to authorize a service in an amount, duration, or scope that is less than requested is made by a healthcare professional who has appropriate clinical expertise in treat...
	N.1.4.2.4 Provide a mechanism in which a member may submit, whether oral or in writing, a service authorization request for the provision of services. This process must be included in its member manual and incorporated in the grievance procedures;
	N.1.4.2.5 The Contractor's service authorization system must provide the authorization number and effective dates for authorization to participating providers and applicable non-participating providers; and
	N.1.4.2.6 The Contractor’s service authorization system must have capacity to electronically store and report all service authorization requests, decisions made by the Contractor regarding the service requests, clinical data to support the decision, a...
	N.1.4.3 The Contractor must not deny continuation of higher level services for failure to meet medical necessity unless the Contractor can provide the service through an in-network or out-of-network provider for a lower level of care.
	N.1.5 Timing of Service Authorization Decisions
	N.1.5.1 Standard Service Authorization
	N.1.5.1.1 The Contractor must make eighty percent (80%) of standard service authorization determinations within two (2) business days of obtaining appropriate dental information that may be required regarding a proposed admission, procedure, or servic...
	N.1.5.1.2 An extension may be granted for an additional fourteen (14) calendar days if the member or the provider or authorized representative requests an extension or if the Contractor justifies to Medicaid a need for additional information and the e...
	N.1.5.2 Expedited Service Authorization
	N.1.5.2.1 In the event a provider indicates, or the Contractor determines, that following the standard service authorization timeframe could seriously jeopardize the member’s life or health or ability to attain, maintain, or regain maximum function, t...
	N.1.5.3 Post Authorization
	N.1.5.3.1 The Contractor may extend the seventy-two (72) hour time period by up to fourteen (14) calendar days if the member or if the Contractor justifies to Medicaid a need for additional information and how the extension is in the member’s best int...
	N.1.5.3.2 The Contractor must make retrospective review determinations within thirty (30) calendar days of obtaining the results of any appropriate dental or medical information that may be required, but in no instance later than one hundred, eighty (...
	N.1.5.3.3 The Contractor must not subsequently retract its authorization after services have been provided or reduce payment for an item or service furnished in reliance upon previous service authorization approval, unless   the approval was based upo...
	N.1.5.4 Timing of Notice
	N.1.5.4.1 Approval
	N.1.5.4.1.1 For service authorization approval for a non-emergency admission, procedure or service, the Contractor must notify the provider of as expeditiously as the member’s health condition requires but not more than one (1) business day of making ...
	N.1.5.4.1.2 For service authorization approval for extended stay or additional services, the Contractor must notify the provider rendering the service, whether a healthcare professional or facility or both, and the member receiving the service within ...
	N.1.5.4.2 Adverse Action
	N.1.5.4.2.1 The Contractor must notify the member, in writing using language that is easily understood, of decisions to deny a service authorization request, to authorize a service in an amount, duration, or scope that is less than requested, and/or a...
	N.1.5.4.2.2 The Contractor must notify the requesting provider of a decision to deny an authorization request or to authorize a service in an amount, duration, or scope that is less than requested.
	N.1.5.4.3 Informal Reconsideration
	N.1.5.4.3.1 As part of the Contractor appeal procedures, the Contractor must include an Informal Reconsideration process that allows the member a reasonable opportunity to present evidence, and allegations of fact or law, in person as well as in writing.
	N.1.5.4.3.2 In a case involving an initial determination, the Contractor must provide the member or a provider acting on behalf of the member and with the member’s written consent an opportunity to request an informal reconsideration of an adverse det...
	N.1.5.4.3.3 The informal reconsideration should occur within one (1) business day of the receipt of the request and should be conducted between the provider rendering the service and the Contractor’s dentist authorized to make adverse determinations o...
	N.1.5.4.4 Exceptions to Requirements
	N.1.5.4.4.1 The Contractor must not require service authorization for emergency dental services as described in this section whether provided by an in-network or out-of-network provider.
	N.1.5.4.4.2 The Contractor must not require service authorization or referral for EPSDT dental screening services.
	N.1.5.4.4.3 The Contractor must not require service authorization for the continuation of covered services of a new member transitioning into the Contractor, regardless of whether such services are provided by an in-network or out-of-network provider,...
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