
October 27, 2015 
 
The Alabama Medicaid Agency issued intent to award contract notices to 
the organizations listed below in response to the Maternity Care Program 
Request for Proposal Number 2015-MCMS-01, issued on July 22, 2015. 
 
The final award of these contracts is subject to completion of a review by 
the Legislative Contract Review Oversight Committee and approval by the 
Governor of the State of Alabama. 
 
The organizations receiving an intent to award contract notification are: 
 

District Number  Organization  Name 

District One HealthGroup of Alabama  

District Two HealthGroup of Alabama 

District Three  Quality of Life Health Services, Inc. 

District Four Greater Alabama Health Network Inc. 

District Five Alabama Maternity Inc. 

District Six Quality of Life Health Services, Inc. 

District Seven  Greater Alabama Health Network Inc. 

District Eight Greater Alabama Health Network Inc. 

District Nine Greater Alabama Health Network Inc. 

District Eleven Maternity Services of District 11, L.L.C 

District Twelve Southwest Alabama Maternity Care, L.L.C 

District Thirteen Southeast Alabama Maternity Care, L.L.C 

District Fourteen University of South Alabama 
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RFP Title:    
Alabama Medicaid Agency  
Maternity Care Program 

 

RFP Due Date and Time:  September 
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Number of Pages:  82 

PROCUREMENT INFORMATION 

Project Director:  

Sylisa Lee-Jackson 
Issue Date:  September 15, 2015 

Phone: 334-353-4599 
E-mail Address: sylisa.lee-

jackson@medicaid.alabama.gov 
Website:  

http://www.medicaid.alabama.gov 
 

Issuing Division: Managed Care  

INSTRUCTIONS TO VENDORS 

Return Proposal to: 

 
Alabama Medicaid Agency 
Lurleen B. Wallace Building 
501 Dexter Avenue 
PO Box 5624 
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Mark Face of Envelope/Package: 

RFP Number:  2015-MCMS-02 
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VENDOR INFORMATION  
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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 Vendor’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. Vendors 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 

vendor’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 

Vendor’s Response. 

 

 
 

http://www.medicaid.alabama.gov/
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Section B. Schedule of Events 
 

The Vendor’s proposal must contain acknowledgement of the Schedule of Events. 

 

The following RFP Schedule of Events represents the State's best estimate of the 

schedule that shall be followed.  Except for the deadlines associated with the 

vendor 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. The State reserves the right, at its sole discretion, to adjust this 

schedule as it deems necessary.  Notification of any adjustment to the Schedule of 

Events shall be posted on the RFP website at www.medicaid.alabama.gov.  

 

EVENT                                                                 DATE 

 RFP Issued 9/15/2015 

Deadline for questions to be submitted 9/22/2015 

Deadline for questions to be posted to 

website  
9/24/2015 

Proposals Due by 5:00 p.m. CST  9/30/2015 

Evaluation Period  10/01/2015-10/06/2015 

Contract Award Notification  10/09/2015 

Contract Review Committee  12/3/2015 

Official Contract Award/Begin Work  1/1/2016 

 

* *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 “Vendor 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. 

 

http://www.medicaid.alabama.gov/
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I. Background  
 

A. The Alabama Medicaid Agency, hereinafter called Medicaid, an Agency of the State of 

Alabama, began the Maternity Care Program in 1988 under the authority of a 1915(b) 

Waiver and State Plan.  This authority allows the State  to require pregnant women to 

receive their care through specified networks. The waiver was developed in an effort to 

address Alabama’s high infant mortality rate, the high drop-in delivery rate and the lack of 

Delivering Healthcare Professionals (DHCP) participation.  The waiver is administered 

statewide in each of the 67 counties, divided into 14 districts (Figure 1).  The previous 

1915(b) Waiver expired on August 31, 2015.  Centers for Medicare and Medicaid Services 

has granted Medicaid a two year Waiver renewal effective September 1, 2015 through 

August 31, 2017.  

 

B. Currently, Medicaid contracts with one administrative entity for each district known as a 

Primary Contractor.  The Primary Contractor, in turn, has the responsibility of establishing 

a comprehensive network of subcontractors that can provide prenatal, delivery and 

postpartum care.  Medicaid pays for approximately half or 30,000 of all deliveries in the 

State of Alabama.  The Primary Contractor provides methods and procedures to safeguard 

against unnecessary utilization of care and services to assure efficiency, economy and 

quality of care as required by law pursuant to section 1902 (a) (30) of the Social Security 

Act (ACT).  

 
C. The Vendor to whom the contract is awarded shall be responsible for the performance of 

all duties contained within this Request for Proposal (RFP) for the firm and fixed price 

quoted in the Vendor’s proposal to this RFP.  The proposal must state a firm and fixed 

price for the services described.   

 

D. All information contained in this RFP and any amendments reflect the best and most 

accurate information available to Medicaid at the time of RFP preparation.  No 

inaccuracies in such data shall constitute a basis for change of the payments to the 

Contractor or a basis for legal recovery of damages, actual, consequential or punitive, 

except to the extent that such inaccuracies are the result of intentional misrepresentation 

by Medicaid.  

  

  Figure 1. Districts and Counties Served 
 

District Counties Served 

District 1 Colbert, Franklin, Lauderdale, Marion 

District 2 Jackson, Lawrence, Limestone, Madison, Marshall, Morgan 

District 3 Calhoun, Cherokee, Cleburne, DeKalb, Etowah 

District 4 Bibb, Fayette, Lamar, Pickens, Tuscaloosa 

District 5 Blount, Chilton, Cullman, Jefferson, St. Clair, Shelby, Walker, Winston 
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District 6 Clay, Coosa, Randolph, Talladega, Tallapoosa 

District 7 Greene, Hale 

District 8 Choctaw, Marengo, Sumter 

District 9 Dallas, Perry, Wilcox 

District 10 Autauga, Bullock, Butler, Crenshaw, Elmore, Lowndes, Montgomery, Pike 

District 11 Barbour, Chambers, Lee, Macon, Russell 

District 12 Baldwin, Clarke, Conecuh, Covington, Escambia, Monroe, Washington 

District 13 Coffee, Dale, Geneva, Henry and Houston 

District 14 Mobile 

II. Scope of Work  
 

The Scope of Work and requirements contained in this RFP is for District 10 only. 

 

The Vendor’s proposal must present a plan to describe how (i.e., draft policies and 

procedures, or documents deemed necessary) it will meet each of the following 

requirements listed below.  

  
A.  STANDARDS  

 

1.  Exhibit a capacity to serve the pregnant Medicaid population in the designated 

geographical area. 

 

2.  Procure a network of subcontractors within 50 miles of all areas in District 10. A 

GPS mapping attachment is required to support this requirement. This is determined 

through the RFP evaluation process using Letter of Intent to Contract (Attachment 

Four-A of the Maternity Care Program Operational Manual) from all subcontractors 

which must list sites where they are located.  

 

3.  Designate a full time Director for District 10 who has the authority to make day to 

day decisions, implement program policy, and oversee the provision of care to 

qualified recipients according to the Federal and State regulations. This full time 

Director may simultaneously assume the directorship position of more than one 

district. This full time Director must participate in all monthly status calls, attend all 

called meetings by the Medicaid including, but not limited to, the annual face to face 

meeting. 

 

4.  Establish business hours for the provision of maternity services. The Director or an 

appropriately qualified designee must be available/accessible, and on call 24 hours a 
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day, 7 days a week for any administrative and/or medical problems which may arise. 

 

5. Require subcontractors providing direct care to be on call or make provisions for 

medical problems 24-hours per day, seven days per week. 

 

6.  Require that all persons, including employees, agents, and subcontractors    

     acting for or on behalf of the Vendor, be properly licensed under  

     applicable State  laws and/or regulations.   

 

7.   Comply with certification and licensing laws and regulations applicable to the 

Vendor’s practice, profession or business.  The Vendor agrees to perform services 

consistent with the customary standards of practice and ethics in the medical 

profession.  

 

8.   Not knowingly employ or subcontract with any health provider whose participation 

in the Medicaid and/or Medicare Program, or SCHIP is currently suspended or has 

been terminated by Medicaid and/or Medicare or SCHIP.  Federal Financial 

Participation is not available for amounts expended for providers excluded by 

Medicare, Medicaid, or SCHIP except for emergency services. 

 

9. Comply with State and Federal laws regarding excluded Individuals and Entities. 

Excluded individuals and Entitles are not allowed to receive reimbursement for 

providing Medicare and Medicaid services in any capacity, even if they are not on 

Medicaid’s Exclusion List.  

 

10. Ensure that the subcontractor or Vendor is not currently debarred from participation 

from Medicare/Medicaid programs by checking the System for Award Management 

formerly Excluded Party List System (EPLS). 

 

11. Comply with State and Federal laws regarding checking Medicaid’s Exclusion List 

and the List of Excluded Individuals and Entities (LEIE) on a monthly basis to 

determine if any existing employee or Vendor has been excluded from participation 

in the Medicaid program.  

 

12. Ensure subcontractors are complying with State and Federal laws regarding 

checking Medicaid’s Exclusion List and the List of Excluded Individuals and 

Entities (LEIE) on a monthly basis to determine if any existing employee or 

affiliated entities have not been excluded from participation in the Medicaid 

program.  

 

13. Require network providers offer hours of operation to Medicaid recipients that are 

not less than the hours of operation to other recipients. 

 

14. Comply with all State and Federal regulations regarding family planning services, 

including that an enrollee will not be restricted in freedom of choice of providers of 

family planning services. 
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15. Comply with State and Federal enrollment requirements and enroll as a Medicaid 

provider as applicable.  

 

16.  Require subcontractors providing direct services to meet the requirements of and 

enroll as Medicaid providers as applicable.  

 

17. Report suspected fraud and abuse to Medicaid.  The report must include the number 

of complaints of fraud and abuse made to the Vendor that warrant an investigation.  

If an investigation is warranted, the Vendor must supply the name, identification 

number, source of the complaint, type of provider, nature of complaint, approximate 

dollars involved and legal and administrative disposition of the case.  

 

18. Prohibit discrimination against recipients based on health status or need for health 

services. 

 

19. Comply with the requirements of 42 CFR 438.224 in confidentially handling health 

and enrollment information. 

 

20. Comply with the requirements of 42 CFR Part 438. 

 

21. Comply with the applicable requirements of Alabama Medicaid Administrative 

Code, 560-X-37 and 560-X-45 and any revisions thereof.  

 

22. Comply with the requirements of the 1915 (b) Maternity Care Waiver and 

amendments thereof. 

 

23. Comply with the applicable requirements of the Alabama Medicaid   

Provider Manual and any revisions thereof. 

 

24. Comply with the requirements of the Maternity Care Program Operational Manual 

and any revisions thereof. 

 

25. The Vendor is not required to provide, reimburse payment, or  

 provide coverage of a counseling or referral service because of an objection on 

moral or religious grounds in accordance with 42 CFR 438.102(a) (2).  If the 

Vendor elects not to provide, reimburse for, or provide coverage of a counseling or 

referral service because of an objection on moral or religious grounds, it must 

furnish information about the services it does not cover as follows:  

 

a. to the State; 

 

b. with its application for a Medicaid contract;  

 

c. whenever it adopts such  policy during the term of the contract; and  

 

d. it must be consistent with the provisions of 42 C.F.R. 438.10; 

 

e. it must be provided to potential enrollees before and during 
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enrollment; and  

 

f. it must be provided to enrollees within 90 days after adopting the 

policy with respect to any particular service.  

 

26. Comply with the provisions of the American Recovery and Reinvestment Act of 

2009, Section 5006, regarding the protections for Indians receiving Medicaid 

benefits. 

 

27. Comply with the State’s provisions for collecting and reporting   

      encounter data as outlined in the Maternity Care Program Operational  

      Manual, Section VIII.E, Payment of Services, Encounter Data, Provider Manual 

and the Companion Guides. 

 

28. Comply with all financial audits conducted by Medicaid or its appointed authority. 

 

29. Neither the Vendor nor any person, firm or corporation employed by the Vendor in 

the performance of this contract shall offer or give, directly or indirectly, to any 

employee or agent of the State, any gift, money or anything of value, or any 

promise, obligation or contract for future reward or compensation at any time 

during the term of this contract. 

 

 

B.  ADMINISTRATIVE REQUIREMENTS  

 

The Vendor’s proposal must present a plan to demonstrate/describe its ability to meet 

the following requirements. The plan must include a resume for the Director.  

 

The district must have a full time Director.  This person shall have the following 

minimum qualifications: 

 

1. A BS or BA degree from an accredited college or, or a minimum of three 

years of management experience in managed health care. 

 

2.  Experience in working with low-income populations. 

 

Any changes in the Director’s position must be approved by Medicaid.  Medicaid must 

be notified in writing prior to the effective date of the change. 

 

C.  FUNCTIONS/RESPONSIBILITIES  

 

The Vendor’s proposal must present a plan (i.e., draft policies and procedures, or 

documents deemed necessary) to describe how it will meet each of the following 

requirements listed below.  

 

1. Provide the pregnant Medicaid eligible population obstetrical care 

through a comprehensive system of quality care.  The care can be 

provided directly or through subcontracts.  The successful Vendor’s 
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delivery system will not include the hospital component.  The hospital 

will be outside of the global reimbursement for maternity care. 

 

2. Implement and maintain a Medicaid approved quality assurance    

improvement system by which program access, process and outcomes 

are measured.  

 

3. Provide Application Assister services to Medicaid recipients utilizing 

individuals with up-to-date certification as Application Assisters. 

 

4. Utilize proper tools and service planning for women assessed to be at    

 risk medically or psychosocially. 

 

5. Provide recipient choice among DHCPs. 

 

6. Meet all requirements of the provider network, including but not limited 

to, maintaining written subcontracts, notifying Medicaid of any changes 

in the network, and maintaining a network of providers to meet program 

requirements. 

 

7. Maintain a toll-free line and adequate staff to enroll recipients and 

provide   program information.  If the Vendor, subcontractors and 

recipients are within the local calling distance area a toll-free line is not 

necessary. 

 

8. Develop, implement and maintain an extensive recipient education plan. 

Documentation must support requirements are met. 

 

9. Develop, implement and maintain a provider education plan. 

Documentation must support requirements are met. 

 

10.  Develop, implement and maintain an effective outreach plan to make 

providers, recipients and the community aware of the purpose of the 

Maternity Care Program and the services offered. Documentation must 

support requirements are met.      

 

11. Develop, implement and maintain an educational program explaining 

how to access the Maternity Care Program including service locations. 

Documentation must support requirements are met.      

 

12. Develop, implement and maintain a grievance procedure that is easily 

accessible and that is explained to recipients upon entry into the system. 

Documentation must support requirements are met.  

  

13. Develop, and implement  a system for accommodating recipient transfer 

requests that may occur as a result of a grievance or complaint so that 

care provided by the transferring Delivering Healthcare Professional as 

well as the receiving  Delivering Healthcare Professional my receive 
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payment for services rendered.  

    

14. Develop, implement and maintain a system for handling billing inquiries 

from recipients and subcontractors so that inquiries are handled in a 

timely manner.  

 

15. Maintain a computer based data system that collects, integrates, analyzes 

and reports recipient information.  

 

16. Give Medicaid immediate notification, by telephone and followed in 

writing, of any action or suit filed and prompt notice of any claim made 

against the Vendor  by any subcontractor which may result in litigation 

related in any way to this contract.  In the event of the filing of a petition 

for bankruptcy by or against any subcontractor or the insolvency of any 

subcontractor, the Vendor must ensure that all tasks related to any 

subcontractor are performed in accordance with the Terms of the 

Agreement.   

 

17. Ensure the subcontractor maintain for each recipient a complete record, 

including care coordination notes, at one location of all services 

provided.  Such information shall be accessible to the Vendor and shall 

obtain such information from all providers of services and identify by 

recipient name, recipient number, date of service, and services provided 

prior to making payment to that provider of service. Any record 

requested by the Vendor or Medicaid shall be provided free of charge. 

 

18. Provide copies of medical record documentation to Medicaid, as 

requested, for medical record reviews and other quality related activities.   

The Vendor must comply with the applicable provisions of the 

utilization control requirements of 42 C.F.R. 456, Subpart C.  

 

19. Perform claim review prior to submission to Medicaid for administrative 

review.   

 

20. Advise recipients of services that may be covered by Medicaid that are 

not covered through the Maternity Care Program.  

 

21. Promptly provide to Medicaid all information necessary for the 

reimbursement of outstanding claims in the event of insolvency.  

 

22. Coordinate care from out-of-network providers to ensure that there is no 

added cost to the enrollee.  If the Vendor is unable to provide the 

necessary care covered under this contract, the Vendor must adequately 

and timely cover these services out of network for the enrollee with the 

exception of an exemption granted by the Medicaid.  The exemption 

would be paid fee for service.   

 

23. Use the Medicaid Web Service Database for reporting program 
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        demographics and other elements related to the pregnancy. 

 

24. Designate a person to enter data and manage Medicaid’s Service 

Database entries. This designee is responsible for the transmission of 

valid, timely, complete and comprehensive data, along with auditing the 

database periodically. The designated representative(s) shall evaluate 

data for quantitative integrity, such as variances compared to the 

eligibility system and Service Report omissions. Other responsibilities 

include, but are not limited to, ensuring that all recipients, excluding 

exemptions, are entered into the database with all required reporting 

elements, and correcting discrepancies to ensure an error rate of no 

greater than 5%. This person must attend mandatory training as 

designated by the Medicaid. 

 

25. Coordinate service database data entries for recipients transferring from 

one district to another district to ensure transmission of valid, timely, 

complete and comprehensive data entries.  

 

D.  MATERNITY CARE PROGRAM GUIDELINES 

 

 Recipient Served/ Not Served by the Vendor  

 

The Vendor’s proposal must include an “acknowledgement and comply” statement 

regarding the following Maternity Care Program guidelines:  

 

1. Recipients are notified at the time of Medicaid application of the requirement to 

participate and enrolled in the program.  The Vendor must have an outreach plan in 

their district to inform women of program requirements. 

 

a. The Vendor  must serve the following Medicaid recipients who are pregnant 

and who are required to participate in the Maternity Care Program: 

 

i.  Those certified under the Affordable Care Act using the Modified     

 Adjusted Gross Income (MAGI) rules for pregnant women with the   

 exception of the Department of Youth Services recipients identified  

 with County Code 69. 

 

ii. Those certified through the Parent Other Caretaker Relative 

(POCR) 

 

iii. Refugees 

 

iv.   Supplemental Security Income (SSI) eligible women 

 

b. The following Medicaid recipients are not required to participate and should 

not be enrolled: 

 

i.  Dual eligible (Medicare/Medicaid) 
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ii.  Individuals granted emergency Medicaid due to their non-citizen   

 status 

2.  Subcontracts 

 

a. The Vendor shall not assign a contract without written consent of 

Medicaid.  

 

b. The Vendor may subcontract for the professional services necessary for 

the completion and maintenance of this contract and for the performance 

of its duties under this contract with advance written approval of both the 

subcontracted function and the subcontractor by Medicaid. 

Subcontractors shall demonstrate the capability to perform the function to 

be subcontracted at a level equal or superior to the requirements of the 

contract relevant to the service to be performed. All subcontracts shall be 

in writing, with the subcontractor functions and duties clearly identified, 

and shall require the subcontractor to comply with all applicable 

provisions of this RFP. 

 

c. The Vendor shall at all times remain responsible for the performance by 

subcontractors approved by Medicaid. 

 

d. The Vendor’s performance guarantee and responsibility for damages 

shall apply whether performance or non-performance was by the Vendor 

or one of its subcontractors. 

 

e.  Medicaid shall not release the Vendor from any claims or defaults of this 

contract which are predicated upon any action or inaction or default by 

any subcontractor of Vendor, even if such subcontractor was approved by 

Medicaid as provided above. 

 

f.  The Vendor shall give Medicaid notice in writing by registered mail of 

any action or suit made against said Vendor by any subcontractor or 

vendor, which, in the opinion of Vendor, may result in litigation related 

in any way to this contract with the State of Alabama.  

 

g.  The Vendor must submit Letters of Intent to Contract (Attachment Four-

A of the Maternity Care Operational Manual) from each subcontractor, if 

the use of subcontractors is necessary to meet the requirements of this 

RFP. The Letters of Intent to Contract  must be signed by an individual 

authorized to legally bind the subcontractor to perform the scope of work 

as assigned, stating:  

 

i. The general scope and volume of work to be performed by the 

subcontractor.  

 

ii. The subcontractor’s willingness to perform the work indicated.  
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iii. The names and titles of individuals who will be responsible for 

the subcontractor’s efforts.  

 

iv. The rate or methodology (if a varying rate is to be paid) of 

reimbursement to be received for the subcontractor’s efforts.  

 

h.  The Vendor shall comply with Title VI of the Civil Rights Act of 1964 

42 USC §2000d, et seq.), Section 504 of the Rehabilitation Act of 1973 

(29 USC §6101, et seq.) and the Americans with Disabilities Act of 1990 

(42 USC §2101, et seq.), and the regulations issued there under by the 

Department of Health and Human Services (45 CFR Parts 80, 84 and 90). 

No individual shall, on the ground of race, sex, color, creed, national 

origin, age or disability be excluded from participation in, be denied the 

benefits of, or be otherwise subjected to discrimination under any 

program of services.  

 

E.  HEALTHCARE PROFESSIONALS  

 

The Vendor’s proposal must present a plan (i.e., draft policies and procedures, or documents 

deemed necessary) to describe how it will meet each of the following requirements listed 

below.  

 

Provider Network  
 

a.  The Vendor must have a delivery system that meets Medicaid standards and that promotes 

continuity of care and quality care. Vendor must ensure that all medically necessary 

services, included as covered services pursuant to this proposal, are provided. The 

proposal must contain documentation that the Vendor has a provider network in place.  

 

b.  The Vendor must offer participation opportunities for 30 days prior to the contract start 

date and for the first month of each succeeding contract year to all interested potential 

subcontractors within district boundaries. Subcontractors must be willing to abide by all 

program requirements and accept offered reimbursement for services provided. For 

purposes of offering and awarding subcontracts, Vendor must offer the reimbursement 

level consistent with other like subcontractors.  

 

c.  The Vendor shall not  offer participation to potential subcontractors who do not agree to 

abide by program requirements or to those who have been disqualified from participation 

in any federal program or any person convicted of an offense involving Medicaid. 

However, providers who are willing to abide by program requirements must be given 

equal and fair participation opportunities. Complaints of discrimination will be 

investigated by Medicaid.  

 

d. The Vendor must contract with subcontractors who are geographically appropriate (50 

miles) to recipients within the district.  

 

e. The Vendor must continually monitor the provider network to ensure that the capacity is 

sufficient to meet the needs of all Medicaid recipients and availability and accessibility are 

not hindered. The Vendor must submit documentation to the Medicaid when there are 
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changes in services, benefits, geographic service area or payments in order to assure 

adequate capacity and services.  

 

f.  The Vendor must monitor and evaluate provider performance to ensure that Medicaid and 

Vendor standards are met. Such monitoring and evaluation system shall include a 

corrective action system. Vendor must include full documentation of the proposed 

monitoring system in the proposal.  

 

g. The Vendor must notify Medicaid within one working day of any unexpected changes 

which would impair its provider network. This notification shall include:  

 

1. Information about how the change will affect the delivery of covered  

services, and  

 

2. The Vendor 's plans for maintaining the quality of member care if the provider 

    network change is likely to result in deficient delivery of covered services.  

 

h. The Vendor is held accountable for any functions and responsibilities that it delegates to 

any subcontractor and must evaluate the subcontractors’ ability to perform the activities 

delegated.  The Vendor’s subcontract(s) must:  

 

1. Require subcontractors to fulfill the requirements of 42 C.F.R. 438.  

 

2.  Be in writing and specify the responsibilities delegated and provide for revoking 

delegation or imposing other sanctions if the subcontractor’s performance is 

inadequate.  

 

3. Require the Vendor to monitor subcontractor’s performance  

and conduct a formal review.  

 

4. Require subcontractor to comply with accepted Medicaid standards of care.  

 

5. Require subcontractor to comply with all applicable other terms and conditions  

    contained in this RFP.  

 

6. Contain subcontractor’s reimbursement provisions.  

 

7. Contain a provision specifying that subcontractor must agree that under no 

circumstances (including, but not limited to, situations involving non-payment by 

the Vendor, insolvency of the Vendor, or breach of agreement) shall the 

subcontractor bill, charge, seek compensation, remuneration or reimbursement 

from, or have recourse against Medicaid recipients, or persons acting on their 

behalf, for covered services, rendered during the term of subcontractor’s agreement 

or sub-contract with the Vendor. A provider may charge for non-covered services 

delivered on a fee-for-service basis to Medicaid recipients.  

 

8. Contain a provision that states “payment for maternity-related services, not covered 

by the Maternity Care Program, does not make the recipient responsible for all of 

her maternity care”.  

 



 

Page 18 
 

9. Require that the contract term covers the same time period as the Vendor’s contract 

with Medicaid.  

 

10. Only be terminated for cause.  

 

11. Require the Vendor to identify deficiencies and require the subcontractor to take 

corrective action.  

 

F.  REQUIREMENTS FOR SUBCONTRACTORS  
 

The Vendor’s proposal must present a plan (i.e., draft policies and procedures, or documents 

deemed necessary) to describe how  it will meet each of the following requirements listed 

below.  

 

The Vendor must have written policies for the selection and retention, credentialing and re-

credentialing and non-discrimination of subcontractors. The Vendor may enter into 

subcontracts only where the subcontractor: 

 

 

1.  have current Alabama Medical License or certification and licensure as a Certified 

Nurse Midwife or other appropriate licensure requirements;  

 

2.  are enrolled as a Medicaid provider;  

 

3.  have current privileges at a hospital which participates in Medicaid, and be in good 

standing at that hospital; and   

 

4.  are not currently debarred or sanctioned from participation by any Federal department 

or agency.   

 

The Vendor is required to notify Medicaid within two business days of time that a debarred 

provider is identified. The quarterly sanctions report that is distributed by Medicaid as well 

as the Debarred Provider List that is maintained at the federal level should be monitored on 

an ongoing basis to identify these individuals.  

 

G.  RECIPIENT CHOICE 

The Vendor’s proposal must present a plan (i.e., draft polices and procedures, or documents 

deemed necessary) to describe how  it will meet each of the following requirements listed 

below.  

  

Recipients must be allowed to choose a DHCP at the time of entry into the Maternity Care 

Program. If the recipient is enrolled in the Patient 1st Program, care continues through that 

program for non-maternity related services.  A DHCP List must be available for use in the 

selection process. The Vendor must specify the approach in complying with choice 

requirements.  

 

H.  CHANGES IN THE SELECTION PROCESS 
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The Vendor’s proposal must include an “acknowledgement and comply” statement regarding 

the following Maternity Care Program guidelines:  

 

 Recipients must be allowed to change healthcare professionals once without cause within the 

first 90 days of enrolling in the maternity program and at any time for just cause, which is 

defined as a valid complaint submitted to the Vendor in writing. Valid causes for 

disenrollment by the enrollee are set forth in 42 C.F.R. 438.56 (d) (2).  Such request must be 

submitted by the recipient (or his/her representative) orally or in writing. The Vendor must 

notify all enrollees, at the time of enrollment, of the enrollee’s rights to change providers or 

disenroll enrollment for cause.  The recipient may request disenrollment without cause 

during the 90 days following the date of the recipient’s initial enrollment with the Vendor or 

the date the Vendor sends the recipient notice of the enrollment, whichever is later.  The 

Vendor must notify the enrollee of their right to request and obtain the information regarding 

disenrollment or changes in providers at least once per year.  The Vendor must provide 

enrollee’s of their disenrollment rights at a minimum annually. If there are any changes in the 

information the Vendor must notify the enrollee of the changes at least 30 days before the 

effective date of the change.  If there are sanctions imposed upon the Vendor as specified in 

42 C.F.R 438.702 (a) (3), the recipient may request disenrollment.  

 

I.  MEDICAL CARE SYSTEM 

      

The Vendor’s proposal must present a plan (i.e., draft polices and procedures, or documents 

deemed necessary) to describe how  it will meet each of the following requirements listed 

below.  

 

1. Covered Services 

   

a. The Vendor  must have or arrange for a comprehensive system of 

maternity care that provides for pregnancy- related care, including high 

risk care, to all pregnant recipients that reside in the district, with the 

exception of those recipients that are exempted from the program.  Refer 

to Maternity Care Program Operational Manual, Section V.,  Services, for 

further details of covered services. Below is a listing of the services that 

must be covered at a minimum:  

 

i. Antenatal Services, excluding inpatient care 

 

ii. Delivery Services, excluding inpatient care 

 

iii. Postpartum care services, excluding hospital inpatient care 

but including home visits when indicated  

 

iv. Care Coordination Services 

 

b. The Vendor must describe protocols for service delivery, including the 

process for managing high-risk pregnancies.  Covered services must be 

medically necessary and encompass maternity related services as well as 

those that might otherwise complicate or exacerbate the pregnancy.  The 
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services to be provided through the Vendor's network and which will be 

reimbursed as part of the global fee are described in the Maternity Care 

Program Operational Manual, Section V., Services. 

 

c. The Vendor must describe how it will be responsible for pregnancy-

related services as defined in this RFP from the time the pregnancy is 

diagnosed until the end of the month in which the 60th postpartum day 

falls.  Maternity Care services are those that are pregnancy-related, 

medically necessary, and encompass maternity-related services as well as 

services to treat conditions that might otherwise complicate or exacerbate 

the pregnancy.   

 

d. The Vendor is responsible for Specific CPT (current procedural 

terminology) codes which are included in the global rate. The codes are 

specified in the Maternity Care Program Operational Manual, Attachment 

Three, Global Associated Codes List.  Specific CPT codes not included in 

the global rate are specified in the Maternity Care Program Operational 

Manual, Section V., Services. 

 

2. Excluded Services 

 

 The Vendor’s proposal must acknowledge all excluded services. 

 

The following services as defined in the Maternity Care Program Operational 

Manual, Section V., Services, are excluded from the Maternity Care Program 

global payment methodology and are reimbursed fee-for-service: 

 

a. Inpatient Care 

 

b. Prescription Drugs 

 

c.  Injections 

 

d. Family Planning visits  

 

e. Lab services other than Hemoglobin, Hematocrit and Urinalysis 

 

f. Radiology services with the exception of maternity ultrasounds.  Maternity 

ultrasounds are unlimited in number and are a component of the global fee 

payment.  A Vendor may develop an evidence-based prior authorization 

process to manage the number of ultrasounds performed.  

 

g. Dental services 

 

h. Circumcision 

 

i. Physician charges for routine newborn care, standby and infant 

resuscitation 
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j. Non-pregnancy related care  

 

k. Emergency Room Care (facility and physician)  

 

l. Medicaid emergency and non-emergency transportation 

 

m. Drop out fees 

 

n.  Face-to-Face Tobacco Cessation Counseling 

 

o.  Specialist referrals 

 

p.  Miscarriages <21 weeks 

 

q.  Program Exemptions 

 

      J.  SERVICE DELIVERY 

       

The Vendor’s proposal must present a plan (i.e., draft polices and procedures, or documents 

deemed necessary) to describe how  it will meet each of the following requirements listed 

below.  

 

The Vendor shall have a delivery system that meets Medicaid requirements as defined in 

this proposal and any attachment and references hereto, as amended.  All services defined in 

this proposal must be available, accessible and there must be an accessible and adequate 

number of facilities, locations and personnel for the provision of covered services 24 hours a 

day, seven days a week.  Medicaid recipients must be offered the same access to provider 

office appointments and services that are available to all other maternity recipients of the 

Delivering Health Care Professional. 

  

K.  HIGH RISK PROTOCOL 

 

The Vendor’s proposal must present a plan (i.e., draft polices and procedures, or documents 

deemed necessary) to describe how  it will meet each of the following requirements listed 

below.  

 

A high risk pregnancy is one in which some condition puts the mother, the developing fetus, 

or both at higher-than-normal risk for complications during or after the pregnancy and birth. 

 

The  Vendor must clearly describe in the proposal the way it will manage high-risk 

pregnancies, including a process for identifying high-risk cases, a method to denote high-risk 

status and the reason for high risk-status, a network for care, policy and procedures for 

monitoring referrals and services to be provided to  high risk maternity recipients.  

 

1.   Referrals for high-risk care are the responsibility of the Vendor.  High 

risk care is not carved out of the Maternity District Plan.  Each 

recipient entering the care system must be assessed for high-risk 
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pregnancy status and referred to a DHCP qualified to provide high-risk 

care if the assessment reflects a condition that cannot be appropriately 

handled in routine prenatal care sites.  

 

2.  The following guidelines apply to teaching physicians and any Board 

Certified Perinatalogist approved to provide maternity services under a fee-

for–service payment methodology outside of the Maternity District plan.    

 

 

a.   Care Provided by a Teaching Physician 

     The reimbursement for the provision of services provided by a 

teaching physician as defined in State Plan AL-11-022, 4.19-B 

which states “ Teaching physicians are defined as doctors of 

medicine or osteopathy employed by or under contract with (a) a 

medical school that is part of the public university system (The 

University of Alabama at Birmingham and The University of South 

Alabama) or (b) a children’s hospital healthcare system which 

meets the criteria and receives funding under Section 340E (a) of 

the U.S. Public Health Service Act (42 USC 256e), and which 

operates and maintains a state license for specialty pediatric 

beds,” is excluded from the global “and may be reimbursed fee-

for-service.  

 

b.  Care provided by a Board Certified Perinatalogist 

The reimbursement for the provision of high-risk care provided by 

a Board Certified Perinatalogist is excluded from the global and 

may be reimbursed fee-for-service. All routine maternity services 

are subject to the Maternity District’s Plan. The Perinatalogist must 

subcontract with a Vendor for routine maternity services. 

Reimbursement for the provision of routine maternity services will 

be through the global payment methodology according to Vendor-

subcontractor agreement.  

 

c.   Routine Maternity Services Provided to Enrolled Recipients 

before or after Transferring to a Medicaid Enrolled Teaching 

Physician or Medicaid Enrolled Board Certified Perinatalogist 

Routine maternity services provided by a Vendor to an enrolled 

recipient before or after transferring to a Medicaid enrolled 

teaching physician for high risk care or routine care or a Medicaid 

enrolled Board Certified Perinatalogist for high risk care will be 

reimbursed fee-for-service and will not be reimbursed through the 

global payment methodology. Reference the Maternity Care 

Program Operational Manual, Section VIII., Payment of Services, 

for additional information.  

 

 

L.  CARE COORDINATION PROGRAM 
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The Vendor’s proposal must present a plan (i.e., draft polices and procedures, or 

documents deemed necessary) to describe how  it will meet each of the following 

requirements listed below.  

 

An integral part of the medical care delivered through the Maternity Care Program is 

care coordination. Care coordination is a professional skill and should be supported 

from within the Vendor’s system. Care coordination is the mechanism for linking and 

coordinating segments of a service delivery system to ensure that the most 

comprehensive program meets the recipient’s needs for care.  Care coordination is to 

be utilized as a resource by which the system can be brought together for the 

betterment of the recipient.  

 

1. The proposal must clearly operate a Care Coordination Program, to 

include, but not limited to, how the administrative component, medical 

component and other elements of the program are supported by the efforts 

of the Care Coordinators.  

 

2.   The Care Coordinator duties are as varied as the recipients served.  Care 

Coordinators serve a vital role in ensuring that the medical care women 

receive is augmented with the appropriate psychosocial support. Care 

Coordinator responsibilities include, but are not limited to the following: 

 

a.  Performing the initial encounter requirements; 

 

b.  Performing encounter requirements; 

 
c.  Performing the psychosocial risk assessment; 

 
d. Assessing the medical and social needs; 

 
e.  Developing service plans; 

 

f.  Providing information and education; and  

 
g. Tracking recipients throughout their pregnancy and postpartum 

period.   

 
3. The Vendor must develop, implement and maintain polices, procedures 

and protocols related the daily operations of the Care Coordination 

Program.  

 

4. The Entity must ensure that staff who is completing care coordination 

functions are operating within their professional scope of practice are 

appropriate for responding to recipients’ needs and follow the States 

licensure/credentialing requirement as defined in the Maternity Care 

Operational Manual, Section VI., Care Coordination. 

 

5. The proposal must include a stratification of care coordination and must 
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include visit flexibility to meet the needs of the recipient.  

 

6. Minimums are established, but, beyond the minimum, the total number of 

visits should be dictated by the needs of the recipients.  The Care 

Coordinator will be required to assess the recipient face to face at a 

minimum of two visits.  The Care Coordinator will have flexibility to 

determine how to best improve outcomes. 

 

7.   If the medical or psychosocial status of the recipient changes, the Care 

Coordinator is responsible for adjusting the service plan and proceeding 

accordingly. 

 

8.    It is up to the DHCP and Care Coordinator to decide and develop a 

service plan that meets the recipient’s needs.   

M.  REQUIREMENTS FOR CARE COORDINATORS 

 

The Vendor’s proposal must present a plan (i.e., draft polices or documents deemed 

necessary) to describe how  it will meet the  following requirement listed below. The 

proposal must contain resumes all Care Coordinators. 

 

     1.  Care Coordinators must have the following creditors:  

 

a. Social workers licensed and/or license-eligible for Alabama practice with a 

BSW or an MSW from a school accredited by the Council on Social Work 

Education. License-eligible social worker(s) must obtain license within12 

months of date of employment to function as a Care Coordinator. 

 

b. Registered Nurses, licensed by the Alabama Board of Nursing, with a 

minimum of one year experience in care coordination, accessing resources, and 

coordinating care with low-income populations; or, if no care coordination 

experience, completion of a Care Coordinator training course provided by the 

Vendor and supervision by an experienced Care Coordinator for at least six 

months. Documentation must support the Care Coordinator’s training has been 

completed and supervision for the specified period was provided. Compliance 

with this requirement will be reviewed during the Administrative Audit.    

c. Licensed Practical Nurse(s), licensed by the Alabama Board of Nurses, with at 

least two years of clinical experience and one year experience in care 

coordination, accessing resources and coordinating care with low-income 

populations. 

2. The Vendor has flexibility in determining how to perform the Application Assister 

function. Care Coordinators are not required to be Application Assisters; however, the 

Application Assister function is required to be performed by the Vendor.  The Vendor 

may choose to use a Care Coordinator for this function, while others may choose to 

have other staff provide this function.  Application Assister training is provided free of 

charge by the Alabama Medicaid Agency staff (Attachment Six of the Operational 
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Manual).  The Vendor shall have an individual(s) designated as a trainer for the Train-

the Trainer program.  The designee  must attend the Train-the-Trainer class and 

provide certification training to Application Assisters as deemed necessary in order to 

maintain compliance with certification and re-certification requirements.  The 

certification period for Application Assisters and Train-the-Trainer designee is every 

two years. 

 

3.  Care Coordination is a professional skill and must be supported from within the 

Vendor system.  Skills and functions employed by the Care Coordinator include, but 

are not limited to:  

 

a. Performing the initial encounter requirements, performing the psychosocial 

risk assessment, assessing the medical and social needs, developing service 

plans, providing information and education, making all appropriate referrals 

(including Plan First and CoIIN referrals), and tracking recipients throughout 

their pregnancy and postpartum period. 

 

b. Community orientations, including the ability to locate, augment, and develop 

resources including information on services offered by other agencies. 

c. The Vendor must advise all subcontractors of Care Coordinators services and 

must require that the subcontractors refer all Medicaid recipients to enroll in 

the program with the Vendor within ten days of the first visit. 

d. The Care Coordinator shall provide the recipient with a business card that 

provides location and telephone number of the Care Coordinator should any 

questions arise. 

e. Care Coordinators must be located in an area which provides adequate 

recipient access and maintains recipient confidentiality.  Private offices are 

preferred.  

f. Telephones must be available for use in recipient contacts. 

g. The Vendor must have a training plan for initial and on-going care 

coordination.  These plans must at a minimum support the requirements of this 

document and include training specific to the maternity program and/or related 

topics on an on-going basis.  Educational materials must include obtaining TPL 

information, the importance of keeping appointments with both the Care 

Coordinator and the DHCP, exemption candidates, current proper sleeping 

positions for the infant, domestic abuse, breast feeding, smoking & alcohol or 

other substance cessation, nutrition, and bonding for mother and infant. The 

effectiveness of the training plans will be monitored per quality outcome 

measures.   

h. The Care Coordinators or other Vendor’s staff will enroll the recipient in the 

Maternity Care Program and start the Medicaid application process.   

i. The Vendor must have a system for verification of current license for each 

Care Coordinator. Verification of current licensure will be checked during the 

Administrative Audit. 
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N.  HOME VISITS 

 

Home visits are optional.  Reference the Maternity Care Program Operational 

Manual, Section VII, Home Visits. The Vendor’s proposal must address this optional 

service. 

 

O.  PAYMENT FOR SERVICES RENDERED 

 

The Vendor’s proposal must include an “acknowledgement and comply” statement 

regarding the following Maternity Care Program guidelines:  

  

1. global/delivery only reimbursement methodology. 

 

a. The Vendor will receive a payment fee upon completion of the 

services provided. Global/delivery-only fees paid by Medicaid to the 

Vendor represent payment in full.  These fees encompass all 

components of care as defined in Section II., Scope of Work, C., 

Medical Care System.   

 

b. Recipient may not be billed for any services covered under this 

proposal.   

 

c. For recipients who receive total care through the Vendor network, a 

global fee should be billed.  

 

d. For recipients who receive no prenatal care through the Vendor’s 

network, a delivery-only fee must be billed.  The components of the 

delivery-only fee include those services provided from the time of 

delivery through the postpartum period including all the required 

encounters by the Care Coordinator.  The reimbursement amount for 

a delivery only is 80% of the global fee. 

 

2. Subcontractor Reimbursement System 

 

a. The Vendor shall implement an automated reimbursement system for 

payments to subcontractors, out-of-plan providers and districts.  

  

b. The Vendor must ensure payments to subcontractors  within 20 

calendar days of the date of  Medicaid payment (date funds 

deposited).  

 

c. The Vendor must ensure that in all cases, except where third party 

insurance billing is required by the DHCP, payments to 

subcontractors must be within 60 calendar days of the date of  

delivery. 

    

d. The Vendor must specify the payment methodology, i.e. capitation, 

fee for  service, or partial capitation in provider subcontracts.  The 
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reimbursement system  must comply with Health Insurance 

Portability and Accountability Act.  

 

e. The Vendor must ensure out-of-plan providers be paid within 90 

calendar days of submission of a clean claim to the, unless the 

payment is under appeal. 

 

3. DHCP Payment 

 

a. DHCP, except for those associated with a teaching facility as defined 

in State Plan  AL-11-022, 4.19-B, must be  paid at a rate no less than 

the Medicaid fee-for-service urban rate for delivery only.  The urban 

fee-for-service rate is $1,000 for delivery only.  Nurse midwives are 

paid at 80% of that rate.   

 

4. Third Party Liability 

 

a. The Vendor is responsible for collecting all third party insurance 

information prior to submitting a request for payment to Medicaid.  

Recipients with third party coverage are required to follow program 

guidelines.  

 

5.   High Risk Transfers / Reimbursement Methodology 

 

Routine maternity services provided to a recipient by a DHCP and/or 

Vendor before and after the transfer of a recipient to a teaching physician 

as define in State Plan AL-11-022,4.19-B or to a Medicaid enrolled Board 

Certified Perinatalogist will be reimbursed fee-for-service.  

 

a.  Services Provided by a Vendor Before a High Risk Transfer 

     The Vendor may receive an Administrative Collaborative Fee for 

enrolled recipients who are transferred to high risk care as described 

above. The Vendor may also receive an Administrative 

Collaborative Fee for enrolled recipients who receive routine 

maternity services from a teaching physician.  The Administrative 

Collaborative Fee is paid for services provided by the Vendor which 

include, but is not limited to:  

 

i.  administration services; 

 

ii. processing administrative review claims for subcontractors; 

 

iii. RMEDE data collection, data entry, and data reporting from  

the time of enrollment by the Vendor o the end of the 

postpartum period for high risk recipients and recipients 

under routine care by a teaching physician as defined in 

State Plan AL-11-022, 4.19-B; and 
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iv.  care coordination encounters.  

 

b. The Administrative Collaborative Fee can be billed to the 

Alabama Medicaid Agency electronically and is not subject to the 

Administrative Review Process.  

 

i.   The procedure code for the Administrative Collaborative Fee 

is 99199 with a UA modifier and a Diagnosis Code of V239 

indicating high risk transfer or routine maternity care by a 

teaching physician.  

 

ii.  The Administrative Collaborative fee is $365.00. 

 

iii. The Vendor and/or DHCP/Subcontractors cannot bill a 

delivery code or a full global code for high risk transfers or 

routine care provided by a teaching physician.  

 

NOTE THE EXCEPTION TO THIS REQUIREMENT  

When maternity services are subcontracted under the umbrella of a 

Federally Qualified Health Center (FQHC) and a teaching physician (as 

defined in State Plan AL-11-022 4.19-B, the Vendor may bill an applicable 

global CPT code. The reimbursement of the FQHC for provision of 

maternity services will be the responsibility of the Vendor. The teaching 

physician will be reimbursed for provision of maternity services under the 

fee-for-service payment methodology. In this instance, the Administrative 

Collaborative fee cannot be billed by the Vendor. 

  

c. Services Provided by a DHCP/Subcontractor for a High Risk     

     Transfer 

      

 Claims for the provision of services by a DHCP/Subcontractor for a 

high risk transfer will be submitted to the Medicaid by the Vendor. 

These claims will be considered for payment through the 

Administrative Review Process.  Types of Claims that may be 

submitted for consideration of payment include, but are not limited to:  

 

i.  Antepartum Care Claims  

 

ii. Postpartum Care Claims 

  

iii. Associated Services Claims 

  

iv. Ultrasounds Claims  

 

v. Claims for Referrals to specialty doctors  
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vi. Lab Claims  

 

Reference the Maternity Care Program Operational Manual, Section V., 

Services, and the Provider Manual for further details regarding 

reimbursement methodology and Section VIII, D.4., Payment of Services for 

additional information about the Administrative Review Process. 

 

P.  QUALITY ASSURANCE AND PERFORMANCE IMPROVEMENT 

 

The Vendor’s proposal must present a plan (i.e., draft polices or documents deemed 

necessary) to describe how it will meet the following requirement listed below.  

 

Quality Assurance and Performance improvement initiative of the Maternity Care 

Program. Quality Assurance and Performance Improvement (QAPI) is an integral part of 

the Maternity Care Program. Through QAPI, the adequacy and effectiveness, both in 

clinical and nonclinical areas of the program can be addressed. This section outlines the 

requirements of the program and the responsibilities of the Vendor and Medicaid. Within 

Medicaid, the Maternity Care Program Associate Director has primary responsibility for 

QAPI activities.  Each facet of the QAPI process has its own unique roles and 

responsibilities.  

 

Details on the requirements of the QAPI process are included in the Maternity Care 

Program Operational Manual, Sections IX., Quality Assurance and Performance 

Improvement and X., Records and Reports.  Components include:  

 

1.  DHCP Report Cards  

 

2.  Vendor Report Cards (Refer to Maternity Care Program 

   Operational Manual Section IX., Quality Assurance and Performance 

Improvement)  

 

3.  Grievance Procedures  

 

4.  Medicaid Agency Web Based Service Database  

 

5.  Performance Improvement Projects 

 

6.  Recipient Surveys  

 

Q.  MEDICAID OVERSIGHT  

 

The Vendor’s proposal must include an “acknowledgement and comply” statement 

regarding the following Maternity Care Program guidelines:  

 

1.  The Vendor’s performance is monitored through a combination of performance 

measures, DHCP report cards, medical record reviews, Service Database reviews and 

administrative reviews. The purpose of oversight activities is to ensure that contract 
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requirements are being met, standards of care are being implemented and enforced and 

that the Vendor is meeting the expectations of the DHCP.  

 

    Details of the requirements of Oversight process are included in the Maternity 

Care Program Operational Manual Section IX., Quality Assurance and 

Performance Improvements.  

 

a.  Administrative Reviews  

 

i.  Purpose - To measure performance, the Vendor will be visited at 

least annually  on-site to ensure compliance with program 

requirements.  

 

ii.  Elements - Detailed in Figure 2 

 

Figure 2.  Administrative Reviews Elements 

 

Subcontractors not enrolled as Medicaid providers  

Valid subcontracts (credentialing and licensure)  

DHCP have hospital privileges  

Claim payment within timeframes  

Staff knowledge of billing/reimbursement policies  

Training (Subcontractor and Care Coordinator) as required  

Application Assister requirements  

DHCP choice requirements  

 

iii. Standards - If after the administrative review, the Vendor is found to not be 

meeting the requirements, the following damages for cost associated with 

breach of contract as indicated in Figure 3 will be imposed. As indicated, 

corrective action will be allowed for some program elements with imposition 

of damages for cost associated with breach of contract as a final act. 

 

Figure 3.  Administrative Measures and Damages for Cost Associated with 

Breach of Contract. 

 

 

Measure  Damages for Cost Associated with Breach of Contract 

Subcontractor not enrolled 

with Medicaid 

1st occurrence: Corrective Action 

2nd occurrence: $500 per provider not enrolled 

Valid subcontracts 1st occurrence: Corrective Action 

 2nd occurrence: $500 per subcontract not meeting requirements 

DHCP have hospital privileges 1st occurrence: Corrective Action  

2nd occurrence: $500 per DHCP not having hospital privileges  

  
 

Claim payment within 

timeframes 

95% of audit sample of claims paid within timeframes, $100 per 

incident for payments not meeting timeframes 
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Staff knowledge of 

billing/reimbursement policies 

 

 1st occurrence: Corrective Action 

 2nd occurrence: Staff re-training, of $100 per incident thereafter. 

 

Training (Subcontractor and 

Care Coordinator) as required 

 

 $500 per training session not completed 

 

Application Assister services 

 

$500 per week that there is no certified Application Assister in 

all counties 

 

DHCP choice requirements 

 

1st occurrence: Corrective Action 

2nd occurrence: $500 per choice requirements not met 

 

iv. Corrective Action - If program requirements are not met, corrective action will 

be requested. The Vendor will implement a Corrective Action Plan and submit 

a signed report to the Medicaid Maternity Care program via fax, email or 

United States Postal Service within 15 working days of the request from 

Medicaid. The Vendor must follow-up on identified issues to ensure that 

actions for improvement have been effective with a written and signed report 

of findings submitted to the Medicaid Maternity Care Program six months after 

the Corrective Action Plan has been implemented. If improvement is not noted 

in subsequent reviews, further actions may be taken including damages for cost 

associated with breach of contract described above in Figure 3. 

 

b.   Medical Record Reviews 

 

i.  Purpose - To ensure that the Vendor is providing quality maternity care to its 

recipients, determine the effectiveness of the Maternity Care Program and to 

ensure services are provided according to federal and state guidelines, medical 

record reviews in addition to the elements that are measured from the Web 

Database as described in the Maternity Care Program Operational Manual, 

Section XI., Medicaid Oversight will be conducted. Periodic reviews will be 

conducted to evaluate the effectiveness and adequacy of care coordination, and 

quality of care delivered by a Vendor  and subcontractors.   

 

    Service Database Reviews will be completed simultaneously with medical 

record reviews to ensure that data collected is valid, timely, complete and 

comprehensive. Verifications will include, but will not be limited to verifying 

data quality, variances, validity, timeliness, completeness and accuracy with an 

expected error rate of no greater than 10%. 

 

ii. Sample Size/Process - Reviews will be conducted on a semi- annual basis. 

The sample number of records will be chosen randomly from a DSS Query 

generated for a specific period of time prior to the review but in no case 

reflective of less than three months prior to the review month. A request for 

recipient records will be sent to the Vendor requesting that recipient’s records 

be sent back to the Medicaid Managed Care Division for review. The Vendor 

will be responsible for obtaining all record information for review which 
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includes documentation from the DHCP, Hospital, etc. The subcontractor or the 

Vendor cannot charge for these records. 

 

iii. Findings - After the review is completed and all data compiled, the Vendor will 

be provided a summary of the findings. Statewide statistical reports will be 

generated after all District reviews are completed, excluding Service Database 

reviews. Further review and/or a request for a corrective action plan may be 

necessary dependent on Medical Record and Service Database Review findings. 

Statewide statistical averages are computed by using weighted District averages 

to present a more accurate measurement due to the variation in the volume of 

deliveries per District. 

 

iv.    Elements and Expectations-Detailed in Figure 4. 

 

Figure 4.  Medical Record Reviews Elements and Expectations  

Measure What it is Expectation 

Care 

coordination  

encounters 

The percentage of  recipients  for which a care 

coordination encounter was completed.  If no 

 encounter was completed in the hospital 

prior to  discharge, were two attempts made  

to contact the recipient within 20 days of  

delivery so that the encounter could be  

accomplished? 

90% of recipients 

receive an  

encounter.   

Documentation 

of care 

coordination 

activities 

All encounters are documented 100% of encounters are 

documented 

 

 

Content of  

care  

coordination 

Required encounters meet the guidelines  

specified in Section VI., Care Coordination ,  

of  the Maternity Care 

Program Operational Manual. 

 

90% of  

encounters 

meet the  

required  

guidelines.  

Service 

Database 

Verification-

Content of data 

elements in the 

Service 

Database 

The percentage of recipients for whom a 

delivery was paid by the Alabama Medicaid 

Agency (excluding exemptions) entered into 

RMEDE is reflective of medical records and 

claims documentation  

90% of the total selected  

audit sample Service  

Database elements should  

mirror medical record and  

claims documentation  
 

 

Figure 5.  Medical Record Reviews Standards and Damages for Cost  Associated 

with Breach of Contract. 
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Measure Damages for Cost Associated with Breach 

of Contract 

Care coordination encounters 1st occurrence:  Corrective Action 

2nd occurrence:  if below established 

benchmark with no improvement noted, 

$500 per recipient 

 

No documentation of care coordination 

activity 

1st occurrence:  Corrective Action 

2nd occurrence:  if below established 

benchmark with no improvement noted, 

$700 per recipient 

Content of care coordination 1st Occurrence: Corrective Action 

2nd  occurrence: if below established 

benchmark with no improvement noted, 

$500 per recipient  

Content of Service Database - RMEDE 

Verifications 

Source-Medical Record Reviews and 

Claims Data 

1st Occurrence: Letter of Concern 

 2nd  occurrence: Corrective Action  

 Subsequent Occurrences if below established 

 benchmark, $500 per occurrence 

 

 

v.  Corrective Action - If program requirements are not met, corrective action will 

be requested. The Vendor will implement a Corrective Action Plan and submit a 

signed report to the Medicaid Maternity Care program via fax, email or United 

States Postal Service within 15 working days of the request from Medicaid. The 

Vendor must follow-up on identified issues to ensure that actions for improvement 

have been effective with a written and signed report of findings submitted to the 

Medicaid Maternity Care Program six months after the Corrective Action Plan has 

been implemented. If improvement is not noted in subsequent reviews, further 

actions may be taken including damages for cost associated with breach of 

contract described above in Figure 5.  

 

c.  Missing in Service Database (RMEDE) Reviews 

 

i. Purpose-The purpose of the Missing in Service Database (RMEDE Review) 

is to ensure the Vendor has entered valid data into RMEDE in a timely 

fashion for recipients for whom a global fee was paid. 

 

ii. Sample Size/Process- Reviews will be conducted quarterly, as outlined in 

Maternity Care Program Operational Manual, Section XI.,C. All deliveries 

for an identified quarter will be chosen randomly from a DSS Query using 

claims data generated for a specific period of time. 

 

iii. Findings-After the review is completed and all data compiled, the District  

will be provided a summary of the findings. Further review and/or a request 

for a corrective action plan may be necessary dependent on the review 

findings 
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iv. Elements and Expectations- Detailed in Figure 6. 

 

Figure 6.  Service Database (RMEDE) Reviews Elements and Expectations 

 

Measure What it is Expectation 

Timeliness and valid Service 

Database Entries for Missing in 

RMEDE Reviews 

 

The percentage of recipients for 

whom a delivery was paid by 

the Alabama Medicaid Agency 

(excluding exemptions) are 

entered into the Service 

Database within 90 days of the 

delivery date and marked as 

complete. 

 

100 % of recipients for whom a 

delivery was paid by the 

Alabama Medicaid Agency 

(excluding exemptions) are 

entered into the Service 

Database within 90 days of the 

delivery date and marked as 

complete. 

 

Validity of Service Database 

Entries for Missing in RMEDE 

Reviews 

The percentage of 

recipients for whom a delivery 

was paid by the Alabama 

Medicaid Agency (excluding 

exemptions) are entered into the 

Service Database within 90 days 

of the delivery date with valid 

data compared to claims data 

 

95% of data entry for each 

recipient who delivered in the 

district review period will be 

without error  
 

 

v.  Corrective Action - If program requirements are not met, corrective action will be 

requested. The Vendor will implement a Corrective Action Plan and submit 

written and signed report to the Medicaid Maternity Care program via fax, email 

or United States Postal Service within 15 working days of the request from 

Medicaid. The Vendor must follow-up on identified issues to ensure that actions 

for improvement have been effective with a written and signed report of findings 

submitted to the Medicaid Maternity Care Program six months after the Corrective 

Action Plan has been implemented. If improvement is not noted in subsequent 

reviews, further actions may be taken including damages for cost associated with 

breach of contract described in Figure 7. 

 

Figure 7.  Service Database (RMEDE) Reviews Standards and Damages for Cost Associated with 

Breach of Contract 

 

Measures Damages for Cost Associated with Breach of 

Contract 

Timeliness of Service Database Data Entries for 

Missing in RMEDE Reviews 

 

Source: Claims Data 

 

1st occurrence: Corrective Action 

2nd occurrence: if below established benchmark, 

$500 per recipient 

 

Validity of Service Database - Missing in 

RMEDE Reviews 

Source: Claims Data 

1st occurrence: Corrective Action 

2nd occurrence: if below established benchmark, 

$100 per recipient 
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R.  CORRECTIVE ACTION 

 

1. The following standards will apply when the need for corrective action is identified: 

 

a. There must be a written, defined corrective action plan. 

 

b. The corrective action plan must be signed by the director. 

 

c. The plan must be acceptable to and approved by the Alabama Medicaid Agency. 

 

2.  The plan must include: 

 

a. Specification of the types of problems requiring remedial/corrective 

action 

 

b. Specification of the person(s) or body responsible for making the final 

determinations regarding quality problems 

  

c. Specific actions to be taken 

 

d. Provision of feedback to appropriate health professional, providers and staff 

  

e. The schedule and accountability for implementing corrective actions 

 

f. The approach to modifying the corrective action if improvements do not occur 

 

g. Procedures for terminating the affiliation with the physician or other health 

professional or provider 

 

3.  There must be an assessment of effectiveness of corrective actions. 

 

a. As actions are taken to improve care, there is monitoring and evaluation of 

corrective actions to assure that appropriate changes have been made. In addition, 

changes in practice patterns are tracked. 

 

b. The Vendor assures follow-up on identified issues to ensure that actions for 

improvement have been effective. 

 

c. Imposition of these damages for cost associated with breach of contract may be in 

addition to other contract remedies and does not waive Medicaid’s right to 

terminate the contract. 

 

S.  REPORTS 

      

     The Vendor’s proposal must contain a plan to meet the requirement: 
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1.  Reporting Standards 

The Vendor is responsible for timeliness, accuracy, and completeness of reports as defined 

below: 

 

a. Timeliness – Reports and other required Service Database data must be received 

on or before scheduled due dates. Reporting requirements are based on calendar 

dates. 

 

b. Accuracy – Reports and other required Service Database data must be prepared in 

conformity with appropriate authoritative sources and/or Medicaid defined 

standards. 

 

c. Completeness – All required information must be fully disclosed in a manner that 

is bother responsive and pertinent to report intent with no material omissions. 

 

2.  Reporting Requirements 

 

 a. The Vendor must submit reports as specified in the description of reports and as 

listed in Figure 8. 

 

b.  The Vendor is responsible for continued reporting beyond the term of the contract. 

For example, processing claims and reporting encounter data must likely continue 

beyond the term of the contract because of lag time in filing source documents by 

subcontractors. 

 
c. Medicaid requirements regarding reports, report content and frequency of 

submission of reports are subject to change at any time during the terms of the 

contract.  The Vendor must comply with all changes specified by Medicaid. The 

“to” contained in the subsequent chart indicates to where the report should be 

submitted. Maternity Care Program refers to the Associate Director, Maternity 

Care Program or a designee as directed by the Associate Director. Specific email 

addresses will be provided prior to contract implementation. 

 
d. Reporting requirements as listed in Figure 8 are the responsibility of the Vendor 

and are required on a routine basis. Details on specific reporting requirements may 

have been contained in other sections of the Maternity Care Program Operational 

Manual and referred to below. Failure to deliver reports in the manner and 

timeframe specified may result in damages for cost associated with breach of 

contract. 

 

Figure 8.  Reporting Requirements 

 

Report Name To Media Format Timeframe Due 
 

Service Database n/a Web-based In the format as 

designated  in the  

Web based 

instructions 

Data must be 

entered within 

90 days of the 

delivery 

Within 90 days of 

delivery 
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Global Summary 

Report 
MCP Email Excel as indicated 

in the  format as 

specified in  

Attachment 19 of 

the Maternity Care 

Program 

Operational Manual 

Quarterly Within 45 days of 

the end of the 

quarter being 

reported 

Organizational 

Structure 
MCP e-mail Word Annual and 

upon change 
January 1st and/or 

within 5 days of 

occurrence 
Provider Network MCP  e-mail Excel as indicated 

in the format as 

specified in   

Attachment 20 of 

the Maternity Care 

Program 

Operational Manual   

Annual and 

upon change 
January 1st  and/or 

within 5 days of 

occurrence 

(exception:  due 

weekly for  30 days 

after contract 

award) 

Application 

Assisters 

MCP e-mail Word as indicated 

in the format 

specified in 

Attachment 6 of the 

Maternity Care 

Program 

Operational Manual 

Annual and 

upon change 

Within 45 days of 

the end of the year 

and within 45 days 

of any change 

Quality 

Improvement  

Activity Summary 

MCP e-mail Word as  indicated 

in the format 

specified in 

Attachment 10  of 

the Maternity Care 

Program 

Operational Manual 

Quarterly Within 45 days of 

the end of the 

quarter being 

reported 

Grievance and 

Appeal Log 
MCP e-mail Word  or excel  

format as  indicated 

in the format 

specified in 

Attachment 18  of 

the Maternity Care 

Program 

Operational Manual 

Quarterly Within 45 days of 

the end of the 

quarter being 

reported 

Quality  

Assurance 

Committee 

Meeting Minutes 

MCP e-mail Word as  indicated 

in the format 

specified in 

Attachment 16  of 

the Maternity Care 

Program 

Operational Manual 

Quarterly Within 45 days of 

the end of the 

quarter being 

reported 

Managed Care 

Organization 

(MCO)Experience 

Report 

 

MCP email As indicated in the 

format as provided 

by the Alabama 

Medicaid Agency 

Annually Within 45 days of 

the end of each 

calendar year 

Quality MCP e-mail Word as  indicated Quarterly Within 45 days of 
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Improvement 

Tracking Log 

in the format 

specified in 

Attachment 17  of 

the Maternity Care 

Program 

Operational Manual 

the end of the 

quarter being 

reported 

Sale, Exchange, 

Lease of Property 
MCP Paper Word Occurrence Within 5 days of 

occurrence 
Loans and/or 

Extension of 

Credit 

MCP Paper Word Occurrence Within 5 days of 

occurrence 

Furnishing for 

Consideration of 

Goods & Services 

MCP Paper Word Occurrence Within 5 days of 

occurrence 

 

3.  Report Details 

 

a.   Service Database 

     The purpose of this report is to collect specifics on each delivery for which the      

      Vendor receives payment. Information will be entered via a web-  

      based database as described in Section IX.C., of the Maternity Care Program       

      Operational Manual  

  

b.   Global Summary Report:   

      The purpose of this report is to collect specifics on amounts paid to 

subcontractors for services reimbursed through the global fee. The format and 

instructions are included in Attachment 19 of the Maternity Care Program 

Operational Manual.   

 

c.   Organizational Structure 

 This report indicates for Medicaid the individuals involved in the Vendor’s 

organization.  Significant changes must be reported to the Maternity Care 

Program Associate Director within 5 days of occurrence in a word format. 

 

d.   Provider Network 

 This report must be reflective of all subcontractors in the Vendor’s network.  

Complete demographic information must be included, the service offered and the 

providers NPI number. The format and instructions are included in Attachment 20 

of the Maternity Care Program Operational Manual.   

 

e.   Application Assister services-Vendor shall submit a list of counties and names of 

assigned Application Assisters  and the name(s) of the Application Assisters’ 

trainer to the Maternity Care Program Associate Director or  designee annually 

and upon change. The format is included in Attachment 6 of the Maternity Care 

Program Operational Manual. 

 

f.   Quality Improvement Activity Summary 
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 This report must summarize the District’s Quality Improvement activity for the 

quarter.  Details are contained in Section IX.G. The format and instructions are 

included in Attachments 10 and 10a of the Maternity Care Program Operational 

Manual.    

 

g. Grievance Log 

 This report allows Medicaid to track issues as they arise as well as assure that 

each issue is resolved.  Details are contained in Section IX.H. The format and 

instructions are included in Attachments 18 and 18a of the Maternity Care 

Program Operational Manual. 

    

h.   Quality Assurance Committee Meeting Minutes 

 This report allows the Quality Assurance Division to focus on quality 

improvement and quality concerns in an individual district and how 

improvements initiatives are implemented and the concerns are being resolved.  

Details are contained in Section IX.A. The format for reporting Quality 

Assurance Committee Meeting minutes is located in Attachment 16 of the 

Maternity Care Program Operational Manual. 

 

i.    MCO Experience Report 

     This report will be used during the development of delivery rates for the 

     Alabama Medicaid Population. The Vendor will be required to 

   complete the  report for District 10 annually and as requested by    

     Medicaid. 

 

j.    Tracking Log 

   A means by which the Vendor can identify and track    

        problems and/or issues noted within its District.  Identified problems 

        or issues are taken to the QA Committee for discussion and 

        recommendations.   

 

k.   Sale, Exchange, Lease or Property;  

 These reports are Centers   for Medicare and Medicaid Services required for 

Managed Care Organizations and are required in a word format. 

 

l.    Loans or Extension of Credit  

 These reports are centers for Medicare and Medicaid Services requirements for 

Managed Care Organizations and are required in a word format. 

 

m. Furnishing for Consideration of Goods and Services   

 These reports are centers for Medicare and Medicaid Services requirements for 

Managed Care Organizations and are required in a word format. 

 

T. Implementation Activities 

 
The Vendor’s proposal must acknowledge  and comply with each of the following  requirements:  

 

A.  Readiness Review 
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Prior to the implementation date Medicaid may elect to conduct a readiness review 

with the Vendor  to ensure that all program requirements are established. If this review 

is required it will be completed prior to the contract initiation. The purpose of the 

review will be to review administrative capability, provider subcontracts 

demonstrating the network, formal policies and procedures for recipient care, a system 

of care coordination and optional home visits, review of education and outreach 

material, participation in the subcontractor training session and review of the quality 

assurance process.  A checklist for the review will be provided prior to the review in 

order to allow the Vendor time to prepare. 

 

B.  District Training Sessions 

 

The Vendor will be required to hold a training session for subcontractors in its 

district.  Advance notice of the date of the session shall be provided to Medicaid in 

writing. This session shall review all components of the program including, but not 

limited to, a review of billing procedures, procedure for protection of recipient 

choice, and quality assurance activities.  Medicaid staff may attend but will not 

conduct these sessions. 

 

C.  Corrective Action Measures 

 

In the event that a Vendor fails to meet the requirements of the Contract during the 

readiness review, the Vendor will be informed of its deficiencies in writing by 

Medicaid.  The Vendor will be given a deadline by which time all identified 

deficiencies must be corrected to the satisfaction of Medicaid.  The Vendor must 

respond within 48 hours of this notice of deficiencies with an acceptable corrective 

action plan. 

 

In the event that a Vendor fails to correct the deficiencies noted by Medicaid within 

the time frame specified by Medicaid approved corrective action plan, Vendor will 

not be allowed to begin work.  The geographic district covered by the deficient 

Vendor shall not participate in the Maternity Care Program and Medicaid eligible 

recipients shall receive their services under a fee-for-service system for a period of no 

greater than thirty calendar days.  At the expiration of this thirty day period, Vendor’s 

completion of the Medicaid corrective action plan will be evaluated. 

 

If the Vendor has not corrected the deficiencies noted by Medicaid, the Vendor’s 

contract with Medicaid will be terminated. 

 

U.  Duties Upon Expiration/Termination Transfer of Documents  

 

At Medicaid’s discretion but no later than three working days following the expiration or 

termination of the contract, Vendor at its own expense, shall box, label, and deliver to Medicaid 

or, at Medicaid’s direction, the successor Vendor any information, data, manuals, records, claims 

or other documentation which shall permit Medicaid to continue contract performance or 

contract for further performance with another Vendor. Vendor shall organize and label this 

documentation by contract component.  
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III. Pricing 
 

The Vendor’s proposal must include an “acknowledgement and comply” statement regarding 

the following Maternity Care Program guidelines:  

 

A. The Vendor’s proposal  must contain a technical component and a pricing component. 

The technical component must  present a complete and detailed description of the 

Vendor’s qualification to perform and its approach to carry out the requirements of the 

RFP. 

 

B. The pricing component  is a firm and fixed price for each year of the contract, 

including any extensions. If the proposal does not contain a firm and fixed price for 

each delivery, it will not be considered to meet RFP submission requirements. As part 

of the firm and fixed price submission, Vendors  must include details to support the 

development of  the price including the amounts/percentages of the  price to be spent 

on each component. Once the proposal price is received to the extent that the price is  

above or below the developed CY16 rate range, the price will be adjusted to 

appropriate levels within the actuarially sound rate ranges.  

 

C. Rates ranges will be adjusted according to guidance provided by CMS in accordance 

with 42 CFR 438.6(c). Rate ranges will be developed using a combination of District 

specific encounter data, Managed Care Organization (MCO) Experience Financial 

Reports for the base data and other data as deemed necessary by the Certified 

Actuaries. Once the base data is established, prospective changes including trends, 

programmatic changes and non-medical load will be applied in order to develop 

actuarially sound rate ranges specific to each contract period.  CMS defines actuarially 

sound rates as meeting the following criteria: 

 

1. Rates developed in accordance with generally accepted actuarial principles and  

practice;    

 

2.  Rates appropriate for the populations to be covered and the services to be 

furnished  under the contract;  and 

 

3.  Rates certified by an actuary who meets the qualification standards established by 

the  American Academy of Actuaries and follows practice standards established 

by the Actuarial Standards Board. 

 

D. Actuary reviews will be completed annually and as often as necessary to keep all 

payments actuarially sound. Circumstances for actuary reviews include, but are not 

 

Vendor shall at any time during the transition period and up to 90 calendar days after expiration 

of the contract answer all questions and provide all dialogue and training that Medicaid deems 

necessary to enable the successor Vendor to take over the provision of maternity care services. 

All such communications shall be with or through the Associate Director of the Maternity 

Program.  
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limited to, significant changes to baseline data, significant program changes by the 

state, or significant changes in financial condition.  

 

E. The successful Vendor in District 10 will be paid a global fee per delivery. The global 

fee for each delivery will be actuarially sound. The global fee will be payment in full 

for all services, duties, and administrative requirements as specified in the RFP. This 

will not be cost settled or modified and therefore should be considered as a firm and 

fixed price. 

 

F. Vendors are to submit a single price for each global delivery. In paying individual 

claims, those figures will be reduced by 20% for persons who only receive services at 

the time of delivery and during the postpartum period.  

 

G. The contract for the provision of services under this RFP is risk-bearing and must be 

approved by CMS.   

 

H. The contract shall be amended to support actuarially sound rate ranges in accordance 

with 42 CFR 438.6(c) to include any contract extensions.  

 

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, the Agency 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 

approximately 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 Nov 2014, 

more than 1,050,254 Alabama citizens were eligible for Medicaid benefits through a variety of 

programs. 
 

Services covered by Medicaid include, but are not limited to, the following: 

 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 
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 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 the Mentally Retarded and Mental Disease  

      Services 

 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 Vendor 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, 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  

      proposal.   

 

The proposal must contain an “acknowledgement and comply statement” regarding the 

following: 

 

A. Medicaid is hereby seeking a Vendors for the procurement of Maternity Care 

Services in District 10 as defined by this RFP.  Services required are outlined 

throughout this RFP.  

 

B. The proposal must be complete and stand on its own.  

 

http://www.medicaid.alabama.gov/
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C. It is acceptable for a potential Vendor to create a common management or 

administrative infrastructure that would serve more than one district. Any such 

arrangement must be described and the functions must be satisfied in this proposal.  

 

D. All proposals shall become the property of Medicaid.  

 

E. The Vendor to whom a contract is awarded shall be responsible for the performance 

of all duties contained within this RFP.  The Vendor will be responsible for 

implementation and coordination of a comprehensive maternity care delivery system 

(with the exception of the inpatient hospital component) that meets the needs of the 

Medicaid recipients within its district as described within this RFP. The mission of 

the program is to provide for the best possible birth outcome. This is accomplished 

through a coordinated system, augmented with care coordination and with an 

emphasis on quality. 

 

F. The successful Vendor’s delivery system will not include the inpatient hospital 

component. The inpatient hospital will be outside of the global Vendor 

reimbursement for maternity care.  

 

G. All information contained in this RFP and any amendments reflect the best and most 

accurate information available to Medicaid at the time of RFP preparation.  No 

inaccuracies in such data shall constitute a basis for change of the payments to the 

Vendor or a basis for legal recovery of damages, actual, consequential or punitive, 

except to the extent that such inaccuracies are the result of intentional 

misrepresentation by Medicaid. 

 

H. The submission of a proposal does not guarantee the award of a contract.  Any 

contract resulting from the proposal is not effective until it has received all required 

governmental approvals and signatures.  In addition, the selected Vendor shall not 

begin performing work under this contract until notified to do so by the departmental 

contracting agent. The projected implementation date of the contract is January 1, 

2016. 

 

I. The proposal  must be received by the Medicaid as specified in the Schedule of 

Activities. 

 

J. The proposal response must present a complete and detailed description of the 

Vendor’s qualifications to perform such services, and its approach to carry out the 

requirements of this RFP. Complete program details are included in the 2016 

Maternity Care Program Operational Manual.  Vendors must review this Operational 

Manual in detail to gain a complete understanding of program requirements.  In 

addition, Vendors are encouraged to review the Administrative Code 

(www.medicaid.alabama.gov); Code of Federal Regulations (www.access.gpo.gov); 

and the Medicaid Provider Billing Manual (www.medicaid.alabama.gov) prior to 

completing their proposal to ensure that all program requirements are understood 

and can be met.  The proposal must explain how the requirements set forth will be 

met including examples where appropriate. 
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K. The  proposal must contain documentation of the care delivery system that includes, 

but is not limited to: 

 

1. A flowchart addressing both high and low risks recipient flow 

through the     care system from entry into care to the conclusion of 

postpartum care; 

 

2. A narrative explaining the recipient flow;  

 

3. Protocols to be followed by providers for providing maternity care 

which prescribe services for prenatal visits, risk assessment, 

referral and follow up arrangements and postpartum services for 

both recipients at low and high risk;  

 

4. List of all the proposed DHCP subcontractors with specialty; 

 

5. Subcontractors are located within 50 miles of the location of 

recipients receiving care through the program; 

 

6. Estimated DHCP/recipient ratio; and a  

 

7. Specialty (high risk) hospital arrangements which are utilized by 

DHCP. 

 

L. Submission of a response to this RFP, acceptance of the award, and signing of the 

contract and applicable attachments constitute evidence of Vendor’s understanding 

of an agreement to the terms and conditions expressed in this proposal and contract.  

 

M. This contract can only be offered in conjunction with an approved 1915(b) waiver. If 

the waiver is not granted or continued, then Medicaid does not have the legal 

authority to operate this program as explained in this RFP. 

 

N. Medicaid may by written notice revise and amend the RFP prior to the due date for 

the proposal. If, in the opinion of Medicaid, revisions or amendments will require 

substantive changes in the RFP, the due date may be extended at the sole discretion 

of Medicaid.  

VI. Corporate Background and References 
 

Entities submitting proposals must:  
 

a. Provide evidence that the Vendor possesses the qualifications required in this RFP. 

 

b. Provide a description of the Vendor’s organization, including: 

 

1. Date established. 
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2. Ownership (public company, partnership, subsidiary, etc.).  Include an 

organizational chart depicting the Vendor’s organization in relation to any 

parent, subsidiary or related organization. 

 

3. Number of employees and resources. 

 

4. Names and resumes of Senior Managers and Partners in regards to this contract. 

 

5. A list of all similar projects the Vendor has completed within the last three 

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. 

 

7. A list of all Medicaid agencies or other entities for which the Vendor currently 

performs similar work. 

 

8. Evidence that the Vendor is financially stable and that it has the necessary 

infrastructure to complete this contract as described in the Vendor’s proposal.  

The Vendor must provide audited financial statements for the last three years, 

or similar evidence of financial stability for the last three years. 

 

9. Details of any pertinent judgment, criminal conviction, investigation or 

litigation pending against the Vendor or any of its officers, directors, 

employees, agents or subcontractors of which the Vendor has knowledge, or a 

statement that there are none.  The Agency 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. Furnish three (3) references for projects of similar size and scope, including contact 

name, title, telephone number, and address.  The Vendor cannot use Alabama Medicaid 

Agency personnel as a reference. 

  

 VII. Submission Requirements   

A. Authority 

This RFP is issued under the authority of Section 41-16-72 of the Alabama Code 

and 45 CFR 74.40 through 74.48.  The RFP process is a procurement option 

allowing the award to be based on stated evaluation criteria. The RFP states the 

http://www.sos.state.al.us/
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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 74.43, the State encourages free and open competition 

among Vendors. Whenever possible, the State will design specifications, proposal 

requests, and conditions to accomplish this objective, consistent with the necessity 

to satisfy the State’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 Vendor 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. Vendors or their representatives 

must not communicate with any State staff or officials regarding this 

procurement with the exception of the Project Director.  Any unauthorized 

contact may disqualify the Vendor from further consideration. Contact 

information for the single point of contact is as follows: 

 

  
Project Director:   Sylisa Lee-Jackson 

    Managed Care Division 
Address:   Alabama Medicaid Agency      

 Lurleen B. Wallace Bldg.  

 501 Dexter Avenue  

 PO Box 5624  

 Montgomery, Alabama 36103-5624  

Telephone Number:  334-353-4599 

Fax Number:   334-353-9356  

                  E-Mail Address:         sylisa.lee-jackson@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 the Agency’s website 

at www.medicaid.alabama.gov. 

D. Questions Regarding the RFP 

Vendors with questions requiring clarification or interpretation of any section 

within this RFP must submit questions and receive formal, written replies from 

the State.  Each question must be submitted to the Project Director via email. 

Questions and answers will be posted on the website as available. 

E. Acceptance of Standard Terms and Conditions 

Vendor must submit a statement stating that the Vendor 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.  
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F. Adherence to Specifications and Requirements 

Vendor must submit a statement stating that the Vendor has an understanding of 

and will comply with the specifications and requirements described in this RFP.  

G. Order of Precedence 

In the event of inconsistencies or contradictions between language contained in 

the RFP and a Vendor’s response, the language contained in the RFP will prevail. 

Should the State issue addenda to the original RFP, then said addenda, being more 

recently issued, would prevail against both the original RFP and the Vendor's 

proposal in the event of an inconsistency, ambiguity, or conflict.  

H. Vendor’s Signature 

The proposal must be accompanied by the RFP Cover Sheet signed in ink by an 

individual authorized to legally bind the Vendor. The Vendor’s signature on a 

proposal in response to this RFP guarantees that the offer has been established 

without collusion and without effort to preclude the State from obtaining the best 

possible supply or service. Proof of authority of the person signing the RFP 

response must be furnished upon request. 

I. Offer in Effect for 90 Days  

A proposal may not be modified, withdrawn or canceled by the Vendor for a 90-

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 Vendor so 

agrees in submitting the proposal. 

J. State 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 the State are entirely the 

responsibility of the Vendor. The State is not liable for any expense incurred by 

the Vendor in the preparation and presentation of their proposal or any other costs 

incurred by the Vendor prior to execution of a contract. 

K. State’s Rights Reserved 

While the State 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 State to award 

and execute a contract.  Upon a determination such actions would be in its best 

interest, the State, 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 Vendor whose proposal is within the competitive range 
with respect to technical plan and cost; 
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 Adopt to its use all, or any part, of a Vendor’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 the State and will be posted on the RFP website); 

 Not award any contract. 

L. Price 

Vendors must respond to this RFP by utilizing the RFP Cover Sheet to indicate 

the firm and fixed price for the implementation and updating/operation phase to 

complete the scope of work.   

M. Submission of Proposals  

Proposals must be sealed and labeled on the outside of the package to clearly 

indicate that they are in response to Maternity Care Program RFP Number 2015-

MCMS-02 and the District the proposal is being submitted for. Proposals must be 

sent to the attention of the Project Director and received at the Agency as 

specified in the Schedule of Events.   It is the responsibility of the Vendor to 

ensure receipt of the proposal by the deadline specified in the Schedule of Events.  

N. Copies Required 

Vendors must submit one original Proposal with original signatures in ink,  four 

additional hard copies in binder form, plus four electronic (Word format) copies 

of the Proposal on CD, jumpdrive or disc clearly labeled with the Vendor name the 

District for which the proposal is submitted for under sealed cover.  One 

electronic copy MUST be a complete version of the Vendor’s response and the 

second electronic copy MUST have any information asserted as confidential or 

proprietary removed. Vender must identify the original hard copy clearly on the 

outside of the proposal.  

O. Late Proposals  

Regardless of cause, late proposals will not be accepted and will automatically be 

disqualified from further consideration. It shall be the Vendor’s sole risk to assure 

delivery at the Agency by the designated deadline. Late proposals will not be 

opened and may be returned to the Vendor at the expense of the Vendor or 

destroyed if requested. 

 

VIII. Evaluation and Selection Process 
  

The Vendor’s proposal must contain an “acknowledge  and comply statement” 

regarding each of the following requirements listed below: 

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 required information is not 

provided; or the proposal is not within the plans and specifications described and 
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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 Vendor 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 Vendor has met the standards of 

responsibility.  In determining responsibility, the Project Director may consider 

factors such as, but not limited to, the vendor’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 Vendor is found non-responsible, a written determination will 

be made a part of the procurement file and mailed to the affected Vendor. 

C. Opportunity for Additional Information 

The State reserves the right to contact any Vendor submitting a proposal for the 

purpose of clarifying issues in that Vendor’s proposal. Vendors should clearly 

designate in their proposal a point-of-contact for questions or issues that arise in 

the State’s review of a Vendor’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. The State may change the size or composition of the 

committee during the review in response to exigent circumstances. 
 

Proposals will be evaluated based on their responsiveness to the items contained 

in the RFP Proposal Response Section of this document. It is expected that the 

review committee will rate responses according to the following ways: 

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 

 Scope of Work    40% 

 Guidelines of the Program   35% 

Staffing Qualification and Experience   25% 

Total 100 
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F.  Determination of Successful Proposal 

The Vendor whose proposal is determined to be in the best interest of the State 

will be recommended as the successful Contractor.  The Project Director will 

forward this Vendor’s proposal through the supervisory chain to the 

Commissioner, with documentation to justify the Committee’s recommendation. 

When the final approval is received, the State will notify the selected Vendor.  If 

the State rejects all proposals, it will notify all Vendors. The State will post the 

award on the Agency 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 Vendor 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 

Medicaid will enter into one contract for this geographical district for 12 month 

period commencing January 1, 2016 through December 31, 2016.  

 

At the end of the contract period, Medicaid may at its discretion, exercise the 

extension option and allow the period of performance to be extended for an 

additional contract year for up to a total of four contract extensions or at such time 

a Regional Care Organization assumes the management of maternity service in a 
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district or region. Such option shall be exercised by written notice to the Vendor 

within 90 days prior to the termination date of the contract or any extension.   

 

The contract for the provision of services under this RFP is risk-bearing and must 

be approved by CMS.  The contract shall be amended to support actuarially sound 

rate ranges in accordance with 42 CFR 438.6(c).   

 

Vendor 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. 

 

In October 2016, Medicaid will implement Medicaid managed care utilizing 

Regional Care Organizations (RCOs). Once implemented, the RCO’s will bear 

the risk of contracting with the State to provide the health care for Medicaid 

recipients. Initially, recipients receiving nursing home, hospice and HCBS waiver 

services, foster children, Plan 1st recipients, and recipients with dual eligibility 

(Medicare and Medicaid) will be excluded from the RCOs. As a result, the RCO 

will be responsible for certain aspects of the coordination of benefits for its 

members. 

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 § 
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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 the Agency 

(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 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 
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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 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 the State of Alabama 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. 
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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 the State.  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. Small and Minority Business Enterprise Utilization 

In accordance with the provisions of 45 CFR Part 74 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. 

Q. 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. 

R. 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 
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stringent employment restrictions under the Alabama Code of Ethics, §36-25-1 et 

seq., code of Alabama 1975. 

S.  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 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. 

T. 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. 

U. 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. 

V. 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 
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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. 

W. 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. 

X. 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. 

Y. 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. 

 

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. 
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Z. 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.   

AA. 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 may require that a receipt be 

given for any original record removed from Contractor’s premises. 

BB. 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. 

CC. Payment 

Global/delivery-only fees paid by Medicaid to the Vendor represent payment in 

full.  Recipients may not be billed for any services covered under this proposal.   

DD. 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. 

EE. Disclosure Statement 

The successful Vendor shall be required to complete a financial disclosure 

statement with the executed contract. 
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FF. 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.   

GG. 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. 

HH. 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. 

II.  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 provision of this contract is 

unenforceable as a matter of law, the remaining provisions will remain in full 

force and effect. 

JJ.  Alabama interChange Interface Standards  

Contractor hereby certifies that any exchange of MMIS data with the Agency’s 

fiscal agent will be accomplished by following the Alabama interChange Interface 

Standards Document, which will be posted on the Medicaid Website, 

www.medicaid.alabama.gov. 

 

  

http://www.sos.state.al.us/
http://www.medicaid.alabama.gov/
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X.  Performance Guarantee 
      

The Vendor’s proposal must acknowledge and comply with each of the following 

Requirements: 

   

In order to assure full performance of all obligations imposed on a Vendor contracting with 

the State of Alabama, the Vendor will be required to provide a performance guarantee in an 

amount equal to one percent of the expected annual Medicaid payment. The actual figure 

will be based on the firm and fixed price multiplied by the expected number of annual 

deliveries multiplied by one percent. The performance guarantee must be submitted by 

Vendor at least ten calendar days prior to the contract start date. The form of performance 

guarantee shall be one of the following: 

 

a. Cashier’s Check (personal or company checks are not acceptable) 

 

b. Other type of bank certified check 

 

c. Money order 

 

d. An irrevocable letter of credit 

 

e. Surety bond issued by a company authorized to do business within the State of 

Alabama 

 

The Alabama Medicaid Agency’s Director of Financial Administration shall be the 

custodian of the performance guarantee. The performance guarantee shall reference this 

RFP and it shall be made payable to the State of Alabama. 

 

If Vendor fails to deliver the required performance guarantee, the proposal shall be rejected 

and the contract may be awarded to the provider of the next ranked proposal. 

 

In the event of a breach of contract, Medicaid will notify Vendor in writing of the default 

and may assess reasonable charges against the  Vendor’s Performance guarantee. 

 

Failure of the Vendor to perform satisfactorily, breach of contract, or termination of contract 

shall cause the performance guarantee to become due and payable to the state of Alabama to 

the extent necessary to cover the costs incurred by Medicaid as a result of the Vendor failure 

to perform its contractual obligations. 

 

These cost include, but not limited to cost to correct any Medicaid errors caused by the 

Vendor’s default and cost incurred by Medicaid for completion of contracted work 

including any cost associated with preparation , solicitation and award of a competitive 

proposals for these contract services and any federal, state or other penalties, sanctions, 

disallowance, or any other cost incurred by Medicaid as a result of the Vendors default and 

any sanctions and/or liquidated damages necessary as a result of the Vendor default.  
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In order to achieve the greatest economy for the State, Medicaid may choose the next 

responsive Vendor, re-release the RFP, or complete any other action consistent with state 

purchasing laws. 

 

Performance Guarantees shall remain current and enforced for the duration of the contract as 

well as extension options. The performance guarantee will be released within 60 days of the 

end of the contract term. 

 

 

XI.  Damages for Cost Associated with Breach of 
Contract/Liquidated Damages 
 

The Vendor’s proposal must acknowledge and comply with the following requirements:  

 

In the event that Vendor fails to meet the requirements of this RFP and contract requirements, 

Medicaid will recover damages for cost associated with breach of contract. Vendor agrees to pay 

Medicaid the sums set forth below unless waived by Medicaid. 

 

A. Failure to deliver requisite reports/recipient records/services/deliverables as defined 

by   the RFP by the date specified by Medicaid - $100 per day per report or review. 

 

B. Failure to provide documentation as required by the RFP - $1,000 per instance.  

 

C. Failure to comply with any other requirement of the RFP - $1,000 per instance.  

 

D. Failure to perform tasks as specified in the RFP within the time specified by 

Medicaid,   including but not limited to data entered into the Service Database - 

$100 per day.  

 

E. Failure to submit an acceptable required corrective action plan - $1,000 per 

instance.  

 

F. Failure to maintain adequate staffing levels necessary to perform the requirements 

of the RFP - $1,000 per instance.  

 

G. Failure to meet technical requirements - $1,000 per instance.  

 

H. Insufficient or absence of Care Coordination documentation to meet required 

benchmark - $500.00 per medical record.  

 

I. Misrepresentation or falsification of information furnished to Centers for Medicare 

and Medicaid Services.  Medicare/Medicaid Services, to the State, to an enrollee, 

potential enrollee or health care  provider- $5,000 per instance.  

 

J. Vendor shall be liable for any penalties or disallowance of Federal Financial 

Participation incurred by Medicaid due to Vendor’s failure to comply with the 

terms of the contract. Total dollars may include State funds as well as federal funds.  
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K. Imposition of damages for cost associated with breach of contract and liquidated 

damages may be in addition to other contract  remedies and does not waive 

Medicaid’s right to terminate the contract.  

 

L. Unauthorized use of information shall be subject to the imposition of damages for 

cost associated with breach of contract in the amount of ten thousand dollars 

($10,000) per instance.  

 

M. Failure to safeguard confidential information of providers, recipients or the 

Medicaid  program shall be subject to the imposition of $10,000 per instance for 

damages for cost associated with breach of contract and any penalties incurred by 

Medicaid for said infractions.   

 

N. Other damages for cost associated with breach of contract are noted in Section II.Q. 

Medicaid Oversight.  

  

Vendor shall 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. Vendor shall be allowed to submit rebuttal information or testimony in opposition 

to such findings. Medicaid shall make a final decision regarding implementation of damages 

for cost associated with breach of contract.  

 

XII.  Contract Ending Transition and Implementation Plan  
Incumbent  

 

The Vendor’s proposal must acknowledge and comply with the following requirements:  

 
At the end of the contract period to be covered by this RFP (January 1, 2016– December 31, 

2016, unless extended), the following payments will be made for transitioning recipients. 

Transitioning recipients are women who entered care with a Vendor and have not delivered the 

infant when the new contract begins. 

  

a. If the same Vendor is awarded the contract for the district payment for all services 

will be at the new global rate beginning with the new contract period. There will be 

no settlement for women who transition from one contract period to the next.  

 

b. If a new Vendor is awarded the contract for a district:  

 

1. The incumbent Vendor will be paid $100 for each recipient that did not deliver 

prior to the end of the contract period. It will be a lump sum payment to cover 

costs incurred. The incumbent Vendor will be responsible for payment to 

subcontractors for services rendered to the end of the contract period.  

 

2. New Vendor will receive payment for deliveries from Medicaid as follows for 

women that have not delivered and were enrolled with the prior Vendor:  
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--97% of global delivery fee paid for recipients delivering in the  

first month of the new contract.  

 

--98% of global delivery fee paid for recipients delivering in the  

second month of the new contract period. 

  

--99% of global delivery fee paid for recipients delivering in the  

third month of the new contract period. 

 

--100% of the global fee will be paid.  

 

c.  For recipients in their third trimester, a startup exemption may be granted if  

their physician is not participating with the new Vendor. Such  

exemptions must be received by the end of the contract period to a new  

Vendor.  

 

d.   Incumbent entities must submit a list of recipients transitioning  

out no later than thirty days prior to new contract start date to Medicaid’s  

Maternity Care Program Associate Director. 

 

XIII. Contract Ending Transition and Implementation Plan 
from Vendor to RCO 

 
The Vendor’s proposal must acknowledge and comply with the following requirements:  

The Vendor will be responsible for services performed up to 11:59 pm CT on September 30, 

2016. The Vendor  will not receive a global payment for deliveries occurring after September 30, 

2016. The Contractor may bill Medicaid fee-for-service for services performed by a DHCP up to 

11:59 pm CT on September 30, 2016 for patients that have not delivered as of 11:59 pm CT on 

September 30, 2016. The Vendor  may only bill codes covered in the Global Associated Codes 

List, and will bill no more than the Medicaid fee schedule. The Vendor will also receive a 

transition fee of $135.88 for each transitioning recipient. 

At the end of the Vendor  service period covered by this RFP (January 1, 2016 – September 30, 

2016), the following payments will be made for transitioning patients. Transitioning patients are 

women who entered care with a Vendor  and have not delivered as of 11:59 pm CT on 

September 30, 2016. New patients will not be enrolled with Vendor  after September 30, 2016. 

The Vendor will coordinate service and corporate with the RCO in the assigned region to ensure 

a smooth transition and continuity of recipient care. 

The Vendor will have until October 1, 2016 through December 31, 2016 to submit outstanding 

claims and resolve all billing issues. 
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Appendix A:  Proposal Compliance Checklist 
NOTICE TO VENDOR: 

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. 
 

Vendor 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. Vendor‘s original proposal received on time at correct location. 

 
2. Vendor 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. Vendor submitted signed acknowledgement of any and all addenda 

to RFP. 

 
6. The Proposal includes written confirmation that the Vendor 

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 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. 

 
10. The Proposal includes Letters of Intent 

 RFP References 
 for  

Acknowledgement and Comply Statements 

 
II.D  Maternity Care Program Guidelines 

 
II.H  Changes in the Selection Process 
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II.I.2 Medical Care System 

 II.O Payment for Services Rendered 

 II.Q Medicaid Oversight 

 
II.T Implementation Activities 

 
III. Pricing 

 
V. General 

 
VIII. Evaluation and Selection Process 

 
X. Performance Guarantee 

 
XI.  Damages for Cost Associated with Breach of 

Contract/Liquidated Damages 

 XII.  Contract Ending Transition and Implementation Plan  
Incumbent  

 
XIII. Contract Ending Transition and Implementation Plan 

from Vendor to RCO 
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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.  The current copy of these documents can be 

found on the Q drive in the LEGAL/Contract Forms folder.  

 
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 

       Acting 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. 
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3.  OBLIGATIONS OF BUSINESS ASSOCIATE 

        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. 
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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.  

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. 
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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;  

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. 
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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: 

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   
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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.  

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 

http://rfp.alabama.gov/Login.aspx
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 _____________________________________ _______________________________________________ 

          Printed Name     Printed Name  

 

Agency Contact:  Stephanie Lindsay   Phone:  (334) 242-5833 

Revised:  2/20/2013 
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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 

                            

       ROBERT BENTLEY Telecommunication for the Deaf:  1-800-253-0799               STEPHANIE MCGEE AZAR 

     Governor 334-242-5000          1-800-362-1504           Acting 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 
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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  



 

 
 

 
ALABAMA MEDICAID AGENCY 

REQUEST FOR PROPOSALS 
   

RFP Number:   

     2015-MCMS-01 

RFP Title:    
Alabama Medicaid Agency  
Maternity Care Program 

 

RFP Due Date and Time:  
August 20, 2015 by 4:00 
p.m. Central Time 

Number of Pages:  82 

PROCUREMENT INFORMATION 

Project Director:  

Sylisa Lee-Jackson 
Issue Date:  July 22, 2015 

Phone: 334-353-4599 
E-mail Address: sylisa.lee-

jackson@medicaid.alabama
.gov 

Website:  
http://www.medicaid.alaba
ma.gov 

Issuing Division: Managed Care  

INSTRUCTIONS TO VENDORS 

Return Proposal to: 

 
Alabama Medicaid Agency 
Lurleen B. Wallace Building 
501 Dexter Avenue 
PO Box 5624 
Montgomery, AL 36103-5624 

Mark Face of Envelope/Package: 

RFP Number:  2015-MCMS-01 

RFP Due Date:  August 20, 2015 by 
4:00 p.m. Central Time  

District Number 

Firm and Fixed Price: 

 

 

VENDOR INFORMATION  
(Vendor must complete the following and return with RFP response) 

Vendor Name/Address: 

 

Authorized Vendor Signatory:  (Please print name 
and sign in ink) 

 

 

  

Vendor Phone Number: Vendor FAX Number: 

 

Vendor Federal I.D. Number: Vendor E-mail Address:  
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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 Vendor’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. Vendors 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 

vendor’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 

Vendor’s Response. 

 

 
 

http://www.medicaid.alabama.gov/
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Section B. Schedule of Events 
 

The Vendor’s proposal must contain acknowledgement of the Schedule of Events. 

 

The following RFP Schedule of Events represents the State's best estimate of the 

schedule that shall be followed.  Except for the deadlines associated with the 

vendor 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. The State reserves the right, at its sole discretion, to adjust this 

schedule as it deems necessary.  Notification of any adjustment to the Schedule of 

Events shall be posted on the RFP website at www.medicaid.alabama.gov.  

 

EVENT                                                                 DATE 

 RFP Issued 7/22/2015 

Deadline for questions to be submitted 7/29/2015 

Deadline for questions to be posted to 

website  
8/14/2015 

Proposals Due by 4:00 pm CST  8/20/2015 

Evaluation Period  8/20/2015-9/3/2015 

Contract Award Notification  9/30/2015 

Contract Review Committee  12/3/2015 

Official Contract Award/Begin Work  1/1/2016 

 

* *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 “Vendor 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. 

 



 

Page 4 
 

Table of Contents 

Section A. RFP Checklist                                                                         2 

Section B. Schedule of Events              3 

I. Background                                  7  

II. Scope of Work                  8 

III. Pricing                41 

IV. General Medicaid Information           42                                                         

V. General               43                                                                                            

VI. Corporate Background and References           45 

VII. Submission Requirements              46 

A. Authority 46 
B. Single Point of Contact 47 
C. RFP Documentation              47 
D. Questions Regarding the RFP 47 
E. Acceptance of Standard Terms and Conditions 47 
F. Adherence to Specifications and Requirements 47 
G. Order of Precedence 47 
H. Vendor’s Signature              48 
I.  Offer in Effect for 90 Days 48 
J. State Not Responsible for Preparation Costs 48 
K. State’s Rights Reserved             48 
L. Price 49 
M. Submission of Proposals 49 
N. Copies Required 49 
O. Late Proposals 49 

 
VIII.Evaluation and Selection Process             49 
 

A. Initial Classification of Proposals Responsive/Non-responsive 49 
B. Determination of Responsibility 50 
C. Opportunity for Additional Information 50 
D. Evaluation Committee                                                               50 
E. Scoring 50 
F. Determination of Successful Proposal 50 

 
IX. General Terms and Conditions                 51 

 
A. General 51 



 

Page 5 
 

B. Compliance with State and Federal Regulations 51 
C. Term of Contract 51 
D. Contract Amendments 52 
E. Confidentiality 52 
F. Security and Release of Information 53 
G. Federal Nondisclosure Requirements 53 
H. Contract a Public Record 53 
I. Termination for Bankruptcy 54 
J. Termination for Default 54 
K. Termination for Unavailability of Funds 54 
L. Proration of Funds 54 
M. Termination for Convenience 54 
N. Force Majeure 55 
O. Nondiscriminatory Compliance 55 
P. Small and Minority Business Enerprice Ulitilizationtion 55 
Q. Worker’s Compensation 55 

 R. Employment of State Staff             55 
S. Immigration Compliance                                                           55 
T. Share of Contract 56 
U. Waivers 56 

 V. Warranties Against Broker’s Fees            56 
W. Noviation 56 
X. Employment Basis 57 
Y. Disputes and Litigation 57 
Z.  Record Retention and Storage 57 
AA. Inspection of Records             58  

 BB. Use of Federal Cost Principles                                               58 
CC. Payment 58 
DD. Notice to Parties 58 
EE. Disclosure Statement 58 
FF. Debarment 58 
GG. Not to Constitute a Debt of the State 58 
HH. Qualification to do Business in Alabama 59 
II. Choice of Law 59 
JJ. Alabama interChange Interface Standards 59 

  
X. Performance Guarantee                                            60   
 
XI. Damages for Cost Associated with Breach 
                    of Contract/Liquidated Damages                                          61 

  
XII. Contract Ending Transition and Implementation Plan Incumbent     62 

   
   XIII. Contract Ending Transition and Implementation Plan from 
  Vendor to RCO                                                                      63 

 
Appendix A: Proposal Compliance Checklist                                      64-65 



 

Page 6 
 

Appendix B: Contract and Attachments                                            66-82 



 

Page 7 
 

I. Background  
 

A. The Alabama Medicaid Agency, hereinafter called Medicaid, an Agency of the State of 

Alabama, began the Maternity Care Program in 1988 under the authority of a 1915(b) 

Waiver and State Plan.  This authority allows the State  to require pregnant women to 

receive their care through specified networks. The waiver was developed in an effort to 

address Alabama’s high infant mortality rate, the high drop-in delivery rate and the lack of 

Delivering Healthcare Professionals (DHCP) participation.  The waiver is administered 

statewide in each of the 67 counties, divided into 14 districts (Figure 1).  The current 

1915(b) Waiver will expire on August 30, 2015.  Medicaid has requested a waiver 

renewal.  

 

B. Currently, Medicaid contracts with one administrative entity for each district known as a 

Primary Contractor.  The Primary Contractor, in turn, has the responsibility of establishing 

a comprehensive network of subcontractors that can provide prenatal, delivery and 

postpartum care.  Medicaid pays for approximately half or 30,000 of all deliveries in the 

State of Alabama.  The Primary Contractor provides methods and procedures to safeguard 

against unnecessary utilization of care and services to assure efficiency, economy and 

quality of care as required by law pursuant to section 1902 (a) (30) of the Social Security 

Act (ACT).  

 
C. The Vendor to whom the contract is awarded shall be responsible for the performance of 

all duties contained within this Request for Proposal (RFP) for the firm and fixed price 

quoted in the Vendor’s proposal to this RFP.  All proposals must state a firm and fixed 

price for the services described.   

 

D. All information contained in this RFP and any amendments reflect the best and most 

accurate information available to Medicaid at the time of RFP preparation.  No 

inaccuracies in such data shall constitute a basis for change of the payments to the 

Contractor or a basis for legal recovery of damages, actual, consequential or punitive, 

except to the extent that such inaccuracies are the result of intentional misrepresentation 

by Medicaid.  

 

  

  Figure 1. Districts and Counties Served 
 

District Counties Served 

District 1 Colbert, Franklin, Lauderdale, Marion 

District 2 Jackson, Lawrence, Limestone, Madison, Marshall, Morgan 

District 3 Calhoun, Cherokee, Cleburne, DeKalb, Etowah 

District 4 Bibb, Fayette, Lamar, Pickens, Tuscaloosa 

District 5 Blount, Chilton, Cullman, Jefferson, St. Clair, Shelby, Walker, Winston 
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District 6 Clay, Coosa, Randolph, Talladega, Tallapoosa 

District 7 Greene, Hale 

District 8 Choctaw, Marengo, Sumter 

District 9 Dallas, Perry, Wilcox 

District 10 Autauga, Bullock, Butler, Crenshaw, Elmore, Lowndes, Montgomery, Pike 

District 11 Barbour, Chambers, Lee, Macon, Russell 

District 12 Baldwin, Clarke, Conecuh, Covington, Escambia, Monroe, Washington 

District 13 Coffee, Dale, Geneva, Henry and Houston 

District 14 Mobile 

II. Scope of Work  
 

The Vendor’s proposal must present a plan to describe how (i.e., draft policies and 

procedures, or documents deemed necessary) it will meet each of the following 

requirements listed below.  

  
A.  STANDARDS  

 

1.  Exhibit a capacity to serve the pregnant Medicaid population in the designated 

geographical area. 

 

2.  Procure a network of subcontractors within 50 miles of all areas in their district. A 

GPS mapping attachment is required to support this requirement. This is determined 

through the RFP evaluation process using Letter of Intent to Contract (Attachment 

Four-A of the Maternity Care Program Operational Manual) from all subcontractors 

which must list sites where they are located.  

 

3.  Designate a full time Director for the district(s) who has the authority to make day to 

day decisions, implement program policy, and oversee the provision of care to 

qualified recipients according to the Federal and State regulations. This full time 

Director may simultaneously assume the directorship position of more than one 

district. This full time Director must participate in all monthly status calls, attend all 

called meetings by the Medicaid including, but not limited to, the annual face to face 

meeting. 

 

4.  Establish business hours for the provision of maternity services. The Director or an 

appropriately qualified designee must be available/accessible, and on call 24 hours a 

day, 7 days a week for any administrative and/or medical problems which may arise. 
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5. Require subcontractors providing direct care to be on call or make provisions for 

medical problems 24-hours per day, seven days per week. 

 

6.  Require that all persons, including employees, agents, and subcontractors    

     acting for or on behalf of the Vendor, be properly licensed under  

     applicable State  laws and/or regulations.   

 

7.   Comply with certification and licensing laws and regulations applicable to the 

Vendor’s practice, profession or business.  The Vendor agrees to perform services 

consistent with the customary standards of practice and ethics in the medical 

profession.  

 

8.   Not knowingly employ or subcontract with any health provider whose participation 

in the Medicaid and/or Medicare Program, or SCHIP is currently suspended or has 

been terminated by Medicaid and/or Medicare or SCHIP.  Federal Financial 

Participation is not available for amounts expended for providers excluded by 

Medicare, Medicaid, or SCHIP except for emergency services. 

 

9. Comply with State and Federal laws regarding excluded Individuals and Entities. 

Excluded individuals and Entitles are not allowed to receive reimbursement for 

providing Medicare and Medicaid services in any capacity, even if they are not on 

Medicaid’s Exclusion List.  

 

10. Ensure that the subcontractor or Vendor is not currently debarred from participation 

from Medicare/Medicaid programs by checking the System for Award Management 

formerly Excluded Party List System (EPLS). 

 

11. Comply with State and Federal laws regarding checking Medicaid’s Exclusion List 

and the List of Excluded Individuals and Entities (LEIE) on a monthly basis to 

determine if any existing employee or Vendor has been excluded from participation 

in the Medicaid program.  

 

12. Ensure subcontractors are complying with State and Federal laws regarding 

checking Medicaid’s Exclusion List and the List of Excluded Individuals and 

Entities (LEIE) on a monthly basis to determine if any existing employee or 

affiliated entities have not been excluded from participation in the Medicaid 

program.  

 

13. Require network providers offer hours of operation to Medicaid recipients that are 

not less than the hours of operation to other recipients. 

 

14. Comply with all State and Federal regulations regarding family planning services, 

including that an enrollee will not be restricted in freedom of choice of providers of 

family planning services. 

 

15. Comply with State and Federal enrollment requirements and enroll as a Medicaid 

provider as applicable.  
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16.  Require subcontractors providing direct services to meet the requirements of and 

enroll as Medicaid providers as applicable.  

 

17. Report suspected fraud and abuse to Medicaid.  The report must include the number 

of complaints of fraud and abuse made to the Vendor that warrant an investigation.  

If an investigation is warranted, the Vendor must supply the name, identification 

number, source of the complaint, type of provider, nature of complaint, approximate 

dollars involved and legal and administrative disposition of the case.  

 

18. Prohibit discrimination against recipients based on health status or need for health 

services. 

 

19. Comply with the requirements of 42 CFR 438.224 in confidentially handling health 

and enrollment information. 

 

20. Comply with the requirements of 42 CFR Part 438. 

 

21. Comply with the applicable requirements of Alabama Medicaid Administrative 

Code, 560-X-37 and 560-X-45 and any revisions thereof.  

 

22. Comply with the requirements of the 1915 (b) Maternity Care Waiver and 

amendments thereof. 

 

23. Comply with the applicable requirements of the Alabama Medicaid   

Provider Manual and any revisions thereof. 

 

24. Comply with the requirements of the Maternity Care Program Operational Manual 

and any revisions thereof. 

 

25. The Vendor is not required to provide, reimburse payment, or  

 provide coverage of a counseling or referral service because of an objection on 

moral or religious grounds in accordance with 42 CFR 438.102(a) (2).  If the 

Vendor elects not to provide, reimburse for, or provide coverage of a counseling or 

referral service because of an objection on moral or religious grounds, it must 

furnish information about the services it does not cover as follows:  

 

a. to the State; 

 

b. with its application for a Medicaid contract;  

 

c. whenever it adopts such  policy during the term of the contract; and  

 

d. it must be consistent with the provisions of 42 C.F.R. 438.10; 

 

e. it must be provided to potential enrollees before and during 

enrollment; and  

 

f. it must be provided to enrollees within 90 days after adopting the 
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policy with respect to any particular service.  

 

26. Comply with the provisions of the American Recovery and Reinvestment Act of 

2009, Section 5006, regarding the protections for Indians receiving Medicaid 

benefits. 

 

27. Comply with the State’s provisions for collecting and reporting   

      encounter data as outlined in the Maternity Care Program Operational  

      Manual, Section VIII.E, Payment of Services, Encounter Data, Provider Manual 

and the Companion Guides. 

 

28. Comply with all financial audits conducted by Medicaid or its appointed authority. 

 

29. Neither the Vendor nor any person, firm or corporation employed by the Vendor in 

the performance of this contract shall offer or give, directly or indirectly, to any 

employee or agent of the State, any gift, money or anything of value, or any 

promise, obligation or contract for future reward or compensation at any time 

during the term of this contract. 

 

 

B.  ADMINISTRATIVE REQUIREMENTS  

 

The Vendor’s proposal must present a plan to demonstrate/describe its ability to meet 

the following requirements. The plan must include a resume for the Director.  

 

Each District  must have a full time Director.  This person shall have the following 

minimum qualifications: 

 

1. A BS or BA degree from an accredited college or, or a minimum of three 

years of management experience in managed health care. 

 

2.  Experience in working with low-income populations. 

 

Any changes in the Director’s position must be approved by Medicaid.  Medicaid must 

be notified in writing prior to the effective date of the change. 

 

C.  FUNCTIONS/RESPONSIBILITIES  

 

The Vendor’s proposal must present a plan (i.e., draft policies and procedures, or 

documents deemed necessary) to describe how it will meet each of the following 

requirements listed below.  

 

1. Provide the pregnant Medicaid eligible population obstetrical care 

through a comprehensive system of quality care.  The care can be 

provided directly or through subcontracts.  The successful Vendor’s 

delivery system will not include the hospital component.  The hospital 

will be outside of the global reimbursement for maternity care. 
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2. Implement and maintain a Medicaid approved quality assurance    

improvement system by which program access, process and outcomes 

are measured.  

 

3. Provide Application Assister services to Medicaid recipients utilizing 

individuals with up-to-date certification as Application Assisters. 

 

4. Utilize proper tools and service planning for women assessed to be at    

 risk medically or psychosocially. 

 

5. Provide recipient choice among DHCPs. 

 

6. Meet all requirements of the provider network, including but not limited 

to, maintaining written subcontracts, notifying Medicaid of any changes 

in the network, and maintaining a network of providers to meet program 

requirements. 

 

7. Maintain a toll-free line and adequate staff to enroll recipients and 

provide   program information.  If the Vendor, subcontractors and 

recipients are within the local calling distance area a toll-free line is not 

necessary. 

 

8. Develop, implement and maintain an extensive recipient education plan. 

Documentation must support requirements are met. 

 

9. Develop, implement and maintain a provider education plan. 

Documentation must support requirements are met. 

 

10.  Develop, implement and maintain an effective outreach plan to make 

providers, recipients and the community aware of the purpose of the 

Maternity Care Program and the services offered. Documentation must 

support requirements are met.      

 

11. Develop, implement and maintain an educational program explaining 

how to access the Maternity Care Program including service locations. 

Documentation must support requirements are met.      

 

12. Develop, implement and maintain a grievance procedure that is easily 

accessible and that is explained to recipients upon entry into the system. 

Documentation must support requirements are met.  

  

13. Develop, and implement  a system for accommodating recipient transfer 

requests that may occur as a result of a grievance or complaint so that 

care provided by the transferring Delivering Healthcare Professional as 

well as the receiving  Delivering Healthcare Professional my receive 

payment for services rendered.  

    

14. Develop, implement and maintain a system for handling billing inquiries 
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from recipients and subcontractors so that inquiries are handled in a 

timely manner.  

 

15. Maintain a computer based data system that collects, integrates, analyzes 

and reports recipient information.  

 

16. Give Medicaid immediate notification, by telephone and followed in 

writing, of any action or suit filed and prompt notice of any claim made 

against the Vendor  by any subcontractor which may result in litigation 

related in any way to this contract.  In the event of the filing of a petition 

for bankruptcy by or against any subcontractor or the insolvency of any 

subcontractor, the Vendor must ensure that all tasks related to any 

subcontractor are performed in accordance with the Terms of the 

Agreement.   

 

17. Ensure the subcontractor maintain for each recipient a complete record, 

including care coordination notes, at one location of all services 

provided.  Such information shall be accessible to the Vendor and shall 

obtain such information from all providers of services and identify by 

recipient name, recipient number, date of service, and services provided 

prior to making payment to that provider of service. Any record 

requested by the Vendor or Medicaid shall be provided free of charge. 

 

18. Provide copies of medical record documentation to Medicaid, as 

requested, for medical record reviews and other quality related activities.   

The Vendor must comply with the applicable provisions of the 

utilization control requirements of 42 C.F.R. 456, Subpart C.  

 

19. Perform claim review prior to submission to Medicaid for administrative 

review.   

 

20. Advise recipients of services that may be covered by Medicaid that are 

not covered through the Maternity Care Program.  

 

21. Promptly provide to Medicaid all information necessary for the 

reimbursement of outstanding claims in the event of insolvency.  

 

22. Coordinate care from out-of-network providers to ensure that there is no 

added cost to the enrollee.  If the Vendor is unable to provide the 

necessary care covered under this contract, the Vendor must adequately 

and timely cover these services out of network for the enrollee with the 

exception of an exemption granted by the Medicaid.  The exemption 

would be paid fee for service.   

 

23. Use the Medicaid Web Service Database for reporting program 

        demographics and other elements related to the pregnancy. 
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24. Designate a person to enter data and manage Medicaid’s Service 

Database entries. This designee is responsible for the transmission of 

valid, timely, complete and comprehensive data, along with auditing the 

database periodically. The designated representative(s) shall evaluate 

data for quantitative integrity, such as variances compared to the 

eligibility system and Service Report omissions. Other responsibilities 

include, but are not limited to, ensuring that all recipients, excluding 

exemptions, are entered into the database with all required reporting 

elements, and correcting discrepancies to ensure an error rate of no 

greater than 5%. This person must attend mandatory training as 

designated by the Medicaid. 

 

25. Coordinate service database data entries for recipients transferring from 

one district to another district to ensure transmission of valid, timely, 

complete and comprehensive data entries.  

 

D.  MATERNITY CARE PROGRAM GUIDELINES 

 

 Recipient Served/ Not Served by the Vendor  

 

The Vendor’s proposal must include an “acknowledgement and comply” statement 

regarding the following Maternity Care Program guidelines:  

 

1. Recipients are notified at the time of Medicaid application of the requirement to 

participate and enrolled in the program.  The Vendor must have an outreach plan in 

their district to inform women of program requirements. 

 

a. The Vendor  must serve the following Medicaid recipients who are pregnant 

and who are required to participate in the Maternity Care Program: 

 

i.  Those certified under the Affordable Care Act using the Modified     

 Adjusted Gross Income (MAGI) rules for pregnant women with the   

 exception of the Department of Youth Services recipients identified  

 with County Code 69. 

 

ii. Those certified through the Parent Other Caretaker Relative 

(POCR) 

 

iii. Refugees 

 

iv.   Supplemental Security Income (SSI) eligible women 

 

b. The following Medicaid recipients are not required to participate and should 

not be enrolled: 

 

i.  Dual eligible (Medicare/Medicaid) 

 

ii.  Individuals granted emergency Medicaid due to their non-citizen   
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 status 

2.  Subcontracts 

 

a. The Vendor shall not assign a contract without written consent of 

Medicaid.  

 

b. The Vendor may subcontract for the professional services necessary for 

the completion and maintenance of this contract and for the performance 

of its duties under this contract with advance written approval of both the 

subcontracted function and the subcontractor by Medicaid. 

Subcontractors shall demonstrate the capability to perform the function to 

be subcontracted at a level equal or superior to the requirements of the 

contract relevant to the service to be performed. All subcontracts shall be 

in writing, with the subcontractor functions and duties clearly identified, 

and shall require the subcontractor to comply with all applicable 

provisions of this RFP. 

 

c. The Vendor shall at all times remain responsible for the performance by 

subcontractors approved by Medicaid. 

 

d. The Vendor’s performance guarantee and responsibility for damages 

shall apply whether performance or non-performance was by the Vendor 

or one of its subcontractors. 

 

e.  Medicaid shall not release the Vendor from any claims or defaults of this 

contract which are predicated upon any action or inaction or default by 

any subcontractor of Vendor, even if such subcontractor was approved by 

Medicaid as provided above. 

 

f.  The Vendor shall give Medicaid notice in writing by registered mail of 

any action or suit made against said Vendor by any subcontractor or 

vendor, which, in the opinion of Vendor, may result in litigation related 

in any way to this contract with the State of Alabama.  

 

g.  The Vendor must submit Letters of Intent to Contract (Attachment Four-

A of the Maternity Care Operational Manual) from each subcontractor, if 

the use of subcontractors is necessary to meet the requirements of this 

RFP. The Letters of Intent to Contract  must be signed by an individual 

authorized to legally bind the subcontractor to perform the scope of work 

as assigned, stating:  

 

i. The general scope and volume of work to be performed by the 

subcontractor.  

 

ii. The subcontractor’s willingness to perform the work indicated.  

 
iii. The names and titles of individuals who will be responsible for 

the subcontractor’s efforts.  
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iv. The rate or methodology (if a varying rate is to be paid) of 

reimbursement to be received for the subcontractor’s efforts.  

 

h.  The Vendor shall comply with Title VI of the Civil Rights Act of 1964 

42 USC §2000d, et seq.), Section 504 of the Rehabilitation Act of 1973 

(29 USC §6101, et seq.) and the Americans with Disabilities Act of 1990 

(42 USC §2101, et seq.), and the regulations issued there under by the 

Department of Health and Human Services (45 CFR Parts 80, 84 and 90). 

No individual shall, on the ground of race, sex, color, creed, national 

origin, age or disability be excluded from participation in, be denied the 

benefits of, or be otherwise subjected to discrimination under any 

program of services.  

 

E.  HEALTHCARE PROFESSIONALS  

 

The Vendor’s proposal must present a plan (i.e., draft policies and procedures, or documents 

deemed necessary) to describe how it will meet each of the following requirements listed 

below.  

 

Provider Network  
 

a.  The Vendor must have a delivery system that meets Medicaid standards and that promotes 

continuity of care and quality care. Vendor must ensure that all medically necessary 

services, included as covered services pursuant to this proposal, are provided. The 

proposal must contain documentation that the Vendor has a provider network in place.  

 

b.  The Vendor must offer participation opportunities for 30 days prior to the contract start 

date and for the first month of each succeeding contract year to all interested potential 

subcontractors within district boundaries. Subcontractors must be willing to abide by all 

program requirements and accept offered reimbursement for services provided. For 

purposes of offering and awarding subcontracts, Vendor must offer the reimbursement 

level consistent with other like subcontractors.  

 

c.  The Vendor shall not  offer participation to potential subcontractors who do not agree to 

abide by program requirements or to those who have been disqualified from participation 

in any federal program or any person convicted of an offense involving Medicaid. 

However, providers who are willing to abide by program requirements must be given 

equal and fair participation opportunities. Complaints of discrimination will be 

investigated by Medicaid.  

 

d. The Vendor must contract with subcontractors who are geographically appropriate (50 

miles) to recipients within the district.  

 

e. The Vendor must continually monitor the provider network to ensure that the capacity is 

sufficient to meet the needs of all Medicaid recipients and availability and accessibility are 

not hindered. The Vendor must submit documentation to the Medicaid when there are 

changes in services, benefits, geographic service area or payments in order to assure 

adequate capacity and services.  
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f.  The Vendor must monitor and evaluate provider performance to ensure that Medicaid and 

Vendor standards are met. Such monitoring and evaluation system shall include a 

corrective action system. Vendor must include full documentation of the proposed 

monitoring system in the proposal.  

 

g. The Vendor must notify Medicaid within one working day of any unexpected changes 

which would impair its provider network. This notification shall include:  

 

1. Information about how the change will affect the delivery of covered  

services, and  

 

2. The Vendor 's plans for maintaining the quality of member care if the provider 

    network change is likely to result in deficient delivery of covered services.  

 

h. The Vendor is held accountable for any functions and responsibilities that it delegates to 

any subcontractor and must evaluate the subcontractors’ ability to perform the activities 

delegated.  The Vendor’s subcontract(s) must:  

 

1. Require subcontractors to fulfill the requirements of 42 C.F.R. 438.  

 

2.  Be in writing and specify the responsibilities delegated and provide for revoking 

delegation or imposing other sanctions if the subcontractor’s performance is 

inadequate.  

 

3. Require the Vendor to monitor subcontractor’s performance  

and conduct a formal review.  

 

4. Require subcontractor to comply with accepted Medicaid standards of care.  

 

5. Require subcontractor to comply with all applicable other terms and conditions  

    contained in this RFP.  

 

6. Contain subcontractor’s reimbursement provisions.  

 

7. Contain a provision specifying that subcontractor must agree that under no 

circumstances (including, but not limited to, situations involving non-payment by 

the Vendor, insolvency of the Vendor, or breach of agreement) shall the 

subcontractor bill, charge, seek compensation, remuneration or reimbursement 

from, or have recourse against Medicaid recipients, or persons acting on their 

behalf, for covered services, rendered during the term of subcontractor’s agreement 

or sub-contract with the Vendor. A provider may charge for non-covered services 

delivered on a fee-for-service basis to Medicaid recipients.  

 

8. Contain a provision that states “payment for maternity-related services, not covered 

by the Maternity Care Program, does not make the recipient responsible for all of 

her maternity care”.  

 

9. Require that the contract term covers the same time period as the Vendor’s contract 

with Medicaid.  
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10. Only be terminated for cause.  

 

11. Require the Vendor to identify deficiencies and require the subcontractor to take 

corrective action.  

 

F.  REQUIREMENTS FOR SUBCONTRACTORS  
 

The Vendor’s proposal must present a plan (i.e., draft policies and procedures, or documents 

deemed necessary) to describe how  it will meet each of the following requirements listed 

below.  

 

The Vendor must have written policies for the selection and retention, credentialing and re-

credentialing and non-discrimination of subcontractors. The Vendor may enter into 

subcontracts only where the subcontractor: 

 

 

1.  have current Alabama Medical License or certification and licensure as a Certified 

Nurse Midwife or other appropriate licensure requirements;  

 

2.  are enrolled as a Medicaid provider;  

 

3.  have current privileges at a hospital which participates in Medicaid, and be in good 

standing at that hospital; and   

 

4.  are not currently debarred or sanctioned from participation by any Federal department 

or agency.   

 

The Vendor is required to notify Medicaid within two business days of time that a debarred 

provider is identified. The quarterly sanctions report that is distributed by Medicaid as well 

as the Debarred Provider List that is maintained at the federal level should be monitored on 

an ongoing basis to identify these individuals.  

 

G.  RECIPIENT CHOICE 

The Vendor’s proposal must present a plan (i.e., draft polices and procedures, or documents 

deemed necessary) to describe how  it will meet each of the following requirements listed 

below.  

  

Recipients must be allowed to choose a DHCP at the time of entry into the Maternity Care 

Program. If the recipient is enrolled in the Patient 1st Program, care continues through that 

program for non-maternity related services.  A DHCP List must be available for use in the 

selection process. The Vendor must specify the approach in complying with choice 

requirements.  

 

H.  CHANGES IN THE SELECTION PROCESS 

 

The Vendor’s proposal must include an “acknowledgement and comply” statement regarding 

the following Maternity Care Program guidelines:  
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 Recipients must be allowed to change healthcare professionals once without cause within the 

first 90 days of enrolling in the maternity program and at any time for just cause, which is 

defined as a valid complaint submitted to the Vendor in writing. Valid causes for 

disenrollment by the enrollee are set forth in 42 C.F.R. 438.56 (d) (2).  Such request must be 

submitted by the recipient (or his/her representative) orally or in writing. The Vendor must 

notify all enrollees, at the time of enrollment, of the enrollee’s rights to change providers or 

disenroll enrollment for cause.  The recipient may request disenrollment without cause 

during the 90 days following the date of the recipient’s initial enrollment with the Vendor or 

the date the Vendor sends the recipient notice of the enrollment, whichever is later.  The 

Vendor must notify the enrollee of their right to request and obtain the information regarding 

disenrollment or changes in providers at least once per year.  The Vendor must provide 

enrollee’s of their disenrollment rights at a minimum annually. If there are any changes in the 

information the Vendor must notify the enrollee of the changes at least 30 days before the 

effective date of the change.  If there are sanctions imposed upon the Vendor as specified in 

42 C.F.R 438.702 (a) (3), the recipient may request disenrollment.  

 

I.  MEDICAL CARE SYSTEM 

      

The Vendor’s proposal must present a plan (i.e., draft polices and procedures, or documents 

deemed necessary) to describe how  it will meet each of the following requirements listed 

below.  

 

1. Covered Services 

   

a. The Vendor  must have or arrange for a comprehensive system of 

maternity care that provides for pregnancy- related care, including high 

risk care, to all pregnant recipients that reside in the district, with the 

exception of those recipients that are exempted from the program.  Refer 

to Maternity Care Program Operational Manual, Section V.,  Services, for 

further details of covered services. Below is a listing of the services that 

must be covered at a minimum:  

 

i. Antenatal Services, excluding inpatient care 

 

ii. Delivery Services, excluding inpatient care 

 

iii. Postpartum care services, excluding hospital inpatient care 

but including home visits when indicated  

 

iv. Care Coordination Services 

 

b. The Vendor must describe protocols for service delivery, including the 

process for managing high-risk pregnancies.  Covered services must be 

medically necessary and encompass maternity related services as well as 

those that might otherwise complicate or exacerbate the pregnancy.  The 

services to be provided through the Vendor's network and which will be 
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reimbursed as part of the global fee are described in the Maternity Care 

Program Operational Manual, Section V., Services. 

 

c. The Vendor must describe how it will be responsible for pregnancy-

related services as defined in this RFP from the time the pregnancy is 

diagnosed until the end of the month in which the 60th postpartum day 

falls.  Maternity Care services are those that are pregnancy-related, 

medically necessary, and encompass maternity-related services as well as 

services to treat conditions that might otherwise complicate or exacerbate 

the pregnancy.   

 

d. The Vendor is responsible for Specific CPT (current procedural 

terminology) codes which are included in the global rate. The codes are 

specified in the Maternity Care Program Operational Manual, Attachment 

Three, Global Associated Codes List.  Specific CPT codes not included in 

the global rate are specified in the Maternity Care Program Operational 

Manual, Section V., Services. 

 

2. Excluded Services 

 

 The Vendor’s proposal must acknowledge all excluded services. 

 

The following services as defined in the Maternity Care Program Operational 

Manual, Section V., Services, are excluded from the Maternity Care Program 

global payment methodology and are reimbursed fee-for-service: 

 

a. Inpatient Care 

 

b. Prescription Drugs 

 

c.  Injections 

 

d. Family Planning visits  

 

e. Lab services other than Hemoglobin, Hematocrit and Urinalysis 

 

f. Radiology services with the exception of maternity ultrasounds.  Maternity 

ultrasounds are unlimited in number and are a component of the global fee 

payment.  A Vendor may develop an evidence-based prior authorization 

process to manage the number of ultrasounds performed.  

 

g. Dental services 

 

h. Circumcision 

 

i. Physician charges for routine newborn care, standby and infant 

resuscitation 
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j. Non-pregnancy related care  

 

k. Emergency Room Care (facility and physician)  

 

l. Medicaid emergency and non-emergency transportation 

 

m. Drop out fees 

 

n.  Face-to-Face Tobacco Cessation Counseling 

 

o.  Specialist referrals 

 

p.  Miscarriages <21 weeks 

 

q.  Program Exemptions 

 

      J.  SERVICE DELIVERY 

       

The Vendor’s proposal must present a plan (i.e., draft polices and procedures, or documents 

deemed necessary) to describe how  it will meet each of the following requirements listed 

below.  

 

The Vendor shall have a delivery system that meets Medicaid requirements as defined in 

this proposal and any attachment and references hereto, as amended.  All services defined in 

this proposal must be available, accessible and there must be an accessible and adequate 

number of facilities, locations and personnel for the provision of covered services 24 hours a 

day, seven days a week.  Medicaid recipients must be offered the same access to provider 

office appointments and services that are available to all other maternity recipients of the 

Delivering Health Care Professional. 

  

K.  HIGH RISK PROTOCOL 

 

The Vendor’s proposal must present a plan (i.e., draft polices and procedures, or documents 

deemed necessary) to describe how  it will meet each of the following requirements listed 

below.  

 

A high risk pregnancy is one in which some condition puts the mother, the developing fetus, 

or both at higher-than-normal risk for complications during or after the pregnancy and birth. 

 

The  Vendor must clearly describe in the proposal the way it will manage high-risk 

pregnancies, including a process for identifying high-risk cases, a method to denote high-risk 

status and the reason for high risk-status, a network for care, policy and procedures for 

monitoring referrals and services to be provided to  high risk maternity recipients.  

 

1.   Referrals for high-risk care are the responsibility of the Vendor.  High 

risk care is not carved out of the Maternity District Plan.  Each 

recipient entering the care system must be assessed for high-risk 

pregnancy status and referred to a DHCP qualified to provide high-risk 
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care if the assessment reflects a condition that cannot be appropriately 

handled in routine prenatal care sites.  

 

2.  The following guidelines apply to teaching physicians and any Board 

Certified Perinatalogist approved to provide maternity services under a fee-

for–service payment methodology outside of the Maternity District plan.    

 

 

a.   Care Provided by a Teaching Physician 

     The reimbursement for the provision of services provided by a 

teaching physician as defined in State Plan AL-11-022, 4.19-B 

which states “ Teaching physicians are defined as doctors of 

medicine or osteopathy employed by or under contract with (a) a 

medical school that is part of the public university system (The 

University of Alabama at Birmingham and The University of South 

Alabama) or (b) a children’s hospital healthcare system which 

meets the criteria and receives funding under Section 340E (a) of 

the U.S. Public Health Service Act (42 USC 256e), and which 

operates and maintains a state license for specialty pediatric 

beds,” is excluded from the global “and may be reimbursed fee-

for-service.  

 

b.  Care provided by a Board Certified Perinatalogist 

The reimbursement for the provision of high-risk care provided by 

a Board Certified Perinatalogist is excluded from the global and 

may be reimbursed fee-for-service. All routine maternity services 

are subject to the Maternity District’s Plan. The Perinatalogist must 

subcontract with a Vendor for routine maternity services. 

Reimbursement for the provision of routine maternity services will 

be through the global payment methodology according to Vendor-

subcontractor agreement.  

 

c.   Routine Maternity Services Provided to Enrolled Recipients 

before or after Transferring to a Medicaid Enrolled Teaching 

Physician or Medicaid Enrolled Board Certified Perinatalogist 

Routine maternity services provided by a Vendor to an enrolled 

recipient before or after transferring to a Medicaid enrolled 

teaching physician for high risk care or routine care or a Medicaid 

enrolled Board Certified Perinatalogist for high risk care will be 

reimbursed fee-for-service and will not be reimbursed through the 

global payment methodology. Reference the Maternity Care 

Program Operational Manual, Section VIII., Payment of Services, 

for additional information.  

 

 

L.  CARE COORDINATION PROGRAM 
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The Vendor’s proposal must present a plan (i.e., draft polices and procedures, or 

documents deemed necessary) to describe how  it will meet each of the following 

requirements listed below.  

 

An integral part of the medical care delivered through the Maternity Care Program is 

care coordination. Care coordination is a professional skill and should be supported 

from within the Vendor’s system. Care coordination is the mechanism for linking and 

coordinating segments of a service delivery system to ensure that the most 

comprehensive program meets the recipient’s needs for care.  Care coordination is to 

be utilized as a resource by which the system can be brought together for the 

betterment of the recipient.  

 

1. The proposal must clearly operate a Care Coordination Program, to 

include, but not limited to, how the administrative component, medical 

component and other elements of the program are supported by the efforts 

of the Care Coordinators.  

 

2.   The Care Coordinator duties are as varied as the recipients served.  Care 

Coordinators serve a vital role in ensuring that the medical care women 

receive is augmented with the appropriate psychosocial support. Care 

Coordinator responsibilities include, but are not limited to the following: 

 

a.  Performing the initial encounter requirements; 

 

b.  Performing encounter requirements; 

 
c.  Performing the psychosocial risk assessment; 

 
d. Assessing the medical and social needs; 

 
e.  Developing service plans; 

 

f.  Providing information and education; and  

 
g. Tracking recipients throughout their pregnancy and postpartum 

period.   

 
3. The Vendor must develop, implement and maintain polices, procedures 

and protocols related the daily operations of the Care Coordination 

Program.  

 

4. The Entity must ensure that staff who is completing care coordination 

functions are operating within their professional scope of practice are 

appropriate for responding to recipients’ needs and follow the States 

licensure/credentialing requirement as defined in the Maternity Care 

Operational Manual, Section VI., Care Coordination. 

 

5. The proposal must include a stratification of care coordination and must 
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include visit flexibility to meet the needs of the recipient.  

 

6. Minimums are established, but, beyond the minimum, the total number of 

visits should be dictated by the needs of the recipients.  The Care 

Coordinator will be required to assess the recipient face to face at a 

minimum of two visits.  The Care Coordinator will have flexibility to 

determine how to best improve outcomes. 

 

7.   If the medical or psychosocial status of the recipient changes, the Care 

Coordinator is responsible for adjusting the service plan and proceeding 

accordingly. 

 

8.    It is up to the DHCP and Care Coordinator to decide and develop a 

service plan that meets the recipient’s needs.   

M.  REQUIREMENTS FOR CARE COORDINATORS 

 

The Vendor’s proposal must present a plan (i.e., draft polices or documents deemed 

necessary) to describe how  it will meet the  following requirement listed below. The 

Proposal must contain resumes  all Care Coordinators. 

 

     1.  Care Coordinators must have the following creditors:  

 

a. Social workers licensed and/or license-eligible for Alabama practice with a 

BSW or an MSW from a school accredited by the Council on Social Work 

Education. License-eligible social worker(s) must obtain license within12 

months of date of employment to function as a Care Coordinator. 

 

b. Registered Nurses, licensed by the Alabama Board of Nursing, with a 

minimum of one year experience in care coordination, accessing resources, and 

coordinating care with low-income populations; or, if no care coordination 

experience, completion of a Care Coordinator training course provided by the 

Vendor and supervision by an experienced Care Coordinator for at least six 

months. Documentation must support the Care Coordinator’s training has been 

completed and supervision for the specified period was provided. Compliance 

with this requirement will be reviewed during the Administrative Audit.    

c. Licensed Practical Nurse(s), licensed by the Alabama Board of Nurses, with at 

least two years of clinical experience and one year experience in care 

coordination, accessing resources and coordinating care with low-income 

populations. 

2. The Vendor has flexibility in determining how to perform the Application Assister 

function. Care Coordinators are not required to be Application Assisters; however, the 

Application Assister function is required to be performed by the Vendor.  The Vendor 

may choose to use a Care Coordinator for this function, while others may choose to 

have other staff provide this function.  Application Assister training is provided free of 

charge by the Alabama Medicaid Agency staff (Attachment Six of the Operational 
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Manual).  The Vendor shall have an individual (s) designated as a trainer for the Train-

the Trainer program.  The designee  must attend the Train-the-Trainer class and 

provide certification training to Application Assisters as deemed necessary in order to 

maintain compliance with certification and re-certification requirements.  The 

certification period for Application Assisters and Train-the-Trainer designee is every 

two years. 

 

3.  Care Coordination is a professional skill and must be supported from within the 

Vendor system.  Skills and functions employed by the Care Coordinator include, but 

are not limited to:  

 

a. Performing the initial encounter requirements, performing the psychosocial 

risk assessment, assessing the medical and social needs, developing service 

plans, providing information and education, making all appropriate referrals 

(including Plan First and CoIIN referrals), and tracking recipients throughout 

their pregnancy and postpartum period. 

 

b. Community orientations, including the ability to locate, augment, and develop 

resources including information on services offered by other agencies. 

c. The Vendor must advise all subcontractors of Care Coordinators services and 

must require that the subcontractors refer all Medicaid recipients to enroll in 

the program with the Vendor within ten days of the first visit. 

d. The Care Coordinator shall provide the recipient with a business card that 

provides location and telephone number of the Care Coordinator should any 

questions arise. 

e. Care Coordinators must be located in an area which provides adequate 

recipient access and maintains recipient confidentiality.  Private offices are 

preferred.  

f. Telephones must be available for use in recipient contacts. 

g. The Vendor must have a training plan for initial and on-going care 

coordination.  These plans must at a minimum support the requirements of this 

document and include training specific to the maternity program and/or related 

topics on an on-going basis.  Educational materials must include obtaining TPL 

information, the importance of keeping appointments with both the Care 

Coordinator and the DHCP, exemption candidates, current proper sleeping 

positions for the infant, domestic abuse, breast feeding, smoking & alcohol or 

other substance cessation, nutrition, and bonding for mother and infant. The 

effectiveness of the training plans will be monitored per quality outcome 

measures.   

h. The Care Coordinators or other Vendor’s staff will enroll the recipient in the 

Maternity Care Program and start the Medicaid application process.   

i. The Vendor must have a system for verification of current license for each 

Care Coordinator. Verification of current licensure will be checked during the 

Administrative Audit. 
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N.  HOME VISITS 

 

Home visits are optional.  Reference the Maternity Care Program Operational 

Manual, Section VII, Home Visits. The Vendor’s proposal must address this optional 

service. 

 

O.  PAYMENT FOR SERVICES RENDERED 

 

The Vendor’s proposal must include an “acknowledgement and comply” statement 

regarding the following Maternity Care Program guidelines:  

  

1. global/delivery only reimbursement methodology. 

 

a. The Vendor will receive a payment fee upon completion of the 

services provided. Global/delivery-only fees paid by Medicaid to the 

Vendor represent payment in full.  These fees encompass all 

components of care as defined in Section II., Scope of Work, C., 

Medical Care System.   

 

b. Recipient may not be billed for any services covered under this 

proposal.   

 

c. For recipients who receive total care through the Vendor network, a 

global fee should be billed.  

 

d. For recipients who receive no prenatal care through the Vendor’s 

network, a delivery-only fee must be billed.  The components of the 

delivery-only fee include those services provided from the time of 

delivery through the postpartum period including all the required 

encounters by the Care Coordinator.  The reimbursement amount for 

a delivery only is 80% of the global fee. 

 

2. Subcontractor Reimbursement System 

 

a. The Vendor shall implement an automated reimbursement system for 

payments to subcontractors, out-of-plan providers and districts.  

  

b. The Vendor must ensure payments to subcontractors  within 20 

calendar days of the date of  Medicaid payment (date funds 

deposited).  

 

c. The Vendor must ensure that in all cases, except where third party 

insurance billing is required by the DHCP, payments to 

subcontractors must be within 60 calendar days of the date of  

delivery. 

    

d. The Vendor must specify the payment methodology, i.e. capitation, 

fee for  service, or partial capitation in provider subcontracts.  The 
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reimbursement system  must comply with Health Insurance 

Portability and Accountability Act.  

 

e. The Vendor must ensure out-of-plan providers be paid within 90 

calendar days of submission of a clean claim to the, unless the 

payment is under appeal. 

 

3. DHCP Payment 

 

a. DHCP, except for those associated with a teaching facility as defined 

in State Plan  AL-11-022, 4.19-B, must be  paid at a rate no less than 

the Medicaid fee-for-service urban rate for delivery only.  The urban 

fee-for-service rate is $1,000 for delivery only.  Nurse midwives are 

paid at 80% of that rate.   

 

4. Third Party Liability 

 

a. The Vendor is responsible for collecting all third party insurance 

information prior to submitting a request for payment to Medicaid.  

Recipients with third party coverage are required to follow program 

guidelines.  

 

5.   High Risk Transfers / Reimbursement Methodology 

 

Routine maternity services provided to a recipient by a DHCP and/or 

Vendor before and after the transfer of a recipient to a teaching physician 

as define in State Plan AL-11-022,4.19-B or to a Medicaid enrolled Board 

Certified Perinatalogist will be reimbursed fee-for-service.  

 

a.  Services Provided by a Vendor Before a High Risk Transfer 

     The Vendor may receive an Administrative Collaborative Fee for 

enrolled recipients who are transferred to high risk care as described 

above. The Vendor may also receive an Administrative 

Collaborative Fee for enrolled recipients who receive routine 

maternity services from a teaching physician.  The Administrative 

Collaborative Fee is paid for services provided by the Vendor which 

include, but is not limited to:  

 

i.  administration services; 

 

ii. processing administrative review claims for subcontractors; 

 

iii. RMEDE data collection, data entry, and data reporting from  

the time of enrollment by the Vendor o the end of the 

postpartum period for high risk recipients and recipients 

under routine care by a teaching physician as defined in 

State Plan AL-11-022, 4.19-B; and 
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iv.  care coordination encounters.  

 

b. The Administrative Collaborative Fee can be billed to the 

Alabama Medicaid Agency electronically and is not subject to the 

Administrative Review Process.  

 

i.   The procedure code for the Administrative Collaborative Fee 

is 99199 with a UA modifier and a Diagnosis Code of V239 

indicating high risk transfer or routine maternity care by a 

teaching physician.  

 

ii.  The Administrative Collaborative fee is $365.00. 

 

iii. The Vendor and/or DHCP/Subcontractors cannot bill a 

delivery code or a full global code for high risk transfers or 

routine care provided by a teaching physician.  

 

NOTE THE EXCEPTION TO THIS REQUIREMENT  

When maternity services are subcontracted under the umbrella of a 

Federally Qualified Health Center (FQHC) and a teaching physician (as 

defined in State Plan AL-11-022 4.19-B, the Vendor may bill an applicable 

global CPT code. The reimbursement of the FQHC for provision of 

maternity services will be the responsibility of the Vendor. The teaching 

physician will be reimbursed for provision of maternity services under the 

fee-for-service payment methodology. In this instance, the Administrative 

Collaborative fee cannot be billed by the Vendor. 

  

c. Services Provided by a DHCP/Subcontractor for a High Risk     

     Transfer 

      

 Claims for the provision of services by a DHCP/Subcontractor for a 

high risk transfer will be submitted to the Medicaid by the Vendor. 

These claims will be considered for payment through the 

Administrative Review Process.  Types of Claims that may be 

submitted for consideration of payment include, but are not limited to:  

 

i.  Antepartum Care Claims  

 

ii. Postpartum Care Claims 

  

iii. Associated Services Claims 

  

iv. Ultrasounds Claims  

 

v. Claims for Referrals to specialty doctors  
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vi. Lab Claims  

 

Reference the Maternity Care Program Operational Manual, Section V., 

Services, and the Provider Manual for further details regarding 

reimbursement methodology and Section VIII, D.4., Payment of Services for 

additional information about the Administrative Review Process. 

 

P.  QUALITY ASSURANCE AND PERFORMANCE IMPROVEMENT 

 

The Vendor’s proposal must present a plan (i.e., draft polices or documents deemed 

necessary) to describe how it will meet the following requirement listed below.  

 

Quality Assurance and Performance improvement initiative of the Maternity Care 

Program. Quality Assurance and Performance Improvement (QAPI) is an integral part of 

the Maternity Care Program. Through QAPI, the adequacy and effectiveness, both in 

clinical and nonclinical areas of the program can be addressed. This section outlines the 

requirements of the program and the responsibilities of the Vendor and Medicaid. Within 

Medicaid, the Maternity Care Program Associate Director has primary responsibility for 

QAPI activities.  Each facet of the QAPI process has its own unique roles and 

responsibilities.  

 

Details on the requirements of the QAPI process are included in the Maternity Care 

Program Operational Manual, Sections IX., Quality Assurance and Performance 

Improvement and X., Records and Reports.  Components include:  

 

1.  DHCP Report Cards  

 

2.  Vendor Report Cards (Refer to Maternity Care Program 

   Operational Manual Section IX., Quality Assurance and Performance 

Improvement)  

 

3.  Grievance Procedures  

 

4.  Medicaid Agency Web Based Service Database  

 

5.  Performance Improvement Projects 

 

6.  Recipient Surveys  

 

Q.  MEDICAID OVERSIGHT  

 

The Vendor’s proposal must include an “acknowledgement and comply” statement 

regarding the following Maternity Care Program guidelines:  

 

1.  The Vendor’s performance is monitored through a combination of performance 

measures, DHCP report cards, medical record reviews, Service Database reviews and 

administrative reviews. The purpose of oversight activities is to ensure that contract 
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requirements are being met, standards of care are being implemented and enforced and 

that the Vendor is meeting the expectations of the DHCP.  

 

    Details of the requirements of Oversight process are included in the Maternity 

Care Program Operational Manual Section IX., Quality Assurance and 

Performance Improvements.  

 

a.  Administrative Reviews  

 

i.  Purpose - To measure performance, the Vendor will be visited at 

least annually  on-site to ensure compliance with program 

requirements.  

 

ii.  Elements - Detailed in Figure 2 

 

Figure 2.  Administrative Reviews Elements 

 

Subcontractors not enrolled as Medicaid providers  

Valid subcontracts (credentialing and licensure)  

DHCP have hospital privileges  

Claim payment within timeframes  

Staff knowledge of billing/reimbursement policies  

Training (Subcontractor and Care Coordinator) as required  

Application Assister requirements  

DHCP choice requirements  

 

iii. Standards - If after the administrative review, the Vendor is found to not be 

meeting the requirements, the following damages for cost associated with 

breach of contract as indicated in Figure 3 will be imposed. As indicated, 

corrective action will be allowed for some program elements with imposition 

of damages for cost associated with breach of contract as a final act. 

 

Figure 3.  Administrative Measures and Damages for Cost Associated with 

Breach of Contract. 

 

 

Measure  Damages for Cost Associated with Breach of Contract 

Subcontractor not enrolled 

with Medicaid 

1st occurrence: Corrective Action 

2nd occurrence: $500 per provider not enrolled 

Valid subcontracts 1st occurrence: Corrective Action 

 2nd occurrence: $500 per subcontract not meeting requirements 

DHCP have hospital privileges 1st occurrence: Corrective Action  

2nd occurrence: $500 per DHCP not having hospital privileges  

  
 

Claim payment within 

timeframes 

95% of audit sample of claims paid within timeframes, $100 per 

incident for payments not meeting timeframes 
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Staff knowledge of 

billing/reimbursement policies 

 

 1st occurrence: Corrective Action 

 2nd occurrence: Staff re-training, of $100 per incident thereafter. 

 

Training (Subcontractor and 

Care Coordinator) as required 

 

 $500 per training session not completed 

 

Application Assister services 

 

$500 per week that there is no certified Application Assister in 

all counties 

 

DHCP choice requirements 

 

1st occurrence: Corrective Action 

2nd occurrence: $500 per choice requirements not met 

 

iv. Corrective Action - If program requirements are not met, corrective action will 

be requested. The Vendor will implement a Corrective Action Plan and submit 

a signed report to the Medicaid Maternity Care program via fax, email or 

United States Postal Service within 15 working days of the request from 

Medicaid. The Vendor must follow-up on identified issues to ensure that 

actions for improvement have been effective with a written and signed report 

of findings submitted to the Medicaid Maternity Care Program six months after 

the Corrective Action Plan has been implemented. If improvement is not noted 

in subsequent reviews, further actions may be taken including damages for cost 

associated with breach of contract described above in Figure 3. 

 

b.   Medical Record Reviews 

 

i.  Purpose - To ensure that each Vendor is providing quality maternity care to its 

recipients, determine the effectiveness of the Maternity Care Program and to 

ensure services are provided according to federal and state guidelines, medical 

record reviews in addition to the elements that are measured from the Web 

Database as described in the Maternity Care Program Operational Manual, 

Section XI., Medicaid Oversight will be conducted. Periodic reviews will be 

conducted to evaluate the effectiveness and adequacy of care coordination, and 

quality of care delivered by a Vendor  and subcontractors.   

 

    Service Database Reviews will be completed simultaneously with medical 

record reviews to ensure that data collected is valid, timely, complete and 

comprehensive. Verifications will include, but will not be limited to verifying 

data quality, variances, validity, timeliness, completeness and accuracy with an 

expected error rate of no greater than 10%. 

 

ii. Sample Size/Process - Reviews will be conducted on a semi- annual basis. 

The sample number of records will be chosen randomly from a DSS Query 

generated for a specific period of time prior to the review but in no case 

reflective of less than three months prior to the review month. A request for 

recipient records will be sent to the Vendor requesting that recipient’s records 

be sent back to the Medicaid Managed Care Division for review. The Vendor 

will be responsible for obtaining all record information for review which 



 

Page 32 
 

includes documentation from the DHCP, Hospital, etc. The subcontractor or the 

Vendor cannot charge for these records. 

 

iii. Findings - After the review is completed and all data compiled, the Vendor will 

be provided a summary of the findings. Statewide statistical reports will be 

generated after all District reviews are completed, excluding Service Database 

reviews. Further review and/or a request for a corrective action plan may be 

necessary dependent on Medical Record and Service Database Review findings. 

Statewide statistical averages are computed by using weighted District averages 

to present a more accurate measurement due to the variation in the volume of 

deliveries per District. 

 

iv.    Elements and Expectations-Detailed in Figure 4. 

 

Figure 4.  Medical Record Reviews Elements and Expectations  

Measure What it is Expectation 

Care 

coordination  

encounters 

The percentage of  recipients  for which a care 

coordination encounter was completed.  If no 

 encounter was completed in the hospital 

prior to  discharge, were two attempts made  

to contact the recipient within 20 days of  

delivery so that the encounter could be  

accomplished? 

90% of recipients 

receive an  

encounter.   

Documentation 

of care 

coordination 

activities 

All encounters are documented 100% of encounters are 

documented 

 

 

Content of  

care  

coordination 

Required encounters meet the guidelines  

specified in Section VI., Care Coordination ,  

of  the Maternity Care 

Program Operational Manual. 

 

90% of  

encounters 

meet the  

required  

guidelines.  

Service 

Database 

Verification-

Content of data 

elements in the 

Service 

Database 

The percentage of recipients for whom a 

delivery was paid by the Alabama Medicaid 

Agency (excluding exemptions) entered into 

RMEDE is reflective of medical records and 

claims documentation  

90% of the total selected  

audit sample Service  

Database elements should  

mirror medical record and  

claims documentation  
 

 

Figure 5.  Medical Record Reviews Standards and Damages for Cost  Associated 

with Breach of Contract. 
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Measure Damages for Cost Associated with Breach 

of Contract 

Care coordination encounters 1st occurrence:  Corrective Action 

2nd occurrence:  if below established 

benchmark with no improvement noted, 

$500 per recipient 

 

No documentation of care coordination 

activity 

1st occurrence:  Corrective Action 

2nd occurrence:  if below established 

benchmark with no improvement noted, 

$700 per recipient 

Content of care coordination 1st Occurrence: Corrective Action 

2nd  occurrence: if below established 

benchmark with no improvement noted, 

$500 per recipient  

Content of Service Database - RMEDE 

Verifications 

Source-Medical Record Reviews and 

Claims Data 

1st Occurrence: Letter of Concern 

 2nd  occurrence: Corrective Action  

 Subsequent Occurrences if below established 

 benchmark, $500 per occurrence 

 

 

v.  Corrective Action - If program requirements are not met, corrective action will 

be requested. The Vendor will implement a Corrective Action Plan and submit a 

signed report to the Medicaid Maternity Care program via fax, email or United 

States Postal Service within 15 working days of the request from Medicaid. The 

Vendor must follow-up on identified issues to ensure that actions for improvement 

have been effective with a written and signed report of findings submitted to the 

Medicaid Maternity Care Program six months after the Corrective Action Plan has 

been implemented. If improvement is not noted in subsequent reviews, further 

actions may be taken including damages for cost associated with breach of 

contract described above in Figure 5.  

 

c.  Missing in Service Database (RMEDE) Reviews 

 

i. Purpose-The purpose of the Missing in Service Database (RMEDE Review) 

is to ensure the Vendor has entered valid data into RMEDE in a timely 

fashion for recipients for whom a global fee was paid. 

 

ii. Sample Size/Process- Reviews will be conducted quarterly, as outlined in 

Maternity Care Program Operational Manual, Section XI.,C. All deliveries 

for an identified quarter will be chosen randomly from a DSS Query using 

claims data generated for a specific period of time. 

 

iii. Findings-After the review is completed and all data compiled, the District  

will be provided a summary of the findings. Further review and/or a request 

for a corrective action plan may be necessary dependent on the review 

findings 
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iv. Elements and Expectations- Detailed in Figure 6. 

 

Figure 6.  Service Database (RMEDE) Reviews Elements and Expectations 

 

Measure What it is Expectation 

Timeliness and valid Service 

Database Entries for Missing in 

RMEDE Reviews 

 

The percentage of recipients for 

whom a delivery was paid by 

the Alabama Medicaid Agency 

(excluding exemptions) are 

entered into the Service 

Database within 90 days of the 

delivery date and marked as 

complete. 

 

100 % of recipients for whom a 

delivery was paid by the 

Alabama Medicaid Agency 

(excluding exemptions) are 

entered into the Service 

Database within 90 days of the 

delivery date and marked as 

complete. 

 

Validity of Service Database 

Entries for Missing in RMEDE 

Reviews 

The percentage of 

recipients for whom a delivery 

was paid by the Alabama 

Medicaid Agency (excluding 

exemptions) are entered into the 

Service Database within 90 days 

of the delivery date with valid 

data compared to claims data 

 

95% of data entry for each 

recipient who delivered in the 

district review period will be 

without error  
 

 

v.  Corrective Action - If program requirements are not met, corrective action will be 

requested. The Vendor will implement a Corrective Action Plan and submit 

written and signed report to the Medicaid Maternity Care program via fax, email 

or United States Postal Service within 15 working days of the request from 

Medicaid. The Vendor must follow-up on identified issues to ensure that actions 

for improvement have been effective with a written and signed report of findings 

submitted to the Medicaid Maternity Care Program six months after the Corrective 

Action Plan has been implemented. If improvement is not noted in subsequent 

reviews, further actions may be taken including damages for cost associated with 

breach of contract described in Figure 7. 

 

Figure 7.  Service Database (RMEDE) Reviews Standards and Damages for Cost Associated with 

Breach of Contract 

 

Measures Damages for Cost Associated with Breach of 

Contract 

Timeliness of Service Database Data Entries for 

Missing in RMEDE Reviews 

 

Source: Claims Data 

 

1st occurrence: Corrective Action 

2nd occurrence: if below established benchmark, 

$500 per recipient 

 

Validity of Service Database - Missing in 

RMEDE Reviews 

Source: Claims Data 

1st occurrence: Corrective Action 

2nd occurrence: if below established benchmark, 

$100 per recipient 
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R.  CORRECTIVE ACTION 

 

1. The following standards will apply when the need for corrective action is identified: 

 

a. There must be a written, defined corrective action plan. 

 

b. The corrective action plan must be signed by the director. 

 

c. The plan must be acceptable to and approved by the Alabama Medicaid Agency. 

 

2.  The plan must include: 

 

a. Specification of the types of problems requiring remedial/corrective 

action 

 

b. Specification of the person(s) or body responsible for making the final 

determinations regarding quality problems 

  

c. Specific actions to be taken 

 

d. Provision of feedback to appropriate health professional, providers and staff 

  

e. The schedule and accountability for implementing corrective actions 

 

f. The approach to modifying the corrective action if improvements do not occur 

 

g. Procedures for terminating the affiliation with the physician or other health 

professional or provider 

 

3.  There must be an assessment of effectiveness of corrective actions. 

 

a. As actions are taken to improve care, there is monitoring and evaluation of 

corrective actions to assure that appropriate changes have been made. In addition, 

changes in practice patterns are tracked. 

 

b. The Vendor assures follow-up on identified issues to ensure that actions for 

improvement have been effective. 

 

c. Imposition of these damages for cost associated with breach of contract may be in 

addition to other contract remedies and does not waive Medicaid’s right to 

terminate the contract. 

 

S.  REPORTS 

      

     The Vendor’s proposal must contain a plan to meet the requirement: 
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1.  Reporting Standards 

The Vendor is responsible for timeliness, accuracy, and completeness of reports as defined 

below: 

 

a. Timeliness – Reports and other required Service Database data must be received 

on or before scheduled due dates. Reporting requirements are based on calendar 

dates. 

 

b. Accuracy – Reports and other required Service Database data must be prepared in 

conformity with appropriate authoritative sources and/or Medicaid defined 

standards. 

 

c. Completeness – All required information must be fully disclosed in a manner that 

is bother responsive and pertinent to report intent with no material omissions. 

 

2.  Reporting Requirements 

 

 a.  The Vendor must submit Report as specified in the description of reports and as 

listed in Figure 8. 

 

b.  The Vendor is responsible for continued reporting beyond the term of the contract. 

For example, processing claims and reporting encounter data must likely continue 

beyond the term of the contract because of lag time in filing source documents by 

subcontractors. 

 
c. Medicaid requirements regarding reports, report content and frequency of 

submission of reports are subject to change at any time during the terms of the 

contract.  The Vendor must comply with all changes specified by Medicaid. The 

“to” contained in the subsequent chart indicates to where the report should be 

submitted. Maternity Care Program refers to the Associate Director, Maternity 

Care Program or a designee as directed by the Associate Director. Specific email 

addresses will be provided prior to contract implementation. 

 
d. Reporting requirements as listed in Figure 8 are the responsibility of the Vendor 

and are required on a routine basis. Details on specific reporting requirements may 

have been contained in other sections of the Maternity Care Program Operational 

Manual and referred to below. Failure to deliver reports in the manner and 

timeframe specified may result in damages for cost associated with breach of 

contract. 

 

Figure 8.  Reporting Requirements 

 

Report Name To Media Format Timeframe Due 
 

Service Database n/a Web-based In the format as 

designated  in the  

Web based 

instructions 

Data must be 

entered within 

90 days of the 

delivery 

Within 90 days of 

delivery 
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Global Summary 

Report 
MCP Email Excel as indicated 

in the  format as 

specified in  

Attachment 19 of 

the Maternity Care 

Program 

Operational Manual 

Quarterly Within 45 days of 

the end of the 

quarter being 

reported 

Organizational 

Structure 
MCP e-mail Word Annual and 

upon change 
January 1st and/or 

within 5 days of 

occurrence 
Provider Network MCP  e-mail Excel as indicated 

in the format as 

specified in   

Attachment 20 of 

the Maternity Care 

Program 

Operational Manual   

Annual and 

upon change 
January 1st  and/or 

within 5 days of 

occurrence 

(exception:  due 

weekly for  30 days 

after contract 

award) 

Application 

Assisters 

MCP e-mail Word as indicated 

in the format 

specified in 

Attachment 6 of the 

Maternity Care 

Program 

Operational Manual 

Annual and 

upon change 

Within 45 days of 

the end of the year 

and within 45 days 

of any change 

Quality 

Improvement  

Activity Summary 

MCP e-mail Word as  indicated 

in the format 

specified in 

Attachment 10  of 

the Maternity Care 

Program 

Operational Manual 

Quarterly Within 45 days of 

the end of the 

quarter being 

reported 

Grievance and 

Appeal Log 
MCP e-mail Word  or excel  

format as  indicated 

in the format 

specified in 

Attachment 18  of 

the Maternity Care 

Program 

Operational Manual 

Quarterly Within 45 days of 

the end of the 

quarter being 

reported 

Quality  

Assurance 

Committee 

Meeting Minutes 

MCP e-mail Word as  indicated 

in the format 

specified in 

Attachment 16  of 

the Maternity Care 

Program 

Operational Manual 

Quarterly Within 45 days of 

the end of the 

quarter being 

reported 

Managed Care 

Organization 

(MCO)Experience 

Report 

 

MCP email As indicated in the 

format as provided 

by the Alabama 

Medicaid Agency 

Annually Within 45 days of 

the end of each 

calendar year 

Quality MCP e-mail Word as  indicated Quarterly Within 45 days of 
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Improvement 

Tracking Log 

in the format 

specified in 

Attachment 17  of 

the Maternity Care 

Program 

Operational Manual 

the end of the 

quarter being 

reported 

Sale, Exchange, 

Lease of Property 
MCP Paper Word Occurrence Within 5 days of 

occurrence 
Loans and/or 

Extension of 

Credit 

MCP Paper Word Occurrence Within 5 days of 

occurrence 

Furnishing for 

Consideration of 

Goods & Services 

MCP Paper Word Occurrence Within 5 days of 

occurrence 

 

3.  Report Details 

 

a.   Service Database 

     The purpose of this report is to collect specifics on each delivery for which the      

      Vendor receives payment.    Information will be entered via a web-  

      based database as described in Section IX.C., of the Maternity Care Program       

      Operational Manual  

  

b.   Global Summary Report:   

      The purpose of this report is to collect specifics on amounts paid to 

subcontractors for services reimbursed through the global fee. The format and 

instructions are included in Attachment 19 of the Maternity Care Program 

Operational Manual.   

 

c.   Organizational Structure 

 This report indicates for Medicaid the individuals involved in the Vendor’s 

organization.  Significant changes must be reported to the Maternity Care 

Program Associate Director within 5 days of occurrence in a word format. 

 

d.   Provider Network 

 This report must be reflective of all subcontractors in the Vendor’s network.  

Complete demographic information must be included, the service offered and the 

providers NPI number.  The format and instructions are included in Attachment 

20 of the Maternity Care Program Operational Manual.   

 

e.   Application Assister services- Vendor shall submit a list of counties and names of 

assigned Application Assisters  and the name(s) of the Application Assisters’ 

trainer to the Maternity Care Program Associate Director or  designee annually 

and upon change. The format is included in Attachment 6 of the Maternity Care 

Program Operational Manual. 

 

f.   Quality Improvement Activity Summary 
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 This report must summarize the District’s Quality Improvement activity for the 

quarter.  Details are contained in Section IX.G. The format and instructions are 

included in Attachments 10 and 10a of the Maternity Care Program Operational 

Manual.    

 

g. Grievance Log 

 This report allows Medicaid to track issues as they arise as well as assure that 

each issue is resolved.  Details are contained in Section IX.H. The format and 

instructions are included in Attachments 18 and 18a of the Maternity Care 

Program Operational Manual. 

    

h.   Quality Assurance Committee Meeting Minutes 

 This report allows the Quality Assurance Division to focus on quality 

improvement and quality concerns in individual districts and how improvements 

initiatives are implemented and the concerns are being resolved.  Details are 

contained in Section IX.A. The format for reporting Quality Assurance 

Committee Meeting minutes is located in Attachment 16 of the Maternity Care 

Program Operational Manual. 

 

i.    MCO Experience Report 

     This report will be used during the development of delivery rates for the 

     Alabama Medicaid Population. Each Vendor will be required to 

   complete the  report for each of its districts annually and as requested by    

     Medicaid. 

 

j.    Tracking Log 

   A means by which the Vendor can identify and track    

        problems and/or issues noted within their Districts.  Identified problems 

        or issues are taken to the QA Committee for discussion and 

        recommendations.   

 

k.   Sale, Exchange, Lease or Property;  

 These reports are Centers   for Medicare and Medicaid Services required for 

Managed Care Organizations and are required in a word format. 

 

l.    Loans or Extension of Credit  

 These reports are centers for Medicare and Medicaid Services requirements for 

Managed Care Organizations and are required in a word format. 

 

m. Furnishing for Consideration of Goods and Services   

 These reports are centers for Medicare and Medicaid Services requirements for 

Managed Care Organizations and are required in a word format. 

 

T. Implementation Activities 

 
The Vendor’s proposal must acknowledge  and comply with each of the following  requirements:  

 

A.  Readiness Review 
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Prior to the implementation date Medicaid may elect to conduct a readiness review 

with the Vendor  to ensure that all program requirements are established. If this review 

is required it will be completed prior to the contract initiation. The purpose of the 

review will be to review administrative capability, provider subcontracts 

demonstrating the network, formal policies and procedures for recipient care, a system 

of care coordination and optional home visits, review of education and outreach 

material, participation in the subcontractor training session and review of the quality 

assurance process.  A checklist for the review will be provided prior to the review in 

order to allow the Vendor time to prepare. 

 

B.  District Training Sessions 

 

The Vendor will be required to hold a training session for subcontractors in its 

district.  Advance notice of the date of the session shall be provided to Medicaid in 

writing. This session shall review all components of the program including, but not 

limited to, a review of billing procedures, procedure for protection of recipient 

choice, and quality assurance activities.  Medicaid staff may attend but will not 

conduct these sessions. 

 

C.  Corrective Action Measures 

 

In the event that a Vendor fails to meet the requirements of the Contract during the 

readiness review, the Vendor will be informed of its deficiencies in writing by 

Medicaid.  The Vendor will be given a deadline by which time all identified 

deficiencies must be corrected to the satisfaction of Medicaid.  The Vendor must 

respond within 48 hours of this notice of deficiencies with an acceptable corrective 

action plan. 

 

In the event that a Vendor fails to correct the deficiencies noted by Medicaid within 

the time frame specified by Medicaid approved corrective action plan, Vendor will 

not be allowed to begin work.  The geographic district covered by the deficient 

Vendor shall not participate in the Maternity Care Program and Medicaid eligible 

recipients shall receive their services under a fee-for-service system for a period of no 

greater than thirty calendar days.  At the expiration of this thirty day period, Vendor’s 

completion of the Medicaid corrective action plan will be evaluated. 

 

If the Vendor has not corrected the deficiencies noted by Medicaid, the Vendor’s 

contract with Medicaid will be terminated. 

 

U.  Duties Upon Expiration/Termination Transfer of Documents  

 

At Medicaid’s discretion but no later than three working days following the expiration or 

termination of the contract, Vendor at its own expense, shall box, label, and deliver to Medicaid 

or, at Medicaid’s direction, the successor Vendor any information, data, manuals, records, claims 

or other documentation which shall permit Medicaid to continue contract performance or 

contract for further performance with another Vendor. Vendor shall organize and label this 

documentation by contract component.  



 

Page 41 
 

III. Pricing 
 

The Vendor’s proposal must include an “acknowledgement and comply” statement regarding 

the following Maternity Care Program guidelines:  

 

A. The Vendor’s proposal  must contain a technical component and a pricing component. 

The technical component must  present a complete and detailed description of the 

Vendor’s qualification to perform and its approach to carry out the requirements of the 

RFP. 

 

B. The pricing component  is a firm and fixed price for each year of the contract, 

including any extensions. If the proposal does not contain a firm and fixed price for 

each delivery, it will not be considered to meet RFP submission requirements. As part 

of the firm and fixed price submission, Vendors  must include details to support the 

development of  the price including the amounts/percentages of the  price to be spent 

on each component. Once the proposal price is received to the extent that the price is  

above or below the developed CY16 rate range, the price will be adjusted to 

appropriate levels within the actuarially sound rate ranges.  

 

C. Rates ranges will be adjusted according to guidance provided by CMS in accordance 

with 42 CFR 438.6(c). Rate ranges will be developed using a combination of District 

specific encounter data, Managed Care Organization (MCO) Experience Financial 

Reports for the base data and other data as deemed necessary by the Certified 

Actuaries. Once the base data is established, prospective changes including trends, 

programmatic changes and non-medical load will be applied in order to develop 

actuarially sound rate ranges specific to each contract period.  CMS defines actuarially 

sound rates as meeting the following criteria: 

 

1. Rates developed in accordance with generally accepted actuarial principles and  

practice;    

 

2.  Rates appropriate for the populations to be covered and the services to be 

furnished  under the contract;  and 

 

3.  Rates certified by an actuary who meets the qualification standards established by 

the  American Academy of Actuaries and follows practice standards established 

by the Actuarial Standards Board. 

 

D. Actuary reviews will be completed as often as necessary to keep all payments 

actuarially sound. Circumstances for actuary reviews include, but are not limited to, 

 

Vendor shall at any time during the transition period and up to 90 calendar days after expiration 

of the contract answer all questions and provide all dialogue and training that Medicaid deems 

necessary to enable the successor Vendor to take over the provision of maternity care services. 

All such communications shall be with or through the Associate Director of the Maternity 

Program.  
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significant changes to baseline data, significant program changes by the state, or 

significant changes in financial condition.  

 

E. The successful Vendor  in each district will be paid a global fee per delivery. The 

global fee for each delivery will be actuarially sound. The global fee will be payment 

in full for all services, duties, and administrative requirements as specified in the RFP. 

This will not be cost settled or modified and therefore should be considered as a firm 

and fixed price. 

 

F. Vendors  are to submit a single price per district for a global delivery. In paying 

individual claims, those figures will be reduced by 20% for persons who only receive 

services at the time of delivery and during the postpartum period.  

 

G. Contracts for the provision of services under this RFP are risk-bearing and must be 

approved by CMS.   

 

H. Contracts shall be amended to support actuarially sound rate ranges in accordance 

with 42 CFR 438.6(c) to include any contract extensions.  

 

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, the Agency 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 

approximately 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 Nov 2014, 

more than 1,050,254 Alabama citizens were eligible for Medicaid benefits through a variety of 

programs. 
 

Services covered by Medicaid include, but are not limited to, the following: 

 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 
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 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 the Mentally Retarded and Mental Disease  

      Services 

 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 Vendor 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, 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  

      proposal.   

 

The proposal must contain an “acknowledgement and comply statement” regarding the 

following: 

 

A. Medicaid is hereby seeking Vendors for the procurement of Maternity Care Services 

in each specific geographic areas, Districts 1 through 14, defined by this RFP.  

Services required are outlined throughout this RFP.  

 

B. A separate proposal must be submitted for each district. Each proposal submission 

must be complete and stand on its own.  

http://www.medicaid.alabama.gov/
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C. It is acceptable for a potential Vendor to create a common management or 

administrative infrastructure that would serve more than one district. Any such 

arrangement must be described and the functions must be satisfied for each proposal.  

 

D. All proposals shall become the property of Medicaid.  

 

E. The Vendor to whom a contract is awarded shall be responsible for the performance 

of all duties contained within this RFP.  The Vendor will be responsible for 

implementation and coordination of a comprehensive maternity care delivery system 

(with the exception of the inpatient hospital component) that meets the needs of the 

Medicaid recipients within its district as described within this RFP. The mission of 

the program is to provide for the best possible birth outcome. This is accomplished 

through a coordinated system, augmented with care coordination and with an 

emphasis on quality. 

 

F. The successful Vendor’s delivery system will not include the inpatient hospital 

component. The inpatient hospital will be outside of the global Vendor 

reimbursement for maternity care.  

 

G. All information contained in this RFP and any amendments reflect the best and most 

accurate information available to Medicaid at the time of RFP preparation.  No 

inaccuracies in such data shall constitute a basis for change of the payments to the 

Vendor or a basis for legal recovery of damages, actual, consequential or punitive, 

except to the extent that such inaccuracies are the result of intentional 

misrepresentation by Medicaid. 

 

H. The submission of a proposal does not guarantee the award of a contract.  Any 

contract resulting from the proposal is not effective until it has received all required 

governmental approvals and signatures.  In addition, the selected Vendor shall not 

begin performing work under this contract until notified to do so by the departmental 

contracting agent. The projected implementation date of the contract is January 1, 

2016. 

 

I. The proposal  must be received by the Medicaid as specified in the Schedule of 

Activities. 

 

J. The proposal response must present a complete and detailed description of the 

Vendor’s qualifications to perform such services, and its approach to carry out the 

requirements of this RFP. Complete program details are included in the 2016 

Maternity Care Program Operational Manual.  Vendors must review this Operational 

Manual in detail to gain a complete understanding of program requirements.  In 

addition, Vendors are encouraged to review the Administrative Code 

(www.medicaid.alabama.gov); Code of Federal Regulations (www.access.gpo.gov); 

and the Medicaid Provider Billing Manual (www.medicaid.alabama.gov) prior to 

completing their proposal to ensure that all program requirements are understood 

and can be met.  The proposal must explain how the requirements set forth will be 

met including examples where appropriate. 
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K. The  proposal must contain documentation of the care delivery system that includes, 

but is not limited to: 

 

1. A flowchart addressing both high and low risks recipient flow 

through the     care system from entry into care to the conclusion of 

postpartum care; 

 

2. A narrative explaining the recipient flow;  

 

3. Protocols to be followed by providers for providing maternity care 

which prescribe services for prenatal visits, risk assessment, 

referral and follow up arrangements and postpartum services for 

both recipients at low and high risk;  

 

4. List of all the proposed DHCP subcontractors with specialty; 

 

5. Subcontractors are located within 50 miles of the location of 

recipients receiving care through the program; 

 

6. Estimated DHCP/recipient ratio; and a  

 

7. Specialty (high risk) hospital arrangements which are utilized by 

DHCP. 

 

L. Submission of a response to this RFP, acceptance of the award, and signing of the 

contract and applicable attachments constitute evidence of Vendor’s understanding 

of an agreement to the terms and conditions expressed in this proposal and contract.  

 

M. This contract can only be offered in conjunction with an approved 1915(b) waiver. If 

the waiver is not granted or continued, then Medicaid does not have the legal 

authority to operate this program as explained in this RFP. 

 

N. Medicaid may by written notice revise and amend the RFP prior to the due date for 

the proposal. If, in the opinion of Medicaid, revisions or amendments will require 

substantive changes in the RFP, the due date may be extended at the sole discretion 

of Medicaid.  

VI. Corporate Background and References 
 

Entities submitting proposals must:  
 

a. Provide evidence that the Vendor possesses the qualifications required in this RFP. 

 

b. Provide a description of the Vendor’s organization, including: 

 

1. Date established. 
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2. Ownership (public company, partnership, subsidiary, etc.).  Include an 

organizational chart depicting the Vendor’s organization in relation to any 

parent, subsidiary or related organization. 

 

3. Number of employees and resources. 

 

4. Names and resumes of Senior Managers and Partners in regards to this contract. 

 

5. A list of all similar projects the Vendor has completed within the last three 

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. 

 

7. A list of all Medicaid agencies or other entities for which the Vendor currently 

performs similar work. 

 

8. Evidence that the Vendor is financially stable and that it has the necessary 

infrastructure to complete this contract as described in the Vendor’s Proposal.  

The Vendor must provide audited financial statements for the last three years, 

or similar evidence of financial stability for the last three years. 

 

9. Details of any pertinent judgment, criminal conviction, investigation or 

litigation pending against the Vendor or any of its officers, directors, 

employees, agents or subcontractors of which the Vendor has knowledge, or a 

statement that there are none.  The Agency 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. 

  

 VII. Submission Requirements   

A. Authority 

This RFP is issued under the authority of Section 41-16-72 of the Alabama Code 

and 45 CFR 74.40 through 74.48.  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 74.43, the State encourages free and open competition 

among Vendors. Whenever possible, the State will design specifications, proposal 

http://www.sos.state.al.us/
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requests, and conditions to accomplish this objective, consistent with the necessity 

to satisfy the State’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 Vendor 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. Vendors or their representatives 

must not communicate with any State staff or officials regarding this 

procurement with the exception of the Project Director.  Any unauthorized 

contact may disqualify the Vendor from further consideration. Contact 

information for the single point of contact is as follows: 

 

  
Project Director:   Sylisa Lee-Jackson 

    Managed Care Division 
Address:   Alabama Medicaid Agency      

 Lurleen B. Wallace Bldg.  

 501 Dexter Avenue  

 PO Box 5624  

 Montgomery, Alabama 36103-5624  

Telephone Number:  334-353-4599 

Fax Number:   334-353-9356  

                  E-Mail Address:         sylisa.lee-jackson@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 the Agency’s website 

at www.medicaid.alabama.gov. 

D. Questions Regarding the RFP 

Vendors with questions requiring clarification or interpretation of any section 

within this RFP must submit questions and receive formal, written replies from 

the State.  Each question must be submitted to the Project Director via email. 

Questions and answers will be posted on the website as available. 

E. Acceptance of Standard Terms and Conditions 

Vendor must submit a statement stating that the Vendor 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.  

F. Adherence to Specifications and Requirements 

Vendor must submit a statement stating that the Vendor has an understanding of 

and will comply with the specifications and requirements described in this RFP.  

G. Order of Precedence 

In the event of inconsistencies or contradictions between language contained in 

the RFP and a Vendor’s response, the language contained in the RFP will prevail. 
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Should the State issue addenda to the original RFP, then said addenda, being more 

recently issued, would prevail against both the original RFP and the Vendor's 

proposal in the event of an inconsistency, ambiguity, or conflict.  

H. Vendor’s Signature 

The proposal must be accompanied by the RFP Cover Sheet signed in ink by an 

individual authorized to legally bind the Vendor. The Vendor’s signature on a 

proposal in response to this RFP guarantees that the offer has been established 

without collusion and without effort to preclude the State from obtaining the best 

possible supply or service. Proof of authority of the person signing the RFP 

response must be furnished upon request. 

I. Offer in Effect for 90 Days  

A proposal may not be modified, withdrawn or canceled by the Vendor for a 90-

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 Vendor so 

agrees in submitting the proposal. 

J. State 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 the State are entirely the 

responsibility of the Vendor. The State is not liable for any expense incurred by 

the Vendor in the preparation and presentation of their proposal or any other costs 

incurred by the Vendor prior to execution of a contract. 

K. State’s Rights Reserved 

While the State 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 State to award 

and execute a contract.  Upon a determination such actions would be in its best 

interest, the State, 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 Vendor whose proposal is within the competitive range 
with respect to technical plan and cost; 

 Adopt to its use all, or any part, of a Vendor’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 the State and will be posted on the RFP website); 

 Not award any contract. 
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L. Price 

Vendors must respond to this RFP by utilizing the RFP Cover Sheet to indicate 

the firm and fixed price for the implementation and updating/operation phase to 

complete the scope of work.   

M. Submission of Proposals  

Proposals must be sealed and labeled on the outside of the package to clearly 

indicate that they are in response to Maternity Care Program RFP Number 2015-

MCMS-01 and the District the proposal is being submitted for. Proposals must be 

sent to the attention of the Project Director and received at the Agency as 

specified in the Schedule of Events.   It is the responsibility of the Vendor to 

ensure receipt of the Proposal by the deadline specified in the Schedule of Events.  

N. Copies Required 

Vendors must submit one original Proposal with original signatures in ink,  four 

additional hard copies in binder form, plus four electronic (Word format) copies 

of the Proposal on CD, jumpdrive or disc clearly labeled with the Vendor name the 

District for which the proposal is submitted for under sealed cover.  One 

electronic copy MUST be a complete version of the Vendor’s response and the 

second electronic copy MUST have any information asserted as confidential or 

proprietary removed. Vender must identify the original hard copy clearly on the 

outside of the proposal.  

O. Late Proposals  

Regardless of cause, late proposals will not be accepted and will automatically be 

disqualified from further consideration. It shall be the Vendor’s sole risk to assure 

delivery at the Agency by the designated deadline. Late proposals will not be 

opened and may be returned to the Vendor at the expense of the Vendor or 

destroyed if requested. 

 

VIII. Evaluation and Selection Process 
  

The Vendor’s proposal must contain an “acknowledge  and comply statement” 

regarding each of the following requirements listed below: 

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 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 Vendor meets the mandatory 

requirements listed in Appendix A will be deemed non-responsive and not 

considered further in the evaluation process (and thereby rejected). 
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B. Determination of Responsibility   

The Project Director will determine whether a Vendor has met the standards of 

responsibility.  In determining responsibility, the Project Director may consider 

factors such as, but not limited to, the vendor’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 Vendor is found non-responsible, a written determination will 

be made a part of the procurement file and mailed to the affected Vendor. 

C. Opportunity for Additional Information 

The State reserves the right to contact any Vendor submitting a proposal for the 

purpose of clarifying issues in that Vendor’s proposal. Vendors should clearly 

designate in their proposal a point-of-contact for questions or issues that arise in 

the State’s review of a Vendor’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. The State may change the size or composition of the 

committee during the review in response to exigent circumstances. 
 

Proposals will be evaluated based on their responsiveness to the items contained 

in the RFP Proposal Response Section of this document. It is expected that the 

review committee will rate responses according to the following ways: 

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 

 Scope of Work    40% 

 Guidelines of the Program   35% 

Staffing Qualification and Experience   25% 

Total 100 

 

F.  Determination of Successful Proposal 

The Vendor whose proposal is determined to be in the best interest of the State 

will be recommended as the successful Contractor.  The Project Director will 

forward this Vendor’s proposal through the supervisory chain to the 

Commissioner, with documentation to justify the Committee’s recommendation. 

When the final approval is received, the State will notify the selected Vendor.  If 

the State rejects all proposals, it will notify all Vendors. The State will post the 
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award on the Agency 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 Vendor 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 

Medicaid will enter into one contract for each of the 14 geographical districts for 

12 month period commencing January 1, 2016 through December 31, 2016.  

 

At the end of the contract period, Medicaid may at its discretion, exercise the 

extension option and allow the period of performance to be extended for an 

additional contract year for up to a total of four contract extensions or at such time 

a Regional Care Organization assumes the management of maternity service in a 

district or region. Such option shall be exercised by written notice to the Vendor 

within 90 days prior to the termination date of the contract or any extension.   

 

Contracts for the provision of services under this RFP are risk-bearing and must 

be approved by CMS.  Contracts shall be amended to support actuarially sound 

rate ranges in accordance with 42 CFR 438.6(c).   

 



 

Page 52 
 

Vendor 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. 

 

In October 2016, Medicaid will implement Medicaid managed care utilizing 

Regional Care Organizations (RCOs). Once implemented, the RCO’s will bear 

the risk of contracting with the State to provide the health care for Medicaid 

recipients. Initially, recipients receiving nursing home, hospice and HCBS waiver 

services, foster children, Plan 1st recipients, and recipients with dual eligibility 

(Medicare and Medicaid) will be excluded from the RCOs. As a result, the RCO 

will be responsible for certain aspects of the coordination of benefits for its 

members. 

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. 
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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 the Agency 

(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 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 
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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 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 the State of Alabama 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 the State.  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 
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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. Small and Minority Business Enterprise Utilization 

In accordance with the provisions of 45 CFR Part 74 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. 

Q. 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. 

R. 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. 

S.  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, 



 

Page 56 
 

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 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. 

T. 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. 

U. 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. 

V. 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. 

W. 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 
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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. 

X. 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. 

Y. 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. 

 

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. 

Z. 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.   
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AA. 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 may require that a receipt be 

given for any original record removed from Contractor’s premises. 

BB. 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. 

CC. Payment 

Global/delivery-only fees paid by Medicaid to the Vendor represent payment in 

full.  Recipients may not be billed for any services covered under this proposal.   

DD. 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. 

EE. Disclosure Statement 

The successful Vendor shall be required to complete a financial disclosure 

statement with the executed contract. 

FF. 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.   

GG. 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 
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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. 

HH. 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. 

II.  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 provision of this contract is 

unenforceable as a matter of law, the remaining provisions will remain in full 

force and effect. 

JJ.  Alabama interChange Interface Standards  

Contractor hereby certifies that any exchange of MMIS data with the Agency’s 

fiscal agent will be accomplished by following the Alabama interChange Interface 

Standards Document, which will be posted on the Medicaid Website, 

www.medicaid.alabama.gov. 

 

  

http://www.sos.state.al.us/
http://www.medicaid.alabama.gov/


 

Page 60 
 

X.  Performance Guarantee 
      

The Vendor’s proposal must acknowledge and comply with each of the following 

Requirements: 

   

In order to assure full performance of all obligations imposed on a Vendor contracting with 

the State of Alabama, the Vendor will be required to provide a performance guarantee in an 

amount equal to one percent of the expected annual Medicaid payment. The actual figure 

will be based on the firm and fixed price multiplied by the expected number of annual 

deliveries multiplied by one percent. The performance guarantee must be submitted by 

Vendor at least ten calendar days prior to the contract start date. The form of performance 

guarantee shall be one of the following: 

 

a. Cashier’s Check (personal or company checks are not acceptable) 

 

b. Other type of bank certified check 

 

c. Money order 

 

d. An irrevocable letter of credit 

 

e. Surety bond issued by a company authorized to do business within the State of 

Alabama 

 

The Alabama Medicaid Agency’s Director of Financial Administration shall be the 

custodian of the performance guarantee. The performance guarantee shall reference this 

RFP and it shall be made payable to the State of Alabama. 

 

If Vendor fails to deliver the required performance guarantee, the proposal shall be rejected 

and the contract may be awarded to the provider of the next ranked proposal. 

 

In the event of a breach of contract, Medicaid will notify Vendor in writing of the default 

and may assess reasonable charges against the  Vendor’s Performance guarantee. 

 

Failure of the Vendor to perform satisfactorily, breach of contract, or termination of contract 

shall cause the performance guarantee to become due and payable to the state of Alabama to 

the extent necessary to cover the costs incurred by Medicaid as a result of the Vendor failure 

to perform its contractual obligations. 

 

These cost include, but not limited to cost to correct any Medicaid errors caused by the 

Vendor’s default and cost incurred by Medicaid for completion of contracted work 

including any cost associated with preparation , solicitation and award of a competitive 

proposals for these contract services and any federal, state or other penalties, sanctions, 

disallowance, or any other cost incurred by Medicaid as a result of the Vendors default and 

any sanctions and/or liquidated damages necessary as a result of the Vendor default.  
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In order to achieve the greatest economy for the State, Medicaid may choose the next 

responsive Vendor, re-release the RFP, or complete any other action consistent with state 

purchasing laws. 

 

Performance Guarantees shall remain current and enforced for the duration of the contract as 

well as extension options. The performance guarantee will be released within 60 days of the 

end of the contract term. 

 

 

XI.  Damages for Cost Associated with Breach of 
Contract/Liquidated Damages 
 

The Vendor’s proposal must acknowledge and comply with the following requirements:  

 

In the event that Vendor fails to meet the requirements of this RFP and contract requirements, 

Medicaid will recover damages for cost associated with breach of contract. Vendor agrees to pay 

Medicaid the sums set forth below unless waived by Medicaid. 

 

A. Failure to deliver requisite reports/recipient records/services/deliverables as defined 

by   the RFP by the date specified by Medicaid - $100 per day per report or review. 

 

B. Failure to provide documentation as required by the RFP - $1,000 per instance.  

 

C. Failure to comply with any other requirement of the RFP - $1,000 per instance.  

 

D. Failure to perform tasks as specified in the RFP within the time specified by 

Medicaid,   including but not limited to data entered into the Service Database - 

$100 per day.  

 

E. Failure to submit an acceptable required corrective action plan - $1,000 per 

instance.  

 

F. Failure to maintain adequate staffing levels necessary to perform the requirements 

of the RFP - $1,000 per instance.  

 

G. Failure to meet technical requirements - $1,000 per instance.  

 

H. Insufficient or absence of Care Coordination documentation to meet required 

benchmark - $500.00 per medical record.  

 

I. Misrepresentation or falsification of information furnished to Centers for Medicare 

and Medicaid Services.  Medicare/Medicaid Services, to the State, to an enrollee, 

potential enrollee or health care  provider- $5,000 per instance.  

 

J. Vendor shall be liable for any penalties or disallowance of Federal Financial 

Participation incurred by Medicaid due to Vendor’s failure to comply with the 

terms of the contract. Total dollars may include State funds as well as federal funds.  
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K. Imposition of damages for cost associated with breach of contract and liquidated 

damages may be in addition to other contract  remedies and does not waive 

Medicaid’s right to terminate the contract.  

 

L. Unauthorized use of information shall be subject to the imposition of damages for 

cost associated with breach of contract in the amount of ten thousand dollars 

($10,000) per instance.  

 

M. Failure to safeguard confidential information of providers, recipients or the 

Medicaid  program shall be subject to the imposition of $10,000 per instance for 

damages for cost associated with breach of contract and any penalties incurred by 

Medicaid for said infractions.   

 

N. Other damages for cost associated with breach of contract are noted in Section II.Q. 

Medicaid Oversight.  

  

Vendor shall 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. Vendor shall be allowed to submit rebuttal information or testimony in opposition 

to such findings. Medicaid shall make a final decision regarding implementation of damages 

for cost associated with breach of contract.  

 

XII.  Contract Ending Transition and Implementation Plan  
Incumbent  

 

The Vendor’s proposal must acknowledge and comply with the following requirements:  

 
At the end of the contract period to be covered by this RFP (January 1, 2016– December 31, 

2016, unless extended), the following payments will be made for transitioning recipients. 

Transitioning recipients are women who entered care with a Vendor and have not delivered the 

infant when the new contract begins. 

  

a. If the same Vendor is awarded the contract for the district payment for all services 

will be at the new global rate beginning with the new contract period. There will be 

no settlement for women who transition from one contract period to the next.  

 

b. If a new Vendor is awarded the contract for a district:  

 

1. The incumbent Vendor will be paid $100 for each recipient that did not deliver 

prior to the end of the contract period. It will be a lump sum payment to cover 

costs incurred. The incumbent Vendor will be responsible for payment to 

subcontractors for services rendered to the end of the contract period.  

 

2. New Vendor will receive payment for deliveries from Medicaid as follows for 

women that have not delivered and were enrolled with the prior Vendor:  
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--97% of global delivery fee paid for recipients delivering in the  

first month of the new contract.  

 

--98% of global delivery fee paid for recipients delivering in the  

second month of the new contract period. 

  

--99% of global delivery fee paid for recipients delivering in the  

third month of the new contract period. 

 

--100% of the global fee will be paid.  

 

c.  For recipients in their third trimester, a startup exemption may be granted if  

their physician is not participating with the new Vendor. Such  

exemptions must be received by the end of the contract period to a new  

Vendor.  

 

d.   Incumbent entities must submit a list of recipients transitioning  

out no later than thirty days prior to new contract start date to Medicaid’s  

Maternity Care Program Associate Director. 

 

XIII. Contract Ending Transition and Implementation Plan 
from Vendor to RCO 

 
The Vendor’s proposal must acknowledge and comply with the following requirements:  

The Vendor will be responsible for services performed up to 11:59 pm CT on September 30, 

2016. The Vendor  will not receive a global payment for deliveries occurring after September 30, 

2016. The Contractor may bill Medicaid fee-for-service for services performed by a DHCP up to 

11:59 pm CT on September 30, 2016 for patients that have not delivered as of 11:59 pm CT on 

September 30, 2016. The Vendor  may only bill codes covered in the Global Associated Codes 

List, and will bill no more than the Medicaid fee schedule. The Vendor will also receive a 

transition fee of $135.88 for each transitioning recipient. 

At the end of the Vendor  service period covered by this RFP (January 1, 2016 – September 30, 

2016), the following payments will be made for transitioning patients. Transitioning patients are 

women who entered care with a Vendor  and have not delivered as of 11:59 pm CT on 

September 30, 2016. New patients will not be enrolled with Vendor  after September 30, 2016. 

The Vendor will coordinate service and corporate with the RCO in the assigned region to ensure 

a smooth transition and continuity of recipient care. 

The Vendor will have until October 1, 2016 through December 31, 2016 to submit outstanding 

claims and resolve all billing issues. 
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Appendix A:  Proposal Compliance Checklist 
NOTICE TO VENDOR: 

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. 
 

Vendor 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. Vendor‘s original proposal received on time at correct location. 

 
2. Vendor 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. Vendor submitted signed acknowledgement of any and all addenda 

to RFP. 

 
6. The Proposal includes written confirmation that the Vendor 

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 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. 

 
10. The Proposal includes Letters of Intent 

 RFP References 
 for  

Acknowledgement and Comply Statements 

 
II.D  Maternity Care Program Guidelines 

 
II.H  Changes in the Selection Process 
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II.I.2 Medical Care System 

 II.O Payment for Services Rendered 

 II.Q Medicaid Oversight 

 
II.T Implementation Activities 

 
III. Pricing 

 
V. General 

 
VIII. Evaluation and Selection Process 

 
X. Performance Guarantee 

 
XI.  Damages for Cost Associated with Breach of 

Contract/Liquidated Damages 

 XII.  Contract Ending Transition and Implementation Plan  
Incumbent  

 
XIII. Contract Ending Transition and Implementation Plan 

from Vendor to RCO 
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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.  The current copy of these documents can be 

found on the Q drive in the LEGAL/Contract Forms folder.  

 
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 



 

Page 67 
 

                     
   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 

       Acting 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. 
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3.  OBLIGATIONS OF BUSINESS ASSOCIATE 

        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. 
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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.  

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. 
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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;  

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. 
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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: 

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   
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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.  

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.  

 

http://rfp.alabama.gov/Login.aspx
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_____________________________________              

 _______________________________________________ 

   Signature of Agency Head      Signature of Contractor 

 _____________________________________ 

 _________________________________________________ 

          Printed Name     Printed Name  

 

Agency Contact:  Stephanie Lindsay   Phone:  (334) 242-5833 

Revised:  2/20/2013 
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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 

 
 

 

 

 

 

 

 

 

 

 

 

 

  



 

Page 77 
 

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. 

 

 

  



 

Page 79 
 

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 

                            

       ROBERT BENTLEY Telecommunication for the Deaf:  1-800-253-0799               STEPHANIE MCGEE AZAR 

     Governor 334-242-5000          1-800-362-1504           Acting 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 
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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  
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I. OVERVIEW 
  
The Maternity Care Program Operational Manual is provided as a resource tool.  
For questions or clarification of program policy or requirements, you may 

contact the Maternity Care Program Associate Director.    
 

A. Maternity Care Program Authority 
 
The program is also governed by the existing State Plan, 1915(b) Waiver, 
Alabama Medicaid Agency Administrative Code, Alabama Medicaid Provider 
Billing Manual, Request for Proposal (RFP) Number 2015-MCMS-01 and the 

Code of Federal Regulations (CFR). It is the responsibility of the Primary 
Contractor to be aware of and maintain copies of all governing materials. 

 

B. Districts 
 
Primary Contractors for all districts are required to provide maternity care 
services to all women eligible for the program. The districts and counties are 

outlined in Figure 1.  
 
Figure 1.  Districts and Counties 

 

Districts Counties 

1 Colbert, Franklin, Lauderdale, Marion 

2 Jackson, Lawrence, Limestone, Madison, Marshall, Morgan 

3 Calhoun, Cherokee, Cleburne, DeKalb, Etowah 

4 Bibb, Fayette, Lamar, Pickens, Tuscaloosa 

5 Blount, Chilton, Cullman, Jefferson, Shelby, St. Clair, 
Walker, Winston 

6 Clay, Coosa, Randolph, Talladega, Tallapoosa 

7 Greene & Hale 

8 Choctaw, Marengo, Sumter 

9 Dallas, Wilcox, Perry 

10 Autauga, Bullock, Butler, Crenshaw, Elmore, Lowndes, 

Montgomery, Pike 

11 Barbour, Chambers, Lee, Macon, Russell 

12 Baldwin, Clarke, Conecuh, Covington, Escambia, Monroe, 
Washington 

13 Coffee, Dale, Geneva, Henry, Houston 

14 Mobile 
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C. Recipients to be Served 
 

1.  The following recipients who are pregnant are required to participate and  

must be enrolled by the district where the recipient resides: 
 

a. Those certified under the Affordable Care Act using the Modified 

Adjusted Gross Income (MAGI) rules for pregnant women with the 
exception of the Department of Youth Services recipients identified 
with County Code 69     

 
b. Those certified through the Parent Other Caretaker Relative (POCR) 

 
c. Refugees  

 

d. Supplemental Security Income (SSI) eligible women 
 

2. The following recipients are not required to participate in the Maternity  

Care Program:   
  

a.  Dual eligible recipients (Medicare/Medicaid) 
 
b. Individuals granted emergency Medicaid due to their  non-citizen   

     status 
 

3. Primary Contractors must follow non-discriminatory standards of care for    

all recipients regardless of eligibility category. 
 

a.  Ensuring that no person shall, on the grounds of race, color, 
 creed, national origin, age, health status or handicap, be denied  

the benefits of, be excluded from participation in, or be subjected 

to discrimination under any program of services provided by 
Medicaid. 

 
b. Compliance with Federal Civil Rights and Rehabilitation Acts is  

required of providers participating in the Alabama Medicaid 

Agency.  
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II. DEFINITIONS 
 

Actuarially Sound Rates 
 

CMS defines actuarially sound rates as rates that have been 
developed in accordance with generally accepted actuarial 
principles and practices appropriate for the populations to be 

covered and the services to be furnished under the contract and 
certified by an actuary who meets the qualification standards 

established by the American Academy of Actuaries and follows 
practice standards established by the Actuarial Standards Board. 

 

Anesthesia  
Any sensory and/or motor paralysis for the relief of pain including 
but not limited to epidural, saddle-block, pudendal block, 

inhalation central anesthesia, endotracheal anesthesia, or other, 
which is not medically contraindicated.  

 
Antenatal Care 
  

All usual prenatal services including, but not limited to, the initial 
visit at the time pregnancy is diagnosed, initial and subsequent 

histories, Care Coordination, risk assessments, physical exams, 
recordings of weight and blood pressure, fetal heart tones and 
rates, lab work appropriate to the level of care including hematocrit 

and chemical urinalysis, and any additional services required for 
high-risk women. 

 

Application Assisters 
 

Individuals trained by the Medicaid Agency to assist recipients in 
completing Medicaid applications.  

 

Benchmark    
A benchmark is a standard by which requirements can be 

measured or judged.  
 
Recipients  

Pregnant women who reside in Alabama, are certified for Medicaid 
and receive pregnancy related services under the Maternity Care 
Program. 

 
Care Coordination 

  
          Management of obstetrical care including recruitment, outreach, 
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psychosocial assessment, service planning, assisting the recipient in 
arranging for appropriate services including, but not limited to, 

applying for Medicaid resolving transportation issues, education, 
counseling, and follow-up and monitoring to ensure services are 

delivered and continuity of care is maintained. 
 
Clean Claim 

  
  A clean claim is one that can be processed without Medicaid 

obtaining additional information from the provider of service or a 

third party insurance carrier.  
 

CMS   
  Centers for Medicare and Medicaid Services, a division of the U.S. 

Department of Health and Human Services.   

 
Continuity of Care 

  
Uninterrupted continual care of the Medicaid recipient that is 
coordinated to address the health care needs among practitioners 

and across organizations and time. 
 

Contract Services 

  
See "covered services". 

 
Convicted  

A judgment of conviction that has been entered by a Federal, State, 

or local court, regardless of whether an appeal from that judgment 
is pending. 
 

Covered Services 
  

Health care services, as designated in Section 5, to be delivered by a 
Primary Contractor or through subcontracts. 

 

Days   
Calendar days unless otherwise specified. 

 
Debarment  

Debarment is exclusion from participation as a Medicare/Medicaid 

provider. 
 
Delivery   

Delivery is the birth of an infant via vaginal birth canal (with or 
without episiotomy and with or without forceps), or cesarean 
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section delivery.   
 

  Delivering Healthcare Professional (DHCP) 
 

    A licensed physician or nurse midwife who is qualified to perform 
deliveries, prenatal and postpartum care.   

 

Disclosing Entity  
 

The entity is a Medicaid provider or a fiscal agent. 

 
Districts  

Districts are geographic divisions of the State of Alabama as defined 
by the Alabama Medicaid Agency which comprise the entire state 
divided into fourteen districts.  

 
Dropouts  

A recipient who begins care in the district of her residence but does 
not deliver her infant within that district’s network is considered a 
dropout.  An example of dropout may include someone who moves 

to another district prior to delivery or one who miscarries prior to 21 
weeks.   

 

Eligible   
A person certified as eligible to receive Medicaid benefits and who 

has been issued a Medicaid identification number.  
 
Eligibility  

A process of determination of eligibility for medical assistance 
performed by Medicaid.  

 

Emergency Medical Condition  
  

A medical condition manifesting itself by acute symptoms of 
sufficient severity (including severe pain) such that a prudent lay 
person, who possesses an average knowledge of health and 

medicine, could reasonably expect the absence of immediate 
medical attention to result in placing the health of the individual 

(with respect to a pregnant woman, the health of the woman or her 
unborn child) in serious jeopardy or serious impairment of bodily 
functions; or serious dysfunction of any bodily organ or part. 

 
Enrollee  

An enrollee is a Medicaid recipient who is currently enrolled in the 

Maternity Care Program via her district of residence. 
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Encounter Data 
 

 Encounter data are the records of services delivered to Medicaid 
beneficiaries enrolled in Maternity Care Program for which a 

capitated payment is made. These records allow the Medicaid 
agency to track the services received by Maternity recipients 
enrolled in Maternity Program and set capitation rates. Encounter 

data typically comes from billed claims that Primary Contractors 
and providers submit to the Alabama Medicaid Agency for their 
services.  

 
Fee for Service  

   
   A method of Medicaid reimbursement based upon payment to 

providers for services rendered to Medicaid recipients subsequent 

to, and specifically for, the rendering of those services.  Those 
services that are payable outside the global fees. 

 
Fiscal Agent   
 

 The company designated by Medicaid, through contract, to maintain 
the Medicaid claims processing system. 
 

Fiscal Year   
 

Defined as October 1 through September 30. 
 
Global Fee  

The reimbursement fee paid following delivery to the Primary 
Contractor for recipients who meet the requirements of the 
Medicaid Maternity Care Program.  This fee is a global amount 

(based on actuarial soundness) paid to the Primary Contractor 
who, in turn, pays subcontractors who provided services to 

enrolled recipients.  The amount paid to each subcontractor is a 
negotiated amount between the Primary Contractor and the 
subcontractor, with Medicaid minimums established for Delivering 

Healthcare Professionals. 

 

Grievance    
A grievance is a written expression of dissatisfaction about any 
matter. 

 
Indicator    

An indicator is a measurable dimension of care (e.g., a medical 

event, diagnosis, or outcome) to reflect aspects of care, the 
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importance of which is gauged by frequency, severity, or cost. 
 

Material Omission 
  

A fact, data or other information excluded from a report, contract, 
etc., the absence of which could lead to erroneous conclusions 
following reasonable review of such report, contract, etc. 

 
Maternity Care Primary Contractor  
 

 A person or organization agreeing through a direct contract with the 
Alabama Medicaid Agency to provide those goods and services 

specified by contract in conformance with the requirements of the 
bid and  state and federal laws and regulations.  Medicaid  
A Federal/State program authorized by Title XIX of the Social 

Security Act, as amended, which provides Federal matching funds 
for a medical assistance program for recipients of federally aided 

public assistance and SSI benefits and other specified groups.  
Certain minimal populations and services shall be included. 

 

Medically Necessary 
 

Appropriate and necessary services as determined by health care 

practitioners according to national or community standards  
 

Medical Record 
  

The document that records all of the medical treatment and services 

provided to the Medicaid recipient. 
 

Modified Adjusted Gross Income (MAGI) 

 
A Federal mandate, effective January 1, 2014, authorizing States 

with eligibility coverage groups such as Pregnant Women, Children 
under age 19, Family Planning, Parents and Other Caretaker 
Relatives (POCR), and Former Foster Care Children who were 

affected by the Affordable Care Act of 2010 (aka Patient Protection 
and Affordable Care Act of 2010) to use Modified Adjusted Gross 

Income (MAGI) methodology for eligibility determinations for 
specific groups of Medicaid applicants and beneficiaries such as 
pregnant women, children under age 19, family planning, and 

parents and other caretaker relatives.  
 
Party of Interest 

  
A person or organization with an ownership interest with the 
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Primary Contractor of five percent or more or in which the Primary 
Contractor has ownership interest of five percent or more. 

 
Performance Measure 

      
A consistent measurement of service, practice, and governance of a 
health care organization. Measurements shall produce solid, 

statistically-based measurement of critical processes that, in turn, 
shall permit the organization to make solid decisions about 
improvements. 

 
Postpartum Care  

 
Postpartum care includes inpatient hospital visits, office visits 
and/or home visits by a physician, midwife or registered nurse 

following delivery for routine care through the end of the month of 
the 60-day postpartum period (e.g. whether the 60th day is on 

September 2nd or September 16th, the eligibility continues through 
the end of the month.) 

 

Potential Enrollee 
  

A Medicaid recipient who is subject to mandatory or voluntary 

enrollment, but is not yet enrolled.  
 

       Pregnant Women 
  

Pregnant Women is an eligibility category for pregnant women 

within the Medicaid system.  Pregnant Women is further defined as 
maternity services for a woman who is eligible for pregnancy only 
related care, postpartum and family planning services.  These 

women are maternity eligible until the end of the month in which 
the 60th postpartum day falls.  After Pregnant Women eligibility 

ends the women are covered by family planning services.  These 
women are also identified as poverty level women.  
  

Pre-Term Delivery 
  

Deliveries occurring prior to 37 weeks gestation.  
 
Program Exemption 

  
A recipient who has an exemption is not required to receive care 
from the Primary Contractor’s network.  This is generally as a 

result of travel hardship or for individuals enrolled in a private 
Health Maintenance Organization (HMO).  The claims for exempted 
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recipients are paid fee for service if provided by an authorized 
Alabama Medicaid provider. 

 
Quality Assurance 

  
An objective and systematic process that evaluates the quality and 
appropriateness of services provided. 

 
Remittance Advice  
  

An explanation of Alabama Medicaid Agency’s check writes 
payment.  It lists the paid, denied, adjusted and recouped claims.  

Remittance Advice was previously called the Explanation of 
Payment. 
 

Risk Assessment  
 

  Medical and psycho-social assessment performed to determine the 
perinatal risk status of pregnant women. The purpose of the 
assessment is to determine the presence of any medical and/or 

social risk factors.  
 
RMEDE  

  Realtime Medical Electronic Data Exchange, or RMEDE, is the 
service database for the collection of recipient data so that an 

accurate reflection of program impact can be obtained. 
 
RMEDE Exemption 

 
A recipient who has an exemption is not required to be entered into 
the Service database by the Primary Contractor’s network.  This is 

generally as a result of deliveries at or less than 21 weeks gestation 
or other reasons as approved by the Alabama Medicaid Agency.  

 
Risk contract  
 

  A contract under which the contractor assumes risk for the cost of 
the services covered under the contract; and incurs loss if the cost 

of furnishing the services exceeds the payments under the contract. 
        
      Smoker  

  A person who is actively smoking or using any form of tobacco or 
who has ceased the use of tobacco products within the last 3 
months prior to enrollment in the Maternity Care Program. 
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Subcontract 
   

A subcontract is any written agreement between the Primary 
Contractor and another party for any services necessary to fulfill 

the requirements of the Medicaid Maternity Care Program contract 
 
Third Party Liability (TPL)  

    
Any individual, entity, or program that is or may be liable to pay all 
or part of the expenditures for covered services furnished to 

enrollees.  The recipient is still restricted to receiving care through 
the Primary Contractor unless the TPL is a HMO/Managed Care 

Plan with a restricted provider network, and then a program 
exemption shall be requested. Primary Contractor is responsible for 
collecting all third party payments prior to submitting a claim to 

Medicaid for payment. 
 

Utilization Review 
  

  Prospective, concurrent and retrospective review and analysis of 

data related to utilization of health care resources in terms of cost 
effectiveness, efficiency, control, quality, and medical necessity. 
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III. ADMINISTRATIVE REQUIREMENTS 

A. Standards for Primary Contractor  
 
The Primary Contractor must comply with all the provisions of the executed 

contract, its amendments and referenced materials and shall act in good faith 
in the performance of the provisions of said contract.  The following is a listing 
of the standards for the Primary Contractor: 

 
1. Demonstrate the capability to serve all of the pregnant Medicaid eligible 

population in the designated geographical area whether the Medicaid eligible 
has or has not enrolled in your district.   

 

2. Procure a network of providers within a maximum of 50 miles travel for all 
areas of their district. 

 

3. Must designate a full time Director for the District(s) who has the authority 
to make day to day decisions, implement program policy, and oversee the 

provision of care to qualified recipients according to Federal and State 
regulations. This full time Director may simultaneously assume the 
directorship position of more than one district, and must participate in 

monthly status calls and all called meetings including, but not limited to, 
the annual face to face meeting. 

 
4. Must establish business hours for the provision of Maternity services. The 

Director or an appropriately qualified designee must be available and 

accessible, during business hours for any administrative and/or medical 
problems which may arise. 
 

5. Must have a system in place to direct after business hours calls for any 
administrative or any emergency medical problems which may arise. 

Require subcontractors providing direct medical care to be on call or make 
provisions for maternity call coverage 24-hours per day, seven days per 
week. 

 
6. Require that all persons, including employees, agents, and subcontractors 

acting for or on behalf of the Primary Contractor, be properly licensed under 
applicable state laws and/or regulations.  Any Delivering Healthcare 
Professional must have hospital privileges at a participating hospital within 

the Maternity Care program district.  Some providers may elect to provide 
prenatal care only; another provider would provide delivery and postpartum 
care.  In this case there would not be a requirement for the prenatal 

provider to have hospital privileges.  
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7. Comply with certification and licensing laws and regulations applicable to 
the Primary Contractor’s practice, profession or business.  The Primary 

Contractor agrees to perform services consistent with the customary 
standards of practice and ethics in the profession.  The Primary Contractor 

agrees not to knowingly employ or subcontract with any health professional 
whose participation in the Medicaid or Medicare Program is currently 
suspended or has been terminated by Medicare or Medicaid. 

 
8.  Must require that network providers offer hours of operation that are not 

less than the hours of operation offered to commercial enrollees or 

comparable to Medicaid fee-for-service.  
 

9. Comply with all state and federal regulations regarding family planning 
services, including no restriction on utilization of services.  The Plan First 
Program Manager can provide information on available contraception.  The 

sterilization consent form is available on the Medicaid web site. 
 

10. Require all subcontractors providing direct services to meet the 
requirements of and enroll as Medicaid providers as applicable.  This will 
include any professionals that provide on-call coverage for the network 

provider. 
 
11. Report suspected fraud and abuse to the Medicaid Agency.  The Primary 

Contractor must have policies, procedures, a mandatory compliance plan, a 
compliance officer, compliance committee and training education for all of 

its employees.  These policies and procedures must comply with all 
mandatory state guidelines and federal guidelines as specified in 42 CFR 
438.608(b) (1). 

 
12. Prohibit discrimination against recipients based on their health status or   

need for health services as specified at 42 CFR 438.6 (d) (3). 

 
13. Ensure that medical records and any other health and enrollment 

information that  identifies any individual enrollee must be handled in such 
a manner as to meet confidentiality requirements as specified in 42 CFR 
438.224.  Develop and implement procedures consistent with 

confidentiality requirements as specified in 42 CFR 438.224. 
 

14. The Primary Contractor is not required to  reimburse payment, or provide 
coverage of a counseling or referral service because of an objection on 
moral or religious grounds in accordance with 42 CFR 438.102 (a)(2).  If the 

Primary Contractor elects not to provide the service, then if must provide 
the related information to Medicaid so that it can be provided to the 
recipient. 
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15. Must comply with State and Federal laws regarding excluded Individuals 
and Entities. Excluded individuals and Entitles are not allowed to receive 

reimbursement for providing Medicare and Medicaid services in any 
capacity, even if they are not on this listing by the Alabama Medicaid 

Agency.  
 
16. Must comply with State and Federal laws regarding ensuring that  

contractors and subcontractors are not currently debarred from 
participation from Medicare/Medicaid programs by checking the System for 
Award Management, formerly Excluded Party List System (EPLS). 

 
17. Must comply with State and Federal laws regarding checking Medicaid’s 

Exclusion List and the List of Excluded Individuals and Entities (LEIE) on a 
monthly basis to determine if any existing employee or contractor has been 
excluded from participation in the Medicaid program.  

 
18. Must ensure subcontractors are complying with State and Federal laws 

regarding checking Medicaid’s Exclusion List and the List of Excluded 
Individuals and Entities (LEIE) on a monthly basis to determine if any 
existing employee or affiliated entities have not been excluded from 

participation in the Medicaid program.  
 

B. Functions/Responsibilities 
 

The Primary Contractor must comply with all the provisions of the executed 
contract, its amendments and referenced materials and must act in good faith 

in the performance of the provisions of said contract.  The following is a listing 
of the functions and/or responsibilities of the Primary Contractor: 
 

1. Provide the pregnant Medicaid eligible population obstetrical care through 
a comprehensive system of quality prenatal care, physician or midwife 
delivery care, and postpartum care.  The care can be provided directly or 

through subcontracts.  The successful bidder’s delivery system will not 
include the hospital component.    

 
2. Implement and maintain the Medicaid approved quality assurance system 

by which access, process and outcomes are measured.  

 
3.  Provide Application Assister services to Medicaid recipients. (Refer to the 

information in Attachment Six for details on Application Assisters.) 

 
4. Utilize proper tools and service planning for women assessed to be at risk 

medically or psychosocially. 
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5.   Provide recipient choice among Delivery Healthcare Professionals in its 
network. 

 
6. Meet all requirements of the provider network including maintaining 

written subcontracts with providers to be used on a routine basis, 
including, but not limited to, obstetricians and general practitioners, nurse 
midwives, anesthesiologists, radiologists and Care Coordinators.  The 

Primary Contractor must notify Medicaid, in writing, of changes in the 
subcontractor base including the subcontractor's name, specialty, address, 
telephone number, fax number and Medicaid provider number.  

 
7. Maintain a toll-free line and adequate staff to enroll recipients and provide   

program information.  If the Primary Contractor, subcontractors and 
recipients are within the local calling distance area a toll-free line is not 
necessary. 

 
8.  Develop, implement and maintain an extensive recipient education plan 

covering subjects such as appropriate use of the medical care system, 
purpose of care coordination, healthy lifestyles, planning for baby, self-
care, etc.  All materials shall be available in English and in the prevalent 

non-English language in the particular service area.  The Primary 
Contractor is required to participate in Medicaid’s efforts to promote the 
delivery of services in a culturally competent manner including those with 

limited English proficiency and with diverse cultural and ethnic 
backgrounds.  The Primary Contractor must have the necessary staff and 

resources to address recipients with special needs such as hearing, sight or 
speech impairments.  The Primary Contractor must make oral 
interpretation services available for all non-English languages free of charge 

to each enrollee and potential enrollee.  
 
9. Develop, implement, and maintain a provider education plan, covering 

subjects such as minimum program guidelines, billing issues, updates 
from Medicaid, etc. Provide support and assistance to subcontractors to 

include, at minimum, program guidelines, billing issues, updates from 
Medicaid, etc.  This education shall be provided semi-annually.  
Documentation of provider education including, but not limited to, records 

of educational programs, including providers’ attendance, date, length of 
session, topics covered, and presenter(s). Information shall be maintained 

for Administrative Audits.  
 
10. Develop, implement and maintain an effective outreach plan to make 

providers, recipients and the community aware of the purpose of Medicaid 
Maternity Care Program and the services it offers.  The Primary Contractor 
is refrained from marketing activities as specified in Administrative Code 

560-X-37-.01(17). At a minimum such education shall be provided semi- 
annually. Documentation of providers, recipients and the community 
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outreach, including, but not limited to, attendance, date, length of session, 
type of outreach and information presented shall be maintained for 

Administrative Audits. 
 

11. Develop, implement and maintain a recipient educational program 
explaining how to access the Maternity Care Program including service 
locations.  Materials shall provide information about recipient rights and 

duties, provisions for after-hours and emergency care, referral policies, 
notification of change of benefits, procedures for appealing adverse 
decisions, procedures for changing Delivering Healthcare Professionals, 

exemption procedures and grievance procedures.  The Primary Contractor 
must have the necessary staff and resources to address recipients with 

special needs such as hearing, sight or speech impairments.  The Primary 
Contractor must inform all enrollees and potential enrollees who have 
special needs that the information is available in alternative formats. All 

materials shall be available in English and in the prevalent non-English 
language in the particular service area.  The Primary Contractor is 

required to participate in Medicaid’s efforts to promote the delivery of 
services in a culturally competent manner including those with limited 
English proficiency and with diverse cultural and ethnic backgrounds.  

The Primary Contractor must make oral interpretation services available 
for all non-English languages free of charge to each enrollee and potential 
enrollee.  This applies to all non-English languages not just those that the 

State identifies as prevalent.  Each entity must notify its enrollees that oral 
interpretation is available for any language and written information is 

available in prevalent languages and how to access those services. 
Documentation must support that requirements are met and must be 
maintained for Administrative Audits.  

   
12. Develop, implement and maintain a grievance procedure including an 

appeal process, that is easily accessible and that is explained to recipients 

upon entry into the system. Documentation must support that 
requirements are met and must be maintained for Administrative Audits.  

 
13. Develop a system to ensure that all written materials are drafted in an 

easily understood language and format.  Written material must be 

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.  All enrollees and potential 
enrollees must be informed that the information is available in alternative 
formats and how to access those formats. Documentation must support 

that requirements are met and must be maintained for Administrative 
Audits.  
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14. Develop, implement and maintain a system for handling billing inquiries 
from recipients and subcontractors so that inquiries are handled in a 

timely manner. 
 

15. Develop, implement and maintain a computer based data system that 
collects, integrates, analyzes and compiles reports of recipient information. 

 

16. Give Medicaid immediate notification, by telephone and followed in writing, 
of any action or suit filed and prompt notice of any claim made against the 
Primary Contractor by any subcontractor which may result in litigation 

related in any way to the subject matter of this Contract.  In the event of 
the filing of a petition of bankruptcy by or against any subcontractor or 

the insolvency of any subcontractor, the Primary Contractor must ensure 
that all tasks related to any subcontractor are performed in accordance 
with the terms of the contract. 

 
17. Ensure the subcontractor maintain for each recipient a complete record, 

including care coordination notes, at one location of all services provided.  
Such information shall be accessible to the Primary Contractor and shall 
contain such information from all providers of services identified by 

recipient name, recipient number, date of service, and services provided 
prior to making payment to that provider of service. Any record requested 
by the Primary Contractor shall be provided free of charge. 

 
18. Medicaid will request copies of all medical record documentation from    

       the Primary Contractor for medical record reviews and other quality   
       related activities as applicable. 

 

19.  Perform claims reviews prior to submission to Medicaid for administrative         
       review. 

 

20. Advise recipients of services that may be covered by Medicaid that are   
      not covered through the Maternity Care Program. 

 
21. Promptly provide to Medicaid all information necessary for the   
      reimbursement of outstanding claims in the event of insolvency.  

 
22. Coordinate care from out-of-network providers to ensure that there is   

      no added cost to the enrollee. 
 
23. Must designate a person to enter data and manage Medicaid’s Service 

      Database entries for each District.  This designee is responsible for the  
      transmission of valid, timely, complete and comprehensive data, along 

       with auditing the database periodically. The designated person shall 

evaluate data for quantitative integrity, such as variances compared to 
the eligibility system and Service Report omissions. Other responsibilities 
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include, but are not limited to, ensuring that all recipients, excluding 
exemptions, are entered into the database with all required reporting 

elements, and correcting discrepancies to ensure an error rate of no 
greater than 5%. This designee must attend mandatory training as 

required by the Alabama Medicaid Agency.  
 

24.  Must coordinate Service Database data entries for recipients   
       transferring from one district to another district to ensure  

       transmission of valid, timely, complete and comprehensive data  
       entries.  
 

C. General 
 

1. The Primary Contractor is responsible for the management of 
comprehensive obstetrical care.  The success of the Maternity Care 

Program is contingent upon the Primary Contractors' provision of a 
network of quality caregivers, which considers the needs of the enrollees 
and enables each pregnant woman served to receive comprehensive 

obstetrical care.   
 
2. The Primary Contractor must utilize resources such as American College of 

Obstetrics and Gynecologists Standards (ACOG), established community 
practice standards, etc. in the development of program guidelines, which 

are reviewed and updated periodically as appropriate.  The Primary 
Contractor must disseminate the program guidelines to all affected 
providers and upon request to enrollees and potential enrollees. 

 
3.   Primary Contractor must ensure that decisions for utilization management, 

enrollee education, and coverage of services are consistent with the 

program guidelines. 
 

4. It is unlikely that a Primary Contractor will be able to provide all of the 
necessary resources to participate in the program.  Subcontracts must be 
developed with other providers capable of providing the requisite services.  

Primary Contractors must have sufficient resources and personnel with 
necessary education and experience or training to perform the requisite 

duties and responsibilities.  
 
5.  The Primary Contractor must use the Alabama Medicaid Agency’s Web 

Service Database for reporting program demographics and other elements 
related to the pregnancy.  

  

D. Program Director 
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Each Maternity Care Primary Contractor must have a full time Director.  This 
person shall have the following minimum qualifications: 

 
1. A BS or BA degree from an accredited college or, or a minimum of three 

years of management experience in a managed health care. 
 

2. Experience in working with low-income populations. 

 
The Program Director must have the authority to make day to day decisions, 
implement program policy, and oversee the provision of care to qualified 

recipients according to Federal and State regulations.  Any changes in the 
Director’s position must be approved by Medicaid.  Medicaid must be notified 

in writing prior to the effective date of the change. 
 

E. Computer System 
 
Primary Contractors must maintain a HIPAA compliant computer system that 

collects, integrates, analyzes and reports.  Minimum capabilities include:  
 
1. Analysis of data and generation of reports including, but not limited to, 

utilization and financial services. 
 

2. Database functionality that includes, but is not limited to, storage, 
analysis, and retrieval of information. 

 

3. The ability to produce provider profiles including current overall recipient 
counts and the number of Medicaid recipients. 

 

4. An automated tracking system that includes at a minimum the following 
information: 

 
a.  Recipient name 
 

b.  Medicaid number 
  

c.  Date of birth 
 
d.  Address  

 
e.  Estimated Date of Confinement  
 

f.  Telephone number  
 

g.  Delivering Healthcare Professional Chosen 
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h.  Care Coordinator Assigned 
 

i.  Risk status, including medical and psychosocial. 

F. Provider Network 
 
Primary Contractors must have a delivery system that meets Medicaid 
standards.  Primary Contractors shall ensure that this delivery system 

promotes continuity of care and quality care.  Primary Contractors must 
provide all medically necessary services as covered services following Medicaid 

policies and procedures. The Primary Contractor must:  
 

1. Offer participation opportunities for the first 30 days prior to the contract 

start date and for the first month of each succeeding contract year to all 
interested potential subcontractors within district boundaries.  Thereafter, 

a yearly open enrollment period is required during the first month of each 
succeeding contract year.  Subcontractors must be willing to adhere to 
program requirements and accept offered reimbursement for services 

provided. 
 

2. Offer all willing subcontractors the opportunity to participate at a 

reimbursement level consistent with other like subcontractors. 
  

3. Have written policies and procedures for the selection and retention, 
credentialing and re-credentialing requirements and non-discrimination of 
subcontractors as specified at 42 CFR 438.214. 

 
4.  Not offer participation to potential subcontractors who do not agree to 

adhere to program requirements nor to those who have been disqualified 
from participation in any federal program, nor any person convicted of an 
offense involving Medicaid or Medicare programs.   

 
5. Give equal and fair participation opportunities to providers who are willing 

to adhere to program requirements and who otherwise qualify. Complaints 

of discrimination will be investigated by Medicaid. 
 

6. Contract with subcontractors who are geographically appropriate (50 miles) 
to recipients within the district.  If there are no in-district providers that 
would ensure that every recipient meets the 50 miles requirement, the 

Primary Contractor is responsible for establishing a network of providers 
and may have to pursue contracts with out of district providers. 

  

7. Continually monitor the provider network to ensure that the capacity is 
sufficient to meet the needs of all Medicaid recipients in the district and that 

availability and accessibility are not hindered. 
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8. Monitor and evaluate provider performance of all subcontractors to ensure 
that Medicaid and Primary Contractor standards are met.  Such monitoring 

and evaluation system must include a corrective action system. 
 

9.  Notify Medicaid within one business day of any unexpected changes that 
would impair its provider network.  This notification shall include: 

 

a.  Information as to how the change shall affect the delivery of covered  
services, and 
  

b.  Primary Contractor’s plans for maintaining the quality of member care  
if the provider network change is likely to result in deficient delivery of 

covered services. 
 
10. Not discriminate for the participation, reimbursement, or indemnification of 

any provider who is acting within the scope of his or her license or 
certification under applicable State law, solely on the basis of that license 

or certification.  This includes providers that serve high-risk populations or 
specialize in conditions that require costly treatment.  If a Primary 
Contractor declines to include individual or groups of providers in its 

network, it must give the affected providers written notice of the reason for 
its decision.  This should not be construed to require the Primary 
Contractor to contract with providers beyond the number necessary to 

meet the needs of its enrollees, preclude the Primary Contractor from using 
different reimbursement amounts for different specialties or for different 

practitioners in the same specialty, or preclude the Primary Contractor 
from establishing measures that are designed to maintain quality of 
services, control costs and be consistent with its responsibilities to the 

enrollee. 
 

11. Make a good faith effort to give a written notification of the termination of a 

contracted provider within fifteen days of the receipt or issuance of the 
termination notice to each recipient who was being seen on a regular basis 

by that subcontractor. 
 

12. Give the Delivering Healthcare Professionals the option of establishing a 

limited number of Medicaid recipients that he/she shall accept. 
  

G. Subcontractor Requirements 

 
Subcontracts executed for the purposes of meeting program requirements must 

meet the following requirements: 
 

1. Be in writing; 
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2. Require provider to comply with accepted medical Standards of Care; 
 

3. Require provider to comply with other terms and conditions contained in 
this bid; 

 
4. Contain provider reimbursement provisions; 
 

5. Contain a provision specifying that provider must agree that under no 
circumstances (including, but not limited to, situations involving non-
payment by the Primary Contractor, insolvency of the Primary Contractor, 

or breach of agreement) shall the provider bill, charge, seek compensation, 
remuneration or reimbursement from, or have recourse against Medicaid 

recipients, or persons acting on their behalf, for covered services, rendered 
during the term of provider’s agreement or subcontract with the Primary 
Contractor.  A provider may charge for non-covered services delivered on a 

fee-for-service basis to Medicaid recipients;  
  

6. Contain a provision that states “payment for maternity-related services, not 
covered by the Maternity Care Program, does not make the recipient 
responsible for all of her maternity care”;  

  
7. Cover the same time period as the Primary Contractors’ contract with 

Medicaid; 

 
8. Contain a provision indicating that subcontracts may only be terminated for 

cause. 

H. Annual Verification Requirements 

 
The Primary Contractor must annually verify the following: 
 

1. That the subcontractor possesses a current Alabama Medical License or 
certification and licensure as a Certified Nurse Midwife or other appropriate 
licensure requirements. 

 
2. That the subcontractor is enrolled as a Medicaid provider. 

 
3. That the subcontractor has current hospital privileges (as applicable), in 

good standing, at a Medicaid participating hospital within the Maternity 

Care Program district. 
 

I. Monthly Verification Requirements 
 

The Primary Contractor must monthly verify the following: 
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1. That the subcontractor or contractor is not currently debarred from 
participation from Medicare/Medicaid programs by checking the System for 

Award Management, formerly Excluded Party List System (EPLS). 
 

2.  That the subcontractor or contractor has not been excluded from   
     participating in the Medicaid program by checking Medicaid’s Exclusion List  
     and documenting checks on Attachment Twenty-one, Exclusion List Check 

Form. 
 
3.  That the subcontractor or contractor has not been excluded from 

participating in the Medicaid program by checking the List of Excluded 
Individuals and Entities (LEIE) and documenting checks on Attachment 

Twenty-one, Exclusion List Check Form). 

J. Outreach  

 
The Primary Contractor is responsible for implementing and maintaining a 
Medicaid approved outreach program to inform and educate Medicaid recipients 

and the community on the Maternity Care Program’s availability and services.  
The goal is to have all Medicaid eligible women enter care in their first trimester.  
The program components include, but are not limited to: 

 
1. Medicaid approved printed material available at a sixth grade literacy level      

explaining program specifics. Outreach materials must include at a 
minimum explanations of how to access the Maternity Care Program. 
Medicaid must approve all outreach and educational material prior to actual 

usage. Review of the Primary Contractors’ outreach materials will be done 
during the Administrative  Audit. 

 
2. Easily accessible program information available at sites such as hospitals,  

physician offices, Social Security offices, Department of Human Resources 

(DHR) offices, health departments, community resource centers, tax refund 
offices, family planning centers, or other community areas.  

 

3. Coordination with local communities, other agencies, and service providers 
to ensure awareness of the program and to identify other services available 

to meet the needs of the Medicaid recipient. 
 
4.  A system for recipients to receive information and ask questions regarding 

the Maternity Care Program. 
 

K. Recipient Education 

 
The Primary Contractor is responsible for implementing and maintaining a 
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Medicaid approved education program to inform and educate Medicaid 
recipients on the Maternity Care Program.  The program components include, 

but are not limited to: 
 

1. Basic education, such as importance of early and continuous pregnancy    
care and the importance of following physician’s instructions, and 
expectations of pregnancy and delivery. 

 
2. Education regarding danger signs (e.g., spotting or bleeding, gush of fluid 

from vagina, etc.) during the pre and post natal period which includes 

information on when to seek medical care in an emergency situation. 
 

3. Education on where and how to seek emergency care. 
 
4. Education regarding nutrition and other components of a healthy lifestyle 

that are necessary for a good pregnancy outcome.  Education regarding 
availability of newborn care classes, information about the Patient 1st 

Program and immunization schedules. 
 
5. Education regarding importance of family planning along with written and 

oral instructions regarding all forms of birth control.  The Plan First PT+3 
materials are provided by Medicaid free of charge.  The patient must also be 
made aware of and referred to the Plan First Program. 

 
6. Discuss that over the counter and any other medicines must be approved by 

the Delivering Healthcare Professional, avoidance of smoking cigarettes, the 
availability of face-to-face Tobacco Cessation Counseling, products to assist 
with smoking cessation covered by Medicaid and the importance of avoiding 

use of drugs and alcohol.  
   

L. Subcontractor Education  
 
The Primary Contractor must provide a structured educational component for 

each subcontractor that participates in the program which includes, but is not 
limited to: 

 
1. Program requirements 
 
2. Billing procedures/claims resolution 

 
3. Quality management protocols 

 

4. Training sessions or provider meetings at least bi-annually or more often 
as needed to address problems and/or provide updated information 
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M. Billing Inquires/Claims Resolution 
 
The Primary Contractor is responsible for implementing a system for 
responding to billing inquiries from recipients and subcontractors, and shall 

only refer claim inquiries to Medicaid that require an administrative review.   

 
IV. ENROLLMENT REQUIREMENTS 

A. Recipient Choice  

Recipients must be allowed to select the Delivering Healthcare Professional of 
their choice at the time of entry (enrollment) into the care system.  Primary 
Contractors must accept all women covered by the program and must not 

disenroll women from the program except through the exemption process (refer 
to Section V.E.).  The Primary Contractor must comply with the requirements 

set forth at 42 CFR 438.56 regarding recipient disenrollment.  If disenrollment 
is approved pursuant to Section V.E., the effective date of an approved 
disenrollment must be no later than the first day of the second month following 

the month in which the enrollee files the request.  If the Primary Contractor fails 
to make a disenrollment determination within this timeframe, the disenrollment 
will not be approved.  

Primary Contractor must have written policies and procedures governing 

recipient enrollment.  The following guidelines apply:    

B. List Requirements 

 
1. A Delivering Healthcare Professional List must be available for use in the 

selection process. 
 
2. Current Delivering Healthcare Professionals provider listings must be 

maintained. (NOTE:  All listings, forms, etc. must be approved by the Agency 
prior to use). 

 

a. The list must include Delivering Healthcare Professional choices 
available through the provider network listed alphabetically and must 

be provided to the enrollees.  The list shall include: address and 
telephone number, any physician extenders such as nurse midwives, 
nurse practitioners, residents in training, or physician assistants.  

 
b. Hospital where the Delivering Healthcare Professionals deliver, all sites 

where the Delivering Healthcare Professionals see recipients i.e., office, 
Health Department, satellite clinic, and all sites where prenatal care is 
provided. 

 



Effective 1.1.16 Version I   28 

c. Any limitations on services. For example, some Delivering Healthcare 
Professionals do not perform sterilizations.  This would be significant if 

the recipient states that she wants sterilization prior to discharge from 
the hospital when the delivery occurs. 

 
3.  A weekly updated Delivering Healthcare Professional List is required 

during the initial award period and up to 30 days after implementation 

date and during the yearly open enrollment. Otherwise, the list shall be 
submitted as outlined in Section X.B., Records and Reports, Reporting 
Requirements.  

 

 C. Recipient Choice Requirements 
 
1. The recipient is required to indicate on the ‘Agreement to Receive 

Care/Release of Information Form’ (Attachment Two) her choice of 

Delivering Healthcare Professionals and a copy of the form must be provided 
to her.  

 
2. A recipient enrolled in the Patient 1st Program may select the same Primary 

Medical Provider (PMP) if he/she is a subcontractor for the Maternity Care 

Program.  
 

3. A staffed toll-free line is required to enroll recipients into the Maternity Care 
Program and to provide requested information. The toll-free line must be 
staffed, at minimum, during the hours of 8 a.m.-5 p.m. weekdays with an 

answering machine for after hours. 
 
4. All enrollment material must be provided in a manner and format that may 

be easily understood in compliance with 42 CFR 438.10(b) (1). 
 

5. The recipient should be asked whether she is a Medicaid recipient.  If not, 
ask if she submitted an eligibility application and whether she needs 
assistance to apply.  If assistance is needed, an immediate referral to the 

Care Coordinator should be arranged to get the application process started.    

D. Delivering Healthcare Professional Selection Process 
 
Recipients must be advised of the process that is to be used in selecting a    
Delivering Healthcare Professional.  This process shall include: 

 
1. Recipient selects the Delivering Healthcare Professional of her choice for 

Maternity Care services from a list of network providers. 
 
2. Inform, in writing, the medical professionals who shall be involved in her 

care, e.g. nurse midwives, nurse practitioners, on-call physicians, etc.  
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Patients may not in any way be influenced when selecting a Delivering 
Healthcare Professional. 

 
3. If the Delivering Healthcare Professional has no slots available, staff must 

work with recipients to have a Delivering Healthcare Professional selected 
within two working days. 

 

4. If the recipient does not want to choose a Delivering Healthcare Professional 
on the day of enrollment, then she shall be informed that she must call 
back within five working days to choose a Delivering Healthcare 

Professional, or the Primary Contractor shall assign a Delivering Healthcare 
Professional to her on a rotation basis between other Delivering Healthcare 

Professionals listed on the panel.  Recipients shall also be notified of the 
Delivering Healthcare Professional with whom they have been assigned. 

 

5. In the event the recipient refuses to choose a Delivering Healthcare 
Professional or fails to choose a Delivering Healthcare Professional within 

the designated time frame, the Primary Contractor must assign her to a 
Delivering Healthcare Professional based on equivalent distribution among 
the Delivering Healthcare Professionals, with available openings to serve 

additional recipients. This process must include consideration of the 
distance the recipient lives from the provider and prior relationships, if the 
Primary Contractor has access to this information. 

E. Delivering Healthcare Professional Notification 
 
1. Each recipient's selected Delivering Healthcare Professional must be notified 

within five working days of the recipient’s enrollment. 

 
2. A monthly listing of Medicaid recipients electing to enroll with each 

Delivering Healthcare Professional shall be provided to the Delivering 

Healthcare Professional. This list must be provided prior to the first day of 
each month. 

F. Changes in Selection of Delivering Healthcare Professionals 

 
Guidelines for change of Delivering Healthcare Professional must include: 

 
1. Allowing recipient to change Delivering Healthcare Professionals, without 

cause, once within the first 90 days of enrolling.  
 
2. Establishing internal policies and procedures for changing Delivering 

Healthcare Professionals. 
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3. Allowing recipient to change Delivering Healthcare Professionals after the 
first 90 days with cause, which is defined as a valid complaint submitted to 

the Primary Contractor in writing explaining the reason the recipient wishes 
to change her Delivering Healthcare Professional. 

 
4. Tracking of changes in Delivering Healthcare Professionals with grievance 

procedure time frames being met. 

G. Program Enrollment 
 
Enrollment is defined as the date that the Agreement to Receive Prenatal Care 
form is signed by the recipient.  If the delivery has already occurred there is no 
reason to enroll the recipient. The following guidelines apply when processing a 

woman’s enrollment into the program: 
 

1. Recipients must be provided with all required information regarding rights 
and responsibilities, grievance process and fair hearing process, and 
appropriate telephone numbers, at the time of enrollment. 

 
2. The person enrolling the recipient into the program must ascertain if the 

woman has third party liability.  If TPL is available, obtain the name of the 

insurance company, the name on the policy (name of insured), recipient 
relationship to the insured, address, phone number and policy number.  If 

possible, ascertain from the recipient what type of coverage the policy 
provides. Verify the information with the insurance company or Medicaid 
and record all information in the file.  Some of this information may be 

available through the online eligibility systems maintained by Medicaid’s 
Fiscal Agent.  The recipient should be informed of coverage limits of 

pregnancy related illness through MAGI and allowed to make an informed 
choice regarding continued coverage of any previous insurance coverage.  It 
is vital that this type of information be collected at the beginning of 

prenatal care. 
 
3. Advise the recipient of her ability to change Delivering Healthcare 

Professional, without cause, within 90 days of enrollment, or at any time 
with cause.  Continuity of care shall be stressed at the time of enrollment to 

encourage the recipient to select a Delivering Healthcare Professional with 
whom she is comfortable. 

V. SERVICES 

A. General  
       

1. All maternity care services offered under the contract must be in an 

amount, duration, and scope that is no less than the amount, duration, and 
scope for the same services furnished to recipients under fee-for-service 
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Medicaid.  The Primary Contractor may not arbitrarily deny or reduce these 
services for any reason including the diagnosis, health status, type of 

illness, or condition.  The Primary Contractor may place appropriate limits 
on a service on the basis of criteria such as medical necessity, or for 

utilization control, provided the services furnished can be expected to 
achieve their purpose as defined in 42 CFR 438.210(a).  

 

2. The Alabama Medicaid Administrative Code Rule 560-X-1-.07 states: 
 “Providers who agree to accept Medicaid payment shall agree to do so for all 

medically necessary services rendered during a particular visit.  For 

example, if pain management services are provided to Medicaid recipients 
during labor and delivery, these services are considered by Medicaid to be 

medically necessary when provided in accordance with accepted standards 
of medical care in the community.  These services are covered by, and 
billable to Medicaid. Providers may not bill Medicaid recipients they have 

accepted as recipients for covered labor and delivery related pain 
management services.” 

 
3. The Primary Contractor shall require that provisions be made available for a 

second opinion (if either the recipient or health care professional deems it 

necessary) from a qualified health care professional within the network, or 
arrange for a second opinion outside the network at no cost to the recipient 
as specified in 42 CFR 438.206(b)(3) and (4). 

 
4. Out of network providers must coordinate with the Primary Contractor   

with respect to payment as specified in 42 CFR 438.206(b)(5). 
 
5. Enrollees with special needs shall be allowed direct access to specialists as 

specified in 42 CFR 438.208(c) (4). 
 

6. The Primary Contractor must have a mechanism in place to assess each  

Medicaid enrollee identified for special health care needs in order to identify 
any ongoing special conditions of the enrollee that require a course of 

treatment or regular monitoring.  The assessment must use appropriate 
health care professionals.  The Primary Contractor must maintain a 
treatment plan for enrollees determined as having special care needs.  The 

treatment plan must be developed by the enrollee’s primary care provider 
with enrollee participation, and in consultation with any specialists caring 

for the enrollee and must be reviewed and approved by the Primary 
Contractor within a timely manner. The treatment plan must be developed 
in accordance with applicable quality assurance and utilization review 

standards.   
 

7.   Recipients must use in-network providers.  

 



Effective 1.1.16 Version I   32 

B. Services Included in the Global Fee 
 
1. The Primary Contractor will be responsible for implementation and 

coordination of a comprehensive maternity care delivery system with the 

exception of the inpatient hospital component that meets the needs of the 
Medicaid recipients.  The time span of responsibility begins the date that 
pregnancy is determined and ends the last day of the month in which the 

60th postpartum day falls. 
 

2. Primary Contractors and their Delivering Healthcare Professionals are   
responsible for identification and referral of high risk recipients to the 
appropriate high risk referral site or appropriate high risk physician.  

 
3. The fee shall include all usual prenatal services appropriate to the risk level 

of the woman including the initial visit at the time pregnancy is diagnosed. 
 
4. Covered services must be medically necessary and encompass maternity 

related services as well as those that might otherwise complicate or 
exacerbate the pregnancy. 

 

5.  The Primary Contractor shall receive a fee upon pregnancy outcome 
(delivery or termination by miscarriage or stillbirth at 21 weeks or later). 

 
6.  Fees paid by Medicaid to the Primary Contractor represent payment in full.   
 

7. Recipients cannot be billed for any service that is included in the Maternity   
Care Program.  

 
8. Chapter 28 of the Alabama Medicaid Provider Manual provides additional 

details on the billing of services. 

 
9. Services to be provided through the Primary Contractor network and which 

are reimbursed as part of the global are listed in Attachment Three and 

described below.  If there is a question as to whether a service is covered, 
please contact the Alabama Medicaid Agency for verification and 

clarification.   

a. Prenatal Visits  

 Visits to the Delivering Healthcare Professional include the initial 

prenatal visit as well as any subsequent visits.  The components of 
the initial prenatal visit and any subsequent visits are defined by 
ACOG.     

b. Ultrasounds  

Maternity ultrasounds are unlimited in number and are a component 
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of the global fee. The global fee includes both the professional and 
technical components of all medically necessary ultrasounds.  A 

Primary Contractor may develop an evidence-based prior 
authorization process to manage the number of ultrasounds 

performed. Note: The professional component of ultrasounds 
performed in an outpatient setting is included in the global fee. 
 

c. Delivery  
 The global fee includes vaginal delivery or cesarean section delivery.  

No more than one fee may be billed for a multiple birth delivery.  

 
d. Postpartum  

 Postpartum care includes inpatient hospital visits, office visits and 
home visits following delivery for postpartum care through the end of 
the month of the 60-day postpartum period.  The postpartum 

Delivering Healthcare Professional exam shall be accomplished by 
the 60th day after delivery. 

 
e. Assistant Surgeon Fees  
 The global fee includes assistant surgeon fees for cesarean-section 

deliveries. 
 
f. Associated Services  

  The global fee includes identified services associated with treatment 
of the pregnancy during the antenatal delivery and postpartum 

period listed in Attachment Three. 
 
g. Laboratory Fees  

 The global fee includes routine chemical urinalysis, hemoglobin and    
hematocrit tests as listed in Attachment Three.  Other laboratory 
tests may be billed to Medicaid’s fiscal agent fee-for-service.  

EXCEPTION: urinalysis, hemoglobin and hematocrit provided in 
conjunction with an emergency room visit are billable fee-for-

service.  
 
h. Anesthesia Services  

 The global fee includes anesthesia services, performed by either an 
anesthesiologist, nurse anesthetist, or the Delivering Healthcare 

Professional, which are not medically contraindicated. The Primary 
Contractor shall provide for payment of anesthesia for Medicaid 
recipients to the same extent and under the same conditions as 

available to the general public.  Attachment Three lists the 
anesthesia codes which are included in the global fee. 

 

i. Care Coordination Services 
 The global fee includes Care Coordination which is detailed in 
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Section VI.   
 

j. Postpartum Home Visit 
 Home visits are optional.  It is the opinion of the Alabama Medicaid 

Agency that home visits improve outcomes.  Refer to Section VII for 
specific details related to home visits.  

C. Excluded Services—Covered Fee-For-Service 
 
A general description of those services outside the scope of the global fee is 

listed below. For these services, the provider of service shall bill using the 
appropriate CPT code and their regular provider Medicaid number. All claims 
for these services shall be sent directly to Medicaid’s Fiscal Agent and include, 

but are not limited to: 
 

1. Inpatient Hospital Care 
All hospital care will be billed fee for service and will include applicable 
limitations of 16 inpatient days per calendar year. 

 
2. Drugs  
 Medications prescribed for a pregnant woman are covered if the drug is 

covered through the Medicaid Pharmacy Program.  The medication must be 
prescribed by the Delivering Healthcare Professional or specialty physician 

and presented to an active Medicaid pharmacy provider.  The prescribed 
drug will be subject to all applicable Medicaid policies.  Pharmacy providers 
should dispense the drug at no cost to the recipient. 

  
3.  Durable Medical Equipment/Supplies 

 Pregnant women with Type I, Type II or gestational diabetes are eligible to 
receive diabetic equipment/supplies from an active Medicaid Equipment 
(DME) Supplier.  Not all pharmacies are DME suppliers.  In order to locate a 

DME supplier, you may contact the Clinical Services and Support Division 
at 334-242-5050 or by accessing the following link:  
http://www.medicaid.alabama.gov/documents/4.0_Programs/4.3_LTC_Ser

vices/4.3.3_Other_LTC_Programs/4.3.3.1_DME/4.3.3.1_DME_Providers_Re
vised_5-1-14.pdf . 

 
4. Lab Services 
     All lab services except hemoglobin, hematocrit, and chemical urinalysis may 

be billed fee-for-service.  Pregnancy tests can be billed fee-for-service. 
 
5. Radiology 

 Refer to the Global Associated Codes for radiology services which are 
covered in the global fee.  

 
6. Dental  

http://www.medicaid.alabama.gov/documents/4.0_Programs/4.3_LTC_Services/4.3.3_Other_LTC_Programs/4.3.3.1_DME/4.3.3.1_DME_Providers_Revised_5-1-14.pdf
http://www.medicaid.alabama.gov/documents/4.0_Programs/4.3_LTC_Services/4.3.3_Other_LTC_Programs/4.3.3.1_DME/4.3.3.1_DME_Providers_Revised_5-1-14.pdf
http://www.medicaid.alabama.gov/documents/4.0_Programs/4.3_LTC_Services/4.3.3_Other_LTC_Programs/4.3.3.1_DME/4.3.3.1_DME_Providers_Revised_5-1-14.pdf
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 Dental services are covered for eligible recipients certified as children under   
age 21.   

 
7. Physician 

 Physician fees for family planning procedures, circumcision code, routine 
newborn care code, standby and infant resuscitation code may be billed fee 
for service.  Claims for circumcision, routine newborn care, standby and 

infant resuscitation may be billed under the mother's name and number. 
 
8. Family Planning Services  

  Claims for physician services with a family planning procedure code or 
indicator may be billed fee-for- service.  

 
9. Face-to-Face Tobacco Cessation Counseling, including referrals to the 

Quitline and medications to assist applicable recipients with smoking 

cessation efforts.  
 

10.  Outpatient Emergency Room Services  
   Outpatient emergency room service claims containing a facility fee charge of       
      99281-99285 and associated physician charges 99281–99288, may be   

      billed fee-for-service. This includes outpatient observation.  The Maternity  
      Care Program does not restrict access to emergency services.   

 

11. Transportation 
  Transportation as allowed by Medicaid’s State Plan may be billed fee for   

      service.  The Medicaid Non Emergency Transportation (NET) Program  
      covers non-emergency transportation.  
 

12. Fees for Dropout/Miscarriages 
   

a. Claims for miscarriages must include the appropriate diagnosis code 

from the following range, 630-635, 637-639.  Claims using these 
diagnosis codes may be billed directly to Hewlett Packard.  

  
b. If a woman begins care with any district’s program, and subsequently 

moves out of district or miscarries (prior to 21 weeks), she is 

considered a dropout.  
  

c. The Primary Contractor shall be paid a dropout fee for   
 recipients that have a miscarriage prior to 21 weeks gestation. 
 

d. Services for drop-outs may be billed fee-for-service. 
   

e. In order for the claims to process for a dropout, subcontractors must 

send all claims to the Primary Contractor.  The Primary Contractor 
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must complete the Administrative Review Form and forward the 
claims to Medicaid for action.  

  
f. The Primary Contractor can bill the dropout fee directly to Hewlett- 

Packard (Medicaid’s fiscal agent liaison). 
 

13. Mental Health 

 Visits for the purpose of outpatient mental health services may be billed fee 
for service.  Screening, Brief Intervention and Referral to Treatment (SBIRT) 
codes for pregnant women may be billed by Delivering Healthcare 

Professionals who have completed a training program and have had a 
specialty provider indicator added to the provider file.  These services 

include alcohol and/or drug screening and/or brief intervention.  
 
14. Referral to Specialists 

  Office or in-hospital visits provided by non-OB specialty physicians for   
      problems complicated or exacerbated by pregnancy may be billed fee-for- 

      service. 
 
15. Program Exemptions 

  Claims for women who are granted a program exemption may be billed 
  fee-for-service.  Refer to Section E for details on the exemption process. 
 

16. Non-Pregnancy Related Care  
  Services provided that are not pregnancy-related are the responsibility of    

      the recipient unless she is eligible for regular Medicaid benefits. 
 
17. High Risk Maternity Care Services Provided by a Teaching Physician As 

defined in State Plan AL-11-022, 4.19-B, Attachment Thirty, the 
reimbursement for provision of high risk maternity care services provided 
by a teaching physician as defined in State Plan AL-11-022, 4.19-B, which 

states in whole or in part “ Teaching physicians are defined as doctors of 
medicine or osteopathy employed by or under contract with (a) a medical 

school that is part of the public university system (The University of 
Alabama at Birmingham and The University of South Alabama) or (b) a 
children’s hospital healthcare system which meets the criteria and receives 

funding under Section 340E (a) of the U.S. Public Health Service Act (42 
USC 256e), and which operates and maintains a state license for specialty 

pediatric beds” is excluded from the global and may be billed fee-for-
service. 

   

18. High Risk Maternity Care Services Provided by a Medicaid Enrolled Board 
Certified Perinatalogist-the reimbursement for provision of high risk 
maternity care services provided by a Medicaid enrolled Board Certified 

Perinatalogist is excluded from the global and may be billed fee-for-service. 
All routine maternity care services are subject to the Maternity 
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District’s Plan.  The Perinatalogist must subcontract with a Primary 
Contractor for routine maternity care services.  Reimbursement for 

provision of routine maternity care services will be through the global 
payment methodology according to contractor-subcontractor agreement. 

 
19. Routine Maternity Care Services Provided by a Primary Contractor and/or 

Delivering Healthcare Professional to an Enrolled Recipient Before and 

After Transferring to a Medicaid Enrolled Teaching Physician or Medicaid 
Enrolled Board Certified Perinatalogist -the reimbursement for provision 
of routine maternity care services provided by a Primary Contractor 

and/or Delivering Healthcare Professional to an enrolled recipient before 
and after transferring to a Medicaid enrolled teaching physician as 

defined  in  Section 4.19-B of the State Plan which states in whole or in 
part “ Teaching physicians are defined as doctors of medicine or 
osteopathy employed by or under contract with (a) a medical school that 

is part of the public university system (The University of Alabama at 
Birmingham and The University of South Alabama) or (b) a children’s 

hospital healthcare system which meets the criteria and receives funding 
under Section 340E (a) of the U.S. Public Health Service Act (42 USC 
256e), and which operates and maintains a state license for specialty 

pediatric beds”  or a Medicaid Enrolled Board Certified Perinatalogist for 
high risk care will be reimbursed fee-for-service and will not be 
reimbursed through the global payment methodology. Reference Section 

VIII Payment for Service for additional information. 
 

 

D. Referrals for High-Risk Care 
      

 1.   Referrals for high-risk care are the responsibility of the Maternity Care 
    Primary Contractor.  Each recipient entering the care system must be 

assessed for high-risk pregnancy status and referred to a Delivering 
Healthcare Professional qualified to provide high-risk care if the 
assessment reflects a condition that cannot be appropriately handled in 

routine prenatal care sites.  
 

2.  Primary Contractor must clearly describe the way the program will manage 
high-risk pregnancies, including a process for identifying high-risk cases, a 
method to denote high-risk status and the reason for high risk-status, a 

network for care, policy and procedures for monitoring referrals and 
services to be provided to high-risk women. 

 
3. High risk maternity services by a Board Certified Perinatalogist must be 

coordinated with the Primary Contractor. 
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E. Program Exemptions 

1. Purpose 

 The purpose of the program exemption is to allow recipients to receive 
care outside of their established Maternity Care districts. There must be 
policies and procedures developed by the Primary Contractor describing 

how the exemption will be handled including application of criteria. The 
Primary Contractor cannot request disenrollment because of a change in 

the enrollee’s health status, or because of the enrollee’s utilization of 
medical services, diminished mental capacity, or uncooperative or 
disruptive behavior resulting from his or her special needs (except when 

his or her continued enrollment seriously impairs the entity’s ability to 
furnish services to either this particular enrollee or other enrollees).  A 
Maternity Care Program Exemption Request Form (Attachment Thirteen) 

must be completed and submitted to the Alabama Medicaid Agency for 
approval.  Medical exemptions will not be granted under the Maternity 

Care Program.  
 

a. Medicaid Eligibility Granted Late in Pregnancy 

When the recipient applies for and receives Medicaid eligibility late 
in her pregnancy (third trimester which begins at 27 weeks 

gestation through delivery) or after delivery and has been receiving 
continuous care through a non-subcontracted provider, she may 
be eligible for a program exemption.  The Primary Contractor must 

maintain documentation demonstrating a significant and 
unexpected financial change occurring after 27 weeks (e.g. loss of 
insurance or loss of job).  The Primary Contractor must confirm 

the date of application.  
 

b. Private Managed Care/HMO 
If a recipient has insurance or a managed care plan, the Primary 
Contractor must maintain a copy of the policy or a letter from the 

insurer indicating the scope of coverage or that the recipient must 
use a prescribed provider network. 

F. Services for Non-citizens 
 
Services provided to Non-citizens are not part of the Maternity Care Program.  

The following is provided for information only:  “Certification is done through 
the Medicaid out-stationed eligibility worker.  Only the actual provider of 

service is reimbursed in these cases.  For a pregnant woman, only the delivery 
is covered.  If you are contacted by a Non-citizen, or someone who is helping a 
Non-citizen, refer them to the out-stationed eligibility worker.  All payments for 

this eligibility category are processed outside the Maternity Care Program 
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through emergency services.” 

 
VI. CARE COORDINATION 

A. Overview 

 
An integral part of the medical care delivered through the Maternity Care 

Program is Care Coordination. Care Coordination is the mechanism for linking 
and coordinating segments of a service delivery system to ensure the most 
comprehensive program meeting the clients’ needs for care.  It may involve one 

person or a team that has responsibility for managing, assessing, planning, 
procuring or delivering, monitoring and evaluating services to meet the 

identified needs of the client.  The approach to Care Coordination shall vary 
from case to case.  The needs of the patient should dictate when services are 
provided and the number of visits that are needed.   

 

1. Care Coordination can be generally defined in one of three ways: 
 

a.  A system of activities to link the service system to a recipient; 
 

b. A balanced system of services; or 
 

c.  A process of ensuring that the recipient moves sequentially through a 

continuum of services.   
 
2. Stratification of Case Management  

 
a.   Visit flexibility to meet the needs of the recipient is allowed.  Minimums 

are established, but, beyond the minimum, the total number of visits 
should be dictated by the needs of the patient.  The Care Coordinator 
will be required to assess the patient face to face at a minimum of two 

visits.  The Care Coordinator will have flexibility to determine how to 
best improve outcomes. 

 
b. If the medical or psychosocial status of the recipient changes, the Care 

Coordinator is responsible for adjusting the service plan and proceeding 

accordingly. 
 

c. It is up to the Delivering Healthcare Professional and Care Coordinator 

to decide and develop a service plan that meets the patient’s needs.   

B. Requirements for Maternity Care Coordinators 
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1. Social workers licensed and/or license-eligible for Alabama practice with a 
BSW or an MSW from a school accredited by the Council on Social Work 

Education. License-eligible social worker(s) must obtain license within12 
months of date of employment to function as a Care Coordinator. 

 
2. Registered Nurses, licensed by the Alabama Board of Nursing, with a 

minimum of one year experience in care coordination, accessing resources, 

and coordinating care with low-income populations; or, if no care 
coordination experience, completion of a Care Coordinator training course 
provided by the Primary Contractor and supervision by an experienced Care 

Coordinator for at least six months. Documentation must support the Care 
Coordinator’s training has been completed and supervision for the specified 

period was provided. Compliance with this requirement will be reviewed 
during the Administrative Audit.    

3. Licensed Practical Nurse(s), licensed by the Alabama Board of Nurses, with 

at least two years of clinical experience and one year experience in care 
coordination, accessing resources and coordinating care with low-income 

populations. 

4. The Primary Contractor has flexibility in determining how to perform the 
Application Assister function. Care coordinators are not required to be 

Application Assisters; however, the Application Assister function is required 
to be performed by the Primary Contractor.  The Primary Contractor may 
choose to use a Care Coordinator for this function, while others may choose 

to have other staff provide this function. Application Assister training is 
provided free of charge by the Alabama Medicaid Agency staff (Attachment 

Six). The Contractor shall have an individual (s) designated as a trainer for 
the Train-the Trainer program. The designee  must attend the Train-the-
Trainer class and provide certification training to Application Assisters as 

deemed necessary in order to maintain compliance with certification and re-
certification requirements.  The certification period for Application Assisters 
and Train-the-Trainer designee is every two years. 

 
5. Care Coordination is a professional skill and must be supported from   

within the Primary Contractor system.  Skills and functions employed by 
the Care Coordinator include, but are not limited to:  
 

a. Performing the initial encounter requirements, performing the 
psychosocial risk assessment, assessing the medical and social needs, 

developing service plans, providing information and education, making 
all appropriate referrals (including Plan First and CoIIN referrals), and 
tracking recipients throughout their pregnancy and postpartum period. 

 
b. Community orientations, including the ability to locate, augment, and 

develop resources including information on services offered by other 

agencies. 
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c. The Primary Contractor must advise all subcontractors of Care 
Coordinators services and must require that the subcontractors refer all 

Medicaid recipients to enroll in the program with the Primary Contractor 
within ten days of the first visit. 

d. The Care Coordinator shall provide the recipient with a business card 
that provides location and telephone number of the Care Coordinator 
should any questions arise. 

e. Care Coordinators must be located in an area which provides adequate 
recipient access and maintains recipient confidentiality.  Private offices 
are preferred.  

f. Telephones must be available for use in recipient contacts. 

g. Primary Contractor must have a training plan for initial and on-going 

care coordination.  These plans must at a minimum support the 
requirements of this document and include training specific to the 
maternity program and/or related topics on an on-going basis.  

Educational materials must include obtaining TPL information, the 
importance of keeping appointments with both the Care Coordinator and 

the DHCP, exemption candidates, current proper sleeping positions for 
the infant, domestic abuse, breast feeding, smoking & alcohol or other 
substance cessation, nutrition, and bonding for mother and infant. The 

effectiveness of the training plans will be monitored per quality outcome 
measures.   

h. Care Coordinators or other Primary Contractor staff will enroll the 

recipient in the Maternity Care Program and start the Medicaid 
application process.   

i. Primary Contractor must have a system for verification of current license 
for each Care Coordinator. Verification of current licensure will be 
checked during the Administrative Audit. 

C. Initial Encounter 

 Time frame: entry into care 
 Enrolled 0-6 weeks gestation -  this encounter should be no later than 

21 days after enrollment date 
 Enrolled 7-14 weeks gestation - this encounter should be no later 

than 14 days after enrollment date. 
 Enrolled 15 weeks gestation or more - this encounter should be no 

later than 7 days after enrollment date. 
 

1. Intake form- The Care Coordinator will prepare the intake form for enrollment 

into the Maternity Care Program. Minimum elements to be included on the 
intake form of your choice are: Recipient Name; Date of Birth; Address; 
County of Residence; Social Security Number; Medicaid Number if they have 
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one; if the recipient has no Medicaid number make a note to assist with 
application as appropriate; Delivering Healthcare Professional choice; Date 

Delivering Healthcare Professional notified; and psychosocial risk status.  A 
sample form is included as Attachment Twenty-six.  This form will be faxed to 

the office of the Delivering Healthcare Professional of choice within five 
calendar days of the recipient’s first Delivering Healthcare Professional’s 
health visit.  If the recipient does not have Medicaid financial eligibility, the 

Primary Contractor is responsible for immediately providing Application 
Assister services to aid the patient in completing the application process.  

 

2. The following forms must be completed at the initial encounter: 
 

a. Psychosocial/medical risk assessment 
 
b. Agreement to Receive Care/Release of Information (Attachment Two) 

 
c. Recipient Rights and Duties as described in Attachment Eight and 

required by 42 CFR 438.100  
 

d. Maternity Care Program Fact Sheet (Attachment Five) 

 
e. Maternity Care Program Smoking Cessation Form (Attachment  

Fourteen) 

 
3. Information about facility location, hours of operation, services available, 

etc. should be shared.  Explain your role as Care Coordinator and how you 
will be assisting the recipient during her pregnancy and postpartum period.  
Encourage the recipient to contact you as needed for assistance. 

 
4. Explain the benefits and services provided through the Maternity Care 

Program.  Explain that all pregnancy related care including prenatal, 

delivery and postpartum is available through the Primary Contractor 
network.  Stress the importance of pre-natal and postpartum visits.  Stress 

that birth control is frequently arranged at the postpartum visit.  Explain 
that Medicaid also offers assistance with transportation to medical 
appointments, emergency ambulance coverage, family planning and 

pediatric services. 
 

5. Provide written and oral education about the grievance process and explain  
how it is designed for her.  Ensure that the recipient understands the 
process and the procedures for filing a grievance, an appeal and/or fair 

hearing.   
 
6. Explain the importance of early and continuous prenatal care.  Help her 

understand that she can play a key role in shaping the birth outcome.  



Effective 1.1.16 Version I   43 

Explain that if she encounters barriers such as transportation, medication, 
childcare, etc., she should contact the Care Coordinator for assistance. 

 
7. Develop and document a service plan for coordinating total obstetrical care 

based on medical and psychosocial risk status that will best suit the needs 
of the recipient.   

 

8. Screen the patient for partner abuse utilizing the screening tool in 
Attachment Nine.  Be cognizant of verbal and non-verbal clues when 
assessing the patient. 

 
9. Encourage breast feeding.  Explain the benefits such as better infant 

tolerance, better immunity from childhood viruses and illnesses.  Explain 
that pumping can be done and the milk stored for times when the mother 
will be away, and that nursing the infant, avoiding any artificial nipples, will 

produce more mother’s milk.  The Care Coordinator should utilize the most 
effective teaching methods for increasing the rate of breast feeding. 

 
10. Explain that the recipient may be receiving a home visit.  Inform her of the 

positive aspects of the visit and what can be accomplished. 

 
11. Ask if the recipient is a smoker.  Encourage smoking cessation.  Discuss 

the effects of smoking on the infant to include: increased risk of 

prematurity, low birth weight, infant mortality, and a sicker infant.  Use the 
most effective evidence-based method suitable to your area to assist moms 

to stop smoking.  Encourage the use of the Alabama Department of Public 
Health Quitline for counseling and assist with the referral process, educate 
the recipient of available face to face counseling sessions, and ask her to 

discuss with her doctor the possibility of obtaining a prescription to help her 
stop smoking. 

D. Subsequent Encounters 

 
Care Coordinators will be required to assess the recipient face to face at a 

minimum of two encounters. One of the required encounters is the Initial 
Encounter defined above.  The other encounter must occur while the mother is 

still in the hospital after delivery.  Other encounters will be at the discretion of 
the Care Coordinator based on the level of complexity of the recipient needs, 
either medical or psychosocial.  The encounters should be scheduled in order 

to help obtain the best outcomes.   
   

1. Update the psychosocial assessment and service plan based on client 

interview and any other available information. 
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2. Encourage continuous compliance with prenatal care, reviewing the 
recipient’s medical high-risk factors and explaining the importance of 

continued prenatal care. 
 

3. Assess for understanding of medical conditions as well as the plan for 
 managing them as outlined by medical staff.  Assist in arranging further 

counseling by medical staff as needed. 

 
4. Provide the recipient with the information about the various family planning 

services available.  Counsel on the effects of each method and assist the 

recipient with consent forms as appropriate. 
 

5. Ask about status of Medicaid eligibility.  Assist with resolving the delay of 
approval, if possible. 

 

6. Screen the patient for partner abuse utilizing the screening tool in 
Attachment Nine.  Be cognizant of verbal and non-verbal clues when 

assessing the patient. 
 
7. Determine the need for any third party exemptions.  

 
8. Ensure that the recipient knows which hospital will be used for delivery.  If 

Medicaid coverage is established, complete hospital preadmission for the 

hospital of choice. 
 

9. Discuss the labor and delivery process.  Begin talking with the recipient 
about what to expect and what to do at the onset of labor, etc. 

 

10. Re-emphasize and encourage breast feeding.  
 
11. Explain that the patient may meet the criteria for a home visit.  Re-

emphasize the purpose and the positive aspects. 
 

12. Review smoking cessation with women who smoke.  Utilize the most 
appropriate evidence based methods.  Encourage to cut down and quit.  
Explain harmful effects to the fetus.  If she states that she has quit or cut 

down on the number of cigarettes that she smokes, praise her efforts. 
Reference the Definition Section for the meaning of “Smoker”. 

 
13. Ask the recipient if she has considered who will provide pediatric care.  If 

needed provide a list of Medicaid pediatric care providers.  If she has not 

thought about a pediatric care provider, encourage her to do so.  Provide 
information and services available for the newborn through the first year of 
life including Medicaid Patient 1st and EPSDT (Early Periodic Screening and 

Developmental Testing).  Assist the patient in completing the Patient 1st 
Newborn Assignment Choice Form (Attachment Eleven). A copy of the 
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hospital information and the Medicaid Patient 1st Newborn Choice Form 
should be faxed to the selected health care professional at the time of the 

hospital visit. 
 

14. Ensure that the patient is prepared for childbirth.  If preadmission has not 
been completed, assist recipient in choosing hospital for delivery and 
completing preadmission.  Assess transportation needs to the scheduled 

hospital. 
 
15. Ensure home preparation, assistance with newborn and mother in 

immediate postpartum period, availability of an infant car seat, etc. 
 

16. Verify that the recipient and father of the baby (if he is involved) have made 
preparations for the infant’s arrival and that they have a bed and a space 
designated for the new infant. 

 
17. Educate the recipient regarding SIDS and current methods of placement of 

the infant for sleep.   
 
18. Explain to the recipient the need to contact the eligibility outstation 

worker/DHR worker/Social Security worker with information about the 
baby’s birth to ensure a Medicaid number for the baby. 

 

19. Explain to the recipient that in cases of early hospital discharge where the 
Care Coordinator or designee does not get to visit with her in the hospital, a 

home visit will be made.  Explain the need for the visit and what services 
will be offered.  Encourage the recipient to use this time for education. 

 

20. Emphasize the importance of keeping the post-partum Delivering 
Healthcare Professional check-up appointment.  If it has not been 
scheduled then screen for any barriers, e.g. transportation, childcare, etc.  

Assist the recipient as necessary in scheduling the postpartum exam. 
 

21. Explain to the recipient that you or someone from the Primary Contractor’s 
staff will make a visit to the recipient during the hospitalization after 
delivery.   

 
22. Re-emphasize the positive aspects of the home visit if it is determined by 

the Care Coordinator that a home visit is necessary. Obtain phone 
numbers where the recipient may be contacted. Ask where she will be 
staying when she takes the infant home from the hospital.  Assure her that 

this visit is to help her in caring for herself and the infant.  
 
23. Stress the importance of preventive dental care for the infant.  Utilize 

Medicaid’s Smile Alabama educational material available via Medicaid’s 
website. 
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24. Review the importance of effective family planning methods and availability 

of family planning services.  Verify that the recipient has chosen birth 
control pills or any other method (condoms, injection contraception, etc.) of 

family planning and explain that this must be discussed with the 
Delivering Healthcare Professional during the hospitalization. A 
prescription may be necessary in order to obtain the chosen method.  

Explain the option of having a Long Acting Reversible Contraceptive 
implanted in the hospital immediately after delivery or in an outpatient 
setting immediately after discharge from an inpatient setting.  

 
25. Make referrals, including, but not limited to, Plan First and Patient 1st 

Programs, and CoIIN if applicable. 
 
26. Emphasize that the recipient can become pregnant while breast feeding if 

she is not using any contraception. 

E. Missed Encounters/Attempts 

 
If the inpatient hospital encounter is missed, a home visit must be completed. 
At least two attempts must be made to complete the missed encounter. All 

home visits or attempts must be completed within 20 days of the delivery date.   
Missed attempts must be documented in the recipient’s medical record.   

 

F. Tracking of Care Coordinator Visits 

 
In an effort to ensure standard tracking of Care Coordination services provided, 
the following codes have been established for use by the Primary Contractor for 

internal tracking.  These codes cannot be billed separately to Medicaid. 
 
   T1016 - U1   1ST encounter 

   T1016 – U2  2ND encounter 
   T1016 – U3  3RD encounter 

   T1016 – U4  4TH encounter 
   T1016 – U5  5TH encounter 
 

G. Oversight of Care Coordinator Activities 
 
Primary Contractor has the responsibility of maintaining oversight activities 
regarding the provision of Care Coordination services. 

 

VII. HOME VISITS 
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A. Purpose 

 
Home visits are optional, unless the required visit in the hospital is missed.  If 
the hospital face to face encounter visit is missed, a home visit must be 

made within twenty days of the delivery date.  It is the opinion of the 
Alabama Medicaid Agency that home visits improve outcomes.  The Primary 
Contractor may develop criteria within their respective district for the purpose 

of home visits.  The home visit criteria must be submitted for review by the 
Medicaid Agency with the ITB response.   

   
The following are recommendations for consideration of home visit criteria 
development. 

 
1. Under 16 Years of Age 

 At time of conception 

 Late entry into care (20 weeks gestation and over) 

 Not residing in home with parents or significant other 

 Grossly overweight or underweight  

 Not in school  

 Use of tobacco and/or alcohol and/or drugs 

 Transportation issues 

 Lack of support from family or father of baby 

 Any triggers that indicate a need for follow-up after delivery 
 

2.  Drug and Alcohol Abuse 

 Self reported  

 Psychosocial assessment 

 Odor of alcohol 

 Observations of track marks and/or bruises from needle use 

 Unexplained late entry into care 20 weeks gestation and over 

 At risk lifestyle (i.e., multiple sex partners) 

 Suspicious behavior such as incessant talking, drug seeking behavior 
(i.e., narcotics for various pains) glazed eyes, lying, sedated, short 

attention span, etc. 
 

3.  Mental illness 

 Postpartum depression (it is expected that these women may require a 

series of visits) 

 Long term history of mental illness 

 Taking psychotropic drugs for mental illness (ex. Mellaril, Haldol, 
Lithium, etc.)  

 Taking anti-depressants and exhibiting outward signs of depression (i.e., 
flat affect depressed mood and thought process, lack of interest in 

personal appearance, lack of interest in planning for baby’s arrival, etc.) 
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4.  Birth weight 2500 grams or less 

  Lack of prenatal care 

 Previous birth outcomes including low birth weight births 

 Mom or others in the household are smokers 

 Whether the infant is enrolled in a hospital follow-up program   
    

5.  Partner Abuse (Attachment Nine) 

  Reported by the recipient 

  Unexplained visible injuries 

  Fear of partner & his uncontrollable temper 

  Reports of partner’s threats to harm or kill recipient 

  Reports of extreme partner jealousy and/or being possessive 

  Reports of verbal abuse; yelling, cursing, name-calling, isolation 

  Other—Care Coordinator or Delivering Heath Care Professional judgment  
 

B. Documentation 
 
Medical records must be maintained that support the need or lack of need and 
the outcome of home visits. Refer to Attachment Seven. 

 
C. Tracking Of Home Visits 
 
The following codes have been established to assist the Primary Contractor in 

tracking home visits.  These are not separately billable codes but codes to be 
used for internal tracking systems and may be expanded dependent upon your 

district specific criteria. 
 

  H001 – under 16 years of age 

  H002 – Drug & Alcohol Abuse 
  H003 – Mental Illness 
  H004 – Low Birth-weight 

  H005 – Partner Abuse 
  H006 – Missed Inpatient Encounter 

H007 – Other 

 
VIII. PAYMENT OF SERVICES 

A. Global Fee 

 
The following procedure codes must be billed when the enrolled recipient has 
received total obstetrical care through your program. Only with sufficient 

documentation that the women have received care as listed in 59400 and 
59510 by the delivering healthcare professional will the full global fee be 
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paid. For women who present for delivery only services, Primary Contractors 
are to bill the delivery only global fee. 

 
Global fee codes to be used are: 

 
59400 – Routine obstetric care including antepartum care, vaginal delivery 
(with or without episiotomy, and/or forceps) and postpartum care.  

59510 – Routine obstetric care including antepartum care, cesarean delivery 
and postpartum care.  
 

Delivery Only Services 
 

For recipients who receive no prenatal care through the Primary Contractor’s 
network, a Delivery-Only fee must be billed.  The components of the Delivery- 
Only fee include those services provided from the time of delivery through the 

postpartum period including all the required encounters by the Care 
Coordinator.  The reimbursement amount for a Delivery-Only is 80% of the 

global fee.  This payment represents payment for those services occurring at 
delivery and postpartum.   
 

The following Delivery-Only procedure codes must be used to bill Delivery-Only 
services: 
 

59410 – Vaginal Delivery and Postpartum Care Only 
59515 - Cesarean Delivery and Postpartum Care Only   

 

Note:  
The Global Fee Codes listed above must have one of the following 
modifiers appended: 

UD  Medically necessary delivery prior to 39 weeks of gestation 
U9  Delivery at 39 weeks of gestation or later 

UC  Non-medically necessary delivery prior to 39 weeks of gestation 
 
Claims that are submitted for deliveries without one of the required 

modifiers will be denied. 

B. Dropout Fee 

 
This fee must be billed when the recipient begins care in your program but 
does not deliver.  In order to bill this service the woman must have been 

enrolled prior to delivery.  The procedure code is 99199.  

C. Subcontractor Reimbursement 

 
The Primary Contractor must have a HIPAA- compliant automated 
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reimbursement system for payments to subcontractors and out-of-plan 
providers. Payments to subcontractors should be made within 20 calendar 

days of Medicaid payment and in all cases within 60 calendar days of date 
of delivery. Payments to out-of-plan providers must be made within 90 

calendar days. The only exception is when TPL is involved or when payment is 
under appeal. Medicaid payment is defined as the date the check-write is 
deposited in to the provider’s account. 

Delivering Healthcare Professionals, except those associated with a teaching 
facility as defined in Attachment Thirty, 4.19-B of the State plan, must be paid 
at a rate no less than the Medicaid fee-for-service urban rate for delivery only.  

Effective October 1, 2014 the current urban fee-for-service rate is $1,000 for 
delivery only.  Nurse midwives are paid at 80% of that rate. The physician 

teaching facility rate for delivery only is $1,007.20 and caesarean delivery only 
is $1,141.44.   

D. Services Billed as Third Party Liability (TPL)  
 

The Primary Contractor is responsible for collecting all third party payments 
prior to submitting a claim to Medicaid for payment.  Recipients with third 
party coverage are required to follow all program guidelines.  Global claims 

must reflect the payments made by the third party carrier to all 
subcontractors.  Primary Contractor cannot ask maternity recipients to pay 

any part of another payer’s co-pay/deductible.  TPL requirements are: 
  

1.  TPL Maternity Coverage 
 

a.   Primary Contractor is responsible for collecting all TPL information 

before submitting a request to Medicaid for payment. 
  

b.  Subcontractors shall file with the other insurer and report amount 

collected to the Primary Contractor.  Primary Contractor must collect 
the other payer amounts that were obtained from each of their 
subcontractors.  The Primary Contractor will sum up the lesser of: a) the 

amount paid by the other payer, or b) the contracted rate between the 
Primary Contractor and the subcontractor.  The total sum of all 

subcontractors will be reported as “TPL Paid Amount” on the Medicaid 
claim. 

  

c.   Primary Contractor’s claim shall reflect the total payments as outlined in 

b above or a documented denial from the TPL insurer. 
  

d.  Denials must be submitted only when the entire claim is denied.  If 

there is a TPL payment on any part of the claim, that amount shall be 
listed on the claim. When Primary Contractor sends a claim to AMA for 
drop-out, miscarriages, or other reasons that have TPL payment, the 
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subcontractor must attach form ALTPL-01 10/12 (Attachment Twenty-
four). Providers are to submit TPL forms when third party payment is 

made. These forms are scanned and matched electronically with the 
related claims before processing, and no denial information is 

submitted.   
  

e.  Primary Contractor is responsible for notifying Medicaid’s TPL Division 
by telephone or by mail using Attachment Twenty-three if the recipient 

has TPL insurance, and it is not listed on the Medicaid file. Primary 
Contractor must review eligibility for current TPL information prior to 
submitting claims.  To ensure payment, subcontractors should check 

Medicaid and third party eligibility prior to rendering services.  
  

f.  Medicaid shall grant a program exemption for TPL carrier only if 
recipient is enrolled in an HMO or a managed care plan that requires 

assignment to a particular provider.  An HMO is defined as a TPL carrier 
which requires the individual to utilize a limited network of providers.  

In many cases these providers do not accept Medicaid. 
  

2.  Recipients with TPL Coverage, excluding Maternity 
 

a.   Primary Contractor may notify Medicaid’s TPL Division if the recipient 

has TPL but the contract does not provide maternity coverage or 
maternity coverage is not provided for dependents.  (If maternity 

coverage is not available due to a waiting period, deductible hasn’t been 
met, etc., Medicaid cannot update its records.  The provider must obtain 

a denial and submit it with the claim.) 
  

b.   This information may be provided by phone directly to Medicaid’s TPL 

Division or may be mailed to Medicaid’s TPL Division using Attachment 
Twenty-three. 

  

c.   The phone number for Medicaid’s TPL Division is based on the 

recipient's last name.  If the last name of the recipient begins with A-

H, call (334) 242-5249; I-P call (334) 242-5280; Q-Z call (334) 242-
5254.  If the worker is not available, Primary Contractor may leave 
information on voice mail.  Information which must be left includes: 

name of caller and phone number, recipient’s name and Medicaid 
number, the name of the insurance company, and the message that the 

contract does not cover maternity or that recipient is a dependent and 
dependent maternity benefits are not available.  

  

d.  Once this information is loaded into Medicaid’s TPL file, Primary 

Contractor may submit claims without having to attach TPL denial.  
  

3.   Recipients with TPL coverage that has lapsed. 
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a.   Primary Contractor must notify Medicaid’s TPL Division of the actual 

month, date, and year the policy lapsed. 
  

b.  This information may be provided by phone directly to Medicaid’s TPL 

Division or may be mailed to Medicaid’s TPL Division using the form in 
Attachment Twenty-three. 

  

c.   The phone numbers are the same as listed in 2.c. above. 
  

4.  The Administrative Review Process 

   
The Administrative Review Process is designed as a mechanism for  

subcontractors to submit claims, through the Primary Contractor, for 
consideration of payment.  The following guidelines apply: 
  

a.   Claims that are received by the Agency from subcontractors will be 

returned to the Primary Contractor for follow up.  

   
b.   When claims are sent through the Administrative Review Process, the  

Primary Contractor should review the claims to ensure that the claim 
meets requirements.  

  

c.   The Maternity Care Program Administrative Review Form (Attachment 

Twelve) must be completed by the Primary Contractor and utilized in 

order for these requests to be processed.  
  

d.   Any claim past the time filing limit must have a detailed explanation of 

why time filing limits were not met.  
  

e.  The claim must be submitted to Medicaid within 5 calendar days of 
receipt of claims from the sub-contractor. 

  

f.  When the Primary Contractor sends a claim to AMA for drop-out, 

miscarriages, high risk transfers, or other reasons that have TPL 
payment, the subcontractor must attach form ALTPL-01 10/12 

(Attachment Twenty-four). Providers are to submit TPL forms when third 
party payment is made. These forms are scanned and matched 
electronically with the related claims before processing. 

  

E. Encounter Claims Data 
  
1. Purpose 
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Primary Contractors must have a system in place to collect, analyze and 
bill Encounter Claims Data.  Encounter Claims Data are the records of 

services delivered to Medicaid beneficiaries/recipients enrolled in the 
Maternity Care Program for which a capitated payment is made. These 

records allow the Medicaid agency to track the services received by 
Maternity recipients. Encounter data typically comes from billed claims 
that Primary Contractors and providers submit to the Alabama Medicaid 

Agency for their services.  Encounter Claims Data are essential for 
measuring and monitoring the Maternity service quality, service 
utilization, and compliance with contract requirements. The data are also 

a critical source of information used to set capitation rates.  
 

2. Elements 
 

Data elements which may be captured in Encounter Claims Data will be 

provided in an electronic format. Examples of data elements are outlined 
in Attachment Twenty-five. Primary Contractors are required to submit 

encounter claims on all claims/services reimbursed from the global 
capitation fee. Claims/services may include, but are not limited to: 

a. Antepartum Care 

b. Outpatient Care/Ultrasounds  

c. Deliveries  

d. Postpartum Care 

e. Assistant Surgeon 

f. Associated Services 

g. Anesthesia Services 

h. Home Visits 

i. Ultrasounds 

j. Care Coordination 

k. Referrals to specialty doctors 

l. Labs 

 
3. Standards 
  

A. Encounter Claims Data must be complete and reflective of care 

provided to recipients.  
 

B. Encounter Claims Data must be submitted according to guidelines 
outlined in the Vendors Companion Guide located on Medicaid’s 
website. 
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C.  A global payment will not be generated until all Encounter Claims 

Data have been submitted.  
 

D. All Encounter Claims Data must be submitted to Medicaid within 90 
days of the date of delivery.  

 

E.  Damages for cost associated with breach of contract may be imposed 
for Encounter Claims Data not submitted according to guidelines. 

 

 

F. Billing for Other Districts 
 

a. When a recipient moves to another county outside of the district in 
which she is eligible and does not change her county code, the billing 

district will bill the global using their own global rate. The billing 
district will keep $100 for its time (administrative fee) and send the 

remaining global and all claims due to the district in which the 
patient resides.  The Primary Contractor may not bill a drop out 
and use this policy. 

 
b. It is the responsibility of every provider to check the recipients’ 

eligibility and county code each time services are provided.  
 

c. The billing district must enter the Encounter Claims Data for the 

global being billed. 
 

G. High Risk Care 
 

Referrals for high-risk care are the responsibility of the Maternity Care 
Primary Contractor.  High risk care is not carved out of the Maternity 

District Plan. This includes procedure codes 99241-99245. Each recipient 
entering the care system must be assessed for high-risk pregnancy status 
and referred to a Delivering Healthcare Professional qualified to provide high-

risk care if the assessment reflects a condition that cannot be appropriately 
handled in routine prenatal care sites. 

 

1. High Risk Transfers/Reimbursement Methodology 
 

  Routine maternity care services provided to a recipient by a Delivering 
Healthcare Professional and/or Primary Contractor before and after the 
transfer of a recipient to a teaching physician as defined in Section 4,19-B of 

the State Plan or to a Medicaid enrolled Board Certified Perinatalogist will be 
reimbursed fee-for-service 
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     a.  Services provided  by Primary Contractors before and after a high risk    
transfer: The Primary Contractor may receive an administrative 

collaborative fee for enrolled recipients who are transferred to high risk 
care as described above. The Primary Contractor may also receive an 

administrative collaborative fee for enrolled recipients who receive 
routine” maternity services from a teaching physician.  

     

The administrative collaborative fee is paid for services provided by the 
Primary Contractor which include, but are not limited to: administration 
services, processing administrative review claims for subcontractors, 

“RMEDE data collection, data entry, and data reporting from the time of 
enrollment by the Primary Contractor through services provided to the 

end of the postpartum period for “high risk” recipients and recipients 
under “routine” care by a teaching physician as defined in Section 4.19-
B of the State Plan, and care coordination encounters.  

     
    The administrative collaborative fee can be billed to the Alabama 

Medicaid Agency electronically and is not subject to the Administrative 
Review Process.  

 

  Primary Contractors and/or Delivering Healthcare 
Professionals/Subcontractors cannot bill a delivery code or a full 
global code for high risk transfers or routine care provided by a 

teaching physician. 
 

NOTE THE EXCEPTION TO THIS REQUIRMENT:  

  When maternity care services are subcontracted under the umbrella 
of a Federally Qualified Health Centers (FQHC) and a teaching 

physician (as defined in Section 4.19-B of the State Plan), the 
Primary Contractor may bill an applicable global CPT code. The 
reimbursement of the FQHC for provision of maternity care 

services will be the responsibility of the Primary Contractor. The 
teaching physician will be reimbursed for provision of maternity 

care services under the fee-for-service payment methodology. In 
this instance, the administrative collaborative fee cannot be billed 
by the Primary Contractor.” 

 
  The procedure code for the administrative collaborative fee is 

99199 with a UA modifier indicating high risk transfer or routine 

maternity care by a teaching physician.  
 

  The administrative collaborative” fee is $365.00.   
- 

b. Services Provided by a Delivering Healthcare 

Professional/Subcontractor for a High Risk Transfer 
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Claims for the provision of services by a Delivering Healthcare 

Professional/Subcontractor for a high risk transfer will be submitted to 
the Alabama Medicaid Agency by the Primary Contractor.  These claims 

will be considered for payment through the Administrative Review 
Process.  Reference the Maternity Care Program Operational Manual, 
Section VIII, D.4., Payment of Services for additional information about 

the Administrative Review Process. 
 
Types of Claims that may be submitted for consideration of payment 

include, but are not limited to:  
 

1. Antepartum Care Claims 

2. Postpartum Care Claims 

3. Associated Services Claims 

4. Ultrasounds Claims 

5. Claims for Referrals to specialty doctors 

6. Lab Claims 

 
Reference the Maternity Care Program Operational Manual, Section V, 

Services, and the Provider Manual for further details regarding 

reimbursement methodology.  

 

IX. QUALITY ASSURANCE AND PERFORMANCE IMPROVEMENT 
 

Quality Assurance and Performance Improvement (QAPI) is an integral part of 

the Maternity Care Program addressing both clinical and nonclinical areas.  
This section outlines the requirements of the program and the responsibilities 
of the Primary Contractor and Medicaid.  The oversight of QAPI is the 

responsibility of the Maternity Care Program Associate Director.  Each facet of 
the Quality Assurance and Performance Improvement process has its own 

unique roles and responsibilities.  
 

A. Primary Contractor Requirements 
 
1. Overall Plan 

 
a.  Is written, clear, and concise and addresses all program requirements 

including outcomes and processes; 

 
b.  Has defined processes for the collection, analyzing of and reporting of 
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data; 
 

c. Identifies areas of concern and allows for implementation of corrective 
action; 

 
d. Corrects significant systemic problems that may be identified through 

internal surveillance (monitoring and evaluation), complaints, or other 

mechanisms; 
 
e.  Uses clinical care and practice standards that: 

  
1. Are based on reasonable scientific evidence and are reviewed by plan  

providers; 
 

2.  Focus on the process and outcomes of health care delivery, as well as   

access to care; 
 

3.  Are included in provider manuals developed for use by 
providers/subcontractors or otherwise disseminated to providers as 
they are adopted; 

 
4. Addresses preventive health education services; 

 

5.  Are developed for the full spectrum of populations enrolled in the 
plan, and for which a mechanism is in place for continuously 

updating the standards/guidelines. 
 

f. Has sufficient material resources and staff with the necessary education, 

experience, and training, to effectively carry out its specified activities. 
 
2. Quality Assurance Committee 

 
     Each Primary Contractor shall have a Quality Assurance Committee that 

delineates an identifiable structure responsible for performing Quality 
Assurance functions.  This committee or structure has: 

 

a. Regular meetings – The committee meets on a regular basis at a specified 
frequency (at a minimum quarterly) to oversee Quality Assurance and 

Performance Improvement activities.  This frequency must be sufficient 
to demonstrate that the structure/committee is following up on all 
findings and required actions, with sufficient documentation that is 

reported to Medicaid quarterly. 
 
b.   Established parameters for operating – The role, structure, and function 

of the structure/committee are specified. 
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c.   Documentation – There are records documenting the structure and the 
committee’s activities, findings, recommendations, and actions.  

Attachment Sixteen is to be used in documenting quarterly Quality 
Assurance Committee meeting minutes for reporting to Medicaid. 

 
d.   Accountability – The committee is accountable to the Primary Contractor 

and reports to it (or its designee) on a quarterly scheduled basis on 

activities, findings, recommendations and actions. 
 
e.   Membership – There is active participation in the committee from 

subcontractors who are representative of the health plan’s providers.  At 
a minimum, it is composed of the Program Director or designee, an 

OB/GYN physician or a delivering physician who practices as a Family 
Physician or a delivering physician who practices as a General 
Practitioner, a registered nurse with obstetrical experience, and a 

licensed social worker.  A Medicaid consumer should be included in the 
meetings. Documentation must support the Primary Contractor efforts 

for inclusion. 
 

3. Minimum Elements 

     Each Primary Contractor has the ability to structure its individual Quality 
Assurance Performance Improvement process to meet the needs of its 
service and program requirements.  The following are the minimum 

elements that must be present: 
 

a.  Mechanism to evaluate the enrollment and referral process. 
 
b.  Have a system in place for enrollees that include a grievance process,   

an appeal process, and access to the State’s fair hearing system.  
 
c.  Provides for quarterly and annual reporting of Quality Assurance 

Performance Improvement activities. 
 

d.  Allows for the collection and inputting of service specific information into 
the Service Database.   Refer to C. Service Database, of this section for 
information on the Service Database. 

 
e.  Utilizes information obtained from Medicaid’s record reviews to 

incorporate relevant information into their Quality Assurance 
Performance Improvement process and reports best practices to 
Medicaid.  

 
f. Conducts ongoing performance improvement projects that focus on 

clinical and non clinical areas.  Refer to F of this section.      

 



Effective 1.1.16 Version I   59 

g. Conducts Delivering Healthcare Professional medical record reviews on 
deliveries collecting and reporting, via report card format, the Delivering 

Healthcare Professional measures indicated in D of this section.  
 

h. Detects both under and over utilization of services by subcontractors    
and recipients. 

 

i. Addresses the findings of the Delivering Healthcare Professional report 
cards in the overall Quality Assurance Performance Improvement 
process.  

B. State Requirements  

 

To ensure that the Primary Contractor is meeting program requirements and 
that the program is achieving its intended outcome, Medicaid must also have a 

formal Quality Assurance Performance Improvement strategy. 
 
1. Overall Plan 

 
a. Have a written strategy formulated with the input of stakeholders 

and formally approved. 

 
b. Identifies areas of concern and allows for implementation of 

corrective action. 
 

c. Corrects significant systemic problems that may be identified 

through internal surveillance, (monitoring and evaluation), 
complaints, or other mechanisms. 

 
d. Provides for feedback to the Primary Contractor and other 

stakeholders. 

 
2.   Minimum State QAPI Elements 

 

 The State will conduct the following minimal activities with the assistance of 
the Primary Contractor. 

 
a. Perform medical record reviews to collect data.  
 

b. Create and maintain a Service Database (Refer to C of this section)   
     to collect service characteristics and outcome information.   
 

c. Create Primary Contractor Profiles reflecting the elements in E of  
     this section. 
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d. Review and provide a disposition of Grievances reported to the  
     Agency. 

 
e. Provide oversight of Primary Contractor Quality Assurance and      

     Performance Improvement Projects.           
 
f. Conduct recipient surveys. 

 
g. Review utilization and outcome data. 
 

h. Perform on-site reviews to ensure compliance with program  
     standards.  Refer to Section XI of this manual for details on the  

     administrative review process and elements. 
 
i. Provide an annual report of Maternity Care Program activities. 

 
3.  State Quality Assurance Performance Improvement Activities 

 
 As described herein and further in Sections X and XI of this Manual, the 

State will conduct Quality Assurance and oversight activities through a 

combination of data analyses, Primary Contractor reporting, and onsite 
reviews.  All of these activities will be interwoven to present a complete and 
accurate reflection of the work that is being accomplished.  From these 

various activities the State will produce an annual report showcasing the 
impact of the Maternity Care Program to improve birth outcomes. 

C. Service Database 
 

1. Description and Purpose 

 
The Agency will create and maintain a web based database.  Primary 

Contractor will be required to enter certain data elements into the database 
on each delivery occurring in their program for which they bill a global fee.  
The purpose of the database will be to collect information on 100% of 

deliveries so that an accurate reflection of program impact can be obtained.  
The data will also be the basis of the information for compilation of the 

Primary Contractor Performance Measures on the Profile.  Data input will be 
directly into the database via a form view or via spreadsheet upload.  
Attachment Fifteen contains the form delineating the database elements.   

 
2. The database is designed so that Primary Contractor can enter data upon 

patient enrollment continuing through the postpartum period.  All data 

entry on a patient must be completed within 90 days of the delivery date. 
Damages for cost associated with breach of contract will be imposed for data 

not entered within the required timeframe. 
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 The database will be password protected and Primary Contractor will only 

be able to view information on their patients.  Upon contract award 
additional passwords and training will be provided. 

 
3. Reports 
 

 In addition to the Primary Contractor Profiles described below, the Agency 
will utilize the information from the database to analyze program 
demographics, care trends, potential quality issues as well as outcome 

factors. 
 

4 Service Database (RMEDE) Exemptions 
 

A recipient who is awarded exemption status is not required to be entered 

into the Service database by the Primary Contractor’s network.  This is 
generally as a result of deliveries at or less than 21 weeks gestation or other 

reasons as approved by the Alabama Medicaid Agency. Primary Contractors 
are required to email any exemption request to the Medicaid Maternity 
Nurse Review Coordinator assigned to their District.  The information will be 

reviewed for approval or denial based on the criteria specifications.  
Contractors will be notified in writing if additional information is requested 
or if exemption request is denied.  The request will be documented on a 

spreadsheet, maintained and filed by the Districts for auditing purposes. 

D. Delivering Healthcare Professional Report Cards 

 
DHCP Report cards are just one tool that will be used by the State to gauge 

program effectiveness in addition to the information provided through the 
performance improvement projects and recipient surveys.  Performance 
measures will be reviewed for possible adjustment each contract year.  Any 

changes will be communicated to Primary Contractor 60 days prior to effective 
date. 

1.  Delivering Healthcare Professional Report Card Measures 

 

 Every six months each Primary Contractor will be required to create a report 

card on each individual Delivering Healthcare Professional and Delivering 
Healthcare Professional group reporting the following measures:  

 

a.  Percentage of medical records containing documentation of DHCP visits    
which contain the following elements:  gestational age, blood pressure, 

weight, urine protein, uterine size, fetal heart tones, and estimated date 
of delivery. 
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b.  Percentage of women who have had a determination of blood group 
(ABO) and negative D (Rh) by the second prenatal care visit. 

 
c.   Percentage of Rh negative women with no antibodies who receive 

Rhogam between 26-32 weeks gestation.  
  

d.   Percentage of women who have had glucose tolerance testing 

performed. 
 

e.  Percentage of women who have at least one urine test to screen for    

asymptomatic bacteriuria. 
 

f.  Percentage of Low Birth Weight (LBW < 2500 grams) babies born to 
Medicaid Mothers. 
 

g.  Percentage of Very Low Birth Weight (VLBW < 1500 grams) babies born 
to Medicaid Mothers. 

 
h.  Percentage of women who delivered at less than 37 weeks. 

 

i.  Percentage of women (who do not opt out of the test) screened for HIV 
infection during the first or second prenatal care visit. 

2.  Definition of Data Elements 

 

 Primary Contractor must use the following definitions when applying the 

measures. This will ensure that all Delivering Healthcare Professionals are 
being measured consistently and that all Primary Contractors are reporting 
the measures consistently. 

 
a.  Prenatal Visit Elements-DHCP records must contain at a minimum  

the following: gestational age, blood pressure, weight, urine protein, 
uterine size, fetal  heart  tones, and estimated date of delivery at each 
visit. In the absence of uterine size, or fundal height measurements, 

documentation should contain evidence of serial ultrasounds to verify 
fetal growth and development. 
 

b. Blood Group Determination – Notation of results in the prenatal record. 
 

c. Rhogam Injection – notation in the prenatal chart that Rhogam (or 
equivalent) was given to medically eligible women between 26-32 weeks 
gestation.  NOTE:  This measure can only be applied to those women who 

entered care by 32 weeks gestation and have not been sensitized by a 
prior pregnancy. 

 



Effective 1.1.16 Version I   63 

d. Glucose Tolerance Testing or other Diabetic Screening – notation of 
results  in the prenatal record of one of the following tests:  glucose 

tolerance test; 1 hour glucose screen; two hour random blood sugar after 
a meal or a fasting blood sugar.  Testing is not necessary for patients 

with pre-existing diabetes. 
 

e. Asymptomatic Bacteriuria Screening – notation of the results in the 

prenatal record. 
 

f. Low Birth Weight – self-explanatory. 

 
g. Very Low Birth Weight – self-explanatory. 

 
h. Delivered less than 37 weeks – self-explanatory. 
 

i. HIV Screening – notation of results in the prenatal record.   Must be 
measured against the number of women who declined testing. 

3.  Quality Measures and benchmarks are indicated in Figure 2.  

 Figure 2.  Delivering Healthcare Professional Quality Measures and  
 Benchmarks. 

Measures Benchmarks  

Prenatal Visit Elements 98% 

Blood Group Determination 95% 

Rhogam Injection 99% 

Glucose Tolerance Testing 90% 

Asymptomatic Bacteriuria Screening 95% 

Low Birth Weight 11% 

Very Low Birth Weight 2% 

Delivered Less than 37 Weeks 13% 

HIV Screening 95% 

 

4.  Delivering Healthcare Professionals Sampling Methodology 
  

 The Primary Contractor must perform a random sampling of each DHCP 
every 6 months for measurement of the required elements and the 
development of professional report cards. The sample size should be 10% 

but no less than 10 records for each Delivering Healthcare Professional for 
the period being reviewed. 

 

5.  Delivering Healthcare Professionals Review and Reporting Periods 
 

To accommodate program implementation and in order for the review to be 
reflective of program efforts, a three month phase-in period will be allowed 
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before Primary Contractors are required to collect and report Delivering 
Healthcare Professionals measures.  Within the District, Primary Contractor 

should develop a review schedule among their Delivering Healthcare 
Professionals to ensure that the prescribed numbers of records are 

reviewed. Delivering Healthcare Professionals Review and Reporting Periods 
schedule are outlined in Figure 3. 

 

   Figure 3.  Delivering Healthcare Professionals Review and Reporting   
                   Period schedule 

Delivery Date of Service Review Period Report Card Due 

June-November February-April May 

December-May August-October November 
 

6.  Delivering Healthcare Professional Report Card Format 

 Primary Contractor must use the format in Attachment One to report 
Delivering Healthcare Professionals measures.  For those Delivering 
Healthcare Professionals in group practices, defined as three or more 

physicians, the measures are to be reported per Delivering Healthcare 
Professionals and per Group.  

 
 Primary Contractor is required to develop a system to mask their individual 

Delivering Healthcare Professionals so that results from all the district's 

DHCPs can be provided.  The algorithm used to mask providers should 
contain logic that links providers within a group to allow for further 
analyses of the data that may be necessary.  

 

E. Primary Contractor Profile Measures 
 
1.  Source of Data 

Medicaid will use the Service Database, Grievance Log and results from the 
recipient surveys to create the Primary Contractor Profile.   

 

a. Web Elements 
 
 Medicaid, based on information obtained through the Service Database, 

will produce biannual Primary Contractor Profiles reflecting data on 
100% of all deliveries.  In addition to program demographics, the 

following elements will be measured and reported. 
 

1. Percentage of women with first doctor’s visit less than 14 weeks 

gestation 
 

2.  Percentage of low birth weight (LBW < 2500 grams) babies born to 
Medicaid mothers 
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3. Percentage of very low birth weight (VLBW < 1500 grams) babies born 
to Medicaid mothers 

 
4. Percentage of women who complete a family planning visit prior to 

the 60th postpartum day 
 

5. Number of prenatal visits that contain all of the prenatal 

elements/number of paid deliveries 
 
6. Percentage of very low birth weight babies born at appropriate 

facilities for high-risk deliveries and newborns 
 

7. Percentage of babies born prior to 37 weeks gestation 
 
8. Number of  women who quit smoking while pregnant/number of 

smokers 
 

9. Percentage of diabetic women who have at least one session with a 
registered dietician or certified diabetic educator at less than 32 
weeks gestation. 

 
10. Percentage of women identified as breast feeding at postpartum visit 
 

11. Percentage of women who received a Care Coordination visit after 
delivery prior to discharge from the hospital 

 
12.   Percentage of women who complete a postpartum visit prior to the    

60th postpartum day 

 
b. Grievances and Appeals 
 

Grievances and appeals as reported by category on the quarterly 
grievance log.  Refer to H of this section for details on the grievance 

system.    
 

c.   Recipient Surveys 

 
Refer to I of this section for details on the Recipient Explanation of 

Medicaid Benefits process. 
 

2.  Definition of Primary Contractor Data Elements 

 
a. Percentage of women with first doctor’s visit less than 14 weeks gestation 

 

b. Percent of Low Birth Weight – self-explanatory 
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c. Percent of Very Low Birth Weight – self-explanatory 
 

d. Percent of family planning visits completed prior to the 60th postpartum 
day.  Number of prenatal visits that contain all the prenatal elements 

 
e. Percent of Very Low Birth Weight at high-risk facilities – Facilities as 

defined by the Alabama Department of Health as being as Level A or B 

hospital. Level A: USA, UAB; Level B: Huntsville Hospital, DCH-
Tuscaloosa, DCH-Northport,  Brook Wood, , Princeton, St. Vincent’s 
East, St. Vincent’s, Trinity Medical Center, Montgomery Baptist 

South, and Medical Center Inc., for Columbus Georgia. 
 

f. Percentage of babies born prior to 37 weeks gestation – defined as 36 and 
6/7ths weeks or earlier 
 

g. Number of women-who quit smoking while pregnant – self-explanatory 
 

h. Percentage of diabetic women who have at least one session with a 
registered dietician or certified diabetic educator – self-explanatory 
 

i. Percentage of women identified as breast feeding at postpartum visit– 
self-explanatory 
 

j. Care coordination 
 

k.  Percent of postpartum visits completed prior to the 60th  postpartum day 
 

3.  The Alabama Medicaid Agency will generate performance reports to evaluate 

the performance of Primary Contractors, subcontractors and the 
effectiveness of the Maternity Care Program. The reports will capture 
delivery dates as indicated below and will be issued according to the 

established timeline in Figure 4.   
  

In order to ensure timely reporting by the Alabama Medicaid Agency, the 
Primary Contractor is encouraged to enter information into the Alabama 
Medicaid Agency’s Maternity Care Program database on an ongoing basis.  

 
  Figure 4.  Performance Reports Schedule  

    

Delivery Date of Service Profile Issued 

January-March July 

April-June October 

July-September January 

October-December April 
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F. Performance Improvement Projects (PIPS) 
 
The purpose of conducting a Performance Improvement Project is to improve 
relevant areas of clinical and non-clinical care that significantly impact enrollee 

health, function, and satisfaction in the Maternity Care Program.  One 
Performance Improvement Project will be required by Medicaid per year unless 
otherwise directed.   

 

G. Quality Improvement Activity Summary (QIAS) 
 
In addition to specific Performance Improvement Projects described above, each 
Primary Contractor must have an ongoing quality assessment and performance 

improvement program for the services it furnishes to its enrollees.  The Quality 
Improvement Activity Summary allows the Primary Contractor to have in effect 

a process for its own evaluation of the impact and effectiveness of its quality 
assessment and performance improvement program.  Attachment Ten contains 
the reporting format.  Attachment Ten-A is an example of a completed project.   

 
The Quality Improvement Activity Summary records quality assessment and 

performance, providing an overview of activity, why activity is relevant, and 
opportunities for improvement and interventions for the District. This form is 
maintained by the Primary Contractor and sent to Medicaid on a quarterly 

basis. 
 
Quality improvement activities must focus on clinical and nonclinical areas 

and involve the following: 
 

1. Measurement of performance using objective quality indicators. 

2. Implementation of system interventions to achieve improvement in quality. 

3. Evaluation of the effectiveness of the interventions in improving birth 

outcomes. 

4. Planning and initiation of activities for increasing or sustaining 

improvement. 

H.  Grievance and Appeal System 

 

Each Primary Contractor must implement and maintain a grievance and 
appeal system that includes a grievance process, an appeal process and access 

to Medicaid’s fair hearing process.  The Primary Contractor is required to send 
a notice of any adverse action to the enrollee and such notice must meet the 
notice requirements set forth in 42 CFR 431, Subpart E.  The regulations as 
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specified at 42 CFR 438.228 and 438.400 et al. must also be followed.  The 
following is a general summation of the requirements. 

 
1. General 

 
a.  A grievance is defined as an expression of dissatisfaction about any 

matter other than an action. 

 
b.  An action is the denial or limitation of a requested service, the 

reduction, suspension or termination of a previously authorized service, 

the denial of payment for a service or the refusal of the Primary 
Contractor or subcontractor to act in a timeframe specified. 

 
c.   An appeal is defined as the request for review of an action. 

 

d.   Medicaid and the Primary Contractor must have a process in place to 
receive and resolve grievances. 

 
e.   The Primary Contractor must provide grievance and appeal procedures 

to all recipients and subcontractors, including recipients’ right to a fair 

hearing. 
 

f.  The Primary Contractor must have written policies that document and 

outline the grievance and appeal process. 
 

g.  Primary Contractor must accept grievances either orally or in writing. 
 

h.  Primary Contractor must notify subcontractors and recipients in writing 

of the disposition of the grievance at each level. 
 

i.  The Primary Contractor must maintain records of grievances and 

appeals.  On a quarterly basis, the Primary Contractor must submit to 
Medicaid the Grievance Log as defined in Attachment Eighteen. 

Instructions for completing the Grievance Log are defined in Attachment 
Eighteen-A. 
 

j.   Medicaid will report any grievances received directly to the Primary 
Contractor.  It is the responsibility of the Primary Contractor to handle 

the grievance as if it was received directly. Primary Contractors are 
required to report follow up, findings and outcome of the grievance back 
to the Medicaid within ten business days of receipt.    

 
2. Primary Contractor Grievance System 

 

 The Primary Contractor must: 
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a.  Give recipients participating in the program reasonable assistance in 
completing forms and other procedural steps including, but not limited 

to, providing interpreter services and toll-free numbers with TY/TDD 
and interpreter capability. 

 
b.  Acknowledge receipt of each grievance and appeal. 

 

c.  Ensure that grievances and appeals are handled in an objective and fair 
manner. 
 

d.  Make specific policies and procedures available addressing the grievance 
system including recipient rights, timeframes, assistance availability 

and the toll-free number to file oral grievances and appeals. 
 
3.   Grievance Process 

 
 Each Primary Contractor should have a designated individual who can 

receive the grievance and act to resolve the grievance on behalf of the 
recipient.  These type grievances should be resolved within ten business 
days of receipt.  If the grievance is of an urgent or immediate action, then it 

should be acted on within 48 hours.  If an enrollee seeks disenrollment, the 
grievance process must be completed in time to permit the disenrollment (if 
approved) to be effective in accordance with the timeframe specified in 42 

CFR 438.56(e). 
 

 If a grievance cannot be resolved at this level, then the grievance should be 
referred to the Primary Contractor’s Grievance Committee.  At this point 
the grievance becomes an appeal. 

 
4. Appeal Process 
 

 Each Primary Contractor should have specific procedures for handling 
appeals based on the requirements found at 42 CFR 438.400 et al.  Below 

is a general summation of the requirements.  
  

a.  A recipient or a provider acting on behalf of the recipient can file an 

appeal to the Primary Contractor, 
 

b.  The appeal must be filed within 45 calendar days from the date of the 
action. 
 

c.  An appeal can be filed orally but must be followed with a timely written, 
signed appeal. 
 

d.  The Primary Contractor must have written policies governing appeals. 
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e.  Appeals must be resolved within 45 calendar days of receipt.  
Extensions may be granted if requested by the enrollee. 

 
f.  The Primary Contractor must have a documented process for expedited 

appeals. 
 
5. State Fair Hearing Process 

 
 If a recipient is not satisfied with the resolution of her appeal by the 

Primary Contractor, she may request a fair hearing from Medicaid.  Fair 

Hearings are governed by Chapter Three of the Alabama Medicaid 
Administrative Code.  The Primary Contractor must make available to 

recipients the right to a fair hearing, the method for obtaining a fair hearing 
and the rules that govern representation.  The same information must be 
available to subcontractors and recipients.  

  

I. Recipient Explanation of Medicaid Benefits (REOMBs) 
 
The Agency, through its fiscal agent liaison, sends a recipient survey to those 
women delivering through the Maternity Care Program.  The purpose of the 

survey is to solicit the patient’s input on the care received through the 
program.  It is also intended to gauge whether program requirements are being 

met and the patient’s overall perception of program impact.   
 
The surveys are distributed on a monthly basis to two percent of women 

delivering three months prior to the requesting month. The REOMBs schedule 
is established on a quarterly basis 
 

Medicaid will provide each Primary Contractor with the results from the 
women’s surveys within their districts.  Primary Contractor is required to share 

these findings with their subcontractors.   
 
In addition, findings from the REOMBs will be reported on the Primary 

Contractor Profile comparing each district results. 
 

J. Delegation of Quality Assurance Performance Improvement   
    Activities  
 
The Primary Contractor remains accountable for all Quality Assurance 

Performance Improvement functions, even if certain functions are delegated to 
other entities.  If the Primary Contractor delegates any Quality Assurance 

Performance Improvement activities to contractors: 
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1.  There must be written description of: the delegated activities; the delegate’s 
accountability for these activities; and the frequency of reporting to the 

primary contractor.  
 

2.  The Primary Contractor must have written procedures for monitoring and 
evaluating the implementation of the delegated functions and for verifying 
the actual quality of care being provided. 

 
3. There must be evidence of continuous and ongoing evaluation of delegated 

activities, including approval of quality improvement plans and review of 

regular specified reports. 
 

K. Coordination of Quality Assurance Activity with Other  
 Management Activity  
 
The findings, conclusions, recommendations, actions taken, and results of the 

actions taken as a result of Quality Assurance Performance Improvement 
activity are documented and reported to appropriate individuals within the 

organization and through established channels. 
 
1. Quality Assurance Project information is used in re-credentialing, re-

contracting, and for annual performance evaluations. 
 
2. Activities are coordinated with other performance monitoring activities, 

including utilization management, risk management and resolution, and 
monitoring of member complaints and grievances.  

 
3. There is a linkage between Quality Assurance and the other management 

functions of the health plan, such as: 

 
a. network changes 

b. benefits redesign 
c. medical management systems (e.g. pre-certification) 
d. practice feedback to physicians 

e. recipient education 

 
L. Performance Measures 
 
The following is a list of the specific measures and process of review: 
 

a. Medical record documentation must support that the district has 25% of 

the total number of smoking mothers who enroll for care during the first 
year of the contract period to quit smoking while pregnant and continue 
to cease from smoking until the postpartum visit.  This information will 
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be monitored through the Agency web data base (Real-time Medical 
Electronic Data Exchange) and through medical record reviews performed 

by Agency staff.  
 

b. The establishment and/or maintenance of at least one Centering     
Pregnancy site for the entire year per district.  Agency Staff may provide 
an on-site visit to the site.  

 
c.  Medical record documentation must support that 50% of all diabetic 

women enrolled for care in the district have at least one session with a 

registered dietician or certified diabetic educator at less than 32 weeks 
gestation.  This information will be monitored through Real-time Medical 

Electronic Data Exchange and through medical record reviews performed 
by Agency staff.  . 

 

d. Medical record documentation must support that 80% of all delivering 
women served by the district complete a family planning visit by the 60th 

postpartum day.  This information will be monitored through Agency web 
data base and through medical record reviews performed by Agency staff.  
 

e. Medical record documentation must support that all delivering women 
 served by the districts received 61-80% of the expected prenatal visits. 
 This information will be monitored through Real-time Electronic Medical 

 Data Exchange and through medical record reviews performed by Agency 
 staff. 

 
f. Medical record documentation must support that 80% of documented 

prenatal visits per total number of paid deliveries contained all of the 

required prenatal visit elements. This information will be monitored 
through Real-time Electronic Medical Data Exchange and through 
medical record reviews performed by Agency staff.  

 
g. Medical record documentation must support that a minimum of 25% of   

the total number of deliveries served are identified as breast feeding 
mothers at their postpartum visit.  This information will be monitored 
through Real-time Medical Electronic Data Exchange and through 

medical record reviews performed by Agency staff.  
 

h.  Medical record documentation must support that 75% of the number of 
deliveries in the district annually complete the first doctor's visit at <14 
weeks gestation. This information will be monitored through REMEDE 

and through medical record reviews performed by Agency staff.   
 
i.   Medical record documentation must support that a minimum or 80% of 

all delivering women complete a postpartum visit prior to the 60th 
postpartum day. 
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X. RECORDS AND REPORTS 

A. Record Requirements 

 
1.  Records 

 
 The Primary Contractor must maintain books, records, documents, and 

other evidence pertaining to the costs and expenses of this contract 
(hereinafter collectively called the “records”) to the extent and in such detail 

as must properly reflect all net costs for which payment is made under the 
provisions of any contract of which this contract is a part by reference or 
inclusion. 

 
 In accordance with 45 CFR §74.164, and 42 CFR 438.6(g), the Primary 

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 Medicaid or the 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.  

Subsequent to the contract term, documents shall be returned to Medicaid 
within three working days following expiration or termination of the 
contract.  Micro-media copies of source documents for storage may be used 

in lieu of paper source documents subject to Medicaid approval. 
 

 Primary Contractor/Subcontractors agrees that representatives of the 

Comptroller General, Health Human Services, 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 Primary Contractor’s/Subcontractors 
books and records pertaining to contract performance and costs thereof.  

Primary Contractor/Subcontractor shall cooperate fully with requests from 
any of the agencies listed above and shall furnish free of charge copies of 
all requested records.  Primary Contractor/Subcontractor may require that 

a receipt be given for any original record removed from Primary Contractor’s 
premises. 

 

 A file and report retention schedule must be developed by the Primary 
Contractor and approved by Medicaid.  Primary Contractor must maintain 
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and Medicaid shall approve the retention schedule and all changes. 
 

2.  Substitution of Records 
 

  The Primary Contractor may, in fulfillment of its obligation to retain its 
records as required by this article, substitute clear and legible photographs, 
microphotographs or other authentic reproductions of such records after 

the expiration of three (3) years following the last day of the fiscal year in 
which payment to the Primary Contractor was made, unless a shorter 
period is authorized by Medicaid.  The State Records Commission approves 

records retention schedules. 
 

3.  Medical Records 
 

 Primary Contractor and subcontractors shall ensure that a medical record 

system is maintained within the State of Alabama in accordance with 
§2091.3 and §2087.8 of the State Medicaid Manual which makes available to 

appropriate health professionals all pertinent information relating to the 
medical management of each recipient.  All entries on medical records must 
be written in ink or typewritten and authenticated by the signature or initials 

of the health care professional. 

B. Reporting Requirements 
 
1.  Report Submission 
  

a. Reports are to be submitted as specified in the description of reports (#2 
below).   

    
b. Primary Contractor must be responsible for timeliness, accuracy, and 

completeness of reports as defined below: 

 
1. Timeliness – Reports and other required Service Database data must 

be received on or before scheduled due dates. 

 
2. Accuracy – Reports and other required Service Database data must be 

prepared in conformity with appropriate authoritative sources and/or 
Medicaid defined standards. 

 

3.  Completeness – All required information must be fully disclosed in a 
manner that is both responsive and pertinent to report intent with no 
material omissions. 

 
4. Primary Contractor must agree to be responsible for continued 

reporting beyond the term of the contract.  For example, processing 
claims and reporting encounter data must likely continue beyond the 
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term of the contract because of lag time in filing source documents by 
subcontractors. 

 
5. Medicaid requirements regarding reports, report content and 

frequency of submission of reports are subject to change at any time 
during the terms of the contract.  Primary Contractor must comply 
with all changes specified by Medicaid. 

 
6. Reporting requirements are based on calendar dates. 

 

7. The “to” contained in the subsequent chart indicates to where the 
report should be submitted.  Maternity Care Program refers to the 

Associate Director or a designee as directed by the Associate Director. 
Specific email addresses will be provided prior to contract 
implementation. 

 
2.  Reports 

 
 The following are the reports that are required on a routine basis.  Details on 

specific reporting requirements may have been contained in other sections of 

the Operational Manual and referred to below.  Failure to deliver reports in 
the manner and timeframe specified in Figure 5 may result in damages for 
cost associated with breach of contract.  Form format and requirements may 

change as deemed necessary be Medicaid. 
 

Figure 5.  Reporting Requirements 
 

Report Name To Media Format Timeframe Due 
 

Service 
Database 

n/a Web-
based 

In the format as 
designated  in 
the  Web based 
instructions 

Data must 
be entered 
within 90 
days of the 
delivery 

Within 90 days 
of delivery 

Global 
Summary 
Report 

MCP Email Excel as 
indicated in the  
format as 
specified in  

Attachment 
Nineteen 

Quarterly Within 45 days 
of the end of the 
quarter being 
reported 

Organizational 
Structure 

MCP e-mail Word Annual and 
upon 
change 

January 1st 
and/or within 5 
days of 
occurrence 
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Provider 
Network 

MCP  e-mail Excel as 
indicated in the 
format as 
specified in   
Attachment 
Twenty 

Annual and 
upon 
change 

January 1st  
and/or within 5 
days of 
occurrence 
(exception:  due 
weekly for  30 
days after 
contract award) 

Application 

Assisters 

MCP e-mail Word as 
indicated in the 
format specified 
in Attachment 
Six 

Annual and 
upon 
change 

Within 45 days 
of the end of the 
year and within 
45 days of any 
change 

Quality 

Improvement  
Activity 
Summary 

MCP e-mail Word as  

indicated in the 
format specified 
in Attachment 
Ten 

Quarterly Within 45 days 

of the end of the 
quarter being 
reported 

Grievance and 
Appeal Log 

MCP e-mail Word  or excel  
format as  
indicated in the 
format specified 
in Attachment 
Eighteen 

Quarterly Within 45 days 
of the end of the 
quarter being 
reported 

Quality A 
Assurance 
Committee 
Meeting 
Minutes 

MCP e-mail Word as  
indicated in the 
format specified 
in Attachment 
Sixteen 

Quarterly Within 45 days 
of the end of the 
quarter being 
reported 

Managed Care 
Organization 
(MCO)Experien
ce Report 
 

MCP email As indicated in 
the format as 
provided by the 
Alabama 
Medicaid Agency 

Annually Within 45 days 
of the end of 
each calendar 
year 

Quality 
Improvement 
Tracking Log 

MCP e-mail Word as  
indicated in the 
format specified 
in Attachment 
Seventeen 

Quarterly Within 45 days 
of the end of the 
quarter being 
reported 

Sale, 

Exchange, 
Lease of 
Property 

MCP Paper Word Occurrence Within 5 days of 

occurrence 

Loans and/or 
Extension of 
Credit 

MCP Paper Word Occurrence Within 5 days of 
occurrence 

Furnishing for 
Consideration 
of Goods & 

MCP Paper Word Occurrence Within 5 days of 
occurrence 
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3.  Report Details 

 
a. Service Database 
 The purpose of this report is to collect specifics on each delivery for 

which the Primary Contractor receives payment.    Information will be 
entered via a web-based database as described in Section IX.C. 

  

b.  Global Summary Report:   
 The purpose of this report is to collect specifics on amounts paid to 

subcontractors for services reimbursed through the global fee. The 
format and instructions are included in Attachment Nineteen.   

 

c.  Organizational Structure 
 This report indicates for Medicaid the individuals involved in the Primary 

Contractors’ organization.  Significant changes must be reported to the 

Maternity Care Program Associate Director within 5 days of occurrence 
in a word format. 

 
d.  Provider Network 
 This report must be reflective of all subcontractors in the Primary 

Contractors’ network.  Complete demographic information must be 
included, the service offered and the providers NPI number.  The format 

and instructions are included in Attachment Twenty.   
 
e.   Application Assister services Primary Contractor shall submit a list of 

counties and names of assigned Application Assisters  and the name(s) of 
the Application Assisters’ trainer to the Maternity Care Program 
Associate Director or  designee annually and upon change. The format is 

included in Attachment Six. 
 

f.   Quality Improvement Activity Summary 
 This report must summarize the Primary Contractors’ Quality 

Improvement activity for the quarter.  Details are contained in Section 

IX.G. The format and instructions are included in Attachments Ten and 
Ten-A.    

 
g. Grievance Log 
 This report allows Medicaid to track issues as they arise as well as 

assure that each issue is resolved.  Details are contained in Section IX.H. 
The format and instructions are included in Attachments Eighteen and 
Eighteen-A. 

    
h.  Quality Assurance Committee Meeting Minutes 

Services 
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 This report allows the Quality Assurance Division to focus on quality 
improvement and quality concerns in individual districts and how 

improvements initiatives are implemented and the concerns are being 
resolved.  Details are contained in Section IX.A. The format for reporting 

Quality Assurance Committee Meeting minutes is located in Attachment 
Sixteen. 

 

i.   MCO Experience Report 
         This report will be used during the development of delivery rates for the 
         Alabama Medicaid Population. Each Contractor will be required to 

      complete the report for each of its districts. 
 

 j.  Tracking Log 
     A means by which the Primary Contractor can identify and track    
         problems and/or issues noted within their Districts.  Identified problems 

         or issues are taken to the QA Committee for discussion and 
         recommendations.   

 
k.  Sale, Exchange, Lease or Property;  
 These reports are Centers   for Medicare and Medicaid Services required  

for Managed Care Organizations and are required in a word format. 
 
l.  Loans or Extension of Credit  

 These reports are centers for Medicare and Medicaid Services 
requirements for Managed Care Organizations and are required in a word 

format. 
 
m. Furnishing for Consideration of Goods and Services   

 These reports are centers for Medicare and Medicaid Services 
requirements for Managed Care Organizations and are required in a word 
format. 

 
XI. MEDICAID OVERSIGHT 

A. General 
 
Medicaid shall monitor Primary Contractor performance through a combination 
of performance measures, medical record reviews and administrative reviews.  
The purpose of oversight activities is to ensure that contract requirements are 

being met, standards of care are being implemented and enforced, and that 
Primary Contractors are meeting the expectations of the Delivering Healthcare 

Professional.   
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B. Administrative Reviews 

 
1.  Purpose 

To measure performance, each Primary Contractor will be visited at least 

annually on-site to ensure compliance with program requirements.   
 
2. Elements of the Administrative Review are detailed in Figure 6. 

 
Figure 6.  Administrative Reviews Elements  

 
Subcontractors not enrolled as Medicaid providers 

Valid Subcontracts (credentialing and licensure) 

Delivering Healthcare Professionals have hospital privileges at a facility that 
provides delivery services 

Claim payment within timeframes 

Staff knowledge of billing/reimbursement policies 

Training (Subcontractor and Care Coordinator) as required 

Application Assister  Requirements 

Delivering Healthcare Professional Choice Requirements 

 
3.  Standards 

If after the Administrative review, the Primary Contractor is found to not be 

meeting the requirements, the following damages for cost associated with 
breach of contract as indicated in Figure 7 will be imposed. As indicated, 

corrective action will be allowed for some program elements with imposition 
of damages for cost associated with breach of contract as a final act. 
 

  Figure 7.  Administrative Measures and Damages for Cost Associated 
with Breach of Contract. 

 

Measure Damages for Cost Associated 
with Breach of Contract 

Subcontractor not Enrolled with 
Medicaid 

1st occurrence: Corrective Action, 
2nd occurrence: $500 per provider 

not enrolled 

Valid Subcontracts 1st occurrence: Corrective Action, 

2nd occurrence:  $500 per 
subcontract not meeting 
requirements 

DHCP have hospital privileges 1st occurrence: Corrective Action 
2nd occurrence:  $500 per DHCP 

not having hospital privileges 

Claim payment within timeframes 95% audit sample of claims paid 
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within timeframes, $100 per 

incident for payments not meeting 
timeframes 

Staff knowledge of 

billing/reimbursement policies 

1st  occurrence:, Staff re-training 

2nd occurrence: $100 per incident 
thereafter. 

Training (Subcontractor and Care 
Coordinator) as required 

$500 training session not 
completed 

Application Assister services $500 per week in which there is 
no access to an Application 
Assister in all counties  

Delivering Healthcare Professional 
Choice Requirements 

1st occurrence: Corrective Action 
2nd occurrence: $500 per choice 

requirements not being met  

C. Medical Record Reviews 

 
1. Purpose 

 
 The purpose of the Medical Record Reviews is to ensure that each Primary 

Contractor is providing quality maternity care to their recipients, determine 

the effectiveness of the Maternity program and to ensure services are 
provided according to federal and state guidelines. This will be accomplished 

by conducting periodic reviews to evaluate the effectiveness and adequacy of 
postpartum home visits, care coordination, and smoking cessation efforts.  
Medical Record Reviews will be performed in addition to the elements that 

are measured from the Web Database as described in Section IX.C. 
 

2.  Sample Size/Process 
  
Reviews will be conducted on a semi-annual basis as explained in the 

Operational Manual, Section XI.C.2.  
  
  The sample number of records will be chosen randomly from a DSS Query 

generated for a specific period of time prior to the review but in no case 
reflective of less than three months prior to the review month.  A request 

for recipient records will be sent to the Primary Contractor requesting that 
patient records be sent back to the Medicaid Managed Care Division for 
review.  The Primary Contractor will be responsible for obtaining all record 

information for review which includes documentation from the DHCP, 
Hospital, etc. The subcontractor or the Primary Contractor cannot charge 
for these records.   

 
3.  Findings 
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After the review is completed and all data compiled, Primary Contractor will 
be provided a summary of the findings. Statewide statistical reports will be 

generated after all District reviews are completed, excluding Service 
Database reviews. Further review and/or a request for a corrective action 

plan may be necessary dependant on Medical Record and Service Database 
Review findings. 
   

4. Elements and expectations of the Medical Record Review are detailed in 
Figure 8. 
 

Figure 8.  Medical Record Reviews Elements and Expectations 
 

Measure What it is Expectation 

Care 

Coordination 
Encounters 

The percentage of  

recipients for which a 
care coordination 
encounter was 

completed in the 
hospital prior to  

discharge. If no  
encounter was  
completed in the 

hospital prior to  
discharge,  

were two attempts made  
to contact the recipient  
within 20 days of  

delivery so that  
the encounter could be  
accomplished. 

90% of recipients 

receive an  
encounter.   
 

Documentation of 
Care Coordination 

Activities 

All encounters are 
documented 

100% of encounters 
are documented 

 

Content of  

Care  
Coordination 

Required encounters  

meet the guidelines  
specified in Section VI of  
the Operational Manual.  

 

95% of  

encounters 
meet the  
required  

guidelines.  

Service Database 

Verification-
Content of data 

elements in the 
Service Database  

The percentage of  

recipients for whom a 
delivery was paid by the 

Alabama Medicaid 
Agency (excluding 
exemptions) entered 

into RMEDE is reflective 

90% of the total 

selected audit 
sample Service 

Database elements 
should mirror 
medical record and 

claims 
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of medical records and 

claims documentation.  

documentation.  

 
5. Standards 

 
 If program requirements are not met, corrective action will be requested. 

Districts will implement a Plan of Correction and submit a signed report to 
the Medicaid Maternity Care Program via fax, email or United States Postal 
Service within 15 working days of the request from Medicaid. The Primary 

Contractor must follow-up on identified issues to ensure that actions for 
improvement have been effective with a written and signed report of 

findings submitted to the Medicaid Maternity Care Program six months 
after the Corrective Action Plan has been implemented. If improvement is 
not noted in subsequent reviews, further actions may be taken including 

damages for cost associated with breach of contract as described in Figure 
9. 

 

Figure 9.  Medical Record Reviews Standards and Damages for Cost 
Associated with Breach of Contract. 

 
Measure Damages for Cost Associated with Breach 

of Contract 

Care Coordination Encounters  1st occurrence:  Corrective Action 
2nd occurrence:  if below established 
benchmark with no improvement noted, 
$500 per recipient 

No Documentation of Care 
Coordination Activity 

     1st occurrence:  Corrective Action 
         2nd occurrence:  if below established 

benchmark with no improvement noted, 
$700 per recipient 

 

Content of Care Coordination    1st occurrence:  Corrective Action 
  2nd occurrence:   if below established    

benchmark with no improvement noted, 
$500 per recipient 

Content of Service 
Database-  RMEDE 

Verifications 
 

Source: Medical Record 

Reviews and claims data 

1st Occurrence: Letter of Concern 
2nd  occurrence:  Corrective Action 
Subsequent Occurrences   if below 
established benchmark, $500 per 
occurrence 
 

 

D. Missing in Service Database (RMEDE) Reviews 
 
1.  Purpose 

The purpose of the Missing in Service Database (RMEDE Review) is to 
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ensure the Primary Contractor has entered valid data into RMEDE in a 
timely fashion for recipients for whom a global fee was paid.   

 
 Sample Size/Process   

Reviews will be conducted quarterly, as explained in Operational Manual, 
Section XI.C.2.  
  

 All deliveries for an identified quarter will be chosen randomly from a DSS 
Query using claims data generated for a specific period of time.  
 

2. Findings 
  

 After the review is completed and all data compiled, Primary Contractors 
will be provided a summary of the findings. Further review and/or a request 
for a corrective action plan may be necessary dependent on the review 

findings.   
 

3. Elements and expectations of the Service Database (RMEDE) reviews are  
    detailed in Figure 10. 
 

Figure 10.  Service Database (RMEDE) Reviews Elements and   
                      Expectations 

 

Measure What it is Expectation 

Timeliness  and 
valid  Service 
Database  Entries 

for  Missing in 
RMEDE Reviews 

The percentage of  
recipients for whom a 
delivery was paid by the 

Alabama Medicaid Agency 
(excluding exemptions) are 
entered into the Service 

Database within 90 days of 
the delivery date and 

marked as complete.  

100 % of patients  
for whom a delivery 
was paid by the 

Alabama Medicaid 
Agency (excluding 
exemptions) are 

entered into the 
Service Database 

within 90 days of the 
delivery date and 
marked as complete. 

Validity of  
Service Database 

Entries for  
Missing in 
RMEDE Reviews 

The percentage of  
recipients for whom a 

delivery was paid by the 
Alabama Medicaid Agency 
(excluding exemptions) are 

entered into the Service 
Database within 90 days of 
the delivery date with valid 

data compared to claims 
data. 

95% of data entry for 
each recipient who 

delivered in the district 
review period will be 
without error. 
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4. Standards 
 

 If program requirements are not met, corrective action will be requested. 
Districts will implement a Plan of Correction and submit written and 

signed report to the Medicaid Maternity Care Program via fax, email or 
United States Postal Service within 15 working days of the request from 
Medicaid. The Primary Contractor must follow-up on identified issues to 

ensure that actions for improvement have been effective with a written and 
signed report of findings submitted to the Medicaid Maternity Care Program 
six months after the Corrective Action Plan has been implemented. If 

improvement is not noted in subsequent reviews, further actions may be 
taken including damages for cost associated with breach of contract as 

described Figure 11. 
 

Figure 11. Service Database (RMEDE) Reviews Standards Damages for 

Cost Associated with Breach of Contract 
 

  
Measure Damages for Cost Associated with 

Breach of Contract 

Timeliness of Service Database  

Data Entries for Missing in 
RMEDE Reviews  

 
Source: Claims Data 

1st occurrence:  Corrective Action 
2nd occurrence:  if below established 

benchmark, $500 per recipient 
 
 

 

Validity of Service Database  
Missing in RMEDE Reviews 

 
Source: Claims Data 

1st occurrence:  Corrective Action 
2nd occurrence:  if below established 

benchmark, $100 per recipient 
 

 

E.  Corrective Action 
 
The following standards will apply when the need for corrective action is 
identified: 

 
1.  There must be a written, defined corrective action plan. 
 

2. The corrective action plan must be signed by the director. 
 

3. The plan must be acceptable to and approved by AMA. 
 

4. The Plan must be submitted within the required timeframe. 

 
5.  The plan must include: 
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a.  Specification of the types of problems requiring remedial/corrective 

action. 
 

b.  Specification of the person(s) or body responsible for making the final 
determinations regarding quality problems. 
 

c.   Specific actions to be taken. 
 

d.  Provision of feedback to appropriate health professional, providers and 

staff. 
 

e.  The schedule and accountability for implementing corrective actions. 
 

f.  The approach to modifying the corrective action if improvements do not 

occur. 
 

g.  Procedures for terminating the affiliation with the physician or other 
health professional or provider. 
 

h. Assessment of effectiveness of corrective actions. As actions are taken to 
improve care, there must be monitoring and evaluation of corrective 
actions to assure that appropriate changes have been made.  In 

addition, changes in practice patterns are tracked. 
 

i. Primary Contractor assures follow-up on identified issues to ensure that 
actions for improvement have been effective. 

 

Imposition of these damages for cost associated with breach of contract may be 
in addition to other contract remedies and does not waive Medicaid’s right to 
terminate the contract. 



Delivering Healthcare Professional Report Cards

District # ____ Summary Report

Delivery Date of Service:

Report Card Due Date:

Date Submitted to Medicaid:  ________________________

Compliance Rates

Measure Bench- District DHCP DHCP DHCP DHCP DHCP DHCP DHCP DHCP DHCP DHCP DHCP DHCP

DHCP ID# mark Avg.

# of Record Reviews

# of Recipients

Prenatal Visit 

Elements 98%

Blood Group 

Determination 95%

Rhogam 

Injection 99%

Glucose 

Tolerance 

Testing 90%

Asymptomatic 

Bacteria 

Screening 95%

LBW 11%

VLBW 2%
Delivered Less 

than 37 Weeks 13%
HIV Screening 95%

Attachment One
Maternity Care Program
Operational Manual
Effective 1.1.16
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AGREEMENT TO RECEIVE CARE/RELEASE OF INFORMATION 
 

I want to have good health while I am pregnant.  I will try to do all things to help my baby to be born healthy. 
 
I have been told that I can choose who will give me prenatal care. 
 
I have chosen ____________________________________________ (Doctor, midwife, clinic) 
 
His/her address is ________________________________________.  I want my baby to be delivered 
at  
 
____________________________________________________________________. 
 
I have been told that I can change my mind about this choice within 90 days for any reason. 
I have been told that I have the right to change my mind about who gives me care at any time there 
is a good reason. 
I agree to go to doctors, clinics, hospitals and other places for care that are set up for me while I am 
pregnant and after my baby is born.   
I agree to follow the plan of care that has been set up for me by my doctor, midwife or other person who 
provides my care. 
I have been told that a real emergency is when I have a health problem that can cause death or 
lasting injury to my unborn baby or to me. 
I have been told what my rights and responsibilities are under the Medicaid Maternity Care 
Program. 
I have been told what I need to do if I have a problem that I cannot solve on my own. 
I have reported other insurance that I have. 
I have had the chance to ask questions about anything that I did not understand and to have my 
questions answered in a manner in which I understand.  
 
I give my permission to ______________________ and any and all subcontractors, to perform tests 
and procedures necessary for my maternity care unless I have a religious or moral belief that prevents me from 
giving my permission.  I give my permission for the release of my health information to providers for treatment 
purposes or to help with my care.  I give my permission for the release of any information including medical 
records acquired in the course of my enrollment, treatment, or examination to the Alabama Medicaid Agency, 
my insurance company, or other entities as is necessary for reimbursement purposes. 
 
I have been given a copy of: 
____Recipient Rights and Duties 
____Agreement to Receive Care/Release of Information 
____Enrollment Form (if different) 
____Maternity Care Fact Sheet 
____Care Coordinator Business Card with her name and telephone number 
 
 
Name__________________________________    Medicaid # ______________  DOB 
______________ 
 
Signature__________________________________________  Date Signed 
______________________ 
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Global Associated Codes 
The following services are considered associated codes and are included in the global fee: 

Procedure 

Code 

Description 

00842 Anesthesia for intraperitoneal procedures in lower abdomen including laparoscopy; 

amniocentesis 

00940 Anesthesia for vaginal procedures (including biopsy of labia, vagina, cervix or 

endometrium) 

00942 Anesthesia for colpotomy, vaginectomy, colporrhaphy, and open urethral procedures) 

00948 Anesthesia for cervical cerclage) 

00950 Anesthesia for culdoscopy) 

00952 Anesthesia for hysteroscopy and/or hysterosalpingography) 

01958 Anesthesia for external cephalic version procedure 

01960 Anesthesia for; vaginal delivery only 

01961 Anesthesia for; cesarean delivery only 

01965 Anesthesia for incomplete or missed abortions 

01967 Neuraxial labor analgesia/anesthesia for planned vaginal delivery 

01968 Anesthesia for c-section delivery following neuraxial labor 

01996 Daily hospital management of continuous epidural 

10140 Incision and drainage of hematoma, seroma, or fluid collection 

10160 Puncture aspiration of abscess, hematoma, bulla, or cyst 

10180 Incision and drainage, complex, postoperative wound infection 

56405 Incision and drainage of vulva or perineal abscess 

56420 Incision and drainage of Bartholin’s gland abscess 

56440 Marsupialization of Bartholin’s gland cyst 

56441 Lysis of labial adhesions 

56820 Colposcopy of the vulva 

56821 Colposcopy of the vulva with biopsy 

57000 Colpotomy; with exploration 

57010 Colpotomy 

57020 Colpocentesis (separate procedure) 

57022 Incision and drainage of vaginal hematoma; obstetrical/postpartum 

57150 Irrigation of vagina and/or application of medicament 

57400 Dilation of vagina under anesthesia 

57410 Pelvic examination under anesthesia 

57460 Colposcopy of the cervix including upper/adjacent vagina 

59000 Amniocentesis, any method 

59001 Therapeutic amniotic fluid reduction 
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Procedure 

Code 

Description 

59012 Cordocentesis (intrauterine), any method 

59020 Fetal contraction stress test 

59030 Fetal scalp blood sampling 

59150 Removal of ectopic pregnancy 

59160 Curettage, postpartum 

59200 Insertion of cervical dilator (e.g., laminaria, prostaglandin) 

59300 Episiotomy or vaginal repair by other than attending physician 

59320 Cerclage of cervix, during pregnancy 

59325 Cerclage of cervix, during pregnancy; abdominal 

59350 Hysterorrhaphy of ruptured uterus 

59400-U9 Routine obstetric care includes antepartum care, vaginal delivery (delivery at 39 weeks 

of gestation or later) (with or without episiotomy and/or forceps) and postpartum care  

59400-UD Routine obstetric care including antepartum care, vaginal delivery  (medically 

necessary delivery prior to 39 weeks of gestation) (with or without episiotomy or 

forceps) and postpartum care  

59400-UC Routine obstetric care including antepartum care, vaginal delivery  (non-medically 

necessary delivery prior to 39 weeks of gestation) (with or without episiotomy or 

forceps) and postpartum care 

59409-U9 Vaginal delivery only (delivery at 39 weeks of gestation or later) (with or without 

episiotomy and/or forceps) 

59409-UD Vaginal delivery only (medically necessary delivery prior to 39 weeks of gestation) 

(with or without episiotomy and/or forceps) 

59409-UC Vaginal delivery only (non-medically necessary delivery prior to 39 weeks of 

gestation) (with or without episiotomy and/or forceps) 

59410-U9 Vaginal delivery only (delivery at 39 weeks of gestation or later) (with or without 

episiotomy and/or forceps), including postpartum care  

59410-UD Vaginal delivery only (medically necessary delivery prior to 39 weeks of gestation) 

(with or without episiotomy and/or forceps), including postpartum care  

59410-UC Vaginal delivery only (non-medically necessary delivery prior to 39 weeks of 

gestation) (with or without episiotomy and/or forceps), including postpartum care 

59412 Delivery; external Cephalic 

59414 Delivery of placenta following delivery of infant outside of hospital 

59425 Antepartum care only (4 to 6 visits) 

59426 Antepartum care only (7 or more visits) 

59430 Postpartum care only 

59510-U9 Routine obstetric care including antepartum care, cesarean delivery (delivery at 39 

weeks of gestation or later), and postpartum care 

59510-UD Routine obstetric care including antepartum care, cesarean delivery (medically 

necessary delivery prior to 39 weeks of gestation), and postpartum care  

59510-UC Routine obstetric care including antepartum care, cesarean delivery (non-medically 

necessary delivery prior to 39 weeks of gestation), and postpartum care 

59514-U9 Cesarean delivery only (delivery at 39 weeks of gestation or later)  
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Procedure 

Code 

Description 

59514-UD Cesarean delivery only (medically necessary delivery prior to 39 weeks of gestation)  

59514-UC Cesarean delivery only (non-medically necessary delivery prior to 39 weeks of 

gestation) 

59515-U9 Cesarean delivery only (delivery at 39 weeks of gestation or later); including 

postpartum care 

59515-UD Cesarean delivery only (medically necessary delivery prior to 39 weeks of gestation) 

including postpartum care 

59515-UC Cesarean delivery only (non-medically necessary delivery prior to 39 weeks of 

gestation) including postpartum care 

59610-U9 Routine obstetric care including antepartum care, vaginal delivery  (delivery at 39 

weeks of gestation or later) (with or without episiotomy and/or forceps) and 

postpartum care, after previous cesarean delivery  

59610-UD Routine obstetric care including antepartum care, vaginal delivery (medically 

necessary delivery prior to 39 weeks of gestation) (with or without episiotomy and/or 

forceps) and postpartum care, after previous cesarean delivery  

59610-UC Routine obstetric care including antepartum care, vaginal delivery (non-medically 

necessary delivery prior to 39 weeks of gestation) (with or without episiotomy and/or 

forceps) and postpartum care, after previous cesarean delivery  

59612- U9 Vaginal delivery only (delivery at 39 weeks of gestation or later), after previous 

cesarean delivery (with or without episiotomy and/or forceps) 

59612-UD Vaginal delivery only (medically necessary delivery prior to 39 weeks of gestation), 

after previous cesarean delivery (with or without episiotomy and/or forceps) 

59612-UC Vaginal delivery only (non-medically necessary delivery prior to 39 weeks of 

gestation), after previous cesarean delivery (with or without episiotomy and/or forceps) 

59614- U9 Vaginal delivery only (delivery at 39 weeks of gestation or later), after previous 

cesarean delivery (with or without episiotomy and/or forceps); including postpartum 

care 

59614-UD Vaginal delivery only (medically necessary delivery prior to 39 weeks of gestation), 

after previous cesarean delivery (with or without episiotomy and/or forceps); including 

postpartum care  

59614-UC Vaginal delivery only (non-medically necessary delivery prior to 39 weeks of 

gestation), after previous cesarean delivery (with or without episiotomy and/or forceps); 

including postpartum care 

59618- U9 Routine obstetric care including antepartum care, cesarean delivery (delivery at 39 

weeks of gestation or later) and postpartum care, following attempted vaginal delivery 

after previous cesarean delivery 

59618-UD Routine obstetric care including antepartum care, cesarean delivery (medically 

necessary delivery prior to 39 weeks of gestation) and postpartum care, following 

attempted vaginal delivery after previous cesarean delivery  

59618-UC Routine obstetric care including antepartum care, cesarean delivery (non-medically 

necessary delivery prior to 39 weeks of gestation) and postpartum care, following 

attempted vaginal delivery after previous cesarean delivery 
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Procedure 

Code 

Description 

59620- U9 Cesarean delivery only (delivery at 39 weeks of gestation or later), following 

attempted vaginal delivery after previous cesarean delivery  

59620-UD Cesarean delivery only (medically necessary delivery prior to 39 weeks of gestation), 

following attempted vaginal delivery after previous cesarean delivery  

59620-UC Cesarean delivery only (non-medically necessary delivery prior to 39 weeks of 

gestation), following attempted vaginal delivery after previous cesarean delivery 

59622- U9 Cesarean delivery only (delivery at 39 weeks of gestation or later), following 

attempted vaginal delivery after previous cesarean delivery; including postpartum care  

59622-UD Cesarean delivery only (medically necessary delivery prior to 39 weeks of gestation), 

following attempted vaginal delivery after previous cesarean delivery; including 

postpartum care 

59622-UC Cesarean delivery only (non-medically necessary delivery prior to 39 weeks of 

gestation), following attempted vaginal delivery after previous cesarean delivery; 

including postpartum care 

59871 Removal of cerclage suture under anesthesia 

59899 Unlisted procedure, maternity care and delivery 

76801 Ultrasound, pregnant uterus, real time image with documentation, with fetal and 

maternal evaluation 

76802 Ultrasound, pregnant uterus, real time image documentation, with fetal and maternal 

evaluation 

76805 Ultrasound, pregnant uterus, B-scan and/or real time with imagine documentation; 

complete 

76810 Ultrasound, complete, multiple gestation, after the first trimester 

76811 Ultrasound, pregnant uterus, real time image with documentation, with fetal and 

maternal evaluation 

76812 Ultrasound, pregnant uterus, real time image with documentation, with fetal and 

maternal evaluation 

76813 Ultrasound pregnant uterus, real time with image documentation, 1st trimester 

76814 Ultrasound for each additional gestation use in conjunction with 76813 

76815 Ultrasound, limited (fetal size, heartbeat, placental location, fetal position, or emergency 

in the delivery room) 

76816 Ultrasound, follow-up or repeat 

76817 Ultrasound, pregnant uterus, real time with image documentation, transvaginal 

76818 Fetal biophysical profile 

76819 Fetal biophysical profile; without non-stress testing 

76820  Doppler velcocimetry, fetal, umbilical artery 

76821 Doppler velocimetry, fetal, middle cerebral artery 

76825 Echocardiography, fetal 

76826 Echocardiography, fetal, follow-up or repeat study 

76827 Doppler echocardiography, fetal 

76828 Doppler echocardiography, fetal, follow-up or repeat study 

81000 Urinalysis, by dipstick or tablet reagent 
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Procedure 

Code 

Description 

81001 Urinalysis, automated, with microscopy 

81002 Urinalysis, non-automated, without microscopy 

81003 Urinalysis, automated, without microscopy 

81005 Urinalysis; qualitative or semiquantitative, except immunoassays 

81007 Urinalysis; bacteriuria screen, except by culture or dip stick 

81015 Urinalysis; microscopic only 

81020 Urinalysis; two or three glass test 

83026 Hemoglobin, by copper sulfate method, non-automated 

83036 Hemoglobin, glycated 

85013 Spun micro-hematocrit 

85014 Blood count; other than spun hematocrit 

85018 Blood count; hemoglobin 

99058 Office services provided on an emergency basis 

99201 Office or other outpatient visit for E&M 

99202 Office or other outpatient visit for E&M 

99203 Office or other outpatient visit for E&M 

99204 Office or other outpatient visit for E&M 

99205 Office or other outpatient visit for E&M 

99211 Office or other outpatient visit for E&M 

99212 Office or other outpatient visit for E&M 

99213 Office or other outpatient visit for E&M 

99214 Office or other outpatient visit for E&M 

99215 Office or other outpatient visit for E&M 

99217 Observation care discharge day management 

99218 Initial observation care, per day, for E&M 

99219 Initial observation care, per day, for E&M 

99220 Initial observation care, per day, for E&M 
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DHCP EXPECTATIONS OF THE PRIMARY CONTRACTOR 

 
As a subcontracting Delivering HealthCare Professional (DHCP) in the Maternity Care Program, 
you should expect the following considerations from your Primary Contractor (PC).  The 
relationship between the DHCP and the Primary Contractor is a contractual relationship and in 
many ways is not specifically governed by the Agency. Each DHCP will need to appoint a 
representative to participate in a bi-annual conference call with Agency staff to discuss the 
Maternity Care Program. 
 

 A Negotiation of reimbursement dependent on the array of services performed (e.g. 
delivery only, prenatal and delivery, anesthesia, etc.); 

 Annual open enrollment for subcontractors;  

 An adequate network of subcontractors to meet patient needs; 

 Timely payment once claims are submitted to the PC.  Current standards are within 20 
calendar days of Medicaid payment no later than 60 calendar days of delivery with the 
exception of TPL;  

 Strict Compliance with HIPAA and patient confidentiality standards; 

 Implementation and maintenance of Quality Assurance system by which access, 
outcome and processes are measured on both a program and provider specific basis;  

 Patient choice of DHCP; 

 Community based outreach program to ensure awareness of the Maternity Care 
Program; 

 A provider education plan (what to expect, how the system works, etc.); 

 To fully explain what services are included in their global payment as well as what 
services are included in your contractual payment.  For example, lab services (other 
than hemoglobin, hematocrit and u/a) are billable fee-for-service; however cerclages are 
in the global fee paid to the PC and may or may not be included in your contractual 
payment;   

 To have a Director to be available, accessible, and/or on-call for any medical or 
administrative problems which may arise; 

 Prohibition of discrimination against any recipient based on their health status or need 
for health services; 

 Toll-free telephone service for recipients to ask questions, enroll in the program, etc.;  

 An established education plan for recipients to include healthy life styles, planning for the 
baby, self-care, family planning, appropriate use of the medical system, etc.; 

 A grievance procedure for both subcontractors and recipients that is easily accessible 
and is explained to the recipients upon entry into care; 

 A Care Coordinator assigned to each of your patients to assist with the Medicaid 
enrollment process, psychosocial issues, education and other needs that may arise. 
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MATERNITY CARE PROGRAM FACT SHEET 

1. To enroll in the Maternity Care Program you must apply for Medicaid.  You must 

be eligible for Medicaid to participate in the Maternity Care Program. 

2. You must live in one of these counties: (list counties of your district) 

3. You may only go to doctors, nurse midwives, clinics, hospitals and other 

maternity providers that are a part of the name of your program goes here. 

Example, Viva, Alabama Baby Care) Program. 

4. Medicaid will not pay for any of your maternity care if you go to any medical 

provider that you are not enrolled with or one who is not part of the Maternity 

Care Program where you live.  If you do this and it is not an emergency you will 

have to be responsible for paying the bill. 

5. Tell your Care Coordinator if: you change your address or phone number; you 

move to another county or state; you miss a doctor’s appointment; you go to the 

emergency room at a hospital for any reason; you have a question about your 

pregnancy or you need help with something. 

6. You should follow all instructions given to you by your care coordinator and 

doctor or nurse midwife you have chosen. 

7. If you change your mind about your choice of doctor or nurse midwife or hospital 

where you want your baby to be delivered tell your Care Coordinator. 

8. Keep the card that has the name and information about your Care Coordinator on 

it and your Medicaid card.  You will be asked to show both of these cards during 

your pregnancy. 
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Application Assisters  
 

Application Assisters are individuals that have been trained to assist an individual with the Medicaid 
application process.  Primary Contractors are required to provide Application Assister services to 
Medicaid recipients.  The intent is to address barriers that may prevent the individual from becoming 
Medicaid eligible in a timely manner and, more importantly, beginning her prenatal care as soon as 
possible.   

 
Application Assisters should understand that their functions are limited to initial processing activities 
and that Medicaid employees continue to make all eligibility determinations. 
 
Application Assisters will conduct themselves in a manner so as to avoid any conflict of interests.  The 
Application Assisters will not process applications for relatives, friends, or any other persons for 
whom doing so could reasonably be perceived as constituting a conflict of interest.  The Application 
Assisters will refer any questionable cases to Medicaid for handling. 
 
Primary Contractor Responsibilities 
The Primary Contractor will ensure that Application Assister services are provided to Medicaid 
recipients.   
 
The Primary Contractor will ensure that the Application Assister understands that functions are 
limited to assisting applicants in these ways:    
 

o Taking/accepting applications 
o Completing the Medicaid eligibility application #291, preferably online at 

www.insurealabama.org. 
o Use of online applications is preferred, however, if a paper application is used, the Contractor 

will forward all completed #291 applications to the designated Medicaid eligibility contact 
person.   

o Providing information and referral on related programs and services.  
o Obtaining required documentation needed to complete processing of the application.  
o Assuring completeness of the information contained on the application.  
o Conducting interviews. 

 
Training 
Application Assister training is provided free of charge by the Alabama Medicaid Agency staff. The 
Contractor shall have an individual (s) designated as a trainer for the Train-the Trainer program. The 
designee must attend the Train-the-Trainer class and provide certification training to Application 
Assisters as deemed necessary in order to maintain compliance with certification and re-certification 
requirements. The certification period for Application Assisters and the Train-the-Trainer designee is 
every two years. Each Application Assister must be trained prior to assisting with the application 
process. The training will cover all requirements under initial processing functions.  

 
 
 
 
 
 

http://www.insurealabama.org/
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Application Assisters Report 
Date Submitted to Medicaid_____________________________________ 

___Annual Report         ____ Change Report 
 
Name of 
Application 
Assister 

Title of 
Application 
Assister 

Is the 
Assister a 
Trainer? 

Date of 
Certification 

End Date of 
Certification 
End Date 

Date of Re-
certification 

      
      
      
      
      
      
      
      
      
      
      
      
      
 
Signature: ___________________________________________   Date: 
____________________ 
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POSTPARTUM HOME VISIT SUMMARY 

MOTHER’S INFORMATION 

Patient Name:                    Medicaid #:       DOB:                              Age:             Race: 

Delivery Date:  Type of Delivery:        Delivery Time:                 Gest Age @ Delivery:          Hospital D/C Date: 

Address:                  County: 

Phone Number:        Alternate Phone Number: 

Directions to Home: 

 

 

REASON FOR HOME VISIT                                                              VISIT ATTEMPTS                                              

                                          (Check all that apply) 
    ___Under 16 years of age                ___ Birth weight 
    ___Drugs and Alcohol                      ___Other: (specify)  
    ___Missed hospital encounter         ___ Partner Abuse    
    ___Mental Illness                             ___ No Home Visit Needed 

                          Date                                            Type of Attempt 
_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________ 

PSYCHOSOCIAL ASSESSMENT 

Problems/Issues YES NO Comments 

Poor previous parenting experience    

Poor support system    

Literate    

Areas of anxiety noted    

Drugs, Alcohol, Tobacco Usage    

Conflict/ Violence noted in home    

Appropriate newborn/mother attachment    

Support systems present    

Mother able/willing to provide needed infant care    

Father able/willing to provide needed infant care    

Emotional status (Tearful, moody, anxious, 
depressed) 

   

Fatigue/Exhaustion    

Sleep disturbances    

Adequate living arrangements    

Other areas of need    

Referrals made    

PHYSICAL ASSESSMENT 

Temperature: BP: Pulse: Respirations: 

Problems Yes No Comments 

Breasts    

Perineum    

Lochia    

Abdomen (fundus)    

Incision site (signs of infection)     

Edema (location)    

Respiratory status    

Pain    

Appetite/Fluid intake    

Bladder/Bowel Function    

EDUCATION/COUNSELING 
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Teaching (Check areas discussed/or pamphlets given) 

___Breast Care ___Breast Feeding     ___Perineum Care     ___Hygiene     ___Nutrition      ___Incision Care     ___Bathing       

___Family Planning/Birth Control ___Sexual Relations     ___Educational Materials/Pamphlets provided          ___Other                                 

Comments: 

 

SAFETY ASSESSMENT 

___Workable Smoke Detector ___Car Seat Available/Used  ___Inside Pets ___Crib Safety ___Telephone  
___ Refrigeration   ___Adequate Cooling  ____ Adequate Heating            ___ Vermin infestation  

Comments: 

 

 

Visiting Nurse Signature:                                                                                                  Date of Visit: 

 
 
 

POSTPARTUM HOME VISIT SUMMARY 

INFANT INFORMATION 

Infant name:     ___Male ___Female                    Birth complications:                              

Birth weight:       Current weight:                                 ___Bottle fed   ___Breast fed                            ___Tolerates Feedings                         

Formula:                                       ___Ounces every ____Hour     ___ Ounces Water per day     ___ Wet Diapers per day         ___Stools 
per day 

Medications: 

Pediatric Provider:                                                                                                         

INFANT PHYSICAL ASSESSMENT 

Temperature: Heart rate: Respiratory rate: 

Problems Yes  No Comments 

Skin:                                     Pink nail beds/Mucous 
membranes 

   

                                             Jaundice         

                                             Rash    

                                             Other    

Neurological:                        Lethargic          

                                             Hyper/Hypotonic    

                                             Crying (high pitched, non-
consoling) 

   

                                             Symmetrical eye movement    

                                             Other        

Cardiovascular:                    Tachycardia/Bradycardia    

                                             Irregular heart rate    

                                             Other    

Respiratory:                          Rales/Rhonchi    

                                             Cough (dry, productive, etc.)    

                                             Nasal drainage (color, 
consistency) 

   

                                             Other    

Gastrological:                       Abdominal distention    

                                             Other    

Genitourinary:                      Abnormal genitalia    

                                            Circumcision      
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                                            Other    

Extremities:                         Adequate bilateral hand grasp    

                                            Hip click (right or left)         

                                            Other    

EDUCATION COUNSELING 

Teaching: (Check areas discussed or pamphlets provided)  

___General Infant Care (bathing, diapering, napping/sleeping position, holding)                 ___Colic      ___Thermometer use         
___Danger signs     

___Basic Home Safety                      ___When to call the Doctor                 ___Normal Growth and Development                   ___Day Care 

 

Mother’s Post Partum Appointment/Date and Time:                                           Location:                                              Mother aware: 

Infant’s next Pediatric Provider Appointment:                                                     Location:                                              Mother aware: 

Other Appointments/Referrals Mother or infant: 

 
Comments/Address Reason for Home 
Visit:_______________________________________________________________________________________ 
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_______________________________________________________________ 

Visiting Nurse Signature:                                                                                                                Date of Visit 
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MEDICAID MATERNITY CARE PROGRAM 

  RECIPIENT RIGHTS AND DUTIES 

 

You have the following rights and duties when you agree to be a part of the Maternity Care Program. 
 
You have the right: 

 To get good medical care for your pregnancy close to where you live. 

 To get care during your pregnancy regardless of your overall health, your past medical history or any health problems 
you have now. 

 To have care or treatments explained to you ahead of time and to refuse any care or treatment you do not want or 
that goes against your religious or personal beliefs. 

 To decide about the care you get during your pregnancy and to give your permission before the start of treatment or 
surgery. 

 To be told about any treatments that are proper for your condition in a way that you can understand. 

 To know about all of the people who will be taking care of you during your pregnancy. 

 To get care that is free of any restraint or action that is meant to force you to do something, punish you, or to get even 
with you. 

 To get emergency care from any hospital if you have a real emergency.  A real emergency is when you have a 
health problem that can cause lasting injury or death to you or your unborn baby. 

 To choose where you want to get medical care for your baby. 

 To choose what kind of birth control you want and where you want to get it. 

 To be treated with respect, dignity and privacy. 

 To have your medical records kept private. 

 To get a copy of your medical record and to ask that the record be changed if it is not correct. 

 To sign an Advance Directive saying what kind of care you want if you are too sick or hurt to decide about your care. 

 To donate your organs if you die. 

 To file a grievance or complaint if you are not satisfied with your care, how you were treated, or if your rights were not 
respected and you want action taken to solve the problem. 

 
Filing a grievance: 
 You have the right to have someone to talk with you about how you feel.  
 Call the person who signed you up with the maternity care program or write a letter explaining why you are not 

pleased. Give the letter to that person or mail it to Medicaid, P.O. Box 5624, Montgomery Alabama 36103-5624.   
 Medicaid will still pay for your pregnancy care if you were on Medicaid at the time you filed the grievance.   
 If there is no action within 10 working days, you have the right to file an appeal to ask that someone else  look into 

your complaint  
 You have the right to an interpreter if you do not understand English or if you have  any type of speaking or 

hearing disability  
 If you need help to file a grievance, call your Care Coordinator or the toll free number for the district where you 

live. 
 If your grievance is against the doctor that you picked, you may choose another doctor.  

 
You have the duty: 

 To go to doctors and hospitals in your area that you have agreed to see for pregnancy care.  Your Care Coordinator 
will show you a list of all the doctors and hospitals in your area and you will choose a doctor and hospital.   

 To go to all of your appointments.  If you have a problem getting to your appointment, your Care Coordinator will help 
you with getting transportation. 

 To follow the directions you get from your doctor or nurse for your pregnancy.  You also have the duty to follow the 
plan of care that you and your Care Coordinator set up to help you have a healthy baby. 

 To meet with your Care Coordinator and let her know if anything about you or your pregnancy changes. 

 To report to the Care Coordinator if you move, if your Medicaid changes, or if you miscarry the baby. 

 To take only the medicine that your doctor has told you to take.  This includes over the counter medicine like aspirin, 
Tylenol, Tums, etc. 
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 To have a healthy lifestyle and to eat right.  

 Not to smoke cigarettes or use drugs. 

 To notify the Medicaid office worker of the birth of your baby 

 

Federal rules require that Medicaid recipients take steps to prevent fraud and abuse of the program. These steps 
include: 

 Keeping their Medicaid identification card in a safe place  

 Not selling, loaning or altering their Medicaid card in order to obtain services for others  

 Following the rules for Medicaid and the doctor's/clinic's office  

 Telling Medicaid about third party insurance or payments  

 Notifying Medicaid of any changes in income, living arrangements or resources  

All cases of suspected fraud, abuse or misuse by recipients are investigated by the Alabama Medicaid Agency. Recipients 
who are proven to have abused or misused the Medicaid programs be required to repay the agency for any misspent 
funds and/or may be suspended from the program for at least one year and until full restitution is made. 

Reporting Fraud and Abuse 

 

Recipients may report suspected fraud, abuse or misuse of the Alabama Medicaid program by calling or writing the 
Agency's Program Integrity Division. 

To call:  1-866-452-4930 (Toll-free call)  

To write:  Program Integrity Division, PO Box 5624, Montgomery, AL 36103-5624  

A person reporting suspected fraud and abuse is not required to give his/her name. Any information provided is kept 
confidential. 
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PROTOCOLS FOR SCREENING PREGNANT WOMEN 

FOR PARTNER ABUSE 
 

All pregnant women shall be asked routine questions regarding domestic violence issues in their lives.  A sample of 
questions that may be used is listed below: 
 

 Is your partner excited about the baby? 

 How is your family reacting to this pregnancy? 

 How are you and your partner getting along?  Is he helping you to complete tasks that you are unable to do? 

 How are things at home? 

 Is anything preventing you from coming to the clinic? 

 Since your pregnancy began, have you been kicked, slapped, or otherwise physically hurt by someone? 

 Within the last year has anyone forced you to engage in sexual activities that made you feel uncomfortable? 

 Do you feel that you are being stalked by anyone? 

 Has your partner ever destroyed things that you cared about? 

 We all disagree at times at home.  What happens when you or your partner fight or disagree? 

 Has your partner ever prevented you from leaving the house, seeing friends, getting a job or continuing your 
education? 

 Is your partner jealous of the time you spend with your family or friends? 

 Does your partner drink alcohol or use drugs? 
Is there a gun in the house? 
 

If yes to any of the above: 

 Would you like help with any of this now? 

 Would you like us to send a copy of this form to your DHCP? 
 
The following indicators require timely follow-up: 

 Late and/or sporadic access to prenatal care 

 Injury to the breast(s) and/or the abdomen 

 Divorce or separation during pregnancy 

 Vaginal bleeding 

 Self-induced or attempted abortion 

 Increased alcohol or drug use 

 Miscarriage 

 Multiple abuse injury sites 

 Low maternal weight gain 

 Short inter-pregnancy interval 

 Poor nutrition 

 Premature labor 

 Depression or less happiness about the pregnancy 

 Suicidal ideation 

 Frequent clinic/visits for somatic complaints (insomnia, hyperventilation, etc.) 

 Recurrent STDs, pelvic infections or HIV 

 Evidence of noncompliance with treatment/care plan 
 
If a case of domestic violence is identified and the woman is willing, the referral process shall be implemented.  Alabama 
has shelters statewide that can provide counseling support for victims of domestic violence.  The statewide hotline number 
is 1-800-650-6522.    If a woman is not willing to call the shelter, the case manager should encourage the completion of 

a safety plan.  The plan can help the woman better prepare for her safety when a violent situation arises. 
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District: 

Quality Improvement Activity Form 

 
Activity Number 

Initial Submission:  

Continued:  

Discontinued:  

Activity Name: 

 

By Whom or How was  

issue / concern identified: 

 

Overview of Activity:  

 

 

 

 

Numerator 

  

Denominator 

 

 

Baseline 

 

 

 

Benchmark: 

 

Measurement 

Period: 

 

Description of 

Population: 

 

 

 

Sample Size: 

 

Sampling Methodology: 

 

Data Collection 

Method 

       

 Administrative 

 MRR 

 Claims 

 Other, explain 

Why is Activity Relevant? 

 

 

 

Opportunities for Improvement 

 

 

 

 

 

Barriers 

 

Interventions 

 

 

 

 

 

 

Timeline Outcome 

Plan:  

 

Analysis Conducted by: 

 

Responsible Party: 

 

 

 



Attachment Ten A 
Maternity Care Program  
Operational Manual 
Effective 1.1.16  

 

1 

 

The following is an example of the form and format to be used when reporting a quality improvement 

activity. 

 

District Quality Improvement Activity Form Example 

 
Activity Number: 003 

Initial Submission: 2003 Q1 

Continued: Yes 

Discontinued:  

Activity Name: 
VLBW Deliveries at non high-risk 

facilities. 

By Whom or How was  

issue / concern identified: 
QI Committee / Administration 

 
Overview of Activity: The QI Committee reviewed statistics presented at the August 2002 committee 

meeting for FYI 2000 and FYI 2001 program data.  It was noted at this time that an overall decrease in 

LBW and preterm deliveries had occurred from one year to the next, however the percentage of these 

deliveries being VLBW deliveries increased in both districts. The QI committee recommended requesting 

data from the state to determine if there was a statewide trend.  Sue requested and received masked data 

from the other State programs, which confirmed a statewide trend for increased VLBW deliveries as a total 

percentage of LBW deliveries. This data comparison was presented at the November 2002 committee 

meeting and Sue expressed interest in conducting a focused review of the VLBW population, this idea was 

supported and quality indicators were identified.  The plan at this time was to develop an auditing tool for 

presentation at the next quality committee meeting. This review would be conducted to evaluate trends in 

VLBW deliveries, in particular the site of delivery and determine intervention strategies, as determined 

appropriate.   

 

 
Numerator 
N/A 
D0- LBW 
2000 = 12% 

2001 = 9.4% 

D0- VLBW 
2000 = 13% OF 

LBW 

2001 = 20% OF 
LBW  

Denominator 
 

D0- LBW 

2003 - 10.92% 

 

D0- VLBW 

2003 - 13.67% 

of LBW 

 

D0 - 2003 

HR Facility 

delivery of 

VLBW = 50% 

Baseline 

VLBW = 20% 

of LBW 

 

FYI 2001VLBW 

63% at HHS 

10% at UAB 

= 73% at 

subspecialty care 

facility. 

 

FYI 2001VLBW 

9% of the total 

program VLBW 

deliveries 

occurred outside 

of a high risk 

facility in D1 

 

FYI 2003VLBW 

 

 

 

Benchmark: 
Alabama Medicaid Agency = 

15%  of LBW population is 

VLBW. 

 

“VLBW neonates should be 

deliverer in a subspecialty care 

facility whenever possible.”  

Perinatal Standards of Care Fifth 

Edition, Page 163 

 

Measurement 

Period: 
April through June 

2004. 

 

July-September 2004 

 

October-

December2004 

 

Jan - Mar 2005 

 

March 2005 – 

October 2005 

 

 
Description of 

Population: 
Medicaid eligible women 

enrolled in the Program.  

 

Sample Size: 
100% of VLBW deliveries 

occurring outside of a 

recognized high-risk 

facility. (HHS or UAB) 

Sampling Methodology: 

 Medical Record reviews 

Data Collection 

Method 
       

 Administrative 

 MRR 
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 Claims 

 Other, explain 

 
Why is Activity Relevant? 
Medical Record Review of the VLBW deliveries occurring at non high-risk facility will determine if any trends exist.  

If trends are identifies these can be addressed, which could potentially contribute to an increase in the number of 

VLBW occurring at high-risk facilities. Increasing the number of VLBW deliveries occurring at subspecialty care 

facilities ensures optimal care delivery resulting in improving neonatal outcomes and decreased cost to the State of 

Alabama. 

 

Opportunities for Program / Activity Improvement 

See above (Why is Activity Relevant?) 
Barriers 

1. Timeliness of notification of VLBW 

deliveries. 

2. Access to medial records for out of 

network high risk services i.e. UAB. 

 
Interventions (number each step) 

1. Develop a tool based on quality 

indicators presented at the 

November 2002 QI committee 

meeting for presentation at the next 

committee meeting. 

 

2. Based on VLBW tool as proposed 

prior to the March QI meeting.  

Run statistics on the indicator data 

for 2001 VLBW deliveries. 

 

 

 

 

 

3. Present percentage of VLBW 

deliveries by hospital  

 

 

 

 

 

 

 

 

4. Finalize the assessment tool based 

on feedback from the March 2003 

QI committee meeting. 

 

5. Review VLBW deliveries 

occurring outside of high-risk 

facilities using the tool as approved 

by the QI Committee.  

  

 

 

 

 

 

 

 

Timeline 

1. QI meeting March 2003 

 

 

 

 

 

2. QI meeting March 2003 

 

 

 

 

 

 

 

3. QI meeting March 2003 

 

 

 

 

 

 

 

 

 

4. April – May 2003 

 

 

 

5.  Begin Quarter 2  

    2003 (Variance  

   reviews began   

   quarter 3)    **  

    could not justify  

   travel to review  

   one record at each  

    Site. 

 

Reviews are scheduled in 

conjunction with random and 

focused folic acid assessment 

reviews. 

Desired Outcome 

1. Positive Committee feedback on 

the quality of the tool 

 

 

 

 

2. That the data will help to identify 

trends, provide insight into what 

needs to be added to the review 

tool, contribute to the overall 

understanding of our VLBW 

population and stimulate interest in 

the project.  

 

3. That committee would have a 

baseline idea of the significance of 

the problem.  Note:  Committee 

members present at the March 

meeting were pleased that 73% of 

the VLBW deliveries had occurred 

at high-risk facilities. 

 

 

 

 

4. Tool will be ready for identified 

VLBW deliveries beginning 

Quarter 2 2003 

 

5.  That potential VLBW deliveries 

are identified, that appropriate 

prenatal assessment is conducted, 

that plans are in place for delivery 

at a high-risk facility and that 

delivery occurs at a high-risk 

facility, when appropriate. 
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6.Provide feedback on reviews to the QI 

committee 

 

 

 

 

 

 

 

 

 

7.Follow-up with hospital to assess level 

of care (OB and Neonatal), policies and 

procedures for:  initial assessment and 

maternal and neonatal transfer 

 

.  

 

 

 

 

8. Provide feedback on reviews to the 

QI committee for DHCP patients: 

000 - delivered at ___ at 28 wks, baby 

transported to high risk hospital 5 days 

after delivery of IUGR 28 wk 2-6 baby, 

PROM.  HX. PTD 

 

9. Establish a mechanism for review 

of records onsite to allow for more 

through examination of record.  

This will allow for review by 

Medical Director, as indicated. 

 

10. Mail to office request for records 

for all VLBW deliveries that did 

not deliver at a high risk facility 

according to the Service Report 

data keyed into a database for 

statistical analysis... 

 

11. Review VLBW deliveries with the 

Medical Directors evaluation of 

those deliveries, which are 

questionable.  

 

12. Run complete statistics for 2002 on 

this quality indicator and continue 

individualized reviews as the 

records are obtained from the 

offices 

 

 

13. Present a summary of the VLBW 

records reviewed at the QI 

committee meeting set for March 

12, 2004 

 

6.Quarter 3 2003 (September 

19th 2003) QI meeting 

 

 

 

 

 

 

 

 

 

 

 

7.Prior to next QI meeting 

Quarter 4 2003 *scheduled 

November 2003 

 

 

 

 

 

 

 

8.Prior to next QI meeting 

Quarter 4 2003 November 14, 

2004 

 

 

 

 

 

9.Deadline:  01-2004 

 

 

 

 

 

10. Deadline:  02-2004 

 

 

 

 

 

 

11.Deadline QI meeting  03-

12-2004 

 

 

 

12.Deadline QI meeting  03-

12-2004 

 

 

 

 

 

13. Deadline QI meeting  03-

12-2004 

 

 

 

6.   .Feedback on identified    

    trends and recommended  

    interventions. One VLBW  

    delivery was reviewed for  

    Quarter 1 2003 District 0.    

    Time for transfer from  

    hospital to high-risk facility  

   noted.  This was presented  

    at the September meeting  

    with the following        

    recommendations: 

 

7. Care was provided according to 

recognized standards of care and in 

accordance with hospital policies and 

procedures based on the level of care 

provided at the hospital 

 

 

 

 

 

8.  Maternal transport  occurs  

     if appropriate 

 

 

 

 

 

 

9.  Provide a more comprehensive 

review that allows for MD oversight 

 

 

 

 

10.  Complete medical record for 

evaluation by staff and Medical 

Director, as indicated 

 

 

 

 

11.  Complete medical record for 

evaluation by staff and Medical 

Director, as indicated. 

 

 

12. To meet program goals for VLBW 

as percentage of LBW deliveries and 

determine areas of focused 

concentration.  

 

 

 

13.  To review 100% of the sample 

available through the program. 
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14. Request 2 outstanding records from 

000 and 000. 

 

 

 

 

 

15. Discuss with the Care Coordinators 

the significance of recording 

delivery site accurately  

 

 

 

16. Develop a policy and procedure for 

medical record handling. 

 

 

 

 

 

 

17. Run statistics on VLBW deliveries 

by DHCP and site of delivery in 

addition to an overall statistical 

summary. 

 

 

18. Determine QI Committee opinion 

on activity continuation. 

 

19. Run statistics on VLBW  

       deliveries by DCHP and site  

      Of delivery.  Continue to 

       trend for 6 additional  

      Months. 

 

20. Run statistics on VLBW    

        deliveries by DHCP and site 

       Of delivery.  Continue to  

       trend for 3 months.       

 

 

21. Run statistics on VLBW deliveries 

by DHCP and site of delivery.  

Continue to trend for 3 months. 

 

 

 

 

22. Run statistics on VLBW deliveries 

by DHCP and site of delivery. 

Medicaid reported at Jam Session 

on 09/30/05 that this was now 

considered a known measure and 

should be reported, but not as a 

quality measure...  

 

23.  Continue to run statistics of 

      V LBW deliveries by DHCP 

  

 

14.Deadline 04-01-2004 

 

 

 

 

 

 

15. Deadline next Care 

Coordinator meeting - 

tentatively set for 05-14-

2004 

 

 

16. Deadline next QI 

Committee meeting 06-

2004.  Cancelled and 

rescheduled to 08-20-2004 

per State approval. 

 

 

17. Next QI Committee 

meeting tentatively 

scheduled for 08-2004. 

 

 

 

18. QI meeting scheduled for 

08-20-2004 

 

19. QI meeting  

        December 3,  

       2004. 

 

 

 

20. QI Committee Meeting 

March 11, 2005. 

 

 

 

 

21. Present to QI Committee 

Meeting in October 2005 

for recommendation 

 

 

 

 

22. Present Medicaid's 

recommendation to QI 

Committee meeting in 

October 2005 and discuss 

closure of activity 003. 

 

 

 

23.   Re-evaluate trends at     

February 2006 QI Committee 

 

 

14. To improve accurate recording of 

data on the Service Report to 

ensure appropriate sampling for 

VLBW deliveries occurring at non 

high-risk facilities.  

 

 

15. Awareness of the consequence of 

inaccurate recordings. 

 

 

 

 

16. Protection of PHI 

 

 

 

 

 

 

17. Assess for any statistical trends in 

delivery by DHCP for VLBW 

infants at non high-risk facilities 

 

 

 

18. Continue or discontinue activity.   

 

 

19. Assess trends. Continue to trend 

data.   Report findings to QI  

Committee. 

 

 

 

20. Continue to trend data for 3 

months. Report findings to QI 

Committee.  Request re-review of 

activity continuance. 

 

 

21. Continue to trend data for 3 

months. Report findings to QI 

Committee.  Request re-reviews of 

activity continuance. 

 

 

 

22. Continue to trend data awaiting final 

approval by QI Committee in October 

2005 to discontinue activity. 

 

 

 

 

 

23. Continue to trend data awaiting 

approval by QI Committee in February 
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     and site of delivery. Taking 

     the  recommendations made by 

  Medicaid, we will continue to gather 

data but not for a quality measure. Dr. 

voiced concern over outliers and 

suggests that we continue to trend a 

while longer to also gather data, but not 

for a quality measure. 

 

24.  Continue to run statistics by DHCP 

and site of delivery. Since Medicaid 

recommended this activity is a known 

measure, Medicaid and PC will continue 

to trend the data, but not for a quality 

measure. Recent trending analysis 

results revealed that from Jan. – Nov. 

2005 revealed 23 VLBW babies born 

outside High Risk facilities. Of the 23, a 

rate of 26% belonging to DHCP 

000.There were 2 sets of twins in which 

1 baby fit the criteria and 1 did not, in 

both sets. The QI Committee voted to 

investigate the twins’ records of DHCP 

000 further before deciding whether to 

include them in the data gathered for 

final analysis.  

 

 

25. Seventeen prenatal and delivery 

records of VLBW were received for 

review. There were 2 records from 

District that were questionable as to 

whether the babies should have been 

transferred to a High Risk facility for 

delivery. We. Will continue to trend this 

activity but not for a quality measure. 

Presented the summaries at the May 

2006 QI committee meeting. 

 

26. Four prenatal / delivery records of 

patient’s with VLBW   were received 

for review from Districts. There was one 

VLBW delivery recorded from 000 in 

District. This record was reviewed by 

the QI Committee. There were no trends 

noted for confrontation with any 

DHCP’s at this time. We will continue 

to trend this activity but not for a quality 

measure. Presented the summaries at the 

August 2006 QI committee meeting. 

  

27. Four prenatal / delivery records of 

patient’s with VLBW were received for 

review from District. Summaries of each 

patient were presented at the Dec. 2006 

QI Meeting. The QI committee members 

reviewed the records. Although two of 

the VLBW records were from (000), 

OB/GYN and two were noted from 

(000) – Dr O., the QI members all 

meeting and discuss closure of 

activity 003. 

 

 

 

 

 

 

 

24.  Re-evaluate and present 

trends at May 2006 QI 

Committee meeting and discuss 

recommendations. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

25. Re-evaluate and 

present trends at August 

2006 QI Committee 

meeting and discuss 

recommendations. 

 

 

 

 

 

 

 

26. Re-evaluate and present 

trends at December 2006 QI 

Committee meeting and discuss 

recommendations. 

 

 

 

 

 

 

 

 

 

27. Re-evaluate and present 

trends at March 2007 QI 

Committee meeting and discuss 

recommendations 

 

 

 

2006 to discontinue activity. 

 

 

 

 

 

 

 

 

24 .Continue to trend and assess data. 

Report findings to QI Committee. 

Request review of activity continuance. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

25. Continue to trend and assess data. 

Report findings to QI Committee. 

Request review of activity continuance. 

 

 

 

 

 

 

 

 

 

26. Continue to trend and assess data. 

Report findings to QI Committee. 

Request review of activity continuance. 

 

 

 

 

 

 

 

 

 

 

27. Continue to trend and assess data. 

Report findings to QI Committee. 

Request review of activity continuance. 
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agreed that the deliveries occurred 

abruptly and were monitored 

appropriately.  The committee did not 

find anything inappropriate with the 4 

VLBW deliveries. We will continue to 

trend this activity but not for a quality 

measure.  

 

 

 

 

28.   Continue to run statistics by DHCP 

and site of delivery. Since Medicaid 

recommended this activity is a known 

measure, Medicaid and PC will continue 

to trend the data, but not for a quality 

measure. Recent trending analysis 

results revealed that from 09/06 – 10/06, 

3 VLBW babies were born outside of 

high risk facilities in District. 

Summaries of each patient were 

reviewed at the March QI meeting by 

committee members. QI members 

agreed that all the deliveries were 

monitored appropriately. The committee 

did not find anything inappropriate with 

the 3 VLBW deliveries.   

 

  

 

 

 

 

 

 

 

 

 

 

 

 

28. Re-evaluate and present 

trends at June 2007 QI 

Committee meeting and discuss 

recommendations. 

 

 

 

 

 

 

 

 

 

 

 

 

28.  Continue to trend and assess data. 

Report findings to QI Committee. 

Request review of activity continuance 

 

 

 

 

 

Plan:  Presented the summaries of the VLBW records received for review to the March 2007 QI Committee meeting. 

The committee voted to continue to trend this activity but not for a quality measure.  Will continue to utilize the 

Medicaid database to run report on VLBW deliveries for each quarter.   Continue to trend and gather data for those 

deliveries occurring outside high risk facilities. Present any trends at each QI Committee and Care Coordinator update 

meetings.  Continue trending, analysis, and reporting indefinitely or until closure of    
Analysis Conducted by: 

Clinical Program Specialist 
Responsible Party: 

Clinical Program Specialist 

 

Purpose: To provide a summary of the affect of quality assurance activities undertaken in 

response to concerns identified by the Primary Contractor (PC). This form is to be completed for 

each activity undertaken prompted by the Medicaid’s QI Program or the Primary Contractor’s 

internal QA committee.  

 In completing the Quality Improvement Activity Summary provide complete details of 

the activity undertaken.  

 Noting the following: 

 Was there improvement? 

 Was the process by which improvement measured valid? 

 Were data analyses appropriate? 

 Were strong actions implemented? 

 Were actions timely? 

 Does this activity demonstrate meaningful improvement? 

 Is there clarification as to why this activity has or has not demonstrated meaningful 

improvement? 
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 Is follow- up required? If so what is the Plan? 



If you have questions or do not know what to do, 
call Medicaid toll-free at 1-800-362-1504.

Alabama Medicaid Agency 
Newborn Assignment Form
Please assign the newborn 

FOR:  (Mother’s Name)  _____________________________________________________________

 (Mother’s Medicaid Number)  ___________________________________________________

TO: Physician ___________________________________________________________________
    First  MI   Last

 Physician/Clinic’s Medicaid Provider number (if known) ______________________________

 Physician Address _____________________________________________________________

The Unborn/Medicaid Number of the baby is  _____________________________________________

Baby’s Name ______________________________________________________________________

Address __________________________________________________________________________ 

City _________________ Zip ______________ Phone Number (______)_______________________
                Area Code

I have been told that I can choose which Patient 1st doctor I want to care for my baby.

Signature of Parent/Guardian  ___________________________________     Date ________________

Name of Person Completing Form ______________________________________________________

Phone Number (______)______________________   FAX Number (______)____________________
                 Area Code                      Area Code

Remember:  If you send this form in, you do not need to call Medicaid!
A fi llable form is located at www.medicaid.alabama.gov. under the Resources tab; Patient 1st Forms

What you need to do 
1) Fill in all of the blanks on this form. Be sure to write neatly! Be sure to answer all the questions
      on this form. If we do not have all of the information, we cannot make the newborn assignment.
2)  To mail this form, you must place it in a stamped envelope and mail it to 
   Hewlett Packard (HP), 301 Technacenter Drive, Montgomery, AL 36117
3)   Or, fax the form to 334-215-4140.

Form 354-website-mail/fax                                      Alabama Medicaid Agency
8/2005 (Rev. 12/2013)         www.medicaid.alabama.gov
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MATERNITY CARE PROGRAM 

ADMINISTRATIVE REVIEW REQUEST FORM 

_____ ONLY Check this box if it is a HIGH RISK claim related to a delivery at USA or UAB 

 

Please attach original red drop-out claim forms for the recipient listed.  If the claim is not included, this form will be sent 
back to you.  This will cause a delay in administrative review process and claim processing.  Primary Contractors are 
required to forward claims received from subcontractors to Medicaid within 5 working days. 
 

Recipient Name ________________________________   DOB ________________________ 

 

Medicaid # ________________________________  County Code ____  EDC ___________ 

 

Type (check one)    _____Dropout   _____Outdated claim   _______Other 

 

Explanation for review request:  __________________________________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

Claims Attached: 

 

  Physician 

 Clinic Antepartum Provider    Anesthesiology 

 Radiology/Ultrasound     Other 

 

Date Dropout Fee Claim Filed?:     Yes        No            Date:_________________ 

 

Primary Contractor:  _________________________ District:  ___________________________ 

 

Submitted By:  ____________________________ Phone No.:  ___________________________ 

 

 

 

Medicaid Use Only: 

Date Reviewed:  ____________ Date Sent to EDS:  _____________  Date Returned to PC for add info:  ___________ 

 

Notes by Reviewer: 
______________________________________________________________________________________________ 
 
______________________________________________________________________________________________ 

 

______________________________________________________________________________________________ 
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MATERNITY CARE PROGRAM 

EXEMPTION REQUEST FORM 

 

 

MEDICAID RECIPIENT INFORMATION 

 

NAME______________________________  DOB__________________ EDC ______________ 

 

ADDRESS _________________________________________    City___________________ 

 

COUNTY ________________________     ZIP ____________________    DISTRICT   ______  

 

MEDICAID # ______________________    PRIMARY CONTRACTOR   _________________ 

 

DATE STARTED PRENATAL CARE: ________________ 

 

Signature of Program Director ____________________________   Date ________________ 

 

REASON FOR EXEMPTION REQUEST 

 

1.  MEDICAID ELIGILBILTY GRANTED LATE IN PREGNANCY _____ 

Date of Medicaid application ________ (date must be verified) 

Has the non-subcontracted provider agreed to continue pregnancy care and delivery for 

the recipient? _____ 

 

 

2.   HMO INSURANCE  

Name of Insurance Company ________________________________________ 

Policy #_____________________________   Effective Date _______________ 

3.  Other ___  Please attach documentation 

 

 

 

FOR MEDICAID USE ONLY 

Date Returned ________________  Approved__________   Denied________________ 

Reason_____________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________ 
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Maternity Care Program Smoking Cessation  

1. ____________________was smoking ____cigarettes per day at her first visit. 

2. ____________________was not smoking at her first visit. 

3. Smoking Cessation information given on _________. 

4. Provided Smoking Quitline number 1-800-Quit-Now (1-800-784-8669) 

on_________. 

5. Counseled on Smoking and Effects on Pregnancy on______.  

6. ___________________ was not smoking as per interview at postpartum visit. 

1st Encounter 

Date Smoking Status Action Taken Initials 

      Smoking 

        Has Quit 

Using Patches 

Counseled and 
Provided 

support 

  Praised and 
provided support     

 

 2nd Encounter 

Date Smoking Status Action Taken Initials 

      Smoking 

        Has Quit 

        Using     
Patches 

Counseled and 
Provided 

support 

  Praised and 
provided support    

 

Other Encounter 

Date Smoking Status Action Taken Initials 

    Smoking 

      Has Quit 

Using               
Patches 

Counseled 

    Praised     
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Service Database Web Elements  

1 

 

Medicaid ID Number 
Social Security Number  
Last Name, First Name 
Date of Birth 
Race 
County Code 
Prenatal Provider Number 
Prenatal Gravida/Para 
Date of 1st Prenatal Visit 
Weeks Gest. At 1st Visit 
Total # PNC Visits 
Psychosocial Risk Status At Time of Enrollment 
Date of Last Pregnancy 
Previous Fetal Loss 
Previous Preterm Births Less Than 37 Weeks 
Diabetic Counseling 
Diabetic Counseling Visit Date 
Pre Maternal Weight 
Post Maternal Weight 
Smoker or Recent Quitter 
Smoking Cessation until Postpartum Visit 
Delivery Provider 
Delivery Hospital 
Delivery Date 
Postpartum Care Coordination Encounter 
Postpartum Encounter Completed within 20 Days 
Total # of Care Coordination Encounters Completed 
Psychosocial Risk at Delivery 
Delivery Induced 
Delivery Induced Reason 
Gestational Age at Delivery Weeks 
Pregnancy Outcome 
Maternal Death 
Maternal Death Pregnancy Related 
Maternal Death Date 
Type of Delivery 
Infant Number 1 
Infant Weight # 1 
Infant in NICU #1 
Infant Number 2 
Infant Weight #2 
Infant in NICU #2 
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Service Database Web Elements  

2 

 

 
 

Infant Number #3 
Infant Weight #3 
Infant in NICU #3 
Infant Number 4 
Infant Weight #4 
Infant in NICU #4 
Infant Number 5 
Infant Weight #5 
Infant in NICU #5 
Home Visit Completed 
Postpartum Visit Date  
Breastfeeding at hospital discharge 
Breastfeeding at Postpartum Medical Visit 
Family Planning Visit Completed 
Postpartum Visit Completed 
Birth control method 
Status 
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This format is to be used to report meeting minutes to the Agency.  
 

PRIMARY CONTRACTOR’S NAME 
QUALITY ASSURANCE COMMITTEE MEETING MINUTES 

 
 District: 
 Date:    
 Quarter:    
 Location:    
 

Members Required Members 
Name  

Present/Absent Comments 

Program Director    

OB/GYN or Family 
Practice/Delivering 
Physician 

   

RN w/ OB experience    

Licensed Social Worker    

Members Recommended    

Medicaid  Consumer    

Other    
 

Call to Order: 
 
 

Approval of Minutes: 
 
 

Agenda: 
(To include but not limited to) 

 

I. Evaluation of Enrollment Process  
II. Grievances     
III. Internal and External QAPI activities 
IV. Performance Improvement Project 
V. Subcontractors and Recipients under and over utilization detection 
VI. Utilization of Medical Record Review information 
VII. Provider Network Issues 
 

General Discussion: 
 
 

Question and Answer: 
 
Adjournment: 
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MATERNITY CARE PROGRAM 

QUALITY IMPROVEMENT TRACKING LOG 
DISTRICT (SITE)____________________________________________ 
PRIMARY CONTRACTOR_____________________________________ 
QUARTER____________________YEAR_________________________ 

 
 

REVIEW 
SOURCE 

DATE 
ID’D 

PROVIDER 
OR 

RECIPIENT 
NAME 

QUALITY 
ISSUE 

PERSON 
RESPONSIBLE 

DATE TO 
QA 

COMMITTEE 

QA 
RECCOMENDATIONS 

FOLLOW-
UP 

QUALITY 
ISSUE 

OPEN/CLOSED   

DATE 
CLOSED 

 
 

         

 
 

         

 
 

         

 
 

         

 
 

         

 
 

         

 
 

         

 
 

         

 
 

         

 
 
 



PROVIDER AND RECIPIENT GRIEVANCE AND APPEAL LOG/SUMMARY REPORT

Attachment Eighteen DISTRICT (SITE):  QUARTER: 

Maternity Care Program PRIMARY CONTRACTOR:  

Operational Manual TOTAL GRIEVANCES

Effective 1.1.16  (ALL PATIENTS)

P-Provider PATIENT/ PATIENT DATE DATE OF COMPLAINT SITE GRIEVANCE: RESOLU- RESOLU- DATE LEVEL OF

R-Recipient PROVIDER MEDICAID RECEIVED OCCURRENCE CODE BRIEF EXPLANATORY LUTION TION RESOLVED GRIEVANCE

NAME/ADDRESS NUMBER SUMMARY CODE SUMMARY

COMPLAINT CODES: A. Staff,  B. Medical/MD,  C. Environment,  D. Billing,   E. Communication, F. Time,  G. Transportation,   H. Other 

RESOLUTION CODES: 1. Resolved    2.  Unresolved--Additional action needed,   3. Unresolved--Appeal process,   4. Unresolved--Fair Hearing

LEVEL CODES:  S - Standard,    E - Expedited
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Instructions for Completion of Grievance and Appeal Log 

The Complaint and Grievance Log is a mechanism of documenting and tracking complaints/grievances 

submitted by recipients or providers. It is an at-a-glance record of complaints from registration until 

resolution. It is maintained by the Primary Contractor and is submitted to the Medicaid QI Division 

quarterly.  After grievances are logged in on the grievance log, the Primary Contractor will e-mail the 

Maternity Care Associate Director within three working days of the grievance stating recipient name, 

Medicaid number, nature of grievance and disposition of grievance. 

Document appeals process and fair hearing process discussed with recipient. 

All appeal resolutions must be provided will be notified in writing to the recipient by the Primary 

Contractor. 

Items to be recorded are identified by column headers and are self-explanatory. A more detailed 

explanation of the codes required follows: 

Complaint Codes 

A.   Staff – can refer to problems or conflicts with staff in MD office, hospital, other medical 

facilities or care coordination. 

B.   Medical/MD – refers to concerns related to care provided by MD or other medical 

professionals. 

C.   Environment – refers to issues related to MD office, hospital or other facilities encountered by 

the recipient. 

D.   Billing – refers to coverage and payment issues encountered by the recipient  

E.   Communication – refers to any problems encountered by the recipient related to the timely 

transmission of information from those involved in providing prenatal care.  

F.   Time – refers to any issues the recipient has related to time spent waiting for MD or Care 

Coordinator, scheduling issues, etc. 

G.   Transportation – any difficulties related to transportation to MD visits, other health visits 

required due to pregnancy, etc. 

H.   Other – refers to any complaint or issue not identified in the above codes. 

Resolution Codes 

A. Resolved: issue resolved satisfactorily between recipient and those involved. 

B. Unresolved – additional action needed: issue has not been resolved and may require referral to 

the Grievance Committee. 

C. Unresolved – appeal process: issue has not been resolved satisfactorily by the Grievance 

Committee and the recipient appeals for further action. 

D. Unresolved – fair hearing: the recipient does not accept issue resolution and requests a fair 

hearing with Medicaid. 

Level Codes 

A. S – Standard: resolved within 90 days. 

B. E – Expedited: requires more immediate resolution within 48 hours. 
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Quarter Being Reported:

1 Number of deliveries

2 $ for DHCP delivery services

3 $ for DHCP and other services

4 $ other services

5 $ for anesthesia

6 # ultrasounds

7 $ ultrasounds

8 # home visits

9 $ home visits

10 $ associated cost

11 $ administrative cost

12 $ administrative and other services

13 $ care coordinator total

14 $ postpartum total 

15 Adjustments/recoups

Total   

16 TPL collected

17 TPL reported

Definition of Elements:

ONLY REPORT COSTS IN ONE CATEGORY

1 Report number of deliveries for which you received a global payment, including those with TPL.

2 If your physician payment only includes delivery services, indicate total paid.

3 If your physician payment includes delivery and other services, indicate total paid.

4 If your hospital payment is for services other than inpatient , indicate total paid.

5 Total paid for anesthesia services.

6 Number of ultrasounds provided

7 Total paid for ultrasound services.

8 Number of completed home visits.

9 Total paid for completed home visits.

10 Total paid for other services not defined in another category

11 If your administrative costs is only for operating expenses, indicate total paid.

12 If your administrative costs includes other costs and operating expenses, indicate total paid.

13 Total paid for care coordination services

14 Total paid for postpartum visits

15 The total dollar amount of monies recouped or adjusted this quarter

16 Total TPL collected from other payers

17 Total TPL amounts reported via claims



Report number of deliveries for which you received a global payment, including those with TPL.

If your physician payment only includes delivery services, indicate total paid.

If your physician payment includes delivery and other services, indicate total paid.

If your hospital payment is for services other than inpatient , indicate total paid.

If your administrative costs is only for operating expenses, indicate total paid.

If your administrative costs includes other costs and operating expenses, indicate total paid.
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Provider Network

Subcontractor Last 

Name

Subcontractor First 

Name

Subcontractor Middle 

Initial Group Name Service Street Address City State

Office 

Phone Fax Email

24-Hour 

Number Contact

DHCP

Anesthesia

Care Coordinator

Home Visit

Asst. Surgeon

Ultrasounds
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Exclusion List Check Form 

Self Attestation of Initial and Monthly Checks of Excluded Individuals and Entities (attach list of names of individuals/entities)  

Name of Provider or Entity:      

Month Year Complete    Exclusion List None 
Identified 

Identified/reported to AMA (see 
attached) 

*Initials Date 

 

 

January 20__  Checked the LEIE List        

   Checked the AMA Exclusion List      

           

February 20__  Checked the LEIE List       

   Checked the AMA Exclusion List      

           

March 20__  Checked the LEIE List       

   Checked the AMA Exclusion List      

           

April 20__  Checked the LEIE List       

   Checked the AMA Exclusion List      

           

May 20__  Checked the LEIE List       

   Checked the AMA Exclusion List      

           

June 20__  Checked the LEIE List       

   Checked the AMA Exclusion List      

           

July 20__  Checked the LEIE List       

   Checked the AMA Exclusion List      

           

August 20__  Checked the LEIE List       

   Checked the AMA Exclusion List      

           
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September 20__  Checked the LEIE List       

   Checked the AMA Exclusion List      

           

October 20__  Checked the LEIE List       

   Checked the AMA Exclusion List      

           

November 20__  Checked the LEIE List       

   Checked the AMA Exclusion List      

           

December 20__  Checked the LEIE List       

   Checked AMA Exclusion List      

           

I certify that  the above named entity has completed the monthly exclusion checks on both the LEIE Website and  the AMA Website on  potential/existing employees, and 
contractors (list attached) according to federal guidelines and regulations.  

  

  

*Signatures must match initials         

Signature:  Signature:   

                     

Websites:           

HHS Office of Inspector General LEIE Website: http://www.oig.hhs.gov/fraud/exclusions.asp     

Alabama Medicaid' Website/Fraud and Prevention Tab: www.medicaid.alabama.gov    

References:            

 Alabama Medicaid Agency's Provider Billing Manual, Chapter 7; Sections 7.3.1 and 7.3.2    

Alabama Medicaid Agency Program Integrity Division/Fraud and Abuse-1-866-452-4930    
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Maternity Program District Plan Codes Expenditures  

Paid Dates Between  FY 10/01/2012 - 09/30/2013 

       

District Plan Code Procedure Code & Description 

Recipient 
County Code 

and 
Description 

Undup 
Recipients 

Undup 
Claims 

Paid Amount 

P01 59400  - Obstetrical Care                         02 - Baldwin 1 1 $2,159.00 

    17 - Colbert 187 197 $385,956.74 

    26 - Elmore 1 1 $2,349.00 

    29 - Fayette 1 1 $2,226.00 

    30 - Franklin 137 141 $288,240.11 

    37 - Jefferson 1 1 $2,473.00 

    38 - Lamar 1 1 $2,473.00 

    39 - Lauderdale 331 334 $688,754.51 

    42 - Limestone 1 2 $2,226.00 

    45 - Madison 1 1 $2,226.00 

    47 - Marion 114 116 $245,528.86 

    63 - Tuscaloosa 1 2 $(1,920.00) 

    64 - Walker 2 2 $4,699.00 

    67 - Winston 4 4 $9,274.00 

  59400  - Obstetrical Care                           Sum: 804 $1,636,665.22 
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  59410  - Obstetrical Care                         17 - Colbert 6 6 $7,517.40 

    30 - Franklin 3 3 $3,290.40 

    39 - Lauderdale 9 9 $15,666.00 

    47 - Marion 2 3 $5,540.40 

  59410  - Obstetrical Care                           Sum: 21 $32,014.20 

  59510  - Cesarean Delivery                        17 - Colbert 136 139 $291,133.48 

    30 - Franklin 89 91 $186,697.71 

    37 - Jefferson 1 1 $0.00 

    39 - Lauderdale 178 180 $378,197.95 

    40 - Lawrence 1 1 $2,226.00 

    47 - Marion 79 80 $167,551.73 

    67 - Winston 1 1 $2,473.00 

  59510  - Cesarean Delivery                          Sum: 493 $1,028,279.87 

  59515  - Cesarean Delivery                        17 - Colbert 7 7 $10,877.94 

    30 - Franklin 2 2 $2,409.40 

    37 - Jefferson 1 1 $1,781.00 

    39 - Lauderdale 3 3 $5,835.80 

    47 - Marion 6 6 $6,798.40 

  59515  - Cesarean Delivery                          Sum: 19 $27,702.54 

P01     Sum: 1,337 $2,724,661.83 

      

P02 59400  - Obstetrical Care                         02 - Baldwin 1 1 $2,159.00 

    05 - Blount 1 1 $2,475.00 

    08 - Calhoun 1 1 $2,753.00 
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    22 - Cullman 1 1 $2,753.00 

    24 - Dallas 1 1 $2,159.00 

    25 - Dekalb 2 2 $5,368.00 

    28 - Etowah 1 1 $2,753.00 

    33 - Hale 1 1 $2,180.00 

    36 - Jackson 217 221 $545,386.82 

    40 - Lawrence 134 141 $308,687.54 

    42 - Limestone 222 224 $543,229.26 

    45 - Madison 1,141 1,161 $2,747,775.79 

    48 - Marshall 381 383 $960,364.07 

    49 - Mobile 1 1 $2,159.00 

    52 - Morgan 464 478 $1,127,940.70 

    58 - St.Clair 2 2 $5,231.00 

  59400  - Obstetrical Care                           Sum: 2,620 $6,263,374.18 

  59410  - Obstetrical Care                         28 - Etowah 1 1 $2,202.40 

    36 - Jackson 5 5 $9,031.20 

    40 - Lawrence 7 7 $12,660.20 

    42 - Limestone 13 14 $18,803.40 

    45 - Madison 57 58 $92,974.34 

    48 - Marshall 12 12 $17,641.60 

    52 - Morgan 12 13 $19,375.06 

    67 - Winston 1 1 $1,982.00 

  59410  - Obstetrical Care                           Sum: 111 $174,670.20 
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  59510  - Cesarean Delivery                        02 - Baldwin 1 1 $2,159.00 

    09 - Chambers 2 2 $5,254.00 

    22 - Cullman 1 1 $2,753.00 

    25 - Dekalb 2 2 $2,795.79 

    28 - Etowah 2 2 $5,231.00 

    36 - Jackson 102 103 $255,567.40 

    37 - Jefferson 1 1 $2,475.00 

    40 - Lawrence 67 68 $163,073.35 

    42 - Limestone 110 116 $267,045.36 

    45 - Madison 548 554 $1,288,763.07 

    46 - Marengo 1 1 $2,753.00 

    48 - Marshall 175 177 $418,633.07 

    52 - Morgan 213 217 $513,383.68 

    67 - Winston 1 1 $2,478.00 

  59510  - Cesarean Delivery                          Sum: 1,246 $2,932,364.72 

  59515  - Cesarean Delivery                        40 - Lawrence 1 1 $632.00 

    42 - Limestone 2 2 $2,834.40 

    45 - Madison 31 32 $45,591.31 

    48 - Marshall 1 1 $2,202.40 

    52 - Morgan 5 5 $8,546.40 

  59515  - Cesarean Delivery                          Sum: 41 $59,806.51 

P02     Sum: 4,018 $9,430,215.61 

      

P03 59400  - Obstetrical Care                         08 - Calhoun 560 593 $1,201,857.50 
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    10 - Cherokee 97 108 $210,096.54 

    14 - Clay 2 2 $4,489.00 

    15 - Cleburne 61 62 $139,028.00 

    25 - Dekalb 296 321 $605,446.76 

    28 - Etowah 470 502 $995,460.51 

    36 - Jackson 3 3 $6,763.00 

    37 - Jefferson 2 2 $4,461.00 

    48 - Marshall 1 1 $2,159.00 

    49 - Mobile 1 1 $2,159.00 

    56 - Randolph 1 1 $2,159.00 

    61 - Talladega 7 7 $15,685.00 

    67 - Winston 1 1 $2,187.00 

  59400  - Obstetrical Care                           Sum: 1,604 $3,191,951.31 

  59410  - Obstetrical Care                         08 - Calhoun 5 5 $7,251.80 

    10 - Cherokee 1 1 $1,727.00 

    15 - Cleburne 2 2 $2,580.00 

    25 - Dekalb 3 3 $5,885.60 

    28 - Etowah 10 10 $14,068.20 

    36 - Jackson 1 1 $1,727.00 

    37 - Jefferson 1 2 $1,841.60 

  59410  - Obstetrical Care                           Sum: 24 $35,081.20 

  59510  - Cesarean Delivery                        05 - Blount 1 1 $2,187.00 

    08 - Calhoun 226 237 $474,262.10 
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    10 - Cherokee 39 39 $82,998.00 

    14 - Clay 1 1 $2,159.00 

    15 - Cleburne 34 34 $75,806.00 

    25 - Dekalb 117 127 $243,454.72 

    28 - Etowah 224 240 $480,165.96 

    36 - Jackson 1 2 $2,187.00 

    37 - Jefferson 2 2 $4,387.00 

    45 - Madison 2 2 $5,231.00 

    48 - Marshall 2 2 $4,346.00 

    61 - Talladega 4 5 $5,038.00 

  59510  - Cesarean Delivery                          Sum: 692 $1,382,221.78 

  59515  - Cesarean Delivery                        08 - Calhoun 2 2 $3,477.00 

    10 - Cherokee 1 1 $1,727.00 

    15 - Cleburne 1 1 $1,750.00 

    25 - Dekalb 1 1 $2,092.00 

    28 - Etowah 1 1 $1,841.60 

  59515  - Cesarean Delivery                          Sum: 6 $10,887.60 

P03     Sum: 2,326 $4,620,141.89 

      

P04 59400  - Obstetrical Care                         02 - Baldwin 2 2 $1,214.50 

    04 - Bibb 86 86 $192,054.00 

    29 - Fayette 69 71 $138,135.13 

    32 - Greene 1 1 $2,159.00 

    33 - Hale 2 2 $4,760.00 
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    37 - Jefferson 10 11 $20,063.00 

    38 - Lamar 46 46 $98,797.55 

    46 - Marengo 3 3 $5,050.00 

    47 - Marion 1 1 $2,159.00 

    54 - Pickens 68 68 $148,287.00 

    59 - Shelby 1 2 $0.00 

    60 - Sumter 1 1 $2,261.00 

    61 - Talladega 1 1 $2,159.00 

    63 - Tuscaloosa 714 736 $1,532,431.87 

  59400  - Obstetrical Care                           Sum: 1,031 $2,149,531.05 

  59410  - Obstetrical Care                         04 - Bibb 4 4 $5,575.00 

    37 - Jefferson 1 1 $0.00 

    38 - Lamar 1 1 $1,904.00 

    54 - Pickens 2 2 $1,904.00 

    63 - Tuscaloosa 37 40 $50,496.40 

  59410  - Obstetrical Care                           Sum: 48 $59,879.40 

  59510  - Cesarean Delivery                        01 - Autauga 1 1 $2,286.00 

    02 - Baldwin 1 1 $2,159.00 

    04 - Bibb 40 40 $91,069.00 

    16 - Coffee 1 1 $2,414.00 

    29 - Fayette 36 36 $74,896.76 

    35 - Houston 1 1 $679.00 

    37 - Jefferson 3 3 $6,919.00 
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    38 - Lamar 35 36 $73,647.60 

    49 - Mobile 1 1 $2,159.00 

    54 - Pickens 51 53 $100,715.00 

    59 - Shelby 2 2 $3,785.00 

    63 - Tuscaloosa 385 398 $803,628.29 

    64 - Walker 1 1 $2,228.00 

  59510  - Cesarean Delivery                          Sum: 574 $1,166,585.65 

  59515  - Cesarean Delivery                        04 - Bibb 2 2 $2,381.00 

    29 - Fayette 2 2 $3,536.00 

    38 - Lamar 2 2 $3,631.00 

    54 - Pickens 2 2 $2,381.00 

    63 - Tuscaloosa 13 15 $16,796.00 

  59515  - Cesarean Delivery                          Sum: 23 $28,725.00 

P04     Sum: 1,676 $3,404,721.10 

      

P05 59400  - Obstetrical Care                         01 - Autauga 1 1 $2,228.00 

    02 - Baldwin 2 2 $4,456.00 

    05 - Blount 194 196 $431,538.00 

    08 - Calhoun 3 3 $7,425.00 

    11 - Chilton 180 181 $416,029.86 

    18 - Conecuh 1 1 $2,228.00 

    22 - Cullman 317 322 $692,571.28 

    24 - Dallas 2 2 $4,408.00 

    27 - Escambia 2 2 $4,703.00 
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    28 - Etowah 2 2 $3,663.88 

    29 - Fayette 5 6 $8,066.50 

    30 - Franklin 1 1 $2,349.00 

    36 - Jackson 1 1 $2,228.00 

    37 - Jefferson 2,562 2,592 $5,801,695.09 

    39 - Lauderdale 1 1 $2,475.00 

    41 - Lee 2 2 $4,703.00 

    42 - Limestone 1 1 $2,475.00 

    45 - Madison 3 3 $6,934.00 

    47 - Marion 1 1 $2,473.00 

    48 - Marshall 1 1 $2,228.00 

    49 - Mobile 3 3 $6,477.00 

    52 - Morgan 2 2 $4,950.00 

    58 - St.Clair 289 295 $651,800.58 

    59 - Shelby 376 380 $831,751.14 

    60 - Sumter 1 1 $2,228.00 

    61 - Talladega 4 4 $7,490.00 

    63 - Tuscaloosa 5 5 $9,648.00 

    64 - Walker 283 288 $624,360.53 

    66 - Wilcox 1 1 $2,159.00 

    67 - Winston 100 101 $229,611.80 

  59400  - Obstetrical Care                           Sum: 4,401 $9,775,353.66 

  59410  - Obstetrical Care                         05 - Blount 10 10 $14,407.80 
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    08 - Calhoun 1 1 $(1,782.00) 

    11 - Chilton 7 7 $9,504.00 

    22 - Cullman 8 8 $11,538.00 

    37 - Jefferson 70 74 $100,261.41 

    47 - Marion 1 1 $554.00 

    58 - St.Clair 5 6 $6,674.00 

    59 - Shelby 14 16 $16,288.00 

    63 - Tuscaloosa 1 1 $1,109.49 

    64 - Walker 6 6 $11,484.00 

    67 - Winston 1 1 $1,782.00 

  59410  - Obstetrical Care                           Sum: 131 $171,820.70 

  59510  - Cesarean Delivery                        01 - Autauga 1 1 $2,351.00 

    04 - Bibb 1 1 $2,475.00 

    05 - Blount 85 85 $184,431.35 

    11 - Chilton 88 89 $204,730.49 

    22 - Cullman 153 155 $335,413.26 

    24 - Dallas 2 2 $4,950.00 

    27 - Escambia 1 1 $2,159.00 

    29 - Fayette 1 1 $2,475.00 

    37 - Jefferson 1,288 1,305 $2,906,462.87 

    45 - Madison 2 2 $3,586.00 

    46 - Marengo 1 1 $2,228.00 

    48 - Marshall 3 3 $6,931.00 
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51 - 
Montgomery 

2 2 $4,456.00 

    52 - Morgan 1 1 $2,475.00 

    58 - St.Clair 157 158 $347,746.40 

    59 - Shelby 172 176 $380,651.73 

    61 - Talladega 3 3 $7,056.00 

    63 - Tuscaloosa 1 1 $2,159.00 

    64 - Walker 127 128 $281,688.42 

    67 - Winston 49 50 $102,020.00 

  59510  - Cesarean Delivery                          Sum: 2,165 $4,786,445.52 

  59515  - Cesarean Delivery                        05 - Blount 7 7 $6,240.96 

    11 - Chilton 2 2 $965.00 

    17 - Colbert 1 1 $1,782.00 

    22 - Cullman 6 6 $7,036.50 

    37 - Jefferson 25 26 $20,244.58 

    59 - Shelby 4 4 $5,068.00 

    64 - Walker 6 6 $6,848.00 

    67 - Winston 1 1 $280.00 

  59515  - Cesarean Delivery                          Sum: 53 $48,465.04 

P05     Sum: 6,750 $14,782,084.92 

      

P06 59400  - Obstetrical Care                         01 - Autauga 1 1 $2,477.00 

    08 - Calhoun 2 2 $4,706.00 

    09 - Chambers 1 1 $2,477.00 

    11 - Chilton 1 1 $2,353.00 



12 
 

    14 - Clay 45 48 $95,626.71 

    15 - Cleburne 1 1 $2,477.00 

    19 - Coosa 26 26 $56,121.00 

    26 - Elmore 1 1 $2,477.00 

    47 - Marion 1 1 $2,226.00 

    56 - Randolph 83 87 $194,849.62 

    58 - St.Clair 1 1 $2,228.00 

    61 - Talladega 304 313 $650,961.58 

    62 - Tallapoosa 126 136 $278,378.82 

    64 - Walker 1 1 $2,753.00 

  59400  - Obstetrical Care                           Sum: 620 $1,300,111.73 

  59410  - Obstetrical Care                         14 - Clay 1 1 $1,783.00 

    19 - Coosa 1 1 $1,783.00 

    56 - Randolph 4 4 $5,882.00 

    61 - Talladega 5 6 $5,427.80 

    62 - Tallapoosa 3 3 $4,944.80 

    64 - Walker 1 1 $0.00 

  59410  - Obstetrical Care                           Sum: 16 $19,820.60 

  59510  - Cesarean Delivery                        01 - Autauga 1 1 $2,229.00 

    08 - Calhoun 1 1 $2,229.00 

    14 - Clay 42 43 $91,715.88 

    19 - Coosa 23 23 $52,035.00 

    26 - Elmore 1 1 $2,229.00 
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    52 - Morgan 1 1 $2,478.00 

    56 - Randolph 56 58 $130,442.42 

    58 - St.Clair 2 2 $2,874.88 

    61 - Talladega 247 256 $537,453.20 

    62 - Tallapoosa 170 179 $374,258.92 

  59510  - Cesarean Delivery                          Sum: 565 $1,197,945.30 

  59515  - Cesarean Delivery                        56 - Randolph 1 1 $1,981.60 

    61 - Talladega 3 3 $5,746.20 

    62 - Tallapoosa 6 7 $7,512.54 

  59515  - Cesarean Delivery                          Sum: 11 $15,240.34 

P06     Sum: 1,212 $2,533,117.97 

      

P07 59400  - Obstetrical Care                         32 - Greene 47 47 $92,791.00 

    33 - Hale 80 82 $165,737.50 

    46 - Marengo 2 2 $4,318.00 

    60 - Sumter 1 1 $2,175.00 

    63 - Tuscaloosa 2 2 $4,339.00 

  59400  - Obstetrical Care                           Sum: 134 $269,360.50 

  59410  - Obstetrical Care                         32 - Greene 2 2 $3,471.00 

    33 - Hale 3 4 $3,938.00 

  59410  - Obstetrical Care                           Sum: 6 $7,409.00 

  59510  - Cesarean Delivery                        32 - Greene 31 32 $59,655.00 

    33 - Hale 49 51 $98,915.00 

    63 - Tuscaloosa 4 4 $8,496.58 
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  59510  - Cesarean Delivery                          Sum: 87 $167,066.58 

  59515  - Cesarean Delivery                        33 - Hale 3 3 $3,948.00 

  59515  - Cesarean Delivery                          Sum: 3 $3,948.00 

P07     Sum: 230 $447,784.08 

      

P08 59400  - Obstetrical Care                         12 - Choctaw 61 64 $124,946.60 

    46 - Marengo 77 80 $159,872.61 

    60 - Sumter 59 62 $119,324.94 

    63 - Tuscaloosa 1 1 $2,175.00 

  59400  - Obstetrical Care                           Sum: 207 $406,319.15 

  59410  - Obstetrical Care                         12 - Choctaw 6 6 $10,401.00 

    46 - Marengo 1 1 $1,727.00 

    60 - Sumter 1 1 $1,727.00 

  59410  - Obstetrical Care                           Sum: 8 $13,855.00 

  59510  - Cesarean Delivery                        12 - Choctaw 19 19 $37,969.15 

    37 - Jefferson 1 1 $2,159.00 

    38 - Lamar 1 1 $2,380.00 

    46 - Marengo 77 81 $155,658.26 

    53 - Perry 1 1 $2,175.00 

    60 - Sumter 48 52 $99,591.26 

    63 - Tuscaloosa 1 1 $2,159.00 

  59510  - Cesarean Delivery                          Sum: 156 $302,091.67 

  59515  - Cesarean Delivery                        12 - Choctaw 2 2 $3,467.00 

    46 - Marengo 1 1 $1,740.00 
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    60 - Sumter 1 1 $1,727.00 

  59515  - Cesarean Delivery                          Sum: 4 $6,934.00 

P08     Sum: 375 $729,199.82 

      

P09 59400  - Obstetrical Care                         24 - Dallas 272 287 $541,903.83 

    46 - Marengo 1 1 $2,159.00 

    
51 - 
Montgomery 

4 4 $6,540.00 

    53 - Perry 49 50 $98,397.17 

    63 - Tuscaloosa 1 1 $2,159.00 

    66 - Wilcox 79 81 $167,989.00 

  59400  - Obstetrical Care                           Sum: 424 $819,148.00 

  59410  - Obstetrical Care                         24 - Dallas 15 17 $24,071.23 

    
51 - 
Montgomery 

1 1 $1,744.00 

    53 - Perry 4 4 $3,906.00 

    66 - Wilcox 2 2 $469.00 

  59410  - Obstetrical Care                           Sum: 24 $30,190.23 

  59510  - Cesarean Delivery                        01 - Autauga 1 1 $2,159.00 

    11 - Chilton 1 1 $334.00 

    24 - Dallas 130 134 $261,695.83 

    
51 - 
Montgomery 

1 1 $2,286.00 

    53 - Perry 29 29 $57,054.81 

    63 - Tuscaloosa 1 1 $2,180.00 

    66 - Wilcox 36 36 $76,594.00 

  59510  - Cesarean Delivery                          Sum: 203 $402,303.64 



16 
 

  59515  - Cesarean Delivery                        24 - Dallas 10 16 $7,479.00 

    53 - Perry 1 2 $744.00 

    66 - Wilcox 1 1 $1,727.00 

  59515  - Cesarean Delivery                          Sum: 19 $9,950.00 

P09     Sum: 670 $1,261,591.87 

      

P10 59400  - Obstetrical Care                         01 - Autauga 173 178 $343,808.96 

    03 - Barbour 1 1 $416.00 

    06 - Bullock 51 52 $104,515.00 

    07 - Butler 109 110 $224,397.80 

    09 - Chambers 1 1 $2,286.00 

    11 - Chilton 1 1 $503.00 

    16 - Coffee 1 1 $2,286.00 

    18 - Conecuh 1 1 $2,286.00 

    20 - Covington 1 1 $2,286.00 

    21 - Crenshaw 53 53 $109,134.60 

    23 - Dale 1 1 $2,159.00 

    24 - Dallas 3 4 $6,433.00 

    26 - Elmore 279 286 $571,600.72 

    33 - Hale 1 1 $2,159.00 

    35 - Houston 1 1 $2,172.00 

    37 - Jefferson 2 2 $2,669.00 

    41 - Lee 2 2 $815.00 

    43 - Lowndes 62 63 $121,760.13 
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    44 - Macon 1 1 $2,172.00 

    47 - Marion 1 1 $2,473.00 

    49 - Mobile 4 4 $6,988.00 

    
51 - 
Montgomery 

1,099 1,111 $2,311,023.89 

    55 - Pike 123 131 $252,234.50 

    62 - Tallapoosa 3 3 $6,731.00 

  59400  - Obstetrical Care                           Sum: 2,010 $4,083,309.60 

  59410  - Obstetrical Care                         01 - Autauga 10 10 $15,149.00 

    06 - Bullock 2 2 $2,587.60 

    07 - Butler 3 3 $1,702.80 

    21 - Crenshaw 1 1 $1,738.00 

    26 - Elmore 7 7 $7,317.20 

    43 - Lowndes 1 1 $1,828.80 

    
51 - 
Montgomery 

40 40 $65,758.00 

    55 - Pike 3 3 $5,282.80 

  59410  - Obstetrical Care                           Sum: 67 $101,364.20 

  59510  - Cesarean Delivery                        01 - Autauga 92 94 $188,130.60 

    06 - Bullock 25 25 $54,916.00 

    07 - Butler 71 71 $145,000.00 

    11 - Chilton 1 1 $419.00 

    16 - Coffee 1 1 $2,159.00 

    21 - Crenshaw 30 30 $61,947.84 

    24 - Dallas 1 1 $2,286.00 
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    26 - Elmore 164 166 $343,456.60 

    43 - Lowndes 41 42 $85,662.00 

    49 - Mobile 1 1 $2,159.00 

    50 - Monroe 1 1 $2,172.00 

    
51 - 
Montgomery 

610 629 $1,239,529.28 

    55 - Pike 85 87 $170,079.00 

    59 - Shelby 1 1 $2,286.00 

    62 - Tallapoosa 1 1 $466.00 

  59510  - Cesarean Delivery                          Sum: 1,151 $2,300,668.32 

  59515  - Cesarean Delivery                        07 - Butler 1 1 $1,727.00 

    26 - Elmore 4 4 $5,766.60 

    43 - Lowndes 1 1 $1,727.00 

    
51 - 
Montgomery 

9 9 $12,126.28 

  59515  - Cesarean Delivery                          Sum: 15 $21,346.88 

P10     Sum: 3,243 $6,506,689.00 

      

P11 59400  - Obstetrical Care                         03 - Barbour 122 123 $318,099.00 

    09 - Chambers 162 162 $406,704.00 

    17 - Colbert 1 2 $606.00 

    23 - Dale 2 2 $5,168.00 

    41 - Lee 510 521 $1,276,651.00 

    42 - Limestone 2 2 $5,231.00 

    44 - Macon 86 86 $215,332.00 
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    48 - Marshall 1 1 $2,478.00 

    
51 - 
Montgomery 

1 1 $2,286.00 

    57 - Russell 287 290 $734,346.00 

    63 - Tuscaloosa 1 1 $2,159.00 

  59400  - Obstetrical Care                           Sum: 1,191 $2,969,060.00 

  59410  - Obstetrical Care                         03 - Barbour 4 4 $8,296.00 

    09 - Chambers 12 12 $21,600.00 

    41 - Lee 27 27 $46,662.00 

    44 - Macon 4 5 $7,794.00 

    57 - Russell 11 11 $23,780.00 

  59410  - Obstetrical Care                           Sum: 59 $108,132.00 

  59510  - Cesarean Delivery                        03 - Barbour 50 51 $126,096.00 

    09 - Chambers 88 90 $216,681.00 

    37 - Jefferson 1 1 $2,489.00 

    41 - Lee 176 179 $407,950.00 

    44 - Macon 39 39 $100,295.00 

    47 - Marion 1 1 $2,473.00 

    52 - Morgan 1 1 $2,478.00 

    57 - Russell 125 127 $319,803.00 

    62 - Tallapoosa 1 1 $2,765.00 

  59510  - Cesarean Delivery                          Sum: 490 $1,181,030.00 

  59515  - Cesarean Delivery                        03 - Barbour 2 2 $4,424.00 

    09 - Chambers 3 3 $3,899.00 
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    41 - Lee 7 7 $10,268.00 

    44 - Macon 6 6 $10,070.00 

    57 - Russell 7 7 $15,043.00 

  59515  - Cesarean Delivery                          Sum: 25 $43,704.00 

P11     Sum: 1,765 $4,301,926.00 

      

P12 59400  - Obstetrical Care                         02 - Baldwin 685 696 $1,427,853.19 

    08 - Calhoun 1 1 $2,316.00 

    13 - Clarke 84 84 $173,813.62 

    16 - Coffee 1 1 $2,541.00 

    18 - Conecuh 63 64 $131,797.00 

    20 - Covington 208 214 $422,009.21 

    21 - Crenshaw 1 1 $2,159.00 

    23 - Dale 1 1 $2,316.00 

    27 - Escambia 145 147 $294,756.03 

    32 - Greene 1 1 $2,200.00 

    37 - Jefferson 1 1 $2,475.00 

    49 - Mobile 4 4 $8,950.00 

    50 - Monroe 75 76 $149,590.16 

    
51 - 
Montgomery 

1 2 $589.11 

    63 - Tuscaloosa 1 1 $2,380.00 

    
65 - 
Washington 

39 39 $82,581.00 

  59400  - Obstetrical Care                           Sum: 1,333 $2,708,326.32 



21 
 

  59410  - Obstetrical Care                         02 - Baldwin 11 11 $13,589.20 

    18 - Conecuh 2 2 $2,149.80 

    20 - Covington 8 9 $11,807.20 

    27 - Escambia 5 5 $9,012.40 

    50 - Monroe 4 4 $7,285.40 

  59410  - Obstetrical Care                           Sum: 31 $43,844.00 

  59510  - Cesarean Delivery                        02 - Baldwin 294 297 $615,696.04 

    13 - Clarke 72 74 $151,464.14 

    18 - Conecuh 48 48 $95,478.20 

    20 - Covington 76 77 $158,969.83 

    27 - Escambia 159 162 $324,171.34 

    46 - Marengo 1 1 $2,316.00 

    49 - Mobile 3 3 $4,734.00 

    50 - Monroe 68 69 $138,270.95 

    
51 - 
Montgomery 

1 1 $2,159.00 

    
65 - 
Washington 

28 28 $62,773.00 

  59510  - Cesarean Delivery                          Sum: 760 $1,556,032.50 

  59515  - Cesarean Delivery                        02 - Baldwin 4 4 $4,658.80 

    18 - Conecuh 1 1 $1,852.80 

    20 - Covington 1 1 $1,727.00 

    27 - Escambia 2 2 $2,156.00 

    46 - Marengo 1 1 $697.06 

    49 - Mobile 1 1 $1,852.80 
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    50 - Monroe 1 1 $1,852.80 

  59515  - Cesarean Delivery                          Sum: 11 $14,797.26 

P12     Sum: 2,135 $4,323,000.08 

      

P13 59400  - Obstetrical Care                         03 - Barbour 2 2 $4,828.00 

    16 - Coffee 217 220 $473,853.09 

    20 - Covington 1 1 $2,287.00 

    21 - Crenshaw 1 1 $2,287.00 

    23 - Dale 168 170 $374,132.83 

    31 - Geneva 124 124 $277,975.50 

    34 - Henry 55 57 $123,063.57 

    35 - Houston 435 448 $996,385.49 

    55 - Pike 2 2 $3,034.17 

  59400  - Obstetrical Care                           Sum: 1,025 $2,257,846.65 

  59410  - Obstetrical Care                         16 - Coffee 4 4 $5,490.00 

    23 - Dale 4 4 $7,725.60 

    31 - Geneva 1 1 $1,830.00 

    35 - Houston 3 3 $5,895.60 

  59410  - Obstetrical Care                           Sum: 12 $20,941.20 

  59510  - Cesarean Delivery                        03 - Barbour 2 2 $4,903.00 

    16 - Coffee 68 69 $157,216.52 

    21 - Crenshaw 1 1 $0.00 

    23 - Dale 102 105 $231,756.63 

    31 - Geneva 80 80 $192,356.27 
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    34 - Henry 32 35 $74,321.30 

    35 - Houston 313 320 $732,809.51 

    37 - Jefferson 1 1 $2,475.00 

    49 - Mobile 1 1 $2,159.00 

    
51 - 
Montgomery 

1 1 $2,172.00 

  59510  - Cesarean Delivery                          Sum: 615 $1,400,169.23 

  59515  - Cesarean Delivery                        16 - Coffee 1 1 $1,830.00 

    23 - Dale 1 1 $2,032.80 

    34 - Henry 1 1 $1,830.00 

    35 - Houston 4 4 $7,595.30 

  59515  - Cesarean Delivery                          Sum: 7 $13,288.10 

P13     Sum: 1,659 $3,692,245.18 

      

P14 59400  - Obstetrical Care                         02 - Baldwin 8 8 $17,900.00 

    05 - Blount 1 1 $2,159.00 

    35 - Houston 1 1 $2,541.00 

    48 - Marshall 1 1 $2,159.00 

    49 - Mobile 2,028 2,066 $4,194,422.26 

    58 - St.Clair 1 1 $2,475.00 

    
65 - 
Washington 

2 2 $4,318.00 

    66 - Wilcox 1 1 $2,159.00 

  59400  - Obstetrical Care                           Sum: 2,081 $4,228,133.26 

  59410  - Obstetrical Care                         02 - Baldwin 1 1 $1,852.80 

    23 - Dale 1 1 $1,830.00 
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    49 - Mobile 10 10 $17,272.00 

  59410  - Obstetrical Care                           Sum: 12 $20,954.80 

  59510  - Cesarean Delivery                        02 - Baldwin 1 1 $2,316.00 

    07 - Butler 1 1 $2,159.00 

    46 - Marengo 1 1 $2,159.00 

    49 - Mobile 1,200 1,221 $2,459,328.97 

    62 - Tallapoosa 1 1 $2,159.00 

    63 - Tuscaloosa 1 1 $2,159.00 

  59510  - Cesarean Delivery                          Sum: 1,226 $2,470,280.97 

  59515  - Cesarean Delivery                        49 - Mobile 5 6 $6,908.80 

  59515  - Cesarean Delivery                          Sum: 6 $6,908.80 

P14     Sum: 3,325 $6,726,277.83 

      

      Sum Total : 30,721 $65,483,657.18 
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Maternity Care Program  
Operational Manual 
Effective 1.1.16  

 

 

Maternity Care Program 

Third Party Insurance Verification 
 

To Whom It May Concern: 

 The following is a form seeking verification of health/medical insurance information – as 

required by Medicaid – for the following person.  Please note that a release of information is 

included.  

 

I, ____________________________give permission for the _____________________________ 
(patient’s full name)      (Insurance Company) 

and/or Personnel Department of _________________________________to release the following 
     (Work place of insurance holder) 

information concerning my insurance coverage to _____________________________________. 
       (name of Primary Contractor) 

Patient Signature:_________________________________ Date:_____________________ 

 

PATIENT INFORMATION 
 

Name _____________________________________________Date of Birth_________________ 

Address_______________________________________________________________________ 

City___________________________County____________________State_________________ 

Zip____________________________SS#___________________________________________ 

Name and Address of Insurance Company ___________________________________________ 

___________________________________________________Phone_____________________ 

Policyholder’s Name____________________________________________________________ 

Relationship to Patient___________________________________________________________ 

Policy # ______________________________________________________________________ 

Other Pertinent Data_____________________________________________________________ 

 

TO BE COMPLETED BY INSURANCE COMPANY/PERSONNEL DEPARTMENT 
Does the above named person have maternity coverage?    Yes____No____ 

 

When did coverage begin?  Month____Day____End Date: Month____Day____Year____ 

 

Is Pre-Certification required?  Yes_____No_____ 

 

Additional Comments: ___________________________________________________________________________ 

 

Signed: _______________________________________________________________________________________ 

 

Where should claims be filed? _______________________________________________________________________ 

 

___________________________________________________________________________________________________________ 
 

Telephone Verification:  Yes____No____Date___________ Made by:______________________ 

 

Please return form within 30 days to: ________________________________________________ 

________________________________________________________________________ 
If you have any questions, please call________________________________________________ 

(If possible, please include copy of policy booklet or pertinent sections.  Thank you for your 

assistance) 
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Attachment Twenty-five 
Maternity Care Program 
Operational Manual 
Effective 1.1.2016    
 

Encounter Data Request 
    

 Field at Header Level Comment Format Example 

 ICN Claim Reference Number Character 123456 

 Recipient ID Unique identification number for a recipient Character 55555555 

 Medicaid ID 
Medicaid ID of the recipient if it is different 
from the Recipient ID Character 500009999999 

 Recipient Age   Numeric 45 

 Billing Provider NPI   Character 7654321891 

 Performing Provider NPI   Character 6543219876 

 Referring Provider NPI   Character 7412589635 

 From Date of Service   mm/dd/yyyy 01/31/2012 

 Admission Date   mm/dd/yyyy 01/31/2012 

 Discharge Date   mm/dd/yyyy 02/02/2012 

 To Date of Service   mm/dd/yyyy 02/02/2012 

 Paid Date   mm/dd/yyyy 03/24/2012 

 Claim Type   Character I 

 Fund Code   Character Physician 

 Place of Service Code   Character IP 

 Claim Status Paid, denied, etc. Character xyz 

 Emergency Code   Character xyz 

 Allowed Amount   Numeric 100 

 Billed Amount   Numeric 65 

 Copay Amount   Numeric 5 
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 Encounter Amount   Numeric 65 

 Other Insurance Amount   Numeric 35 

 Paid Amount   Numeric 50 

 Hdr Diagnosis 1 - Code   Character V91.99 

 Hdr Diagnosis 2 - Code   Character 580.0 

 Hdr Diagnosis 3 - Code   Character 800.45 

 Hdr Diagnosis 4 - Code   Character 999.9 

 Hdr Diagnosis 5 - Code   Character 845.45 

 Hdr Diagnosis 6 - Code   Character 046.1 

 Hdr Diagnosis 7 - Code   Character E001.1 

 Hdr Diagnosis 8 - Code   Character 390 

 Hdr Diagnosis 9 - Code   Character 285.5 

 Hdr Diagnosis 10 - Code   Character 189.7 

 Hdr Diagnosis 11 - Code   Character E999.1 

 Hdr Diagnosis 12 - Code   Character 139.8 

     

 Field at Detail Level Comment Format Example 

 ICN   Character 123456 

 Detail Number   Character 3 

 Current Recipient ID   Character 55555555 

 Detail Status   Character xyz 

 Paid Amount   Numeric 50 

 Billed Quantity   Numeric 10 

 Primary Diagnosis Code   Character 90545 

 Secondary Diagnosis Code   Character E8002 

 Diagnosis Code 3   Character 82125 

 Diagnosis Code 4   Character 00100 

 Procedure Code   Character 90545 

 First Modifier Code   Character 26 

 Second Modifier Code   Character 54 
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 Third Modifier Code   Character TC 

 Fourth Modifier Code   Character 62 

 



Attachment Twenty-six 
Maternity Care Program  
Operational Manual 
Effective 1.1.16  

 

 

Maternity Care Program Intake Form 

       Recipient Name____________________________________________________ 

   Date of Birth_______________________________________________________ 

   Address___________________________________________________________ 

   County of Residence_________________________________________________ 

   Social Security Number______________________________________________ 

   Medicaid Number__________________________________________________ 

   If no assistance is required with Medicaid application, provide to eligibility ____ 

   DHCP selected____________________________________________________ 

   Notified DHCP & 1st appointment obtained______________________________ 

   Risk Status assigned________________________________________________  
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Amendment I to RFP 2015-MCMS-01 

 

08/14/2015 
 

NOTE THE FOLLOWING AND ATTACHED ADDITIONS, DELETIONS AND/OR 

CHANGES TO THE REQUIREMENTS FOR THE REQUEST FOR PROPOSAL NUMBER: 

2015-MCMS-01. THIS AMENDMENT MUST BE INCLUDED IN THE VENDOR’S 

RESPONSE AND MEET THE REQUIREMENTS AS DEFINED IN THE RFP. 

 

THE VENDOR MUST SIGN AND RETURN THIS AMENDMENT WITH THEIR 

PROPOSAL. 

 

 

  



 

Amendment I to RFP 2015-MCMS-01      Page 2 of 2 

    

I. Section III, Pricing, page 41, Section D change as follows: 

Section D. currently reads as: 

Actuary reviews will be completed as often as necessary to keep all payments actuarially 

sound. Circumstances for actuary reviews include, but are not limited to, significant 

changes to baseline data, significant program changes by the state, or significant changes 

in financial condition.  

Revised as: 

Actuary reviews will be completed annually and as often as necessary to keep all 

payments actuarially sound. Circumstances for actuary reviews include, but are not 

limited to, significant changes to baseline data, significant program changes by the state, 

or significant changes in financial condition.  

 
 

II. Section VI, Corporate Background and References, page 46, add Section d. as follows: 

d. Furnish three (3) references for projects of similar size and scope, including contact 

name, title, telephone number, and address. You may not use any Alabama Medicaid 

Agency personnel as a reference. 

 

 

 

I hereby acknowledge the receipt of Addendum I to RFP 2015-MCMS-01. 

 

 

__________________________________  _______________________ 

Authorized Vendor Signature     Date 

 

 

 

__________________________________ 

Vendor Organization 
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Amendment II to RFP 2015-MCMS-01 

 
08/17/2015 

 
NOTE THE FOLLOWING AND ATTACHED ADDITIONS, DELETIONS AND/OR 

CHANGES TO THE REQUIREMENTS FOR THE REQUEST FOR PROPOSAL NUMBER: 

2015-MCMS-01. THIS AMENDMENT MUST BE INCLUDED IN THE VENDOR’S 

RESPONSE AND MEET THE REQUIREMENTS AS DEFINED IN THE RFP. 

 
THE VENDOR MUST SIGN AND RETURN THIS AMENDMENT WITH THEIR 

PROPOSAL. 



Amendment II to RFP 2015-MCMS-01  Page 2 of 3 

I. Section B, Schedule of Events, page 3, change as follows: 
 

Section B. currently reads as: 
 

The Vendor’s proposal must contain acknowledgement of the Schedule of Events. 

The following RFP Schedule of Events represents the State's best estimate of the schedule 

that shall be followed.  Except for the deadlines associated with the vendor 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. The State reserves the 

right, at its sole discretion, to adjust this schedule as it deems necessary.  Notification of 

any adjustment to the Schedule of Events shall be posted on the RFP website at 

www.medicaid.alabama.gov.  

EVENT                                                                 DATE 

 RFP Issued 7/22/2015 

Deadline for questions to be submitted 7/29/2015 

Deadline for questions to be posted to website  8/14/2015 

Proposals Due by 4:00 pm CST  8/20/2015 

Evaluation Period  8/20/2015-9/3/2015 

Contract Award Notification  9/30/2015 

Contract Review Committee  12/3/2015 

Official Contract Award/Begin Work  1/1/2016 

 

* *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 “Vendor 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. 

 
Revised as: 

 
The Vendor’s proposal must contain acknowledgement of the Schedule of Events. 

The following RFP Schedule of Events represents the State's best estimate of the schedule 

that shall be followed.  Except for the deadlines associated with the vendor 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. The State reserves the 

right, at its sole discretion, to adjust this schedule as it deems necessary.  Notification of 

any adjustment to the Schedule of Events shall be posted on the RFP website at 

www.medicaid.alabama.gov.  
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EVENT                                                                 DATE 

 RFP Issued 7/22/2015 

Deadline for questions to be submitted 7/29/2015 

Deadline for questions to be posted to website  8/14/2015 

Deadline for second round of questions to be 

submitted 
8/19/2015 

Deadline for second round of questions to be 

posted to website 
8/20/2015 

Proposals Due by 4:00 pm CST  8/25/2015 

Evaluation Period  8/25/2015-9/4/2015 

Contract Award Notification  9/30/2015 

Contract Review Committee  12/3/2015 

Official Contract Award/Begin Work  1/1/2016 

 

* *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 “Vendor 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. 

 
 
 
 
 

 
I hereby acknowledge the receipt of Addendum II to RFP 2015-MCMS-01. 

 
 
 
 

Authorized Vendor Signature Date 
 
 
 
 

 
Vendor Organization 
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Alabama Medicaid Agency 

RFP Number 2015-MCMS-01  

Questions and Formal Responses 

 

Row Page # Section Question Medicaid’s Response 

1  41 III, B. Price   Should the details to support the 

development of the firm and fixed 

price component be included in the 

original Proposal or under separate 

seal? 

The details to support the development of the firm and fixed 

price component must be included in the original Proposal. 

 

 

2 49 VII, L. Submission 

Requirements, Price  

Should the RFP Cover Sheet be 

included in the original Proposal 

binder or under separate seal? 

The RFP Cover must be included in the original Proposal 

binder. 

3 49 VII, N. Submission 

Requirements, 

Copies Required 

Are four electronic copies of the 

Proposal on CD, jumpdrive or disc 

required? 

Yes 

 

4 49 VII, N. Submission 

Requirements, 

Copies Required 

Are there any limitations regarding 

the number of pages included in the 

Proposal and/or attachments? 

No 

5 51 IX.C. General 

Terms and 

Conditions, Term of 

the Contract 

Is the contract period actually from 

January 1, 2016 to September 30, 

2016 at 11:59 p.m. unless an RCO has 

not assumed management of 

maternity service in a district or 

region? 

No, as stated in IX. General Terms and Conditions, C. Term 

of Contract “Medicaid will enter into one contract for each of 

the 14 geographical districts for 12 month period commencing 

January 1, 2016 through December 31, 2016.”  

6 51 IX.C. General 

Terms and 

Conditions, Term of 

the Contract 

Is the extension option for an 

additional contract year for up to a 

total of four contract extensions 

included in case an RCO is not in 

place? 

The term of an RFP can be up to five years. The greatest 

extension option was chosen to ensure continuity of care to 

maternity recipients.  
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7 63 XIII. Contract 

Ending Transition 

and Implementation 

Plan from Vendor to 

RCO 

If an RCO has assumed management 

of maternity service, is October 1, 

2016 - December 31, 2016 included 

in the contract period only for the 

submission of outstanding claims and 

resolution of billing issues? 

Yes, as stated in XIII. Contract Ending Transition and 

Implementation Plan from Vendor to RCO “The Vendor will 

be responsible for services performed up to 11:59 pm CT on 

September 30, 2016.” The Vendor will have from October 1, 

2016 through December 31, 2016 to submit outstanding claims 

and resolve all billing issues.  

8 63 XIII. Contract 

Ending Transition 

and Implementation 

Plan from Vendor to 

RCO 

Will the Vendor submit fee-for-

service claims to HP on behalf of 

subcontractors for services rendered 

to recipients who have not delivered 

by September 3, 2016 at 11:59 p.m. 

rather than submit claims through the 

Administrative Review process? 

No, the Vendor will submit fee-for-service claims to Medicaid 

for Administration Review and not to HP for services performed 

by a DHCP up to 11:59 pm CT on September 30, 2016 for 

patients who have not delivered as of 11:59 pm CT on 

September 30, 2016.  

9 63 XIII. Contract 

Ending Transition 

and Implementation 

Plan from Vendor to 

RCO 

How would a subcontractor submit 

claims (not previously submitted to 

Vendor) for services rendered to 

recipients who have not delivered by 

September 30, 2016 at 11:59 p.m. 

after December 31, 2016? 

The subcontractor will not submit claims to Medicaid. The 

Vendor will ensure subcontractors claims are submitted timely 

and before December 31, 2016.  Any outstanding claims 

submitted by the Vendor past December 31, 2016, will be 

reviewed and resolved on an as needed basis. 

10 64 Appendix A, 

Proposal 

Compliance 

Checklist  

A. Are client references required?  

 

A. Yes, three client references are required. Please refer to 

Amendment I of the RFP. 

B.  If so, what identifying information 

is required?  

  

B. References must include projects of similar size and scope, 

including contact name, title, telephone number, and 

address. Vendors may not use any Alabama Medicaid Agency 

personnel as a reference. Please refer to Amendment I of the 

RFP. 

C. What is the specified format and 

order?   

C. References must include projects of similar size and scope, 

including contact name, title, telephone number, and 

address. Vendors may not use any Alabama Medicaid Agency 

personnel as a reference. Please refer to Amendment I of the 

RFP. 
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11 54 Operational Manual, 

Section VIII, E, 3D. 

A. If encounter data that was not 

anticipated is received after 90 days 

of the date of delivery, how should 

that be handled/submitted?   

A. Any encounter claims data received after 90 days of the date 

of delivery must be handled/submitted through the encounter 

claims data submission process to HP. 

B. Should that data be submitted upon 

receipt? 

B. Yes 

12   A. Is the required price a determining 

factor in the bid award?  

A. Yes 

 

 

B. If so, how is that computed into the 

score?  

B.  The price is not computed into the score but will be reviewed 

by Medicaid. The Price will also be reviewed and considered by 

Medicaid’s certified actuaries to determine actuarial soundness. 

 

 

C. If not, why is it required? C.  Medicaid must pay within the actuarially sound rate ranges 

determined by its actuaries per Federal regulations. 

13   A. Should a sample contract be 

included in the proposal? 

B. If so, should it be one for each 

provider type (DHCP, radiology, 

etc.)? 

A. No 

 

 

14   In the ITB issued in 2014, the original 

intent was that encounter data would 

be required to be submitted at some 

point and it would be implemented 

prospectively.  The change to require 

retroactive encounter data to be 

submitted back to 1/1/15 was not 

announced until early 2015.  Given 

the short time frame for 

implementation and the difficulty in 

implementing something this 

Reference Section III C.1 which states in part “CMS defines 

actuarially sound rates as meeting the following criteria: Rates 

developed in accordance with generally accepted actuarial 

principles and practice.”   

The CY13 and CY14 financials provided by the Districts will 

serve as the base data used for the development of the CY16 

actuarially sound rate range development.  The encounter data 

submitted by 8/17/15 will be utilized to help guide the trend 

assumptions for the CY16 rate development. 
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significant retroactively, there is a 

likelihood of errors and incomplete 

data.  Will Optumas consider this and 

account for this possibility in the 

weighting of the encounter data for 

purposes of determining actuarially 

sound rates? 

 

15 41 III. B Pricing  This section provides that a firm and 

fixed price must be provided for 

“each year” of the contract.  Does this 

mean that the bid price for services 

provided in 2016 could differ from 

the bid price offered for services 

provided in 2017 or thereafter? For 

example, could a Vendor bid 

$XXXXX for year 1 of the contract 

and increase the bid price by 10% for 

subsequent years?  

No, the bid price is firm and fixed for each year of the contract. 

Actuarial reviews will be completed annually and as needed to 

keep all payments actuarially sound. Please refer to 

Amendment I of the RFP.  

16 51 IX.C. General 

Terms and 

Conditions, Term of 

the Contract 

Is it possible that a Vendor could be 

required to provide services to a small 

percentage of its patient population 

once the majority of patients transfer 

to the RCO?  The concern is that a 

Vendor might be required to provide 

substantial services to a few patients 

without the revenue needed to support 

such services. 

No, the Vendor will not be required to provide services to a 

small percentage of its patient population once the majority of 

patients transfer to the RCO.   

17 46 VI.b.4 Corporate 

Background and 

References 

Please identify the types of personnel 

that you consider to be Senior 

Managers and Partners.  Does this 

include Vendor’s board members? 

Mid-Level staff such a Director of 

Care Coordination? 

The following list contains examples of types of personnel 

that a Vendor may consider to be Senior Managers and 

Partners. Senior Managers and Partners in regards to this 

contract may include, but not limited to, board members, mid-

level staff such as a Director of the organization, Director of 

Care Coordination and Care Coordinators.  
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18 63 XIII. Contract 

Ending Transition 

and Implementation 

Plan from Vendor to 

RCO 

The first paragraph in this section 

provides that: “The Vendor will not 

receive a global payment for 

deliveries occurring after September 

30, 2016.  The Contractor may bill 

Medicaid fee-for-service for services 

performed by a DHCP up to 11:59 

p.m. CT on September 30, 2016 for 

patients that have not delivered as of 

11:59 pm CT on September 30, 

2016.”  Does the reference to 

“Contractor” in the second sentence 

refer to the Vendor? 

Yes 

19 27 II.O.3.5. Payment 

for Services 

Rendered 

Please confirm that teaching 

physicians under the state plan to 

include Family Practice will fee-for-

service for “routine” maternity care 

services provides as per the updated 

State Plan AL-11-022, 4.19B and the 

vendor will bill an Administrative 

Collaborative Fee. 

Yes, if the physician meets the guidelines as outlined in State 

Plan AL-11-022, 4.19B and if the Vendor meets all the 

requirements to receive an Administrative Collaborative Fee for 

enrolled recipients who are transferred to high risk care as 

outlined in Section II.5 High Risk Transfers / Reimbursement 

Methodology. 

 

20 51 IX.C. General 

Terms and 

Conditions, Term of 

the Contract 

In regards to the sentence “or at such 

time a Regional Care Organization 

assumes the management of maternity 

service in a district or region”, will 

this be an all or none issue or can 

individual districts progress into the 

RCO once a district has obtained 

operational status? 

That is yet to be determined. 

21 15-16 Section II. D.2.g 

Scope of Work, 

Maternity Care 

Program Guidelines 

 

 

A. For the Letters of Intent to 

Contract from our subcontractors, for 

group practices, does each physician 

need to sign or can just an authorized 

representative of the group sign? 

 

A.  Letters of Intent are used to determine network adequacy. 

Each member of the group must sign. 
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B. As actual payment amounts may 

not be known until contract award of 

requested bid price, is it acceptable to 

state for rate or methodology “to be 

negotiated upon contract award”? 

B. Yes 

22 45-46 VI. Corporate 

Background and 

References 

A. Requested info such as three years 

of audited financial statements that 

are already audited by the state and a 

matter of public record---

is submission of this needed for the 

RFP? 

A. Yes, as stated in Section VI.b.8, entities submitting 

Proposals must provide a description of the Vendor’s 

organization, including evidence that the Vendor is financially 

stable and that it has the necessary infrastructure to complete 

this contract as described in the Vendor’s Proposal.  The Vendor 

must provide audited financial statements for the last three 

years, or similar evidence of financial stability for the last three 

years. 

B.  For the requirement of listing of 

current corporate contracts held, are 

they referring to any and all contracts 

held by the larger University system 

umbrella or specifically Medicaid 

and/or maternity care related contracts 

only? 

B. The Vendor who is submitting the Proposal must comply 

with Section VI Corporate Background and References. 

C. For Senior Managers and Partner 

resume requirements, at what level is 

this needed above the direct 

department management for the 

maternity care program housed in the 

larger university institutional setting? 

C. Resumes for Senior Managers and Partner may include, but 

not limited to, board members and mid-level staff. Resumes are 

also required for all Care Coordinators and Directors. 

24 46 VI. b.3 Corporate 

Background and 

References 

Can you clarify if number of 

employees is total number of 

employees in organization or only the 

number of employees whose tasks 

and responsibilities are related to the 

Maternity Care Program? 

Yes, the total number is for number of employees in the 

organization. 
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25 46 VI. b.3 Corporate 

Background and 

References 

Can you give us examples of the type 

of resources that should be disclosed? 

 

The following list provides examples of types of resources. 

Type of resources may include, but not limited to, contractors, 

business partners, subcontractors, etc. 

 46 VI. b.5 Corporate 

Background and 

References 

List of all similar projects Vendor has 

completed within the last three years. 

Can you give us examples of the type 

of projects you are referring to? 

Any similar projects related to Maternity services can be 

provided by the Vendor.  

 46 VI. b.7 Corporate 

Background and 

References 

List of all Medicaid agencies or 

entities for which Vendor currently 

performs similar work. Can you give 

us examples of the type of entities or 

agencies you are referring to? 

Any similar projects related to Maternity services can be 

provided by the Vendor. 

 

 64  Appendix A, 

Proposal 

Compliance 

Checklist 

Proposal Compliance Checklist 

Under Basic Proposal Requirements, 

#7. The Proposal includes required 

client references (with all identifying 

information in specified format and 

order). Is the client the same as 

Medicaid recipients? 

 

No, a client is a business partner or affiliation. 

   A. Where do the client references go 

in the RFP and we are unable to find 

specified format and order. 

                         

A. Client references can be included as an attachment. 

References must include projects of similar size and scope, 

including contact name, title, telephone number, and 

address. Vendors may not use any Alabama Medicaid 

Agency personnel as a reference. Please refer to 

Amendment I of the RFP. 
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Alabama Medicaid Agency 

RFP Number 2015-MCMS-01  

2nd Round of Questions and Formal Responses 

August 20, 2015 

Row Page # Section Question Medicaid’s Response 

1  24 and 45 M. Requirements 

for Care 

Coordinators 

 

VI. Corporate 

Background and 

References, 

A. Who’s resumes need to be in the 

Proposal response?  

B.  Is there a format for these 

resumes? 

 

A.  As indicated in Section M. Requirements for Care Coordinators, 

The Vendor’s Proposal must present a plan (i.e., draft polices or 

documents deemed necessary) to describe how it will meet the 

requirement of Section M Requirements for Care Coordinators.  The 

Proposal must contain resumes for all Care Coordinators. 

 

In addition, as indicated in Section VI.b.4 Corporate Background 

and References, entities submitting Proposals must provide a 

description of the Vendor’s organization, including names and resumes 

of Senior Managers and Partners in regards to this contract. 

 

B.  No, the RFP does not contain a required format. 

2 49 VII.L Submission 

Requirements  

A.  Should the RFP Cover Sheet and 

the firm and fixed price breakdown be 

included in the copies of the binders 

as well as the originals?  

 

B.  On the electronic copies as well? 

A.  Yes 

 

 

 

 

B.  Yes 

3 46 through 

59 

VII, Submission 

Requirements  

 

VIII Evaluation 

and Selection 

Process   

 

IX General Terms 

and Conditions 

On the sections beginning with 

Section VII, Submission 

Requirements, followed by 

Evaluation and Selection and General 

Terms and Conditions, are we 

supposed to restate what is in that 

section and include it as part of the 

Proposal?  Or just state that we 

understand each section. There 

doesn’t seem to be any reason to 

restate that we know where to mail it, 

Sections VII, Submission Requirements contains information about 

the RFP submission requirements. The RFP does not indicate that the 

Vendor must present a plan (i.e., draft polices or documents deemed 

necessary) to describe how it will meet the following requirement nor 

does the RFP require the Vendor to submit an acknowledgment and 

comply statement.  

 

Section VIII Evaluation and Selection Process 

As stated in Section VIII. Evaluation and Selection Process 

“The Vendor’s Proposal must contain an “acknowledgement and 

comply statement” regarding each of the requirements listed in Section 

VIII. 



 
2 

 

and that we know it needs to be 

signed, etc. Can you elaborate? 

 

Sections IX General Terms and Conditions contains information 

about terms and conditions of the RFP. The RFP does not indicate that 

the Vendor must present a plan (i.e., draft polices or documents deemed 

necessary) to describe how it will meet the following requirements nor 

does the RFP require the Vendor to submit an acknowledgment and 

comply statement. 

4  41 and 42. III Pricing  

 

 

We don’t do this ourselves, this is 

done by Medicaid? Correct? And, we 

just attest that we realize this? 

Section III Pricing contains the requirements for pricing. Please 

reference each section, in detail, for the RFP submission requirements.  

In addition, as stated in Section III Pricing, the Vendor’s Proposal 

must include an “acknowledgement and comply” statement regarding 

guidelines in this section. 

5   When will the Q&As be posted? Questions and Answer will be posted according to Section B. Schedule 

of Events and any amendment thereof to the RFP. 

6   Where on Medicaid’s website are the 

questions and answers for the RFP? 

As indicated in Section VII.C Submission Requirements, 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 the Agency’s website at www.medicaid.alabama.gov”. 

Once accessing the website, click Newsroom and then Procurement. 

7 Page 64 Appendix A  A. If a Vendor has not provided 

services outside the Medicaid MCP, 

where should references come from?   

 

B. Are references from former 

DHCPs, hospital administrators, 

community partners acceptable?  If 

not, please provide specific guidance 

as to what type of references meet this 

requirement. 

A. Please reference Amendment One of the RFP, Section VI, Corporate 

Background and References, page 46, which  adds Section d. as 

follows: 

d. Furnish three (3) references for projects of similar size and scope, 

including contact name, title, telephone number, and address. You may 

not use any Alabama Medicaid Agency personnel as a reference. 

 

B.  References must be of similar size and scope, including contact 

name, title, telephone number, and address. A reference cannot be an 

Alabama Medicaid Agency personnel. Reference sources to meet these 

guidelines is a decision of the Vendor. 

http://www.medicaid.alabama.gov/
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8   RFP page 46 states resumes are 

needed for Senior Manager and 

Partners in regards to this contract.  I 

agree Senior to relate to the Maternity 

Care Program daily operations 

Director and Department Managers 

(ie Care Coordinator Supervisor and 

QA Coordinator) and parent 

organization higher level 

administrative staff.  However, is a 

resume on each individual care 

coordinator at the provider level 

really needed; they are not considered 

"Senior" management?  

 Yes, as indicated in Section M. Requirements for Care 

Coordinators, the Vendor’s Proposal must present a plan (i.e., draft 

polices or documents deemed necessary) to describe how it will meet 

the requirement of Section M Requirements for Care Coordinators.  

The Proposal must contain resumes for all Care Coordinators. 

9 16   II.E.d, Healthcare 

Professional, 

Provider Network   

What should a potential Vendor do in 

the event that there is no delivering 

health care professional with which to 

contract within 50 miles of a certain 

portion of a district? 

Please Referece Section F.6 Provider Network of the 2016 

Operational Manual, which states in part “Primary Contractors must 

have a delivery system that meets Medicaid standards.  Primary 

Contractors shall ensure that this delivery system promotes continuity 

of care and quality care.  Primary Contractors must provide all 

medically necessary services as covered services following Medicaid 

policies and procedures. The Primary Contractor must contract with 

subcontractors who are geographically appropriate (50 miles) to 

recipients within the district.  If there are no in-district providers that 

would ensure that every recipient meets the 50 miles requirement, the 

Primary Contractor is responsible for establishing a network of 

providers and may have to pursue contracts with out of district 

providers.  

 

10   A.  A potential Vendor is required to 

provide 3 project references for 

projects of a similar scope, but cannot 

include Medicaid.   

 

 

B. Would references for 3 DHCPs be 

acceptable? If not, please help us 

A. Please reference Amendment One of the RFP, Section VI, Corporate 

Background and References, page 46, which  add Section d. as follows: 

d. Furnish three (3) references for projects of similar size and scope, 

including contact name, title, telephone number, and address. You may 

not use any Alabama Medicaid Agency personnel as a reference. 

 

B.  References must be of similar size and scope, including contact 

name, title, telephone number, and address. A reference cannot be an 
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understand what we need to submit in 

response to this requirement. 

Alabama Medicaid Agency personnel. Reference sources to meet these 

guidelines is a decision of the Vendor 

11   A potential Vendor asked if all 

physicians in a group have to sign an 

LOI.  Medicaid answered that they 

do.  We interpreted the text of the 

original RFP to require only the 

signature of someone authorized to 

sign by a practice with a list of 

service providers affiliated with the 

practice.  This interpretation would be 

consistent with the most recent ITB as 

well.  We ask that you reconsider the 

requirement that all physicians in a 

group execute the LOI, or at a 

minimum, allow additional time for 

these signatures to be obtained after 

the RFP responses are submitted. 

Medicaid has reconsidered this RFP requirement. Due to Letters of 

Intent are used to determine network adequacy, Medicaid had not 

changed the requirement as stated in the in the RFP, Section D.g, 

Maternity Care Program Guidelines.  “The Vendor must submit 

Letters of Intent to Contract (Attachment Four-A of the Maternity Care 

Operational Manual) from each subcontractor, if the use of 

subcontractors is necessary to meet the requirements of this RFP. The 

Letters of Intent to Contract must be signed by an individual authorized 

to legally bind the subcontractor to perform the scope of work as 

assigned, stating: 

 

i. The general scope and volume of work to be performed by the 

subcontractor.  

 

ii. The subcontractor’s willingness to perform the work indicated.  

 

iii. The names and titles of individuals who will be responsible for the 

subcontractor’s efforts.  

 

iv. The rate or methodology (if a varying rate is to be paid) of 

reimbursement to be received for the subcontractor’s efforts. “ 

 

In addition, as stated in Section II. Scope of Work. A.2 Standards, in 

part, “The Vendor’s Proposal must present a plan to describe how (i.e., 

draft policies and procedures, or documents deemed necessary) it will 

meet each of the following requirements listed below. Procure a 

network of subcontractors within 50 miles of all areas in their district. 

A GPS mapping attachment is required to support this requirement. 

This is determined through the RFP evaluation process using Letter of 

Intent to Contract (Attachment Four-A of the Maternity Care Program 

Operational Manual) from all subcontractors which must list sites 

where they are located.” 
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