Coverea California
Wualified Health Plai,
New Entrant

Certification Application for Flan
Year 2016

January 15, 2015

Qualified Healtt  an (QHP) New Entrant Certification Application for Plan Year 2016 January 15, 2015



Covered California

Contents

1.  General Information and Background .................ouuiiiiiiiiiiiiiiecr e e e e 1
P A 11T =T o PR 1

A U o To L= PP 3

1.3 BaCKGrOUNG: oo e et e e e e e e e et b aaa e araraans 3

1.4 Application Evaluation and Selection .................cvviiiiiiiiiiiiiieee et 5

1.5 AVAIADITHY .....oeeeeee e et 7

1.6 APPlICAtioN PrOCESS .. .coiiiiiiiii et e 8

1.7 Intention t0 SUbMIt @ RESPONSE .....c..vvii e e 8

1.8 KeY ACHON DAES ......eiiiiiiiiiiiiiiii ittt 9

2. Licensed and in Good Standing........ccccoiieiiriii i eeeene 9
3.  Applicant Health Plan Proposal ............ccoooiiiiiiiiiiiieeteee e 11
4. Provider Network.......cccooooiiiiiiciccie e e 14
5. Essential Community Providers ............ccoooiiiiiiiiiiiiiie ittt e 22
6. Operational Readiness and Capacity & Technical Requirements ..............c..ccccoe. 25
6.1 Administrative and Account Management Support................ccc e 25

6.2 MEMDEI SEIVICES......ciiiiiiiiiiiiee e e e 26

6.3 Out-Of-Network Benefits .........coooiiiiiiiiiiiii 27

6.4 Systems and Data Reporting Management ...........ccccccoeei i, 28
6.4.1 Technical Interface Capacily.........c..cocciiiiii e 28

6.4.2 Financial Interface Capacity.........ccoovuiii i 34

6.5 Implementation PerformManCe..........ccooouiuiiiiiiiiiice e e 35

6.6 Fraud, Waste and Abuse DeteCtion ........c.covvnveeiiie e 36

6.7 Approaches to Enrollment ...... ... 40

6.8 Marketing and Outreach ACHIVItIES ...........cccevmiiiiii e, 41

7. Quality and Delivery System Reform ... 43
7.1 ACCIEeditation..........cooocieii it e e e e e eareara 43

7.2 eValue8 SUBMISSION ...ttt e 45

7.3 Quality Improvement Strategy .......oovvvvviiiiiii 45

7.4 Medical Management SErvICeS..........oovviiiiiiiiiiiii e 46

7.5 Behavioral Health Medical Management..............cco o 48

7.6 Health and Disease Management...............oouviiiiimiiiiiiniieee e 49

7.7 Integrated Healthcare Model...........coooiriiiiiii e, 50

7.8 Innovations............ccceevviceeennn. et ereeeeeet e eeeeeeheraraaaeateeeaeeteaar i aaaaarrrns 52

8. eValue8™ Submission — Covered California eValue8 Request for Information.............. 54
9. SHOP Supplemental AppliCatioN ............uuueiiiiiiiiiiiiieeeeee 143



Covered California

Information submitted in response to this application by the applicant will be held in
confidence pursuant to Government Code Section 100508 or 6254(k) under the official
information privilege, as applicable, unless the information submitted has already been
made public. Throughout this application, any reference to the “Exchange” refers to the
California Health Benefit Exchange, also known as Covered California.

1. GENERAL INFORMAT!ON AND BACKGROUND
1.1 ATTESTATION

The Exchange intends to make this application available electronically. Please complete
the following:

Issuer Name

NAIC Company Code

NAIC Group Code

Regulator(s)

Federal Employer ID

HIOS/Issuer ID

Corporate Office Address

City

State

ZIP

Primary Contact Name

Contact Title

Contact Phone Number

Contact E-mail
Check applicable categories: OIndividual OSHOP

New Entrant Categories for Individual Market: Check applicable box:
1. Medi-Cal Managed Care Plan OIndividual

2. Received Knox-Keene plan approval or certificate of authority to sell health
insurance since August 2012 Oindividual
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3. Other Health Issuer proposing to serve Covered California enrollees in zip codes
identified in Appendix B ClIndividual

On behalf of the Applicant stated above, | hereby attest that | meet the requirements in
this New Entrant Application and certify that the information provided on this Application
and in any attachments hereto are true, complete, and accurate. | understand that
Covered California may review the validity of my attestations and the information
provided in response to this application and if Applicant is selected to offer Qualified
Health Plans (QHPs), may decertify those QHPs should any material information
provided be found to be inaccurate. | confirm that | have the capacity to bind the issuer
stated above to the terms of this New Entrant Application.

Date:
Signature:
Printed Name:
Title:

Qualified Health Plan (QHP) New Entrant Certification Application for Plan Year 2016 January 15, 2015

2



Covered California

1.2 PUrRPOSE: The California Health Benefit Exchange (Exchange) is accepting
applications from eligible Health Insurance Issuers’ (Applicants) to submit proposals to
offer, market, and sell qualified health plans (QHP) through the Exchange beginning in
2015, for coverage effective January 1, 2016. The Exchange will exercise its statutory
authority to selectively contract for health care coverage offered through the Exchange
to review submitted applications and reserves the right to select or reject any Applicant
or to cancel the Application at any time.

Issuers who have responded to the Notice of Intent to Apply will be issued a web login
for on-line access to the final application, and instructions for use of the login for the
QHP New Entrant Application.

1.3 BACKGROUND: Soon after the passage of national health care reform through the
Patient Protection and Affordable Care Act of 2010 (ACA), California became the first
state to enact legislation to establish a qualified health benefit exchange. (California
Government Code § 100500 et seq.; Chapter 655, Statutes of 2010-Perez and Chapter
659, Statutes of 2010-Alquist.) The California state law is referred to as the California
Patient Protection and Affordable Care Act (CA-ACA).

Effective January 1, 2014, the California Health Benefit Exchange offers a statewide
health insurance exchange to make it easier for individuals and small businesses to
compare plans and buy health insurance in the private market. Although the focus of
the Exchange is on individuals and small businesses who qualify for tax credits and
subsidies under the ACA, the Exchange’s goal is to make insurance available to all
qualified individuals and to all California businesses with fewer than 50 employees.

The vision of the California Health Benefit Exchange is to improve the health of all
Californians by assuring their access to affordable, high quality care coverage. The
mission of the California Health Benefit Exchange is to increase the number of insured
Californians, improve health care quality, lower costs, and reduce health disparities
through an innovative, competitive marketplace that empowers consumers to choose
the health plan and providers that give them the best value.

The California Health Benefit Exchange is guided by the following values:

¢ Consumer-Focused: At the center of the Exchange’s efforts are the people it
serves, including patients and their families, and small business owners and
their employees. The Exchange will offer a consumer-friendly experience that
is accessible to all Californians, recognizing the diverse cultural, language,
economic, educational and health status needs of those it serves.

1 The term “Health Issuer” used in this document refers to both health plans regulated by the
California Department of Managed Health Care and insurers regulated by the California Department
of Insurance. It also refers to the company issuing health coverage, while the term “Qualified Health
Plan” refers to a specific policy or pfan to be sold to a consumer. Qualified Health Plans are also
referred to as “products”. The term "Applicant” refers to a Health Insurance Issuer who is seeking a
Qualified Health Plan contract with the Exchange.
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o Affordability: The Exchange will provide affordable health insurance while
assuring quality and access.

e Catalyst: The Exchange will be a catalyst for change in California’s health
care system, using its market role to stimulate new strategies for providing
high-quality, affordable health care, promoting prevention and wellness, and
reducing health disparities.

¢ Integrity: The Exchange will earn the public’s trust through its commitment to
accountability, responsiveness, transparency, speed, agility, reliability, and
cooperation.

e Partnership: The Exchange welcomes partnerships, and its efforts will be
guided by working with consumers, providers, health plans, employers and
other purchasers, government partners, and other stakeholders.

¢ Results: The impact of the Exchange will be measured by its contributions to
expanding coverage and access, improving health care quality, promoting
better health and health equity, and lowering costs for all Californians.

In addition to being guided by its mission and values, the Exchange’s policies are
derived from the federal Affordable Care Act which calls upon Exchanges to advance
“plan or coverage benefits and health care provider reimbursement structures" that
improve health outcomes. The California Health Benefit Exchange seeks to improve
the quality of care while moderating cost not only for the individuals enrolled in its plans,
but also by being a catalyst for delivery system reform in partnership with plans,
providers and consumers. With the Affordable Care Act and the range of insurance
market reforms that are in the process of being implemented, the health insurance
marketplace will be transformed from one that has focused on risk selection to achieve
profitability to one that will reward better care, affordability, and prevention.

The Exchange needs to address these issues for the millions of Californians who enroll
through it to get coverage, but it is also part of broader efforts to improve care, improve
health, and control health care costs.

California has many of the infrastructure elements that allow the Exchange to work with
health plans, clinicians, hospitals, consumer groups, purchasers and others as partners
to support the changes needed to achieve the triple aim of better care, better health,
and lower cost. These infrastructure elements include the state's history of
multispecialty and organized medical groups, the presence of statewide and regional
managed care health maintenance and preferred provider organizations, the public
reporting of health care information and delivery system performance, and the active
efforts by public and private sector payers to test new and innovative models of care
delivery and payment reform.

The California Health Benefit Exchange must operate within the federal standards in law
and regulation. Beyond what is framed by the federal standards, California’s legislature
shapes the standards and defines how the new marketplace for individual and small
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group health insurance will operate in ways specific to their context. Within the
requirements of the minimum Federal criteria and standards, the Exchange has the
responsibility to "certify" the Qualified Health Plans that will be offered in the Exchange.

The state legislation to establish the California Health Benefit Exchange directed it to
"selectively ... contract with carriers so as to provide health care coverage choices that
offer the optimal combination of choice, value, quality, and service” and to establish and
use a competitive process to select the participating health issuers.?

These concepts, and the inherent trade-offs among the California Health Benefit
Exchange values, must be balanced in the evaluation and selection of the Qualified
Health Plans that will be offered on the Individual and the SHOP Exchanges.

This application has been designed consistent with the policies and strategies of the
California Health Benefit Exchange Board which calls for the QHP selection to influence
the competitiveness of the market, the cost of coverage, and how value is added
through health care delivery system improvement.

Important issues include how much to standardize the individual and small group
market rating rules how much to standardize the benefits and member cost-sharing for
the Exchange plans, how many and what type of products are offered, what reporting
and quality standards the plans must meet, and how to build upon and encourage
innovation in both health care delivery and payment mechanisms.

1.4 APPLICATION EVALUATION AND SELECTION

The evaluation of QHP New Entrant Applications will not be based on a single, strict
formula; instead, the evaluation will consider the mix of health plans for each region of
California that best meet the Exchange's goals. The Exchange wants to provide an
appropriate range of high quality plans to participants at the best available price. In
consideration of the mission and values of the Exchange, the Board of the Exchange
articulated guidelines for the selection and oversight of Qualified Health Plans in August
2012 which are considered in the review of QHP proposals. These guidelines are:

Promote affordability for the consumer and small employer — both in terms
of premium and at point of care

The Exchange seeks to offer health plans, plan designs and provider networks
that are as affordable as possible to consumers in terms of premiums and at the
point of care while fostering competition and stable premiums. The Exchange
will seek to offer health plans, plan designs and provider networks that will attract
maximum enrollment as part of its effort to lower costs by spreading risk as
broadly as possible.

Encourage "Value" Competition Based upon Quality, Service, and Price

2 California Government Code §§100503(c) (AB 1602 §7), and 100505 (AB 1602 §9).
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While premium and out-of-pocket costs for consumers will be a key
consideration, contracts will be awarded based on the determination of "best
value" to the Exchange and its participants. The evaluation of Issuer QHP
proposals will focus on quality and service components, including past history of
performance, administrative capacity, reported quality and satisfaction metrics,
quality improvement plans and commitment to serve the Exchange population.
This commitment to serve the Exchange population is evidenced through general
cooperation with the Exchange’s operations, provider network adequacy, cultural
and linguistic competency, programs addressing health equity and disparities in
care, innovations in delivery system improvements and payment reform. The
application responses, in conjunction with the approved filings, will be evaluated
by Covered California and used as part of the selection criteria to offer issuers’
products on the Exchange for the 2016 plan year.

Encourage Competition Based upon Meaningful QHP Choice and Product
Differentiation: Standard and Non-Standard Benefit Plan Designs?®

The Exchange is committed to fostering competition by offering QHPs with
features that present clear choice, product and provider network differentiation.
QHP Applicants are required to adhere to the Exchange’s standard benefit plan
designs (either copay or coinsurance plan) in each region for which they submit a
proposal. In addition, QHP Applicants may offer the Exchange's standard Health
Savings Account-eligible (HSA) design, and QHP SHOP Applicants may propose
an alternate benefit design. Applicants may choose to offer either or both of the
Gold and Platinum standard benefit plan designs. To the extent possible, both
HMO and PPO products will be offered. If there are meaningful differences in
network design, levels of integration, and other innovative delivery system
features, multiple HMO or PPO products will be considered for the same
geographic service area. Within a given product design, the Exchange will look
for differences in network providers and the use of innovative delivery models.
Under such criteria, the Exchange may choose not to contract with two plans with
broad overlapping PPO networks within a rating region unless they offer different
innovative delivery system or payment reform features.

Encourage Competition throughout the State

The Exchange must be statewide. Issuers are encouraged to submit QHP
proposals in all geographic service areas in which they are licensed, and
preference will be given to Issuers that develop QHP proposals that meet quality
and service criteria while offering coverage options that provide reasonable
access to the geographically underserved areas of the state.

Encourage Alignment with Providers and Delivery Systems that Serve the
Low Income Population

3 The 2016 Standard Benefit Designs will be finalized when the 2016 federal actuarial value
calculator is finalized.
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Performing effective outreach, enrollment and retention of the low income
population that will be eligible for premium tax credits and cost sharing subsidies
through the Exchange is central to the Exchange’s mission. Responses that
demonstrate an ongoing commitment to the low income population or
demonstrate a capacity to serve the cultural, linguistic and health care needs of
the low income and uninsured populations beyond the minimum requirements
adopted by the Exchange will receive additional consideration. Examples of
demonstrated commitment include: having a higher proportion of essential
community providers to meet the criteria of sufficient geographic distribution that
is reasonably distributed, having contracts with Federally Qualified Health
Centers, and supporting or investing in providers and networks that have
historically served these populations in order to improve service delivery and
integration.

Encourage Delivery System Improvement, Effective Prevention Programs
and Payment Reform

One of the values of the Exchange is to serve as a catalyst for the improvement
of care, prevention and wellness and reducing costs. The Exchange wants QHP
offerings that incorporate innovations in delivery system improvement, prevention
and wellness and/or payment reform that will help foster these broad goals.
These may include various models of patient-centered medical homes, targeted
quality improvement efforts, participation in community-wide prevention or efforts
to increase reporting transparency in order to provide relevant health care
comparisons and to increase member engagement in decisions about their
course of care. QHP proposals that incorporate innovative models, particularly
those with demonstrated effectiveness and a track record of success, will be
preferred.

Encourage Long Term Partnerships with Health issuers

A goal of the Exchange is to reward early participation with contract features that
offer a potential for market share and program stability. Applicants are
encouraged to submit competitive rates. The Exchange will take steps to foster
rate and plan stability and encourage QHP investments in product design,
network development, and quality improvement programs. Application
responses that demonstrate an interest and commitment to the long-term
success of the Exchange’s mission are strongly encouraged, particularly those
that include underserved service areas and those that leverage Issuer efforts to
provide better care, improve health, and lower cost.

1.5 AVAILABILITY

The QHP Applicant must be available immediately upon contingent certification as a
QHP to start working with the Exchange to establish all operational procedures
necessary to integrate and interface with the Exchange information systems, and to
provide additional information necessary for the Exchange to market, enroll members,
and provide health plan services effective January 1, 2016. Successful Applicants will
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also be required to adhere to certain provisions through their contracts with the
Exchange including but not limited to meeting data interface requirements with the
California Healthcare Enroliment, Eligibility, and Retention System (CalHEERS) and any
other eligibility and enrollment system used by the Exchange, including the system
operated by Pinnacle HCMS (for SHOP plans only). The Exchange expects to
negotiate and sign contracts prior to September 1, 2015. The successful Applicants
must be ready and able to accept enroliment as of October 1, 2015.

1.6 APPLICATION PROCESS

The application process shall consist of the following steps:

Release of the Final Application;

Submission of Applicant responses;

Evaluation of Applicant responses;

Discussion and negotiation of final contract terms, conditions and premium rates;
and

¢ Execution of contracts with the selected New Entrant QHP Issuers.

1.7 INTENTION TO SUBMIT A RESPONSE

Applicants interested in responding to this application are required to submit a non-
binding Letter of Intent to Apply indicating their interest in applying and their proposed
products and service areas and to ensure receipt of additional information. Only those
Applicants acknowledging interest in this application by submitting a notification of intent
to submit a proposal will continue to receive application-related correspondence
throughout the application process.

The Applicant’s letter of intent must identify the contact person for the application
process, along with contact information that includes an email address, a telephone
number, and a fax number. On receipt of the non-binding letter of intent, Covered
California will issue instructions and login and password information to gain access to
the online portion(s) of the Application.

An Issuer's submission of an Intent to Apply will be considered confidential information
and not available to the public; the Exchange reserves the right to release aggregate
information about Issuers’ responses. Final Applicant information is not expected to be
released until selected Issuers and QHP proposals are announced in July 2015.
Applicant information will not be released to the public but may be shared with
appropriate regulators as part of the cooperative arrangement between the Exchange
and the regulators.

The Exchange will correspond with only one (1) contact person per Applicant. It shall
be the Applicant’s responsibility to immediately notify the Application Contact identified
in this section, in writing, regarding any revision to the contact information. The
Exchange shall not be responsible for application correspondence not received by the
Applicant if the Applicant fails to notify the Exchange, in writing, of any changes
pertaining to the designated contact person.
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2.2 Does your organization have any ongoing labor disputes, penalties, fines, or
corrective action citations for federal or state workplace safety issues? If yes,
indicate whether these will be addressed by the date applications are due.

[ Yes (explain)
7 No

2.3 Are you seeking any material modification of an existing license from the
California Department of Managed Health Care or certificate of authority from the
California Department of Insurance for any commercial individual or small group
products proposed to be offered through Covered California?

Applicant must check the appropriate box.

O Yes
0O No

If yes, Applicant must complete Attachment A (Regulatory Filings) to indicate
type of filing and provide additional information. Updates to Attachment A
must be made on a continuous basis as Applicant files amended documents
related to an initial filing with the regulator.

2.4 Separate from the Applicant’s response to this application, Applicant must
submit all materials to the California regulatory agency necessary to obtain approval
of product/plan and rate filings that are to be submitted in response to this
application. Applicant must complete Attachment A (Regulatory Filings) to indicate
product filings related to proposed QHP products that have been submitted for
regulatory review and include documentation of the filings as part of the response to
this application. If filings are not complete, the Applicant must update the Exchange
with such information as it is submitted for regulatory review.

The California Department of Managed Health Care (DMHC) and the California
Department of Insurance (CDI) have primary responsibility for regulatory review and
issuing preliminary recommendations to the Exchange of certain selection criteria
listed below in the definition of good standing in addition to applying the minimum
licensure requirements. All licensure, regulatory and product filing requirements of
DMHC and CDI shall apply to QHPs offered through the Exchange. Issuers must
adhere to California insurance laws and regulations including, but not limited to,
those identified in the roster of Good Standing elements that follow. Applicants
must respond to questions raised by the agencies in their review. The agencies will
conduct the review of the components outlined in Appendix A (Definition of Good
Standing).

2.5 Applicant must confirm it will agree to immediately submit to the Exchange the
results of final financial, market conduct, or special audits/reviews performed by the
Department of Managed Health Care, California Department of Social Services,
Department of Covered Services, US Department of Health and Human Services,
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and/or any other regulatory entity within the State of California that has jurisdiction
where Contracted QHP serves enrollees.

—

0 Yes
0O No
3. APPLICANT HEALTH PLAN PROPOSAL

Applicant must submit a health plan proposal in accordance with submission
requirements outlined in this section. Applicant’s proposal will be required to
include at least one of the standard plan designs and use the same provider
network for each type of standard plan design in a family of plans or insurance
policies for specified metal level actuarial values.

In addition to being guided by its mission and values, the Exchange'’s policies are
derived from the Federal Affordable Care Act which calls upon the Exchanges to
advance “plan or coverage benefits and health care provider reimbursement
structures"” that improve health outcomes. The California Health Benefit Exchange
seeks to improve the quality of care while moderating cost not only for the
individuals enrolled in its plans, but also by being a catalyst for delivery system
reform in partnership with plans, providers and consumers. With the Affordable
Care Act and the range of insurance market reforms that have been implemented,
the health insurance marketplace will be transformed from one that has focused on
risk selection to achieve profitability to one that will reward better care, affordability
and prevention. ‘

Tiered networks are not permitted. Applicants must agree to adhere to the
Exchange’s standard benefit plan designs without deviation.

Plan or Policy Submission Requirements

QHP Applicant must submit one of the 2016 Standard Benefit Plan Designs and
offer all four metal levels and a catastrophic plan in its proposed rating regions.

QHP Applicant may submit proposals for both standard benefit plan designs and the
Health Savings Account-eligible standard design. Health Savings Account-eligible
plans may only be proposed at the bronze level in the individual exchange, and only
at the bronze and silver levels in the SHOP.

In addition to the standard benefit design, SHOP Applicants may submit proposals
for an alternate benefit design.

3.1  QHP New Entrant Applicant must comply with 2016 Standard Benefit
Plans Designs. Applicant must certify its proposal includes a health product
offered at all four metal tiers (bronze, silver, gold and platinum) and
catastrophic for each individual plan it proposes to offer in a rating region.
SHOP New Entrant Applicants must certify proposals include a health
product offered at all four metal tiers (bronze, silver, gold and platinum). If

11
Qualified Health Plan (QHP) New Entrant Certification Application for Plan Year 2016 January 15, 2015



Covered California

not, the Applicant’s response will be disqualified from consideration.
Complete Attachment B1 (Plan Type by Rating Region (Individual)) to
indicate the rating regions and number and type of plans for which you are
proposing a QHP in the Individual Exchange. If applicable, use Attachment
B2 (Plan Type by Rating Region (SHOP)) to submit a SHOP proposal.

O Yes, completed Attachment to indicate the rating regions and number and
type of plans proposed

0O No

3.2 The Exchange is encouraging the offering of plan products which
include all ten Essential Health Benefits including the pediatric dental
Essential Health Benefit. QHP issuer must indicate that it will adhere to the
2016 standard plan design which includes all ten Essential Health Benefits.
Failure to offer a product with all ten Essential Health Benefits will not be
grounds for rejection of Applicant’s application.

3.2.1 Individual Exchange QHPs proposed for 2016 include all ten
Essential Health Benefits.

O Yes
0O No

3.2.2 SHOP Exchange QHPs, if applicable, proposed for 2016 include
all ten Essential Health Benefits.

0O Yes
0O No

3.3 If Applicant answered yes to 3.2.1 or 3.2.2, Applicant must describe how
it intends to embed the pediatric dental Essential Health Benefit as described
in 3.2. Describe any intended subcontractor relationship, if applicable, to offer
the pediatric dental Essential Health Benefit. Include a description of how
QHP issuer will ensure that the subcontractor adheres to contractual
pediatric dental quality measures as determined by Covered California.

3.4 QHP issuer must submit copies of draft disclosure documents including
Evidence of Coverage, Summary of Benefits and Coverage and any member
disclosure documents that describe proposed 2016 QHP benefits. These
draft documents are to be submitted with the response to this application,
prior to or contemporaneous to filing with the applicable regulator.

3.5 QHPs are required to offer products in accordance with Covered
California’s Standard Benefit Plan Designs, which stipulate four tiers of drug
coverage: 1) Generic, 2) Preferred Brand Drugs, 3) Non-preferred Brand
Drugs, 4) Specialty Drugs. Medications are a point of great concern for
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consumers. Applicants are urged to make drug tiering decisions that avoid
prohibited discrimination. See 45 CFR 156.125.

3.5.1 Submit a copy of the full tiered formularies, by product, which will
be available to Covered California enrollees. Provide the most recent
version of your formulary showing the effective date.

3.5.2 If formularies are not already tiered according to the 2016
Standard Benefit Plan Designs, provide additional information
identifying which medications will be included in each of the four
required tiers.

Identify medications by tiers:
e Generic Drugs
e Preferred Brand Drugs
e Non-preferred Brand Drugs
e Specialty Drugs

3.5.3 Provide definitions for each of the four tiers (e.g.: describe how
Applicant defines a “specialty drug”).

3.5.4 Describe the criteria for categorizing drugs into each of the four
tiers of drug coverage.

2 R Draliminarm: Dreaminim Dropr—‘*"' Ml el i mvmdlmbe Al ] m b m A mvmmn i an
b

proposails snhall be In enect Tor tne third Tull year or operation ot tne
Exchange, effective January 1, 2016, or for the SHOP plan year. Premium
proposals are considered preliminary and may be subject to negotiation as
part of QHP certification and selection. The final negotiated premium
amounts are expected to align with the product rate filings that will be
submitted to the regulatory agencies. Premium proposals will be due May 1,
2015. To submit premium proposals for Individual products, QHP applicants
must complete and upload through System for Electronic Rate and Form
Filing (SERFF) the Unified Rate Review Template (URRT) and the Rates
Temnlate located at-

See Section 9
e e e e e e — .. OP Premium
Proposals. Premium may vary only by geography (rating region), by age
band (within 3:1 range requirement), by coverage tier, and by actuarial value
metal level.

Applicant shall provide, upon the Exchange’s request, in connection with any
negotiation process as reasonably requested by the Exchange, detailed
documentation on the Exchange-specific rate development methodology.
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0

Applicant shall provide justification, documentation, and support used to
determine rate changes, including adequately supported cost projections.
Cost projections include factors impacting rate changes, assumptions,
transactions and other information that affects the Exchange-specific rate
development process. The Exchange may also request information
pertaining to the key indicators driving the medical factors on trends in
medical, pharmacy or other healthcare provider costs. This information may
be necessary to support the assumptions made in forecasting and may be
supported by information from the Plan’s actuarial systems pertaining to the
Exchange-specific account.

3.7 Applicant must certify that for each rating region in which it submits a
health plan proposal, it is submitting a proposal that covers the entire
geographic service area for which it is licensed within that rating region. To
indicate which zip codes are within the licensed geographic service area by
type of platform and proposed Exchange product, complete and upload
throuah SERFF the Service Area Template located at

Y¢ , health ¢ proposal covers entire geographic s¢ ice area; template
completed

No

3.7.1 For Plan Year 2016, Covered California is encouraging new entrant
QHP issuers to expand coverage in geographic areas where there are
fewer than three plan choices in 2015. See Appendix B (Geographic Areas
with Fewer than Three Plan Choices in 2015) for zip codes identifying these
geographic areas.

Yes, health plan proposal includes zip codes identified in Appendix B.

No, health plan proposal does not include zip codes identified in Appendix B.

4. PROVIDER NETWORK?

All requests for provider related data pertain to networks to be available to Covered
California enrollees.

4.1 Use Attachment C1 (2016 Enrollment Projections (Individual)) and Attachment
C2 (2016 Enrollment Projections (SHOP)) to submit 2016 enroliment projections by
product that Applicant proposes for 2016. Enroliment projections must be consistent
with enroliment projections filed with the regulator.

4.2 Describe your network strategy:

5 A Health Care Service Plan as defined in Health and Safety Code 1345(f) may use any delivery
platform (e.g., HMO, PPO or EPO). The term “plan” is defined as consistent with 45 C.F.R. 144.103.
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4.5 Applicant must certify that for each rating region in which it submits a health
plan proposal, the proposed products meet the provider network adequacy
standards established by the applicable regulatory agency. Provider network
adequacy will be evaluated by the governing regulatory agency and confirmed by
Covered California. Additionally, for Plan Year 2016, network adequacy standards
applicable to dental provider networks will apply to the embedded pediatric dental
benefit.

O Yes, health plan proposal meets relevant provider network adequacy
standards

0 No

Note that the applicable regulatory agency will assess Applicant’s compliance with
provider network adequacy standards. See Section 5 for Covered California’s
complete Essential Community Provider (ECP) Network requirements.

4.6 Using the Healthcare Effectiveness Data and Information Set (HEDIS)
technical specifications, identify the number and percentage of contracted primary
care physicians, specialists and other practitioners that are board-eligible/certified in
their respective area of medical specialization in your network for Plan Year 2014. It
is expected that over eighty-five percent of network physicians are board-
eligible/certified.

4.6.1 Primary Care Physicians (including Family Practice, General Practice,
Pediatrics, Internal Medicine and Obstetrics/Gynecology)

Number of Board Eligible/Certified in Contracted Network for 2014:

Percent Board Eligible/Certified in Contracted Network for 2014:

4.6.2 Specialists (including allergists, cardiologists, dermatologists,
gastroenterologists, general surgeons, ophthaimologists, orthopedic surgeons,
and otolaryngologists and all other medical specialties)

Number of Board Eligible/Certified in Contracted Network for 2014:

Percent Board Eligible/Certified in Contracted Network for 2014:

4.7 Identify Centers of Excellence participating facilities that will be available to
Covered California enrollees. Specifically indicate the locations of each facility and
the type of procedures included, particularly: 1) transpiant services (bone marrow,
kidney, liver, lung, heart, pancreas), 2) Comprehensive Cancer Care and 3)
Perinatal Care.
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Facility Name and

Available to Covered CA

marrow, kidney,
liver, lung, heart,
pancreas),

Type of Procedure Locations Enrollees? (yes or no)
1) Transplant Name and location if
services (bone selection in first column

2) Comprehensive
Cancer Care,

3) Perinatal Care

4.8 Describe any contractual agreements with your participating providers that
preclude your organization from making contract terms transparent to plan sponsors

and members.

Applicant must confirm that, if certified as a QHP, to the extent that any Participating
Provider's rates are prohibited from disclosure to the Exchange by contract,
Applicant shall identify such Participating Provider. Issuer shall, upon renewal of its
Provider contract, but in no event later than July 1, 2016, make commercially
reasonable efforts to obtain agreement by that Participating Provider to amend such
provisions, to allow disclosure. In entering into a new contract with a Participating
Provider, Applicant agrees to make commercially reasonable efforts to exclude any
“contract provisions that would prohibit disclosure of such information to the

Exchange.

O Yes, confirmed
0 No, not confirmed

Contract Provisions

Description

What is your organization doing to
change the provisions of your
contracts going forward to make
this information accessible?

List provider groups or facilities for
which current contract terms
preclude provision of information to
plan sponsors

List provider groups or facilities for
which current contract terms
preclude provision of information to
members
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4.9 Identify network hospitals terminated between January 1, 2014 and December
31, 2014, including any hospitals that had a break in maintaining a continuous
contract during this period. Indicate reason for hospital termination: non-agreement
on rates, non-compliance with contract provisions, re-design of network or other
(explain).

Total Number of Contracted Hospitals:

Total Number of Terminated Hospitals between 1/1/2014 — 12/31/2014:

Name of Terminated Hospital Terminated by Issuer | Reason for
or Hospital Termination

4.10 Identify the number of participating providers who have terminated from the
provider network between 1/1/2014 — 12/31/2014, by rating region.

Rating County Number of Number Number
Region # Terminated Terminated | Terminated by
Providers by Provider | Issuer

4.11 Identify Independent Practice Associations® (IPA), Medical Groups, clinics or
health centers terminated between January 1, 2014 and December 31, 2014,
including any IPAs or Medical Groups, Federally Qualified Health Centers or
community clinics that had a break in maintaining a continuous contract during this
period. Indicate reason for termination: non-agreement on rates, non-compliance
with contract provisions, re-design of network or other (explain).

Total Number of Contracted IPA/Medical Groups/Clinics (provide
information by region, market or city):

Total Number of Terminated IPA/Medical Groups/Clinics 1/1/2014 —
12/31/2014:

6 An independent practice association (or IPA) is an association of independent physicians, or other
organization that contracts with independent physicians, and provides services to managed care
organizations on a negotiated per capita rate, flat retainer fee, or negotiated fee-for-service basis.
See also 10 CCR Section 6410 for definition of medical group.
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Name of Region, Terminated by | Reason for | Percent of
. Terminated Market, or Issuer or Termination | network
IPA/Medical | City Provider change/
‘Group/Clinic disruption
(# of
terminated
entities /

# total entities)

4.12 Do you perform provider efficiency profiling?

T Yes
1 No

If yes, provide sample calculations showing how an individual Provider is ranked
relative to its peers for efficiency profiling, and provide a written outline of your
appeals and correction process. Please include an explanation of how your provider
ranking methodology comports with the Patient Charter, which can be accessed at
http://healthcaredisclosure.org/docs/files/PatientCharter.pdf.

4.13 What non-financial incentives are used to encourage Members to enhance
value by use of lower cost and/or higher quality Providers? Non-financial incentives
may include, for example: incentive gifts to encourage completion of Health
Assessments, making information available in print or online to members to inform
care decisions, encouraging use of providers with high profile scores or
encouraging member choice of Centers of Excellence programs or other preferred
providers for services. Check all that apply.

J Non-financial incentives not used

LI Information on provider quality and/or costs made available to members through
employer, health plan, or other sources

[ Other (describe)

Is Applicant willing to add a reference to “Choosing Wisely” to its member materials
used to support member access to information on shared decision options?
Choosing Wisely information can be accessed at www.choosingwisely.org.

[ Yes
J No
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4.14 For Plan Year 2016, describe your plans for network development by
proposed Covered California product or plan. This description of intended network
development should be consistent with the network filings that will be or have been
filed with the appropriate regulator.

4.14.1 Do you anticipate making significant changes to your current network(s)
that could be described as a narrow network (defined as fewer than the issuer’s
complete set of contracted providers in a given rating region)?

Anticipate making significant changes [J Yes LI No
4.14.2 if yes to 4.14.1, describe any plans for narrow networks, by product.

4.14.3 Will Covered California enrollees in Applicant’'s PPO plans in a given
rating region have access to providers in that Applicant's EPO plans at in-
network cost-sharing?

7 Yes
] No

If yes, describe of Covered California enrollee access between EPO and PPO
networks and indicate the geographic regions that will be affected.

4.14 .4 Will Covered California enrollees in Applicant's EPO plans in a given
rating region have access to providers in that Applicant's PPO plans at in-
network cost sharing?

] Yes
J No

If yes, describe Covered California enrollee access between PPO and EPO
networks and indicate the geographic regions that will be affected.

4.14.5 Describe any plans for network expansion, by product, including the
addition of medical groups or hospital systems.

4.14.6 Describe any plans for other network changes that will affect Covered
California products or enrollees.

4.15 If Applicant is selected as a certified Qualified Health Plan (QHP), applicant
must make available to Plan Enrollees information provided for public use, as it
becomes available, that reflects the CMS Hospital Compare Program and CMS
Physician Quality Reporting System, or Health Resources and Services
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Administration (HRSA) Uniform Data System as appropriate. Once certified, QHP
shall report how it is or intends to make provider specific cost and quality
information available by region, and the processes by which it updates the
information.

11 Yes, Applicant confirms it will make information available to enrollees and
acknowledges expectation to make specific cost and quality data available.

O No, not confirmed

416 Covered California has a mission to improve health care quality. Many new
models of health care delivery are being developed to improve health care quality.
Describe applicant’s efforts, if any, to structure provider networks to drive improved
quality.

4.16.1 Describe efforts to improve care for the following three domains: 1)
Access for all enrollees, 2) access for enrollees with chronic conditions and 3)
implementation of new models for cost-efficiency.

4.16.2 Will these programs be available for Covered California enrollees as of
January 20167

4.16.3 If you have not implemented any such programs, how might you
approach this for the Exchange?

4.16.4 |dentify the strategies you have implemented or intend to implement to
promote access and care coordination:

1 Accountable Care Organizations (ACO)
1 Patient-Centered Medical Homes (PCMH)

[l The use of a patient-centered, team-based approach to care delivery and
member engagement

11 A focus on additional primary care recruitment, use of Advanced Practice
Clinicians (nurse practitioners, physician assistants, certified nurse
midwives) and development of new primary care and specialty clinics

1 A focus on expanding primary care access through payment systems
and strategies

00 The use of intensive outpatient care programs (e.g., “Ambulatory ICU”)
for enrollees with complex chronic conditions

{1 The use of qualified health professionals to deliver coordinated patient
education and health maintenance support, with a proven approach for
improving care for high-risk and vulnerable populations
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0 Support of physician and patient engagement in shared decision-making
[0 Providing patient access to their personal health information

0 Promoting team care

O The use of telemedicine

3 Promoting the use of remote patient monitoring

4.17 Delivery System Reform: In keeping with its mission, vision and values, the
Exchange is charged with encouraging delivery system reforms which increase
quality and consumer choice, lower cost and improve care. Complete Attachment
E1 (Delivery System Reform (Individual)) by indicating which delivery system
reforms your health plan offers now and which it will offer to serve Exchange
enrollees in 2016 and in which rating regions. [f applicable, complete Attachment
E2 (Delivery System Reform (SHOP)).

If your plan does not offer any reforms, describe any plans to develop such
programs for the Exchange enrollees.

5. ESSENTIAL COMMUNITY PROVIDERS

Applicant must demonstrate that its QHP proposals meet requirements for
geographic sufficiency of its Essential Community Provider (ECP) network. All of the
below criteria must be met.

i. Qualified Health Plan Applicants must use Attachment F
(Essential Community Provider Network Data Submission) to
indicate contracts with all providers designated as ECP; and

ii. Applicants must demonstrate sufficient geographic
distribution of a mix of essential community providers
reasonably distributed throughout the geographic service
area; and

iii.  Applicants must demonstrate contracts with at least 15% of
340B entities (where available) throughout each rating
region in the proposed geographic service area; and

iv.  Applicants must include at least one ECP hospital (including
but not limited to 340B hospitals, Disproportionate Share
Hospitals, critical access hospitals, academic medical
centers, county and children’s hospitals) per each county in
the proposed geographic service area where available.

Determination that an essential community provider network meets the standard of
sufficient geographic distribution with a balance of hospital and non-hospital
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providers and serves the low-income population within the proposed geographic
service area requires the Applicant to apply interactively all four criteria above. The
Exchange will evaluate the application of all four criteria to determine whether the
Applicant’s essential community provider network has achieved the sufficient
geographic distribution and balance between hospital and non-hospital
requirements. The above are the minimum requirements. For example, in populous
counties, one ECP hospital will not suffice if there are concentrations of low-income
population throughout the county that are not served by a sole contracted ECP
hospital.

Federal rules currently require health issuers to adhere to rules regarding payment
to non-contracted FQHCs for services when those services are covered by the
QHP’s benefit plan. Certified QHPs will be required in their contract with the
Exchange to operate in compliance with all federal rules issued pursuant to the
Affordable Care Act, including those applicable to essential community providers.

Essential Community Providers include those providers posted in the Covered
California Consolidated Essential Community Provider List available at:

e i e e s e v OB €nNtities located in
each rating region of the proposed geographic service area. All 340B entity service
sites shall be counted in.the denominator, in accordance with the most recent
version of Covered California’s Consolidated ECP list.

Cateqories of Essential Community Providers:

Essential Community Providers include the following:

1. The Center for Medicare & Medicaid Services (CMS) non-exhaustive list of
available 340B providers in the PHS Act and section 1927(c)(1)(D)(i)(1V) of
the Social Security Act (42 U.S.C. 1396r-8);

2. Facilities listed on the California Disproportionate Share Hospital Program,
Final DSH Eligibility List FY 2013-2014;

3. Federally designated 638 Tribal Health Programs and Title V Urban Indian
Health Programs;

4. Community Clinic or health center licensed as either a “community clinic” or
“free clinic”, by the State of California under Health and Safety Code section
1204(a), or is a community clinic or free clinic exempt from licensure under
Health and Safety Code section 1206;

5. Physician Providers with approved applications for the HI-TECH Medi-Cal
Electronic Health Record Incentive Program; and

6. Federally Qualified Health Centers (FQHCs).

Low-income is defined as a family at or below 200% of Federal Poverty Level. The
ECP data supplied by Applicant will allow the Exchange to plot contracted ECPs on
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maps to compare contracted providers against the supply of ECPs and the
distribution of low-income Covered California enrollees.

If applicant is certified as a QHP, it will be an expectation for certified QHPS’
provider contracts entered into on or after January 1, 2016, that certified QHPs shall
reference the Centers for Medicare & Medicaid Services Model QHP Addendum for
Indian Health Care Providers along with the Overview of the Model QHP Addendum
for Indian Health Care Providers attached hereto as Appendix C. Certified QHPs
are encouraged to adopt the Addendum whenever it contracts with those Indian
health care providers specified in the Addendum. Adoption of the Addendum is not
required; it is offered as a resource to assist QHPs in including specified Indian
providers in its provider networks.

Alternate standard:

QHP issuers that provide a majority of covered professional services through
physicians employed by the issuer or through a single contracted medical group
may request to be evaluated under the “alternate standard.” The alternate standard
requires a QHP issuer to have a sufficient number and geographic distribution of
employed providers and hospital facilities, or providers of its contracted integrated
medical group and hospital facilities to ensure reasonable and timely access for
low-income, medically underserved individuals in the QHP’s service area, in
accordance with the Exchange’s network adequacy standards.

To evaluate an Applicant’s request for consideration under the alternate standard,
please submit a written description of the following:

1. Percent of services received by Applicant's members which are
rendered by Issuer's employed providers or single contracted
medical group; and

2. Degree of capitation Issuer holds in its contracts with
participating providers. What percent of provider services are at
risk under capitation; and

3. How Issuer’s network is designed to ensure reasonable and
timely access for low-income, medically underserved
individuals; and

4. Efforts Issuer will undertake to measure how/if low-income,
medically underserved individuals are accessing needed health
care services (e.g., maps of low-income members relative to 30-
minute drive time to providers; survey of low-income members
experience such as CAHPS “getting needed care” survey).

If existing provider capacity does not meet the above criteria, the Applicant may be
required to provide additional contracted or out-of-network care. Applicants are
encouraged to consider contracting with identified ECPs in order to provide
reasonable and timely access for low-income, medically underserved communities.
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6. OPERATIONAL READINESS AND CAPACITY & TECHNICAL REQUIREMENTS
6.1 ADMINISTRATIVE AND ACCOUNT MANAGEMENT SUPPORT

6.1.1 Provide a summary of your organization’s capabilities including how long you
have been in the business as an Issuer. Do you anticipate making material
changes in your corporate structure, such as mergers, acquisitions, new venture
capital, management team, location of corporate headquarters or tax domicile, or
stock issue? If yes, Applicant must describe.

6.1.2 Provide a description of any company initiatives, either current or planned,
over the next 18 — 24 months which will impact the delivery of services to Exchange
members during the contract period. Examples include system changes or
migrations, call center opening or closing, or network re-contracting.

6.1.3 Do you routinely subcontract any significant portion of your operations or
partner with other companies to provide health plan coverage? If yes, identify which
operations are performed by subcontractor or partner.

O Yes
0 No

6.1.4 Does your organization provide any administrative services that are not
performed within the United States? If yes, describe.

0O Yes
O No

6.1.5 Applicant must include an organizational chart of key personnel who will be
assigned to Covered California. Provide details of the Key Personnel and
representatives of the Account Management Team who will be assigned to Covered
California.

Contact Title Phone Fax E-mail
Name (include
extension)

President or
CEO

Chief Medical
Officer

Chief Actuary
(Lead for
Exchange Rate
Development)
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Lead Account
Manager for
Exchange

Director,
Provider
Network
Management

Key Contact for
CalHEERS
technical
questions

Key Contact for
Operational
Questions

Other

6.1.6 Applicant must identify the individual(s) who will have primary responsibility for
servicing the Exchange account. Please indicate where these individuals fit into the
organizational chart requested above. Please include the following information and

repeat as necessary:

¢ Name

o Title

¢ Department

e Phone
e Fax
e E-mail

6.2 MEMBER SERVICES

6.2.1 QHP will be required to staff sufficiently to meet contractual member services

performance goals. Will you modify your customer service center operating hours,

staffing requirements, and training criteria to meet Exchange requirements? Check

all that apply and describe.

____Yes: expected operating hours during Open Enrollment are 8 am to 8 pm

Yes: staffing requirements - Provide customer service representative ratio to

members

___Yes: training criteria
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Non-Network Claims Yes/No Describe

Ability to administer FAIR Health UCR
method

Targeted UCR percentile %
Ability to administer different percentiles

Amount as a percentage of network %
contract value

6.3.2 If selected, Applicant’'s QHPs will be required to disclose financial information
regarding costs of care to Enrollees. If you intend to offer a PPO product which
provides coverage for out-of-network, non-emergent care, describe the steps you
will take to disclose to Enrollees the amount Issuer will pay for this care and the
amount enrollee will be responsible to pay for such care.

6.4 SYSTEMS AND DATA REPORTING MANAGEMENT

Issuers must maintain data interfaces with the Exchange and allow the Exchange to
monitor issuer operational performance. The Exchange uses the California
Healthcare Enroliment, Eligibility and Retention System (CalHEERS) and Pinnacle
HCMS for eligibility, enroliment and retention information technology. QHPs must
build data interfaces with the CalHEERS and Pinnacle systems and report on
transactions.

6.4.1 Technical Interface Capacity

6.4.1.1 Applicant must be prepared and able to engage with the Exchange to
develop data interfaces between the Issuer’s systems and the Exchange’s
systems, including CalHEERS and any other eligibility and enrollment system
used by the Exchange, including the system operated by Pinnacle HCMS, as
early as May 2015. Applicant must confirm it will implement systems in order
to accept and generate 834, 820, 999 and other standard format electronic
files for enroliment and premium remittance in an accurate, consistent and
timely fashion and utilize the information received and transmitted for its
intended purpose. Covered California requires QHPs to sign an industry-
standard agreement which establishes electronic information exchange
standards in order to participate in the required systems testing.

6.4.1.2 Applicant must confirm that it will implement systems in order to accept
and generate TA1 and 999 acknowledgement files and other standard format
electronic files and utilize the information for its intended purpose. Applicant
must confirm that it has the capability to accept and complete non-electronic
enrollment submissions and changes.
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6.4.1.3 Applicant must be able to populate and submit SERFF templates in an
accurate, appropriate, and timely fashion at the request of Covered California
for:

e Administrative Information
e Rates

e Service Area

o Benefit Plan Designs

e Network

6.4.1.4 Applicant must be able to submit provider data in a format as
required by Covered California and at intervals requested by Covered
California.

6.4.1.5 Applicant confirms that it will submit and upload corrections to
SERFF within three (3) business days of notification by Covered California,
adjusted for any SERFF downtime.

6.4.1.6 Applicant may not make any changes to its SERFF templates once
submitted to Covered California without providing prior written notice to
Covered California and only if Covered California agrees in writing with the
proposed changes.

6.4.1.7 Applicant must be able to meet data submission requirements for
third party network and clinical analytics vendor, which will require an
independent capability for analytics using standard and normalized
information sets, standardized risk adjustment, and cross-regional and
cross-issuer analysis.

6.4.1.8 Applicant must provide comments on the requested data formats for
interfaces between the Issuer’s systems and the Exchange’s systems in a
timely fashion.

6.4.1.9 Applicant must be prepared and able to conduct testing of data
interfaces with the Exchange no later than July 1, 2015 and confirms it will
plan and implement testing jointly with Covered California in order to meet
system release schedules.

6.4.1.10 Will the secure online tools provided by your organization for the
Exchange program staff and members be available 99.5 percent of the
time, twenty-four (24) hours a day, seven (7) days a week? If no, describe
level of guaranteed availability.

O Yes
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Childhood Immunization Status — Combo 3

Chlamydia Screening in Women (Age 16-20)

Quality — Plan Service

Claims Processing Composite (CAHPS)

Customer Service Composite (CAHPS)

Plan Information on Costs Composite (CAHPS)

Global Rating of Plan (CAHPS)

6.4.1.15 Applicant must confirm that it operates in compliance with applicable
federal and state privacy laws and regulations, and maintains appropriate
procedures in place to detect and respond to privacy and security incidents.

O Yes, confirmed
O No, not confirmed

6.4.1.16 Applicant must confirm it has in place administrative, physical and technical
safeguards that reasonably and appropriately protect the confidentiality, integrity,
and availability of the Protected Health Information and Personally Identifiable
Information that it creates, receives, maintains, or transmits.

O Yes, confirmed
O No, not confirmed

6.4.2 Financial Interface Capacity

6.4.2.1 Applicant must confirm it has in place systems to invoice new
members effective October 15, 2015. If such systems are not currently in
place, describe plans to implement such systems, including the use of vendors
for any functions related to invoicing, if applicable, and an implementation
workplan.

0 Yes, confirmed
0 No, not confirmed

6.4.2.2 Applicant must confirm it has in place systems to accept premium
payments (including paper checks, cashier's checks, money orders, EFT,
web-based payment, which may include accepting online credit card
payments, and all general purpose pre-paid debit cards and credit card
payment) from members effective October 1, 2015. If such systems are not
currently in place, describe plans to implement such systems, including the
use of vendors for any functions related to premium payment, if applicable,
and an implementation workplan. QHP must accept premium payment from
members no later than October 1, 2015. Note: QHP issuer must accept credit
cards for binder payments and is encouraged, but not required, to accept
credit cards for payment of ongoing invoices.

0 Yes, confirmed
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' No, not confirmed

6.4.2.3 Describe how Applicant will comply with the federal requirement 45
CFR 156.1240(a)(2) to serve the unbanked, specifying the forms of payment
available for this population for binder and ongoing payments for both on-
Exchange and off-Exchange lines of business.

6.4.2.4 Applicant must confirm it can provide detailed documentation, including
member level detail, to substantiate each per-member per-month (PMPM)
participation fee payment in a format that is compatible with Covered
California’s systems.

6.4.2.5 Applicant agrees not to impose any fees or charges on any members
who request paper invoices for premiums due for any individual products sold
by issuer in California.

6.5 IMPLEMENTATION PERFORMANCE

6.5.1 Will an implementation manager and support team (not part of the regular
account management team) be assigned to lead and coordinate the implementation
activities with the Exchange? If yes, specify the name and title(s) of the
individual(s).

6.5.2 Should your organization’s QHPs be certified by the Exchange, explain how
you anticipate accommodating the additional membership effective January 1,
2016. Discuss assessment of current resources (human, office space, phone
capacity), anticipated hiring needs, staff reorganization, etc.:

Member Services

Claims

Account Management
Clinical staff

Disease Management staff
Implementation

Financial

Administrative

Actuarial

Information Technology

Other (describe)
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6.5.3 Indicate your current or planned procedures for managing the new enrollee
transition period. Check all that apply:

[0 Request transfer from prior health or dental plan, if applicable, and utilize
information to continue plan/benefit accumulators

T Load claim history from prior health or dental plan, if any

(1 Services that have been pre-certified but not completed as of the effective
date must also be pre-certified by new plan

1 Will provide pre-enroliment materials to potential Enrollees within
standard fees

21 Will make customer service line available to new or potential Enrollees
prior to the effective date

(] Provide member communications regarding change in health or dental
plans

6.5.4 Describe your network transition of care provisions for patients who are
currently receiving care for services at practitioners that are not in your network.
Specifically describe plans for transitions of care for the following: 1) pregnant
women currently receiving care from a non-network provider, 2) enrollees receiving
a course of treatment such as chemotherapy, or scheduled for an invasive
procedure. Describe any other transition of care services provided by Applicant.

6.5.5 Provide a detailed implementation project plan and schedule targeting a
January 1, 2016 effective date.

6.6 FRAUD, WASTE AND ABUSE DETECTION

The Exchange is committed to working with its QHPs to establish common efforts to
minimize fraud, waste and abuse.

Fraud - An intentional deception or misrepresentation made by a person or
entity with the knowledge that the deception could result in some unauthorized
benefit to him/herself, itself or some other person or entity. It includes any act
that constitutes fraud under applicable federal or state law.

Waste - Waste is the intentional or unintentional, thoughtless or careless
expenditures, consumption, mismanagement, use, or squandering of
resources, to the detriment or potential detriment of entities, but without an
intent to deceive or misrepresent. Waste also includes incurring unnecessary
costs as a result of inefficient or ineffective practices, systems, or controls.

Abuse — Behaviors or practices of providers, physicians, or suppliers of
services and equipment that, although normally not considered fraudulent, are
inconsistent with accepted sound medical, business, or fiscal practices. The
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Controls in place to confirm
enroliment and disenrollment
actions are accurately and
promptly executed.

Other

6.6.3 Provide a brief description of your fraud detection policies (i.e., fraud as it
relates to Providers and Plan Members).

Providers

Plan Members

6.6.4 Provide a sample copy of your fraud, waste, and abuse report.
0 Sample provided

0 Sample not provided

6.6.5 Indicate how frequently internal audits are performed for each of the following

areas.

Daily

Weekly | Monthly | Quarterly

Other
(Specify)

Claims Administration

Customer Service

Network Contracting

Eligibility & Enroliment

Utilization
Management

Billing

6.6.6 Overall, what percent of Claims are subject to internal audit?

%

6.6.7 Indicate if external audits were conducted for Claims administration for your
entire book of business for the last two (2) full calendar years.

Audit Conducted

Audit Not
Conducted

Most recent year

Prior year
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they deem necessary to determine the correctness of premium rate setting, the
Exchange’s payments to agents based on the Issuer’s report, questions pertaining
to enrollee premium payments and Advance Premium Tax Credit (APTC) payments
and participation fee payments Issuer made to the Exchange. Issuer also agrees to
all audits subject to applicable State and Federal law regarding the confidentiality of
and release of confidential Protected Health Information of Enrollees.

O Yes, confirmed
1 No, not confirmed
6.6.13 Describe your revenue recovery process to recoup erroneously paid claims.

6.6.14 Describe how you educate your members to identify and report possible
fraud scams. What are your procedures to report fraud scams to law enforcement?

6.6.15 Describe how you safeguard against Social Security and Identity fraud.
6.7 APPROACHES TO ENROLLMENT

Covered California achieves enroliment through a variety of partnerships including
navigators, Certified Insurance Agents and Certified Plan-Based Enrollers.

6.7.1. Describe any experience you may have working with navigators or similar
entities.

6.7.2 Describe any experience you have working with Certified Insurance Agents or
licensed agents.

6.7.2.1 What initiatives is your organization undertaking in order to partner more
effectively with the small business community?

6.7.2.2 What initiatives is your organization undertaking in order to partner more
effectively with the agent community?

6.7.2.3 What criteria do you use to appoint agents to sell Individual and Small
Group products?

6.7.2.4 Does your health plan contract with general agents? If so, please list the
general agents with whom you contract and how long you have maintained
those relationships.

6.7.2.5 Describe your health plan agent commission schedule for your
individual and small group business. Include whether or not the compensation
level changes as the business written by the agent matures, and also specify if
the agent is compensated at a higher level as he or she attains certain
levels/amounts of inforce business. Does the compensation level apply to all
plans or benefits or does it vary by plan or benefits?
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6.7.2.6 Describe any bonus program your company currently has in place for
additional agent compensation. This may include cash bonuses or in-kind
compensation programs. Please answer this question relative to general agents
as well.

6.7.3 Describe any experience you may have performing plan-based enrollment.
6.8 MARKETING AND OUTREACH ACTIVITIES

The Exchange is committed to working closely with QHPs to maximize enrollment in
the Exchange. The Exchange will support enroliment efforts through outreach and
education, including statewide advertising efforts aimed at prospective and existing
members of the Covered California Health Benefit Exchange. QHP Issuers are
required to develop and execute their own marketing plans to promote the
enrollment in their respective Exchange plans. Contracted QHPs will adhere to
Covered California Brand Style Guidelines for specific requirements regarding a
QHP’s use of the Exchange brand name, logo, and taglines. Contracted QHPs will
also adhere to QHP Marketing Guidelines, including requirements for development,
submission, and timing of QHP marketing plans and materials.

In the questions that follow, Applicants must provide detailed information pertaining
to the Applicant’s plans for marketing and advertising for the individual and small
group market.

6.8.1 Applicant must provide an organizational chart of its individual and small
group sales and marketing department(s) and identify the individual(s) with primary
responsibility for sales and marketing of the Exchange account. Indicate where
these individuais fit into the organizational chart. Include the following information:

¢ Name
o Title

e Department

¢ Phone
e Fax
e E-mail

6.8.2 Applicant must describe its plan to cooperate with Exchange marketing and
outreach efforts, including internal and external training, collateral materials and
other efforts.

6.8.3 Applicant must confirm that, upon certification, it will adhere to Exchange
requirements to co-brand ID cards, premium invoices, and termination notices
issued to Exchange enrollees. The Exchange retains the right to communicate with
Exchange customers and members.
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0 Yes, confirmed

0 No, not confirmed

6.8.4 Applicant must provide a copy of the most recent Calendar Year or Fiscal
Year Marketing Plan for the current lines of business. Applicants serving the Medi-
Cal Managed Care population shall report such marketing as “Individual” marketing.

6.8.5 Applicant must indicate estimated total expenditures and allocations for
Individual and Small Group related marketing and advertising functions during the
most recent Calendar Year/Fiscal Year. Using the table below, Applicant must
provide a detailed picture of how this Individual and Small Group funding
commitment was applied. Indicate N/A if the Applicant did not market Individual or
Small Group products in the most recent period.

Marketing Results

Total Cost

Total Sales

Cost per Sale

Small
Individual | Group

Small
Individual | Group

Small
Individual | Group

Television
(media investment only)

Radio
(media investment only)

Out-of-Home
(media investment only)

Newsprint
(media investment only)

FSI (Free Standing Inserts)
(media investment only)

Direct Mail

(list cost, postage,
printing/fulfillment)

Shared Mail
(media investment only)

Search Engine Marketing
(media investment only)

Digital (display, video,
mobile, radio)
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NCQA
Exchange-specific accreditation (if applicable)
URAC
Exchange-specific accreditation (if applicable)
AAAHC
Exchange-specific accreditation (if applicable)
7.1.2 For applicants accredited by NCQA, provide the current accreditation status
a. Excellent
b. Commendable
c. Accredited
d. Provisional
e. Interim
f. Denied
7.1.3 Enter the expiration date
a. Expires: /[
7.1.4 Next scheduled survey date
a.Date: /| |

b. Next survey date not scheduled

7.1.5 Attach a copy of the NCQA Certificate of Accreditation. If the health plan
received a rating of less than “accredited,” attach a copy of the corrective action
plan.

7.1.6 For applicants accredited by URAC, provide the current accreditation status.
a. Full accreditation
b. Provisional accreditation as a start-up
c. Conditional accreditation
d. In process
7.1.7 Enter the expiration date

a. Expires [/ |
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7.1.8 Next scheduled survey date

a.Date: [/ [

b. Next survey date not scheduled

7.1.9 Attach a copy of the URAC Certificate of Accreditation. If the health plan
received conditional accreditation, attach a copy of the corrective action plan.

7.1.10 For applicants accredited by AAAHC, provide the current accreditation status
a. AAAHC Accredited
7.1.11 Enter the expiration date

a. Expires: __/ |

7.1.12 Next scheduled survey date

a.Date: _/ /|

b. Next survey date not scheduled
7.1.13 Attach a copy of the AAAHC Certificate of Accreditation

7.2 EVALUES SUBMISSION

7.2.1 Applicant must complete the eValue8 Request for Information submission as
specified in Section 8 of this application.

7.3 QUALITY IMPROVEMENT STRATEGY

As part of a Quality Improvement Strategy, identify the mechanisms the Applicant
intends to use to promote improvements in health care quality, better prevention
and wellness and making care more affordable. These mechanisms may include
plan designs that reduce barriers or provide incentives for preventive or wellness
services. The Exchange will give more weight to those responses from Applicants
that engage in programs that foster payment and other practices that encourage
primary care, care coordination, quality improvement, promoting health equity and
reducing costs.

7.3.1 Applicant must describe their past or current initiatives in these areas in the
sections that follow and in the eValue8 sections. See Section 9 SHOP
Supplemental Application to complete additional detail regarding the availability of
financial incentives in SHOP products.
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If you do not provide physician report cards, describe why. Describe if there are
plans to implement such report cards or other methods used to evaluate provider
quality performance and how that is shared with consumers.

Process Yes/No If Yes, Description of
description consumer
access to
physician
performance

Internally Developed
Guidelines
External Guidelines

¢ National Quality

Forum
¢ Patient Charter for
Physician
Performance
Measurement
Other

7.4.2 Do you provide a Nurse Advice Line? If so, what percentage of eligible
members currently accesses the Nurse Advice Line?

0 Yes, provide Nurse Advice Line:
0 0-5%

0 6-10%

0 11-20%

0 21-30%
0 >31%

O Nurse Advice Line not provided

If you do not provide an advice line, describe how enroliees access assistance
after hours related to clinical questions.

If utilization of nurse advice line is below 20%, describe plans to reach
consumers and assist them with clinical questions.

7.4.3 Indicate the availability of the following health information resources for
Covered California members. (Check all that apply)

00 24/7 decision support/health information services
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[ Self-care books

[0 Preventive care reminders

[0 Web-based health information

[0 Integration with other health care vendors

O Integration with a client's internal wellness program
0 Newsletter

[ Other (describe)

7.4.4 Explain how your health plan encourages hospitals and other providers to
improve patient safety on an ongoing basis. The focus should be on quality
improvement, not claims payment determination. How is information collected and
used to improve care and safety for members as well as to provide feedback to
providers to improve their care?

Describe any oversight your health plan performs targeting the following areas as
outlined by the Center for Medicare and Medicaid Services (CMS) Hospital
Compare Program:

¢ Deaths and readmissions,
o Serious complications related to specific conditions,
o Hospital-acquired conditions,
e Health care associated infections.
7.5 BEHAVIORAL HEALTH MEDICAL MANAGEMENT

7.5.1 Do you manage Behavioral Health services in-house or do you subcontract?
How do you incorporate behavioral health information in identifying members for
care management programs or interventions?

7.5.2 Describe how you incorporate Evidence-Based Medicine and monitor
outcomes to institute and assess best practices for behavioral health. Include a
description of your efforts to assess and modify networks and implement best
practices that would meet the specific needs of the Exchange population
demographics.

7.5.3 What are your recent actual managed behavioral health network results?
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O Plan monitors whether member has received indicated screenings and
immunizations and can provide aggregated reports of the percentage of
members that have received these.

O None of the above

7.6.3 Provide or describe three examples of preventive care notifications currently in
use by your health plan.

7.7 INTEGRATED HEALTHCARE MODEL

The Exchange is interested in how Applicants plan to address components of an
Integrated Healthcare Model:

An integrated model of health care delivery is one in which there is
organizational/operational/policy infrastructure addressing patient care across the
continuum of care, population management and improvements in care delivery, IT
infrastructure to support care delivery, adherence to Evidence Based Medicine
(EBM) behaviors from all providers of care, and financial risk sharing incentives for
the health plan, hospital, and medical group that drive continuous improvement in
cost, quality, and service.

7.7.1 From an organizational/operational/policy perspective, Applicant must indicate
if its delivery model addresses the following, providing descriptions where
applicable:

Attribute Description
Describe your processes to
coordinate care management in
the following areas:

a. Transitional Care

b. Long Term/Catastrophic Care
c. End of Life Care

7.7.2 What national sources of Evidence Based Medicine practice guidelines do you
use? List all that apply, e.g., Agency for Healthcare Research and Quality, Milliman
guidelines.

7.7.3 Describe any requirements you may have for your contracted hospitals to
report performance information based on the National Quality Forum consensus

mAAASLIFAC

If your plan does not require reportir of such erformance information, explain
plans to implement such performance monitoring and reporting.
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7.8 INNOVATIONS

7.8.1 Describe your institutional capacity to plan, implement, and evaluate future
healthcare quality and cost innovations for Exchange Members. Include a
description of plans for scalability or replicability of successful innovations. Of
special interest to the Exchange are programs that target at-risk enroliees (e.g.:
communities at risk for health disparities, enrollees with chronic-conditions and
those who live in medically underserved areas).

7.8.2 Covered California seeks to conduct advanced analytics to assess
performance of both the Exchange and its contracted health plans for the benefit of
its enrollees. These expectations for Covered California enrollees mean significant
clinical and network analytics capacity are needed by each QHP. Describe your
infrastructure, available or currently in use, for clinical and network analytics.

If selected, Applicant must submit claims and encounter data to an Exchange-
identified analytics vendor to facilitate analytics and innovations based on data.
Vendor will aggregate data elements related to the following areas:

¢ Provider network adequacy

¢ Risk mix and segmentation

e QHP quality

e High severity of illness patient care

¢ Care management/integration services

¢ Health disparities reduction

o Hospifal quality

¢ Physician reporting -- patient care interventions
¢ Care continuity

e Enrollee choice of doctor, practice or medical group -- physician and practice
performance ratings

e Enrollee affordability of care
¢ Payment and benefit design innovation

Applicant agrees to submit claims and encounter data to Exchange-identified
analytics vendor.
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0O Yes

0 No
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appropriate health decisions." Health literacy is separate from cultural competency and literacy. An example may be that members understand they
need to go to the radiology department to get an X-ray.

Please describe below plan activities to address health literacy.

Single, Radio group.
1: No activities currently,
2: Plan addresses health literacy of members — Describe how health literacy is addressed, including testing of materials: [ 200 words ]

8.4.2.2 Indicate how racial, ethnic, and/or language data is used? Check all that apply.

Multi, Checkboxes.

Assess adequacy of language assistance to meet members' needs,

Calculate HEDIS or other clinical quality performance measures by race, ethnicity, or language,

Calculate CAHPS or other measures of member experience by race, ethnicity, or language,

Identify areas for quality improvement/disease management/ health education/promotion,

Share with enrollees to enable them to select concordant clinicians,

Share with provider network to assist them in providing language assistance and culturally competent care,

Set benchmarks (e.g., target goals for reducing measured disparities in preventive or diagnostic care),

Determine provider performance bonuses and/or contract renewals (e.g. based on evidence of disparity outlier status),
Analyze disenroliment patterns,

10: Develop disease management or other outreach programs that are culturally sensitive (provide details on program in detail box below),
11: Other (describe in detail box below),

12: Racial, ethnic, language data is not used

@ENPU BN >

8.4.2.3 How does the Plan support the needs of members with limited English proficiency? Check all that apply.

Multi, Checkboxes.

Test or verify proficiency of bilingual non-clinical Plan staff,

Test or verify proficiency of bilingual clinicians,

Certify professional interpreters,

Test or verify proficiency of interpreters to understand and communicate medical terminology,

Train practitioners to work with interpreters,

Distribute translated lists of bilingual clinicians to members,

Distribute a list of interpreter services and distribute to provider network,

Pay for in-person interpreter services used by provider network,

Pay for telephone interpreter services used by provider network,

10: Pay for in-person interpreter services for non-clinical member interactions with plans,

11: Negotiate discounts on interpreter services for provider network,

12: Train ad-hoc interpreters,

13: Provide or pay for foreign language training,

14: Formulate and publicize policy on using minor children, other family, or friends as interpreters,

15: Notify members of their right to free language assistance,

16: Notify provider network of members' right to free language assistance,

17: Develop written policy on providing language services to members with limited English proficiency,
18: Provide patient education materials in different languages. Percent in a language other than English: [Percent } Media: [ Multi, Checkboxes ],
19: Other (describe in detail box below):,

20: Plan does not implement activities to support needs of members with limited English proficiency

RXNIORON

8.4.2.4 Indicate which of the following activities the Plan undertook in 2014 to assure that culturally competent health care is delivered. This shall be
evaluated with regard to language, culture or ethnicity, and other factors. Check all that apply.

Muilti, Checkboxes.

Assess cultural competency needs of members,

Conduct an organizational cultural competence assessment of the Plan,

Conduct a cultural competence assessment of physician offices,

Employ a cultural and linguistic services coordinator or specialists,

Seek advice from a Community Advisory Board or otherwise obtain input from community-based organizations,
Collaborate with statewide or regional medical association groups focused on cultural competency issues,

Tailor health promotion/prevention messaging to particular cultural groups (summarize groups targeted and activity in detail box),
Tailor disease management activities to particular cultural groups (summarize activity and groups targeted in detail box),
Public reporting of cultural competence programs, staffing and resources,

10: Sponsor cultural competence training for Plan staff,

11: Sponsor cultural competence training for physician offices,

12: Other {describe in detail box below):,

13: No activities in year of this response

CENDORWN 2

8.4.2.5 Has the Plan evaluated or measured the impact of any language assistance activities? If yes, describe the detail box below the evaluation
results of the specific disparities that were reduced and provide a description of the intervention if applicable.

Yes/No.
8.4.3 Alignment of Benefit Design and Incentives

8.4.3.1 Please indicate, if any, consumer incentives for use of the following in HMO/POS product:
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8.7.1 Instructions and Definitions

8.7.1.1 Please note that specific instructions and definitions are provided and embedded into the appropriate question within each section and
module. Refer to the "General Background and Process Directions” document for background, process and response instructions that apply across
the 2015 eValue8 RFI. The "General Background and Process Directions" document should be routed to all Plan or Vendor personnel providing
responses.

8.7.1.2 All attachments to this module must be labeled as "Pharmacy #" and submitted electronically. Where more than one document wil! be
submitted in response to a request for an Attachment, label it as Pharmacy 1a, Pharmacy 1b, etc.

8.7.1.3 Pharmacy Benefit Manager is abbreviated as "PBM" throughout this form. If the Plan contracts with a PBM, the Plan is strongly
encouraged to work collaboratively with the PBM in the completion of this form.

8.7.1.4 All questions refer to the Plan's commercial membership. Membership of commercial customers that have removed pharmacy
management from the Plan (carved-out) and directly contracted with a separate PBM should be excluded from all responses and
calculations.

8.7.1.5 All responses for the 2015 RF! should reflect commercial HMO/POS and/or PPO plans. HMO and PPO responses are being collected in the
same RF| template. In addition, where HEDIS or CAHPS data, or plan designed performance indicators are reported, one market must be identified
as the reporting level (see Profile Section 3 questions) and used consistently throughout the 2015 RFI response. For HEDIS and CAHPS, the
responses have been autopopulated but information should be reviewed. To activate the appropriate HMO and/or PPO questions in this template,
please answer the question in 1.1.5

8.7.1.6 Plan activities must be in place by the date of this RFI submission for credit to be awarded.

8.7.2 Value-Based Formulary

8.7.2.1 Has the Plan developed a “value-based” formulary for use by purchasers that ranks pharmaceuticals ACROSS DRUG CLASSES by clinical
importance and effectiveness? (This is different from the Plan's decision process of the pharmacy and therapeutics committee to determine which
drugs are placed on formulary. By this definition the Plan must have considered the relative criticality of drugs between drug classes and introduced
copays or coinsurance designs that make some brand drugs available on the lowest cost tier for “essential” drug classes regardless of availability of
generic and/or OTC medications to make substantial use of brand drugs necessary to accommodate member needs.). If the Plan has developed a
value-based formulary as defined above, describe in the Detail text box the following: process and sources for determining its content and structure,
the purchaser name(s) and the market if this is a pilot. If this was a pilot the previous year, please provide a brief update in detail box.

Single, Pull-down list.

1: Yes, and the ranking is tied to a variable copay design available in this market,
2: Yes, and the ranking is tied to a variable copay design being piloted,

3: Yes, but there is currently no link to a variable copay design,

4: An evidence-based formulary is under development,

5: No

8.7.3 Generic & Appropriate Drug Use
8.7.3.1 Does the Plan employ any of the following strategies (defined below) to address cost management or appropriateness of utilization?

Therapeutic class reference pricing defined as: assigning a maximum allowable cost for the lowest cost drug among therapeutically equivalent
drugs. For therapeutic class MAC strategies, the member or physician group at risk, etc. would bear the cost differential of the higher priced drug, if
he/she chose to ignore the lower cost recommendation.

Therapeutic Interchange: defined as substitution of therapeutically equivalent drugs at the point of service or in a subsequent refill after physician
consultation.

Prior Authorization defined as a requirement that the Practitioner receive autharization from the Plan before the drug can be dispensed.

Step therapy is used in cases where there may be some patient-specific advantages to one brand drug compared to another or to a generic, and is
defined as a requirement that the appropriate, usually less expensive drugs be tried first to determine efficacy before converting to a higher priced
drug in the same class.

Dose Optimization defined as requiring that single dose-alternatives be used instead of multiple doses per day where single doses are possible.

Multi, Checkboxes.

1: Therapeutic Class reference Pricing,
2: Therapeutic Interchange,

3: Prior Authorization,
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Applicants are not required to offer alternate benefit designs in order to participate in SHOP.
Alternate benefit designs must comply with state statutory and regulatory requirements. If two
plans are proposed, the plans should be of different metal tiers. Any alternate benefit design must
represent a product family using the same network across all actuarial values. The alternate
benefit design offering should incorporate the standard composite calculation process utilized for
all SHOP plans.

Use Attachment G (SHOP Alternate Plan Design) to submit all cost sharing and other details for
proposed alternate benefit plan designs. The Exchange is not necessarily encouraging alternate
benefit plan designs and will carefully scrutinize such proposals.

0 Yes, proposing alternate benefit design
0O No, not proposing alternate benefit design

If yes, complete Attachment G SHOP (Alternate Plan Design) to indicate benefits and member cost
sharing design for each alternate benefit plan design you propose. In completing the matrix,
Applicant may insert text to:

¢ Indicate any additional or enhanced benefits relative to EHB
¢ Confirm all plans include pediatric oral and vision EHB
e [f in-network tiers are proposed, describe the structure for hospital or provider tiers.

9.3 Preliminary Premium Proposals: Final negotiated and accepted premium proposals shall be in
effect for the 12-month-period subsequent to the initial effective dates for all employer groups
whose initial effective dates are between January 1, 2016 and December 31, 2016. Premium
proposals are considered preliminary and may be subject to negotiation as part of QHP
certification and selection. The final negotiated premium amounts are expected to align with the
product rate filings that will be submitted to the regulatory agencies in conjunction. Premium bids
are due May 1, 2015. To submit premium proposals for SHOP products, QHP applicants will
complete and upload through the System for Electronic Rate and Form Filing (SERFF) the Unified
Rate Review Template (URRT) and the Rates Template located at:

Premium may vary only by
S irement), by coverage tier, and by
actuarial value metal level.

Applicant shall provide, upon the Exchange'’s request, in connection with any negotiation process
as reasonably requested by the Exchange, detailed documentation on the Exchange-specific rate
development methodology. Applicant shall provide justification, documentation and support used
to determine rate changes, including providing adequately supported cost projections. Cost
projections include factors impacting rate changes, assumptions, transactions and other
information that affects the Exchange specific rate development process. Information pertaining to
the key indicators driving the medical factors on trends in medical, pharmacy or other healthcare
Provider costs may also be requested to support the assumptions made in forecasting and may be
supported by information from the Plan’s actuarial systems pertaining to the Exchange-specific
account.

9.4 Quality Improvement
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Appendix A: Definition of Good Standing

Definition of Good Standing Agency
Verification that issuer holds a state health care service plan license or insurance
certificate of authority.
¢ Approved for lines of business sought in the Exchange (e.g., commercial, small
group, individual) DMHC
» Approved to operate in what geographic service areas DMHC
¢ Most recent financial exam and medical survey report reviewed DMHC
* Most recent market conduct exam reviewed CDI
Affirmation of no material® statutory or regulatory violations, including penalties
levied, in the past two years in relation to any of the following, where applicable:
¢ Financial solvency and reserves reviewed DMHC and CDI
¢ Administrative and organizational capacity acceptable DMHC
» Benefit Design
» State mandates (to cover and to offer) DMHC and CDI
¢ Essential health benefits (State required) DMHC and CDI
¢ Basic health care services CDI
¢ Copayments, deductibles, out-of-pocket maximums DMHC and CDI
e Actuarial value confirmation (using 2015 Federal Actuarial Value Calculator) DMHC and CDI
¢ Network adequacy and accessibility standards are met DMHC and CDI
¢ Provider contracts DMHC and CDI
¢ Language Access DMHC and CDI
o Uniform disclosure (summary of benefits and coverage) DMHC and CDI
¢ Claims payment policies and practices DMHC and CDI
¢ Provider complaints DMHC and CDI
¢ Utilization review policies and practices DMHC and CDI
» Quality assurance/management policies and practices DMHC
¢ Enrollee/Member grievances/complaints and appeals policies and practices DMHC and CDI
¢ Independent medical review DMHC and CDI
¢ Marketing and advertising DMHC and CDI
» Guaranteed issue individual and small group DMHC and CDI
¢ Rating Factors DMHC and CDi
¢ Medical Loss Ratio DMHC and CDI
¢ Premium rate review DMHC and CDI
» Geographic rating regions
¢ Rate development and justification is consistent with ACA requirements DMHC and CDI

‘Covered California, in its sole discretion and in consultation with the appropriate health insurance regulator,
determines what constitutes a material violation for this purpose.
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Appendix B: Geographic Areas with Fewer than Three Plan Choices in 2015

Rating Region County Zip Code

Zip codes with one (1) plan choice

Region 1 ALPINE 95646
Region 1 ALPINE 96120
Region 1 AMADOR 95629
Region 1 AMADOR 95644
Region 1 AMADOR 95666
Region 1 AMADOR 95689
Region 1 BUTTE 95901
Region 1 BUTTE 95914
Region 1 BUTTE 95925
Region 1 BUTTE 95930
Region 1 BUTTE 95941
Region 1 BUTTE 95942
Region 1 CALAVERAS 95223
Region 1 CALAVERAS 95224
Region 1 CALAVERAS 95228
Region 1 CALAVERAS 95229
Region 1 CALAVERAS 95230
Region 1 CALAVERAS 95232
Region 1 CALAVERAS 95233
Region 1 CALAVERAS 95236
Region 1 CALAVERAS 95245
Region 1 CALAVERAS 95247
Region 1 CALAVERAS 95248
Region 1 CALAVERAS 95251
Region 1 CALAVERAS 95254
Region 1 CALAVERAS 95255
Region 1 CALAVERAS 95257
Region 1 COLUSA 95939
Region 1 COLUSA 95955
Region 1 COLUSA 95957
Region 1 COLUSA 95979
Region 1 COLUSA 95987
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Region 1 DEL NORTE 95543
Region 1 DEL NORTE 95548
Region 1 GLENN 95920
Region 1 GLENN 95939
Region 1 GLENN 95951
Region 1 GLENN 95963
Region 1 HUMBOLDT 95514
Region 1 HUMBOLDT 95526
Region 1 HUMBOLDT 95528
Region 1 HUMBOLDT 95546
Region 1 HUMBOLDT 95549
Region 1 HUMBOLDT 95550
Region 1 HUMBOLDT 95552
Region 1 HUMBOLDT 95554
Region 1 HUMBOLDT 95555
Region 1 HUMBOLDT 95556
Region 1 HUMBOLDT 95558
Region 1 HUMBOLDT 95565
Region 1 HUMBOLDT 95569
Region 1 HUMBOLDT 95570
Region 1 HUMBOLDT 95571
Region 1 HUMBOLDT 95573
Region 1 HUMBOLDT 95589
Region 1 LAKE 95423
Region 1 LAKE 95469
Region 1 LASSEN 96006
Region 1 LASSEN 96009
Region 1 LASSEN 96056
Region 1 LASSEN 96068
Region 1 LASSEN 96109
Region 1 LASSEN 96113
Region 1 LASSEN 96114
Region 1 LASSEN 96117
Region 1 LASSEN 96119
Region 1 LASSEN 96121
Region 1 LASSEN 96123
Region 1 LASSEN 96128
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Region 1 LASSEN 96132
Region 1 LASSEN 96136
Region 1 MENDOCINO 95410
Region 1 MENDOCINO 95415
Region 1 MENDOCINO 95417
Region 1 MENDOCINO 95425
Region 1 MENDOCINO 95427
Region 1 MENDOCINO 95428
Region 1 MENDOCINO 95429
Region 1 MENDOCINO 95432
Region 1 MENDOCINO 95445
Region 1 MENDOCINO 95449
Region 1 MENDOCINO 95454
Region 1 MENDOCINO 95459
Region 1 MENDOCINO 95463
Region 1 MENDOCINO 95466
Region 1 MENDOCINO 95468
Region 1 MENDOCINO 95469
Region 1 MENDOCINO 95488
Region 1 MENDOCINO 95494
Region 1 MENDOCINO 95585
Region 1 MENDOCINO 95587
Region 1 MENDOCINO 95589
Region 1 MODOC 96006
Region 1 MODOC 96015
Region 1 MODOC 96054
Region 1 MODOC 96056
Region 1 MOBOC 96108
Region 1 MODOC 96110
Region 1 MODOC 96112
Region 1 MODOC 96116
Region 1 MODOC 96134
Region 9 MONTEREY 93426
Region 9 MONTEREY 93450
Region 9 MONTEREY 93451
Region 9 MONTEREY 93901
Region 9 MONTEREY 93902
Region 9 MONTEREY 93905
Region 9 MONTEREY 93906
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Region 9 MONTEREY 93907
Region 9 MONTEREY 93908
Region 9 MONTEREY 93912
Region 9 MONTEREY 93915
Region 9 MONTEREY 93920
Region 9 MONTEREY 93921
Region 9 MONTEREY 93922
Region 9 MONTEREY 93923
Region 9 MONTEREY 93924
Region 9 MONTEREY 93925
Region 9 MONTEREY 93926
Region 9 MONTEREY 93927
Region 9 MONTEREY 93928
Region 9 MONTEREY 93930
Region 9 MONTEREY 93932
Region 9 MONTEREY 93933
Region 9 MONTEREY 93940
Region 9 MONTEREY 93942
Region 9 MONTEREY 93943
Region 9 MONTEREY 93944
Region 9 MONTEREY 93950
Region 9 MONTEREY 93953
Region 9 MONTEREY 93954
Region 9 MONTEREY 93955
Region 9 MONTEREY 93960
Region 9 MONTEREY 93962
Region 9 MONTEREY 95004
Region 9 MONTEREY 95012
Region 9 MONTEREY 95039
Region 9 MONTEREY 95076
Region 1 NEVADA 95602
Region 1 NEVADA 95728
Region 1 NEVADA 95959
Region 1 NEVADA 95960
Region 1 NEVADA 95977
Region 1 NEVADA - 95986
Region 1 NEVADA 96162
Region 1 PLUMAS 95915
Region 1 PLUMAS 95947
Region 1 PLUMAS 95980
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Region 1 PLUMAS 95981
Region 1 PLUMAS 95983
Region 1 PLUMAS 96135
Region 9 SAN BENITO 93210
Region 9 SAN BENITO 93930
Region 9 SAN BENITO 95004
Region 9 SAN BENITO 95043
Region 1 SHASTA 96008
Region 1 SHASTA 96011
Region 1 SHASTA 96013
Region 1 SHASTA 96017
Region 1 SHASTA 96022
Region 1 SHASTA 96033
Region 1 SHASTA 96040
Region 1 SHASTA 96047
Region 1 SHASTA 96051
Region 1 SHASTA 96056
Region 1 SHASTA 96059
Region 1 SHASTA 96062
Region 1 SHASTA 96065
Region 1 SHASTA 96069
Region 1 SHASTA 96070
Region 1 SHASTA 96071
Region 1 SHASTA 96076
Region 1 SHASTA 96084
Region 1 SHASTA 96088
Region 1 SHASTA 96096
Region 1 SIERRA 95960
Region 1 SIERRA 96118
Region 1 SIERRA 96124
Region 1 SIERRA 96126
Region 1 SISKIYOU 95568
Region 1 SISKIYOU 96014
Region 1 SISKIYOU 96023
Region 1 SISKIYOU 96027
Region 1 SISKIYOU 96031
Region 1 SISKIYOU 96032
Region 1 SISKIYOU 96034
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Region 1 SISKIYOU 96037
Region 1 SISKIYOU 96039
Region 1 SISKIYOU 96044
Region 1 SISKIYOU 96050
Region 1 SISKIYOU 96057
Region 1 SISKIYOU 96058
Region 1 SISKIYOU 96064
Region 1 SISKIYOU 96085
Region 1 SISKIYOU 96086
Region 1 SISKIYOU 96091
Region 1 SISKIYOU 96094
Region 1 SISKIYOU 96134
Region 1 SUTTER 95948
Region 1 SUTTER 95953
Region 1 SUTTER 95957
Region 1 SUTTER 95982
Region 1 SUTTER 95991
Region 1 SUTTER 95992
Region 1 SUTTER 95993
Region 1 TEHAMA 95963
Region 1 TEHAMA 96021
Region 1 TEHAMA 96022
Region 1 TEHAMA 96029
Region 1 TEHAMA 96059
Region 1 TEHAMA 96061
Region 1 TEHAMA 96063
Region 1 TEHAMA 96074
Region 1 TEHAMA 96075
Region 1 TEHAMA 96076
Region 1 TEHAMA 96092
Region 1 TRINITY 95526
Region 1 TRINITY 95527
Region 1 TRINITY 95543
Region 1 TRINITY 95552
Region 1 TRINITY 95563
Region 1 TRINITY 95595
Region 1 TRINITY 96041
Region 1 TRINITY 96046
Region 1 TRINITY 96076
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Region 1 TRINITY 96091
Region 1 TUOLUMNE 95230
Region 1 TUOLUMNE 95305
Region 1 TUOLUMNE 95311
Region 1 TUOLUMNE 95321
Region 1 TUOLUMNE 95329
Region 1 TUOLUMNE 95335
Region 1 TUOLUMNE 95364
Region 1 TUOLUMNE 95375
Region 1 YUBA 95901
Region 1 YUBA 95914
Region 1 YUBA 95918
Region 1 YUBA 95919
Region 1 YUBA 95922
Region 1 YUBA 95925
Region 1 YUBA 95935
Region 1 YUBA 95941
Region 1 YUBA 95960
Region 1 YUBA 95962
Region 1 YUBA 95966
Region 1 YUBA 95972
Region 1 YUBA 95977
Region 1 YUBA 95981

Zip codes with two (2) pian choices

Region 1 AMADOR 95601
Region 1 AMADOR 95642
Region 1 AMADOR 95654
Region 1 AMADOR 95665
Region 1 AMADOR 95669
Region 1 AMADOR 95675
Region 1 AMADOR 95685
Region 1 AMADOR 95699
Region 1 BUTTE 95916
Region 1 BUTTE 95917
Region 1 BUTTE 95926
Region 1 BUTTE 95927
Region 1 BUTTE 95928
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Region 1 BUTTE 95929
Region 1 BUTTE 95938
Region 1 BUTTE 95940
Region 1 BUTTE 95948
Region 1 BUTTE 95954
Region 1 BUTTE 95958
Region 1 BUTTE 95965
Region 1 BUTTE 95966
Region 1 BUTTE 95967
Region 1 BUTTE 95968
Region 1 BUTTE 95969
Region 1 BUTTE 95973
Region 1 BUTTE 95974
Region 1 BUTTE 95976
Region 1 BUTTE 95978
Region 1 CALAVERAS 95221
Region 1 CALAVERAS 95222
Region 1 CALAVERAS 95225
Region 1 CALAVERAS 95226
Region 1 CALAVERAS 95246
Region 1 CALAVERAS 95249
Region 1 CALAVERAS 95252
Region 1 COLUSA 95912
Region 1 COLUSA 95932
Region 1 COLUSA 95950
Region 1 COLUSA 95970
Region 1 DEL NORTE 95531
Region 1 DEL NORTE 95532
Region 1 DEL NORTE 95538
Region 1 DEL NORTE 95567
Region 11 FRESNO 93210
Region 11 FRESNO 93234
Region 11 FRESNO 93245
Region 11 FRESNO 93605
Region 11 FRESNO 93608
Region 11 FRESNO 93620
Region 11 FRESNO 93621
Region 11 FRESNO 93622
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Region 11 FRESNO 93628
Region 11 FRESNO 93634
Region 11 FRESNO 93640
Region 11 FRESNO 93641
Region 11 FRESNO 93642
Region 11 FRESNO 93664
Region 1 GLENN 95913
Region 1 GLENN 95943
Region 1 GLENN 95970
Region 1 GLENN 95988
Region 1 HUMBOLDT 95501
Region 1 HUMBOLDT 95502
Region 1 HUMBOLDT 95503
Region 1 HUMBOLDT 95511
Region 1 HUMBOLDT 95518
Region 1 HUMBOLDT 95519
Region 1 HUMBOLDT 95521
Region 1 HUMBOLDT 95524
Region 1 HUMBOLDT 95525
Region 1 HUMBOLDT 95534
Region 1 HUMBOLDT 95536
Region 1 HUMBOLDT 95537
Region 1 HUMBOLDT 95540
Region 1 HUMBOLDT 95542
Region 1 HUMBOLDT 95545
Region 1 HUMBOLDT 95547
Region 1 HUMBOLDT 95551
Region 1 HUMBOLDT 95553
Region 1 HUMBOLDT 95559
Region 1 HUMBOLDT 95560
Region 1 HUMBOLDT 95562
Region 1 HUMBOLDT 95564
Region 13 IMPERIAL 92004
Region 13 IMPERIAL 92222
Region 13 IMPERIAL 92225
Region 13 IMPERIAL 92227
Region 13 IMPERIAL 92231
Region 13 IMPERIAL 92232
Region 13 IMPERIAL 92233
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Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13

Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13

Region 14
Region 14
Region 14
Region 14
Region 14
Region 14

Region 11
Region 11
Region 11
Region 11
Region 11
Region 11
Region 11

Region 1
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IMPERIAL
IMPERIAL
IMPERIAL
IMPERIAL
IMPERIAL
IMPERIAL
IMPERIAL
IMPERIAL
IMPERIAL
IMPERIAL
IMPERIAL

- INYO
INYO
INYO
INYO
INYO
INYO
INYO
INYO
INYO
INYO
INYO
INYO
INYO

KERN
KERN
KERN
KERN
KERN
KERN

KINGS
KINGS
KINGS
KINGS
KINGS
KINGS
KINGS

LAKE

92243
92244
92249
92250
92251
92257
92259
92266
92273
92281
92283

92328
92384
92389
93513
93514
93515
93522
93526
93527
93530
93542
93545
93549

93527
93528
93554
93555
93556
93558

93202
93204
93212
93239
93245
93246
93266

95422
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Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1

Region 1
Region 1
Region 1

Region 11
Region 11
Region 11

Region 10
Region 10
Region 10
Region 10
Region 10
Region 10
Region 10
Region 10
Region 10

Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
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LAKE
LAKE
LAKE
LAKE
LAKE
LAKE
LAKE
LAKE
LAKE
LAKE
LAKE
LAKE
LAKE

LASSEN
LASSEN
LASSEN

MADERA
MADERA
MADERA

MARIPOSA
MARIPOSA
MARIPOSA
MARIPOSA
MARIPOSA
MARIPOSA
MARIPOSA
MARIPOSA
MARIPOSA

MENDOCINO
MENDOCINO
MENDOCINO
MENDOCINO
MENDOCINO
MENDOCINO
MENDOCINO
MENDOCINO
MENDOCINO

95424
95426
95435
95443
95451
95453
95457
95458
95461
95464
95467
95485
95453

96127
96130
96137

93610
93620
93622

95306
95311
95318
95321
95325
95329
95338
95345
95389

95418
95420
95437
95456
95460
95470
95481
95482
95490
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Region 1
Region 1
Region 1

Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13
Region 13

Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1

Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1

Region 17
Region 17
Region 17

Region 9
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MODOC
MODOC
MODOC

MONO
MONO
MONO
MONO
MONO
MONO
MONO
MONO

NEVADA
NEVADA
NEVADA
NEVADA
NEVADA
NEVADA
NEVADA
NEVADA
NEVADA
NEVADA

PLUMAS
PLUMAS
PLUMAS
PLUMAS
PLUMAS
PLUMAS
PLUMAS
PLUMAS
PLUMAS
PLUMAS
PLUMAS
PLUMAS

RIVERSIDE
RIVERSIDE
RIVERSIDE

SAN BENITO

96101
96104
96115

93512
93514
93517
93529
93541
93546
96107
96133

95712
95724
95924
95945
95946
95949
95975
96111
96160
96161

95923
95934
95956
95971
95984
96020
96103
96105
96106
96122
96129
96137

92225
92226
92239

95023
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Region 9
Region 9
Region 9

Region 17
Region 17
Region 17
Region 17
Region 17
Region 17
Region 17
Region 17
Region 17
Region 17
Region 17
Region 17
Region 17
Region 17

Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
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SAN BENITO
SAN BENITO
SAN BENITO

SAN BERNARDINO
SAN BERNARDINO
SAN BERNARDINO
SAN BERNARDINO
SAN BERNARDINO
SAN BERNARDINO
SAN BERNARDINO
SAN BERNARDINO
SAN BERNARDINO
SAN BERNARDINO
SAN BERNARDINO
SAN BERNARDINO
SAN BERNARDINO
SAN BERNARDINO

SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO

95024
95045
95075

92242
92267
92280
92304
92323
92332
92338
92363
92364
92366
93516
93555
93562
93592

93252

93401
93402
93403
93405
93406
93407
93408
93409
93410
93412
93420
93421
93422
93423
93424
93426
93428
93430
93432
93433
93435
93442
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Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12

Region 12
Region 12
Region 12
Region 12
Region 12
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Region 12
Region 12
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Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
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SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO
SAN LUIS OBISPO

SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA

93443
93444
93445
93446
93447
93448
93449
93451
93452
93453
93454
93461
93465
93475
93483

93013
93014
93067
93101
93102
93103
93105
93106
93107
93108
93109
93110
93111
93116
93117
93118
93120
93121
93130
93140
93150
93160
93190
93199
93252
93254
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Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12
Region 12

Region 9
Region 9
Region 9

Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1

Region 1
Region 1
Region 1
Region 1
Region 1

QHP New Entrant Certification Application for Plan Year 2016

Appendix B

SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA
SANTA BARBARA

SANTA CRUZ
SANTA CRUZ
SANTA CRUZ

SHASTA
SHASTA
SHASTA
SHASTA
SHASTA
SHASTA
SHASTA
SHASTA
SHASTA
SHASTA
SHASTA
SHASTA
SHASTA
SHASTA
SHASTA

SIERRA
SIERRA
SIERRA
SIERRA
SIERRA

93427
93429
93434
93436
93437
93438
93440
93441
93454
93455
93456
93457
93458
93460
93463
93464

95006
95017
95033

96001
96002
96003
96007
96016
96019
96025
96028
96049
96073
96079
96087
96089
96095
96099

95910
95922
95936
95944
96105
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Region 1

Region 1
Region 1
Region 1
Region 1

Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1

Region 1
Region 1
Region 1
Region 1
Region 1
Region 1

Region 1
Region 1
Region 1
Region 1
Region 1

Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
Region 1
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SIERRA

SISKIYOU
SISKIYOU
SISKIYOU
SISKIYOU

SUTTER
SUTTER
SUTTER
SUTTER
SUTTER
SUTTER
SUTTER
SUTTER
SUTTER
SUTTER

TEHAMA
TEHAMA
TEHAMA
TEHAMA
TEHAMA
TEHAMA

TRINITY
TRINITY
TRINITY
TRINITY
TRINITY

TUOLUMNE
TUOLUMNE
TUOLUMNE
TUOLUMNE
TUOLUMNE
TUOLUMNE
TUOLUMNE
TUOLUMNE
TUOLUMNE
TUOLUMNE

96125

96025
96038
96067
96097

95626
95645
95648
95659
95668
95674
95676
95692
95836
95837

95973
96035
96055
96078
96080
96090

96010
96024
96048
96052
96093

95309
95310
95327
95346
95347
95370
95372
95373
95379
95383
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Region 12
Region 12
Region 12

Region 1
Region 1
Region 1
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VENTURA
VENTURA
VENTURA

YUBA
YUBA
YUBA

93013
93023
93024

95692
95803
95961
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Centers for Medicare & Medicaid Services

STy DEPARTMENT OF HEALTH & HUMAN SERVICES
%;G ‘ 200 Independence Avenue SW
K Washington, DC 20201
Model QHP Addendum for Indian Health Care Providers

9"'1*’!33"

1. Purpose of Addendum; Supersession.

The purpose of this Addendum for Indian health care providers is to apply special terms and conditions

necessitated by federal law and regulations to the network provider agreement by and between
and/or “QHP issuer”) and

(herein "Qualified Health Plan issuer”
(herein " Provider"). To the extent that any provision of the Qualified

Health Plan issuer's network provider agreement or any other addendum thereto is inconsistent with any
provision of this Addendum, the provisions of this Addendum shall supersede all such other provisions.

2. Definitions.
For purposes of the Qualified Health Plan issuer's agreement, any other addendum thereto, and this
Addendum, the following terms and definitions shail apply:

(a) “Contract health services” has the meaning given in the Indian Health Care Improvement Act (IHCIA)

Section 4(5), 25 U.S.C. § 1603(5).
(b) “Indian” has the meaning given in 45 C.F.R. 155.300.

(c) “Provider” means a health program administered by the Indian Health Service, a tribal health program,
an Indian tribe or a tribal organization to which funding is provided pursuant to 25 U.S.C. §
47(commonly known as the “Buy Indian Act”), or an urban Indian organization that receives funding
from the IHS pursuant to Title V of the IHCIA (Pub. L. 94-437), as amended, and is identified by

name in Section 1 of this Addendum.
(d) “Indian Health Service or IHS” means the agency of that name within the U.S. Department of Health
and Human Services established by the IHCIA Section 601, 25 U.S.C. § 1661.
(e) “Indian tribe” has the meaning given in the IHCIA Section 4(14), 25 U.S.C. § 1603(14).
() “Qualified Health Plan” (QHP) has the meaning given in Section 1301 of the Affordable Care Act,

(g) “Tribal health program” has the meaning given in the IHCIA Section 4(25), 25 U.S.C. § 1603(25).

42 U.S.C. § 18021.
(h) “Tribal organization” has the meaning given in the IHCIA Section 4(26), 25 U.S.C. § 1603(26).
“Urban Indian organization” has the meaning given in the IHCIA Section 4(29), 25 US.C. §

@)
1603(29).

3. Description of Provider.
The Provider identified in Section 1 of this Addendum is (check the appropriate box):

/_/ The IHS.
/_/ An Indian tribe that operates a health program under a contract or compact to carry out programs,
services, functions, and activities (or portions thereof) of the IHS pursuant to the ISDEAA, 25 U.S.C

§ 450 et seq.

QHP New Entrant Certification Application for Plan Year 2016
Appendix C Model QHP Addendum for Indian Health Care Providers



4/4/13 Final Model QHP Addendum — Page 2

/_/ A tribal organization that operates a health program under a contract or compact to carry out programs,
services, functions, and activities (or portions thereof) of the THS pursuant to the ISDEAA, 25 U.S.C.
§ 450 et seq.

/_/ A tribe or tribal organization that operates a health program with funding provided in whole or part
pursuant to 25 U.S.C. § 47 (commonly known as the Buy Indian Act).

/_/ An urban Indian organization that operates a health program with funds in whole or part provided by
IHS under a grant or contract awarded pursuant to Title V of the THCIA.

4. Persons Eligible for Items and Services from Provider.

(a) The parties acknowledge that eligibility for services at the Provider’s facilities is determined by
federal law, including the THCIA, 25 U.S.C. § 1601, et seq. and/or 42 C.F.R. Part 136. Nothing in this
agreement shall be construed to in any way change, reduce, expand, or alter the eligibility
requirements for services through the Provider’s programs.

(b) No term or condition of the QHP issuer’s agreement or any addendum thereto shall be construed to
require the Provider to serve individuals who are ineligible under federal law for services from the
Provider. The QHP issuer acknowledges that pursuant to 45 C.F.R. 80.3(d), an individual shall not
be deemed subjected to discrimination by reason of his/her exclusion from benefits limited by federal
law to individuals eligible for services from the Provider. Provider acknowledges that the
nondiscrimination provisions of federal law may apply.

5. Applicability of Other Federal Laws.
Federal laws and regulations affecting the Provider, include but are not limited to the following:
(a) The IHS as a Provider:

(1) Anti-Deficiency Act, 31 U.S.C. § 1341;

(2) ISDEAA, 25 U.S.C. § 450 et seq.,

(3) Federal Tort Claims Act (“FTCA”), 28 U.S.C. §§ 2671-2680;

(4) Federal Medical Care Recovery Act, 42 U.S.C. §§ 2651-2653;

(5) Federal Privacy Act of 1974 (“Privacy Act”), 5 U.S.C. § 552a, 45 C.F.R. Part 5b;

(6) Confidentiality of Alcohol and Drug Abuse Patient Records, 42 C.F.R. Part 2;

(7) Health Insurance Portability and Accountability Act of 1996 ("HIPAA"), 45 C.F.R. Parts 160
and 164; and

(8) IHCIA, 25 U.S.C. § 1601 et seq.

(b) An Indian tribe or a Tribal organization that is a Provider:

(1) ISDEAA, 25 U.S.C. § 450 et seq.;

(2) IHCIA, 25 U.S.C. § 1601 et seq.,

(3) FTCA, 28 U.S.C. §§ 2671-2680;

(4) Federal Medical Care Recovery Act, 42 U.S.C. §§ 2651-2653;
(5) Privacy Act, 5 U.S.C. § 552a, 45 C.F.R. Part 5b; and

(6) HIPAA, 45 C.F.R. Parts 160 and 164.

(¢) An urban Indian organization that is a Provider:

QHP New Entrant Certification Application for Plan Year 2016
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(1) IHCIA, 25 U.S.C. § 1601 et seq. (including without limitation pursuant to the IHCIA Section
206(e)(3), 25 U.S.C. § 1621e(e)(3), regarding recovery from tortfeasors),

(2) Privacy Act, 5 U.S.C. § 552a, 45 C.F.R. Part 5b; and

(3) HIPAA, 45 C.F.R. Parts 160 and 164.

6. Non-Taxable Entity.

To the extent the Provider is a non-taxable entity, the Provider shall not be required by a QHP issuer to
collect or remit any federal, state, or local tax.

7. Insurance and Indemnification.

(a) Indian Health Service. The IHS is covered by the FTCA which obviates the requirement that THS
carry private malpractice insurance as the United States consents to be sued in place of federal
employees for any damages to property or for personal injury or death caused by the negligence or

~ wrongful act or omission of federal employees acting within the scope of their employment. 28
U.S.C. §§ 2671-2680. Nothing in the QHP network provider agreement shall be interpreted to
authorize or obligate any IHS employee to perform any act outside the scope of his/her employment.
The IHS shall not be required to acquire insurance, provide indemnification, or guarantee that the
QHP will be held harmless from liability.

(b) Indian Tribes and Tribal Organizations. A Provider which is an Indian tribe, a tribal organization, or
employee of a tribe or tribal organization shall not be required to obtain or maintain professional liability
insurance to the extent such Provider is covered by the FTCA pursuant to federal law (Public Law 101-
512, Title I, § 314, as amended by Public Law 103-138, Title III, § 308 (codified at 25
U.S.C. § 450f note); and 25 C.F.R. Part 900, Subpart M; 25 U.S.C. §458aaa-15(a); and 42 C.F.R. §
137.220). Nothing in the QHP issuer network provider agreement or any addendum thereto shall be
interpreted to authorize or obligate such Provider or any employee of such provider to operate outside
of the scope of employment of such employee. Such Provider shall not be required to acquire
insurance, provide indemnification, or guarantee that the QHP issuer will be held harmless from
liability.

(c) Urban Indian Organizations. To the extent a Provider that is an urban Indian organization is covered
by the FTCA pursuant to Section 224(g)-(n) of the Public Health Service Act, as amended by the
Federally Supported Health Centers Assistance Act, Public Law 104-73, (codified at 42 U.S.C. §
233(g)-(n)), 42 C.F.R. Part 6, such Provider shall not be required to obtain or maintain professional
liability insurance. Nothing in the QHP issuer network provider agreement or any addendum thereto
shall be interpreted to authorize or obligate such Provider or any employee of such Provider to
operate outside of the scope of employment of such employee.. Such Provider shall not be required to
acquire insurance, provide indemnification, or guarantee that the QHP issuer will be held harmiess
from liability.

8. Licensure of Health Care Professionals.

(a) Indian Health Service. States may not regulate the activities of IHS-operated health care programs nor
require that IHS health care professionals be licensed in the state where they are providing services,
whether the THS employee is working at an IHS-operated facility or has been assigned to a health care

. program of a tribe, tribal organization, or urban Indian organization. The parties agree that during the
term of the QHP issuer’s agreement, THS health care professionals shall hold state licenses in accordance
with applicable federal law, and that IHS facilities shall be accredited in accordance with federal statutes
and regulations.
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(b) Indian tribes and tribal organizations. Section 221 of the IHCIA, 25 U.S.C. § 1621t, exempts a health
care professional employed by an Indian tribe or tribal organization from the licensing requirements
of the state in which such tribe or organization performs services, provided the health care
professional is licensed in any state. The parties agree that these federal laws apply to the QHP
issuer’s agreement and any addenda thereto.

(c) Urban Indian organizations. To the extent that any health care professional of an urban Indian
provider is exempt from state regulation, such professional shall be deemed qualified to perform services
under the QHP Sponsor's agreement and all addenda thereto, provided such employee is licensed to
practice in any state. The parties agree that this federal law applies to the QHP issuer’s agreement
and any addenda thereto.

9. Licensure of Provider; Eligibility for Payments.

To the extent that the Provider is exempt from state licensing requirements, such Provider shall not be
required to hold a state license to receive any payments under the QHP issuer’s network provider agreement
and any addendum thereto.

10. Dispute Resolution.

In the event of any dispute arising under the QHP issuer’s network provider agreement or any addendum
thereto, the parties agree to meet and confer in good faith to resolve any such disputes prior to resolution
of any disputes through any process identified in the network provider agreement. If the Provider is an
IHS provider, the laws of the United States shall apply to any problem or dispute hereunder that cannot be
resolved by and between the parties in good faith. Notwithstanding any provision in the provider network
agreement, IHS shall not be required to submit any disputes between the parties to binding arbitration.

11. Governing Law.

The QHP issuer’s network provider agreement and all addenda thereto shall be governed and construed in
accordance with federal law of the United States. In the event of a conflict between such agreement and
all addenda thereto and federal law, federal law shall prevail. Nothing in the QHP issuer’s network provider
agreement or any addendum thereto shall subject an Indian tribe, tribal organization, or urban Indian
organization to state law to any greater extent than state law is already applicable.

12. Medical Quality Assurance Requirements.

To the extent the QHP issuer imposes any medical quality assurance requirements on its network providers,
any such requirements applicable to the Provider shall be subject to Section 805 of the IHCIA,

25 U.S.C. § 1675.

13. Claims Format.

The QHP issuer shall process claims from the Provider in accordance with Section 206(h) of the IHCIA,
25 U.S.C. § 1621e(h), which does not permit an issuer to deny a claim submitted by a Provider based on
the format in which submitted if the format used complies with that required for submission of claims

under Title XVIII of the Social Security Act or recognized under Section 1175 of such Act.

14. Payment of Claims.
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The QHP issuer shall pay claims from the Provider in accordance with federal law, including Section 206
of the IHCIA (25 U.S.C. §1621le), and 45 C.F.R., Part 156, Subpart E. The QHP issuer shall be deemed
compliant with Section 206 to the extent the QHP issuer and Provider mutually agree to the rates or amounts
specified in the QHP issuer agreement as payment in full.

15. Hours and Days of Service.

The hours and days of service of the Provider shall be established by the Provider. Though not required
prior to the establishment of such service hours, the QHP issuer and the Provider may negotiate and agree
on specific hours and days of service. At the request of the QHP issuer, such Provider shall provide
written notification of its hours and days of service.

16. Contract Health Service Referral Requirements

The Provider shall comply with coordination of care and referral obligations of the QHP issuer except
only in specific circumstances in which such referrals would conflict with federal law or that referral
requirements applicable to Contract Health Services would not be met. The Provider will notify the QHP
issuer when such circumstances occur.

17. Sovereign Immunity.

Nothing in the QHP issuer’s network provider agreement or in any addendum thereto shall constitute a
waiver of federal or tribal sovereign immunity.

18. Endorsement.

An endorsement of a non-federal entity, event, product, service, or enterprise may be neither stated nor
implied by the IHS Provider or IHS employees in their official capacities and titles. Such agency names and
positions may not be used to suggest official endorsement or preferential treatment of any non-federal entity
under this agreement. '

APPROVALS
For the Qualified Health Plan Issuer: For the Provider:
Date Date
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PQA Measures

Adherence and Persistence

The Adherence and Persistence measures examine patients’ refills of medications for particular therapeutic drug
classes. Two methods were selected to give complementary perspectives on adherence and persistence: the
proportion of days covered and the gap in therapy. Because Proportion of Days Covered is the preferred method
to measure adherence, PQA provides updates for only this methodology.

Proportion of Days Covered (PDC)

Proportion of Days Covered (PDC) measures assess the percentage of patients covered by prescription claims
for the same drug or for another drug in the same therapeutic class, within the measurement year. The PDC
threshold is the level above which the medication has a reasonable likelihood of achieving the most clinical
benefit; clinical evidence provides support for a standard PDC threshold of 80%.

* Beta-Blockers (BB)

* Renin Angiotensin System (RAS) Antagonists (ACEI/ARB/Direct Renin Inhibitors)

» Calcium-Channel Blockers (CCB)

» Diabetes Medications (biguanides, DPP-1V inhibitors, sulfonylureas, thiazolidinediones, diabetes all-

class)
= Cholesterol Medications (HMG-CoA inhibitors — Statins)
e Antiretroviral Medications (requires 90% threshold for at least 2 antiretroviral medications)

* Non-Warfarin Oral Anticoagulants

Appropriate Medication Use

The Diabetes Medication measures assess two areas of diabetes medication use: the appropriate dosing of
diabetes medication and the treatment regimen for patients taking diabetes medications. The Diabetes Medication
Dosing measure assesses the percentage of patients who were dispensed a dose higher than the daily
recommended dose for diabetes medications. The Diabetes: Appropriate Treatment of Hypertension measure
assesses the percentage of patients who were dispensed a medication for diabetes and a medication for
hypertension and who were dispensed an ACEI or ARB or Direct Renin Inhibitor medication.

¢ Diabetes Medication Dosing (DOS)
e Diabetes: Appropriate Treatment of Hypertension (APP)

The respiratory medication measures assess two areas of respiratory medication use. Suboptimal Asthma Control
assesses the percentage of patients with persistent asthma who were dispensed more than 3 canisters of a short-
acting beta2 agonist inhaler over any three-month period. Absence of Controller Therapy assesses the
percentage of patients with persistent asthma who were dispensed more than 3 canisters of a short-acting beta2
agonist inhaler over any three-month period and who did not receive the appropriate controller therapy.

e Absence of Controller Therapy (ACT)
*  Suboptimatl Asthma Control (SAC)

A cardiovascular medication measure addresses the appropriate management of cholesterol in patients with
coronary artery disease (CAD). This measure requires data to confirm a diagnosis of CAD as well as drug
utilization data to determine whether the CAD patients received a HMG-CoA reductase inhibitor (i.e. statin)

medication.
* Cholesterol Management in Coronary Artery Disease
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Measure Specifications

Adherence/Persistence Measures

* Proportion of Days Covered (PDC)

Diabetes Medication Measures

* Diabetes Medication Dosing (DOS)
* Diabetes: Appropriate Treatment of Hypertension (APP)

- Respiratory Medication Measures

* Absence of Controller Therapy (ACT)
* Suboptimal Asthma Control (SAC)

Medication Safety Measure

* Use of High-Risk Medications in the Elderly (HRM)
¢ Drug-drug Interactions (DDI)

* Antipsychotic Use in Persons with Dementia (APD)
* Antipsychotic Use in Children under 5 Years

Cardiovascular Measure

* Cholesterol Management in Patients with Coronary Artery Disease (CAD)

MTM Measure

¢ Completion Rate for Comprehensive Medication Review (CMR)
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