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MCO Amendment 12 
Attachment A12 – Changes to Attachment A, Model Contract 

Item Change From Change To Justification 

1 Glossary 

[…] 

Care Coordination – Deliberate organization of patient care activities by a 
person or entity, including the Contractor that is formally designated as 
primarily responsible for coordinating services furnished by providers 
involved in the Enrollee’s care, to facilitate the appropriate delivery of health 
care services. Care coordination activities may include but aren’t limited to 
the coordination of specialty referrals, assistance with Ancillary Services, and 
referrals to and coordination with community services. Organizing care 
involves the marshalling of personnel and other resources needed to carry 
out all required patient care activities and is often managed by the exchange 
of information among participants responsible for different aspects of the 
Enrollee’s care. 

Glossary 

[…] 

Care Coordination – Deliberate organization of patient care activities by 

a person or entity, including the Contractor that is formally designated as 

primarily responsible for coordinating services furnished by providers 

involved in the Enrollee’s care, to facilitate the appropriate delivery of 

health care services. Care coordination activities may include but aren’t 

limited to the coordination of specialty referrals, assistance with Ancillary 

Services, and referrals to and coordination with community services. Care 

coordination outreach activities may include but are not limited to 

telephonic outreach, face-to-face visits, text, email, or mail messaging. 

Organizing care involves the marshalling of personnel and other resources 

needed to carry out all required patient care activities and is often 

managed by the exchange of information among participants responsible 

for different aspects of the Enrollee’s care. 

This revision is necessary to provide 
additional clarification to the definition of 
Care Coordination. 

2 Glossary 

[…] 

Care Management – An overall approach to managing Enrollees’ care needs 

and encompasses a set of activities intended to improve patient care and 

reduce the need for medical services by enhancing coordination of care, 

eliminating duplication, and helping patients and caregivers more effectively 

manage health conditions.  

Glossary 

[…] 

Care Management – An overall approach to managing Enrollees’ care 

needs and preferences and encompasses a set of activities intended to 

improve patient care and reduce the need for medical services by 

enhancing coordination of care, eliminating duplication, and helping 

patients and caregivers more effectively manage health conditions. Care 

This revision is necessary to provide 
additional clarification to the definition of 
Care Management. 



 
 

Attachment A12, Changes to Attachment A, Model Contract 
Effective: 1/1/2026   Page 2 

Management includes but is not limited to Care Coordination, Case 

Management, and Utilization Management. 

3 Glossary 

[…] 

Case Management – A collaborative process of assessment, planning, 
facilitation and advocacy for options and services to meet an individual 
Enrollee’s health-related needs through communication and available 
resources to promote quality and cost-effective outcomes. Case 
management implicitly enhances care coordination through the designation 
of a case manager whose specific responsibility is to oversee and coordinate 
access and care delivery targeted to high-risk patients with diverse 
combinations of health, functional, and social needs. 

Glossary 

[…] 

Case Management – A collaborative process of assessment, planning, 

facilitation and advocacy for options and services to meet an individual 

Enrollee’s health‐related needs with respect to their preferences through 

communication and available resources to promote quality and cost‐

effective outcomes. Case management implicitly enhances care 

coordination through the designation of a case manager whose specific 

responsibility is to oversee and coordinate access and care delivery 

targeted to high‐risk patients with diverse combinations of health, 

functional, and social needs. 

This revision is necessary to provide 
additional clarification to the definition of 
Case Management. 

4 Glossary 

[…] 

Case Manager – A licensed registered nurse, licensed mental health 

practitioner, or other trained individual who is employed or contracted by 

the Contractor or an Enrollee’s PCP. The case manager is accountable for 

providing intensive monitoring, follow-up, clinical management of high risk 

Enrollees, and care coordination activities, which include development of the 

Plan of Care, ensuring appropriate referrals and Timely two-way transmission 

of useful Enrollee information; obtaining reliable and Timely information 

about services other than those provided by the PCP; supporting the Enrollee 

in addressing social determinants of health; and supporting safe transitions 

in care for Enrollees moving between institutional and community care 

settings. The case manager may serve on one or more multi-disciplinary care 

Glossary 

[…] 

Case Manager – A licensed registered nurse, licensed mental health 

practitioner, or other trained individual who is employed or contracted by 

the Contractor or an Enrollee’s provider. The case manager is accountable 

for providing intensive monitoring, follow‐up, clinical management of 

high risk Enrollees, and care coordination activities, which include 

development of the Plan of Care, ensuring appropriate referrals and 

Timely two‐way transmission of useful Enrollee information; obtaining 

reliable and Timely information about services other than those provided 

by the PCP; supporting the Enrollee in addressing social determinants of 

health; and supporting safe transitions in care for Enrollees moving 

between institutional and community care settings. The case manager 

may serve on one or more multi‐disciplinary care teams and is responsible 

This revision is necessary to provide 
additional clarification to the definition of 
Case Manager. 
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teams and is responsible for coordinating and facilitating meetings and other 

activities of those care teams.  

for coordinating and facilitating meetings and other activities of those 

care teams. 

5 Glossary 

[…] 

Documented Attempt – A bona fide, or good faith, attempt, in writing, by the 
Contractor to enter into a contract with a provider, made on or after the date 
the Contractor signs the Contract with LDH, and no sooner than sixty (60) 
Calendar Days following any preceding attempt. Such attempts shall include 
written correspondence via certified mail that outlines contract negotiations 
between the parties, including rate and contract terms disclosure. If, within 
thirty (30) Calendar Days following the receipt date, the potential provider 
rejects the request or fails to respond either verbally or in writing, the 
Contractor may consider the request for inclusion in the provider network as 
denied by the provider. Provider responses are not limited to approval or 
rejection of the offer. This shall constitute one (1) attempt.  

Glossary 

[…] 

Documented Attempt – A bona fide, or good faith, attempt, in writing, by 
the Contractor to enter into a contract with a provider, made on or after 
the date the Contractor signs the Contract with LDH, and no sooner than 
sixty (60) Calendar Days following any preceding attempt. Such attempts 
shall include written correspondence via certified mail that outlines 
contract negotiations between the parties, including rate and contract 
terms disclosure. If, within thirty (30) Calendar Days following the receipt 
date, the potential provider rejects the request or fails to respond either 
verbally or in writing, the Contractor may consider the request for 
inclusion in the provider network as denied by the provider. Provider 
responses are not limited to approval or rejection of the offer. This shall 
constitute one (1) attempt. 

This revision is necessary since this 
language was removed as a contract 
requirement. 

6 Glossary 

[…] 

Enrollees with Special Health Care Needs (SHCN) – Individuals of any age 
with a behavioral health disability, physical disability, developmental 
disability, or other circumstances that place their health and ability to fully 
function in society at risk, requiring individualized care approaches. Enrollees 
with Special Health Care Needs shall include any Enrollees who: 
 

 have complex needs such as multiple chronic conditions, co-morbidities, 
and co-existing functional impairments; 

 are at high risk for admission/readmission to a hospital within the next 
six (6) months; 

 are at high risk of institutionalization;  

Glossary 

[…] 

Enrollees with Special Health Care Needs (SHCN) – Special Health Care 

Needs Populations are individuals, across the lifespan, who have chronic 

physical, developmental, behavioral, or emotional conditions that 

significantly impact their health and daily functioning. These individuals 

require health and related services of a type or amount beyond what is 

typically needed by most people. 

They often experience: 

 Complex care needs involving multiple providers, agencies, or 

systems. 

This revision is necessary to provide 
additional clarification to the definition of 
Enrollees with Special Health Care Needs 
(SHCN). 
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 have been diagnosed with a Serious Emotional Disturbance, a Severe and 
Persistent Mental Illness, or a Substance Use Disorder, or otherwise have 
significant behavioral health needs, including those Enrollees presenting 
to the hospital or emergency department with a suicide attempt or non-
fatal opioid, stimulants, and sedative/hypnotic drug overdose reason; 

 are homeless as defined in Section 330(h)(5)(A) of the Public Health 
Service Act and codified by the US Department of Health and Human 
Services in 42 U.S.C. §254(b); 

 are women with high-risk pregnancies (i.e., pregnancies that have one or 
more risk factors) or who have had an adverse pregnancy outcome during 
the pregnancy, including preterm birth of less than thirty-seven (37) 
weeks; 

 have been recently incarcerated and are transitioning out of custody; 

 are at high risk of inpatient admission or emergency department visits, 
including certain Enrollees transitioning care across acute hospital, 
chronic disease and rehabilitation hospital or nursing facility setting;  

 are members of the DOJ Agreement Target Population;  

 are enrolled under the Act 421 Children’s Medicaid Option; or 

 receive care from other State agency programs, including, but not limited 
to, programs through OJJ, DCFS, or OPH.  

 

 Fragmented or poorly integrated care, leading to gaps in treatment 

and coordination. 

 Frequent transitions between care settings (e.g., hospital to home, 

pediatric to adult care), which can disrupt continuity and quality of 

care. 

 Cognitive, behavioral, social, or functional limitations that hinder 

self-management and independence. 

 Limited or absent support from family caregivers, increasing 

reliance on formal systems of care. 

 Barriers related to social determinants of health, such as poverty, 

housing instability, transportation challenges, language barriers, 

and limited health literacy, which impede access to and navigation 

of health services. 

These populations require person-centered, coordinated, and equitable 

care models that address both clinical and non-clinical needs, promote 

health equity, and support long-term well-being. Individuals of any age 

with a behavioral health disability, physical disability, developmental 

disability, or other circumstances that place their health and ability to fully 

function in society at risk, requiring individualized care approaches. 

Enrollees with Special Health Care Needs shall include any Enrollees who: 

 have complex needs such as multiple chronic conditions, co-

morbidities, and co-existing functional impairments; 

 are at high risk for admission/readmission to a hospital within the next 

six (6) months; 

 are at high risk of institutionalization;  
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 have been diagnosed with a Serious Emotional Disturbance, a Severe 

and Persistent Mental Illness, or a Substance Use Disorder, or 

otherwise have significant behavioral health needs, including those 

Enrollees presenting to the hospital or emergency department with a 

suicide attempt or non-fatal opioid, stimulants, and sedative/hypnotic 

drug overdose reason; 

• are homeless as defined in Section 330(h)(5)(A) of the Public Health 

Service Act and codified by the US Department of Health and Human 

Services in 42 U.S.C. §254(b); 

• are women with high-risk pregnancies (i.e., pregnancies that have one 

or more risk factors) or who have had an adverse pregnancy outcome 

during the pregnancy, including preterm birth of less than thirty-seven 

(37) weeks; 

• have been recently incarcerated and are transitioning out of custody; 

• are at high risk of inpatient admission or emergency department visits, 

including certain Enrollees transitioning care across acute hospital, 

chronic disease and rehabilitation hospital or nursing facility setting;  

• are members of the DOJ Agreement Target Population;  

• are enrolled under the Act 421 Children’s Medicaid Option; or 

• receive care from other State agency programs, including, but not 

limited to, programs through OJJ, DCFS, or OPH.  

7 Glossary 

[…] 

Fraud – As relates to Medicaid Program Integrity, an intentional deception or 
misrepresentation made by a person with the knowledge that the deception 
could result in some unauthorized benefit to him or some other person. It 
includes any act that constitutes Fraud under applicable Federal or State law. 

Glossary 

[…] 

Fraud – As relates to Medicaid Program Integrity, an intentional 
deception or misrepresentation made by a person with the knowledge 
that the deception could result in some unauthorized benefit to him or 
some other person. It includes any act that constitutes Fraud under 

This revision is necessary to provide 
additional clarification to the definition of 
fraud. 



 
 

Attachment A12, Changes to Attachment A, Model Contract 
Effective: 1/1/2026   Page 6 

Fraud may include, but is not limited to, deliberate misrepresentation of need 
or eligibility; providing false information concerning costs or conditions to 
obtain reimbursement or certification; or Claiming payment for services 
which were never delivered or received. 

applicable Federal or State law, including but not limited to the Medical 
Assistance Programs Integrity Law, La. R.S. 46:437.1 et seq and the 
Federal False Claims Act 31 U.S.C 3729 et seq. Fraud may include, but is 
not limited to, deliberate misrepresentation of need or eligibility; 
providing false information concerning costs or conditions to obtain 
reimbursement or certification; or Claiming payment for services which 
were never delivered or received. 

8 Glossary 

[…] 

Intellectual Disability – A type of developmental disability, formally known 
as mental retardation, characterized by significantly impaired intellectual and 
adaptive functioning. It is defined by an IQ score under seventy (70) in 
addition to deficits in two (2) or more adaptive behaviors that affect every 
day, general living. A diagnosis of intellectual disability alone does not 
constitute eligibility for Developmental Disabilities services. 

Glossary 

[…] 

Intellectual Disability – A type of developmental disability, formally 
known as mental retardation, characterized by significantly impaired 
intellectual and adaptive functioning. It is defined by an IQ score under 
seventy (70) in addition to deficits in two (2) or more adaptive behaviors 
that affect every day, general living. A diagnosis of intellectual disability 
alone does not constitute eligibility for Developmental Disabilities 
services. 

This revision is necessary to remove 
outdated language to describe individuals 
with intellectual disabilities. 

9 Glossary 

[…] 

[add new definition] 

Glossary 

[…] 

Opt-In Case Management Program – Enrollee must give consent and 
“opt in” to participate in this type of case management program. 

This addition is necessary to comply with 
the new contract terms around case 
management. 

10 2.2.2.4  Key Personnel Requirements 

[…] 

2.2.2.4.4.1    The Chief Executive Officer (CEO) shall provide overall direction 
for this Contract, develop strategies, formulate policies, and oversee 
operations to ensure goals are met. The CEO shall serve exclusively in this 
position and may not function in an Executive Capacity for another insurance 
product.  The CEO shall be the primary contact for LDH regarding all issues 
and shall coordinate with other key personnel to fulfill the requirements of 

2.2.2.4  Key Personnel Requirements 

[…] 

2.2.2.4.4.1 The Chief Executive Officer (CEO) shall provide overall 
direction for this Contract, develop strategies, formulate policies, and 
oversee operations to ensure goals are met.  The CEO shall serve 
exclusively in this position and may not function in an Executive Capacity 
for another insurance product. The CEO shall be the primary contact for 
LDH regarding all issues and shall coordinate with other key personnel to 

This revision is necessary to clarify the 
current language, but not change the 
requirement. 
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the Contract. The CEO shall attend all CEO designated meetings in person as 
requested by LDH. If the CEO us unable to attend, a designee may attend with 
advance notification to LDH. 

fulfill the requirements of the Contract. The CEO shall attend all CEO 
designated meetings in person as requested by LDH. If the CEO us unable 
to attend, a designee may attend with advance notification to LDH. 

11 2.2.3 Material Subcontracts/Subcontractors 

[…] 

2.2.3.7 Upon notifying any Material Subcontractor, or upon being notified by 
such Material Subcontractor, of the intention to terminate such subcontract, 
the Contractor shall notify LDH in writing no later than the same day as such 
notification, and shall otherwise support any necessary Enrollee transition or 
related activities as described in the Continuity of Care section and elsewhere 
in this Contract. 

2.2.3 Material Subcontracts/Subcontractors 

[…] 

2.2.3.7 Upon notifying any Material Subcontractor, or upon being 
notified by such Material Subcontractor, of the intention to terminate 
such subcontract, the Contractor shall notify LDH in writing no later than 
the same Calendar Day day as such notification, and shall otherwise 
support any necessary Enrollee transition or related activities as 
described in the Continuity of Care section and elsewhere in this Contract. 

This revision is necessary to clarify the 
current language, but not change the 
requirement. 

12 2.2.4 Performance Reviews 

[…] 

2.2.4.4 The Contractor shall, within two (2) Business Days following each 
performance review meeting, prepare and submit to LDH for review and 
approval a list of any action items, requested follow-ups for the next meeting, 
and estimated timelines for delivery, in a form and format specified by LDH. 

2.2.4 Performance Reviews 

[…] 

2.2.4.4 The Contractor shall, within two (2) five (5) Business Days 
following each performance review meeting, prepare and submit to LDH 
for review and approval a list of any action items, requested follow-ups 
for the next meeting, and estimated timelines for delivery, in a form and 
format specified by LDH. 

This revision is necessary to provide more 
time for this requirement. 

13 2.2.7 Mental Health Parity 
 
[…] 
 
2.2.7.1.1 The Contractor must comply with parity requirements for 

aggregate lifetime or annual dollar limits on mental health or substance use 

disorder benefits, including prescription drugs as specified in 42 CFR 

§438.905. 

2.2.7.1.2 All financial requirements or treatment limitations, including 
nonquantitative treatment limitations (NQTL), to mental health or substance 

2.2.7 Mental Health Parity 
 
[…] 

2.2.7.1.1 The Contractor must comply with parity requirements for 

aggregate lifetime or annual dollar limits on mental health or substance 

use disorder benefits, including prescription drugs as specified in 42 CFR 

§438.905.The Contractor shall complete and submit documentation and 

reporting when requested by LDH as part of the Readiness Review 

process or for ongoing parity compliance review. 

These revisions are necessary to update 
requirements related to compliance and 
documentation related to for mental 
health parity. 
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use disorder benefits shall not be more restrictive than the predominant 
financial requirement or treatment limitation applied to substantially all 
medical/surgical benefits, in accordance with 42 CFR §438.910. Financial 
requirements cannot accumulate separately for medical/surgical benefits 
and mental health/SUD benefits. 

2.2.7.1.2 All financial requirements or treatment limitations, 
including nonquantitative treatment limitations (NQTL), to mental health 
or substance use disorder benefits shall not be more restrictive than the 
predominant financial requirement or treatment limitation applied to 
substantially all medical/surgical benefits, in accordance with 42 CFR 
§438.910. Financial requirements cannot accumulate separately for 
medical/surgical benefits and mental health/SUD benefits.  

14 2.2.7 Mental Health Parity 

[…] 

2.2.7.2.1 The Contractor shall conduct an initial parity analysis as part 
of its Readiness Review process and at other times as directed by LDH, based 
on benefit classifications for parity as defined by LDH. If an Enrollee is 
provided mental health or substance use disorder benefits in any 
classification of benefits, mental health and substance use disorder benefits 
must be provided to the Enrollee in every classification in which 
medical/surgical benefits are provided. 

2.2.7.2.2 The Contractor shall cover, in addition to MCO Covered 
Services, any service necessary for compliance with the requirements for 
parity in mental health and substance use disorder benefits based on parity 
analysis. As directed by LDH as part of ongoing parity review, the Contractor 
may be required to cover or change services necessary for compliance, 
including type and amount, duration and scope of services and change policy 
or operational procedures in order to achieve and maintain compliance with 
parity requirements. 

2.2.7.2.3 The Contractor shall ensure Enrollees receive a notice of 
Adverse Benefit Determination per 42 CFR §438.915(b) and other sections of 
this Contract which extend notice requirements beyond denials. The 
Contractor shall make available in hard copy upon request at no cost to the 
requestor and available on the Contractor’s website, the criteria for medical 
necessity determinations for mental health and substance use disorder 

2.2.7 Mental Health Parity 

[…] 

2.2.7.2.1    Documentation and reporting may include, but is not limited 
to, both formal application through policy, training, guidelines and set 
procedure and informal practice within the operation for all mental 
health or substance use disorder benefits and medical/surgical benefits. 
The Contractor shall conduct an initial parity analysis as part of its 
Readiness Review process and at other times as directed by LDH, based 
on benefit classifications for parity as defined by LDH. If an Enrollee is 
provided mental health or substance use disorder benefits in any 
classification of benefits, mental health and substance use disorder 
benefits must be provided to the Enrollee in every classification in which 
medical/surgical benefits are provided. 

 
2.2.7.2.2     As directed by LDH as part of ongoing parity review, the 
Contractor may be required to cover or change services necessary for 
compliance, including type and amount, duration and scope of services 
and change policy or operational procedures in order to achieve and 
maintain compliance with parity requirements. The Contractor shall 
cover, in addition to MCO Covered Services, any service necessary for 
compliance with the requirements for parity in mental health and 
substance use disorder benefits based on parity analysis. As directed by 
LDH as part of ongoing parity review, the Contractor may be required to 
cover or change services necessary for compliance, including type and 

These revisions are necessary to update 
requirements related to compliance and 
documentation related to for mental 
health parity. 
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benefits to any Enrollee, Potential Enrollee, or provider per 42 CFR 
§438.236(c) and §438.915(a). 

 

2.2.7.3 The Contractor shall require that all providers and all Subcontractors 
take such actions as are necessary to ensure compliance with mental health 
parity requirements. To the extent that the Contractor delegates oversight 
responsibilities for behavioral health services to a Material Subcontractor, 
the Contractor shall require that the Material Subcontractor complies with 
provisions of this Contract relating to mental health parity. The compliance 
and review shall be in conjunction with parity analysis on the medical/surgical 
benefit administration. The Contractor shall require mental health parity 
disclosure on provider Enrollment forms as mandated by LDH. 

2.2.7.3.1 If at any time, the State moves to a single delivery system and 
any remaining benefits from Fee-for-Service (FFS) are completely provided 
through managed care, it shall be the responsibility of the Contractor to 
review mental health and substance user disorder and medical/surgical 
benefits and conduct the complete parity analysis to ensure the full scope of 
services available to all Enrollees of the Contractor complies with the 
requirements set forth in 42 CFR Part 438, Subpart K. The Contractor shall be 
required to provide documentation to the State and public. 

 

 

 

amount, duration and scope of services and change policy or operational 
procedures in order to achieve and maintain compliance with parity 
requirements. 

 
2.2.7.2.3     The Contractor shall provide LDH and its designees, which 
may include auditors and inspectors, with access to Contractor service 
locations, facilities, or installations, including any and all electronic and 
hardcopy records and files. Access described in this section shall be for 
the purpose of examining, auditing, or investigating mental health 
parity. The Contractor shall ensure Enrollees receive a notice of Adverse 
Benefit Determination per 42 CFR §438.915(b) and other sections of this 
Contract which extend notice requirements beyond denials. The 
Contractor shall make available in hard copy upon request at no cost to 
the requestor and available on the Contractor’s website, the criteria for 
medical necessity determinations for mental health and substance use 
disorder benefits to any Enrollee, Potential Enrollee, or provider per 42 
CFR §438.236(c) and §438.915(a). 
 
2.2.7.3 The Contractor shall require that all providers and all 
Subcontractors take such actions as are necessary to ensure compliance 
with mental health parity requirements. To the extent that the Contractor 
delegates oversight responsibilities for behavioral health services to a 
Material Subcontractor, the Contractor shall require that the Material 
Subcontractor complies with provisions of this Contract relating to mental 
health parity and that documentation and reporting are compiled and 
jointly analyzed by the Contractor and Material Subcontractor. The 
compliance and review shall be in conjunction with parity analysis on the 
medical/surgical benefit administration. The Contractor shall require 
mental health parity disclosure on provider Enrollment forms as 
mandated by LDH. 
 
2.2.7.3.1   The compliance and review shall be coordinated and 
integrated with parity analysis on the medical/surgical benefit 
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administration. If at any time, the State moves to a single delivery system 
and any remaining benefits from Fee-for-Service (FFS) are completely 
provided through managed care, it shall be the responsibility of the 
Contractor to review mental health and substance user disorder and 
medical/surgical benefits and conduct the complete parity analysis to 
ensure the full scope of services available to all Enrollees of the Contractor 
complies with the requirements set forth in 42 CFR Part 438, Subpart K. 
The Contractor shall be required to provide documentation to the State 
and public. 
 

15 2.2.7 Mental Health Parity  

[…] 

2.2.7.4 The Contractor shall provide LDH and its designees, which may 
include auditors and inspectors, with access to Contractor service locations, 
facilities, or installations, including any and all electronic and hardcopy 
records and files. Access described in this section shall be for the purpose of 
examining, auditing, or investigating mental health parity. 

2.2.7 Mental Health Parity  

[…] 

2.2.7.4 The Contractor shall provide LDH and its designees, which may 
include auditors and inspectors, with access to Contractor service 
locations, facilities, or installations, including any and all electronic and 
hardcopy records and files. Access described in this section shall be for 
the purpose of examining, auditing, or investigating mental health parity. 

This revision is necessary to update 
requirements related to compliance and 
documentation related to mental health 
parity. 

16 2.3 Eligibility and Enrollment 

[…] 

2.3.5 Mandatory MCO Populations for All MCO Covered Services Except SBHS 

and CSoC Services 

The Contractor shall accept Enrollment of children who are functionally 
eligible and participate in the CSoC program for all services as specified in the 
Services section, except SBHS and CSoC services. For this population, 
Psychiatric Residential Treatment Facility (PRTF), Therapeutic Group Home 
(TGH), and SUD Residential services (ASAM Levels 3.1, 3.2-wm, 3.5 and 3.7) 
remain the responsibility of the Contractor. The Contractor shall implement 
procedures to coordinate services it provides to the Enrollee with the services 
the Enrollee receives from the CSoC contractor, including sharing the results 

2.3 Eligibility and Enrollment 

[…] 

2.3.5 Mandatory MCO Populations for All MCO Covered Services Except 

SBHS and CSoC Services 

The Contractor shall accept Enrollment of children who are functionally 
eligible and participate in the CSoC program for all services as specified 
in the Services section, except SBHS and CSoC services. For this 
population, Psychiatric Residential Treatment Facility (PRTF), 
Therapeutic Group Home (TGH), and SUD Residential services (ASAM 
Levels 3.1, 3.2-wm, 3.5 and 3.7) remain the responsibility of the 
Contractor. The Contractor shall implement procedures to coordinate 

These revisions are necessary to comply 
conversion of substance use service 
standards to the American Society of 
Addiction Medicine (ASAM) 4th Edition 
standards. This change is necessary to align 
contractual obligations with recent budget 
approval received to support statewide 
implementation of the updated ASAM 
criteria, effective January 1, 2026. 
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of any identification and assessment of that Enrollee's needs to prevent 
duplication of those activities as required by 42 CFR §438.208(b)(4). 

services it provides to the Enrollee with the services the Enrollee 
receives from the CSoC contractor, including sharing the results of any 
identification and assessment of that Enrollee's needs to prevent 
duplication of those activities as required by 42 CFR §438.208(b)(4). 

17 2.3.10 Assistance with Medicaid Eligibility Renewal 

[…] 

[new provision] 

2.3.10 Assistance with Medicaid Eligibility Renewal 

[…] 

2.3.10.1 The Contractor may reach out to former Enrollees of 

their managed care plan, who have been disenrolled by the State due to 

the loss of Medicaid eligibility, up to sixty (60) calendar days post 

disenrollment, to assist them in enrolling in health coverage, provided 

it does not violate applicable marketing rules prohibiting discrimination. 

This addition is necessary to give the MCOs 
more flexibility in outreaching to prior 
enrollees. 

18 2.3.12.4     Newborn Enrollment 

[…] 

2.3.12.4.3.1 Disenroll the newborn from the MCO in which the newborn 
was incorrectly enrolled effective the last day of the month of discovery, 
unless an MCO choice separate from the mother’s MCO is on record; 

 

2.3.12.4.3.2 Enroll the newborn in the correct MCO effective the first day 

of the month following discovery, unless a MCO choice separate from the 

mother’s MCO is on record; 

2.3.12.4     Newborn Enrollment 

[…] 

2.3.12.4.3.1 Disenroll the newborn from the MCO in which the 
newborn was incorrectly enrolled effective the last Calendar Day day of 
the month of discovery, unless an MCO choice separate from the 
mother’s MCO is on record; 

2.3.12.4.3.2 Enroll the newborn in the correct MCO effective the first 

Calendar Day day of the month following discovery, unless a MCO choice 

separate from the mother’s MCO is on record; 

This revision is necessary to clarify the 
current language, but not change the 
requirement. 

19 2.3.13.4       Disenrollment Effective Date 

[…] 

2.3.13.4.1 The effective date of Disenrollment shall be no later than the 
first (1st) day of the second (2nd) month following the calendar month in 
which the request for Disenrollment is filed. 

2.3.13.4.2 If LDH or its designee fails to make a Disenrollment 

2.3.13.4       Disenrollment Effective Date 

[…] 

2.3.13.4.1 The effective date of Disenrollment shall be no later than 
the first (1st) Calendar Day day of the second (2nd) month following the 
calendar month in which the request for Disenrollment is filed. 

2.3.13.4.2 If LDH or its designee fails to make a Disenrollment 

This revision is necessary to clarify the 
current language, but not change the 
requirement. 
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determination by the first (1st) day of the second (2nd) month following the 
month in which the request for Disenrollment is filed, the Disenrollment is 
deemed approved. 

determination by the first (1st) Calendar Day day of the second (2nd) 
month following the month in which the request for Disenrollment is 
filed, the Disenrollment is deemed approved. 

20 2.4.5 Value-Added Benefits 

[…] 

2.4.5.4 The Contractor may propose to add to or expand upon the VAB(s) 
proposed in the Contractor’s RFP response as pre-approved in writing by LDH. 
Deletions or reductions to the VAB(s) may be proposed on an annual basis 
and shall be submitted to LDH for approval no later than six (6) months in 
advance of the Enrollment period. The Contractor shall submit requests in 
accordance with the MCO Manual. 

2.4.5 Value-Added Benefits 

[…] 

2.4.5.4 The Contractor may propose to add to or expand upon the VAB(s) 
proposed in the Contractor’s RFP response as pre-approved in writing by 
LDH. Deletions or reductions to the VAB(s) may be proposed on an annual 
basis and shall be submitted to LDH for approval no later than six (6) 
months in advance of the Enrollment period by October 1 of each 
calendar year to be effective January 1 of the following year.  The 
Contractor may also propose adding new VABs on a quarterly basis. The 
Contractor shall submit requests in accordance with the MCO Manual.  

This revision is necessary to align with the 
change to the open enrollment period.  

21 2.5 Population Health and Social Determinants of Health 

The Contractor shall participate in and support LDH’s efforts to advance 
population health. 

[…] 

2.5.1.2.8 Tobacco cessation; and 

2.5.1.2.9 Early childhood health and development, including Adverse 
Childhood Experiences (ACEs);  

 

2.5 Population Health and Social Determinants of Health 

The Contractor shall participate in and support LDH’s efforts to advance 
population health. 

[…] 

2.5.1.2.8 Tobacco cessation; and  

2.5.1.2.9 Early childhood health and development, including 
Adverse Childhood Experiences (ACEs);  

2.5.1.2.10  Obesity management;  

2.5.1.2.11 Asthma;  

2.5.1.2.12 COPD; 

2.5.1.2.13 Sickle Cell Disease; and 

2.5.1.2.14 Cancer, to include, but not limited to Breast Cancer, 
Cervical Cancer, Colorectal Cancer, Lung Cancer and Other Cancer Types. 

This revision is necessary to add additional 
populations to this requirement. 
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22 2.5 Population Health and Social Determinants of Health 

The Contractor shall participate in and support LDH’s efforts to advance 
population health. 

[…] 

2.5.1.8 Referral to OCDD Waiver services, EarlySteps and services under the 
Office of Behavioral Health; 

2.5.1.9 Description of how the care management program will serve to 
advance population health goals; and 

2.5 Population Health and Social Determinants of Health 

The Contractor shall participate in and support LDH’s efforts to advance 
population health. 

[…] 

2.5.1.8 Referral to OCDD Waiver services,  and EarlySteps and services 
under the Office of Behavioral Health; 

2.5.1.9  Referral to services under the Office of Behavioral Health; 

2.5.1.10  Description of how the care management program will serve to 
advance population health goals; and 

 

[subsequent items will be renumbered] 

 

This revision is necessary to clarify the 
current language, but not change the 
requirement. 

23 2.6.4 MCO Performance Withhold Linked to Health Equity 

LDH may designate certain health equity related tasks and/or benchmarks to 
be linked to a portion of the MCO performance withhold consistent with the 
withhold requirements in Part 4 of the Contract. 

2.6.4 MCO Performance Withhold Linked to Health Equity 

LDH may designate certain health equity related tasks and/or benchmarks 
to be linked to a portion of the MCO performance withhold consistent 
with the withhold requirements in Part 4 of the Contract. 

This revision is necessary to remove the 
withhold language for health equity.  The 
department is moving to only incentivizing 
meeting quality metrics. 

24 2.7 Care Management 

2.7.1 Comprehensive Care Management Program 

The Contractor shall offer a comprehensive care management program to 
support Enrollees, regardless of age, based on an individualized assessment 
of care needs. At a minimum, care management shall include both the 
populations and functions described below.  

2.7.2 Health Needs Assessment  

2.7.2.1 The Contractor shall attempt to conduct Enrollee Health Needs 
Assessments (HNA) as part of the Enrollee welcome call to identify health and 
functional needs of Enrollees, and to identify Enrollees who require short-

2.7 Care Case Management 

2.7.1  Comprehensive Care Case Management Program 

The Contractor shall offer a comprehensive care case management 
program to support Enrollees, regardless of age, based on qualifying 
criteria and/or an individualized assessment of care needs. At a 
minimum, care case management shall include both the populations and 
functions described below. When appropriate, the state contract shall 
supersede NCQA requirements related to the provision of case 
management services to enrollees. 

2.7.2 Health Needs Assessment  

This revision is necessary to clarify some of 
the current language. 
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term care coordination or Case Management for medical, behavioral or social 
needs. When an Enrollee is a child, the HNA shall be completed by the 
Enrollee’s parent or legal guardian. 

2.7.2.2 The Contractor shall develop, implement, and maintain procedures 
for completing an initial HNA for each Enrollee, and shall make best efforts to 
complete such screening within ninety (90) Calendar Days of the Enrollee’s 
effective date of Enrollment [42 CFR §438.208(b)]. If the initial HNA attempt 
is unsuccessful, the Contractor shall attempt to conduct, and document its 
efforts to conduct, the HNA on at least three (3) different occasions, at 
different times of the day and on different days of the week.  

2.7.2.3 The Contractor shall provide HNA data to the Enrollee’s assigned PCP, 
and to LDH as requested. 

2.7.2.4 The Contractor’s HNA shall: 

2.7.2.4.1 Utilize a common survey-based instrument, which shall be 
developed by LDH as described in Part 3: State Responsibilities; 

2.7.2.4.2 Be made available to Enrollees in multiple formats including 
web-based, print, and telephone; 

2.7.2.4.3 Be conducted with the consent of the Enrollee; 

2.7.2.4.4 Identify individuals for referral to Case Management;  

2.7.2.4.5 Screen for needs relevant to priority social determinants of 
health as described in the Population Health and Social Determinants of 
Health section; and 

2.7.2.4.6 Include disclosures of how information will be used. 

 

2.7.2.1 The Contractor shall attempt to conduct Enrollee Health Needs 
Assessments (HNA) as part of the Enrollee welcome call to identify health 
and functional needs of Enrollees, and to identify Enrollees who require 
short-term care coordination or Case Management for medical, 
behavioral or social needs. When an Enrollee is a child, the HNA shall be 
completed by the Enrollee’s parent or legal guardian. 

2.7.2.2 The Contractor shall develop, implement, and maintain 
procedures for completing an initial HNA for each Enrollee, and shall make 
best efforts to complete such screening within ninety (90) Calendar Days 
of the Enrollee’s effective date of Enrollment [42 CFR §438.208(b)]. If the 
initial HNA attempt is unsuccessful, the Contractor shall attempt to 
conduct, and document its efforts to conduct, the HNA on at least three 
(3) different occasions, at different times of the day and on different days 
of the week.  

2.7.2.3 The Contractor shall provide HNA data to the Enrollee’s assigned 
PCP, and to LDH as requested. 

2.7.2.4 The Contractor’s HNA shall: 

2.7.2.4.1 Utilize a common survey-based instrument, which shall 
be developed by LDH as described in Part 3: State Responsibilities; 

2.7.2.4.2 Be made available to Enrollees in multiple formats 
including web-based, print, and telephone; 

2.7.2.4.3 Be conducted with the consent of the Enrollee; 

2.7.2.4.4 Identify individuals for referral to Case Management;  

2.7.2.4.5 Screen for needs relevant to priority social determinants 
of health as described in the Population Health and Social Determinants 
of Health section; and 

2.7.2.4.6 Include disclosures of how information will be used. 
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[subsequent items will be renumbered] 

 

25 2.7.3 Case Management Assessment 
[…] 
 
2.7.3.2 The Contractor shall implement mechanisms to provide other 
Enrollees referred to Case Management with a Case Management 
assessment to identify any needs or conditions of the Enrollee that require 
intervention by the MCO, a course of treatment, or regular care monitoring.  

2.7.3.3 The Contractor shall complete the required assessment for at least 
ninety percent (90%) of those Enrollees that the Contractor is able to contact 
and are willing to engage within ninety (90) Calendar Days of being identified 
as having SHCN or of being referred to Case Management.  

2.7.3.4 The Contractor shall offer Case Management to all Enrollees with 
SHCN regardless of information gathered through this comprehensive 
assessment or the HNA.  

2.7.3 2.7.2 Case Management Assessment 
[…] 
 
2.7.3.2 2.7.2.2  The Contractor shall implement mechanisms to provide 

other Enrollees referred to Case Management with a comprehensive Case 

Management assessment to identify any needs or conditions of the 

Enrollee that require intervention by the MCO Contractor, a course of 

treatment, or regular care monitoring.  

2.7.2.3  The Contractor shall use a common comprehensive case 

management assessment tool approved by LDH.   

2.7.2.4 The comprehensive case management assessment shall 

supersede the Health Needs Assessment (HNA), for members who are 

enrolled in Case Management and do not have an HNA on file. 

2.7.3.3 2.7.2.5 The Contractor shall complete the required case 

management assessment for at least ninety percent (90%) of those 

Enrollees that the Contractor is able to contact and are willing to engage 

within ninety sixty (960) Calendar Days of being identified as having SHCN 

or of being referred to Case Management. 

2.7.3.4 2.7.2.6  The Contractor shall offer attempt to contact Case 

Management all Enrollees with SHCN to engage them in the Case 

Management program. regardless of information gathered through this 

comprehensive assessment or the HNA. The MCO may use any 

combination of telephonic, in-person, virtual, digital (including text and 

email), or traditional mail options based on the individuals' needs and 

preferences to outreach and engage in all case management-related 

activities to include but not be limited to completion of the 

This revision is necessary to clarify some of 
the current language. 
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comprehensive assessment/reassessment, plan of care 

development/updates, follow up, and multidisciplinary team meetings. 

 

[subsequent items will be renumbered] 

 

26 2.7.5 Tiered Case Management Based on Need 

The Contractor shall implement a tiered Case Management program that 
provides for differing levels of Case Management based on an individual 
Enrollee’s needs. The Contractor shall engage Enrollees, or their parent or 
legal guardian, as appropriate, in a level of Case Management commensurate 
with their risk score as identified through predictive modeling, if applicable, 
combined with the care needs identified in the Enrollee’s Plan of Care (POC) 
and HNA, as described below. If requested by the Enrollee, or the Enrollee's 
parent or legal guardian, the frequency and/or method of engagement may 
be increased, reduced, or substituted or declined. The Contractor shall retain 
documentation of such requests. Where the Enrollee’s PCP or behavioral 
health provider offers Case Management, the Contractor shall support the 
provider as the lead case manager on the multi-disciplinary care team.  

The Contractor shall maintain three (3) levels of Case Management and 
Transitional Case Management for individuals as they move between care 
settings.  

 

2.7.5 2.7.4     Tiered Case Management Based on Need 

The Contractor shall implement a tiered Case Management program that 

provides for differing levels of Case Management based on an individual 

Enrollee’s needs with respect to their preferences. The Contractor shall 

engage Enrollees, or their parent or legal guardian, as appropriate, in a 

level of Case Management commensurate with their risk score as 

identified through predictive modeling, if applicable, combined with the 

care needs identified in the Enrollee’s Plan of Care (POC) and HNA 

through SHCN designation or results from the Health Needs Assessment, 

as described below. If requested by the Enrollee, or the Enrollee's parent 

or legal guardian, the frequency and/or method of engagement may be 

increased, reduced, or substituted or declined. The Contractor shall retain 

documentation of such requests. Where the Enrollee’s PCP or behavioral 

health provider offers Case Management, the Contractor shall support 

the provider as the lead case manager on the multi‐disciplinary care team.  

The Contractor shall maintain three (3) two (2) levels of Case 

Management and Transitional Case Management for individuals as they 

move between care settings. 

This revision is necessary to clarify some of 
the current language. 

27 2.7.5.1 Intensive Case Management for High Risk Enrollees (High) (Tier 3)  

Enrollees engaged in intensive Case Management are of the highest need and 
require the most focused attention to support their clinical care needs and to 
address SDOH. A POC shall be completed in person within thirty (30) Calendar 

2.7.5.1 Intensive Case Management for High Risk Enrollees (High) (Tier 3)  

Enrollees engaged in intensive Case Management are of the highest need 
and require the most focused attention to support their clinical care 
needs and to address SDOH. A POC shall be completed in person within 

This revision is necessary to clarify some of 
the current language. 
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Days of the Case Management assessment being completed and shall include 
assessment of the home environment and priority SDOH (see Population 
Health and Social Determinants of Health section). Case Management 
meetings shall occur at least monthly, in person, in the Enrollee’s preferred 
setting, or more as required within the Enrollee’s POC, or as needed to 
coordinate the services that it furnishes to the Enrollee between settings of 
care, including appropriate discharge planning for short-term and long-term 
hospital and institutional stays as required by 42 CFR §438.208(b)(2)(i), with 
monthly updates to the POC and formal in person re-assessment quarterly. 
Case Management may integrate community health worker support. 
Attestations of monthly updates to the POC and communication of POC to 
the Enrollee and the Enrollee’s primary care provider shall be completed. 
Case managers serving Tier 3 Enrollees shall focus on implementation of the 
Enrollee’s POC, preventing institutionalization and other adverse outcomes, 
and supporting the Enrollee in meeting his or her care goals, including self-
management. Behavioral health case managers shall be the lead whenever 
there is an Enrollee with primarily behavioral health needs.  

 

2.7.5.2 Case Management (Medium) (Tier 2)  

Enrollees engaged in the medium level of Case Management are typically of 
rising risk and need focused attention to support their clinical care needs and 
to address SDOH. A POC shall be completed in person within thirty (30) 
Calendar Days of Case Management assessment being completed and 
include assessment of the home environment and priority SDOH (see 
Population Health and Social Determinants of Health section). Case 
Management meetings shall occur at least monthly, with quarterly updates 
to the POC, or as needed to coordinate the services that it furnishes to the 
Enrollee between settings of care, including appropriate discharge planning 
for short-term and long-term hospital and institutional stays as required by 
42 CFR §438.208(b)(2)(i), and formal in-person re-assessment quarterly. Case 
Management may integrate community health worker support. Attestations 

thirty (30) Calendar Days of the Case Management assessment being 
completed and shall include assessment of the home environment and 
priority SDOH (see Population Health and Social Determinants of Health 
section). Case Management meetings shall occur at least monthly, in 
person, in the Enrollee’s preferred setting, or more as required within the 
Enrollee’s POC, or as needed to coordinate the services that it furnishes 
to the Enrollee between settings of care, including appropriate discharge 
planning for short-term and long-term hospital and institutional stays as 
required by 42 CFR §438.208(b)(2)(i), with monthly updates to the POC 
and formal in person re-assessment quarterly. Case Management may 
integrate community health worker support. Attestations of monthly 
updates to the POC and communication of POC to the Enrollee and the 
Enrollee’s primary care provider shall be completed. Case managers 
serving Tier 3 Enrollees shall focus on implementation of the Enrollee’s 
POC, preventing institutionalization and other adverse outcomes, and 
supporting the Enrollee in meeting his or her care goals, including self-
management. Behavioral health case managers shall be the lead 
whenever there is an Enrollee with primarily behavioral health needs.  

 

2.7.5.2 Case Management (Medium) (Tier 2)  

Enrollees engaged in the medium level of Case Management are typically 

of rising risk and need focused attention to support their clinical care 

needs and to address SDOH. A POC shall be completed in person within 

thirty (30) Calendar Days of Case Management assessment being 

completed and include assessment of the home environment and priority 

SDOH (see Population Health and Social Determinants of Health section). 

Case Management meetings shall occur at least monthly, with quarterly 

updates to the POC, or as needed to coordinate the services that it 

furnishes to the Enrollee between settings of care, including appropriate 

discharge planning for short-term and long-term hospital and institutional 

stays as required by 42 CFR §438.208(b)(2)(i), and formal in-person re-



 
 

Attachment A12, Changes to Attachment A, Model Contract 
Effective: 1/1/2026   Page 18 

of quarterly updates to the POC and communication of POC to the Enrollee 
and the Enrollee’s primary care provider shall be completed. Case managers 
serving Tier 2 Enrollees shall focus on implementation of the Enrollee’s POC, 
preventing institutionalization and other adverse outcomes, and supporting 
the Enrollee in meeting his or her care goals, including self-management. 
Behavioral health case managers shall be the lead whenever there is an 
Enrollee with primarily behavioral health needs. 

assessment quarterly. Case Management may integrate community 

health worker support. Attestations of quarterly updates to the POC and 

communication of POC to the Enrollee and the Enrollee’s primary care 

provider shall be completed. Case managers serving Tier 2 Enrollees shall 

focus on implementation of the Enrollee’s POC, preventing 

institutionalization and other adverse outcomes, and supporting the 

Enrollee in meeting his or her care goals, including self-management. 

Behavioral health case managers shall be the lead whenever there is an 

Enrollee with primarily behavioral health needs. 

2.7.4.1 Case Management Program for High-Risk Enrollees (High) (Tier 3) 

Enrollees engaged in the medium level of Case Management are typically 
of rising risk and need focused attention to support their clinical care 
needs and to address SDOH. A POC shall be completed in person within 
thirty (30) Calendar Days of Case Management assessment being 
completed and include assessment of the home environment and priority 
SDOH (see Population Health and Social Determinants of Health section). 
Case Management meetings shall occur at least monthly, with quarterly 
updates to the POC, or as needed to coordinate the services that it 
furnishes to the Enrollee between settings of care, including appropriate 
discharge planning for short-term and long-term hospital and institutional 
stays as required by 42 CFR §438.208(b)(2)(i), and formal in-person re-
assessment quarterly. Case Management may integrate community 
health worker support. Attestations of quarterly updates to the POC and 
communication of POC to the Enrollee and the Enrollee’s primary care 
provider shall be completed. Case managers serving Tier 2 Enrollees shall 
focus on implementation of the Enrollee’s POC, preventing 
institutionalization and other adverse outcomes, and supporting the 
Enrollee in meeting his or her care goals, including self-management. 
Behavioral health case managers shall be the lead whenever there is an 
Enrollee with primarily behavioral health needs.  
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Enrollees with SHCN enrolled in the case management program or those 

identified as high-risk for the case management program are of the 

highest need and require the most focused attention to support their 

clinical care needs and to address SDOH.  

2.7.4.1.1   The Contractor shall attempt to outreach, and document its 

efforts to outreach to engage the Enrollees on at least three (3) different 

occasions, at different times of the day, and on different days of the 

week within thirty (30) days of being identified for case management 

services. 

2.7.4.1.2    Enrollees will be outreached for engagement in case 

management and will be offered opportunity to complete a 

comprehensive Case Management assessment which shall be initiated 

within 30 days and completed within sixty (60) days of being identified 

for case management services.  

2.7.4.1.3  A POC shall be completed within thirty (30) Calendar Days of 

the Case Management assessment being completed and shall include 

additional assessment of the home environment, as appropriate, and 

priority SDOH needs (see Population Health and Social Determinants of 

Health section).  

2.7.4.1.4   The POC shall be made available to the Enrollee’s PCP 

electronically or in other formats as needed or requested.  

2.7.4.1.5   Case Management contact will occur at a minimum monthly, 
but may occur more as needed.  Less frequent contact is allowed when 
based on Enrollee preferences.   

2.7.4.1.6   Case Management multi-disciplinary team meetings shall 

occur at least monthly quarterly or as indicated based on Enrollee 

preferences within the Enrollee’s POC, or as needed to coordinate the 
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services that it furnishes to the Enrollee between settings of care, 

including appropriate discharge planning for short‐term and long‐term 

hospital and institutional stays as required by 42 CFR §438.208(b)(2)(i).  

2.7.4.1.7   POC updates will occur at a minimum of every thirty (30) days 

with successful member outreach.  

2.7.4.1.8    Formal re‐assessment will occur at a minimum of every ninety 

(90) days.  

2.7.4.1.9     Case Management may integrate community health worker 

support.  

2.7.4.1.10     Behavioral health case managers shall be the lead whenever 

there is an Enrollee with primarily behavioral health needs. 

28 2.7.5.3 Case Management (Low) (Tier 1)  

Enrollees engaged in this level of Case Management are of the lowest level 
of risk within the Case Management program and typically require support in 
care coordination and in addressing SDOH. A POC shall be completed in 
person within ninety (90) Calendar Days of the Case Management 
assessment being completed and include assessment of the home 
environment and priority SDOH (see Population Health and Social 
Determinants of Health section). Case Management meetings shall occur at 
least quarterly, or more as required within the Enrollee’s POC, or as needed 
to coordinate the services that it furnishes to the Enrollee between settings 
of care, including appropriate discharge planning for short-term and long-
term hospital and institutional stays as required by 42 CFR §438.208(b)(2)(i), 
with annual updates to the POC and formal in-person re-assessment 
annually. Attestations of annual updates to the POC and communication of 
POC to the Enrollee and the Enrollee’s primary care provider shall be 
completed.  

2.7.4.2 Case Management for Rising Risk/ Low Risk (Low) (Tier 1)  

Enrollees engaged in this level of Case Management are of the lowest 
level of risk within the Case Management program and typically require 
support in care coordination and in addressing SDOH. A POC shall be 
completed in person within ninety (90) Calendar Days of the Case 
Management assessment being completed and include assessment of the 
home environment and priority SDOH (see Population Health and Social 
Determinants of Health section). Case Management meetings shall occur 
at least quarterly, or more as required within the Enrollee’s POC, or as 
needed to coordinate the services that it furnishes to the Enrollee 
between settings of care, including appropriate discharge planning for 
short-term and long-term hospital and institutional stays as required by 
42 CFR §438.208(b)(2)(i), with annual updates to the POC and formal in-
person re-assessment annually. Attestations of annual updates to the 
POC and communication of POC to the Enrollee and the Enrollee’s primary 
care provider shall be completed.  

This revision is necessary to clarify some of 
the current language. 
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Enrollees engaged in this program of Case Management typically require 

support in care coordination and in addressing SDOH.  

2.7.4.2.1   A Comprehensive Case Management assessment shall be 

initiated within 30 days and completed within sixty (60) days of being 

identified for case management services. The Contractor shall attempt 

to outreach, and document its efforts to outreach to engage the 

Enrollees on at least three (3) different occasions, at different times of 

the day, and on different days of the week within thirty (30) days of the 

initial outreach attempt. 

2.7.4.2.2    A POC shall be completed within sixty (60) Calendar Days of 

the Comprehensive Case Management assessment being completed 

and shall include additional assessment of the home environment, as 

appropriate, and priority SDOH needs (see Population Health and Social 

Determinants of Health section).  

2.7.4.2.3     The POC shall be made available to the Enrollee’s PCP 

electronically as needed or requested.  

2.7.4.2.4    Case Management contact will occur at a minimum of 

quarterly or as needed based on Enrollee preferences. 

2.7.4.2.5    Case Management multi-disciplinary meetings shall occur as 

needed to coordinate the services identified in the POC  with the 

Enrollee between settings of care, including appropriate discharge 

planning for short‐term and long‐term hospital and institutional stays as 

required by 42 CFR §438.208(b)(2)(i). 

2.7.4.2.6     POC updates will occur quarterly. 
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29 2.7.5.4 Transitional Case Management  

The Contractor shall implement procedures to coordinate the services that it 
furnishes to the Enrollee between settings of care, including appropriate 
discharge planning for short-term and long-term hospital and institutional 
stays as required by 42 CFR §438.208(b)(2)(i). The Contractor shall provide 
Transitional Case Management for Enrollees not already enrolled in Case 
Management Tiers 1, 2, or 3 to support transitions between institutional and 
community care settings, including, but not limited to, transitions to/from 
inpatient hospitals, nursing facilities (not including members of the DOJ 
Agreement Target Population), psychiatric residential treatment facilities 
(PRTFs), therapeutic group homes (TGHs), ICF/IIDs, residential substance use 
disorder treatment settings, and incarceration and transitions to permanent 
supportive housing.  

 

Transitional Case Management shall include:  

2.7.5.4.1 Development of a transition POC in coordination with the 
care setting, the Enrollee, and other key members of an Enrollee’s multi-
disciplinary team prior to the transition which is provided in writing to the 
Enrollee upon discharge, includes post discharge care appointments and 
linkages as appropriate, medication reconciliation, patient education and 
self-management strategies, and addresses Prior Authorization needs. The 
Enrollee shall be provided the case manager’s name and contact information 
prior to discharge.  

2.7.5.4.2 For Enrollees preparing for discharge from a PRTF, TGH, or 
ICF/IID, aftercare services shall be in place thirty (30) Calendar Days prior to 
discharge. 

2.7.5.4.3 Ensuring that the setting from which the Enrollee is 
transitioning is sharing information with the Enrollee’s PCP and behavioral 
health providers regarding the treatment received and contact information. 

2.7.5.4.4 Follow up with Enrollees within seven (7) Calendar Days 

2.7.4.3 Transitional Case Management  

The Contractor shall implement procedures to that allow for coordinate 
the collaboration with providers and the coordination of services that it 
furnishes to the for Enrollees transitioning between settings of care, 
including appropriate discharge planning for short-term and long-term 
hospital and institutional stays as required by 42 CFR §438.208(b)(2)(i). 
The Contractor shall provide Transitional Case Management for Enrollees, 
not already enrolled in Case Management, Tiers 1, 2, or 3 to , with the 
following high-risk diagnoses: 

• Sepsis 
• Stroke 
• Congestive Heart Failure  
• Coronary Artery Disease 
• Cardiac Arrhythmias 
• Chronic Obstructive Pulmonary Disease 
• Diabetes Mellitus 
• Spinal Stenosis 
• Hip Fracture 
• Peripheral Vascular Disease 
• Deep Vein Thrombosis 
• Pulmonary Embolism 
• Schizophrenia 
• Suicide/Self-harm 
• Overdose 
• Major Depressive Disorder 

 Schizoaffective Disorder 

 Bi-Polar Disorder 

 Substance Use Dependence Disorder 

 And other behavioral health diagnoses in which a person may 
need assistance transitioning from one level of care to another. 
 

Transitional Case Management supports transitions between 

This revision is necessary to clarify some of 
the current language. 
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following discharge/transition to ensure that services are being provided as 
detailed within the Enrollee’s transition POC. The POC shall identify 
circumstances in which the follow-up includes a face-to-face visit.  

2.7.5.4.5 Additional follow-up as detailed in the discharge plan.  

2.7.5.4.6 Coordination across the multi-disciplinary team involved in 
Transitional Case Management for Enrollees. 

2.7.5.4.7 For Enrollees identified as homeless at the time of care 
transition, the care management team shall include a housing specialist, as 
described in the Individual Plan of Care subsection, on the multi-disciplinary 
care team. Housing specialists shall also be used to ensure Enrollees 
transitioning from facility to community are connected to appropriate 
housing resources, including, but not limited to, referral of Potential 
Enrollees to Contractor’s Permanent Supportive Housing liaison for 
application to the Louisiana Permanent Supportive Housing program.  

2.7.6 Case Management for Individuals in DOJ Agreement Target 
Population (Case 3:18-cv-00608, Middle District of Louisiana)  

The Contractor shall develop a specialized community Case Management 
program consistent with the DOJ Agreement and LDH-issued guidance for the 
target population transitioning or diverted from nursing facility level of care 
using subcontracted community case managers who meet the qualifications 
established by LDH. The Contractor shall make a referral to a community Case 
Management agency within one (1) Business Day of receipt of a referral from 
LDH. The Contractor shall maintain ultimate responsibility for ensuring the 
Case Management needs of the target population are met by community 
case managers and community case managers satisfactorily completing 
required activities.  

2.7.8 Individual Plan of Care  

2.7.8.1 The Contractor shall develop a comprehensive individualized, 
person-centered POC for all Enrollees who are found eligible for Case 
Management. When an Enrollee receives services from the Contractor only 

institutional and community care settings, including, but not limited to, 
transitions to/from inpatient hospitals, nursing facilities (not including 
members of the DOJ Agreement Target Population),.  

Transitional Case Management shall be available for psychiatric 
residential treatment facilities (PRTFs), therapeutic group homes (TGHs), 
ICF/IIDs, residential substance use disorder treatment settings, and 
incarceration and transitions to permanent supportive housing upon 
notification to the MCO.  

Transitional Case Management shall include:  

2.7.4.3.1 Development of a transition POC in coordination with the 
care setting, the Enrollee, and other key members of an Enrollee’s multi-
disciplinary team prior to the transition which is provided in writing to the 
Enrollee upon discharge, includes post discharge care appointments and 
linkages as appropriate, medication reconciliation, patient education and 
self-management strategies, and addresses Prior Authorization needs. 
The Enrollee shall be provided the case manager’s name and contact 
information prior to discharge. The Contractor shall support with 
transition between settings of care based on the member needs upon 
receipt of notification from the facility.  This includes supporting facility 
discharge planning through activities such as arranging post discharge 
appointments and linkages as appropriate, medication reconciliation 
review, patient education and self-management strategies, 
coordinating with provider facility's treatment team, Utilization 
Management and arranging post discharge appointments. 

2.7.4.3.2 For Enrollees preparing for discharge from a PRTF, TGH, 
or ICF/IID, upon receipt of notification from the facility, the Contractor 
will support facilities in developing a discharge plan that includes 
aftercare services; which shall be in place thirty (30) Calendar Days prior 
to discharge. the Contractor shall proactively coordinate with the 
provider facility’s treatment team and the guardian to discuss ongoing 
treatment needs, including specialized services that may not be 
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for SBHS, the POC shall focus on coordination and integration, as appropriate. 
When an Enrollee receives services requiring a POC from LDH, such as Home 
and Community Based Waiver services or services through OPH, the 
Contractor shall collaborate with LDH or its designee in developing the POC. 

2.7.8.2 Development of the POC shall be a person-centered process led by 
the Enrollee and their case manager with significant input from members of 
the Enrollee’s interdisciplinary care team. When an Enrollee receives SBHS 
and has treatment plans developed through their behavioral health 
providers, the Contractor shall work with the Enrollee’s behavioral health 
providers in order to incorporate the treatment plans into the Enrollee’s 
overall POC and to support the Enrollee and the provider in their efforts to 
implement the treatment plan.  

2.7.8.3 The POC shall be based on the principles of self-determination and 
recovery, and shall include all medically necessary services identified by the 
Enrollee’s providers as well as the care coordination and other supports to be 
provided by the Contractor.  

2.7.8.4 The POC shall be reviewed and revised upon reassessment of 
functional need. The POC revisions shall occur at least at the frequency 
required in the Tiered Case Management Based on Need section, or when 
the Enrollee’s circumstances or needs change significantly, or at the request 
of the Enrollee, their parent or legal guardian, or a member of the multi-
disciplinary care team.  

2.7.9 Multi-Disciplinary Care Team  

2.7.9.1 The Contractor shall identify a multi-disciplinary care team to serve 
each Enrollee based on individual need for all Enrollees in Case Management 
Tiers 2 and 3 and Transitional Case Management. The Contractor shall assign 
lead case managers based on an Enrollee’s priority care needs, as identified 
through the POC. Where behavioral health is an Enrollee’s primary health 
issue, the case manager shall be a behavioral health case manager. As 
needed, case managers with expertise in physical or behavioral health care 

routinely available in standard step-down settings, a minimum of sixty 
(60) calendar days prior to anticipated discharge. The Contractor shall 
ensure that all needed outpatient behavioral health services have been 
identified and scheduled for the youth thirty (30) calendar days prior to 
anticipated discharge.  If the recommended services will not be available 
to the member at the time of discharge, then the Contractor shall 
recommend, identify, and schedule alternative services that will meet 
the member’s needs. 

2.7.4.3.3 Ensuring that the setting from which the Enrollee is 
transitioning is sharing information with the Enrollee’s PCP and behavioral 
health providers regarding the treatment received and contact 
information. Follow up with Enrollees within seven (7) Calendar Days 
following discharge/transition notification date to ensure that services 
are being provided or scheduled as detailed within the Enrollee’s 
Discharge Plan. 

2.7.4.3.4 Follow up with Enrollees within seven (7) Calendar Days 
following discharge/transition to ensure that services are being provided 
as detailed within the Enrollee’s transition POC. The POC shall identify 
circumstances in which the follow-up includes a face-to-face visit. For 
Enrollees identified as homeless at the time of care transition, the care 
management team shall include a housing specialist on the multi-
disciplinary care team. Housing specialists shall also be used to ensure 
Enrollees transitioning from facility to community are connected to 
appropriate housing resources. 

2.7.5.4.2 Additional follow-up as detailed in the discharge plan.  

2.7.5.4.3 Coordination across the multi-disciplinary team involved 
in Transitional Case Management for Enrollees. 

2.7.5.4.7 For Enrollees identified as homeless at the time of care 
transition, the care management team shall include a housing specialist, 
as described in the Individual Plan of Care subsection, on the multi-
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will support lead case managers where there are secondary diagnoses. If the 
Enrollee is under the age of six (6), the lead case manager shall have expertise 
in early childhood mental health or access to a consultant with expertise in 
infant and early childhood mental health.  

2.7.9.2 Physical and behavioral health case managers shall be co-located and 
based in Louisiana to allow for integration of Case Management for Enrollees 
with both physical and behavioral health care needs. The Contractor may 
request exceptions in writing to this requirement for individual case 
managers.  

2.7.9.3 In addition to the case manager and the Enrollee and their family or 
Authorized Representative, the care team shall include members based on 
an Enrollee’s specific care needs and goals identified in the POC. The team 
may change over time as the Enrollee’s care needs change. Potential team 
members shall include, but are not limited to:  

2.7.9.3.1 Primary care provider;  

2.7.9.3.2 Behavioral health providers;  

2.7.9.3.3 Specialists; 

2.7.9.3.4 Pharmacists; 

2.7.9.3.5 Community health workers;  

2.7.9.3.6 Home and community based service providers and 
managers; 

2.7.9.3.7 Housing specialists, if the Enrollee is identified as homeless; 
and 

2.7.9.3.8 State staff, including transition coordinators. 

2.7.9.4 Teams shall meet at regular intervals as identified in the POC, based 
on the individual’s care needs. When possible, the team shall meet in person 
but when necessary, team members may participate in meetings via 
telephone. At a minimum, multi-disciplinary care teams shall meet on a 

disciplinary care team. Housing specialists shall also be used to ensure 
Enrollees transitioning from facility to community are connected to 
appropriate housing resources, including, but not limited to, referral of 
Potential Enrollees to Contractor’s Permanent Supportive Housing liaison 
for application to the Louisiana Permanent Supportive Housing program.  

 

2.7.6 Case Management for Individuals in DOJ Agreement Target 
Population (Case 3:18-cv-00608, Middle District of Louisiana)  

The Contractor shall develop a specialized community Case Management 
program consistent with the DOJ Agreement and LDH-issued guidance for 
the target population transitioning or diverted from nursing facility level 
of care using subcontracted community case managers who meet the 
qualifications established by LDH. The Contractor shall make a referral to 
a community Case Management agency within one (1) Business Day of 
receipt of a referral from LDH. The Contractor shall maintain ultimate 
responsibility for ensuring the Case Management needs of the target 
population are met by community case managers and community case 
managers satisfactorily completing required activities.  

In addition, the Contractor shall consider DOJ at-risk members as special 
health care needs population eligible for MCO case management. The 
Contractor shall identify members who meet the at-risk criteria and 
provide case management based on member needs and preferences. 

 

2.7.7.11      The Contractor and its Level II evaluators shall utilize 

technology and systems required by LDH for the transferring of 

information related to PASRR requests including submission of Level II 

evaluations and receipt of final determinations as outlined within the 

DOJ Compliance Guide. 
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monthly basis for Enrollees in Tier 3 Case Management and on a quarterly 
basis for Enrollees in Tier 2 Case Management.  

2.7.10 Case Management Policies and Procedures 

The Contractor shall develop, implement, and maintain criteria and protocols 
for determining which Case Management activities may benefit an Enrollee. 
The Contractor shall submit such criteria and protocols to LDH or its designee 
as part of Readiness Review and prior to any substantive revisions. Where the 
Contractor delegates Case Management to a Network Provider, the 
Contractor shall have a written plan in place for monitoring and oversight of 
performance under any such agreements, including provisions for assessing 
Provider compliance and corrective actions and/or termination as 
appropriate. 

The Contractor shall develop, implement, and maintain procedures for 
providing Case Management. Case Management procedures shall: 

2.7.10.1 Be subject to approval by LDH in writing; 

2.7.10.2 Include procedures for contacting Enrollees to complete the 
HNA and comprehensive assessment, including number of contact attempts 
and methods of contact; 

2.7.10.3 Include procedures for acquiring and documenting Enrollees’ 
consent (or the Enrollee’s family or Authorized Representative) to receive 
Case Management and for the Contractor to share information about an 
Enrollee’s care with Enrollee’s providers to promote coordination and 
integration; 

2.7.10.4 Include a plan describing how management of behavioral 
health services shall be integrated into the overall care management of the 
Enrollee population;  

2.7.10.5 Include criteria and protocols for ensuring appropriate 
staffing ratios and caseloads for case managers and other staff involved in 
care management activities in line with industry practices; 

2.7.8  Individual Plan of Care 

2.7.8.1 The Contractor shall develop a comprehensive individualized, 

person centered POC for all Enrollees who are found eligible for Case 

Management. When an Enrollee receives services from the Contractor 

only for SBHS, the POC shall focus on coordination and integration, as 

appropriate. When an Enrollee receives services requiring a POC from 

LDH, such as Home and Community Based Waiver services or services 

through OPH, the Contractor shall collaborate with LDH or its designee in 

developing the POC. 

2.7.8.2 Development of the POC shall be a person‐centered process led 

by the Enrollee and their case manager with significant input from 

members of the Enrollee’s inter multidisciplinary care team. When an 

Enrollee receives SBHS and has treatment plans developed through their 

behavioral health providers, the Contractor shall attempt to work with 

the Enrollee’s behavioral health providers in order to incorporate the 

treatment plans into the Enrollee’s overall POC and to support the 

Enrollee and the provider in their efforts to implement the treatment 

plan. 

2.7.8.3 The POC shall be based on the principles of self‐determination 

and recovery, and shall include all medically necessary services identified 

by the Enrollee’s providers as well as the care coordination and other 

supports to be provided by the Contractor. 

2.7.8.4 The POC shall be reviewed and revised upon reassessment of 

functional need. The POC revisions shall occur at least at the frequency 

required in the Tiered Case Management Based on Need section, or when 

the Enrollee’s circumstances or needs change significantly, or at the 
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2.7.10.6 Include processes for the Contractor to measure the 
effectiveness and quality of the Contractor’s Case Management procedures. 
Such processes shall include: 

2.7.10.6.1 Tracking of frequency and type of Case Management 
contact; 

2.7.10.6.2 Developing and implementing inclusion criteria for different 
tiers of Case Management, including how the HNA and comprehensive 
assessment are utilized;  

2.7.10.6.3 Determining expected outcomes in subgroups at different 
tiers of Case Management, including an impact analysis of Case Management 
on the use of the ED, inpatient admissions, and follow-up care; 

2.7.10.6.4 Expected Case Management penetration and target rate of 
engagement; 

2.7.10.6.5 Identification of relevant measurement processes or 
outcomes; and 

2.7.10.6.6 Use of valid quantitative methods to measure outcomes 
against performance goals; 

2.7.10.7 Include protocols for providing Case Management activities 
in a variety of settings, including, but not limited to an Enrollee’s home, 
shelter, or other care setting;  

2.7.10.8 Include criteria and protocols regarding documentation of 
follow-through with identification and successful linkage to community 
resources; 

2.7.10.9 Include criteria and protocols for discharging Enrollees from 
Case Management; 

2.7.10.10 Ensure that the Case Management activities each Enrollee is 
receiving are appropriately documented; 

2.7.10.11 Ensure regular contacts between Case Management staff, 

request of the Enrollee, their parent or legal guardian, or a member of the 

multi‐disciplinary care team.  

2.7.9 Multi-Disciplinary Care Team  

2.7.9.1 The Contractor shall identify a multi-disciplinary care team to 
serve each Enrollee based on individual need for all Enrollees in Case 
Management Tiers 2 and 3 and Transitional Case Management. The 
Contractor shall assign lead case managers based on an Enrollee’s priority 
care needs, as identified through the POC. Where behavioral health is an 
Enrollee’s primary health issue, the case manager shall be a behavioral 
health case manager. As needed, case managers with expertise in physical 
or behavioral health care will support lead case managers where there 
are secondary diagnoses. If the Enrollee is under the age of six (6), the 
lead case manager shall have expertise in early childhood mental health 
or access to a consultant with expertise in infant and early childhood 
mental health.  

2.7.9.2 Physical and behavioral health case managers shall be co-located 
and based in Louisiana to allow for integration of Case Management for 
Enrollees with both physical and behavioral health care needs. The 
Contractor may request exceptions in writing to this requirement for 
individual case managers.  

2.7.9.3 In addition to the case manager and the Enrollee and their family 
or Authorized Representative, the care team shall may include members 
based on an Enrollee’s specific care needs, preferences and goals 
identified in the POC. The team may change over time as the Enrollee’s 
care needs change. Potential team members shall may include, but are 
not limited to:  

2.7.9.3.1 Primary care provider;  

2.7.9.3.2 Behavioral health providers;  

2.7.9.3.3 Specialists; 
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the Enrollee’s PCP, the Enrollee’s primary behavioral health provider as 
applicable, and the Enrollee; and 

2.7.10.12 Include a process for graduation from Tiers 2 or 3 of Case 
Management to a lower tier, as an Enrollee’s ongoing Case Management 
needs are reduced based on the Enrollee’s POC.  

 

2.7.11 Referrals for Tobacco Cessation and Problem Gaming 

2.7.11.1 The HNA shall screen for problem gaming and tobacco usage. 
The case manager shall refer Enrollees who screen positive to appropriate 
Network Providers offering tobacco cessation treatment and/or problem 
gaming treatment services, including the Louisiana Tobacco Quitline. 

2.7.11.2 Information regarding treatment services and/or referral to 
care shall be entered into the Contractor’s systems for the purpose of 
tracking and reporting according to various demographics. Tobacco cessation 
and problem gaming reports shall be made available upon LDH request in a 
format and frequency as determined by LDH. 

 

2.7.9.3.4 Pharmacists; 

2.7.9.3.5 Community health workers;  

2.7.9.3.6 Home and community based service providers and 
managers; 

2.7.9.3.7 Housing specialists, if the Enrollee is identified as 
homeless; and 

2.7.9.3.8 State staff, including transition coordinators. 

2.7.9.4 Teams shall meet at regular intervals as identified in the POC, 
based on the individual’s care needs. When possible, the team shall meet 
in person but when necessary, team members may participate in 
meetings via telephone. At a minimum, multi-disciplinary care teams shall 
meet on a monthly basis for Enrollees in Tier 3 Case Management and on 
a quarterly basis for Enrollees in Tier 2 Case Management. MDT meetings 
will occur as needed based on the individual’s care needs and 
preferences. 

2.7.10 Case Management Policies and Procedures 

The Contractor shall develop, implement, and maintain criteria and 
protocols for determining which Case Management activities may benefit 
an Enrollee. The Contractor shall submit such criteria and protocols to 
LDH or its designee as part of Readiness Review and prior to any 
substantive revisions. Where the Contractor delegates Case Management 
to a Network Provider, the Contractor shall have a written plan in place 
for monitoring and oversight of performance under any such agreements, 
including provisions for assessing Provider compliance and corrective 
actions and/or termination as appropriate. 

The Contractor shall develop, implement, and maintain procedures for 
providing Case Management. Case Management procedures shall: 

2.7.10.1 Be subject to approval by LDH in writing; 
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2.7.10.2  Include procedures for contacting Enrollees to complete the 
HNA and Case Management comprehensive assessment, including 
number of contact attempts and methods of contact; 

2.7.10.3 Include procedures for acquiring and documenting Enrollees’ 
opting in the Case Management program and/or consent (or the 
Enrollee’s family or Authorized Representative) to receive Case 
Management and for the Contractor to share information about an 
Enrollee’s care with Enrollee’s providers to promote coordination and 
integration; 

2.7.10.4  Include a plan describing how management of behavioral health 
services shall be integrated into the overall care case management of the 
Enrollee population;  

2.7.10.5 Include criteria and protocols for ensuring appropriate staffing 
ratios and caseloads for case managers and other staff involved in care 
case management activities in line with industry practices; 

2.7.10.6 Include processes for the Contractor to measure the 
effectiveness and quality of the Contractor’s Case Management 
procedures. Such processes shall include: 

2.7.10.6.1 Tracking of frequency and type of Case Management contact; 

2.7.10.6.2 Developing and implementing inclusion criteria for different 
tiers of Case Management programs, including how the HNA and 
comprehensive assessment are utilized;  

2.7.10.6.3 Determining expected outcomes in subgroups at different tiers 
of in different Case Management programs, including an impact analysis 
of Case Management on the use of the ED, inpatient admissions, and 
follow-up care; 

2.7.10.6.4 Expected Case Management penetration and target rate of 
engagement; 

2.7.10.6.5 Identification of relevant measurement processes or 
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outcomes; and 

2.7.10.6.6  Use of valid quantitative methods to measure outcomes 
against performance goals; 

2.7.10.7  Include protocols for providing Case Management activities in a 
variety of settings, including, but not limited to an Enrollee’s home, 
shelter, or other care setting;  

2.7.10.8 Include criteria and protocols regarding documentation of 
follow-through with identification and successful linkage to community 
resources; 

2.7.10.9 Include criteria and protocols for discharging Enrollees from Case 
Management programs; 

2.7.10.10 Ensure that the Case Management activities each Enrollee is 
receiving are appropriately documented; 

2.7.10.11 Ensure regular contacts between Case Management staff, the 
Enrollee’s PCP, the Enrollee’s primary behavioral health provider as 
applicable, and the Enrollee; and 

2.7.10.12 Include a process for graduation from Tiers 2 or 3 of all Case 
Management programs to a lower tier, as an Enrollee’s ongoing case 
management needs are reduced based on the Enrollee’s POC.  

2.7.11 Referrals for Tobacco Cessation and Problem Gaming 

2.7.11.1 The HNA shall screen for problem gaming and tobacco 
usage. The case manager shall refer Enrollees who screen positive to 
appropriate Network Providers offering tobacco cessation treatment 
and/or problem gaming treatment services, including the Louisiana 
Tobacco Quitline. 

2.7.11.2 Information regarding treatment services and/or referral 
to care shall be entered into the Contractor’s systems for the purpose of 
tracking and reporting according to various demographics. Tobacco 
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cessation and problem gaming reports shall be made available upon LDH 
request in a format and frequency as determined by LDH. 

 

[subsequent items will be renumbered] 

 

30 2.8.3      Transitioning Between MCOs or FFS 

[…] 

[new provision] 

2.8.3    Transitioning Between MCOs or FFS 

[…] 

2.8.3.4.2 

For newborns incorrectly enrolled, the relinquishing MCO is responsible 
for the newborn’s hospitalization through date of discharge.  

 

[subsequent items will be renumbered] 

 

These revisions are necessary to end 
retroactive changes for newborn 
enrollment. This provision caused provider 
abrasion and is not required by federal law. 

31 2.9.2 Availability and Furnishing of MCO Covered Services 

[…] 

2.9.2.1.1    Physical health providers who have submitted at least twenty-five 
(25) Claims in an office setting within the prior six (6) calendar months;  

2.9.2.1.2    Behavioral health providers who have submitted at least twenty-
five (25) Claims within the prior six (6) calendar months; or 

2.9.2.1.3    Any providers who were newly contracted within the prior six (6) 
calendar months, regardless of Claim submissions. 

2.9.2 Availability and Furnishing of MCO Covered Services 

[…] 

2.9.2.1.1   Physical health providers who have submitted at least twenty-
five (25) one (1) Claims in an office setting within the prior six (6) twelve 
(12) calendar months;  

2.9.2.1.2   Behavioral health providers who have submitted at least 
twenty-five (25) one (1) Claims within the prior six (6) twelve (12) 
calendar months; or 

2.9.2.1.3   Any providers who were newly contracted within the prior six 
(6) twelve (12) calendar months, regardless of Claim submissions. 

These revisions are necessary to update 
requirements related to Claim submissions. 

32 2.9.3 Timely Access to Care 

[…] 

2.9.3 Timely Access to Care 

[…] 

These revisions are necessary to broaden 
the requirements outlined in Informational 
Bulletin 21-9 to include all providers, such 



 
 

Attachment A12, Changes to Attachment A, Model Contract 
Effective: 1/1/2026   Page 32 

2.9.3.6     If the Contractor or LDH identifies or anticipates that the network 

will not be sufficient to meet the timely access to care standards of this 

Contract for an MCO Covered Service in any location or for any population of 

Enrollees, the Contractor shall enhance its provider network in order to meet 

such standards. The Contractor should notify LDH of its strategy for 

enhancing its network and its contingency plan for connecting impacted 

Enrollees to care. 

2.9.3.6      If the Contractor or LDH identifies or anticipates that the 
network will not be sufficient to meet the timely access to care standards 
of this Contract for an MCO Covered Service in any location or for any 
population of Enrollees, the Contractor shall enhance its provider 
network in order to meet such standards. The Contractor should notify 
LDH of its strategy for enhancing its network and its contingency plan for 
connecting impacted Enrollees to care which shall be made available 
upon LDH request in a format and frequency as determined by LDH. 

2.9.3.7   If LDH determines the Contractor has failed to ensure access to 
MCO covered services as defined in this contract and the MCO Manual 
for all enrollees, including failure to provide timely responses, LDH may 
require corrective action or impose other remedies for non-compliance. 

 

as hospitals, substance use residential 
facilities, therapeutic group homes, etc. 
The amendment also introduces a 
requirement for MCOs to monitor and 
track data for the purposes of reporting to 
LDH. 

33 2.9.5 Requests for Exceptions to Access Requirements 

[…] 

2.9.5.4 As permitted by Federal and State laws, regulations, rules, policies, 
procedures, and manuals, the State Plan, and applicable Waivers, 
telemedicine may be used to facilitate access to MCO Covered Services by 
licensed professionals. Any MCO Covered Service provided via telemedicine 
must be medically necessary, and the procedure individualized, specific, and 
consistent with symptoms or confirmed diagnosis of an illness or injury under 
treatment, and not in excess of the Enrollee’s needs. If the Contractor intends 
to utilize telemedicine to meet network adequacy requirements, the 
Contractor’s telemedicine utilization must be approved by LDH in writing for 
this purpose. The Contractor may not utilize national telemedicine providers 
except in temporary or emergency situations (e.g., pandemics, natural 
disasters) if approved by LDH in writing. 

2.9.5 Requests for Exceptions to Access Requirements 

[…] 

2.9.5.4 As permitted by Federal and State laws, regulations, rules, 
policies, procedures, and manuals, the State Plan, and applicable Waivers, 
telemedicine may be used to facilitate access to MCO Covered Services by 
licensed professionals. Any MCO Covered Service provided via 
telemedicine must be medically necessary, and the procedure 
individualized, specific, and consistent with symptoms or confirmed 
diagnosis of an illness or injury under treatment, and not in excess of the 
Enrollee’s needs. If the Contractor intends to utilize telemedicine to meet 
network adequacy requirements, the Contractor’s telemedicine 
utilization must be approved by LDH in writing for this purpose. The 
Contractor may not utilize national telemedicine providers except in 
temporary or emergency situations (e.g., pandemics, natural disasters) if 
approved by LDH in writing. 

This revision is necessary to allow the 
MCOs to use national telemedicine 
providers.  
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34 2.9.7 Provider Participation 

[…] 

 

2.9.7.5.10  Local Governing Entities; and 

2.9.7.5.11  Providers that are actively serving the Contractor’s Enrollees that 
are eligible under the Act 421 Children’s Medicaid Option, subject to 42 CFR 
§431.52 and excluding ICF/IIDs. 

2.9.7 Provider Participation 

[…] 

 

2.9.7.5.10      Local Governing Entities; and 
 

2.9.7.5.11       Providers that are actively serving the Contractor’s Enrollees 
that are eligible under the Act 421 Children’s Medicaid Option, subject to 
42 CFR §431.52 and excluding ICF/IIDs.; and 
 
2.9.7.5.12 All Louisiana Crisis Response System (LaCRS) providers. 

These revisions are necessary to require 
the MCOs to contract with all LA Crisis 
Response System providers and to remove 
two provider types from the requirement. 

35 2.9.9        Other Enrollment and Disenrollment Requirements 

[…] 

2.9.9.4     The Contractor shall require unlicensed staff of entities rendering 
and receiving reimbursement for Mental Health Rehabilitation (MHR) 
services to obtain and submit NPI numbers to the Contractor, as well as 
documentation verifying the unlicensed staff meets all qualifications and 
requirements for providing MHR services established by applicable Federal 
and State laws, rules, regulations, and the Medicaid Behavioral Health Service 
Provider Manual, inclusive of Evidence-Based Practice (EBP) MHR services, 
prior to reimbursing agencies for services provided by these staff. Claims 
submitted for MHR services shall include rendering provider NPIs and other 
Contractor required identifiers regardless of whether the rendering staff is 
licensed or unlicensed. The Contractor shall configure systems to deny Claims 
for services when rendering providers and NPIs are denoted on Claims for 
service that have not been credentialed and approved by the Contractor. The 
Contractor shall submit their policies and procedures associated with this 
requirement to LDH or its designee for approval during Readiness Review. 

2.9.9       Other Enrollment and Disenrollment Requirements 
[…] 

 

2.9.9.4    The Contractor shall require unlicensed staff of entities rendering 
and receiving reimbursement for Mental Health Rehabilitation (MHR) 
services to obtain and submit NPI numbers to the Contractor, as well as 
documentation verifying the unlicensed staff meets all qualifications and 
requirements for providing MHR services established by applicable Federal 
and State laws, rules, regulations, and the Medicaid Behavioral Health 
Service Provider Manual, inclusive of Evidence-Based Practice (EBP) MHR 
services, prior to reimbursing agencies for services provided by these staff. 
Claims submitted for MHR services shall include rendering provider NPIs 
and other Contractor required identifiers regardless of whether the 
rendering staff is licensed or unlicensed. The Contractor shall configure 
systems to deny Claims for services when rendering providers and NPIs are 
denoted on Claims for service that have not been credentialed and 
approved by the Contractor. The Contractor shall submit their policies and 
procedures associated with this requirement to LDH or its designee for  
approval during Readiness Review. Prior to reimbursing entities 
rendering and receiving reimbursement for Mental Health 
Rehabilitation (MHR) services, inclusive of Evidence-Based Practice 
(EBP) MHR services, the contractor shall: 

These revisions and new provisions are 

necessary to strengthens oversight of MHR 

services by requiring clear staff 

credentialing checkpoints as a result of 

findings from MCO network monitoring 

review to prevent retroactive verification 

errors.    
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2.9.9.4.1 Ensure all MHRs: 

2.9.9.4.1.1  Require all staff to obtain and submit NPI numbers to the 
Contractor,  

2.9.9.4.1.2   Ensure that all claims for MHR services include rendering 

provider NPIs and other Contractor required identifiers 

regardless of whether the rendering staff is licensed or 

unlicensed; and  

2.9.9.4.1.3 Submit documentation demonstrating compliance with all 

staff qualifications and requirements established by 

applicable Federal and State laws, rules, regulations, and 

the Medicaid Behavioral Health Service Provider Manual, 

prior to services being rendered.   

2.9.9.4.2 Collect and review documentation, prior to approving 

reimbursement for MHR services, of all required 

qualifications at: 

2.9.9.4.2.1  Credentialing; 

2.9.9.4.2.2  Upon hiring new staff; and 

2.9.9.4.2.3 During re-credentialing to maintain 

ongoing compliance;  

2.9.9.4.3  Implement claims processing system edits to deny claims 

for services when rendering provider NPIs appear on claims 

submissions but have not been verified and approved by 

the Contractor; and  
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           2.9.9.4.4 Submit policies and procedures associated with this 
requirement to LDH or its designee for approval during 
Readiness Review. 

 

[subsequent items will be renumbered] 

 

36 2.9.9.6 The Contractor may not terminate Network Provider Agreements 
without cause during the period of forty-five (45) Calendar Days prior to the 
start of the Enrollment period through the last Calendar Day of the 
Enrollment Period. 

2.9.9.6 The Contractor may not terminate Network Provider Agreements 
without cause during the period of forty-five (45) Calendar Days prior to 
the start of the Enrollment period through the last Calendar Day of the 
Enrollment Period. 
 
[subsequent items will be renumbered] 

 

This revision is necessary to align with the 

ending of open enrollment. 

37 2.9.9.8 The Contractor shall receive written approval from LDH prior to 
terminating a Network Provider Agreement without cause when the provider 
is located in a Health Professional Shortage Area (HPSA). 

2.9.9.9   When a Network Provider Agreement is terminated, with cause, the 
Contractor shall also provide to LDH its plan to notify the Contractor’s 
Enrollees of such change, its strategy to ensure Timely access for Enrollees 
through different in-network and/or out-of-Network Providers, and its plan 
for ensuring that there will be no stoppage or interruption of services to 
Enrollees. 

2.9.9.8 The Contractor shall receive written approval from LDH prior to 
terminating a Network Provider Agreement without cause when the 
provider is located in a Health Professional Shortage Area (HPSA). 
 
2.9.9.9   When a Network Provider Agreement is terminated, with or 
without cause, the Contractor shall also provide to LDH its plan to notify 
the Contractor’s Enrollees of such change, its strategy to ensure Timely 
access for Enrollees through different in-network and/or out-of-Network 
Providers, and its plan for ensuring that there will be no stoppage or 
interruption of services to Enrollees. 
 
[subsequent items will be renumbered] 

 

This revision is necessary because HPSA 

designations are limited in areas making 

the termination requirement difficult.  

38 2.9.15 Access to Medication Assisted Treatment 
[…] 

 

2.9.15 Access to Medication Assisted Treatment Medications for 
Opioid Use Disorder (MOUD) 
[…] 

These revisions are necessary to update to 

align with state statute. 
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2.9.15.1 The Contractor shall ensure that substance use residential 
providers offer Medication Assisted Treatment (MAT) onsite or facilitate 
access to MAT offsite. 

 
2.9.15.1 The Contractor shall ensure that substance use residential 

providers offer onsite access to Medication for Opioid Use 
Disorder (MOUD) Medication Assisted Treatment (MAT) onsite or 
facilitate access to MAT offsite in accordance with La. R.S. 
40:2159.1.  MOUD in this case is defined as at least one form of 
opioid antagonists (naltrexone oral/injectable) and at least one 
form of partial opioid agonists (buprenorphine oral/injectable). 

 

39 2.9.15 Access to Medication Assisted Treatment 

[…] 

2.9.15.3 The Contractor shall be responsible for conducting Enrollee 
outreach and provider education and training regarding utilization of MAT to 
treat Opioid Use Disorder. This shall include, but not be limited to, assistance 
with Federal requirements to become a Drug Addiction Treatment Act of 
2000 waivered physician to expand access to MAT services. 

2.9.15 Access to Medication Assisted Treatment Medications for Opioid 
Use Disorder (MOUD) 
[…] 

2.9.15.3 The Contractor shall be responsible for conducting 
Enrollee outreach and provider education and training regarding 
utilization of MAT MOUD to treat Opioid Use Disorder. This shall include, 
but not be limited to, assistance with Federal requirements to become a 
Drug Addiction Treatment Act of 2000 waivered physician to expand 
access to MAT services. 

These revisions are necessary to update 

federal requirements and a waiver is no 

longer required to prescribe medication 

assisted treatment (MAT). 

40 2.9.25      Specialized Behavioral Health Providers 
[…] 

 
2.9.25.32  The Contractor must work with crisis service providers and the 

LCH to schedule outpatient follow-up  appointments via a warm handoff to 

support connection to ongoing care following a crisis episode. 

2.9.25       Specialized Behavioral Health Providers 
[…] 

 
2.9.25.32   After receiving notification from a crisis service provider or 
the LCH, Tthe Contractor must work with crisis service providers and the 
LCH shall assist in to schedule coordinating outpatient follow-up 
appointments via a warm handoff to support connection to ongoing care 
following a crisis episode. 
 

New provisions are added in consideration 
of the 24-hour behavioral health crisis line 
and implementation of replacement with 
the Louisiana Crisis Hub (LCH). 

 

41 2.9.30      Credentialing and Re-credentialing of Providers and Clinical Staff 
[…] 
 
2.9.30.7 The Contractor shall completely process credentialing 

2.9.30   Credentialing and Re-credentialing of Providers and Clinical Staff 
[…] 

2.9.30.7 The Contractor shall completely process credentialing 

These revisions are necessary due to the 
Office of Behavioral Health (OBH) has 
received repeated complaints regarding 
MCOs failing to notify providers when 
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applications from all provider types within sixty (60) Calendar Days of receipt 
of a completed credentialing application, including all necessary 
documentation and attachments, and a signed Network Provider Agreement. 
“Completely process” means that the Contractor shall: 
 
[…] 

2.9.30.7.3 Review, approve and load approved applicants to its provider 
files in its Claims processing system; and 
 
2.9.30.7.4 Submit on the weekly electronic Provider Directory to LDH or 
LDH’s designee; or 
 
2.9.30.7.5          Deny the application and assure that the provider is not used 

by the Contractor. 

applications from all provider types within sixty (60) Calendar Days of 
receipt of a completed credentialing application, including all necessary 
documentation and attachments, and a signed Network Provider 
Agreement, complying with La. R.S. 46:460.61. “Completely process” 
means that the Contractor shall: 
 
[…] 

2.9.30.7.3 Review, approve and load approved applicants to its 
provider files in its Claims processing system; and 
2.9.30.7.4 Comply with the provider notice requirements in 
accordance with La. R.S. 46:460.72(A) and    
2.9.30.7.5 Submit on the weekly electronic Provider Directory to 
LDH or LDH’s designee; or 
2.9.30.7.6            Deny the application, notifying the provider of the 
adverse determination, and assure that the provider is not used by the 
Contractor. 
 
 

credentialing information is received, 
approved, or denied.  

References are made to La. R.S. 46:460.61 
and La. R.S. 46:460.72(A), to ensure MCOs 
adhere to the entirety of the statues 
related to provider credentialing.  

The proposed contract amendment is 
intended to ensure that MCOs clearly and 
communicate the provider’s status 
throughout the credentialing process. 

42 2.11.6 Claims Processing Requirements 

2.11.6.1 At a minimum, the Contractor shall run one (1) provider payment 
cycle per week, on the same day each week, as determined by the Contractor. 

2.11.6 Claims Processing Requirements 

2.11.6.1 At a minimum, the Contractor shall run one (1) provider payment 
cycle per week, on the same day each week, as determined by the 
Contractor. For outpatient pharmacy claims, the Contractor shall run 
one (1) payment cycle per week, as determined by the Contractor.   

 

This revision is necessary to add 

clarification for pharmacy claims.  

43 2.11.17    Federal Responsibility for Payment for SBHS Provided to Enrollees 
Participating in Coordinated System of Care 

[…] 

2.11.17.1 The CSoC contractor shall be responsible for payment to 
enrolled providers for the provision of SBHS, with the exception of PRTF, TGH, 

2.11.17    Federal Responsibility for Payment for SBHS Provided to 
Enrollees Participating in Coordinated System of Care 

[…] 

2.11.17.1 The CSoC contractor shall be responsible for payment to 
enrolled providers for the provision of SBHS, with the exception of PRTF, 

This revision is necessary to comply 

conversion of substance use service 

standards to the American Society of 

Addiction Medicine (ASAM) 4th Edition 

standards. This change is necessary to align 

contractual obligations with recent budget 

https://www.legis.la.gov/Legis/Law.aspx?p=y&d=860701
https://www.legis.la.gov/Legis/Law.aspx?p=y&d=860701
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and SUD Residential treatment services (ASAM 3.1, 3.2-wm, 3.5 and 3.7 for 
children under 21 and Levels 3.3 and 3.7-wm for youth aged 21), for each 
month during which the Enrollee has a 1915(c)/1915(b)(3) Waiver segment 
on the eligibility file with a begin date on or earlier than the first (1st) 
Calendar Day of that month, or in the event that an Enrollee transfers 
between Waivers during the month, but the previous segment began on or 
earlier than the first (1st) Calendar Day of that month. 

TGH, and SUD Residential treatment services (ASAM 3.1, 3.2-wm, 3.5 and 
3.7 for children under 21 and Levels 3.3 and 3.7-wm for youth aged 21), 
for each month during which the Enrollee has a 1915(c)/1915(b)(3) 
Waiver segment on the eligibility file with a begin date on or earlier than 
the first (1st) Calendar Day of that month, or in the event that an Enrollee 
transfers between Waivers during the month, but the previous segment 
began on or earlier than the first (1st) Calendar Day of that month. 

approval received to support statewide 

implementation of the updated ASAM 

criteria, effective January 1, 2026. 

44 2.11.17     Federal Responsibility for Payment for SBHS Provided to Enrollees 
Participating in Coordinated System of Care 

[…] 

2.11.17.2 The CSoC contractor shall be responsible for payment to 
enrolled providers for the provision of SBHS through the last day of the 
month which includes the end date of the 1915(c)/1915(b)(3) segment on the 
eligibility file. 

2.11.17     Federal Responsibility for Payment for SBHS Provided to 
Enrollees Participating in Coordinated System of Care 

[…] 

2.11.17.2 The CSoC contractor shall be responsible for payment to 
enrolled providers for the provision of SBHS through the last Calendar 
Day day of the month which includes the end date of the 
1915(c)/1915(b)(3) segment on the eligibility file. 

This revision is necessary to clarify the 

current language, but not change the 

requirement. 

45 2.11.17     Federal Responsibility for Payment for SBHS Provided to Enrollees 
Participating in Coordinated System of Care 

[…] 

2.11.17.4 The Contractor shall be responsible for payment of all PRTF, 
TGH, and SUD Residential treatment services (ASAM Levels 3.1, 3.2-wm, 3.5 
and 3.7 for children under 21 and Levels 3.3 and 3.7-wm for youth aged 21) 
for CSoC enrolled youth. 

2.11.17.5 If an Enrollee no longer meets medical necessity criteria for 
a higher level of care (i.e., inpatient hospital) that was authorized by the CSoC 
contractor, and the Contractor has authorized PRTF, TGH, or SUD Residential 
treatment services (ASAM Levels 3.1, 3.2-wm, 3.5 and 3.7), but is unable to 
secure placement, the Contractor shall be responsible for assuming the 
continued authorization of, and payment for, the higher level service until 
placement is made, regardless of the Enrollee’s CSoC Enrollment status, 

2.11.17     Federal Responsibility for Payment for SBHS Provided to 
Enrollees Participating in Coordinated System of Care 

[…] 

2.11.17.4 The Contractor shall be responsible for payment of all 
PRTF, TGH, and SUD Residential treatment services (ASAM Levels 3.1, 3.2-
wm, 3.5 and 3.7 for children under 21 and Levels 3.3 and 3.7-wm for youth 
aged 21) for CSoC enrolled youth. 

2.11.17.5 If an Enrollee no longer meets medical necessity criteria 
for a higher level of care (i.e., inpatient hospital) that was authorized by 
the CSoC contractor, and the Contractor has authorized PRTF, TGH, or 
SUD Residential treatment services (ASAM Levels 3.1, 3.2-wm, 3.5 and 
3.7), but is unable to secure placement, the Contractor shall be 
responsible for assuming the continued authorization of, and payment 
for, the higher level service until placement is made, regardless of the 

These revisions are necessary to comply 

conversion of substance use service 

standards to the American Society of 

Addiction Medicine (ASAM) 4th Edition 

standards. This change is necessary to align 

contractual obligations with recent budget 

approval received to support statewide 

implementation of the updated ASAM 

criteria, effective January 1, 2026. 
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unless the Child and Family Team (CFT) agrees that the Enrollee’s behavioral 
health and/or medical condition is stable enough for the Enrollee to be safely 
discharged home, and the CFT has made a plan to support the Enrollee and 
family with outpatient care until placement in residential treatment is 
secured. 

Enrollee’s CSoC Enrollment status, unless the Child and Family Team (CFT) 
agrees that the Enrollee’s behavioral health and/or medical condition is 
stable enough for the Enrollee to be safely discharged home, and the CFT 
has made a plan to support the Enrollee and family with outpatient care 
until placement in residential treatment is secured. 

46 2.12.2 Utilization Management Committee 

2.12.2.2 The UM Committee shall provide utilization review and monitoring 
of UM activities of both the Contractor and its providers and is directed by 
the Contractor’s Medical Director. The UM Committee shall convene no less 
than quarterly and shall make meeting minutes available to LDH upon 
request. LDH representatives, as appointed by LDH, shall be included as 
members of the UM Committee, if requested. UM Committee responsibilities 
include: 

2.12.2 Utilization Management Committee 

2.12.2.2 The UM Committee shall provide utilization review and 
monitoring of UM activities of both the Contractor and its providers and 
is directed by the Contractor’s Medical Director. The UM Committee shall 
convene no less than quarterly and shall make meeting minutes available 
to LDH upon request. LDH representatives, as appointed by LDH, shall be 
included as members of the UM Committee, if requested. UM Committee 
responsibilities include: 

The revision is necessary to allow the MCO 

to have more control over their UM 

Committee.   

47 2.12.6.1   Standard Service Authorization 

[…] 

2.12.6.1.2    All standard Service Authorization determinations shall be made 
no later than fourteen (14) Calendar Days following receipt of the request for 
service. 

2.12.6.1    Standard Service Authorization 

[…] 

2.12.6.1.2   All standard Service Authorization determinations shall be 
made no later than fourteen (14) seven (7) Calendar Days following 
receipt of the request for service. 

This revision is necessary to comply with 

CMS Interoperability and prior 

authorization requirements. 

 2.12.6.4.1 Service Authorization Approvals 

2.12.6.4.1.1 For Service Authorization approval for a non-emergency 
admission, procedure or service, the Contractor shall notify the provider 
verbally or as expeditiously as the Enrollee’s health condition requires but 
not more than one (1) Business Day of making the initial determination and 
provide written notification to the provider within two (2) Business Days of 
making the determination. 

2.12.6.4.1 Service Authorization Approvals 

2.12.6.4.1.1 For Service Authorization approval for a non-emergency 
admission, procedure or service, the Contractor shall notify the provider 
verbally or as expeditiously as the Enrollee’s health condition requires 
but not more than one (1) Business Day of making the initial 
determination and provide written notification to the provider within 
two (2) Business Days of making the determination. 

This revision is to allow the MCO to notify 

the provider by any means necessary to 

meet the requirement.  

48 2.12.6.4.2     Adverse Action 2.12.6.4.2       Adverse Action 
[…] 

These revisions are needed to comply with 

requirements contained in the 
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[…] 

2.12.6.4.2.2 The Contractor shall notify the requesting provider of a 
determination to deny an authorization or reauthorization request or to 
authorize or reauthorize a service in an amount, duration, or scope that is 
less than requested. The Contractor shall provide written notification to the 
provider rendering the service, whether a health care professional or facility 
or both, within two (2) Business Days of making the determination. 

2.12.6.4.2.2 The Contractor shall notify the requesting provider of a 
determination to deny an authorization or reauthorization request or to 
authorize or reauthorize a service in an amount, duration, or scope that 
is less than requested and include the denial reason. The Contractor shall 
provide written notification to the provider rendering the service, 
whether a health care professional or facility or both, within two (2) 
Business Days of making the determination. 

Interoperability and Prior Authorization 

rule.  This requirement is effective 1/1/26. 

 

49 2.12.2.2 The UM Committee shall provide utilization review and monitoring 
of UM activities of both the Contractor and its providers and is directed by 
the Contractor’s Medical Director. The UM Committee shall convene no less 
than quarterly and shall make meeting minutes available to LDH upon 
request. LDH representatives, as appointed by LDH, shall be included as 
members of the UM Committee, if requested.  The UM Committee 
responsibilities include: 

2.12.2.2 The UM Committee shall provide utilization review and 
monitoring of UM activities of both the Contractor and its providers and 
is directed by the Contractor’s Medical Director. The UM Committee 
shall convene no less than quarterly and shall make meeting minutes 
available to LDH upon request. LDH representatives, as appointed by 
LDH, shall be included as members of the UM Committee, if requested. 
The UM Committee responsibilities include:  

LDH is giving more autonomy to the MCO 

to conduct UM management as they see fit. 

50 [new provision] 2.12.9 Gold Card Program for Providers 

2.12.9.1 The Contractor shall establish and implement a Gold 
Card Program designed to recognize and incentivize 
high-performing providers who demonstrate consistent 
quality of care, compliance with clinical guidelines, and 
efficiency in service delivery. 

2.12.9.2 Provider Eligibility. The Contractor shall develop and 
maintain written criteria for designation as a Gold Card 
Provider. Such criteria may include, but are not limited 
to: 

2.12.9.2.1 Demonstrated adherence to evidence-based clinical 
protocols; 

2.12.9.2.2 Favorable utilization review outcomes; 

This addition is to recognize and incentive 

high performing providers.  
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2.12.9.2.3 Timely and accurate submission of claims; and 

2.12.9.2.4 Positive performance on applicable quality and outcome 
measures. 

2.12.9.3 Program Benefits. The Contractor may extend 
streamlined administrative processes to Gold Card 
Providers, which may include, but are not limited to 
reduced or waived prior authorization requirements; 

2.12.9.4 Duration and Review. Gold Card designation shall 
remain in effect for a period determined by the 
Contractor, subject to periodic review and renewal 
based on continued provider performance. The 
Contractor reserves the right to revoke or suspend Gold 
Card status if a provider no longer meets eligibility 
requirements or engages in conduct inconsistent with 
Program objectives. 

2.12.9.5 Notice to Providers. The Contractor shall provide written 
notice to providers of their eligibility, designation, or 
removal from the Gold Card Program, including the basis 
for such determination. 

2.12.9.6 A Gold Card Program proposal must be submitted to LDH 
for approval by March 1, 2026 for an effective date of 
July 1, 2026. 

 
[subsequent items will be renumbered] 
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51 2.12.9 Health Record Review  

[…] 

2.12.9.2 The Contractor shall maintain a written strategy for conducting 
health record reviews, reporting results and the corrective action process. 
The strategy shall be provided to LDH or its designee for approval as part of 
Readiness Review and sixty (60) Calendar Days prior to the implementation 
of any updates. The strategy shall include, at a minimum, the following: 

2.12.9.2.1 Designated staff to perform this duty; 

2.12.9.2.2 The method of case selection; 

2.12.9.2.3 The anticipated number of reviews by practice site; 

2.12.9.2.4 The tool the Contractor shall use to review each site; 

2.12.9.2.5 How the Contractor shall link the information compiled during the 
review to other Contractor functions (e.g. quality improvement [QI], 
credentialing, peer review, etc.); and 

2.12.9.2.6 Schedule of reviews by provider type. 

2.12.9 Health Record Review  

[…] 

2.12.9.2 The Contractor shall maintain a written strategy for conducting 
health record reviews, reporting results and the corrective action process. 
The strategy shall be provided to LDH or its designee for approval as part 
of Readiness Review and sixty (60) Calendar Days prior to the 
implementation of any updates. The strategy shall include, at a minimum, 
the following: 

2.12.9.2.1 Designated staff to perform this duty; 

2.12.9.2.2 The method of case selection; 

2.12.9.2.3 The anticipated number of reviews by practice site; 

2.12.9.2.4 The tool the Contractor shall use to review each site; 

2.12.9.2.5 How the Contractor shall link the information compiled during 
the review to other Contractor functions (e.g. quality improvement [QI], 
credentialing, peer review, etc.); and 

2.12.9.2.6 Schedule of reviews by provider type. 

 

[subsequent items will be renumbered] 

This is no longer needed due to MCOs 

having access to providers EMR systems to 

conduct these reviews and do not need to 

collect paper records to conduct these 

reviews. 

52 2.12.12   PRTF Requirements 
[…] 

2.12.11.1.1 When a referring party requests PRTF for an Enrollee, the 
Contractor shall perform an initial screen upon receipt of referral including 
review of records and current clinical information to determine whether PRTF 
is an appropriate level of care, or if alternate community-based services could 
meet the referral needs. The screen shall be completed within twenty-four 
(24) hours of the Contractor’s receipt of the referral and all clinical 

2.12.12 PRTF Requirements 
[…] 

2.12.12.1.1 When a referring party requests PRTF for an Enrollee, 
the Contractor shall perform an initial screen upon receipt of referral 
including review of records, inclusive of MCO records of the history of 
outpatient and inpatient treatment authorizations and services, 
records the MCO has requested and obtained from treatment 
providers for which the MCO was the payer, and current clinical 
information to determine whether PRTF is an appropriate level of care, 

These revisions are necessary to ensure 

MCO care management.  When 

determining medical necessity for PRTF 

level of care, MCO shall consider records 

submitted to the MCO by the referring 

party, and the MCO shall also review 

records that the MCO already has access to.   
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information needed and requested by the Contractor to make the 
determination. 

or if alternate community-based services could meet the referral needs. 
If a parent, guardian, or referring party initially submits information 
lacking in sufficient detail to make a determination of medical 
necessity, the MCO shall make a request for the necessary information 
and/or documentation and allow time for satisfaction of the request 
prior to issuing a denial.  The screen shall be completed within twenty-
four (24) hours of the Contractor’s receipt of the referral and all clinical 
information needed and requested by the Contractor to make the 
determination. 
 
[subsequent items will be renumbered] 
 

The MCO may already have information 

that would support PRTF level of care, and 

the MCO shall review and consider existing 

clinical data in addition to anything 

produced by the referring party. 

53 2.12.12         PRTF Requirements 
[…] 

2.12.11.1.3 If PRTF placement is denied, the Contractor shall immediately 
notify the Enrollee and/or guardian and, with consent, the referring party 
requesting PRTF services and, within forty-eight (48) hours, provide written 
notification of the denial. The notification of denial shall include 
information on alternative services that may meet the Enrollee’s needs to 
ensure health and safety, including information on available providers of 
those services, the right of the Enrollee to Appeal the denial, and the 
process to do so. 

 

2.12.12       PRTF Requirements 
[…] 

2.12.12.1.3 If PRTF placement is denied, the Contractor shall 
immediately notify the Enrollee and/or guardian and, with consent, the 
referring party requesting PRTF services and, within forty-eight (48) 
hours, provide written notification of the denial. The notification of 
denial shall include information on alternative services that may meet 
the Enrollee’s needs to ensure health and safety, including information 
on available providers of those services, the right of the Enrollee to 
Appeal the denial, and the process to do so. When a PRTF denial is 
issued for a youth currently in an out-of-home setting (including but 
not limited to hospital or detention), upon issuing the denial the MCO 
shall at the same time initiate contact with the parent/guardian, 
referring party, and current treating provider to coordinate, gain 
consent, and arrange for the recommended alternative services, to 
ensure continuity of care. 

 
[subsequent items will be renumbered] 

The revisions are necessary to reduce 

delays in access to care.  If an MCO receives 

insufficient information to make a MNC 

determination, and issues a denial of PRTF 

LOC, then the timeline for an appeal begins, 

which allows the MCO to take an additional 

30 days to make a determination.   

The 30 days prior to a decision on the 

appeal, causes delays in care.  Instead, if 

the MCO notes that the information 

provided is insufficient to make an MNC 

decision, it is better member care to 

request the additional information needed 

so that it can be considered in the decision, 

rather than denying which then results in a 

30-day delay in reconsideration on appeal. 
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54 2.13.4 Welcome Calls 
[…] 

[added Health Needs Assessment section to Welcome Calls section from 
Case Management section] 

2.13. 4 Welcome Calls 
[…] 

2.13.4.5 Health Needs Assessment  

2.13.4.5.1 The Contractor shall attempt to conduct Enrollee Health 
Needs Assessments (HNA) as part of the Enrollee welcome call to 
identify health and functional needs of Enrollees, and to identify 
Enrollees who require short-term care coordination or Case 
Management for medical, behavioral or social needs. When an Enrollee 
is a child, the HNA shall be completed by the Enrollee’s parent or legal 
guardian. 

2.13.4.5.2 The Contractor shall develop, implement, and maintain 
procedures for completing an initial HNA for each Enrollee, and shall 
make best efforts to complete such screening within ninety (90) 
Calendar Days of the Enrollee’s effective date of Enrollment [42 CFR 
§438.208(b)]. If the initial HNA attempt is unsuccessful, the Contractor 
shall attempt to conduct, and document its efforts to conduct, the HNA 
on at least three (3) different occasions, at different times of the day and 
on different days of the week.  

2.13.4.5.3 The Contractor shall provide HNA data to the Enrollee’s 
assigned PCP, and to LDH as requested. 

2.13.4.5.4 The Contractor’s HNA shall: 

2.13.4.5.4.1 Utilize a common survey-based instrument, which shall 
be developed by LDH as described in Part 3: State Responsibilities; 

2.13.4.5.4.2 Be made available to Enrollees in multiple formats 
including web-based, print, and telephone; 

This revision is needed to relocate the 

Health Needs Assessment section to a new 

section of the contract. 



 
 

Attachment A12, Changes to Attachment A, Model Contract 
Effective: 1/1/2026   Page 45 

2.13.4.5.4.3 Be conducted with the consent of the Enrollee; 

2.13.4.5.4.4 Identify individuals for referral to Case Management;  

2.13.4.5.4.5 Screen for needs relevant to priority social determinants 
of health as described in the Population Health and Social Determinants 
of Health section; and 

2.13.4.5.4.6 Include disclosures of how information will be used. 

 

55 2.13.6.6  Welcome Newsletter 
[…] 
2.13.6.6.3.4 Contractor service hours and availability with contact 
information including, but not limited to, Enrollee Services, Nurse Line, 
Behavioral Health Crisis Line, reporting suspected Fraud and Abuse, 
Pharmacy Benefits Manager, and any Subcontractor providing MCO Covered 
Services or Value-Added Benefits; 

2.13.6.6  Welcome Newsletter 
[…] 
2.13.6.6.3.4 Contractor service hours and availability with contact 
information including, but not limited to, Enrollee Services, Nurse Line, 
Behavioral Health Crisis Line, reporting suspected Fraud and Abuse, 
Pharmacy Benefits Manager, and any Subcontractor providing MCO 
Covered Services or Value-Added Benefits; 
 

This revision is necessary to align with the 

Louisiana Crisis Hub.  

56 2.13.8 Provider Directory for Enrollees 
[…] 

2.13.8.7.1.1  The hard copy and online Provider Directories shall not include 
Network Providers who have submitted no Claims within the six (6) calendar 
months prior to publication, unless the Network Provider was newly 
contracted during this six (6) month period; 

2.13.8.7.2 Names, group affiliations, street addresses, telephone numbers, 
website URLs, specialties, whether the provider is accepting new Enrollees, 
and cultural and linguistic capabilities by current Network Providers by each 
provider type specified in this Contract. Cultural and linguistic capabilities 
shall include languages offered by the provider or a skilled medical 

2.13.8 Provider Directory for Enrollees 
[…] 

2.13.8.7.1.1  The hard copy and online Provider Directories shall not 
include Network Providers who have submitted no Claims within the six 
(6) calendar months prior to publication, unless the Network Provider was 
newly contracted during this six (6) month period; 

2.13.8.7.2 Names, group affiliations, street addresses, telephone 
numbers, website URLs, specialties, whether the provider is accepting 
new Enrollees, whether the provider offers covered services via 
telehealth and cultural and linguistic capabilities by current Network 
Providers by each provider type specified in this Contract. Cultural and 

These revisions are necessary to remove a 

requirement and align with CMS 

guidelines. 
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interpreter at the provider’s office, and whether the provider has completed 
cultural competency training. The Provider Directory shall also indicate 
whether the Network Provider’s office/facility has accommodations for 
people with physical disabilities, including offices, exam room(s) and 
equipment;  

linguistic capabilities shall include languages offered by the provider or a 
skilled medical interpreter at the provider’s office, and whether the 
provider has completed cultural competency training. The Provider 
Directory shall also indicate whether the Network Provider’s office/facility 
has accommodations for people with physical disabilities, including 
offices, exam room(s) and equipment;  

57 2.13.13 Automated Call Distribution (ACD) System 
[…] 

2.13.13.7    Measure the total number of calls and average calls handled per 
day/week/month; 

2.13.13.8   Measure the average hours of use per day; 

2.13.13 Automated Call Distribution (ACD) System 
[…] 

2.13.13.7    Measure the total number of calls and average calls handled 
per Business day/week/month; 

2.13.13.8     Measure the average hours of use per Business day; 

 

These revisions are necessary to clarify the 

current language, but not change the 

requirement. 

58 2.14.2 Prohibited Marketing Activities 
[…] 

2.14.2.12   Marketing or distributing Marketing Materials, including Member 
Handbooks, and soliciting Enrollees in any other manner, inside, at the 
entrance or within one hundred (100) feet of check cashing establishments, 
public assistance offices, DCFS eligibility offices for the Supplemental 
Nutrition Assistance Program (SNAP), FITAP, Health Units, Louisiana Medicaid 
Program Eligibility Offices, and/or certified Medicaid Application Centers 
without prior approval from LDH; 

2.14.2 Prohibited Marketing Activities 
[…] 

2.14.2.12   Marketing or distributing Marketing Materials, including 
Member Handbooks, and soliciting Enrollees in any other manner, inside, 
at the entrance or within one hundred (100) feet of check cashing 
establishments, public assistance offices, DCFS eligibility offices for the 
Supplemental Nutrition Assistance Program (SNAP), FITAP, Health Units, 
Louisiana Medicaid Program Eligibility Offices, and/or certified Medicaid 
Application Centers without prior approval from LDH; 

This revision is necessary to give the MCOs 

more flexibility in marketing. 

59 2.16.1      General Requirements  

[…] 

2.16.1.3.5 QM/QI requirements of this Contract applied to the delivery 
of both physical health services and behavioral health services.  

2.16.1      General Requirements 

[…] 

2.16.1.3.5 QM/QI requirements of this Contract applied to the delivery of 
both physical health services, behavioral health services, and applied 
behavior analysis. 

This revision is necessary to include 

applied behavior analysis with physical 

health and behavioral health in order to 

require the MCO to continue quality 

reviews. 
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60 2.17 Value-Based Payment  

2.17.1 Value-Based Payment (VBP) Overview  

The Contractor shall develop and implement a VBP Strategic Plan for 
achieving the performance benchmarks in this Contract and paying providers 
based on performance. The Contractor’s VBP strategy shall pertain to 
measurable outcomes that are meant to improve the health of populations 
(better health), enhance the experience of care for individuals (better care), 
effectively manage Louisiana Medicaid Program per capita care costs (lower 
costs), and be designed to meet or exceed the VBP withhold requirements in 
this Contract. 

In developing its VBP Strategic Plan, the Contractor shall refer to this 
Contract, the MCO Manual and the Alternative Payment Method (APM) 
Framework developed by the Health Care Payment Learning and Action 
Network (HCP-LAN). 

2.17.2 Minimum VBP Threshold and Qualifying VBP Arrangements 

A portion of the Contractor’s annual VBP withhold described in the Financial 
Incentives for MCO Performance section shall be tied to the Contractor’s 
demonstration that it has met the minimum VBP threshold established as 
defined by LDH in accordance with this Contract. Unless otherwise modified 
by LDH, the minimum VBP threshold for each Measurement Year is as 
described in the Financial Incentives for MCO Performance section. 

 

 

2.17 Value-Based Payment  

2.17.1 Value-Based Payment (VBP) Overview  

The Contractor shall develop and implement a VBP Strategic Plan for 
achieving the performance benchmarks in this Contract and paying 
providers based on performance. The Contractor’s VBP strategy shall 
pertain to measurable outcomes that are meant to improve the health of 
populations (better health), enhance the experience of care for 
individuals (better care), effectively manage Louisiana Medicaid Program 
per capita care costs (lower costs)., and be designed to meet or exceed 
the VBP withhold requirements in this Contract. 

In developing its VBP Strategic Plan, the Contractor shall refer to this 
Contract, the MCO Manual and the Alternative Payment Method (APM) 
Framework developed by the Health Care Payment Learning and Action 
Network (HCP-LAN). 

2.17.2 Minimum VBP Threshold and Qualifying VBP Arrangements 

A portion of the Contractor’s annual VBP withhold described in the 
Financial Incentives for MCO Performance section shall be tied to the 
Contractor’s demonstration that it has met the minimum VBP threshold 
established as defined by LDH in accordance with this Contract. Unless 
otherwise modified by LDH, the minimum VBP threshold for each 
Measurement Year is as described in the Financial Incentives for MCO 
Performance section. 

 

[subsequent items will be renumbered] 

 

These revisions are necessary to align with 

the policy change that LDH no longer 

wants a withhold for VBP.  

61 2.20 Fraud, Waste, and Abuse Prevention 

… 

2.20.1.4 The Contractor and its providers and Subcontractors shall 

2.20 Fraud, Waste, and Abuse Prevention 

… 

2.20.1.4 The Contractor and its providers and Subcontractors shall 

These revisions are necessary to provide 
additional clarification that redacted 
records are not considered compliant for 
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make all program and financial records and service delivery sites open to the 
representative or any designees of the above upon request. HHS, OIG, LDH, 
GAO, LLA, the Office of the Attorney General, and/or the designees of any of 
the above shall have Timely and reasonable access and the right to examine 
and make copies, excerpts, or transcripts of all books, documents, papers, 
and records which are directly pertinent to a specific program for the purpose 
of making audits and examinations, contact and conduct private interviews 
with Contractor clients, employees, and contractors, and do on-site reviews 
of all matters relating to service delivery as specified by the Contract. 

2.20.1.5 The Contractor and its providers and Subcontractors shall 
provide originals and/or copies (at no charge) of all records and information 
requested. Requests for information shall be compiled in the form and the 
language requested. If a provider fails to respond to a request from the 
Contractor and/or fails to supply the requested record or information to the 
Contractor, the Contractor shall place the provider on a payment suspension 
or payment withhold until the record or information is produced or the 
provider notifies the Contractor in writing that the record or information 
cannot be produced. 

make all program and financial records and service delivery sites open to 
the representative or any designees of the above upon request. HHS, OIG, 
LDH, GAO, LLA, the Office of the Attorney General, and/or the designees 
of any of the above shall have Timely and reasonable access and the right 
to examine and make copies, excerpts, or transcripts of all books, 
documents, papers, and records which are directly pertinent to a specific 
program for the purpose of making audits and examinations, contact and 
conduct private interviews with any and all Contractor clients, 
employees, and contractors, and do on-site reviews of all matters relating 
to service delivery as specified by the Contract.  The records provided for 
review shall be non-redacted.   

2.20.1.5 The Contractor and its providers and Subcontractors shall 
provide originals and/or copies (at no charge) of all records and 
information requested. Requests for information shall be compiled in the 
form and the language requested and shall not be redacted. If a provider 
fails to respond to a request from the Contractor and/or fails to 
substantially comply with supply the requested record(s) or information 
from to the Contractor, the Contractor shall place the provider on a 
payment suspension or payment withhold until the record(s) or 
information is produced or the provider notifies the Contractor in writing 
that the record or information cannot be produced. 

 

record requests from law enforcement 
and/or oversight agencies. 

62 2.20 Fraud, Waste, and Abuse Prevention 

[…] 

2.20.1.7 The Contractor shall certify all statements, reports and 
Claims, financial and otherwise, as true, accurate, and complete. The 
Contractor shall not submit for payment purposes those Claims, statements, 
or reports which it knows, or has reason to know, are not properly prepared 
or payable pursuant to applicable Federal and State laws, regulations, rules, 
policies, procedures, and manuals, the State Plan, Waivers, the Contract, and 

2.20 Fraud, Waste, and Abuse Prevention 

[…] 

2.20.1.7    The Contractor shall certify all statements, reports and Claims, 
financial and otherwise, as true, accurate, non-redacted and complete. 
The Contractor shall not submit for payment purposes those Claims, 
statements, or reports which it knows, or has reason to know, are not 
properly prepared or payable pursuant to applicable Federal and State 
laws, regulations, rules, policies, procedures, and manuals, the State Plan, 

This revision is necessary to provide 
additional clarification that redacted 
records are not considered compliant for 
record requests from law enforcement 
and/or oversight agencies. 
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the MCO Manual. Waivers, the Contract, and the MCO Manual. 

63 2.20 Fraud, Waste, and Abuse Prevention 

[…] 

2.20.1.12.2.4 All confirmed or suspected provider Fraud and Abuse shall 
immediately be reported in writing to LDH Program Integrity and MFCU; and 

2.20.1.12.2.5 All confirmed or suspected Enrollee Fraud and Abuse shall be 
reported immediately, in writing, to LDH Program Integrity and local law 
enforcement of the Enrollee’s parish of residence. 

2.20.1.12.3 When making a referral of suspected Fraud, the Contractor 
shall utilize the LDH Provider Fraud Referral Form available in the MCO 
Manual. 

2.20.1.12.4 The Contractor shall promptly perform a preliminary 
investigation of all incidents of suspected and/or confirmed Fraud and Abuse. 
Unless prior written approval is obtained from the agency to whom the 
incident was reported, or to another agency designated by the agency that 
received the report, after reporting Fraud or suspected Fraud and/or 
suspected Abuse and/or confirmed Abuse, the Contractor shall not take any 
of the following actions as they specifically relate to Louisiana Medicaid 
Program Claims: 

2.20 Fraud, Waste, and Abuse Prevention 

[…] 

2.20.1.12.2.4 All confirmed or suspected provider Fraud and Abuse 
shall immediately be reported in writing to LDH Program Integrity and 
MFCU within one (1) business day; and 

2.20.1.12.2.5 All confirmed or suspected Enrollee Fraud and Abuse 
shall be reported immediately, in writing, to LDH Program Integrity and 
local law enforcement of the Enrollee’s parish of residence within one (1) 
business day. 

2.20.1.12.3 When making a referral of suspected or confirmed Fraud 
and Abuse, the Contractor shall utilize the LDH Provider Fraud Referral 
Form available in the MCO Manual. 

2.20.1.12.4 The Contractor shall promptly perform a preliminary 
investigation of all incidents of suspected allegations, tips, or complaints 
and/or of confirmed Fraud and Abuse. Unless prior written approval is 
obtained from the agency to whom the incident was reported, or to 
another agency designated by the agency that received the report, after 
reporting Fraud or suspected Fraud and/or suspected Abuse and/or 
confirmed Abuse, the Contractor shall not take any of the following 
actions as they specifically relate to Louisiana Medicaid Program Claims: 

These revisions are necessary to provide 
additional clarification that the MCOs must 
use the Fraud Referral Form to refer any 
issue of fraud or abuse to LDH and MFCU, 
rather than deciding whether an issue is 
simply a “notice.  ” LDH is removing all 
references to fraud “notices” from the 
contracts. 

64 2.20 Fraud, Waste, and Abuse Prevention 

[…] 

2.20.1.12.6 The Contractor and its Subcontractors shall seek to reduce 
prospective financial loss to health Fraud, Waste, and Abuse when fraudulent 
and/or criminal activity is suspected through pre-payment or post-payment 
review, audit or investigation. 

2.20 Fraud, Waste, and Abuse Prevention 

[…] 

2.20.1.12.6 The Contractor and its Subcontractors shall seek to 
reduce prospective financial loss to health Fraud, Waste, and Abuse when 
fraudulent and/or criminal activity is suspected through pre-payment 
reviews and/or post-payment reviews, audits or investigations.  

This revision is necessary to clarify that Act 
No. 534 of the 2022 Regular Session ensure 
LDH approval is obtained for any pre-
payment review. 
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65 2.20 Fraud, Waste, and Abuse Prevention 

[…] 

2.20.1.12.6.2 Pursuant to La. R.S. 46:460.76, Pre-Payment Review shall be 
limited to requirements that are implemented directly by LDH and in 
accordance with the provisions of the Medical Assistance Programs Integrity 
Law, La. R.S. 46:437.1 et seq. The Contractor shall submit a request to LDH 
for written approval prior to subjecting a Network Provider or Out-of-
Network Provider to Pre-Payment Review. 

2.20 Fraud, Waste, and Abuse Prevention 

[…] 

2.20.1.12.6.2 Pursuant to La. R.S. 46:460.76, Pre-Payment Review shall 
be limited to requirements that are implemented directly by LDH and in 
accordance with the provisions of the Medical Assistance Programs 
Integrity Law, La. R.S. 46:437.1 et seq. The Contractor shall submit a 
request to LDH for written approval prior to subjecting a Network 
Provider or Out-of-Network Provider to Pre-Payment Review. 

 

The revision is necessary to comply with 
the provision of state law. 

66 2.20 Fraud, Waste, and Abuse Prevention 

[…] 

2.20.1.13 The Contractor and/or Subcontractors shall include in all of 
its Network Provider Agreements a provision requiring, as a condition of 
receiving any amount of Louisiana Medicaid Program payment, that the 
provider complies with this Section of the Contract. 

2.20 Fraud, Waste, and Abuse Prevention 

[…] 

2.20.1.13 The Contractor and/or Subcontractors shall include in all 
of its Network Provider Agreements a provision requiring, as a condition 
of receiving any amount of Louisiana Medicaid Program payment, that the 
provider complies with this Section of the Contract. (1) notifying the 
provider that the payment of any claims are from federal and state 
funds; (2) the provider is required to adhere to all standards and 
requirements related to the provision of services paid in whole or part 
by the Medicaid program; (3) the provider is required to adhere to all 
federal and state statutes, regulations and contractual provisions 
governing the conduct of providers within the Medicaid program, 
including but not limited to the FCA, MAPIL, SURS regulations, and Part 
2.20 of this contract; (4) when submitting claims the provider is 
certifying the claim is true and correct in all material aspects of the claim 
and is supported by adequate documentation, and (5) requiring, as a 
condition of receiving any amount of Louisiana Medicaid Program 
payment, that the provider complies with this Section of the Contract. 

 

This revision is necessary to provide 
additional clarification related to source of 
funding, specifically that Federal and State 
government funding through Medicaid 
carries certain obligations by law, including 
that by submitting a claim for payment, the 
provider is certifying the claim is correct 
and true. 
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67 2.20 Fraud, Waste, and Abuse Prevention 

[…] 

2.20.2.2.15 Procedures for prompt reporting to the State of all 
overpayments identified and recovered, specifying the overpayments due to 
potential Fraud. 

2.20 Fraud, Waste, and Abuse Prevention 

[…] 

2.20.2.2.15 Procedures for prompt reporting within 30 calendar days 
to the State of all overpayments identified and recovered, specifying the 
overpayments due to potential Fraud. 

This revision is necessary to update 
guidance from CMS. CMS revised 42 CFR 
438.608(a)(2) from “prompt” to reporting 
“within 30 calendar days.” 

68 2.20.5       Reporting 

[…] 

2.20.5.1 The Contractor and its Subcontractors shall be responsible 
for promptly reporting suspected Fraud, Waste, Abuse, and neglect 
information to the Louisiana Office of Attorney General MFCU and LDH as 
soon as practical after discovering suspected incidents, but no later than 
three (3) Business Days, taking prompt corrective actions and cooperating 
with LDH in its investigation of the matter(s). 

2.20.5      Reporting 

[…] 

2.20.5.1 The Contractor and its Subcontractors shall be 
responsible for promptly reporting suspected or confirmed Fraud, Waste, 
Abuse, and neglect information to the Louisiana Office of Attorney 
General MFCU and LDH as soon as practical one (1) Business Day after 
discovering suspected incidents, but no later than three (3) Business Days, 
taking prompt corrective actions and cooperating with LDH in its 
investigation of the matter(s). 

This revision is to provide clarification 
regarding the reporting of Fraud, Waste, 
Abuse (FWA) to the LDH and MFCU. 

69 2.20.5      Reporting 

[…] 

2.20.5.4.3 For each complaint that warrants full investigation 
conducted in accordance with 42 CFR §455.15 and §455.16, the Contractor 
shall provide LDH, at a minimum, the following: 

2.20.5      Reporting 

[…] 

2.20.5.4.3 For each complaint that resulted in the Contractor 
conducting a warrants full investigation conducted in accordance with 42 
CFR §455.15 and §455.16, the Contractor shall provide LDH, at a 
minimum, the following: 

This revision is necessary to include The 
MCO would only conduct a full 
investigation to of a fraud/abuse complaint 
if MFCU declined the referral or allowed 
the MCO to proceed. 

70 2.20.5      Reporting 

[…] 

2.20.5.5 The Contractor shall report to LDH Program Integrity 
quarterly all audits performed and overpayments identified and recovered by 
the Contractor and all of its Subcontractors. [See 42 CFR §438.608(d)(3).] 

2.20.5      Reporting 

[…] 

2.20.5.5 The Contractor shall report to LDH Program Integrity 
monthly and quarterly all audits performed and overpayments identified 
and recovered by the Contractor and all of its Subcontractors. [See 42 CFR 
§438.608(d)(3).] 

This revision is necessary to update 
guidance from CMS. CMS revised 42 CFR 
438.608(a)(2) from “prompt” to reporting 
“within 30 calendar days.” 
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71 2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.3 The Contractor and its Subcontractors shall have the right to 
audit, review and investigate providers and Enrollees within the Contractor’s 
network for a five (5) year period from the date of service of a Claim via 
“complex” review. A complex review is one for which the review of medical, 
financial, and/or other records, including those onsite, were necessary to 
determine the existence of an improper payment. The collected funds from 
the Contractor’s complex reviews are to remain with the Contractor. 

2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.3 The Contractor and its Subcontractors shall have the right 
to audit, review and investigate providers and Enrollees within the 
Contractor’s network for a five (5) year period from the date of service of 
a Claim via “complex” review. A complex review is one for which the 
review of medical, financial, and/or other records, including those onsite, 
were necessary to determine the existence of an improper payment. In 
determining the amount of an overpayment during a complex review, 
the Contractor and its Subcontractors shall give consideration for the 
amount the Medicaid program would have paid had the provider billed 
the claim correctly. The collected funds from the Contractor’s complex 
reviews are to remain with the Contractor. 

Revisions are necessary to address 
instances where the MCO determines an 
overpayment. They can do a whole take 
back rather than a differential analysis on 
what was paid versus what was properly 
payable. When determining damages, 
MAPIL requires a differential analysis (see 
La. R.S. 46:438.6) and this added provision 
is intended to align with MAPIL.   

72 2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.4 All complex reviews shall be completed within ten (10) 
months (three hundred (300) Calendar Days) of the date the case was opened 
unless an extension is authorized by LDH. This review period is inclusive of all 
provider notifications, health plan document reviews, and includes any 
Provider Appeal or rebuttal process. 

2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.4 All complex reviews shall be completed within ten one 
(10) year months (three hundred sixty-five (36500) Calendar Days) of the 
date the case was opened unless an extension is authorized by LDH. This 
review period is inclusive of all provider notifications, health plan 
document reviews, and includes any Provider Appeal or rebuttal process. 

 

Revisions are necessary to change to give 
the MCOs more time to properly work their 
cases and also account for the increase in 
MFCU response time from 14 days to 30 
days. 

73 2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.6 LDH or its designee will notify the Contractor when it is 
prohibited from taking any actions to recoup or withhold improperly paid 
funds already paid or potentially due to a provider when the issues, services 
or Claims upon which the recoupment or withhold are based meet one (1) or 
more of the following criteria: 

2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.6 LDH or its designee will notify the Contractor when it is 
prohibited from taking any actions to recoup or withhold improperly paid 
funds already paid or potentially due to a provider when the issues, 
services or Claims upon which the recoupment or withhold are based 
meet one (1) or more of the following criteria: 

This revision is necessary to clarify the 
current language, but not change the 
requirement. 
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74 2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.8 Contact with a provider shall be prohibited in instances 
resulting from suspected Fraud, which the Contractor has identified and 
submitted a referral of Fraud to LDH, MFCU, or other appropriate law 
enforcement agency, until approved by LDH in writing. 

2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.8 Contact with a provider shall be prohibited in instances 
resulting from suspected or confirmed Fraud, which the Contractor has 
identified and submitted a referral of Fraud to LDH, MFCU, or other 
appropriate law enforcement agency, until approved by LDH in writing. 

Revision is needed for the MCOs must use 
the Fraud Referral Form to refer any issue 
of fraud or abuse to LDH and MFCU, rather 
than deciding whether an issue is simply a 
notice.   LDH is removing all references to 
fraud “notices” from the contracts. 

75 2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.10 LDH or its agent shall have the right to audit, review and 
investigate providers and Enrollees within the Contractor’s network via 
“complex” or “automated” review for a five (5) year period from the date of 
service of a Claim. LDH may recover from the Contractor, via a deduction 
from the Contractor’s Capitation Payment, all of the following amounts 
assessed to a provider as a result of LDH’s audit, whether the provider is 
excluded from the Medicaid program or not:  

• Monetary Penalties assessed in accordance with the SURS Rule (LAC 
50:I.4161.A.18); 

• State-identified improper payments and overpayments; 

• Overpayments determined through statistical sampling 
(extrapolation); and 

• Investigation costs. 

2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.10 LDH or its agent shall have the right to audit, review and 
investigate providers and Enrollees within the Contractor’s network via 
“complex” or “automated” review. review for a five (5) year period from 
the date of service of a Claim. LDH may recover from the Contractor, via 
a deduction from the Contractor’s Capitation Payment and the 
Contractor may initiate a payment withhold from the provider for all of 
the following amounts assessed to a provider as a result of LDH’s audit, 
whether the provider is excluded from the Medicaid program or not:  

• Monetary Penalties and/or Sanctions assessed in accordance 
with the MAPIL’s recovery provisions (La. R.S. 46:438.6(A), (B), (C), and 
(D)), and/or the SURS Rule (LAC 50:I.4161.A.18) and any successor 
statutes or regulations; 

• State-identified improper payments and overpayments; 

• Overpayments determined through statistical sampling 
(extrapolation); and 

• Investigation costs. 

This revision is necessary to include 
updating as 10 years is allowed under 
MAPIL (see La. R.S. 46:438.1) for false 
claims.   
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76 2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.11.1 These recovered funds shall be retained by the State. 

2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.11.1 The These recovered funds shall be retained by the State. 

This revision is necessary to clarify the 
current language, but not change the 
requirement. 

77 2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.16 The Contractor and its Subcontractors shall enforce LDH 
directives regarding sanctions on its Network Providers and Enrollees, 
including, but not limited to, termination or exclusion from the network. 

2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.16 The Contractor and its Subcontractors shall enforce LDH 
directives regarding sanctions on its Network Providers and Enrollees, 
including, but not limited to, payment suspension, termination or 
exclusion from the network. 

The revision is needed to clarify that that 
payment suspension is among the sanction 
options for which a plan may receive a 
directive from LDH. 

78 2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

[new provision] 

2.20.6 Rights of Review and Recovery by Contractor and LDH 

[…] 

2.20.6.20   Upon approval from LDH, the Contractor may extrapolate an 
overpayment amount. The approval process is specified in the MCO 
Manual. 

Provision is added to provide clarification 
that extrapolation may be used by and 
MCO and emphasizing that there is a 
documented process for doing so. 

79 2.20.7 Program Integrity Requirements 

[…] 

2.20.7.1 Notify LDH upon contact by any investigative authorities 
conducting Fraud and Abuse investigations, except in situations where 
investigative authorities make it illegal to provide such notice. The 
Contractor, and where applicable any Subcontractors or Material 
Subcontractors, shall cooperate fully with the agencies that conduct 
investigations; full cooperation includes, but is not limited to, Timely 
exchange of information and strategies for addressing Fraud and Abuse, as 
well as allowing prompt direct access to information, free copies of 
documents, and other available information related to program violations, 
while maintaining the confidentiality of any investigation. The Contractor 
shall make knowledgeable employees available at no charge to support any 

2.20.7 Program Integrity Requirements 

[…] 

2.20.7.1 Notify LDH upon contact by any investigative authorities 
conducting Fraud and Abuse investigations, except in situations where 
investigative authorities make it illegal to provide such notice. The 
Contractor, and where applicable any Subcontractors or Material 
Subcontractors, shall cooperate fully with the agencies that conduct 
investigations; full cooperation includes, but is not limited to, Timely 
exchange of information and strategies for addressing Fraud and Abuse, 
as well as allowing prompt direct access to information, free copies of 
documents, and other available information related to program 
violations, while maintaining the confidentiality of any investigation. The 
Contractor shall make knowledgeable employees directly available at no 

Revision is necessary to specify that direct 
access to employees must be made 
available. 
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investigation, court, or administrative proceeding; charge to support any investigation, court, or administrative proceeding; 

80 3.1 Contract Management  

[…] 

3.1.12.3   Automatic Assignment 

[…] 

3.1.12.3.1 LDH may automatically assign all Enrollees at the start of the 
Contract and shall automatically assign Potential Enrollees who do not 
request Enrollment in a specified MCO at the time of application for the 
Louisiana Medicaid Program or through the help of the Enrollment Broker, or 
who cannot be enrolled into the requested MCO for reasons including, but 
not limited to, the requested MCO having reached its Capacity or as a result 
of LDH-initiated sanctions. Following the the initial Enrollment of Enrollees at 
the start of the Contract, Enrollees who fail to select a new MCO during their 
Enrollment period shall remain enrolled with their existing MCO. These 
Enrollees shall not be subject to the Automatic Assignment process. 

[…] 

3.1.12.3.4 The Automatic Assignment methodology for all populations 
shall be based on the following hierarchy: 

3.1.12.3.4.1 If the Potential Enrollee or Enrollee has a current DCFS 
segment, the Potential Enrollee or Enrollee shall follow the DCFS Automatic 
Assignment process.  

3.1.12.3.4.2 The Enrollment Broker shall seek to preserve existing 
Provider-Beneficiary Relationships. If the Potential Enrollee or Enrollee has 
had a relationship in the previous twelve (12) months with a provider 
assigned to an MCO, the Potential Enrollee or Enrollee shall be assigned to 
that MCO.  

 If the provider is in multiple MCO networks, and if the Potential 
Enrollee or Enrollee has household members enrolled in an MCO in 

3.1 Contract Management  

[…] 

3.1.12.3 Automatic Assignment 

[…] 

3.1.12.3.1 LDH may automatically assign all Enrollees at the start of 
the Contract and shall automatically assign Potential Enrollees who do not 
request Enrollment in a specified MCO at the time of application for the 
Louisiana Medicaid Program or through the help of the Enrollment 
Broker, or who cannot be enrolled into the requested MCO for reasons 
including, but not limited to, the requested MCO having reached its 
Capacity or as a result of LDH-initiated sanctions. Following the the initial 
Enrollment of Enrollees at the start of the Contract, Enrollees who fail to 
select a new MCO during their Enrollment period shall remain enrolled 
with their existing MCO. These Enrollees shall not be subject to the 
Automatic Assignment process. 

[…] 

3.1.12.3.4 The Automatic Assignment methodology will be 
determined by LDH and detailed in the MCO Manual. for all populations 
shall be based on the following hierarchy: 

3.1.12.3.4.1 If the Potential Enrollee or Enrollee has a current DCFS 
segment, the Potential Enrollee or Enrollee shall follow the DCFS 
Automatic Assignment process.  

3.1.12.3.4.2 The Enrollment Broker shall seek to preserve existing 
Provider-Beneficiary Relationships. If the Potential Enrollee or Enrollee 
has had a relationship in the previous twelve (12) months with a provider 
assigned to an MCO, the Potential Enrollee or Enrollee shall be assigned 
to that MCO.  

This revision is necessary to remove this 
language from the contract and add it to 
the MCO Manual.   



 
 

Attachment A12, Changes to Attachment A, Model Contract 
Effective: 1/1/2026   Page 56 

which the provider participates, the Potential Enrollee or Enrollee 
will be assigned to that MCO. If multiple MCO linkages exist within 
the household, the Potential Enrollee or Enrollee shall be assigned to 
the MCO in which the provider participates of the mother or head of 
household, if applicable, or to the MCO in which the provider 
participates to which a household member was most recently 
assigned.  

 If there is no MCO relationship within the household, the Potential 
Enrollee or Enrollee shall be assigned to the MCO in which the 
provider participates via a round robin method. 

3.1.12.3.4.3 If MCO assignment cannot be made based on existing 
Provider-Beneficiary Relationships, and if the Potential Enrollee or Enrollee 
has household members enrolled in an MCO, the Potential Enrollee or 
Enrollee shall be assigned to that MCO. If multiple MCO linkages exist within 
the household, the Potential Enrollee or Enrollee shall be assigned to the 
MCO of the mother or head of household, if applicable, or to the MCO to 
which a household member was most recently assigned.  

3.1.12.3.4.4 If there is no previous provider relationship or household 
relationship, the Enrollment Broker shall use a round robin method to 
determine the MCO assignment. 

3.1.12.3.4.5 In addition, the Contractor’s quality measures may be 
factored into the algorithm for Automatic Assignment, at the discretion of 
LDH. 

 If the provider is in multiple MCO networks, and if the Potential 
Enrollee or Enrollee has household members enrolled in an MCO 
in which the provider participates, the Potential Enrollee or 
Enrollee will be assigned to that MCO. If multiple MCO linkages 
exist within the household, the Potential Enrollee or Enrollee shall 
be assigned to the MCO in which the provider participates of the 
mother or head of household, if applicable, or to the MCO in 
which the provider participates to which a household member 
was most recently assigned.  

 If there is no MCO relationship within the household, the 
Potential Enrollee or Enrollee shall be assigned to the MCO in 
which the provider participates via a round robin method. 

3.1.12.3.4.3 If MCO assignment cannot be made based on existing 
Provider-Beneficiary Relationships, and if the Potential Enrollee or 
Enrollee has household members enrolled in an MCO, the Potential 
Enrollee or Enrollee shall be assigned to that MCO. If multiple MCO 
linkages exist within the household, the Potential Enrollee or Enrollee 
shall be assigned to the MCO of the mother or head of household, if 
applicable, or to the MCO to which a household member was most 
recently assigned.  

3.1.12.3.4.4 If there is no previous provider relationship or  household 
relationship, the Enrollment Broker shall use a round robin method to 
determine the MCO assignment. 

3.1.12.3.4.5 In addition, the Contractor’s quality measures may be 
factored into the algorithm for Automatic Assignment, at the discretion 
of LDH. 

 

81 4.4 Financial Incentives for MCO Performance 

[…] 

4.4 Financial Incentives for MCO Performance 

[…] 

This revision is necessary to clarify what will 
be included in the withhold measures.  
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4.4.1.1 LDH may withhold a portion of the Contractor’s monthly Capitation 
Payments to incentivize quality, health outcomes, value-based payments, 
and health equity. The withhold amount will be equal to two percent (2%) of 
the monthly Capitation Payments for integrated physical and behavioral 
health for all Enrollees, exclusive of maternity Kick Payments, payments 
under the Managed Care Incentive Program, and the Full Medicaid Pricing 
(FMP) component of the monthly Capitation Payments. 

4.4.1.2 Half of the total withhold amount (i.e., one percent (1.0%) of the 
monthly Capitation Payments) shall be considered the quality withhold and 
applied to incentivize quality and health outcomes for Enrollees. The 
remaining half of the total withhold amount (i.e., one percent (1.0%) of the 
monthly Capitation Payment as described in 4.4.1.1.) shall be divided and 
allocated in equal proportion to the Value Based Payment (i.e., one-half 
percent (0.5%) of the applicable monthly Capitation Payment) and Health 
Equity (i.e., one-half percent (0.5%) of the applicable monthly Capitation 
Payment) withholds, respectively. The Value-Based Payment (VBP) withhold 
is applied to incentivize the Contractor’s use and expansion of VBP 
arrangements with providers. The Health Equity withhold is applied to 
incentivize the Contractor’s health equity strategies. 

4.4.1.1 LDH may withhold a portion of the Contractor’s monthly 
Capitation Payments to incentivize quality, and health outcomes., value-
based payments, and health equity. The withhold amount will be equal to 
two three percent (23%) of the monthly Capitation Payments for 
integrated physical and behavioral health for all Enrollees, exclusive of 
maternity Kick Payments, payments under the Managed Care Incentive 
Program, and the Full Medicaid Pricing (FMP) component of the monthly 
Capitation Payments directed payment arrangements. 

4.4.1.2 Half of the total withhold amount (i.e., one percent (1.0%) of the 
monthly Capitation Payments) shall be considered the quality withhold 
and applied to incentivize quality and health outcomes for Enrollees. The 
remaining half of the total withhold amount (i.e., one percent (1.0%) of 
the monthly Capitation Payment as described in 4.4.1.1.) shall be divided 
and allocated in equal proportion to the Value Based Payment (i.e., one-
half percent (0.5%) of the applicable monthly Capitation Payment) and 
Health Equity (i.e., one-half percent (0.5%) of the applicable monthly 
Capitation Payment) withholds, respectively. The Value-Based Payment 
(VBP) withhold is applied to incentivize the Contractor’s use and 
expansion of VBP arrangements with providers. The Health Equity 
withhold is applied to incentivize the Contractor’s health equity 
strategies. 

82 4.4 Financial Incentives for MCO Performance 

[…] 

4.4.1.7  LDH will not withhold funds from the Contractor for MCO 
performance until January 2024. 

4.4.1.8 LDH may, at its sole discretion, suspend the withhold for a specified 
period with written notification to the Contractor. 

 

4.4 Financial Incentives for MCO Performance 

[…] 

4.4.1.7  LDH will not withhold funds from the Contractor for MCO 
performance until January 2024. 

4.4.1.8 LDH may, at its sole discretion, suspend the withhold for a 
specified period with written notification to the Contractor. 

This revision is necessary to clarify what will 
be included in the withhold measures. 
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83 4.4 Financial Incentives for MCO Performance 

[…] 

4.4.3 Earning the VBP Withhold  

For each Measurement Year, the Contractor may earn back the applicable 
VBP withhold based on meeting the VBP reporting and performance 
requirements and targets for that Measurement Year as established by this 
Contract including as described in the Value-Based Payment section.  

[…] 

4.4.3.2.1.2 If LDH determines that the mid-year report demonstrates 
VBP use by the Contractor that includes applicable performance measures in 
Attachment H, Quality Performance Measures, and is consistent with LDH 
specifications in this Contract, LDH will refund a portion of the VBP-related 
amounts withheld for the calendar year prior to the end of the calendar year. 
The VBP withhold amounts shall not be refunded for late submissions. 

[…]  
  

4.4.3.2.3 If LDH determines that the Contractor’s use of recognized 
VBP models meets the following VBP targets in each specific calendar year as 
described below, LDH will refund any remaining amounts withheld for VBP. 
Recognized VBP arrangements exclude certain LAN APM category 2A and 2B 
models and VBP models that do not have a link to at least two of the 
applicable Contractor performance measures in Attachment H, Quality 
Performance Measures, as defined in the Value-Based Payment sections of 
this Contract.  

4.4.3.2.4 Unless otherwise modified by LDH, the minimum VBP 
thresholds for each Measurement Year are as follows: 

4.4.3.2.4.1 Calendar Year 2023 

• Contractual arrangements linked to a VBP model that includes one (1) or 

4.4 Financial Incentives for MCO Performance 

[…] 

4.4.3 Earning the VBP Withhold  

For each Measurement Year For Calendar Year 2025, the Contractor may 
earn back the applicable VBP withhold based on meeting the VBP 
reporting and performance requirements and targets for that 
Measurement Year as established by this Contract including as described 
in the Value-Based Payment section.  

[…] 

4.4.3.2.1.2 If LDH determines that the mid-year report demonstrates 
VBP use by the Contractor that includes applicable performance 
measures in Attachment H, Quality Performance Measures, and is 
consistent with LDH specifications in this Contract, LDH will refund a 
portion of the VBP-related amounts withheld for the calendar year prior 
to the end of the calendar year. The VBP withhold amounts shall not be 
refunded for late submissions.  

[…]  
 

4.4.3.2.3 If LDH determines that the Contractor’s use of recognized 
VBP models meets the following VBP targets in each specific calendar year 
as described below, LDH will refund any remaining amounts withheld for 
VBP. Recognized VBP arrangements exclude certain LAN APM category 2A 
and 2B models and VBP models that do not have a link to at least two of 
the applicable Contractor performance measures in Attachment H, 
Quality Performance Measures, as defined in the Value-Based Payment 
sections of this Contract.  

4.4.3.2.4 Unless otherwise modified by LDH, the minimum VBP 
thresholds for each Measurement Year are as follows: 

This revision is necessary to clarify what will 
be included in the withhold measures. 
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more of the HCP LAN categories identified by LDH account for at least 
forty percent (40%) of total provider payments in the Measurement Year 
and the Contractor’s total provider incentive payments related to this 
Measurement Year exceed six (6) million, OR the Contractor’s total 
provider incentive payments exceed twelve (12) million dollars. 

• The Contractor’s VBP models must include at least one (1) new provider 
contract with a category 3A APM, category 3B APM or category 4 APM 
that is effective no later than December 2023. 

• The Contractor must submit an annual report demonstrating how its VBP 
models align with LDH Contractor incentive-based and other contractual 
performance measures and provide initial data-based assessments to 
determine the extent to which providers participated in specific VBP 
models may be performing differently on targeted quality measures than 
providers not participating in such VBP models.  

4.4.3.2.4.2  Calendar Year 2024 

• Contractual arrangements linked to a VBP model account for at least fifty 
percent (50%) of total provider payments in the Measurement Year and 
the Contractor’s total provider incentive payments related to this 
Measurement Year exceed seven (7) million dollars, or the Contractor’s 
total provider incentive payments exceed fourteen (14) million dollars. 

• The Contractor’s VBP models must include at least one (1) new provider 
contract with a category 3A APM, and one (1) new provider contract with 
a category 3B APM or category 4 APM that is effective no later than 
December 2024. 

• The Contractor must submit an annual report demonstrating how its VBP 
models align with LDH Contractor incentive-based and other contractual 
performance measures. 

• The Contractor must analyze VBP and quality performance to determine 
the extent to which providers participating in specific VBP models 
performed differently on targeted quality measures than providers not 
participating in such VBP models. The Contractor shall indicate how it will 
use the results of this data analysis to improve it VBP models and provider 

4.4.3.2.4.1 Calendar Year 2023 

• Contractual arrangements linked to a VBP model that includes one (1) 
or more of the HCP LAN categories identified by LDH account for at 
least forty percent (40%) of total provider payments in the 
Measurement Year and the Contractor’s total provider incentive 
payments related to this Measurement Year exceed six (6) million, OR 
the Contractor’s total provider incentive payments exceed twelve (12) 
million dollars. 

• The Contractor’s VBP models must include at least one (1) new 
provider contract with a category 3A APM, category 3B APM or 
category 4 APM that is effective no later than December 2023. 

• The Contractor must submit an annual report demonstrating how its 
VBP models align with LDH Contractor incentive-based and other 
contractual performance measures and provide initial data-based 
assessments to determine the extent to which providers participated 
in specific VBP models may be performing differently on targeted 
quality measures than providers not participating in such VBP models.  

4.4.3.2.4.2  Calendar Year 2024 

• Contractual arrangements linked to a VBP model account for at least 
fifty percent (50%) of total provider payments in the Measurement 
Year and the Contractor’s total provider incentive payments related 
to this Measurement Year exceed seven (7) million dollars, or the 
Contractor’s total provider incentive payments exceed fourteen (14) 
million dollars.  

• The Contractor’s VBP models must include at least one (1) new 
provider contract with a category 3A APM, and one (1) new provider 
contract with a category 3B APM or category 4 APM that is effective 
no later than December 2024. 

• The Contractor must submit an annual report demonstrating how its 
VBP models align with LDH Contractor incentive-based and other 
contractual performance measures. 
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support for future calendar years. 

 

4.4.3.2.4.3 Calendar Year 2025 and Future Calendar Years 

Contractual arrangements linked to a VBP model account for at least sixty 
percent (60%) of total provider payments, and the Contractor’s total 
provider incentive payments exceed eight (8) million dollars, or the 
Contractor’s total provider incentive payments exceed sixteen (16) million 
dollars. 

The Contractor’s VBP models must include at least one (1) new provider 
contract with a category 3A APM, one (1) new provider contract with a 
category 3B APM, and one new provider contract with a category 4 APM 
that is effective no later than the end of the applicable calendar year. 

The Contractor must submit an annual report demonstrating how its VBP 
models align with LDH Contractor incentive-based and other contractual 
performance measures. 

The Contractor must analyze VBP and quality performance to determine 
the extent to which providers participating in specific VBP models 
performed differently on targeted quality measures than providers not 
participating in such VBP models. The Contractor shall indicate how it will 
use the results of this data analysis to improve VBP models and provider 
support for future calendar years. 

LDH may refund to the Contractor some of the remaining amounts withheld 
for VBP if the Contractor partially meets the applicable VBP targets in 
4.4.3.2.4and describes to LDH’s satisfaction why the Contractor did not fully 
meet the VBP targets. 

LDH shall retain the amount of the VBP withhold not earned back by the 
Contractor. 

• The Contractor must analyze VBP and quality performance to 
determine the extent to which providers participating in specific VBP 
models performed differently on targeted quality measures than 
providers not participating in such VBP models. The Contractor shall 
indicate how it will use the results of this data analysis to improve it 
VBP models and provider support for future calendar years. 

 

4.4.3.2.4.3   Calendar Year 2025 and Future Calendar Years 

Contractual arrangements linked to a VBP model account for at least sixty 
percent (60%) of total provider payments, and the Contractor’s total 
provider incentive payments exceed eight (8) million dollars, or the 
Contractor’s total provider incentive payments exceed sixteen (16) million 
dollars. 

The Contractor’s VBP models must include at least one (1) new provider 
contract with a category 3A APM, one (1) new provider contract with a 
category 3B APM, and one new provider contract with a category 4 APM 
that is effective no later than the end of the applicable calendar year. 

The Contractor must submit an annual report demonstrating how its VBP 
models align with LDH Contractor incentive-based and other contractual 
performance measures. 

The Contractor must analyze VBP and quality performance to determine 
the extent to which providers participating in specific VBP models 
performed differently on targeted quality measures than providers not 
participating in such VBP models. The Contractor shall indicate how it will 
use the results of this data analysis to improve VBP models and provider 
support for future calendar years. 
 

For Calendar Year 2025, LDH may refund to the Contractor some of the 
remaining amounts withheld for VBP if the Contractor partially meets the 
applicable VBP targets in 4.4.3.2.4 and describes to LDH’s satisfaction why 
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the Contractor did not fully meet the VBP targets. 

For Calendar Year 2025, LDH shall retain the amount of the VBP withhold 
not earned back by the Contractor. 

 

[subsequent items will be renumbered] 

 

84 4.4.4  Earning Health Equity Withhold 

For each Measurement Year, the Contractor may earn back the applicable 
Health Equity withhold based on its reporting and performance relative to 
Health Equity requirements for that Measurement Year as established by this 
Contract and LDH as described in the Health Equity section. 

4.4.4.1 The Contractor may earn back the health equity withhold amount for 
the development and the submission of health equity deliverables specified 
by LDH in the Health Equity section: 

4.4.4  Earning Health Equity Withhold 

For each Measurement Year, the Contractor may earn back the applicable 
Health Equity withhold based on its reporting and performance relative 
to Health Equity requirements for that Measurement Year as established 
by this Contract and LDH as described in the Health Equity section. 

4.4.4.1 The Contractor may earn back the health equity withhold amount 
for the development and the submission of health equity deliverables 
specified by LDH in the Health Equity section: 

 

[subsequent items will be renumbered] 

 

This revision is necessary to ensure 
reporting is maintained and submitted as 
required. 

85 4.4.5 Other Requirements Related to Quality and VBP Withholds 
 

4.4.5.1  If, in the final determination of Contractor performance relative to 
Quality and Health Outcomes, VBP and Health Equity incentives, the 
Contractor’s unearned withhold amount exceeds its withhold balance 
held in escrow by LDH, the Contractor is responsible for remitting 
payment for the balance to LDH within thirty (30) Calendar Days 
following notification to the Contractor by LDH unless otherwise 
authorized in writing by LDH. LDH, at its discretion, reserves the right 

4.4.5 Other Requirements Related to Quality and VBP Withholds 
 

4.4.5.1 If, in the final determination of Contractor performance relative 
to Quality and Health Outcomes, VBP and Health Equity incentives, the 
Contractor’s unearned withhold amount exceeds its withhold balance 
held in escrow by LDH, the Contractor is responsible for remitting 
payment for the balance to LDH within thirty (30) Calendar Days following 
notification to the Contractor by LDH unless otherwise authorized in 
writing by LDH. LDH, at its discretion, reserves the right to collect amounts 
due by withholding and applying all balances due to LDH to future 

This revision is necessary to clarify what will 
be included in the withhold measures. 
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to collect amounts due by withholding and applying all balances due to 
LDH to future payments. 

payments. 

86 4.18 Reimbursement for COVID-19 Vaccine Administration 

4.18.1 LDH will pay the Contractor, on a quarterly, non-risk basis, for the 
costs of COVID-19 vaccine administration to Contractor Enrollees in 
accordance with the Louisiana Medicaid COVID-19 Vaccine and Treatment 
Fee Schedule. This payment shall be separate from the monthly Capitation 
Payments and be based upon Encounter Data provided by the Contractor to 
LDH that have been accepted and have cleared all systems edits in the MMIS. 
This non-risk arrangement is subject to Federal requirements for payments 
under non-risk managed care contracts at 42 CFR § 447.362.  

4.18.2 The Contractor shall submit all COVID-19 vaccine administration 
Encounters in accordance with the terms and conditions of this Contract.  

4.18.3 The Contractor shall report expenditures for COVID-19 vaccine 
administration on a date of service basis. 

4.18.4 The Contractor shall pay COVID-19 vaccine administration Claims 
when performed and coded appropriately and according to the FFS fee 
schedule. 

4.19 Reimbursement for COVID‐19 Vaccine Incentive Distribution 

4.19.1 LDH will pay the Contractor, on a monthly, non‐risk basis, for the 
costs of COVID‐19 vaccine incentive distribution to its Enrollees in accordance 
with the Louisiana Medicaid COVID‐19 “Shot Per 100,000” COVID vaccine 
administration member incentive program. The Enrollee incentive amount 
paid shall be determined by LDH. The Contractor is entitled to a nine percent 
(9%) administration fee in addition to the amount of the incentive distributed 
through the “Shot Per 100,000” program. All payments associated with this 
program shall be paid on an administrative cost basis, separately from the 
monthly Capitation Payments. The Contractor will identify eligible Enrollees 
by leveraging LDH’s existing data extraction processes and weekly COVID 
vaccine administration reports and by utilizing the Contractor’s internal 

4.18 Reimbursement for COVID-19 Vaccine Administration 

4.18.1 LDH will pay the Contractor, on a quarterly, non-risk basis, for the 
costs of COVID-19 vaccine administration to Contractor Enrollees in 
accordance with the Louisiana Medicaid COVID-19 Vaccine and 
Treatment Fee Schedule. This payment shall be separate from the 
monthly Capitation Payments and be based upon Encounter Data 
provided by the Contractor to LDH that have been accepted and have 
cleared all systems edits in the MMIS. This non-risk arrangement is subject 
to Federal requirements for payments under non-risk managed care 
contracts at 42 CFR § 447.362.  

4.18.2 The Contractor shall submit all COVID-19 vaccine administration 
Encounters in accordance with the terms and conditions of this Contract.  

4.18.3 The Contractor shall report expenditures for COVID-19 vaccine 
administration on a date of service basis. 

4.18.4 The Contractor shall pay COVID-19 vaccine administration Claims 
when performed and coded appropriately and according to the FFS fee 
schedule. 

4.19 Reimbursement for COVID‐19 Vaccine Incentive Distribution 

4.19.1 LDH will pay the Contractor, on a monthly, non‐risk basis, for the 
costs of COVID‐19 vaccine incentive distribution to its Enrollees in 
accordance with the Louisiana Medicaid COVID‐19 “Shot Per 100,000” 
COVID vaccine administration member incentive program. The Enrollee 
incentive amount paid shall be determined by LDH. The Contractor is 
entitled to a nine percent (9%) administration fee in addition to the 
amount of the incentive distributed through the “Shot Per 100,000” 
program. All payments associated with this program shall be paid on an 
administrative cost basis, separately from the monthly Capitation 
Payments. The Contractor will identify eligible Enrollees by leveraging 

This revision is necessary to remove this 
requirement as it is outdated by new 
regulations.  
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resources. The Contractor will use various data sources and internal 
databases to confirm Enrollee eligibility for the incentive.  

4.19.2 The Contractor shall submit all data related to the COVID-19 vaccine 
incentive in accordance with the terms and conditions of this Contract and 
the reporting template developed for the “Shot Per 100,000” program. 

4.19.3 The Contractor shall report expenditures for COVID‐19 vaccine 
incentives on a date of service basis. 

4.19.4 The Contractor shall distribute the COVID-19 vaccine incentive to 
Enrollees within five (5) Business Days of the Contractor validating the 
Enrollee’s eligibility to receive the COVID-19 vaccine incentive. 

LDH’s existing data extraction processes and weekly COVID vaccine 
administration reports and by utilizing the Contractor’s internal 
resources. The Contractor will use various data sources and internal 
databases to confirm Enrollee eligibility for the incentive.  

4.19.2 The Contractor shall submit all data related to the COVID-19 
vaccine incentive in accordance with the terms and conditions of this 
Contract and the reporting template developed for the “Shot Per 
100,000” program. 

4.19.3 The Contractor shall report expenditures for COVID‐19 vaccine 
incentives on a date of service basis. 

4.19.4 The Contractor shall distribute the COVID-19 vaccine incentive to 
Enrollees within five (5) Business Days of the Contractor validating the 
Enrollee’s eligibility to receive the COVID-19 vaccine incentive. 


